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Agenda for Audit, Assurance & Risk Committee  
Monday 11 July 2016 

09:30 – 12:30 
Conference Room, Sterne 7, Tatchbury Mount, Calmore, Southampton, SO40 2RZ 

 
Time Item Subject Lead Format Action 

Administration 

09:30 1  Chair’s Welcome  Committee Chair Verbal Noting 
 2  Apologies for Absence Committee Chair Verbal Noting 
 3  Declarations of Interest Committee Chair Verbal Noting 

09:40 4  Minutes of the meeting held on 
23.05.2016 and Matters Arising  

Committee Chair Paper 
 

Decision  

Assurance 

09:50 5  Board Assurance Framework Provider 
Development 
Director 

Paper 
 

Assurance 

Audit 

10:00 6  Internal Audit Progress Report Head of Internal 
Audit 

Paper Information 

10:10 7  Whistleblowing Tracker Director of People 
& Communications 

 

Paper Assurance 

10:15 8  Recommendation Tracker Provider 
Development 
Director 

Verbal Discussion 

10:25 9  External Audit Tender update Committee Chair Verbal Information 

Governance, Risk Management & Internal Control 

10:35 10  Information Governance Report Director of 
Integrated 
Services (MCP, 
West) 

Paper Decision 

10:45 11  Legal Services Report Director of Nursing Paper 
(to follow) 

Assurance 

10:55 12  Working Capital Facility Interim Finance 
Director 

Paper Assurance 

11:05 13  Monitoring of independent 
contractor usage  

- Use of management 
consultants 

- Off payroll engagements 

Interim Finance 
Director 

Paper Assurance 

11:15 14  Review of Standing Financial 
Instructions 

Company 
Secretary& Head 
of Corporate 
Governance 

Paper Decision 

11:25 15  Review of Scheme of Delegation  Company Paper Decision 
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Secretary& Head 
of Corporate 
Governance 

 

11:35 16  Annual Committee Effectiveness 
Review 

Company 
Secretary & Head 
of Corporate 
Governance 

Paper 
 

Decision 

11:45 17  Procurement and Single Tender 
Waivers 

Interim Finance 
Director 

Paper Assurance 

Health & Safety and Estates 

11:50 18  Annual Health & Safety Report Interim Finance 
Director 

Paper Decision 

12:00 19  Health & Safety Report Interim Finance 
Director 

Paper Assurance 

12:10 20  Sustainability Report Interim Finance 
Director 

Paper Assurance 

  Any Other Business and Close 

12:20 21  Any Other Business  Committee Chair Verbal Assurance 
12:25 22  Items for Reporting to Board Committee Chair Verbal Decision 
12:30 23  Close    

Date and Time of Next Audit, Assurance & Risk Committee: Tuesday 11 October 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 23 May 2016 
9.00 – 12.45 

Meeting Room 4, 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 
Jon Allen Non-Executive Director  
Paula Anderson Acting Finance Director 
Nick Atkinson Head of Internal Audit, RSM 
Mark Brooks Chief Finance Officer 
Dr Chris Gordon Director of Performance, Quality and Safety/Chief 

Operating Officer 
Paul Johnson Deputy Director of Estates and Facilities Management 

(for Item19b) 
Andrew Morley Counter Fraud Specialist Manager, Tiaa Ltd 
Amanda Owen Corporate Governance Manager (for item 15) 
Paul Streat Provider Development Director 
Anna Williams Company Secretary and Head of Corporate Governance 
Chris Wlaznik Manager, PricewaterhouseCoopers 
 
Secretariat: 
David Shaw   Interim Corporate Governance Manager 
 
Apologies: 
Sandra Grant Director of People and Communications 
Katrina Percy  Chief Executive Officer 
Adrian Thorne  Appointed Governor, Carers Together 
 
 
1. Chair’s Welcome and Meeting Protocol 
 
1.1. The Committee Chair welcomed members to the meeting, which he opened at 
09.00. 
 
2. Apologies for Absence 
 
2.1. The Committee Chair noted apologies from Katrina Percy, Chief Executive 
Officer, Sandra Grant, Director of People and Communications and Adrian Thorne, 
Appointed Governor, Carers Together. 
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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 (07.03.2016), Matters Arising & Action Log 
 
4.1. Trevor Spires asked the Committee for any comments on the minutes of the 
last meeting held on 7 March 2016. 
 
4.2. It was agreed that the first sentence of paragraph 23.3 be amended to read: 
“Judith Smyth noted an improvement in the format and content of the report, 
particularly with regard to the reporting of violent incidents, and there was further 
work to embed risks into everyday practice.”  
 
4.3. Paula Anderson, Acting Finance Officer, clarified that the Action on 17.4 
should read Acting Director of Finance to confirm STW was completed for MBI 
work”. 
 
4.4. Subject to these amendments, the minutes were agreed as a true and fair 
record of the meeting held on 07.03.2016, and would be signed outside of the 
meeting. 
 
4.5. Anna Williams, Company Secretary and Head of Corporate Governance, 
reported on the status of the action log.  It was agreed that items AARC 
07.03.2016/9.1; AARC 07.03.2016/9.2; AARC 07.03.2016/9.3; AARC 
07.03.2016/7.10; AARC 07.03.2016/7.13.2; AARC 07.03.2016/10.4; AARC 
07.03.2016/13.4; AARC 07.03.2016/14.2 were closed. 
 
4.6. In addition, updates were provided as follows: 
 
AARC 04.01.16/6.2, AARC 07.03.16/6.10, AARC 07.03.16/6.12 - Anna reported that 
the Provider Development Director would be undertaking a refresh of the Board 
Assurance Framework this year, to include a full review of risks. 
 
AARC 04.01.16/6.3 - it was agreed that this action would remain open until 
conclusion of the refresh process of the Board Assurance Framework. 
 
AARC 04.01.16/8.11 – it was agreed that this would remain open until the wider 
review of Board Committee had taken place. 
 
AARC 07.03.16/5.3 – Chris Gordon confirmed that this action would be completed in 
July. 
 
AARC 07.03.16/8.3 – Anna reported that this action would be completed in July. 
 
AARC 07.03.16/6.6 - Anna reported that this action would be kept open as part of 
the Board Assurance Framework refresh. 
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AARC 07.03.16/11.15.3 – Anna confirmed that the Trust’s position in relation to Duty 
of Candour was reported within the Annual Report elsewhere on this meeting’s 
Agenda, as part of the Quality Report.  She noted that this matter had also been 
considered by the Quality & Safety Committee, where an updated paper had been 
circulated post Committee.  It was agreed to close this action. 
 
AARC 07.03.16/17.4 – Paula Anderson, Acting Director of Finance, confirmed that 
this action related to MBI and that this had been included in September’s report.  It 
was agreed to close this action. 
 
AARC 07.03.16/17.7 – Anna confirmed that there was a report on the agenda, and 
that the full refresh of the Standing Financial Instructions was scheduled for 
presentation at the July meeting. 
 
AARC 07.03.16/17.9 – this related to the item on the agenda regarding consultancy 
usage, which had been circulated to NED members previously; it was agreed that 
this item was closed. 
 
AARC 07.03.2016/24.1 – Anna indicated that this item would be carried forward to 
the committee’s next meeting.   
 
5. Board Assurance Framework 
 
5.1. Following an introduction of the report by Mark Brooks, Chief Finance Officer, 
Claire Feehily, Non-Executive Director asked if the Trust had the correct delineation 
of risks and assurance between Board Committees and also whether risk appetite 
had been taken into consideration.  Nick Atkinson, Head of Internal Audit RSM 
commented that such issues would be considered as part of the Internal Audit Plan 
at the end of the year. 
 
5.2. The Committee agreed that if there was limited time at the June Board 
Seminar to consider this topic; it would be helpful if consecutive drafts through the 
process could be circulated by email in advance to attendees and that Executives 
and Non- Executives meet in advance to help inform a short discussion at the 
Seminar where all members would be present. 

 
Action: Consecutive drafts of the Board Assurance Framework to be 

circulated throughout the review process and consideration be 
given to a meeting between Executives and Non-Executives in 
advance of the Board seminar session 

Date:  28.06.2016 
 
6. (a) Internal Audit Annual Report 
 
6.1. Nick Atkinson, introduced the report, stating that it was unchanged from the 
draft.  The report’s conclusion was that the organisation had an adequate and 
effective framework for risk management, governance and internal control.  The 
areas highlighted for further review were data quality in relation to waiting lists and 
procurement.   
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6.1. Nick Atkinson highlighted that a CIP round table session had been held and 
suggested that the slides from this presentation would be shared with members of 
the committee. 
 
Action: Head of Internal Audit to share slides of CIP round table session 

with Committee members 
Date:  27.05.2016 
 
(b) 2016.17 Internal Audit Plan and Internal Audit Strategy for 2016-2019 
 
6.2. Nick Atkinson reminded Committee members that this item had been 
considered at the previous meeting.  He noted that there had been consultation with 
Executive and Non-Executive Directors of the committee, with various additions to 
the plan requested. outside of the meeting where it had been agreed to increase in 
the number of days of Internal Audit input by 25 days as the Non-Executive Directors 
had wanted to see additional assurance. 

 
6.3. Arising from consideration of the report the following points were made to be 
reflected within the Plan: 
 The embedding of controls for health and safety in clinical areas should also 

be embedded into behaviours and practice and be linked into other assurance 
work. 

 Clarity as to the linkage to the Strategic Objective and strategic risk needed to 
be explicit; additionally, where assurance would be derived from needed to be 
identified. 

 Capital management – to be refocused to look at the process for prioritisation, 
and the associated risk mitigation. 

 Paul Streat and Nick Atkinson were asked to undertake discussions to ensure 
that the risk universe was complete and that assurance covered all items.  It 
was noted that there were second and third line areas that also provided 
assurance. 

 
6.4. The Committee approved the Internal Audit Plan and Strategy, subject to 
comments from members being included.  It was agreed that the final plan would be 
circulated to Committee members. 

 
7. External Audit Report 
 
7.1. Harriet Aldridge presented the ISA 260 report.  She highlighted that Value for 
Money was a qualified opinion; she drew attention to the key areas of focus, which 
related to valuation of the Trust’s estate and the remuneration report.  She noted that 
the scrutiny on the remuneration report had been due to the changes at Board level, 
and the use of interims.  Harriet confirmed that there had been a change in the 
estimate basis for the Estate, but that in conclusion PwC were satisfied with the 
Trust’s valuation of the Estate. She confirmed that she had reviewed and was 
satisfied with the Trust’s going concern declaration. 

 
7.2. Committee members noted that the opinion on Value for Money would be 
qualified for the third consecutive year, reflecting the regulatory concerns about the 
Trust. 
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7.3. Harriet confirmed that the final review of the Annual Governance Statement 
was still outstanding.  The committee confirmed that there had been no changes to 
its view on fraud risk and that no additional matters had arisen that should be 
brought to the External Auditor’s attention. 
 
7.4. In relation to the de minimis reporting level of £250k, the Committee noted the 
summary of uncorrected misstatements at Appendix 1. 
 
7.5. Members discussed the summary of significant internal control deficiencies 
and assurance was provided in relation to actions taken to date.  However, the need 
for further work in relation to pay controls was noted; it was agreed that further 
scrutiny was required via the Strategic Workforce Committee.  
 
7.6. Harriet confirmed that the quality report met the reporting requirements and 
that it had received an unqualified opinion. 

 
7.7. It was confirmed that the statements and representation letters would be 
recommended for signature by the Interim Chair. 
 
8. Appointment Panel for an Independent Review of Charitable Funds 
Account 
 
8.1. Alison Thornley, Finance Business Partner, Reporting and Financial Services 
highlighted the recommendation that the Trust seek to commission an independent 
review of the Charitable Funds account, as opposed to a full audit.  The proposal to 
as set out in the paper was agreed. 

 
9. Self-assessment of Licence Compliance. 
 
9.1. Anna Williams, Company Secretary & Head of Corporate Governance, 
introduced the report and highlighted the areas in which the Trust was not compliant 
as set out within the self-assessment, which was attached as Appendix B to the 
report. These would be declared as part of the annual declaration of compliance with 
General Condition 6 of the NHS provider licence, as “not confirmed”. 
 
9.2. Paul Streat, Provider Development Director, added that the Trust would 
remain in breach of its licence conditions until it could gather the necessary 
evidence. 

 
9.3. Trevor Spires, Non-Executive Director, confirmed that the questions raised by 
the Committee had been answered by the Company Secretary & Head of Corporate 
Governance and that the self-assessment outcome could be taken forward. 

 
9.4. It was agreed that the proposed compliance position set out at Appendix B be 
agreed and that the statement of non-compliance be declared at the Board as 
required at Appendix A and that this be circulated to Board members in advance of 
the meeting on 24.05.2016. 
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Action: Company Secretary to circulate statement of non-compliance to 
Board members 

Date:  24.05.2016 
 

10. Update to Scheme of Delegation - Management Consultant Controls 
 
10.1. Mark Brooks set out the proposal for the introduction of clear internal controls 
in relation to the usage of management consultants.  He highlighted the proposed 
controls, including, the use of a business case, the approval by two Executive 
Directors, that any assignment with a value in excess of £50k would require reporting 
to Board, and that there would be a quarterly report to the Audit, Assurance & Risk 
Committee.  
 
10.2. Judith Smyth, Non-Executive Director, requested that any changes to the 
Scheme of Delegation be compliant with Government guidance on appointing 
consultants.  Paula Anderson confirmed that the Trust was supportive of the 
guidelines that were in the public interest and that this matter would be looked at. 

 
10.3. The committee noted comments from Paul Streat, Provider Development 
Director, that there were demands on the capacity of the Executive which could lead 
to the extended use of consultants.  Nick Atkinson stated that Internal Audit would 
look at the accumulated spend on consultants and the systems and processes in 
place to capture that information.   
 
10.4. Anna Williams advised that any change to the Scheme of Delegation required 
reporting to and approval by the Trust Board. 
 
11. Single Tender Waivers 
 
11.1. Paula Anderson, Acting Finance Director, stated that the figure in the table on 
page 3 relating to CRG Ltd was limited to £45,000 (for 22 nurses), as the upper 
figure of £440,000 as printed related to the recruitment of 200 nurses.  It was agreed 
that the Strategic Workforce Committee would review the use of Castlerock and 
whether this contract was achieving its stated objective and delivering value for 
money. 
 
Action: Strategic Workforce Committee to review Castlerock contract in 

terms of achievement of objective and delivery of value for money 
Date:  18.07.2016 
 
11.2. The Committee noted the report; it was agreed that details of the granting of 
sub £25,000 Single Tender Waivers would be circulated quarterly to Board Members 
by the Board Briefing. 

 
Action: Company Secretary & Head of Corporate Governance to circulate 

details of sub £25,000 Single Tender Waivers quarterly via the 
Board Briefing 

Date:  July 2016 
 
12. Self-assessment on compliance with FT Code of Governance 
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12.1. Anna Williams, Company Secretary & Head of Corporate Governance, 
presented the report.  It was explained that under paragraph 3.2, as part of their 
audit work, PricewaterhouseCoopers had reviewed the required disclosures and had 
identified two potential omissions which had now been included within the Annual 
Report.  In addition, the views of the committee were sought on whether there were 
any further declarations required.   

 
12.2. The committee debated in detail whether there was a need to disclose any 
areas of noncompliance, or whether there was adequate assurance on these to 
support the current stated position. 

 
12.3. Following consideration, Committee members agreed that there was no 
requirement to make any further disclosures within the Annual Report. 
 
13. Self-assessment on Compliance with the Annual Reporting Manual 
 
13.1. The committee was assured that the draft annual report and accounts 
2015/16 complied with the regulatory requirements. 
 
14. Annual Accounts 
 
14.1. Paula Anderson circulated a revised covering report which stated that the 
Trust had delivered an overall deficit of £5.8m, an improvement against last year of 
£0.3m.  The revised plan deficit was £7.8m.  Exceptional costs relating to divestment 
from the social care market of £1.6m had been provided for within 2015/16 along 
with a net loss on obsolete IT assets disposed in the year of £2.4m and gains on 
sales of property of £1.1m.  The total assets employed had reduced from £208.4m to 
£193.1m principally arising from the property revaluation exercise.  Cash holdings 
had increased in the year by £3.3m to £20.2m. 

 
14.2. Trevor Spires commented that PricewaterhouseCoopers had raised no issues 
with the substance of the report. 

 
14.3. In answer to a question from Claire Feehily, Mark Brooks confirmed that he 
and Paula Anderson they had met with Trevor Spires with regards the process and 
approach to accounting for the preparation of the Annual Accounts. 

 
14.4. At the request of Trevor Spires, Paul Streat, Provider Development Director, 
agreed to brief a future committee on the MCP and its spend and the controls on 
propriety that it would use, including outside controls of third parties and consultants. 

 
14.5. The Committee agreed to approve the Annual Accounts for sign off by the 
Board at its meeting to be held on 24 May 2016. 
 
Action: Provider Development Director to report to a future meeting of the 

Committee on the accounting arrangements for the MCP 
Date:  TBC 
 
15. Annual Report 
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15.1. Amanda Owen, Corporate Governance Manager, reported that the Annual 
Report had now been proof read and minor corrections made, but there were no 
changes to intent or scope. 

 
15.2. Claire Feehily, Non-Executive Director, expressed her interest in Healthwatch 
and spoke of a perceived lack of dialogue between the Trust and the Healthwatch 
branch in Oxfordshire during the year, which might present a risk for the Board.  She 
asked about improving stakeholder engagement and how to make improvements in 
nurturing relationships with stakeholders and key partners.  In reply, Anna Williams, 
Company Secretary & Head of Corporate Governance, commented that although it 
would not be included in this year’s Annual Report, action could be taken to make an 
inclusion for the future. 

 
15.3. The Committee agreed a number of minor amendments to the Annual 
Governance Statement for correction by the Company Secretary & Head of 
Corporate Governance prior to the Report’s consideration at Trust Board on 24 May 
2016. 

 
15.4. Jon Allen, Non-Executive Director and Chair of the Quality & Safety 
Committee, reported that the Quality Report and Quality Account 2015/16 had been 
accepted by the Quality & Safety Committee.  Post Committee, the reference on 
page 119 to the Duty of Candour had been amended and PricewaterhouseCoopers 
had agreed to the changes. 

 
16. Quality Account letter to the Audit, Assurance and Risk Committee. 
 
16.1. Jon Allen presented the assurance letter and stated that the Quality & Safety 
Committee had discharged its duties in gaining assurance that arrangements were in 
place for the measuring and monitoring of quality, including patient safety and that 
any areas of concern were reflected within the Quality Report. 
 
16.2. The Committee accepted the letter and agreed that if further issues arose that 
they be brought to the Trust Board meeting on 24 May 2016. 
 
17. Counter Fraud Reports 
 

FOI - exempt s.
31
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17.2. Andrew made reference to the two ambers and one red in the summary of 
rating outcomes (key principle 2: prevent and deter) referred to on page five of the 
report.  It was explained that the amber rating was a common rating for all Trusts.  

 
17.3. 

 
18. Annual Committee Effectiveness Review 
 
18.1. It was agreed that this item would be deferred to a future meeting. 
 
Action: Company Secretary to defer Committee Effectiveness Review to 

next meeting 
Date:  11.07.2016 
 
19. Health & Safety 
 
(a) Quarterly Health and Safety Report (Quarter 4 – 2015/16) 

 
19.1. Trevor Spires, Non-Executive Director, enquired about the determination of 
which issues the Board had visibility of.  This comment arose from Non-Executive 
Directors having visibility of major harm incidents, although the case referred to on 
page three of the report had been incorrectly graded by the reporter on Ulysses, and 
subsequently downgraded.  Arising from consideration of the appendix to the report - 
Safer Staffing Monthly Exception Report, Malcolm Berryman, Non-Executive 
Director, enquired how the Trust benchmarked against other trusts.  Mark Brooks, 
Chief Finance Officer, confirmed that the Trust worked with other trusts in sharing 
information. 

 
19.2. Discussion took place regarding the reporting of Health & Safety at Board 
Committee level; it was suggested that this was a topic for discussion at a future 
Non-Executive Director meeting. 

 
(b) Health and Safety written response to Issues  
 
19.3. The committee made reference to the extract of points raised by Mr. Holder in 
his letter dated 21 February 2012 and the response and actions prepared by the 
Trust; the need to understand and consider what residual risk there was to patients 
and to the Trust was emphasised, and any required actions. 

 
19.4. The committee were informed that there was an independent external review 
being commissioned of health and safety within the Trust, which focused not just on 
function but also on systems.  The review would be completed in June 2016. 
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19.5. Malcolm Berryman asked that the outcome of the external review be shared 
with the Committee to provide assurance that the specifics had been addressed. 
 
19.6. It was agreed that when the independent report was available, a summary of 
the findings should be submitted to the Committee to identify whether the areas of 
vulnerability remain.  It was additionally agreed that the outstanding actions from the 
Holder report be tracked in the quarterly Health and Safety report. 
 
Action: Acting Director of Finance to share the summary of findings of the 

independent Health & Safety Report with Committee members 
Date:  11.07.2016 
 
Action: Acting Director of Finance to include reporting of progress 

against outstanding actions from the Holder report in the 
quarterly Health & Safety report  

Date:  11.07.2016 
 
21. Items for Reporting to Board 
 
21. 1   It was agreed that the following items would be reported to Board: 
 

 The refresh of the Board Assurance Framework  
 End of year feedback from the Head of Internal Audit and the Trust’s External 

Auditors, PricewaterhouseCoopers; 
 Proposed changes to the Scheme of Delegation in respect of the use of 

consultants; 
 The Annual Report & Accounts and confirmation of the various self-

assessment reviews undertaken; 
 Discussion of the issues raised in relation to Health & Safety (by the ‘Holder’ 

letter) and assurance that an independent review of the Trust’s health and 
safety function was to be carried out; 

 A review by Counter Fraud of nursing agencies which had identified some 
action required. 
 

22. Close 
 
22.1. The Committee Chair thanked Board members for their attendance and 
closed the meeting at 12.45.  
 
 
Certified as a true record of the meeting 

 
 
…………………………………………………………. 
Chairman – Trevor Spires 
 
 
 
…………………………………………………………. 
Date 



Meeting Date Action 
Ref

Action Lead Report to Target 
Closure Date

Current Position Status

AARC 06/07/2015 8.18 Chief Finance Officer to provide an update 
to the October meeting on Direct 
Payments.

CFO AARC 05/10/2015 Update due at the October 2016 
AARC meeting

In progress

AARC 05/10/2015 5.2 Director of Performance, Quality & Safety 
to provide a recommendation to the 
Committee in relation to outsourcing 
NHSLA / CNST cover

Dir. Perf, 
Quality & 
Safety

AARC 01/10/2016 Update due at the October 2016 
AARC meeting

In progress

AARC 04/01/2016 6.2 Chief Operating Officer to check whether 
there was a risk relating to the failure of 
MCPs to improve health outcomes and 
add a risk if required

Dir. Perf, 
Quality & 
Safety

AARC 07/01/2016 Provider Development Director to 
undertake a refresh of the Board 
Assurance Framework this year, to 
include a full review of risks.

In progress

AARC 04/01/2016 6.3 Executive Team to review risks, with 
particular scrutiny of proposed reductions 
in risk score, the evidence and timing of 
this

TEG AARC 23/02/2016 23.05.2016 - It was agreed that this 
action would remain open until 
conclusion of the refresh process of 
the Board Assurance Framework.

In progress

AARC 04/01/2016 8.11 Medical Director to clarify reporting 
processes for Patient Experience to Board 
and Committees

MD AARC TBC 23.05.2016 - it was agreed that this 
would remain open until the wider 
review of Board Committee had 
taken place.

In progress

AARC 04/01/2016 14.2 Company Secretary and Head of 
Corporate Governance to prepare a 
timetable to cover potential Constitution 
and Standing Order amendments

CoSec AARC TBC Update to be provided In progress

AARC 04/01/2016 15.2 Company Secretary and Head of 
Corporate Governance to review list of 
Legislation in consultation with Bevan 
Brittan with Executive Directors to identify 
responsible lead

CoSec AARC 07/03/2016 Update to be provided In progress

AARC 04/01/2016 16.4 Company Secretary and Head of 
Corporate Governance to produce table 
outlining where responsibility for each area 
sits for clarity (Consultants/Off-Payroll 
staff/Agency Staff)

CoSec AARC TBC Table to be provided In progress
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Meeting Date Action 
Ref

Action Lead Report to Target 
Closure Date

Current Position Status

AARC 07/03/2016 5.3 Chief Operating Officer and Director of 
Performance, Quality and Safety to 
provide report to AARC on any significant 
issues from the Lessons Learned exercise

Dir. Perf, 
Quality & 
Safety

AARC 06/07/2016 23.05.2016 - to be completed in 
July.

In progress

AARC 07/03/2016 8.3 Corporate Governance Manager to ensure 
that Audit Tracker Report to next meeting 
includes a follow-up on other items

CGM AARC 11/07/2016 23.05.2016 - to be completed in 
July.

In progress

AARC 07/03/2016 6.6 MCP Provider Development Director/CFO 
to add risk to BAF for health outcomes 
linked to MCP

MCP PDD AARC 23/05/2016 23.05.2016 - to be incorporated in 
the Board Assurance Framework 
refresh

In progress

AARC 07/03/2016 6.10 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

MCP PDD AARC 23/05/2016 Provider Development Director to 
undertake a refresh of the Board 
Assurance Framework this year, to 
include a full review of risks.

In progress

AARC 07/03/2016 6.12 MCP Provider Development Director/Chief 
Finance Officer to ensure BAF updated to 
reflect Committee feedback

MCP PDD AARC 23/05/2016 Provider Development Director to 
undertake a refresh of the Board 
Assurance Framework this year, to 
include a full review of risks.

In progress

AARC 07/03/2016 12.1 Acting Director of Finance/Corporate 
Governance Manager to ensure ICO Audit 
Actions are fed into the Audit Tracker

CGM AARC 11/07/2016 Action due 11.07.2016 In progress

AARC 07/03/2016 12.1 Acting Director of Finance/Corporate 
Governance Manager to confirm timescale 
for follow up of actions and follow up of 
audit

CGM AARC 11/07/2016 Action due 11.07.2016 In progress

AARC 07/03/2016 17.7 Company Secretary to ensure SFIs are 
updated to include clear criteria on the use 
of independent contractors, in line with 
Government Guidelines

CoSec AARC 11/07/2016 Agenda Item 14, AARC 11.07.2016 Proposed for 
closure

AARC 07/03/2016 18.2 Acting Director of Finance to provide 
confirmation on controls on cheques  + 
update on working capital facility at next 
meeting

Acting DoF AARC 11/07/2016 Agenda Item 12, AARC 11.07.2016 Proposed for 
closure

AARC 11.07.2016
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Meeting Date Action 
Ref

Action Lead Report to Target 
Closure Date

Current Position Status

AARC 07/03/2016 24.1 Company Secretary and Head of 
Corporate Governance to add Committee 
Annual Review to May 2016 Audit 
Assurance and Risk Committee Agenda.

CoSec AARC 23/05/2016 Agenda Item 16, AARC 11.07.2016 Proposed for 
closure

AARC 23/05/2016 5.2 Consecutive drafts of the Board 
Assurance Framework to be circulated 
throughout the review process and 
consideration be given to a meeting 
between Executives and Non-Executives 
in advance of the Board seminar session

CoSec AARC 28/06/2016 Board seminar session deferred - 
revised schedule to be agreed

In progress

AARC 23/05/2016 6.1 Head of Internal Audit to share slides of 
CIP round table session with Committee 
members

CoSec AARC 27/05/2016 Update to be provided In progress

AARC 23/05/2016 9.4 Company Secretary to circulate statement 
of non-compliance to Board members

CoSec AARC 24/05/2016 Statement circulated to Board 
members in advance of 24.05.2016

Proposed for 
closure

AARC 23/05/2016 11.1 Strategic Workforce Committee to review 
Castlerock contract in terms of 
achievement of objective and delivery of 
value for money

CoSec SWC 18/07/2016 Update to be provided In progress

AARC 23/05/2016 11.2 Company Secretary & Head of Corporate 
Governance to circulate details of sub 
£25,000 Single Tender Waivers quarterly 
via the Board Briefing

CoSec AARC Jul-16 Details included in Item 17, 
Procurement and Single Tender 
Waivers

Proposed for 
closure

AARC 23/05/2016 14.5 Provider Development Director to report to 
a future meeting of the Committee on the 
accounting arrangements for the MCP

CoSec AARC tbc Update to be provided In progress

AARC 23/05/2016 17.1 Director of Performance, Quality & Safety 
to liaise with the Director of People & 
Communications regarding the HR issues 
raised

CoSec AARC ASAP Update to be provided In progress

AARC 23/05/2016 18.1 Company Secretary to defer Committee 
Effectiveness Review to next meeting

CoSec AARC 11/07/2016 Agenda Item 16, AARC 11.07.2016 Proposed for 
closure

AARC 11.07.2016
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Meeting Date Action 
Ref

Action Lead Report to Target 
Closure Date

Current Position Status

AARC 23/05/2016 19.6(1) Acting Director of Finance to share the 
summary of findings of the independent 
Health & Safety Report with Committee 
members

IFD AARC 11/07/2016 Agenda Item 19, AARC 11.07.2016 In progress

AARC 23/05/2016 19.6(2) Acting Director of Finance to include 
reporting of progress against outstanding 
actions from the Holder report in the 
quarterly Health & Safety report 

IFD AARC 11/07/2016 Agenda Item 19, AARC 11.07.2016 In progress

AARC 11.07.2016
Agenda Item 04 - Action Log

Page 4 of 4
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REPORT TO THE  AUDIT ASSURANCE & RISK COMMITTEE 
 
Date 
 

11.07.2016 

Agenda Item 
 

05 

Title Board Assurance Framework  
 

Author(s) Fiona Richey, Head of Risk and Business Continuity 
 

Purpose 
 

This report enables the Committee to receive, review and 
consider the key developments and strategic risk changes to 
the Board Assurance Framework for the Audit Assurance 
and Risk Committee Risks.  

Previously Considered by 
 

Audit, Assurance and Risk Committee 23 May 2016 
  

Sponsoring Director Paul Streat, MCP Provider Development Director 
 

Executive Director Overview  There are 11 strategic level risks and 5 corporate level 
risks on the risk register identified to be monitored by the 
Audit Assurance and Risk Committee, of which 2 are 
Red Rated Risks.  

 One new corporate risk has been added for review by 
the committee since last received. 

 One red corporate risk has increased in score from 16 to 
20 

 Two strategic and one corporate risk have decreased in 
risk score 

 One strategic and two corporate  risks are meeting their 
target risk score 
 

Action Required 
 

The Committee are asked to:  

 Receive risk management activity progress and control 
assurances identified within Appendix A and B  

 Review risks including controls, assurances, gaps and 
actions required and agree any significant issues which 
require additional actions or ongoing escalation for Board 
attention until risks are mitigated to an acceptable level. 

 Consider escalation of Risk 385 to strategic level. 
 Consider potential de-escalation of Risks 51, 445, and 

644.  
 Review and comment on the planned risk management 

improvement actions. 
 The Committee is also required to approve current target 

risk scores based on the Trust Risk Appetite 
 



 AARC 11.07.2016                                                               Page 2 of 8 
Agenda Item 05 – Board Assurance Framework         
 

 

Board Assurance Framework Report 29 June 2016 

 

1. Purpose   

1.1. The Board Assurance Framework (BAF) continues to be one of the key tools Southern 
Health 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.   

 
1.2. The BAF Operating Procedures describes the Trust’s approach to integrated 

governance and its internal controls approach and processes to ensure the Board and 
the management of the Trust receive assurance its controls are operating effectively. 

 
1.3. This paper provides the Committee with a high level overview of the Trust’s risk profile in 

relation to the Strategic Objectives for 2016-17 and identified next steps required in the 
ongoing development of the Board Assurance Framework. 

 
1.4. This report provides the Committee with an overview of current risk activity and detailed 

risk register information to enable the Audit Risk and Assurance Committee to assess 
whether nominated Committee risks to the delivery of the Trusts strategic objectives are 
appropriately identified and managed.  It will do this by: 

 
 Reviewing relevant risks to ensure these are proactively identified and managed 
 Monitoring whether the Trust has effective internal controls in place to ensure 

delivery of relevant Trust Objectives, reviewing evidence these controls are 
effective. 

 Requesting additional assurance where this is needed. 
 

2. Context and Background  

 
2.1 The Trust Board Assurance Framework is a live and dynamic process which continues 

to be developed with risks reviewed and updated by each risk owner and identified 
monitoring group.   

2.2 The Board has a Trust Risk Appetite Statement which outlines the Boards expectations 
and tolerance for the minimum and maximum risk the Trust is willing to take depending 
on risk type and potential impact. 

2.3   This paper provides a summary of Strategic risk activity in relation to risks monitored by 
this Committee with recommendations. 
 

3. Risk Analysis  

3.1 Current Strategic Risks as at 29.6.16 

 Current Strategic Risks  As at 
19.03.15 

As at 
15.05.15 

As at 
18.06.15 

As at 
26.09.15 

As at 
10.12.15 

As at 
17.02.16 

As at
29.06.16 

Total Number of Strategic Risks  60  60 57 56 57  59  59

Total Number of Red strategic Risks  16  12 10 9 8 8  8

Total Number of Amber strategic 
Risks 

35  37 36 35 36  39  34

Total Number of Yellow strategic 
Risks 

9  9 11 12 13  12  16
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Total Number of Green Strategic 
Risks 

0  1 0 0 0 0  1

 

3.2  The Audit Assurance and Risk Committee Board Assurance Framework risk extract, 
 summary and Heat Map is provided as Appendix A. The Committee is asked to note 
 that the column on the summary BAF labelled “previous Version Risk Score” relates to 
 the last score update recorded on the reporting system.  

4. Risks for monitoring by Audit Assurance and Risk Committee 

4.1 As at the 6 July 2016 there are 11 strategic level risks and 5 corporate level risks on 
the risk register identified to be monitored by the Audit Assurance and Risk 
Committee.  

4.2 Full details of the 11 Strategic risks are provided within the Board Assurance 
Framework report as Appendix A, and the 5 Non - Strategic Risks as Appendix B. 

4.3 There continues to be two red rated risks on the risk register for monitoring by the 
Audit Assurance & Risk Committee, Strategic Risk 803 – “Risks relating to changing 
governance arrangements with development of new models of care within Multi-
specialty community providers” which has remained at a risk score of 16, and 
Corporate Risk 385 – “There is a risk that systems and processes may not be 
adequate to ensure full compliance with the conditions of the Monitor licence”, which 
has increased in score from 16 to 20. Details of these two red rated risks, key controls 
and action progress undertaken within the reporting period are detailed in the table 
below.  

4.4 Due to Risk 385 increasing in score and currently being on the Corporate Risk 
Register, it is recommended that the committee considers escalation of this risk to 
strategic level 
 

4.5 Since last reported to the Committee on the 7 March 2016:  

 One new risk has been added to the risk register for monitoring by this Committee, 
Corporate Risk 947 (The cleaning contractor fails to manage the contract and meet 
the contract specification leading to a drop in national standards of cleanliness and 
a lack of confidence in the contract ). 

 Risk 385 (There is a risk that systems and processes may not be adequate to 
ensure full compliance with the conditions of the Monitor licence) has increased in 
score since last reported to this committee. It has increased from a score of 16 to a 
score of 20. In line with Trust risk management policy, it is recommended that the 
committee considers escalation of this risk to strategic level. 

 3 risks have decreased in risk score, Risk 644 (Failure to have effective systems in 
place to ensure business continuity during periods of significant disruption) has 
reduced from a risk score of 9 to 3. Risk 652 (Patient environments are either 
unsuitable for the service model or due to the changing acuity of the client group 
and may require improvements to support improved outcomes and positive patient 
experiences) has decreased from a risk score of 9 to 6. Finally, Risk 445 (NHS core 
standards for the Emergency Preparedness, Resilience and Response (EPRR) 
arrangements) has decreased from a risk score of 8 to 4. 

 No risks have been closed or amalgamated. 

 One risk 647 (Lack of appropriate information in the public domain), remains past 
identified review date. This risk has a current risk score of 6 and has been 
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requested for review and update. The risk management lead is aware of the 
overdue status, and this will continue to be followed up to ensure reviewed. 

 Risks 51 (Supplier failure), 445 and 644 are all currently achieving their identified 
target risk scores and therefore require consideration for potential de-escalation, 
closure or amalgamation.  

 

Red Rated Risks for Monitoring: 

Risk ID 
Number 

Strategic Risk Description / progress of Actions  Risk 
Score 

Target 
Risk 
Score to Reduce Risk 29.06.16 

Strategic 
Risk 803 

Risks relating to changing governance arrangements with 
development of new models of care within Multi-speciality 
Community Providers 

16 4 

Risk score unchanged 

Key Controls: 

Existing Trust policies and procedures in place relating to 
Governance, registration with regulatory bodies and external 
reporting requirements. 
Trust Standard Financial Instructions and scheme of 
delegation in place 
Monitor Licence and guidelines 

Key action progress: 

Reviewed by CFO, Review of SFI and Scheme of delegation 
target date extended to 31.03.16 
Risk score unchanged  

Corporate 
Risk 385 

There is a risk that systems and processes may not be 
adequate to ensure full compliance with the conditions of 
the Monitor licence  

20 4 

Key Controls: 

Annual AARC review of compliance against conditions, with 
gaps in evidence identified and actions attributed to remedy 
these 
Corporate and quality governance processes 

List of key pieces of legislation identified 

Key Action Progress: 

Selected as Lead site for MCP contract development. Working 
with National New Care Models Team to define contract and 
Organisational form models 
Risk score increased from 16 to 20 – consider escalation 
to Strategic Level  

 

4.6 Summary details of key changes relating to the remaining 10 Strategic and 5 
Corporate Risks are provided as follows:   

 

Strategic Level Risks for Monitoring: 

Risk ID 
Number 

Strategic Risk Description / progress of Actions  
to Reduce Risk 

Risk 
Score 

06.07.16 

Target 
Risk 

Score 
589 Lack of understanding of where risks are and what constitutes a 

risk to  safety 
9 4 
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Key Action Progress: 
 Ongoing Monitoring of risk register quality improvement and local 

risk register development identifies the number of Local level risks 
evidences a significant increase from 54 as at 26 April 16 to 94 as 
at 1 July 16.  

 Work commenced via task and finish group to assess risk owners 
knowledge and understanding of risk controls, assurance and 
mitigation and additional training needs.  

 
615 Failure of financial controls 

Key Action Progress: 
 Risk reviewed by CFO action progress updated to reflect 

completion of recommendations from 2015/16 audits and work 
underway to review financial governance for MCP 

 Year end audit successful with recommendations taken forward, 
MCP governance to be developed but funding within operational 
teams.  Increased number of single tender waivers reflecting pace 
requirement around CQC action plan and NHS I undertakings. 

 

4 2 

640 Failure to comply with legal and regulatory requirements 
Key Action Progress: 

 New action to develop a robust CQC action plan in response to 
the publish report and warning notice. Share with the CQC within 
28 days 

 CQC Action plan in place with weekly CQC Delivery Group 
chaired by Executive Director y to review progress against 
actions. 

 Current review of risk being undertaken additional action to 
include identification of new process for self-assessment against 
CQC Regulations 

 

12 4 

641 Corporate Governance arrangements at Board and all levels of the 
organisation are not adequate and appropriate 
Key Action Progress: 

 Scope and detail of further Board Governance reviews to be 
provided by NHSI. Target date extended to December 2016 

 

9 2 

642 Corporate Governance arrangements are not sufficiently robust to 
cope with strategic issues (including those of reputational impact) 
Key Action Progress: 

 Board development time agreed for September 2016 and date 
being identified for May/ June 2016. Discussions underway with 
agreed external facilitator. Action target  Date extended to 
31.03.16 

 Review of information flow and assurance between Committees 
to be undertaken as part of external assurance exercise target 
date extended to end July 2016. 

6 4 

644 Failure to have effective systems in place to ensure business 
continuity during periods of significant disruption 
Key Action Progress: 

 Updated to reflect significant progress against of 2015/16 EPRR 
Improvement plan.  

 Controls updated to reflect outcomes from exercise testing, post 
incident debrief and cyclical work programme in place, reporting , 
monitoring and assurance arrangements. 

 TNA and training schedule implementation and review.  
 Risk core updated to reflect reduced level of risk from Impact 

3 3 
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(moderate 3) x Likelihood (possible 3) = 9 to Impact (moderate 3) 
x Likelihood (rare 1) = 3.  

 
 Risk Score achieved identified Target current  of 3 – consider 
de-escalation to division level 

646 Failure to seek/gain assurance that the systems and processes the 
Trust uses to control risk are robust and reliable 
Key Action Progress: 

 Divisional reviews of improvement plans commenced to ensure 
action plans address risk register quality audit and local service 
risk development improvement requirements. 

 Risk Management and Internal Audit completed and awaiting 
findings. 

12 4 

647 Lack of appropriate information in the public domain 
Key Action Progress: 
 Progress update requested 

6 3 

651 Elements of the Trusts Estate Portfolio do not comply fully with 
relevant safety standards. 
Key Action Progress: 

 Capital programme submitted to the Trust Infrastructure Group for 
approval, capital programme has been prioritised using the 
following criteria, Patient safety, statutory & mandatory and 
rollover/committed schemes from 2015/16. New capital 
programme supports the investment needed to address estate 
Back log and other infrastructure risks. 

 Ravenswood Business Case submitted and review process 
commenced. Meeting established with Director of Specialised 
Commissioning NHE. Action target date extended to end 
September 

 Prioritised Capital programme is in place for 2016/17.   
 Capital prioritisation process and procedure is in place, along with 

a secondary check of ensuring rejected schemes have mitigated 
residual risks to an acceptable level. 

12 2 

652 Patient environments are either unsuitable for the service model or 
client group or are  of poor condition and require improvements to 
support improved outcomes and positive patient experiences 
Key Action Progress: 

 Risk reviewed by CFO and updated to reflect condition survey 
process in place process in place to support decisions relating to 
estate rationalisation and development of the capital investment 
programme 

 CQC actions have been carried out in line with current action 
plan.  Capital investment programme is on track to deliver the 
required environmental improvements.  Clinical risk assessments 
are in place to manage any residual risks during capital 
programme implementation phase.  Current risk score amended 
to reflect the level of improvement and ongoing planned 
investment. 

6 4 
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Non- Strategic Risks for Monitoring 

Risk ID 
Number 

Non-Strategic Risk Description / progress of Actions  
to Reduce Risk 

Risk 
Score 

06.07.16 

Target 
Risk 

Score 
947 The cleaning contractor fails to manage the contract and meet the 

contract specification leading to a drop in national standards of 
cleanliness 
Key Action Progress: 

 Monthly contract meeting held to review all contract KPI's. 
 Weekly audit with Cleaning Contract Manager. 
 Rolling action plan in place 

9 3 

50 Failure of outsourced activities 
Key Action Progress: 
 No significant change since January 2015, SBS continues to be a 

significant national service with many individual Trusts signed up as 
part of the agreement.  Renegotiation of the service is due to take 
place in year.   

4 2 

51 Supplier Failure 
Key Action Progress: 

 Reviewed by CFO Controls updated to reflect Trust Business 
Continuity Plans and processes with regular internal and external 
reporting and monitoring arrangements identified.  

Risk Score achieved identified Target current  of 4 – consider de-
escalation to division level 

4 4 

445 NHS Core Standards for Emergency Preparedness, Resilience and 
Response arrangements 
Key Action Progress: 

 Risk reviewed and downgraded from 12 to 9. Assurance evidence 
collected priority now on Divisional assurance of testing 
exercises. 

Risk Score achieved identified Target current  of 4 – consider de-
escalation to division level 

8 4 

 

 
5. Next Steps  

5.1 Additional Focussed work is to commence first week of July to review and refresh the 
Board Assurance Framework, Corporate Risk Register.  

5.2 This piece of work will ensure appropriate review and identification of risks against 
Trust Objectives for 2016/17 and system is in place for risk identified and management 
at all levels of the organisation. 

5.3 To go alongside this a new monthly Risk & Compliance group is being set up to review 
the Corporate Risk Register and all High Rated Red Risks. 

5.4 In early July, the Information Team will officially launch the new style Governance 
Flash Report, available to all staff through Tableau. This report will include data 
concerning outstanding incidents, SI’s, Risks, Complaints, and Mortality Reporting. 
Further development of data analysis reports based on Governance data in Tableau is 
scheduled during Q2.  

5.5  The update of the Ulysses Action Planning module took place on the 29th of June, 
meaning which will enable staff members to have access to a separate area of 
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Ulysses that displays their actions to them, to allow for easier review and progress 
update of actions which includes actions to mitigate risks. Agreement for module 
implementation and for Phases 2 and 3 is awaited which implementation if agreed at 
the end of Q2 and the beginning of Q3.  

 
6.  Recommendation 

6.1  The Committee is requested to: 

 Receive risk management activity progress and control assurances identified 
within Appendix A and B  

 Review risks including controls, assurances, gaps and actions required and 
agree any significant issues which require additional actions or ongoing 
escalation for Board attention until risks are mitigated to an acceptable level. 

 Consider escalation of Risk 385 to strategic level. 

 Consider potential de-escalation of Risks 51, 445, and 644.  

 Review and comment on the planned risk management improvement actions. 

 The Committee is also required to approve current target risk scores based on 
the Trust Risk Appetite 

       

7. Appendices  

 
Appendix A - Audit Assurance and Risk Board Assurance Framework Extract and  
 Summary Heat Map 

Appendix B - Audit Assurance and Risk Committee Non- Strategic Risks 

 



Board Assurance Framework 06/07/2016
Trust Audit, Assurance & Risk Committee

2016-17 - 1.1 Provide Safe Services

Risk TitleRisk ID

Current
Version

Risk
Score

Inherent
Risk

Score

Initial
Risk

Score

Previous
Version

Risk
Score

Target
Risk

Score

Risk Score
Trend

646 Failure to seek/gain assurance that the systems and processes the Trust uses to control risk are 16 12 12 12 4«
644 Failure to have effective systems in place to ensure business continuity during periods of significant 12 9 9 3 3¯
589 Lack of understanding of where risks are and what constitutes a risk to  safety 12 12 9 9 4«

2016-17 - 1.3 Increase Patient, Carer And Public Confidence In The Trust

Risk TitleRisk ID

Current
Version

Risk
Score

Inherent
Risk

Score

Initial
Risk

Score

Previous
Version

Risk
Score

Target
Risk

Score

Risk Score
Trend

647 Lack of appropriate information in the public domain 9 6 6 6 3«

2016-17 - 1.4 Use Our Resources Efficiently

Risk TitleRisk ID

Current
Version

Risk
Score

Inherent
Risk

Score

Initial
Risk

Score

Previous
Version

Risk
Score

Target
Risk

Score

Risk Score
Trend

615 Failure of financial controls 16 8 6 4 2¯

2016-17 - 2.1 Work As One Team Across Different Providers To Improve Community Based Care

Risk TitleRisk ID

Current
Version

Risk
Score

Inherent
Risk

Score

Initial
Risk

Score

Previous
Version

Risk
Score

Target
Risk

Score

Risk Score
Trend

803 Risks relating to changing governance arrangements with development of new models of care within 16 16 16 16 4«

2016-17 - 3.2 Support Services That Work In Partnership With Our Teams

Risk TitleRisk ID

Current
Version

Risk
Score

Inherent
Risk

Score

Initial
Risk

Score

Previous
Version

Risk
Score

Target
Risk

Score

Risk Score
Trend

652 Patient environments are either unsuitable for the service model or due to the changing acuity of the 9 12 12 6 4¯
641 Corporate Governance arrangements at Board and all levels of the organisation are not adequate and 16 12 9 9 2«
651 Elements of the Trusts Estate Portfolio require an ongoing sustainable level of investment to ensure 12 12 12 12 2«
640 Failure to comply with legal and regulatory requirements 20 15 12 12 4«

2016-17 - 3.3 Improvement Culture Built Around Each Team

Risk TitleRisk ID

Current
Version

Risk
Score

Inherent
Risk

Score

Initial
Risk

Score

Previous
Version

Risk
Score

Target
Risk

Score

Risk Score
Trend

642 Corporate Governance processes are not sufficiently robust to cope with strategic issues 12 6 6 6 4«

Date Printed: 06/07/2016 Page 1
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2016-17 - 1.1 Provide Safe ServicesSTRATEGIC OBJECTIVE 

Actions to Close Gaps in Controls /
Assurance

C
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R
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Monitoring
Committee/

Group

Management
Lead

Risk
Owner

Gaps
Key Assurances

In Place
Key Controls In Place

Action Target
Date

R
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b
le
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r

A
c
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n

Progress
Risk No.
& Title

STRATEGIC RISK

Completed
Date

If staff do not understand what
risks are and what constitutes
a risk to safety
Then risks may not be
identified and clinical outcomes
and safety could be
compromised

Helen
Ludford

Chris
Gordon

Trust Audit,
Assurance &
Risk Committee

3x3
9

2x2
4

Trust Risk Management Strategy,
Policy and Process includes
assessment of safety risks; is up
to date and accessible to staff on
Trust Intranet
Trust and Divisional risk registers
in place and includes risks to
safety
Training and guidance for staff in
place, accessible and available
as per policy training needs
analysis

Lack of understanding and
consistent utilisation at all levels
within the Trust meaning risk
management culture is not fully
embedded within the Organisation
(C)
None (A)

infrastructure in place to monitor risk and
patient safety via the Ulysses Safeguarding
system and the committee structure
reporting to the Board.Risk Register Quality
Audit undertaken 6 monthly and results
reported to QIDDevelopment of local risk
management reported to AARCRates of
compliance with governance and risk and
risk management e-learning reported to
QID (I)Management Internal Audits. Deloitte
review, CQC Assessment   (E)

( N )

Develop action plans  and monitor
implementation with each of the
Divisions and Corporate services to
address quality issues identified through
the Risk Register Quality Audit and to
develop local risk registers within the
services with robust structures to
support the escalation and
de-escalation of risks within Divisions.

Target date extended as work not yet
completed.

-----------
Audit results circulated to Risk owners.
Results reported to QID in February,
improvement action required reported to
Q&SCand report to AARC on Service Line
Risk Register development reported in
March. Review of  Divisional  action
planning meetings commenced with Mental
Health Division. Date extended for update
of all Divisional action plans   

-----------
Repeat audit results to be reported to QID
in February,  Progress report and
recommendations to be reported to AARC
March 

-----------
Ongoing Divisional support  provided. Risk
Regisiter  repeat audit results awaited

-----------
Divisional action plans in place. Work
ongoing with corporate Services.
Monitoring via Quality Governance
Workstream and Trust Governance
Framework. Repeat quality audit of Risk
Register scheduled for December 2015  

-----------
Divisional reviews undertaken.
Improvement plans in development

30/06/2016

T
h
o
m

a
s 

W
ill

ia
m

s

Ongoing liasion with Clinical Divisions to
increase risk management activity and
uptake of risk management training

Training continuing within Divisions will be
further supported by Business Partner
Model. 

-----------
Uptake of traing by divisions remains poor.
Training requirements and activity to be
included withing divisional risk register
quality improvement action planning. On
going monitoring of training and local
service risk register development required
therefore date extended to September 2016

-----------
E Learning in place, and bi-monthly face to
face training available. Focused work inline
with Divisional Risk Register Quality
Improvement plans 

30/09/2016

F
io

n
a
 R

ic
h
e
y

Risk Appetite Statement 2014 to Board
for approval on 30th September 2014

Board approval achieved, October 2014.

-----------
Submitted for Board approval 30/09/14

30/09/2014

09/03/2015

Completed

F
io

n
a
 R

ic
h
e
y

Monitor the use of incident reporting and
risk registers down to service level and
provide support to re-educate.
Review culture as part of the peer
review visits.

Risk Register quality audit undertaken,
paper presented to Q&SC relating to
progress made in developing local level risk
registers. Action closed, new action opened
relating to addressing the issues identified
by the audit.

Monitoring commenced and progress
reported to QID and AARC May 2015. Full
risk register quality compliance audit
against Risk Management strategy,Policy

31/07/2015

20/08/2015

Completed

F
io

n
a
 R

ic
h
e
y

589 Lack of understanding of where risks are and what constitutes a risk to  safety
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2016-17 - 1.1 Provide Safe ServicesSTRATEGIC OBJECTIVE 

Actions to Close Gaps in Controls /
Assurance
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Progress
Risk No.
& Title

STRATEGIC RISK

Completed
Date

and Risk Appetite Statement scheduled for
May. Audit findings to be reported to
Monitoring Committees and Risk owners
with action plan to address issues
identified.

Development and roll out of Divisional
Risk Register Flash and Risk Profile
analysis Report

Weekly Flash report further developed to
provide increased detail and trends. 

-----------
Tool developed for roll out as part of
Divisional Risk Register Quality Audit
Improvement plans

-----------
Draft Interactive profile report developed for
Divsional review and testing 

-----------
Flash reports received at all levels of the
Trust and monitored by Executive
Directors. Current reporting evidences
reducing number of risks past review. 

-----------
Weekly Risk Register Flash reporting in
place. System changes complete to enable
Team level Risk reporting. All Staff have
read access to the Trust Risk Register.
Triangulation analysis report commenced
development.

-----------
Development commenced

31/08/2015

01/09/2015

Completed

F
io

n
a
 R

ic
h
e
y

To develop a reporting tool which
triangulated all of this information.

For Implementation as part of Divisional
Risk Register Quality improvement plans

-----------
Draft Interactive Risk Profile report
developed for Divisional review testing and
roll out. Development and scheduled Roll
out of Trust Business Intelegence tool for
triangulation in place

-----------
Further development of interactive
reporting tools. Definition of what the tool
should look like.

31/08/2015

01/09/2015

Completed

F
io

n
a
 R

ic
h
e
y

Offer risk register training
Attend divisional quality and safety
committee to ensure that the risk
register is reviewed and update
promptly following the meeting. If risk is
not discussed at QSC then assurance
must be sort form the division that there
is a separate risk meeting.

Further dates for risk register training in
place and communicated 

-----------
Schedule of Governance Team Manager
atendance at Divisional Quality and Safety
or equivelant meeting in place.

-----------
Quaterly risk Register training scheduled
and available for staff. 

31/07/2015

20/08/2015

Completed

F
io

n
a
 R

ic
h
e
y

Further develop Risk Register
monitoring and reporting.Divisional
support to develop effective Risk
register improvement plans, Detailed
review of current risks and further
development of local risks to achieve
improvement target.

Internal Audit Actions complete. Ongoing
process for development of reporting and
Monitoring Tools in place. 

-----------
Risk Management and Board Assurance
Framework Internal Audit Action Plan
complete. 3% increase in local level risks
seen  December 7th 2015.

28/02/2015

01/12/2015

Completed

F
io

n
a
 R

ic
h
e
y
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2016-17 - 1.1 Provide Safe ServicesSTRATEGIC OBJECTIVE 

Actions to Close Gaps in Controls /
Assurance
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R
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b
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Progress
Risk No.
& Title

STRATEGIC RISK

Completed
Date

-----------
Weekly Flash report developed to provide
greater detail and trend information.

Undertake repeat risk register quality
audit. Results to be fedback to risk
owners and reported to risk monitoring
groups and AARC

Results reported to QID, Action required
and local risk register development
progress and required action reported
March 2016

-----------
Repeat audit undertaken December /
January . Result and recommendations
scheduled to be reported to QID February
2016  

-----------
Repeat risk Register Quality Audit
commenced

-----------
Repeat audit scheduled for December 2015

29/02/2016

29/02/2016

Completed

F
io

n
a
 R

ic
h
e
y

If there is a failure to have
effective systems in place to
ensure business continuity
during periods of significant
disruption
Then the Trust will be unable to
maintain safety standards,
continuity of service and
regulatory requirements

Fiona
Richey

Chris
Gordon

Trust Audit,
Assurance &
Risk Committee

3x1
3

1x3
3

Trust EPRR Working Group and
Lead Director for EPRR and BCM
(COO) in place and provides
clear leadership in the delivery of
the Trusts Strategy for
Organisational resilience and
Responce.

NoneAnnual Report on Trust self-assessment
against national EPRR standards to Trust
Board by COO (I / P)Progress reports to
AARC July and October 2015 C. Schedule
of Exercise testing and review of BCP in
place and implemented (I)England EPRR
Core Standard  Annual Assurance
Process.Benchmarking with similar Trusts
and Local Health Resilience Forum (E)

( P )

Development and Implementation of
Business Continuity Improvement Plan 

"014/15 Improvement programme
completed

-----------
All service BIA and BCP's received. Trust
Critical Activity Matrix developed. Trust BCP
approved by AEO and EPRR Working
Group for submission to next AARC
Otober 2015

-----------
EPRR Core Standard Current Status
progress  report submitted to AARC July
2015.  Improvement plan remains on Track.
Draft BCP Consultation undertaken June.
target date extended to incorporate Trust
approval process and initial table top
exercise testing .

-----------
 EPRR NHS Core Standard Improvement
plan delivery on track in line with
Organisational resilience strategy
implementation plan. Progress report not
received by AARC May therefore
rescheduled for June 2015.   

-----------
EPRR  Business Continuity Improvement
plan delivery extended to 31st March 
Phase one - 93% of Trust Business Impact
Assessments complete. Work commenced
to populateTrust critical activities
Matrix,Service Business Continuity plan
templates issued Workshops and clinics
held by Business Continuity Advisor.
Phased approach planned for full
implementation and BCP exercise testing
scheduled to commence June 2015  
EPRR Business Continuity improvement
plan approved by Trust Board

31/10/2015

31/10/2015

Completed

F
io

n
a
 R

ic
h
e
y

Up to date EPRR & BCM policies,
procedures and templates in
place, accessible to staff and
implemented

NoneAnnual NHS England EPRR assurance
process against core standards (E / P)
BCP Exercise testing and review of plans
evidenced through EPRR cyclical work
programme monitored via EPRR Working

644 Failure to have effective systems in place to ensure business continuity during periods of significant disruption
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2016-17 - 1.1 Provide Safe ServicesSTRATEGIC OBJECTIVE 

Actions to Close Gaps in Controls /
Assurance
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Progress
Risk No.
& Title

STRATEGIC RISK

Completed
Date

Group , AARC and Trust Board (I)England
Core Standard Assurance Assessment
submitted October 2015 evidences
substantial compliance with 2015/16 Core
Standards. (E)

( P )

Implement 2015/16 improvement
programme

All action s required relating to exercise
programme complete with further action to
obtain outstanding divisional feedback and
assurance. 

-----------
Progress remains on Track reported to
AARC Q3 and Trust Board 2.01.16

-----------
Improvement Action Plan in place and
beinng implemented monitored via EPRR
Working Group

31/03/2016

31/03/2016

Completed

P
h
ili

p
 R

u
d
in

Obtain outstanding  BCP exercise
testing feedback and Divisional
assurance

Assurance received monitored by EPRR
WG. Outstanding Divisiona;l Assurance
requested to be submitted by end April
2016.

13/05/2016

P
h
ili

p
 R

u
d
in

Trust EPRR & BCM TNA
completed annually and Trust
EPRR/BCM Training Programme
being delivered

2015/16 TNA identifies  imncomplete
delivery of annual training relating to
Manager On Call and Hazmat
training for staff at critcal sites (C)

Progress on Action plans monitored via
EPRR WG and Report to AARC and Trust
Board.  (I)assessment via Annual NHS
Core Standard Assessment (E)

( P )

Full Implementation of Internal exercise
programme

Internal exercise schedule on plan as part
of cyclical work programme monitored by
EPRR WG, reported to AARC and Trust
board

-----------
Core Standard Assesment for 2015/16
completed, Commenced programme of
internal and external exercise testing

-----------
NHS Enland Core Standard Assessment
process commenced for 2015/16

-----------
 Table top Business Continuity exercise with
EPRR WG undertaken June 2015.
Divisional / Service testing to be
undertaken July to September. Trust wide
table top Exercise with senor team
scheduled for October 2015. Participation
in LRF "LIVEX15"  Exercise November
2015.  

-----------
 Internal divisional / departmental
communications exercise testing
commenced in June. Learning shared via
EPRR Working Group. 

-----------
Internal exercise programme scheduled to
commence June 2015 Communications
testing requires Trust wide implementation 

31/03/2016

31/03/2016

Completed

F
io

n
a
 R

ic
h
e
y

Programme of review and update of
service business impact assessment in
progress. Trust wide business impact
assessment and business continuity
management plan development to be
completed

Trust and Service BIAs in place.

-----------
Trust Critical Activity Matrix and Business
Continuity Plan developed,awaiting AARC
approval. Communication cascade testing
commenced and BCP exercise testing
being developed. 

-----------
99% of service BCP's received.
Commenced consultation on Draft Trust
Business Continuity Plan  June 2015.
EPRR Working Group and AARC approval
scheduled for August and  October
respectively. 

-----------
Progress report submitted to  Lead

31/10/2015

31/10/2015

Completed

F
io

n
a
 R

ic
h
e
y
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Actions to Close Gaps in Controls /
Assurance
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Progress
Risk No.
& Title

STRATEGIC RISK

Completed
Date

Commissioing Group. Service Business
Continuity development worshops
completed and Service BCP received. Draft
Trust Business Continuity Plan issued for
consultation during June.  

-----------
Assurance process progress report
submitted to EPRR working group for 17
March 2015

-----------
38/41 BIAs recieved and approved. 

-----------
Progress delayed due to delays in
Divisional submission

-----------
Business Continuity Adviser commissioned
to support delivery of this work.
Recruitment by Trust to EPO post
underway to be able to complete all BIAs by
required timeframe

-----------
Trust BIA workshop scheduled for 21/10/14
to identify Trust top critical services to
inform Trust business continuity
management plan

Implement training as scheduled in the
EPRR Improvement Plan and Work
plan for 2015/16

Training Schedule in place with review as
part of EPRR Cyclical workplan monitored
by EPRR WG 

-----------
Tabletop testing completed, Incident review
undertaken with lessons learnt shared with
commissioners and wider LHRP

-----------
Trust BCP Table top exercise and Director
on call refresher training undertaken
October 2015

31/03/2016

31/03/2016

Completed

P
h
ili

p
 R

u
d
in

Trust undertakes six monthly
internal On Call Communication
Testing, internal and external
Exercise/Testing
Programme,internal Desktop
Exercises and review of on call
logs.

NoneReports on performance and learning from
exercises, incidents and on call logs to
EPRR working group by EPRR
Manager,summary in COO Directors
Report  (I / P) Reported to and monitored by
AARC and Trust Board (I)participates in all
external wider Resilience Forum
communications and Incident test
exercises. Feedback from incidents and
learning outcomes via LHRP  (E)

( P )

Develop Trust communications testing
arrangements to provide assurance
that Trust communication cascade
arrangements are robust

Clinical Divisional communications tests
undertaken.  Work ongoing in corporate
services. 

-----------
Division/ Service communications  cascade
tests commenced 

-----------
Communications test exercise guidance
tool produced and circulated. Monitoring of
test exercises and learning via EPRR
Working Group

30/09/2015

05/10/2015

Completed

F
io

n
a
 R

ic
h
e
y

Proposal solution for the development of
mass contact and reassignment of staff
to be further developed to provide
robust mechanisum and processes in
place.

Task and finish group in place and work
commenced. Current available Trust
technical solutions currently being
evaluated.

-----------
Agreement in principal further development
now required

-----------
Draft proposal developed

30/06/2016

P
h
ili

p
 R

u
d
in
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Actions to Close Gaps in Controls /
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Risk No.
& Title

STRATEGIC RISK

Completed
Date

Trust participates in system-wide
EPRR & BCM meetings and
events to ensure plans and
responses dovetail with partners

NoneReports on performance in & feedback
from external Tests & Exercises to EPRR
Working Group by EPRR Manager and to
Board by COO in Directors report (E / P)
(I)via EPRR Core Standard Assessment
undertaken by Lead CCG and NHS
England Wessex. (E)

( P )

None

N
/A N/A None

Trust Incident Control Centre/s
identified and ready to be
activated at all times

NonePerformance in and feedback from actual
incidents/events reported to Trust Board by
COO. Annual testing of ICC  (I)and
feedback from actual incidents/events. Post
incident debriefs involve external
stakeholders with key learning fedback to
LHRP  (E)

( P )

None

N
/A N/A None

Business Impact Analysis and
Business Continuity Plans in
place for Divisions/ services. BC
Plans being in place

Confirmation of alignment of and
testing of Business Continuity Plans
(C)

Monitoring of NHS Core Standard Action
Plan via EPRR WG, AARC and Trust Board
reporting framework. Feedback from
Exercise Testing  of plans  (I)

( P )

Monitor and review progress and
feedback on exercises scheduled to
take place in Q3 2015/16 and implement
any additional action required

Work undertaken as part of  EPRR
Improvement plan completion. New action
identified to obtain outstanding feedback
and Divisional Assurance 

-----------
Progress monitored by and lessons learned
shared  EPRR Working Group

-----------
Divisional Services BCP exercises
comenced

29/02/2016

31/03/2016

Completed

P
h
ili

p
 R

u
d
in

If there is a failure to seek/gain
assurance that the systems
and processes the Trust uses
to control risk are not robust
and reliable
Then there is an increased
likelihood that risks will occur

Helen
Ludford

Chris
Gordon

Trust Audit,
Assurance &
Risk Committee

4x3
12

2x2
4

Board sub-committee and
Management Forum structure in
place and monitor systems of
control

Monitoring Groups are not
consistently robustly monitoring
risks allocated to them (C)

Reports to Board and AARC on externally
commissioned reviews  of  internal controls
e.g. CQC, Deloitte, PWC, KPMG, etc.
(I)Audit and External Audit Programme to
review strength of Trust internal controls
systems (E)

( N )

Deep dive external audit scheduled for
Q4 2014/15

Internal Audit requirementsand scope
agreed. Audit undertaken against a sample
of 3 risks with Audit report awaited. Results
and reccomendations to be shared with
Risk owners and Monitoring Committties
with action plan to address issues
highlighted 

-----------
Terms of reference drafted and to be
agreed

31/03/2015

13/05/2015

Completed

F
io

n
a
 R

ic
h
e
y

Audit Outcome awaited. Results and
actionplan to address any issues
highlighted to be shared with risk
owners and Monitoring Groups

Risk Register Audit completed. Results
shared with Risk Owners.Improvement
targets set and approaved. Divisional
meetings scheduled to review reults and
develop improvement plans  to include
education and training. 

31/07/2015

21/08/2015

Completed

F
io

n
a
 R

ic
h
e
y

Monitor Implementation of Divisional
Risk Quality Action Plans. Ensure TOR
and agendas for Board Committees and
Fora include their role as risk monitoring
group

Action plans in place. Review meetings
commenced to address out come of repeat
risk register quality audit with results of
Risk Management and Board Assurance
Framework Internal audit for 2015/16
awaited.

-----------
Toolkit provided and circulated. Quality
Governance Improvement programme
monitoring implementation 

31/03/2016

31/03/2016

Completed

F
io

n
a
 R

ic
h
e
y

Risk Workshops held with each
Division where training/plans for Local
Risk Registers devised

Completed

-----------
Risk Workshops completed with all
Divisions and Corporate Services.
Development of Local Registers to be
monitored by Head of Risk

31/10/2014

24/02/2015

Completed

F
io

n
a
 R

ic
h
e
y

646 Failure to seek/gain assurance that the systems and processes the Trust uses to control risk are robust and reliable
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STRATEGIC RISK

Completed
Date

Some of the Trusts Quality,
Workforce, Activity and Finance
Performance Indicators  assess
systems and processes
(compliance/effectiveness)

NoneReports on no's and types of incidents,
claims, litigation, etc. presented in Quarterly
Risk/ Incident Report to QID and Q&SC (I)

( P )

Divisional Governance Toolkit
developed as part of Quality
Programme to include Divisional risk
management requirements

Toolkit fully implemented as part of
Divisional Governance Framework.

-----------
On Track

31/10/2014

24/02/2015

Completed

H
e
le

n
 L

u
d
fo

rd

Board Assurance Framework &
Risk Register used by Board,
Sub-Committees, Management
Fora and Divisions to monitor
controls and assurance

Variation in risk management
practice at Division level (e.g. not all
risks identified, risks overdue) (C)
Develop registers as part of
Divisional risk management
development. (A)

Reports to Board on performance against
Trust metrics and indicators (e.g. Finance,
Workforce, Estates, Quality, IT) (I)

( P )

BAF to be completed by end of August
and approved by Board

Completed September 2014

-----------
On Target

30/09/2014

24/02/2015

Completed

F
io

n
a
 R

ic
h
e
y

Access to Counter Fraud Named
officer 
Counter Fraud Programme tests
robustness of relevant controls

NoneNone

( P )

Risk register developed to service and
team level.

Implementation of service and team level
risk registers for teams to populate.

01/03/2015

30/01/2015

Completed

F
io

n
a
 R

ic
h
e
y

Consistant use of Risk Register
as per Risk Management
Strategy and Policy for all levels of
risk (including local)

Consistant process not yet fully
embedded (C)
Quality Audit not yet undertaken (A)

Risk Register development monitored via
Quality Governance Framework and DPR
processQuality audit in line with Risk
Management Strategy and Policy
(I)Governance review (E)

( N )

Undertake quality audit of risk register
and feedback results to Divisions

Risk register quality audit completed and
shared with Risk owners. Improvement
targets set. Divisional action plans being
developed to include embedding of local
processes, education and training. 6 month
re audit scheduled for December 2015 

-----------
Audit  commenced for completion 30.06.15.
Analysis and circulation of results to
Divisions in progress

-----------
Divisional quality and safety meetings
attended by Governance team and
challenging/discussing use of risk register

31/07/2015

31/07/2015

Completed

F
io

n
a
 R

ic
h
e
y

Monitor embedding of risk management
processes at local service level and
revise support arrangements to achieve
improvement targets

11% increase in local service level risks,
with local risk profile increased from 14% to
25% of open risks being local   reported to
Audit, Assurance  and Risk Committee
07.03.16.  

-----------
Repeat Quality audit of Risk register
undertaken results and recommendations
to be reported to QID February

-----------
Divisional Risk register Improvement plans
in place. Ongoing liaison with divisions to
increase engagement and Risk Register
training uptake

-----------
Weekly flash report further developed.
Quality and Corporate Governance Quality
Improvement Programme workstream
developing improvement tools. Divisional
Risk Register quality improvement plans in
development.

29/02/2016

26/04/2016

Completed

F
io

n
a
 R

ic
h
e
y

Create plan of work to address quality
issues with Divisions and corporate
services with re-audit to be undertaken
in December

Risk Register quality Audit Re audit
undertaken, results reported to QID and
Quality and Safety Committee and
disseminated to Risk Owners and
Management leads for action. Divisional
action plan review meetings in progress
with focused work and support given to the
Mental Health Division.   

-----------

31/03/2016

31/03/2016

Completed

T
h
o
m

a
s 

W
ill

ia
m

s
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& Title

STRATEGIC RISK

Completed
Date

Work continued to support divisional risk
quality improvement. Re audit of risk
register undertaken December / January.
Results and recommendations scheduled
to be reported to QID February.  

-----------
Divisional improvement plans in place 

-----------
Meetings scheduled with clinical Divisions,
Southampton and West and East action
plans created with learning from good
practice shared between Divisions

Review results of 2015/16 Risk
Management and Internal Audit findings
and develop action plan to address any
management concerns.

Audit complete awaiting audit findings from
RSM

30/06/2016

F
io

n
a
 R

ic
h
e
y

Review with Divisions Divisional risk
register improvement plans to ensure
action plans address risk register
quality reaudit and local service risk
development improvement
requirements

Divisional reviews commenced30/06/2016

F
io

n
a
 R

ic
h
e
y

Risk appetite Statement place Complinace with risk appetite
statement not yet fully established
(C)

Quality audit of compliance with Risk
Appetite (I)

( N )

Determine and deliver education
requirements around Trust Risk
Appetite to address target scores not
reflecting Trust Risk Appetite

 Incorporated within Risk Training. Support
to Divisional risk reviews and Risk
Monitoring Groups requested to review
risks in line with Trust risk Appetite. Repeat
Risk register Audit undertaken, Audit
findings and recommendations to be
reported to QID in February

-----------
Audit identified poor alignment of risk target
scores with defined risk appetite. Strategic
Risk Target scores reviewed in line and
amended to align with Trust Risk appetite.
&nbsp;Divisional Risk Register quality
improvement plans in place

31/01/2016

02/02/2016

Completed

F
io

n
a
 R

ic
h
e
y

Continue to monitor as part of risk
register education  programme. Re
audit Trust risk register compliance in 6
months

Completed and reported to QID and Quality
and Safety Committee

-----------
Repeat audit undertaken. Results and
revised action plan to be reported to QID in
February  

-----------
Repeat Audit scheduled for Trust Audit and
Compliance Team to undertake December
2015

29/02/2016

29/02/2016

Completed

F
io

n
a
 R

ic
h
e
y
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STRATEGIC RISK

Completed
Date

If there is a lack of appropriate
information in the public domain
Then there is a risk of lack of
transparency and effective
public stakeholder engagement

Emma
Mckinney

Sandra
Grant

Trust Audit,
Assurance &
Risk Committee

3x2
6

3x1
3

Timely and appropriate publication
of Public Board papers on Trust
website provides access to
corporate governance information

Lack of regular audit of publication
scheme (C)

Reports on Internal Audit Programme to
AARC led by MD  (I)

(  )

Implementation of publication scheme
audits

Audit report received mid September.
Action Plan in place. Publication scheme
currently up to date with ongoing process in
place. 

-----------
Audit undertaken by Baker Tilley report
awaited

-----------
Audit by Baker Tilley being scoped for
August 2015. 

-----------
Progress reviewed with FOI officer. The
publication scheme has been updated and
will be ready for external audit in Q2 2015.

-----------
Process reviewed and revised for
implementation April 2015

-----------
Audit commenced Sept-14 and will focus on
different classes of information each month

30/09/2015

30/09/2015

Completed

H
e
le

n
 L

u
d
fo

rd

FOI officer to scope audit requirement
and ensure that this is on the schedule
for Q2 2015

Audit undertaken report awaited

-----------
Audit scoped to  commence 21.07.15 to
31.08.15

-----------
FOI officer the contact CFO regarding
external audit timetable.

31/08/2015

11/09/2015

Completed

Ja
m

e
s 

B
o
u
rn

e
r

Develop post audit action plan and
implement

Actions undertaken to publish and disclose
FOI information

31/03/2016

30/12/2015

Completed

S
a
ra

h
 P

e
a
rs

o
n

Trust Publication Scheme in
place/implemented and meets
regulatory requirements to ensure
appropriate information in the
public domain

Concurrency of information available
on the Trust's public website from
relevant departments and divisions
(C)

Report compliance with Publication Scheme
to AARC led by MD (I / P) (I)

( P )

Disclosure Log to be updated and
published on Website

Disclosure log in place and reflective of
retrospective and current FOI discolures

-----------
Updated target date to complete disclosure
log work on website.

-----------
2013/14 disclosure in progress. Current
financial year and previous year completed.

-----------
Last fincial year and year to date published
on Trust Website. 2013/14 in progress

-----------
Date for completion extended to 31.08.15
due to enhanced scoping of Disclosure Log
priority sections. Handover to newly
appointed FOI Officer August 2015.
Completion of remaining Log due 31.10.15 

-----------
Action reviewed with the FOI Officer.
Improvement activities have been
undertaken on the disclosure log however
this is not yet completed. Delivery date
readjusted as the remaining work has now
been scoped. 

31/12/2015

31/12/2015

Completed

Ja
m

e
s 

B
o
u
rn

e
r

647 Lack of appropriate information in the public domain
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2016-17 - 1.3 Increase Patient, Carer And Public Confidence In The TrustSTRATEGIC OBJECTIVE 

Actions to Close Gaps in Controls /
Assurance

C
u
rr

e
n
t 
R

is
k

S
co

re
 I
xL

T
a
rg

e
t 
R

is
k

S
c
o
re

Monitoring
Committee/

Group

Management
Lead

Risk
Owner

Gaps
Key Assurances

In Place
Key Controls In Place

Action Target
Date

R
e
sp

o
n
si

b
le

 f
o
r

A
c
tio

n

Progress
Risk No.
& Title

STRATEGIC RISK

Completed
Date

FOI Policy and Procedures in
date and implemented to ensure
Trust compliance with requests
for corporatre information

No external review has taken place
in 2014 of the FOI process.  (A)

Reports on FOI response times & cases
referred for review, annual report to TEG by
Head of Legal / FOI Offcier (I / P)FOI
tracker and dashboard shared with Execs
on monthly basis by FOI Officer via the
Medical Directors report (I/P) (I)

( P )

To ensure that all processes of
reporting FOI and publications are
within national standards.
To ensure that all related policies and
procedures are current and in line with
the legislation.
To propose scope for external to take
place in Q2 2015

Policies and procedures updated and
ratified in line with Trust process and to
reflect recommendations of Baker Tilly
audit.

-----------
02/11/15 - External audit completed and
policies and procedures reviewed in line
with recommendations. 
Policies and procedures currently going
through ratification process.

-----------
Audit report and recommendations awaited.
Completion date extended to mid October

-----------
Internal Audit by Baker Tilly scheduled for
Week Commencing 21.07.15 

-----------
All policies and procedures have been
reviewed and are currently in line with the
legislation. 

-----------
Actions required scoped and reported to
the FOI officer. 

27/11/2015

16/11/2015

Completed

J
a
m

e
s 

B
o
u
rn

e
r

Pro-active publication of
appropriate performance data on
website (e.g. Quality Account)
makes information accessible to
public and stakeholders

Additional undertakings applied by
Monitor (C)

Report to Trust Board on self assessment
of compliance with Annual Reporting Manual
by Company Secretary (I)

(  )

Submit evidence that enforcement
undertakings complied with

Trust continues to discuss state of
readiness and  more evidence requested. 

-----------
Evidence submitted, in discussions with
Monitor 

-----------
Trust liaising with monitor to determine
readiness for exiting undertakings

31/10/2015

31/10/2015

Completed

M
a
rk

 B
ro

o
ks

Develop and implement action plan to
address undertakings, reviewed and
monitored by Trust Board. Review of
original undertakings to be held with
Monitor at next performance review
meeting in February

Action plan generated to address
undertakings. 

31/08/2016

M
a
rk

 B
ro

o
ks

Publication of Annual Report and
Accounts on Trust website
provides transparency of Trust
finances

NoneReport to Board on external audit review of
Annual Report & Accounts (I)

(  )

None

N
/A N/A None

The Trust must maintain
compliance to the FOI legislation.

There is a single point of failure as
only one individual has the required
training and qualification related to
FOI within the Trust. (C)
Single point of failure as only one
person qualified. This is declared
within the IG toolkit. (A)

FOI qualified and in post to monitor and
provide the following;- Medical Director
monthly reports- The annual report
approved at TEG- Reviews the FOI tracker
on a weekly basisThe Head of Legal
Services has clear oversight. (I)holds
recognised qualification. (E)

( N )

To train a second person within the QG
team at this level to oversee periods of
leave and succession plan.

Training undertaken by 3 Team member to
ensure service resillience

-----------
Target date extended to 31st August as
training Scheduled for 20.08.15

-----------
Wider Team internal training scheduled

-----------
This risk has been recognised and an
action added. 

31/08/2015

21/08/2015

Completed

S
a
ra

h
 P

e
a
rs

o
n
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2016-17 - 1.4 Use Our Resources EfficientlySTRATEGIC OBJECTIVE 

Actions to Close Gaps in Controls /
Assurance

C
u
rr

e
n
t 
R

is
k

S
co

re
 I
xL

T
a
rg

e
t 
R

is
k

S
c
o
re

Monitoring
Committee/

Group

Management
Lead

Risk
Owner

Gaps
Key Assurances

In Place
Key Controls In Place

Action Target
Date

R
e
sp

o
n
si

b
le

 f
o
r

A
c
tio

n

Progress
Risk No.
& Title

STRATEGIC RISK

Completed
Date

If there is a failure of financial
controls
Then there is a risk of
regulatory action and a
negative financial and
reputational impact

Paula
Anderson

Paula
Anderson

Trust Audit,
Assurance &
Risk Committee

2x2
4

1x2
2

Use of standard financial controls
and scheme of delegation

Some weaknesses identified in audit
reports
Follow-up mechanisms  (C)

Recent Internal audit  (I)year end External
Audit by PWC (E)(P)  (E)

( P )

Completion of recomendations from
2015/16 audits

Action completed

-----------
Commenced

31/03/2016

31/03/2016

Completed

P
a
u
la

 A
n
d
e
rs

o
n

Review and definition of financial
Governance for MCP

Work underway31/03/2016

M
a
rk

 B
ro

o
ks

Implementation plan for all
recommendations made within audits

Regular reviews of progress being made
against internal audit recommendations

31/03/2015

29/04/2015

Completed

P
a
u
la

 A
n
d
e
rs

o
n

Employment of qualified financial
staff

NoneRegular reviews of performance and
objectives (I)(P) (I)

( P )

None

N
/A N/A None

Financial policies and procedures NoneAccount reconciliations completed monthly
and reviewed and approved.Counter Fraud
reviews (I)

( P )

None

N
/A N/A None

615 Failure of financial controls
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2016-17 - 2.1 Work As One Team Across Different Providers To Improve Community Based CareSTRATEGIC OBJECTIVE 

Actions to Close Gaps in Controls /
Assurance

C
u
rr

e
n
t 
R

is
k

S
co

re
 I
xL

T
a
rg

e
t 
R

is
k

S
c
o
re

Monitoring
Committee/

Group

Management
Lead

Risk
Owner

Gaps
Key Assurances

In Place
Key Controls In Place

Action Target
Date

R
e
sp

o
n
si

b
le

 f
o
r

A
c
tio

n

Progress
Risk No.
& Title

STRATEGIC RISK

Completed
Date

If the Trust fails to implement
governance system and
process changes where these
are affected by the
development of new models of
care (MCPs).
The Trust may fail to comply
with regulators and statutory
reporting requirements which
may result in the Trust
operating illegally.

Anna
Williams

Paul Streat Trust Audit,
Assurance &
Risk Committee

4x4
16

2x2
4

Existing Trust policies and
procedures in place relating to
Governance, registration with
regulatory bodies and External
reporting requirements

Current policies do not detail
differing and changing requirements
of new models of care delivered
through MCPs (C)
Process for identifying requirements
for change in Policies and regulatory
requirements to be clarified  (A)

Internal Audit (E)

( N )

Policies to be reviewed to cover
potential conflicts with new models of
care and identify gaps as part of Due
Diligence process

Detailed work commenced in line with
development of new MCP contact. Work
underway including clarity of clinical
governance to be completed by December
2016 

-----------
Provider Development Director member of
National Panel on Regulatory Requirement
of New Models of Care

-----------
Due diligence processes for MCP work
being reviewed following the successful
transition of Forton Medical practice.
Learning from this is being used to improve
the due diligence process for governance
and this will ensure all potential policy
conflicts are identified and managed
effectively. Further GP practices are now
looking to join the trust and revised
processes will be reviewed as part of this
process

31/12/2016

T
ra

c
e
y 

M
c
ke

n
zi

e

Trust Standard Financial
Instructions and scheme of
delegation in place

SFIs and  Scheme of Delegation
may not cover impact of new
models of care (C)

None

( N )

SFIs and Scheme of delegation to be
reviewed to identify gaps and conflicts in
arrangements

Complete

-----------
Paper to Board Seminar 01.12.15 with aim
to review and  agree expanded SFI's

31/03/2016

08/04/2016

Completed

M
a
rk

 B
ro

o
ks

Monitor Licence and guidelines Current Monitor licence does not
cover MCP model for provision of
care (C)

Reporting to Strategic Performance and
Transformation Committee (I)

( N )

Organisational form options to be
identified and assessed with Monitor.

Completed

-----------
Timescales to be determined. Date
extended to reflect further review. 

-----------
Board seminar 01.12.15 considered
options. Lack of external and internal clarity.
Work continues to progress 

31/05/2016

19/05/2016

Completed

A
n
n
a
 W

ill
ia

m
s

Assess contract organisational forms
with National NHSE Team

Selected as Lead site for MCP contract
development. Working with National New
Care Models Team to define contract and
Organisational form models

31/10/2016

A
n
n
a
 W

ill
ia

m
s

803 Risks relating to changing governance arrangements with development of new models of care within Multi-speciality Community Providers
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2016-17 - 3.2 Support Services That Work In Partnership With Our TeamsSTRATEGIC OBJECTIVE 

Actions to Close Gaps in Controls /
Assurance

C
u
rr

e
n
t 
R

is
k

S
co

re
 I
xL

T
a
rg

e
t 
R

is
k

S
c
o
re

Monitoring
Committee/

Group

Management
Lead

Risk
Owner

Gaps
Key Assurances

In Place
Key Controls In Place

Action Target
Date

R
e
sp

o
n
si

b
le

 f
o
r

A
c
tio

n

Progress
Risk No.
& Title

STRATEGIC RISK

Completed
Date

If compliance with legal and
regulatory requirements fail
Then the Trust may be in
breach of license resulting in
Regulatory action and loss of
public stakeholder confidence

Helen
Ludford

Chris
Gordon

Trust Audit,
Assurance &
Risk Committee

3x4
12

2x2
4

Trust Self-assessment against
Monitor Provider Licence
conducted annually

Areas of non-compliance identified
in relation to Provider Licence linked
to Monitor Enforcement
Undertakings and CQC compliance
(C)

Annual Provider Licence Compliance
Report to the Board & Action Plan by
Company Secretary reported to and
monitored by AARC (I / P) (I)

( P )

CQC actions plans being monitored and
updated by head of Compliance.
Updates shared quarterly with the CQC
and commissioners.

Action completed as report now recieved in
full. 

-----------
Draft reports from the Jan/Feb 2016 CQC
inspections have still not been received.
Action plan from the Oct2014 inspection
continue to be monitored and will be
reviewed against the outcome of the 2016
inspection once reports received.

-----------
CQC inspection continued into February
2016. Outcome and reports will not be
available until March/April 2016. 

-----------
CQC undertaking re inspection week
commencing 18.01.16

-----------
progress continues to be made against the
CQC action plan and this has been shared
with CQC and the commissioners as part
of quality reporting. Outstanding actions
relate to estate works and changes to
service provision

-----------
Divisions have reviewed assurance against
completed actions and have revised their
monitoring processes to ensure actions are
continued to be monitored to give evidence
of embedding. 105 of 129 CQC actions are
now completed and the others are on track
for completion within the agreed timescales.
Progress will be reported to CQC at
quarterly meeting on 27/11/15

-----------
Almost all completed. Currently re auditing
action plan to ensure embedding of actions
reported to QID

-----------
103 of 129  CQC Action complete and
remaining actions on target. Delivery
progress monitored via Quality Improment
Programme Steering Group.

-----------
First actions reported back to the CQC.
Those achieved by 30th April 15.

30/04/2016

04/05/2016

Completed

T
ra

c
e
y 

M
c
ke

n
zi

e

Develop a robust CQC action plan in
response to the publish report and
warning notice. Share with the CQC
within 28 days.

Action plan in development support by a
CQC task and finish group with cross
organisational membership. 

04/06/2016

T
ra

c
e
y 

M
ck

e
n
zi

e

Action plans in place to address the
undertakings

Timing for re-engaging Deloitte to be
confirmed

-----------
Action plans on track, progress reported to
Trust Board at each meeting

31/01/2015

26/02/2015

Completed

N
/A

Trust policies and procedures in
date and implemeneted

NoneReports on Internal Audits, External Audits,
Counter Fraud reviews and investigations
and associated Action Plans to each AARC
meeting  (I)

640 Failure to comply with legal and regulatory requirements
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2016-17 - 3.2 Support Services That Work In Partnership With Our TeamsSTRATEGIC OBJECTIVE 

Actions to Close Gaps in Controls /
Assurance

C
u
rr

e
n
t 
R

is
k

S
co

re
 I
xL

T
a
rg

e
t 
R

is
k

S
c
o
re

Monitoring
Committee/

Group

Management
Lead

Risk
Owner

Gaps
Key Assurances

In Place
Key Controls In Place

Action Target
Date

R
e
sp

o
n
si

b
le

 f
o
r

A
c
tio

n

Progress
Risk No.
& Title

STRATEGIC RISK

Completed
Date

( P )
Action Plans being developed in
responce to CQC inspection report

CQC action plan signed of by TEG / Board
and submitted to the CQC

-----------
Draft plans produced for submission to
Q&SC 23/03/2015

25/03/2015

30/04/2015

Completed

M
a
rt

yn
 D

ia
p
e
r

Preparation for Deliottes review of the
resulting action plan from 2014.
Evidence collated and supplied to
Deliottes ahead of their physical
presence inspection of Quality
Governance scheduled for May / June
2015.

Evidence submitted, Deliottes review
underway, report to be received 22nd May
2015.

-----------
Evidence collated against the existing
Deliottes improvement action plan for
Quality and Corporate Governance. To be
submitted by 15th may 2015.  

31/07/2015

16/06/2015

Completed

H
e
le

n
 L

u
d
fo

rd

Process to be established via the
Corporate and Quality Governance
Workstream group. Assurance to be
provide that the following frameworks
are being reviewed and reported on;
-QGAF
-BGAF
-Well-led

Process now in place regarding QGAF
scoring. 

-----------
Corporate and Quality Governance
Workstream established. QGAF review on
the May agenda as the scoring was
undertaken in April 15.

01/07/2015

16/06/2015

Completed

H
e
le

n
 L

u
d
fo

rd

Internal self-assessments against
regulatory requirements e.g. Peer
reviews, IG Toolkit, Workplace
H&S assessments, Ligature
audits, etc.

Internal review required to review
whether completed actions in
relation to CQC inspections have
been embedded (A)

Reporting of complaints to Health and
Safety Forum and QID and as part of the
Quality Improvement Programme Board
(I)inspection and re-inspection programme
with action plans to address
issuesProgress against CQC actions
reported to CQRM (E)

( P )

Undertake cross-divisional thematic
peer reviews on key compliance action
trends

Thematic reviews have been included in
the new 2016/17 clinical audit programme.
Template for thematic peer reviews has
been developed and is currently being
piloted. Additional thematic peer reviews will
be added as themes are identified via SIRI
panels and complaint investigations. Target
extended to allow time for the new template
to be piloted and the process to be
established

-----------
Peer review mandate in place for clinical
divisions monitored by QID

31/05/2016

02/06/2016

Completed

T
ra

ce
y 

M
ck

e
n
zi

e

Policy compliance/ implementation
audits e.g. clinical audit,  IP&C,
etc.

NoneReports on external assessments  of the
Trust against regulatory requirements e.g.
Deloitte Review, Fire Safety Assessments
(E/P) (I)

( P )

That the policy template could be
reviewed to include a section where
applicable staff group could be
recorded.

Policy template has been updated. In
addition to the 'Target Audience' a section
has been added to record 'Who does this
policy apply to?'. This will enable this to be
included in relevant policy audits.

-----------
Newly defined action plan

01/09/2015

11/09/2015

Completed

T
ra

ce
y
 M

ck
e
n
zi

e

That the policy template could be
reviewed to include a section where
applicable staff group could be
recorded.

policy template has been updated to include
section to capture 'Who does this policy
apply to?'

-----------
Newly defined action plan

01/09/2015

01/09/2015

Completed

T
ra

c
e
y 

M
c
ke

n
zi

e

Staff Induction and ongoing
Training Programme delivered
and course content includes
legal, statutory and regulatory
requirements of Trust and
employees

NoneReports of audit results to Board
sub-committees and Management Forum
(I/P) (I)

( P )

None

N
/A N/A None

Mental Health Act: MHARM,
Policies, Procedures & Staff
Training in place and implemented
to ensure adherance to MHA
requirements

Internal control of MHA activities
requires a review due recent
incidents of inaccurate paperwork.
(C)

Report to the Board on achievement of
NHSLA Level 1 achieved September 2012
by DoN (I / P)MHA reports provided by the
CQC - external regulation (I)

( P )

Processes to be careful monitored and
audit by MHA Manager. MHA related
CQC activities to be shared with Head
of Compliance - process to be
established.

in place31/07/2015

31/07/2015

Completed

T
ra

ce
y 

M
ck

e
n
zi

e
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2016-17 - 3.2 Support Services That Work In Partnership With Our TeamsSTRATEGIC OBJECTIVE 

Actions to Close Gaps in Controls /
Assurance

C
u
rr

e
n
t 
R

is
k

S
co

re
 I
xL

T
a
rg

e
t 
R

is
k

S
c
o
re

Monitoring
Committee/

Group

Management
Lead

Risk
Owner

Gaps
Key Assurances

In Place
Key Controls In Place

Action Target
Date

R
e
sp

o
n
si

b
le

 f
o
r

A
c
tio

n

Progress
Risk No.
& Title

STRATEGIC RISK

Completed
Date

HR Policies and Procedures
(employment law compliance) to
ensure adherance to HR
legislation

NoneOutcomes of CQC Mental Health Act
Reviews to MHARM  (I)

( P )

None

N
/A N/A None

Trust Business Conduct Policy
including Bribery Act Statement
implemented

NoneOutcomes of CQC Quality Standards
Reviews to QID, Q&S and Board (I)

( P )

None

N
/A N/A None

If corporate governance
arrangements at Board and all
levels of the organisation are
not adequate and appropriate
Then there is a risk of
compromised patient safety
standards, adverse reputation
and regulatory action

Anna
Williams

Paul Streat Trust Audit,
Assurance &
Risk Committee

3x3
9

2x1
2

Corporate Governance Manual,
Standing Orders and Standing
Financial Instructions, Board and
CoG Codes of Conduct in date
and implemented effectively

Lack of consistency of approach to
governance in Divisions
 (C)

Annual Report to Board on Trust
self-assessment against BGAF by
Company Secretary and ongoing review of
actions  (I / P) (I)

( P )

Divisional Governance Toolkit
developed as part of Quality
Programme sets out requirements for
all Divisions

Divisional Pilot undertake and implemented31/10/2014

31/03/2015

Completed

C
h
ri
st

o
p
h
e
r 

A
s
h

Trust Committee & Management
Meeting Structure

Accountability Framework to be
developed (C)
inconsistent views of
appropriateness of current
arrangements (A)

Annual Report to Board on Independent BG
Review by Company Secretary and ongoing
review of actions  (E / P) (I)follow up
Governance Review received by Trust
Board 30.06.15  (E)

( N )

Undertake detail review and gap
analysis of the follow up Board
Governance report

Gap analysis undertaken and action plan in
place

30/09/2015

14/12/2015

Completed

A
n
n
a
 W

ill
ia

m
s

Board meeting and  Committee
structure to be reviewed.

Provided to Chair and CEO and approved
December 2015 

-----------
Draft schedule to be shared with Chair &
CEO prior to approval by Board - target
date extended to 31.01.2016

-----------
Senarios identified for review end
November

31/01/2016

28/02/2015

Completed

A
n
n
a
 W

ill
ia

m
s

Action plan in place to close
recommendations from Deloitte in
relation to Board governance - progress
monitored by Board

Scope and detail of further reviews to be
provided by NHSI. Target date extended to
December 2016

-----------
Further enforcement undertakings agreed
by Trust at end of May. These set out the
intention for Monitor and CQC to undertake
a joint review of Governance and culture at
the Trust in addition the Trust is required to
commission and external review of Board
capacity and capability. Action target date
extended.

-----------
Consideration being given to external
review

-----------
Reviewed by Board 27.01.16. Progress to
be reported to Monitor 19.02.16. Target
date extended in line with review timescales

-----------
Review undertaken for discussion with
Monitor on 16.12.2015

31/12/2016

A
n
n
a
 W

ill
ia

m
s

Scheme of Delegation in date and
implemented

NoneReports on Internal Audits and External
Audits and associated Action Plans to each
AARC meeting (I / P) (I)

( P )

Framework to be piloted from
September 2014 for 6 months and then
rolled-out

Governance Toolkit in place

-----------
Progress required

31/03/2015

26/02/2015

Completed

M
a
rk

 B
ro

o
ks

A Corporate and Quality
Governance Workstream has
been established as part of the

The Workstream is only newly
formed therefore the activities will
require monitoring to ensure

Corporate and Governance Governance
Workstream formed with supporting terms
of reference. Report of activites and copies

641 Corporate Governance arrangements at Board and all levels of the organisation are not adequate and appropriate
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2016-17 - 3.2 Support Services That Work In Partnership With Our TeamsSTRATEGIC OBJECTIVE 

Actions to Close Gaps in Controls /
Assurance

C
u
rr

e
n
t 
R

is
k

S
co

re
 I
xL

T
a
rg

e
t 
R

is
k

S
c
o
re

Monitoring
Committee/

Group

Management
Lead

Risk
Owner

Gaps
Key Assurances

In Place
Key Controls In Place

Action Target
Date

R
e
sp

o
n
si

b
le

 f
o
r

A
c
tio

n

Progress
Risk No.
& Title

STRATEGIC RISK

Completed
Date

Quality Programme to advise the
business of best governance
practise and to assure the
Executive of compliance to
published toolkits.

effectiveness. (C)
The Workstream is only newly
formed therefore the effectiveness
will require monitoring. (A)

of minutes to be provided monthly to the
quality programme manager and directly to
the steering group.  (I)of Monitor
frameworks;-QGAF-BGAF-Well-led (E)

( P )

Final approved being sort through TEG.
Launch to Divisions after final approval
by the Divisional Directors.
Assurance of use to be provided
through the Corporate Governance
Workstream of the Quality Programme.

Full approval obtained.

-----------
Approval to be sort at TEG - 13/05/15

01/07/2015

16/06/2015

Completed

H
e
le

n
 L

u
d
fo

rd

If elements of the Trusts Estate
portfolio do not receive the
appropriate level of investment
to support the current and
aspired clinical model, clinical
activity and patient safety may
be compromised and
infrastructure may fail having a
negative impact on our ability to
deliver safe services.
Clinical activity and safety
maybe compromised. Loss of
income if beds or services are
reduced or stopped, due to the
infrastructure not being able to
meet clinical delivery
standards. Possible
enforcement action being
taken.

Paul
Johnson

Karl Allen Trust Audit,
Assurance &
Risk Committee

4x3
12

2x1
2

Completion and review of Health
& Safety audits to identify all
potential shortfalls and actions
required.

Level of capital investment available
to fully mitigate identified actions may
have an effect on closing any
identified gaps. (C)
None (A)

Employment of qualified health & safety staff
to undertake neccessary condition audits.
(I/P)Development of trust infrastructure
group to prioritise capital investment in the
required areas.Rationalisation of poor and
inefficient estate to mitigate compliance risk.
(I)(E)

( P )

Joint reviews between Estates &
Facilities Management and divisional
staff

Health and safety aduits have been
reviewed and updated and are now being
carried out using hand held devices that
allows for pictorial records to be created of
any issues and risks and can be reported
in real time including the creation of an
action plan.  Action plans are then followed
up by the health and safety team

-----------
Majority of site assessments received.

-----------
Development of estates rationalisation
plans continues

31/03/2015

26/05/2015

Completed

D
a
vi

d
 W

h
it
e

Ongoing prioritisation of Estates
maintenance programmes and
capital investment strategy to
ensure high risk areas are
prioritised through the trust
infrastructure group in order to
address and mitigate any
compliance issues

Available capital resources to
mitigate the gap within clinical and
organisational expectations.   (C)
Estate services have a robust
condition monitoring plan and have
identified high risk areas that require
investment.  Levels of compliance
will depend on available levels of
capital. (A)

Review of health & safety audits by the
Health & Safety team (I/P) (I)(E).Formal
reports to Health and Safety Forum.Robust
risk assessed case for changes identifying
high priority areas for investment to the TIG
(Trust infrastructure group) (I)risks are
mitigated and assessed via infrastructure
criteria such as CQC and Monitor returns
(E)

( P )

Undertake prioritised ligature work robust terms of refernce now in place

-----------
Clinical divisions have now submitted
ligature risk assessments which estate
services are reviewing to ensure there is
no inaccuracies and a consist has been
undertaken of the submitted assessments.
The Estate services review of the LRAs will
also identify works that need prioritising in
order to support clinical mitigation of
identified risks.  £2m has been identified in
the 2016/2017 capital programme for
ligature management works identified within
the ligature risk assessments.  Executive
team and senior managers will be attending
a capital peer review group on the 11th
February 20169 to prioritise capital
investment and to identify which bids will be
given prioritisations in funding in order to
address and mitigate identified risks.  In
addition to the capital investment process a
programme of ligature management works
is being completed and audited through the
ligature management group.

-----------
3 of the 4 wards ligature works completed
with the 4th to be completed during
February

29/02/2016

18/03/2016

Completed

P
a
u
l J

o
h
n
so

n

Development and implementation of
Ravenswood investment plan.
A interim solution to address the
condition of Ravenswood has been
sanctioned through the capital
programme.

Risk rating will be reviewed post £1.9m
upgrade.

-----------
£1.9m investment plan has been agreed for
Ravenswood and is currently 50%
completed with an end date of March 2016.
Residual risk will be significantly lower post
completion, however the risk cannot be
totally mitigated whilst the service operates
from Ravenswood.  Once a new MHU is
built at tatchbury the risk will be mitigated.

-----------
Plan agreed for 1.9m investment  for
implementation 

31/01/2016

18/09/2015

Completed

Je
re

m
y 

S
m

ith

651 Elements of the Trusts Estate Portfolio require an ongoing sustainable level of investment to ensure environmental and clinical upgrades are implemented in order to meet ever changing legislative safety standards in support of the clinical delivery models.
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2016-17 - 3.2 Support Services That Work In Partnership With Our TeamsSTRATEGIC OBJECTIVE 

Actions to Close Gaps in Controls /
Assurance

C
u
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n
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R
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k
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T
a
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t 
R
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k

S
c
o
re

Monitoring
Committee/

Group

Management
Lead

Risk
Owner

Gaps
Key Assurances

In Place
Key Controls In Place

Action Target
Date

R
e
sp

o
n
si

b
le

 f
o
r

A
c
tio

n

Progress
Risk No.
& Title

STRATEGIC RISK

Completed
Date

-----------
to the executive board in July with an
aspiration for presentation at the full trust
board in september

-----------
£1.4m of capital has been allocated to
address condition concerns at
Ravenswood.
OBC for the reprovision of Ravenswood is
being presented 

-----------
Initial plan available in April

-----------
Ongoing programme of environmental
improvements being implemented

Completion of ligature
assessments and implementation
of resulting actions

Functional suitability of ligature
assessment process and
resources available.
Lack of embeddedness of ligature
assessment process (C)
Ravenswood building suitability (A)

MH Professional lead is leading on the
development of the ligature assessment
toolkit and the review of clinical
assessments.  Review of output from all
audits within divisions and by Health &
Safety team (I / P) (I)outcomes. (E)

( P )

Continued focus and monitoring of
ligature assessment process via DPR
and QID

 Two out of 4 wards addressed, completion
anticipated February 2016

31/12/2015

04/01/2016

Completed

M
a
rk

 M
o
rg

a
n

Generation and progression of
business case for Ravenswood

Business Case submitted and review
process commenced. Meeting established
with Director of Specialised  Commissioning
NHE

-----------
Initial information shared with NHS England
06.11.15

30/09/2015

15/05/2016

Completed

M
a
rk

 M
o
rg

a
n

Short term addressing of most
significant Ligatures

All identified and agreed ligature risks have
been addressed.

-----------
In progress

31/12/2015

04/01/2016

Completed

P
a
u
l J

o
h
n
st

o
n

Revised ligature assessment process New process approved and being used.31/12/2014

31/12/2014

Completed

N
/A

Completion of mandatory Health &
Safety training.
Introduction of e training has
mitigated any risks around
access to training.

Staff turnover and lag time between
new staff being employed and
completing relevant health and
safety training (C)
None identified (A)

LEaD training Records identify those staff
that have not yet completed or have
breached their mandatory training.Allowing
robust management actions to be taken to
ensure compliance. (I)identified (E)

( P )

Increased training for inpatient facility
managers

LEaD training Records identify those staff
that have not yet completed or have
breached their mandatory training.
Allowing robust management actions to be
taken to ensure compliance.

31/03/2015

26/05/2015

Completed

D
a
vi

d
 W

h
ite

Use of Matron walkabout tool and
identification of resulting actions

Actions resulting from modern
matron walkabouts are not logged
or shared on the Estate services
helpdesk.  
If actions are not logged, gaps in
compliance could be missed. (C)
None (A)

Key risks or issues logged on estate
services helpdesk.Written Reports and
action plans are disseminated to relevent
parties for action(I)(P) (I)(E)

( P )

Action plans from the modern matrons
walkrounds need to be diseminated to
the Estate leads and logged on the
estate services helpdesk by the modern
matron in order for outstanding actions
to be addressed.

All matrons aware of this requirement.
Action completed.

30/06/2015

11/09/2015

Completed

D
e
lla

 W
a
rr

e
n

NoneNone

(  )

Development of revised estates
strategy.

Revised and approaved by Trust Board.
Capital Programmein place to prioritise and
mitigate any residual risks

-----------
Board Seminar held.
Structure being developed.

30/06/2015

20/07/2015

Completed

G
e
th

in
 H

u
g
h
e
s

Incident reporting on Safeguard Reliance on ALL trust to reportReview of incidents and monitoring of

Date Printed: 06/07/2016 Page 19



2016-17 - 3.2 Support Services That Work In Partnership With Our TeamsSTRATEGIC OBJECTIVE 

Actions to Close Gaps in Controls /
Assurance

C
u
rr

e
n
t 
R

is
k

S
co

re
 I
xL

T
a
rg

e
t 
R

is
k

S
c
o
re

Monitoring
Committee/

Group

Management
Lead

Risk
Owner

Gaps
Key Assurances

In Place
Key Controls In Place

Action Target
Date

R
e
sp

o
n
si

b
le

 f
o
r

A
c
tio

n

Progress
Risk No.
& Title

STRATEGIC RISK

Completed
Date

incidents,issues or risks on
Safeguard.
Failure to report incidents will result
in the organisation to mitigate and
manage any gaps in its controls. (C)
None (A)

resulting actions.Formal review at the
Health & Safety Forum with minutes and
actions (I / P) (I)(E)

( P )

Estate services are undertaking
awareness sessions with our field
operatives to ensure they report any
issues to the estate services helpdesk
and entered onto safeguard.  The health
and safety forum are working with the
safeguard team on ways to promote
reporting incidents on safeguard.  Hard
to access to staff in particular is the
focus.

All actions completed31/07/2015

18/09/2015

Completed

D
a
v
id

 W
h
ite

Internal audits and external
assessments such as CQC
have identified that patient
environments require
improvements to support
improved outcomes in line with
current legislation or guidance.
 Then the trust is unable to
provide service need or new
and improved model of care.
Unsuitable or poor patient
environments do not support
improved clinical outcomes or
give a positive patient
experience. It is well
documented well maintained
and suitable environments
support clinical effectiveness
and patient experiences.

Paul
Johnson

Paula
Anderson

Trust Audit,
Assurance &
Risk Committee

2x3
6

2x2
4

Place assessment process has
been refreshed centrally (HICIC)
and now includes patient
representatives. Action plans are
created that identifies any
outstanding issues or risks to be
addressed either via the estates
services team or the clinical
managers (I / P)

limited Capital funding to address all
levels of risk. (C)
NONE (A)

all action plans are assessed and reviewed
and any capital investment is planned and
submitted to the Trust infrastructure group
for prioritisation and review.Formal reviews,
reports and actions on the status of the
Place assessments are submitted to trust
forums for review (I / P) (I)(E)

( P )

Joint reviews between Estates and
Facilities Management and divisional
staff

PLACE assessment results have been
reviewed by Estate Services and clinical
divisions and provision has been identified
in the Trusts B&E (Building and
Engineering) capital bid to be reviewed at
the capital peer review meeting on the 11th
February.  Identified capital will be used to
address issues identified within the PLACE
assessment process.

-----------
PLACE results have been published and
action plans produced and circulated.
Results have indicated that there has been
a marked improvement in elements relating
to environment and quality of the food.
However, the Trust were marked down for
only having a two week menu rather than
three weeks but we change our menus four
times a year in line with seasonal variations
which is up and above the PLACE
standard.  Estate Services are looking to
expand the two week menu to three weeks
in support of PLACE standards.

-----------
PLACE assessments have commenced in
line with the PLACE assessment
programme the results will be published on
the HISCIC and PEG.

-----------
2015/16 Place assessments commenced
with action plans to be produced as
consequence of assessment outcome

-----------
2015 PLACE assessments being planned.

-------

31/01/2016

04/02/2016

Completed

A
n
n
e
tt
e
 C

h
a
lm

e
rs

Place assessments and resulting
action plans are reviewed in the
PEG (Patient Environment
Group)

NoneFormal reports and actions (I / P) (I)

( P )

None

N
/A N/A None

Capital planning process Availability of funding to meet the
gaps identified to ensure compliance
and functional suitability. (C)

Trust infrastructure Group is responsible
for the prioritisation of capital investment to
ensure high risk areas are supported
appropriately. (I)

( P )

All capital projects must be
accompanied by a case for change,
quality impact assessment and financial
breakdown before being submitted to
the TIG for prioritisation and allocation
of capital funding in order to ensure
capital investment is allocated to those
areas that support clinical activity,
compliance and functional suitability.

The Capital bid process has been further
updated and simplified to ensure the
investment criteria is met and fit for
purpose.

-----------
The prioritisations of the capital programme
is being managed through the TIG which is
being led by the COO and a clinical director.
The TIG terms of reference have been
reviewed and the group are now evaluating
all bids of capital investment against the
trusts business objectives and financial
envelope to ensure funding is invested in
the highest areas of need.

30/06/2015

18/09/2015

Completed

P
a
u
l J

o
h
n
so

n

652 Patient environments are either unsuitable for the service model or due to the changing acuity of the client group and may require improvements to support improved outcomes and positive patient experiences
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2016-17 - 3.2 Support Services That Work In Partnership With Our TeamsSTRATEGIC OBJECTIVE 

Actions to Close Gaps in Controls /
Assurance
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Progress
Risk No.
& Title

STRATEGIC RISK

Completed
Date

-----------
Discussed at Exec Meeting in March.

-----------
Programme of work & action plans being
implemented

Condition audits and undertaken
on a regular basis and risk
assessment or capital investment
business cases produced to
ensure available investment is
prioritised correctly.

None identified (C)Written reports with action plans, monthly
review of cases for change (I)

( P )

Capital Bid Process to be developed in
support of trust capital investment
process

The trusts capital bid process has been
totally reviewed and new CP1 and CP2
(capital bid forms) have been improved to
support the capital investment criteria.  In
support of the capital investment process
capital bids have been received and
collated and identified £23.5m of
investment.  Capital control total is £9m.
Capital prioritisations peer review meeting
is being held on 11/02/16 to agree and
prioritise the capital investment programme.
Once the capital peer review group have
agreed the capital investment criteria,
capital schemes will commence the 1st
April 2016.

-----------
The 2016/17 capital management process
has commenced and all clinical divisions
and corporate divisions are required to
submit capital bids to the TIG for
prioritisation and peer review by December
2015 with a formal review in January 2016.
All capital bids relating to trust infrastructure
will be aligned to condition surveys, trust
objectives, commissioning intentions and
the estate rationalisation programme.

-----------
Discussed at Executive meeting in March

31/01/2016

31/01/2016

Completed

S
h
e
la

g
h
 K

e
n
t

Patient feedback documented
and reviewed

Insufficient patient feed back
surveys and processes in place in
order to gauge and measure the
effectiveness of the patient
environment. (C)

Written reports with action plans, patient
surveys (I / P) (I)

( N )

Estate services as part of their drive to
understand the customers needs are
developing a patient feedback survey
which asks our customers their views
on catering, cleaning, comfort, courtesy
of our soft FM service as well as their
opion and view on the environment.
The results of the survey will form part
of Estate services DPR as of
September.

In place and being reported on

-----------
Estate services as part of their drive to
understand the customers needs are
developing a patient feedback survey which
asks our customers their views on
catering, cleaning, comfort, courtesy of our
soft FM service as well as their opion and
view on the environment.
The results of the survey will form part of
Estate services DPR as of September.

-----------
Board Seminar held.
Structure being developed.

30/06/2015

18/09/2015

Completed

S
c
o
tt
 J

o
n
e
s

Effective use of condition
surveys, Place assessments,
Helpdesk reports and trend
analysis to manage any emerging
estates issues

Condition surveys need to be
reviewed in line with the estate
rationalisation project,
commissioning requirements and
capital investment criteria to ensure
any emerging risks are prioritised in
line with organisation needs. (C)
Number of Jobs completed within 7
days (A)

Helpdesk Log reports to Health and Safety
Forum, 6 facet surveys, place
assessments, ligature assessments,
capital investment programme. (I)

( P )

As a result of Estate services staff
consultation existing resource has been
realigned to undertake a rolling
programme of work condition surveys
to support decisions around estate
rationalisation and the development of
the capital investment programme

Complete

-----------
As a result of Estate services staff
consultation existing resource has been
realigned to undertake a rolling programme
of work condition surveys to support
decisions around estate rationalisation and
the development of the capital investment
programme

-----------
Objectives Set  for 2015/16.
Estates structure being reviewed

31/03/2016

31/03/2016

Completed

P
a
u
l 
Jo

h
n
so

n

Use of the Premises Assurances
Model tool to manage estate

The Premises assurance model is
not seen as mandatory, however

All estate compliance is moniotred through
the H&SF, compliance assurance group
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2016-17 - 3.2 Support Services That Work In Partnership With Our TeamsSTRATEGIC OBJECTIVE 

Actions to Close Gaps in Controls /
Assurance
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Progress
Risk No.
& Title

STRATEGIC RISK

Completed
Date

compliance estate services deem the PAM as
an essential tool for identifying our
compliance against statutory and
mandatory obligations.  The current
gap is that not all of the required
information has been populated on
the revised PAM system primarily
because currently estate services
have not yet populated the
assessment due to conflicting
priorities. (C)
None  (A)

and QID. (I)

( P )

Premise Assurance Model has been
identified by the new estate services
management team as an essential
assurance tool.

The PAM is near completion and will be
finalised by the 31st March 2016

-----------
The review of the Premises assurance
model (PAM) will be complete by the 29th
February 2016. On completion the PAM will
provide a high level overview report which
will be presented in the Estate Services
DPR in March 2016.

-----------
An initial assessment has been undertaken
and identified areas which require
improvement.  These have been
incorporated into a work plan/action plan. 

-----------
Will be used during 2015

31/03/2016

31/03/2016

Completed

A
n
n
e
tt
e
 C

h
a
lm

e
rs
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2016-17 - 3.3 Improvement Culture Built Around Each TeamSTRATEGIC OBJECTIVE 

Actions to Close Gaps in Controls /
Assurance
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Risk No.
& Title

STRATEGIC RISK

Completed
Date

If corporate governance
arrangements are not
sufficiently robust to cope with
strategic issues (including
those of reputational impact)
Then there is a risk of adverse
reputation and regulatory action

Anna
Williams

Paul Streat Trust Audit,
Assurance &
Risk Committee

3x2
6

2x2
4

Corporate Governance Manual,
Scheme of Delegation, Standing
Orders and Standing Financial
Instructions, Board and CoG
Codes of Conduct in date and
implemented effectively

Board Development Programme to
include tailored individual and
collective learning (e.g. strategic
thinking) (C)

Annual Report to Board on Trust
self-assessment against BGAF by
Company Secretary and ongoing review of
actions (I / P) (I)

( P )

Approval and implementation of Board
Development programme. External
facilitation identified as required by Chair

Board development time agreed for
September 2016 and date being identified
for May/ June 2016. Discussions underway
with agreed external facilitator. Action target
Date extended to 31.03.16

-----------
Revised Board Development Programme
in draft for approaval at Board Away Day
28th September 2015

-----------
Board Development Programme scheduled
for discussion at Brd Dev session in
October 2014

31/05/2016

K
a
tr

in
a
 P

e
rc

y

Effective Trust Committee &
Management Meeting Structure in
place

Detailed review and gap analysis
required (A)

Annual Report to Board on Independent BG
Review by Company Secretary and ongoing
review of actions (E / P)FT Licence
Compliance Assessment To Trust Board
May2015 and  FT Code of Governance
review presented to  AARC May 2015.
(I)follow up Board Governance Framework
Review (E)

( P )

Undertake review and Gap analysis Review to be undertaken as part of external
assurance exercise ation target date
extended.  

-----------
Review of information flow and assurance
between Committees scheduled for
discussion with NEDs. Target date
extended to 31.05.16

-----------
Draft Board & Committee structure to be
shared with Chair & CEO and then to Board
for approval - date extended to 31.01.2016

-----------
Discussed at Board development session.
Potential Board and Sub Committee
schedules being assesse. Date extended
to 30/11/15 

31/07/2016

A
n
n
a
 W

ill
ia

m
s

Board Learning & Development,
board Seminars, Board
Appraisals and Succession Plans

NoneReports on Internal Audits and External
Audits and associated Action Plans to each
AARC meeting (I)

( P )

None

N
/A N/A None

Constitution sets out model for
Board composition

NoneQuarterly Monitor returns (I)

( P )

All future Executive appointments to be
consistent with Fit and Proper Persons
Test and contracts issued accordingly.

Process in place31/03/2016

31/03/2016

Completed

S
a
n
d
ra

 G
ra

n
t

Fit & Proper Persons Test in
place and implemented as per
national requirements. Signed
contracts

NoneNominations and Remuneration Committee
reports and minutes (I)

( P )

Review and Update Executive Director
contracts

Executive Director contracts updated for Fit
and Proper Persons requirement

30/06/2015

20/07/2015

Completed

S
a
n
d
ra

 G
ra

n
t

642 Corporate Governance processes are not sufficiently robust to cope with strategic issues
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Division:  Corporate

385

26/11/2013 05/07/2016 04/08/2016 4 Major 5 Almost
Certain

Risk Assessment  High (Red)

Risk Owner

Date Opened Last Review
Date

Next Review
Date

Risk Identification Source LikelihoodSeverity Current Risk Rating

Paul Streat Anna WilliamsManagement Lead

Risk ID Corporate/TacticalRisk Level

20

Risk Score

Version 6

Monitoring Group Trust Audit, Assurance & Risk Committee

Risk Title There is a risk that systems and processes may not be adequate to ensure full compliance with the conditions of the Monitor licence 

Risk Domain Infrastructure

Target
Date

31/10/2015 4

Target
Score

Risk Cause Risk Consequence

Inadequate systems and processes in place to ensure full compliance with the conditions of the Monitor
licence

This will result in Monitor determining that there are reasonable grounds to
suspect that the Trust has provided and is providing services in breach of
its licence conditions and is taking regulatory action

Internal AssuranceGaps in Control Effectiveness of
Controls

Adequacy of
Assurance

Gaps in AssuranceControls in place to manage
risk

External Assurance

Annual AARC review of
compliance against conditions,
with gaps in evidence identified
and actions attributed to remedy
these

Lack of consolidated
action plan for
outstanding areas of
breach

Inadequate UncertainMore detailed review and
evidence to be provided in
relation to those areas
identified as at breach

Monthly review of
undertakings by
Board 
Annual reporting to
AARC and quarterly
by exception of
breach conditions

Internal audit
comment on
robustness of
approach

Corporate and quality
governance processes

None Identified Adequate AdequateNone IdentifiedMonitoring of
performance against
business plan
objectives on a
quarterly basis;
Self-assessments
against QGF and
BGAF

External validation
(e.g. Monitor, CQC);
External governance
review
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List of key pieces of legislation
identified

None Identified Adequate AdequateNone IdentifiedList of key pieces of
legislation considered
by AARC in Jan 2015
and updated for
consideration in Jan
2016
AARC considered
what assurances
were in place that the
Trust was compliant
with the identified
legislation; this
included systems,
processes, policies,
procedures, key
specialist staff
employed by the Trust
etc.

External legal advice
sought to inform list
of key pieces of
legislation

Action Progress Target DateAction Details

Submit to Monitor documentation to assess readiness to be removed
from April 2014 undertakings

31/07/2015Action superseded by new Undertaking. Action closeds 

Date Entered : 05/07/2016 16:47
Entered By : Fiona Richey                            
-----------
Action superceeded to reflect further enforcement action. r recomendation to remove action.

Date Entered : 26/05/2016 10:51
Entered By : Fiona Richey                            
-----------
Decision taken by Board to deffer submission to NHS Improvement to take account of
current issues and to seek further assurance. Date extended to review 31.05.16

Date Entered : 07/04/2016 14:35
Entered By : Fiona Richey                            
-----------
Review ongoing. Progress review meeting scheduled with Monitor for 09.02.16. Target date
m changed to 31.03.16

Date Entered : 04/02/2016 11:33
Entered By : Fiona Richey                            
-----------
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Review ongoing

Date Entered : 14/12/2015 12:52
Entered By : Anna Williams                           
-----------
Documentation submitted awaiting Monitor response

Date Entered : 01/10/2015 15:54
Entered By : Fiona Richey

Delivery of agreed January 2016 undertakings via completion of Mortality
and SIRI Action Plan

30/06/2016Action plan being updated for NICHE feedback. Target date updated to reflect
implementation

Date Entered : 05/07/2016 16:46
Entered By : Fiona Richey                            
-----------
Work commenced and reported to Board

Date Entered : 04/02/2016 11:45
Entered By : Fiona Richey

External assurance of embeddedness of Mortality and SIRI action plan 30/04/2017 Review completed and action plan being updated for recommendations

Date Entered : 05/07/2016 16:42
Entered By : Fiona Richey                            
-----------
Invitation to tender being drafted

Date Entered : 04/02/2016 11:49
Entered By : Fiona Richey

Undertake review and assessment of current plans to return to regulatory
compliance

30/06/2016Review completed and consolidated action  plan being developed

Date Entered : 05/07/2016 16:44
Entered By : Fiona Richey                            
-----------
Review scheduled

Date Entered : 19/05/2016 19:39
Entered By : Fiona Richey

Review and provide recommendations on the process for identification of
compliance with licence - AARC / Board

31/05/2016Reviewed by AARC and Board week commencing 23.05.16. Board resolution to submit
annual G6 licence condition declaration as "not confirmed". 

Date Entered : 26/05/2016 10:49
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Entered By : Fiona Richey                            
-----------
Report scheduled to be presented to AARC 23.05.2016

Date Entered : 17/03/2016 16:03
Entered By : Anna Williams

Develop a consolidated action plan for all areas of breach t be
monitored by Trust Executive on a monthly basis and progress reported
quarterly to Board.

27/09/2016Work commenced. Resourcing in progress

Date Entered : 05/07/2016 16:39
Entered By : Fiona Richey

Review Date Reviewed by Review Details:

Fiona Richey05/07/2016 Risk reviewed by executive lead. Updated to reflect changes in regulatory requirements. New action to develop consolidated action
plan added and work commenced. No change in risk score

Fiona Richey26/05/2016 Action progress reviewed and updated to reflect review of licence compliance. AARC and Board week commencing 23.05.16. Board
resolution to submit annual G6 licence condition declaration as "not confirmed". Recommendation to AARC to remove action relating
to application for undertakings to be lifted.

Fiona Richey19/05/2016 Reviewed by Paul Streat. New Action added to undertake review and assessment of current plans to return to regulatory compliance

Fiona Richey07/04/2016 Reviewed by Company Secretary,updated to reflect decision taken by Board to deffer submission to NHS Improvement to take
account of current issues and to seek further assurance. Date extended to review 31.05.16

Anna Williams17/03/2016 Amendment to title of risk to reflect feedback from Committee, current score to reflect actual risk relating to systems and processes
to ensure compliance
Controls, assurance and actions updated to reflect review of process and recommendation with report scheduled for AARC on
23.05.2016.  Assurance adequacy changed to uncertain awaiting review.

Anna Williams18/02/2016 Risk consequence updated to reflect Monitor action
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Division:  Corporate - Estates And Facili

947

10/06/2016 3 Moderate 3 PossibleAudit Finding/Recommendation09/09/2016Not yet
reviewed

 Moderate (Orange)

Risk Owner

Date Opened Last Review
Date

Next Review
Date

Risk Identification Source LikelihoodSeverity Current Risk Rating

Tracy England Scott JonesManagement Lead

Risk ID Corporate/TacticalRisk Level

9

Risk Score

Version 1

Monitoring Group Trust Audit, Assurance & Risk Committee

Risk Title The cleaning contractor fails to manage the contract and meet the contract specification leading to a drop in national standards of cleanliness and a

Risk Domain Clinical & Care Outcomes

Target
Date

30/09/2016 3

Target
Score

Risk Cause Risk Consequence

Lack of recruitment and training for domestic staff by the cleaning contractor on a number of sites has led
to a drop in cleaning standards and provision of catering service.  Also, management structure is
continually under resourced affecting delivery of the service and contract.

Failure on certain PLACE audits, managerial audits, SSTK and
inconsistent technical audits on certain sites and Southern Health staff
managing the short fall.

Internal AssuranceGaps in Control Effectiveness of
Controls

Adequacy of
Assurance

Gaps in AssuranceControls in place to manage
risk

External Assurance

Monthly contract meeting held
to review all contract KPI's.
Weekly audit with Cleaning
Contract Manager.  Rolling
action plan in place.  Quarterly
meetings with Director of
Cleaning Company.  Cleaning
Policy in place.

Do not have total control
over external cleaning
contract and management
of staff daily

Adequate AdequateThird party in place to
manage the cleaning
service

Managerial cleaning
audits undertaken to
report standards

Technical cleaning
audits undertaken by
external contractor

Action Progress Target DateAction Details

Rolling action plan in place and weekly meetings with external contract
manager to address daily issues

09/09/2016Meetings arranged and rolling action plan updated monthly

Date Entered : 10/06/2016 16:18
Entered By : Tracy England
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Division:  Corporate - Finance

50

03/09/2012 12/04/2016 12/04/2017 4 Major 1 RareRisk Assessment  Low (Yellow)

Risk Owner

Date Opened Last Review
Date

Next Review
Date

Risk Identification Source LikelihoodSeverity Current Risk Rating

Paula Anderson Paula AndersonManagement Lead

Risk ID Corporate/TacticalRisk Level

4

Risk Score

Version 3

Monitoring Group Trust Audit, Assurance & Risk Committee

Risk Title Failure of outsourced activities

Risk Domain Infrastructure

Target
Date

31/03/2017 2

Target
Score

Risk Cause Risk Consequence

Financial failure of key business critical outsourced activities [NHS SBS]. Loss of service

Internal AssuranceGaps in Control Effectiveness of
Controls

Adequacy of
Assurance

Gaps in AssuranceControls in place to manage
risk

External Assurance

The biggest outsourced activity
for the Trust is with NHS SBS
for the provision of financial and
payroll services.

None identified Adequate AdequateNone identifiedNone Identified Internal audit reviews
to check financial
viability of NHS SBS
at least annually

NHS SBS is a joint
public/private sector venture
and they provide similar
services to over 50% of the
NHS

None identified Adequate None IdentifiedNone IdentifiedNone Identified None Identified

Contracting with other NHS
bodies as part of the local
health economy, with a large
dominant provider backed by the
Department of Health, mitigates
against the risk of financial
failure

None identified Adequate None IdentifiedNone IdentifiedNone Identified None Identified
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Review Date Reviewed by Review Details:

Fiona Richey12/04/2016 Reviewed by CFO no change

Paula Anderson11/01/2016 No significant change since January 2015,  SBS continues to be a significant national service with many individual Trusts signed up
as part of the agreement.  Renegotiation of the service is due to take place in the next 12 months.

Paula Anderson05/01/2015 Risk reviewed and review frequency changed to annually. Risk score amended to reflect the national importance of the service
(significant NHS coverage), severity of impact would therefore be reduced as mitigation plans would be in place
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51

03/09/2012 12/04/2016 11/07/2016 2 Minor 2 UnlikelyRisk Assessment  Low (Yellow)

Risk Owner

Date Opened Last Review
Date

Next Review
Date

Risk Identification Source LikelihoodSeverity Current Risk Rating

Paula Anderson Paula AndersonManagement Lead

Risk ID Corporate/TacticalRisk Level

4

Risk Score

Version 2

Monitoring Group Trust Audit, Assurance & Risk Committee

Risk Title Supplier failure

Risk Domain Infrastructure

Target
Date

09/09/2015 4

Target
Score

Risk Cause Risk Consequence

Financial Failure of Suppliers - There is a risk that a supplier of goods or services to the Trust may
become insolvent before fulfilling the contract.

Loss of service

Internal AssuranceGaps in Control Effectiveness of
Controls

Adequacy of
Assurance

Gaps in AssuranceControls in place to manage
risk

External Assurance

Financial losses are mitigated
by paying most suppliers
following receipt of the good or
service, rather than in advance

None identified Adequate AdequateNone identifiedTendering procedure
including financial
evaluation of supplier

None Identified

To protect business continuity
the Trust contracts for the
supply of critical goods through
the NHS Supply Chain which
has six major supply depots
across England which carry on
average 4 weeks of stocks and
replenish these stocks using a
range of suppliers rather than
being dependent on one

None identified Adequate None IdentifiedNone IdentifiedRobust verification of
financial health &
resilience of supplier
assessed as part of
contract awarded.

Dunnn & Bradstreet
Credit Referencing

Trust Business Continuity plans
and processes

None Identified Adequate AdequateNone IdentifiedAnnual Core Standard
EPRR Self
Assessment process,
reported to and
monitored by EPRR
WG and AARC

 Annual EPRR Core
Standard compliance
review undertaken by
Commissioner and
NHS England
Wessex

Review Date Reviewed by Review Details:
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Fiona Richey12/04/2016 Reviewed by CFO Controls updated to reflect Trust Business Continuity Plans and processes with regular internal and external
reporting and monitoring arrangements identified.

Paula Anderson09/12/2015 Reviewed, no change

Paula Anderson09/09/2015 Reviewed, no change

Mark Brooks10/07/2015 Reviewed, no change

Paula Anderson14/04/2015 risk reviewed, no change

Paula Anderson05/01/2015 Risk reviewed, no change

Paula Anderson30/09/2014 Reviewed by Deputy Director of Finance - no change

Graham Platt23/09/2013 Risk remains the same

Andrew Stevens30/08/2012 Risk remains the same.
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Division:  Corporate - Governance

445

16/04/2014 09/06/2016 08/08/2016 4 Major 1 RareGovernance Meeting  Low (Yellow)

Risk Owner

Date Opened Last Review
Date

Next Review
Date

Risk Identification Source LikelihoodSeverity Current Risk Rating

Chris Gordon Fiona RicheyManagement Lead

Risk ID Corporate/TacticalRisk Level

4

Risk Score

Version 4

Monitoring Group Trust Audit, Assurance & Risk Committee

Risk Title NHS core standards for the Emergency Preparedness, Resilience and Response (EPRR) arrangements

Risk Domain Infrastructure

Target
Date

31/03/2016 4

Target
Score

Risk Cause Risk Consequence

If the Trust fails to embed emergency preparedness, resilience and response (EPRR) arrangements (as
part of the way the organisation performs its daily business to ensure a planned and flexible response
rather than an unplanned reaction).

Then:
a) Staff will be unclear as to what is expected of them
b) Roles and responsibilities are not clear and aftions are missed or
duplicated
c) Serious issues are not identified, escalated or addressed
d) Service interruption may occur through fuel shortages, severe weather
(including snow, heatwave, prolonged periods of cold), pandemic flu,
industrial action, coastal and inland flooding, loss of critial infrastructure,
supply chain failure and associated risks in the surrouning area (e.g.
COMAH and iconic sites)
e) Patients may suffer unintentional harm or distress
f) Staff may suffer unintentional harm or distress
g) There will be an increase in adverse incidents, claims and complaints
h) The Trust fails to meet internal and external standards and requirements
and is subject to scrutiny by regulators
i) The Trust will suffer reputational damage leading to a reduction in
commissioner, patient and public confidence
j) The Trust is unable to detect risk proactively and thereby makes
unavoidable mistakes
k) Loss of business that destabilises the Trust's financial future

Internal AssuranceGaps in Control Effectiveness of
Controls

Adequacy of
Assurance

Gaps in AssuranceControls in place to manage
risk

External Assurance
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Trust Incident Response Planin
place with review incorporated
within cyclical EPRR work plan

None Adequate AdequateExercise testing of IRP will
test effectiveness

Command, Control,
Co- ordinationand and
Communication
Centre (C4) in Place
with recipricol
arrangements with
NHSE Wessex.
Schedule of annual
Table top exercise
testing in place and
undertaken October
2015. IRP effectively
used and evaluated
following incident in
December 2015

Annual Core-standard
self-assessment
assurance process
with lead CCG.
2015/16 assurance
process identified
compliance with this
standard

Winter plan in place, sit-rep
process in place and
management at local health
system level. Full engagement
with LHRP and LRF.

None Adequate AdequateNoneLearning from
incidents to be shared
at the EPRR working
group.

NHS England core
national standards
assessment
Attendance and
contribution to LRF
strategic and tactical
events, sharing
lessons learnt

Heatwave plan in place, director
and manager on-call systems in
place with action cards related
to heat plan

None Adequate AdequateNoneincidents reported and
lessons learnt shared
at EPRR working
group

NHS England core
standardsself-asses
sment and reporting
to LHRP and LRF
strategic and tactical
learning events

Business Continuity planning
arrangements including Trust
Business Continuity Plan and
service Business Impact
Assessments and plans with
exercise testing process in
place

None Adequate AdequateIncomplete evidence of
Exercise Testing

Assurance returns
and exercise testing
feedback from
Divisions. Reporting
and management
through EPRR
working group

Core standards
self-assessment and
assurance process
with lead CCG to
assess Trust
Business Coninuity
Plans and testing
arrangements

HAZMAT/CBRN and lockdown
procedures

Procedures not fully
implemented across the

Inadequate AdequateNoneReport to EPRR
working group on

Self-assessment and
assurance process to
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Trust progress as part of
implementation of
improvement plan
Evidence of
completed risk
assessments,
lockdown plans and
testing undertaken in
critical sites.

lead CCG

Action Progress Target DateAction Details

Obtain outstanding assurance from all Divisions 13/05/2016Divisional assurance requested and received from East ISD. Partial assurance received
from West ISD, Mental Health and Learning Disabilities. 

Date Entered : 06/04/2016 12:00
Entered By : Fiona Richey

Completion of risk assessmets and production of Lockdown plans. 31/12/2016Work commencedby LSMS to support Divisions with 11 Risk profiles drafted. with 3 draft
lockdown plans. All plans to drafted by 30.06.16 and to be desktop tested and evauated by
31.12.16

Date Entered : 06/04/2016 12:13
Entered By : Fiona Richey

Implement Divisional Service Level exercise testing Monitored via EPRR
WG

30/06/2015Work in progress target date extended.

Date Entered : 09/06/2016 13:32
Entered By : Helen Ludford                           
-----------
Awaiting remaining exercise test feedback returns from Divisions. Outstanding subissions
escalated via EPRR Working Group and followed up with individual EPRR Leads. Date
extended to Mid March.  

Date Entered : 19/02/2016 11:44
Entered By : Fiona Richey                            
-----------
Schedule of Service level Exercise test requested and awaited from Divisional EPRR WG
Leads

Date Entered : 04/12/2015 13:39
Entered By : Fiona Richey
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Review Date Reviewed by Review Details:

Helen Ludford09/06/2016 Risk reviewed and downgraded from 12 to 9. Assurance evidence collected priority now on testing exercises.

Fiona Richey06/04/2016 Controls updated to reflect progress on plans in place, Exercise testing and feedback undertaken. control and assurance adequacy
updated to reflect improved controls with incomplete assurance and requirement of some outstanding service area assurance
awaiting divisional submission. New actions to reflect outstanding assurance,. Progress updated to reflect asuurance received,
Lockdown Risk assessment and plan development. Risk score assesed and reduced from major 4, unlikely 2 = 8 to major 4 x rare1
= 4. Risk to be reviewed by EPRR working group 25.04.16
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REPORT TO THE AUDIT, ASSURANCE & RISK COMMITTEE   
 
Date 
 

11.07.2016 

Agenda Item 
 

06 

Title Internal Audit Progress Report 
 

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

Purpose 
 

The paper is presented to provide an update on internal 
audit work completed since the last Audit Committee.  No 
decisions are required.  

Previously Considered by 
 

N/A – Relevant Executive Leads 

Sponsoring Director Paula Anderson, Interim Finance Director 
 

Executive Director Overview The report provides the summary of one internal audit report 
finalised since the last progress report to Audit Committee, 
pertaining to Medicines Management, which received a 
‘reasonable progress’ opinion.   
 
The report also highlights progress against the internal audit 
plan and a selection of the latest developments in the sector 
and the progress made in following up the outstanding 
recommendations since we have taken on responsibility for 
this task and reporting to each Audit Committee. 

Action Required 
 

The Committee is asked to note this report 
 

 
 



 

 

SOUTHERN HEALTH NHS 
FOUNDATION TRUST  

Internal Audit Progress Report 

Audit Committee presented to 

11 July 2016 
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As a practising member firm of the Institute of Chartered Accountants in England and Wales (ICAEW), we are subject to its ethical 
and other professional requirements which are detailed at http://www.icaew.com/en/members/regulations-standards-and-guidance. 
 
The matters raised in this report are only those which came to our attention during the course of our review and are not necessarily 
a comprehensive statement of all the weaknesses that exist or all improvements that might be made. 
 
Recommendations for improvements should be assessed by you for their full impact before they are implemented. This report, or 
our work, should not be taken as a substitute for management’s responsibilities for the application of sound commercial practices. 
We emphasise that the responsibility for a sound system of internal controls rests with management and our work should not be 
relied upon to identify all strengths and weaknesses that may exist. Neither should our work be relied upon to identify all 
circumstances of fraud and irregularity should there be any.  
 
This report is supplied on the understanding that it is solely for the use of the persons to whom it is addressed and for the purposes 
set out herein. Our work has been undertaken solely to prepare this report and state those matters that we have agreed to state to 
them. This report should not therefore be regarded as suitable to be used or relied on by any other party wishing to acquire any 
rights from RSM Risk Assurance Services LLP for any purpose or in any context. Any party other than the Board which obtains 
access to this report or a copy and chooses to rely on this report (or any part of it) will do so at its own risk. To the fullest extent 
permitted by law, RSM Risk Assurance Services LLP will accept no responsibility or liability in respect of this report to any other 
party and shall not be liable for any loss, damage or expense of whatsoever nature which is caused by any person’s reliance on 
representations in this report.  
 
This report is released to our Client 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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The internal audit plan for 2016/17 was approved by the Audit Committee in May 2016.  Below provides a summary 
update on progress against that plan and summarises the results of our work to date.  

 

 

 

 

 

 

 

 

 

 

 

1 INTRODUCTION 
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This table informs of the audit assignments that have been completed and the impacts of those findings since the last 
Audit Committee held.  The internal audit plan for 2016/17 was approved by the Audit Assurance and Risk Committee 
in May 2016.  Below provides a summary update on progress against that plan and summarises the results of our 
work to date. The Executive Summary and Key Findings of the assignments below are included in this report in 
Appendix A.  

Assignments Status Opinion issued Actions agreed  

      H    M    L 

Medicines Management 
(12.15/16) 

FINAL REPORT Reasonable progress 2 2 0 

 

 

2 REPORTS CONSIDERED AT THIS AUDIT 
COMMITTEE 
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Assignment area Timing per 

approved IA 

plan 2015/16 

Status Target Audit 

Committee per the IA 

Plan 2015/16 

Nursing Revalidation 
July 2016 

Fieldwork 
commences 7 July 

September 2016 

Temporary Staffing 
June 2016 

Fieldwork 
commences 30 
August 

September 2016 

CQC 
June 2016 

Planned for August 
2016 

September 2016 

Incidents/ Complaints  
June 2016 

Planned start date 
15 August 

September 2016 

Cyber security 
June 2016 

Planned for August 
2016 

September 2016 

Duty of Candour 
August 2016 

Planned start date 
1 August 

November 2016 

Governance and Accountability 
August 2016 

Planned start date 
8 August 

November 2016 

Divisional Financial Management 
September 
2016 

Planned start date 
26 September 

November 2016 

Capital Management Expenditure and Backlog 
Maintenance 

September 
2016 

Planned start date 
18 October 

November 2016 

Embedding Controls from Third Party Action Plans 
October 2016 

Planned start date 
24 October 

January 2017 

Financial Feeder Systems 
October 2016 

Planned start date 
5 October 

January 2017 

Procurement – Purchase orders 
November 2016 

Planned start date 
28 October 

January 2017 

Information Governance 
November 2016 

Planned November 
2016 

January 2017 

Data Quality December 2016 
Planned start date 
9 December 

March 2017 

Payroll Feeder Systems 
January  2017 

Fieldwork 
commences 18 
January 

March 2017 

Risk Management – divisional focus 
February 2017 

Planned start date 
20 January 2016 

April 2017 

Follow up Throughout the 
year 

In progress N/A 

 

3 LOOKING AHEAD 
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4 OTHER MATTERS  

4.1 Changes to the audit plan 

Following discussions at the last Audit Committee we are proposing adding an assurance mapping exercise to our 
2016/17 internal audit plan.  This will be resourced out of the existing days within the plan. 

We are currently working with managers to agree dates and scopes for audits following the approval of the plan in 
May.  Whilst there has been some slippage in terms of delivery dates, we still believe the audit reports will be available 
for the target adut committees, with the exception of temporary staffing where management have requested a later 
date. 

4.2  Follow Up of Internal Audit Recommendations 

In order to meet the Chartered Institute of Internal Auditors (CIIA) Standards and to provide management with 
assurance regarding the implementation of agreed actions, Internal Audit has undertaken a follow-up exercise to 
determine the status of outstanding recommendations that have become due for implementation.   

In assessing the implementation of agreed actions Internal Audit has: 

Contacted all responsible managers within Southern Health NHS Foundation Trust requesting a status update and 
supporting evidence in respect of the recommendations in their areas.  

Reviewed all supporting evidence provided by the Trust in order to provide an independent viewpoint regarding 
whether each recommendation was fully implemented, being implemented or not implemented at all. 

We have included at Appendix B the proposed process we will use going forward to track actions raised and report to 
the Audit Committee.  This process was confirmed with the Corporate Governance Manager on 7 June 2016 and will 
be in full operation for the next Audit Committee 

We have included at Appendix C a table showing the progress with implementing audit actions for those we have 
followed up to date, and at Appendix D a list of all recommendations which have been confirmed by the Trust as 
overdue for implementation. 

The remaining recommendations are scheduled for follow up in the next quarter, and these are summarised at 
Appendix E. 

All recommendations are from 2014/15 and 2015/16 financial year Internal Audits.   

We will report to the next Audit Committee the latest position on progress and flag any on-going areas which may be 
hindering the implementation of these recommendations. 
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4.3 Information and briefings  

The following items were highlighted as part of our information briefings since the last Audit Committee  

Key Issues 

Queen’s speech 

The Government is to introduce the NHS (Overseas Visitors Charging) Bill to 'ensure that overseas visitors pay for 
the health treatment they receive at public expense'. Set out in the Queen’s speech, the proposed legislation aims 
to increase the amount of services where a charge can be applied but also widen the profile of people who will be 
eligible for fees. In the Government's own words the Bill will 'ensure that only UK residents - who live here lawfully 
and make a financial contribution to this country - will get free NHS care.' To accompany the proposed legislation 
the Commons Library has published a research briefing, which looks at recent developments regarding overseas 
charging, and the extent and cost of NHS use by non UK residents. Also announced in the Queen's speech was 
the Government’s continuing commitment to the '7 day NHS'.   

Read more 

NHS providers 'still under pressure' 

NHS Improvement has announced a £2.45bn (£461m worse than planned) deficit for the sector at the end of the 
2015/16 financial year. Some of the other key figures announced in the quarter four sector performance report are: 

 total spend of £3.64bn on agency staff, £1.4bn more than planned; 
 £2.9bn of savings made, £316m less than planned; 
 sector missing the 95 per cent A&E waiting time target between January and March 2016; 
 20.7 million A&E attendances for 2015/16, a 2.9 per cent increase on the previous year; and 
 financial sanctions 'further exacerbated' financial pressures, costing £498m. 

Prior to the report NHS Improvement had revised down the forecast NHS spend on agency workers from £4bn to 
£3.7bn for the 2015/16 financial year. NHS Improvement is attributing the revision to agency control measures that 
were implemented in October 2015.  

Read more 

Supply of clinical staff 

This report by the Public Accounts Committee (PAC) explores how the NHS manages the supply of clinical staff 
into the organisation. The PAC identifies current trends in the supply of clinical staff, finding staffing gaps of up to 6 
per cent (or approximately 50,000 staff) in the health service, which affects the quality of care provided. The PAC 
makes a number of recommendations to the various health bodies and Government, including:  

 providing greater national leadership and reporting back to the PAC on what actions have been 
implemented;  

 provide a plan on how individual trusts will be supported to retain staff; and  
 insisting that the Government and NHS Improvement address the 'fundamental issue' of an ever 

increasing demand for agency staff. 

Read more 
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Chief executives view of the NHS 

This report by the King's Fund summarises interviews undertaken with departed, or soon to be departed, NHS 
chief executives. The King's Fund acknowledges the impartiality of the document, stating the sample selected was 
not done scientifically, but instead is comprised of chief executives who were 'generous' or 'brave' enough to come 
forward to challenge the perception of  'a crisis of leadership' within the NHS. Recurrent themes from the 
interviews include: restrained growth due to a decreasing share of gross domestic product spend on health being 
at fault for a number of issues within the NHS; and that the NHS is having to work around the 2012 Health and 
Social Care Act, with the Government unwilling to update legislation.   

Read more 

Commissioning of specialised services 

The National Audit Office (NAO) has found that NHS England does not have control over the rising costs of 
specialised services. In a new report on 'The commissioning of specialised services in the NHS', the NAO states 
that NHS England has overseen increased spending on specialised services at a greater rate than other parts of 
the NHS. Even though the budget for specialised services stands at £14.6bn in 2015-16, NHS England has not 
agreed an overall service strategy nor has information on the efficiency of specialised services been provided. 

Read more 

NHS Digital 

The Health and Social Care Information Centre (HSCIC) has announced it will rebrand, and trade under the new 
entity 'NHS Digital'. Plans to implement the new identity will come 'later in the summer'.  

Read more 
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https://www.nao.org.uk/wp-content/uploads/2016/04/The-commissioning-of-specialised-services-in-the-NHS.pdf?utm_source=Communigator&utm_medium=Email&utm_campaign=NAT+-+NHS+News+Briefing+-+June+2016&utm_term=NHS+news+briefing+%7c+providers+%27still+under+pressure%27&utm_content=1&gator_td=fMDbm8guWCUFYLhZEKwso5hi23yZJWbFuJaTK8uOSrw4G%2bSH%2fWtlBJLyakeFpa1uVE3NVUIy92uaN5H9ZdjqJ8WIffPUELwSyBWLSeVwFuS69gCf3Gp%2bhngVND9yG0JfiBODnVwj96A1nbmZuGcshxDMPJD5FUiF5oIDcVvabIquExFgoTzi6e4axF30XnYOft%2fo8gDEezQyEODd0O0ZQZLvaFgxIa9TGLZ8v01xApj9sR1Z2d2f5IaZrGIkuayc
http://www.hscic.gov.uk/article/7073/New-trading-name-and-new-Chair-for-HSCIC?utm_source=Communigator&utm_medium=Email&utm_campaign=NAT+-+NHS+News+Briefing+-+June+2016&utm_term=NHS+news+briefing+%7c+providers+%27still+under+pressure%27&utm_content=1&gator_td=fMDbm8guWCUFYLhZEKwso5hi23yZJWbFuJaTK8uOSrw4G%2bSH%2fWtlBJLyakeFpa1uVE3NVUIy92uaN5H9ZdjqJ8WIffPUELwSyBWLSeVwFuS69gCf3Gp%2bhngVND9yG0JfiBODnVwj96A1nbmZuGcshxDMPJD5FUiF5oIDcVvabIquExFgoTzi6e4axF30XnYOft%2fo8gDEezQyEODd0O0ZQZLvaFgxIa9TGLZ8v01xApj9sR1Z2d2f5IaZrGIkuayc


 

  Southern Health NHS Foundation Trust Internal Audit Progress Report | 8 

Below we set out our process to track agreed management actions and report progress with this to the Audit 
Committee: 

 

Timing  Action 

As each internal audit report is finalised 

 

RSM to add management action, officer responsible and 
target date to action tracker spreadsheet 

Six weeks prior to deadline for Audit Committee papers 

 

RSM contact all officers responsible for actions due to 
request update on progress and, where relevant, 
evidence of action being implemented.  Officers will be 
given three weeks to respond to requests. 

Three weeks prior to deadline for Audit Committee papers RSM will provide a table of any actions where responses 
have not been received and the original emails sent to 
responsible officers to Corporate Governance Manager to 
chase internally. 

Ten days prior to deadline for Audit Committee papers RSM collate all responses and update tracker 

At least one week prior to deadline for Audit Committee 
papers 

RSM provide Corporate Governance Manager and 
Deputy Director of Finance with latest position on follow 
up.   

Deadline for Audit Committee papers RSM provide progress report, including report on action 
tracking to Trust. 

 

APPENDIX A: PROCESS FOR ACTION TRACKING 
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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. Before accepting an engagement, contact with the existing 
accountant will be made to request information on any matters of which, in the existing accountant’s opinion, the firm needs to be aware before deciding whether to accept the engagement. 

© 2015 RSM UK Group LLP, all rights reserved.  

 

 

Name: Nick Atkinson, Head of Internal Audit 

Email: nick.atkinson@rsmuk.com   

Telephone number: +44 (0)7730 300 307 

 

Name: Lorna Raynes, Client Manager 

Email: lorna.raynes@rsmuk.com   

Telephone number: +44 (0)7972 004 175 
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AARC 11.07.2016 
Agenda Item 06 - Internal Audit Progress Report

mailto:xxxx.xxxxxxxx@xxxxx.xxx
mailto:xxxxx.xxxxxx@xxxxx.xxx


 

 Southern Health NHS Foundation Trust / Medicine Management – Follow  Up 12.15/16 | 2 

1.1 Introduction 

As part of the approved internal audit periodic plan for 2015/16 we have undertaken a review to follow up progress 
made by the Trust to implement the medicines management agreed actions in response to the Hambleton Medical 
Report into Medicines Management at Southern Health NHS Foundation Trust (SHFT) 2014.  

Whilst 52 recommendations are on the medicines management action log, which consists of 10 ‘critical and urgent’, 14 

‘intermediate’ and 28 ‘long term’ priority actions, our work focused on management actions classified as complete. 
This comprised of twenty management actions, nine ‘critical and urgent’, nine ‘intermediate’ and two ‘long term’ priority 
actions. The focus of this review was to provide assurance that all actions recorded as completed have been 
adequately implemented.  

Our work was completed in Summer 2015, but owing to staff issues at RSM and absences the report is only being 
issued in March 2016.  Therefore, whilst the report accurately reflects the situation when the work was completed, it 
should be borne in mind that further progress may have been made.  We would be happy to review further evidence 
and reflect this in our report to bring this work up to date. 

1.2 Conclusion 

Taking account of the issues identified in the remainder of the report and in line with our definitions set out in Appendix 

A; in our opinion SHFT has demonstrated reasonable progress in implementing the agreed management actions. 

We have reiterated the actions which have not yet been fully implemented and revised actions whereby the original 

action has now been superseded, and reported by exception the outcome of our work. 

We have made new management actions where appropriate; these are detailed in Section 2 of this report.  

MEDICINES MANAGEMENT - EXECUTIVE SUMMARY 

AARC 11.07.2016 
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1.3 Action Tracking 

Action tracking enhances an organisation’s risk management and governance processes. It provides management 

with a method to record the implementation status of actions made by assurance providers, whilst allowing the Audit 
Committee to monitor actions taken by management. 

The following graph and chart below highlight the progress made on the actions that have been followed up. 

 

 

 Further details of progress made are provided in Section 2 of this report. It is important to note that until a 
management action is fully implemented, the organisation is still exposed to risk.  

Action tracking is undertaken by SHFT’s management. However, we have identified four instances where the 
implementation status of actions reported by management to the Audit Committee differs from our own findings. The 
details of these management actions can be found in section 2.  

  

0 5 10 15 20 25 30

Complete

Implementation On Going

Superseded

Not Implemented

Not Due for Implementation

Overview of Actions -Total 52 

Long Term

Intermediate

Critical/Urgent

(14)70% 

(4) 20% 

(2)10% 

(0) 0% 

Status of Completed Actions Followed Up - 
Total 20 

Complete

Implementation On Going

Superseded

Not Implemented
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The following tables highlight the number and categories of actions issues and progress made to date: 

1.4 Progress on Actions  

Implementation 

status by review 

Number of 

actions 

agreed 

Status of management actions  

Implemented 

(1) 

Implementation 

ongoing (2) 

Not 

implemented 

(3) 

Superseded 

and (4) 

Confirmed as 

completed or no 

longer necessary 

(1)+(4) 

Medicines 
Management  

20 14 4 0 2 16 

       

Implementation 
status by 
management 
action priority 

Number of 

actions 

agreed 

Status of management actions  

Implemented 

(1) 

Implementation 

ongoing (2) 

Not 

implemented 

(3) 

Superseded 

(4) 

Confirmed as 
completed or no 
longer necessary 
(1)+(4) 

Critical/Urgent  9 7 2 0 0 7 

Intermediate  9 6 2 0 1 7 

Long Term Goals  2 1 0 0 1 2 
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Progress with implementation of audit recommendations

AUDIT TITLE
 RECS B/F from last 

Progress

Recs added 

since last 

progress 

report

Implemented/ 

superseded since 

last report

RECS C/F High Medium Low High Medium Low Comments

Board Assurance and Risk Management 2 2 0

Whistleblowing 3 3 0

Direct payments 4 4 0

Data Quality 1 1 0

Freedom of Information Act 1 1 1

Patient Experience 1 1 0

Procurement 3 3 2 1

Financial Feeders 1 1 0

Information Governance Toolkit Review (10.15/16) 0 3 3 0

Data Quality - Community Waiting Lists (11.15/16) 0 6 5 1 1

Totals 16 9 20 5 2 2 0 1 0 0 0

ANALYSIS OF DUE RECOMMENDATIONS

Not due as of 

20th June 2016

< 6 MONTHS > 6 MONTHS
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Details of recommendations confirmed as in progress

Recommendation/

Management action

Our review found that the Trust’s FoI 

website disclosure log and dashboard did 
not contain any data relating to 2015/16.

The Trust is not complying with current 
disclosure guidelines as set out in the 
Freedom of Information Act

At the time of the audit, management had 
already started work to update the FoI 
webpage with a planned completion date 
of August 2015.

The contract database is used in order to 
identify when a contract is nearing its end 
and therefore will require a tender exercise 
to be commenced.

The Trust will ensure that the current 
contracts register is brought up to date 
with a comprehensive list of Trust 
contracts such that when necessary the 
Procurement Department can drive / 
initiate timely market testing / tendering 
of contracts upon their renewal.

Jeanette Rose has collated contracts operated by the Divisions and these are have 
been loaded on the contract database.

At the time of the audit, whilst the majority 
of known contracts had been input to the 
register, the data had not yet been fully 
cleansed.  Since our fieldwork, we have 
been informed that the Trust has been 
working to cleanse data.  However, there 
may still be contracts operated be 
Divisions that are not included in the 
database.

This in turn should assist in reducing 
the need for single tender waivers.  

The Procurement Department is not 
actively involved in all elements of 
procurement and as such is not able to 
maintain the register.  

The contracts database was purchased 
in Jan 2014. All live contracts that had 
been let via the Procurement were 
loaded. Since then contracts let by IT 
were loaded and are managed and 
maintained by IT. All Estates contracts 
have also been loaded.

Further improvements are being made and should be complete by 31.7.2016:

The Procurement Team might not be 
aware of all of the Trust’s contract 

commitments and might miss 
opportunities to contract at competitive 
prices should they not have sufficient time 
to explore the market if contracts are not 
renewed in a timely manner.

In the last 2 months a data cleansing 
exercise has been undertaken so that 
the Trust is now confident that data is 
up to data and accurate.

• The fields held on the database are being tailored for the trust.

The Trust is now ensuring that the 
repository is comprehensive. In order to 
do this the Trust has extracted all 
contracted suppliers from the ledger 
system and are cross-checking this list 
with the contracts database. This will 
result in a list of contracts to be added 
to the database.

• New fields will be populated in Excel and a fresh upload is scheduled.

• The new fields include the SBS supplier number which will allow us to automate the 

cross-reference checking against the ledger.  

6.15/16 1.1 Procurement Medium 28/02/2016

6.15/16 3.1 Procurement High

Audit Findings 

2.15/16 1.3
Freedom of 
Information

High

As planned the Trust will ensure the 
2015/16 information requests and 
disclosure log dashboards are 
uploaded to the FoI webpage as a 
matter of priority before moving on to 
updating the backlog from previous 
years.

01/10/2015

The Trust has recently had a change of staff and at present the team do not have the 
rights to upload anything to the website. They are currently working with the comms 
team (who do the required training) to ensure that their staff are promptly given this 
training so that uploads can continue to occur.

Report ref
Action 

ref
Audit Name Description

Priority 

rating

Due Date for 

actions

AARC 11.07.2016 
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Recommendation/

Management action
Audit Findings 

2

Report ref
Action 

ref
Audit Name Description

Priority 

rating

Due Date for 

actions

11.15/16 1.3
Data Quality- 
Community 
Waiting Lists

As part of the testing we also reviewed 
waiters to establish if the referral should 
have been recorded in the first instance.

Medium

The Trust will advise the South & City 
Learning Disability Team on how to 
handle patients whose referral would 
not usually be accepted at the point the 
referral is received, for example, 
patients who are not in the correct age 
bracket when referred.

01/05/2016

In progress : Separate CHC LD teams for Oxford and Bucks areas are being created 
to enable the teams to place these patients on referrals allocated to continuing 
healthcare teams that will allow these patients to be separated from normal ILDT 
waiting lists. 

6

6
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Recommendations scheduled for follow up in next quarter

AUDIT TITLE
 RECS B/F 

from last 

Progress

Recs added 

since last 

progress 

report

Implemente

d/ 

superseded 

since last 

report

RECS C/F High Medium Low High Medium Low Comments

CQC 1 1 1

Estates procurement 1 1 1

Board Assurance and Risk Management 2 2 2

Training 2 2 2

Patient Experience 3 3 2 1

Business planning 1 1 1

Budgetary Control 2 2 1 1 1 Low Priority Action not due

Payroll Feeder Systems (9.15/16) 0 5 5 1 2 1 1 1 High Priority Action not due 

Medicines Management (12.15/16) 0 4 4 2 2 2 High Priority Actions not due 

Totals 12 9 0 21 1 8 2 0 4 2 4

ANALYSIS OF DUE RECOMMENDATIONS

Not due 

as of 20th 

June 

2016

< 6 MONTHS > 6 MONTHS

AARC 11.07.2016 
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REPORT TO THE AUDIT, ASSURANCE & RISK COMMITTEE   
 
Date 
 

11.07.2016 
 

Agenda Item 
 

07 

Title Quarterly Whistleblowing Update 
 

Author(s) Amanda Smith, Head of Workforce Delivery 
Louise Jones, Senior HR Manager 
 

Purpose  To provide a progress update in respect of actions 
following the internal 2015 whistleblowing audit. 

 To provide an overview of the nature of current speak up/ 
whistleblowing concerns. 

 To provide a summary of actions which support the 
improvement of Speak Up processes with the Trust and 
improve the confidence of staff to raise concerns using 
internal mechanisms. 
 

Previously Considered by 
 

N/A 
 

Sponsoring Director Sandra Grant, Director of People and Communications 
 

Executive Director Overview  The Trust’s processes for the management of concerns 
raised in accordance with the Public Interest Disclosure 
Act 1998 are well-established and consistent with best 
practice in this respect.  

 The appointment of the local Freedom to Speak Up 
Guardian will further strengthen the current arrangements 
by facilitating a more proactive approach to identifying 
issues of concern, raising awareness as to how these 
should be addressed and providing reassurance that staff 
may raise concerns without fear of reprisal. 

 Publicity is necessary to ensure that staff members are 
aware of the existence of the Speak Up service and of its 
purpose to demonstrate how this complements other 
mechanisms through which concerns may be raised. 

Action Required 
 

The Committee is asked to note the contents of this report.  
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 WHISTLEBLOWING UPDATE 
 
 
1. Purpose 
 

 To provide a progress update in respect of actions following the internal 2015 
whistleblowing audit. 

 To provide an overview of the nature and volume of current speak up/ 
whistleblowing concerns. 

 To provide a summary of actions which support the improvement of ‘Speak Up’ 
processes within the Trust and improve the confidence of staff to raise concerns 
using internal mechanisms. 

 
2. Report 
 
2.1 Progress Update Following Audit  
 

An audit of whistleblowing controls was undertaken as part of the approved internal 
audit periodic plan for 2014/15.  The audit was undertaken in March 2015 and the 
draft report issued for approval in June the same year. 

 
All actions are completed, and the central recording module in Ulysses has been set 
up.  This is currently only available to the Speak Up team, but access is to be 
widened to the broader Governance team and members of the HR team for the 
purposes of ensuring this can be updated as developments occur and the 
information remains current at all times. 
 
The Governance and HR teams will be able to use this module to record cases that 
have been reported from any ‘prescribed’ person.  In particular, the Speak Up team 
(as the main hub for recording/ reporting) will be able to use this module to record 
cases reported to them via their impartial service. 

 

2.2. Overview of Concerns : March-May 2016 
 

The Speak Up service currently record and track all concerns raised internally.  
Whilst not all of the matters that are reported via the service fall within the definition 
of whistleblowing, as outlined within the Public Interest Disclosure Act 1998, each 
case is dealt with in the appropriate manner.  This may include onward referral to 
the line manager (i.e. where normal lines of communication should be employed) or 
sign-posting to the HR team for management under a difference process (i.e. for 
personal grievance about employment). 
 
The case files held by the Speak Up service contain details in respect of the nature 
of the feedback provided to individuals who raise a concern and any difficulties in 
terms of confidentiality. 
 
Internal cases 
 
There were 3 new contacts made to the ‘Speak Up service during the period March 
to May 2016, none of which have resulted in investigations being required.  The 
details of the issues reported are as follows: 
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1. 16 - Concerns raised about heating in a unit and a lack of progress to 
rectify despite maintenance requests and incidents logged.  Advice on how to 
progress via line management provided and case withdrawn from the Speak Up 
process. 

2. /16 – Speak Up team received an email enquiring about how to make a 
complaint (no specific details provided).  Speak Up team responded by email to 
explain how to progress a complaint depending on the nature of the concern.  
No further contact to the team made, so the case was withdrawn from Speak 
Up process. 
 

3. 05/16 – Speak Up team received an email enquiring about how to make a 
complaint .  Speak Up team 
responded by email to explain how to progress the complaint.  No further 
contact to the team made, so the case was withdrawn from Speak Up process. 

 
There is currently one open Speak Up case.  

  The investigation has been completed and is 
at the review stage within the Division with feedback planned to be shared with the 
member of staff. 
 
Five issues that would be classified under the whistleblowing policy were raised by 
the CQC during the period between March - May 2016; this included reference to 
historical cases where progress was being chased. 
 
Summary 
 
A recent review of activity coming through the ‘Speak Up’ team highlighted a 
potential lack of clarity within the organisation about what would be categorised as a 
public interest concern.  This is supported by the nature of contacts made in the 
period March to May (inc).  Concerns are raised through this route even when then 
would fall outside of the remit of the Speak Up / Whistleblowing policy and 
procedure.  This may be, in part, to do with the terminology employed; ‘speak up’ 
being a generic term for raising concerns but not necessarily linked to public interest 
concerns in the way the term ‘whistleblowing’ is intended. 
 
The team acknowledge that it is helpful for staff to be given the opportunity to raise 
their concerns, but make clear that sometimes this will result in a redirection to 
another avenue for resolution, for example concerns relating to employment are 
most appropriately managed via the HR team in accordance with the grievance 
policy and procedure.  In such cases the Speak Up team will record the contact 
made and close the case noting the relevant action i.e. referral to HR. 
  

2.3.  Actions to Support Process Improvements and Raise Confidence 

 
National F2SU Guardian 

The appointment of a National Guardian for the NHS and local Freedom to Speak 
Up (FTSU) Guardians was recommended by Sir Robert Francis following his review 
into the failings at Mid-Staffordshire and subsequent report.  In July 2015, the 
Secretary of State confirmed the steps that need to be taken to develop a culture of 
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safety, including the appointment of a national guardian and a local guardian in 
every trust.  

Dame Eileen Sills who was appointed in January 2016 of as the National Freedom 
to Speak Up Guardian resigned from her post after only two months due to her 
concerns about not being able to combine the role of the national guardian, 
including the establishment of the office, alongside her Chief Nurse role. 

Further interviews for the National Guardian are scheduled to take place in June, 
and an appointment will be announced shortly after this.  The National Guardian will 
lead and support a culture change in the NHS so that everyone feels safe to speak 
up.  

Local Guardian 
 
 
Discussions have taken place with regard to the appointment of a local F2SU 
Guardian for the Trust; a business case has been developed for consideration in 
this connection and the appointment process is expected to start in July 2015. 
 
The role will be responsible for working with the Chief Executive and Board to help 
create an open culture which is based on listening and learning and not blaming. 
The post holder will be a highly visible individual, who spends the majority of their 
time with ‘front line’ staff, providing expertise in developing a safe culture which 
supports and encourages staff to Speak Up using the local procedures and if 
necessary advising them on how to raise concerns, including externally.  
 
The strengthening of the Speak Up resource through the appointment of a Freedom 
to Speak Up (F2SU) Guardian will not only demonstrate the Board’s commitment to 
effecting a positive culture change but also increase confidence amongst the 
workforce that it is safe to speak out without fear of retribution. 
 
The Speak Up service will continue to manage cases on behalf of the local guardian 
as well as advise staff of how they can access external prescribed 
persons/regulatory bodies, such as the CQC, where independence is noted by the 
staff member as a cause for concern. 

 
3. Next Steps  

 Speak Up team to ensure that internal and external speak up/ whistleblowing 
cases are recorded centrally in the new Ulysses module; 

 Senior HR Manager to co-ordinate promotional communications about the 
Speak Up service; 

 Senior HR Manager to arrange joint Speak Up and HR team training session to 
include the legal perspective (Public Interest Disclose Act 1998) and operational 
implementation of the policy and recording;. 

 Head of Workforce Delivery to co-ordinate the appointment of the local F2SU 
Guardian. 

 

4. Recommendation 

The Committee is asked to note the contents of this paper and endorse the next 
steps. 
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REPORT TO THE AUDIT, ASSURANCE & RISK COMMITTEE   
 
Date 
 

11.07.2016 

Agenda Item 
 

10 

Title Information Governance Report 
  

Author(s) Lesley Barrington, Head of Information Assurance 
Lisa Franklin, Director of Information & Technology 

Purpose 
 

To update the Committee on Information Governance 

Previously Considered by 
 

Information Governance Group 
Informatics Forum 

Sponsoring Director Chris Ash, Director of Integrated Services (MCP) West and 
Children’s 

Executive Director Overview This report updates the Committee on the current status of 
compliance with the Information Governance (IG) toolkit 
ahead of the assessment of compliance submission due at 
the end of July 2016. It also provides a general update on 
Information Governance. 
 
The final assessment of compliance for 2015/16, set out in 
March 2016 final statement, declared a compliance score of 
82% (satisfactory), in line with targeted performance. 
 
The key mandatory training indicator stood at 96% 
(compliant). 
 
The report provides assurance in respect of Level 2 IG 
serious incidents, and the Information Commissioner’s 
Office audit. It also sets out the proposed approach to 
comply with the General Data Protection Regulation (GDPR)
 

Action Required 
 

The Committee is asked to note this report. 
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INFORMATION GOVERNANCE REPORT 

 
1. Purpose 
 
1.1 To update the Audit, Assurance and Risk Committee on the current status of 

compliance with the Information Governance Toolkit, and any other pertinent 
information governance issues. 

 
 
2. Background 
 
2.1 Information Governance is the framework that ensures the Trust complies with the 

Data Protection Act 1998; NHS Code of Confidentiality; and the National 
Information Governance Toolkit (IGTK) [see Appendix 1 – link].  The Information 
Assurance Team, working with Service/Divisional IG Leads, delivers a programme 
of work to comply with the requirements set out in the IGTK, which is reported and 
monitored via the Information Governance Group.  The IGG is chaired by Lisa 
Franklin, Director of Information. 

 
2.2 The IGG meets bi-monthly and last met on 9 May 2016.  The next meeting is 

11/07/2016. 
 
 
3. Report 

 
3.1      Status of compliance with the IGTK 

 
3.1.1 Submissions via the national IGTK monitoring tool are required on: 

 31 July – baseline assessment of compliance 
 31 October – review of performance against baseline 
 31 March – submission of final statement 

 
3.1.2 The final submission for 2015-2016 was completed on 29/03/2016.  The Trust 

achieved 82% “satisfactory”, as per the target for the year.  Please see report 
attached as Appendix 2. 

 
3.1.3 Version 14 of the IGTK has been released by HSCIC.  There remain 45 

requirements for the Trust to complete.  A workshop with all the IGTK Users and 
Reviewers was held on 22 June 2015 to confirm arrangements for managing the 
submission.  A target for overall compliance was agreed as 82%.  This will be 
signed off at the next IGG on 11 July 2015. 

 
3.1.4 Action plans relating to the above will be developed and monitored via the IGG 

meetings. 
 

 
3.2       Compliance with Annual Mandatory IG Training (IGTK Requirement 112) 

 
3.2.1 The overall compliance status as at 20 June 2016 is 96%.  Planning and work to 

maintain this level of compliance is already underway, and will be monitored via the 
IGG. 
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3.2.2 The new on-line learning and e-assessment package for Information Governance 
has been launched.  Reports regarding compliance are now available via the 
Tableau tool, and IG Leads can now access “live” information relating to individual, 
team and service compliance.   

 
3.3       Level 2 SIRI IG Incidents update 
 
3.3.1 During 2015-16 there were: 

 5 Complaints/concerns raised by the ICO – all were fully investigated, and no 
further action was taken and the ICO closed the cases 
 3 IG SIRI level 2 incidents were report to the ICO – all were fully 
investigated, and no further action was taken and the ICO closed the cases 

 
3.3.2 Currently there are no open Level 2 SIRI IG or Cyber incidents, or open 

complaints/concerns from the Information Commissioners Office.  
 
 

3.4      ICO Audit – Outcome 
 
3.4.1 As reported previously, the ICO Audit Team completed an audit of the Trusts 

compliance with the Data Protection Act in October 2015.  An action plan was 
developed following the publication of the report, and this has been monitored via 
the IGG. 

 
3.4.2 As per the agreement with the ICO, after 6 months, the Trust was required to 

submit a progress report and updated evidence portfolio on the action plan to the 
ICO Audit Team.  This was submitted on 23 May 2016 – please see Appendix 3 for 
detail. 

 
3.4.3 The ICO Audit Team have confirmed receipt and provided feedback on the 

outstanding actions.  These will be incorporated into the action plan and the target 
is to complete all the actions by March 2017.  The ICO Audit Team confirmed that 
the audit is now closed from their perspective. 
 

3.5      General Data Protection Regulation 
 
3.5.1 In April 2015, the EU Council agreed and adopted the General Data Protection 

Regulation (GDPR), which will mean some changes by organisations to comply with 
the Data Protection Act 1998, which will come into force in May 2018.  The ICO 
have produced a “12 steps to take now” guide for organisations to start to preparing 
for these changes – please see Appendix 4 for further information. 

 
3.5.2 The Head of Information Assurance is currently preparing a “gap analysis” and 

review of the new requirements, and will report back to IGG, the Informatics Forum 
and the AARC once this work is complete. 

 
4 Next steps 
 
4.1 Continue to ensure compliance with the IGTK and achieve the target score 

 
4.2 Continue to work on the ICO Audit Action Plan and achieve by March 2017 
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4.3 Complete the review of the GDPR and produce the gap analysis report 
 

5 Recommendations and/or Action Required 
 
5.1 The Committee is requested to acknowledge this report, and the actions being 

taken. 
 

 
6 Appendices 

 
Appendix 1 - Link to National HSCIC Information Governance Toolkit -   

 https://nww.igt.hscic.gov.uk/  
Appendix 2 - Information Governance Toolkit submission report 2015-16 
Appendix 3 - SHFT action plan v0.12 2016 05 23 SUBMITTED 
Appendix 4 - “Preparing for the General Data Protection Regulation (GDPR) – 12 steps to 
take now” ICO 14 03 2016 

 
 

 



IG Toolkit Assessment Summary Report
SOUTHERN HEALTH NHS FOUNDATION TRUST

(Mental Health Trust)

Prepared on 29/03/2016

Assessment Stage Level 0 Level 1 Level 2 Level 3
Total 

Req'ts

Overall 

Score
Self‐assessed Grade Reviewed Grade Reason for Change of Grade

Version 13 (2015‐2016) Baseline 0 4 37 4 45 66% Not Satisfactory n/a n/a

Performance Update 0 0 36 9 45 73% Satisfactory n/a n/a

Published 0 0 23 22 45 82% Satisfactory n/a n/a

Grade Key

Not Satisfactory Not evidenced Attainment Level 2 or above on all requirements (Version 8 or after)

Satisfactory with Improvement Plan Not evidenced Attainment Level 2 or above on all requirements but improvement actions provided (Version 8 or after)

Satisfactory Evidenced Attainment Level 2 or above on all requirements  (Version 8 or after)

Version 13 (2015‐2016) History

Status Date

Published 29/03/2016 11:02

Confirmed 29/03/2016 11:01

Updated 29/10/2015 15:09

Baselined 28/07/2015 13:06

Started 01/06/2015 09:09

Version 13 (Published) Breakdown by AttainmentLevel

Level 0

Level 1

Level 2

Level 3

AARC 11.07.2016
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Ref no:     Issue raised Recommendation Agreed action, date and owner Notes Progress at 3 months Progress at 6 months Evidence available ‐ in portfolio

Status

Use 

dropdown

a2

All policies were up‐to‐date at the time of audit, and 
subject to regular review, although most are only subject 
to formal review every three years. 

Review key policies on an annual 
basis if possible, or every two years as 
a maximum, to ensure content is 
appropriate and up‐to‐date.

Management response: Accepted
Owner: Lesley Barrington
Date for implementation: Define the key 
policies – then incorporate annual review via 
the policy schedule. 
March 2016. 

Identified as: 
Overarching IG Policy
DPA & Confid Policy
Information Security Policy
Information Sharing Policy
LB to do

14/03/2016: SH IG 18 reviewed 
and updated
Sept 2015 ‐ SH IG 17 reviewed and 
updated
SH IG 53 ICT Security ‐ Edp to do
SH IG 46 Info Sharing ‐ LB to do
SH IG 17 Info Gov ‐ LB to do

Some have been completed ‐ but a 
few to do.

a2 ‐ IG Work development plan ‐ 
policies tab

Started 

a7

Trust staff contracts require all employees to comply with 
IG policies and procedures, although staff do not have to 
sign to say they have read and understood IG policies.  
Signed copies of contracts should be returned to HR; 
however this is not currently monitored and there are no 
checks in place to ensure this is done by all staff

Implement a means by which the 
Trust can gain assurance that all 
contracts have been read, signed and 
returned accordingly

Management response: Accepted. 
Owner: HR IG Lead / SF
Date for implementation: HR Department to 
review process and audit.  
April 2016

27/01/2016: SF working with HR IG Leads.
13/04/2016: SF to check wording on contracts re. 
policies and procedures ‐ ?not part of contract.
11/05/2016: SF received latest FINAL version of staff 
contract   ‐now includes '...You must adhere to the 
Employer’s policies on confidentiality and information 
security at all times.'

13/04/2016:  SF is chasing.  HR 
feedback ‐ process in place to 
chase for signed conracts to be 
returned.  If not, employee 
accepting a wage is implied 
acceptance.  SF to include email in 
evidence.

a7 Email from Snr HR Manager  ‐ 
employee contract acceptance
a7 latest version of Employee 
ontract template

Completed

a8

The IA Team sits within the Technology Directorate of the 
Trust, and is overseen by the Head of IA who reports to 
the Associate Director of Technology, who in turn reports 
to the Director of Technology (referred to informally as 
the ‘delegated SIRO’), who reports to the SIRO who holds 
the position of Director of Finance. 

Formally document the role of 
delegated SIRO, e.g. within the role 
profile and the Terms of Reference 
for the IGG. 

Management response: Accepted. 
Owner: Lesley Barrington
March 2016

Contact made with Lisa F.
IGG TOR drafted for meeting 11/01/2016

Completed.  Updated JD for 
Director of Technology & 
Information completed Nov 2015.  
IGG TOR reviewed ‐ signed off 
11/01/2016

a8 Director of Information & 
Technology JD Nov 2015
a8 IGG TOR v5.1 2016 01 11 
signed off

Completed

a9

The IGG is chaired by the delegated SIRO and the group 
feeds into the Informatics Forum which is attended by the 
SIRO. The SIRO does not attend the IGG but receives a 
summary and selected key issues via this route. The 
Terms of Reference for the IGG however state that the 
SIRO attends the meetings, and there was conflicting 
evidence regarding who chairs the Informatics Forum

(a) Update the Terms of Reference for 
the IGG to state that it is chaired by 
the delegated SIRO, rather than the 
appointed SIRO.

(b) Update the Terms of Reference 
for the Informatics Forum if this is 
chaired by the SIRO rather than the 
Caldicott Guardian

Management response: Partially accepted. 
a) IGG TOR to be checked and updated.  
b) Informatics Forum TOR checked and is 
chaired by the SIRO.
Owner: Lesley Barrington
March 2016

a) IGG TOR reviewed and updated 11/01/2016
b) already checked and is in place ‐ updated version 
signed off 11/01/2016

a) Completed.  Updated IGG TOR 
signed off 11/01/2016
b) checked and in place ‐ updated 
11/01/2016

a8 IGG TOR V1.5 2016 01 11 
signed off
a9 Informatics Forum TOR 11 01 
2016

Completed

a10

The details of the SIRO’s and delegated SIRO’s roles are 
not set out formally, although the Director of Finance’s 
job description does refer to the role. The delegated SIRO 
was not available for interview in order to obtain 
evidence of her duties and responsibilities.   

Formalise the key responsibilities for 
each role by documenting these in a 
written format, for example, the 
‘Roles and Responsibilities of the IG 
Leads’ document.

Management response: Accepted. 
Owner: Lesley Barrington
March 2016

IGG TOR reviewed and updated to include roles
Completed. Updated IGG TOR to 
be signed off 11/01/2016

a8 IGG TOR V1.5 2016 01 11 
signed off

Completed

a14

Some policies, although up‐to‐date in their review cycle, 
contain out‐of‐date job titles such as the IA Manager and 
IS Advisor.

Update all out‐of‐date job titles in 
policy, including the DPA Caldicott 
and Confidentiality Policy to refer to 
the ICT Security Specialist not the IS 
Advisor, so that staff are aware of 
current governance structures. Also 
replace references to the IA Manager 
with the Head of IA in the 
Information Risk Management Policy

Management response: Accepted. 
Owner: Lesley Barrington
Will be completed as per a2 – review of policies 
schedule 
March 2016

SH IG 21 Information Risk Management Policy ‐ 
reviewed and signed off 11/01/2016
SH IG 18 DPA & Confid Policy to be reviewed

Policies reviewed and signed off

a14 SH IG 21 Information Risk 
Management Policy Jan 2016
a2 SH IG 18 DPA, Confid & 
Caldicott Policy V4

Completed

a25

IG also prepare a summary report in advance of IGG 
meetings to help keep the delegated SIRO and IG Leads 
updated. However, there was no evidence that this 
information is fed to the SIRO via the Informatics Forum 

or via another route.

See a9. It would be good practice to 
feed the summary report to the SIRO 
either via the Informatics Forum or 
similar appropriate route

Management response: Accepted.
Owner: Lesley Barrington
Review of the Informatics Forum TOR already 
being completed.  Standard reporting proforma 
from IGG will be updated to include IA 
Management Report. 
March 2016

Informatics Forum TOR reviewed Jan 2016
Informatics Forum Report proforma reviewed and 
updated Jan 2016

Completed.
a25 2016 Informatics Forum 

Cover Sheet and Paper IGG LB
Completed

INFORMATION COMMISSIONERS OFFICE ‐ AUDIT OCTOBER 2015:

ACTION PLAN ‐ REPORTED TO IGG 09/052016

UPDATED: 25/04/2016 
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a26

Some IAOs are at a senior level within SHFT, however 
others were the equivalent of team manager level, and 
some had delegated their responsibilities to their IAA. 

a27

Although there is plenty of guidance and support 
available, IAOs interviewed were not able to demonstrate 
an understanding of the purpose and requirements of 
their role.

a28

SHFT have implemented a Privacy Impact Assessment 
(PIA) Procedure and associated guidance for staff use. The 
guidance is based on the older version of the ICO’s PIA 
guidance, and is authored by the Head of IA. The 
procedure sits under the DPA Caldicott and 
Confidentiality Policy.

SUGGESTION

Update the procedure to reflect 
advice contained within the current 
ICO Code of Practice

Suggestion  Review already planned.
Completed.  Signed off IGG 
14/03/2016

a28 SH IG 29 PIA procedure and 
template
a28 PIA template

Completed

a29

IG maintain a PIA log of those PIAs which are brought to 
their attention, but are aware that they are not always 
consulted in all projects which may require some form of 
PIA (including the sharing of data with other 
organisations), despite this being a policy requirement. 

The Trust should implement further 
means of ensuring that PIAs are 
undertaken where necessary. For 
example, include a standard checklist 
in relevant policy documents which 
includes the requirement to conduct 
a PIA if a system/procedure that 
involves processing personal data is 
being implemented or revised.

Management response: Accepted.
Owner: Lesley Barrington
Date for implementation: To be incorporated 
into the IG Workplan for 2016/17.  Will require 
engagement with SHFT Policy Management 
Team.
IG Workplan 2016/17

27/01/2016:  LB reviewing the PIA Policy ‐ see above.  
Template is a checklist.

28/04/2016: confirmation from 

Policy Team that PIA question will 
be included in Policy Handbook

a29 Email from Policy Team Completed

a30

Some controls are in place to enable PIAs to be 
considered when necessary, such as technical projects 
where the Head of IA and the ICT Security Specialist are 
consulted for advice; however the Procurement team’s 
new contracts process does not include a formal 
requirement to check with IG regarding a PIA, and the 
Trust has recognised that this is a weakness which has led 
to IG being left out of the loop on occasions. 
Furthermore, procurement staff do not have sufficient DP 
knowledge to recognise the potential for a PIA on every 
occasion

See a29. Update Procurement’s 
processes to require them to consider 
the need for a PIA in every case.

Management response: Accepted.
Owner: Sharon France and Head of 
Procurement
Date for implementation: To be incorporated 
into the IG Workplan 2016/17.
IG Workplan 2016/17

27/01/2016:
Procurement ‐ SF working on checklist to go to 
Procurement processes ‐ from PIA template
Clinical service tenders ‐ will need to engage with Rob 
English
13/04/2016: SF to follow up and get copies
.

20/05/2016: This will be included 
in the tender ratification stage ‐ 
this is the summary of the 
procurement process at point of 
awarding the contract.
The Procurement Team to use 
specification answers to complete 
the PIA with the contract Sponsor 
and then to forward to IGG for 
approval

a30,a34,a36 Notes from 

planned development meeting 
with Sarah McArthur 
19/05/2016

Completed

a34

SHFT main log of third party contracts is held centrally by 
Procurement, on the Bravo system. SHFT acknowledged 
that the log is not yet complete but work is progressing to 
ensure that all data processor contracts are eventually 
entered onto the log.

Complete the log with all third party 
contracts involving personal data and 
implement a process to ensure all 
new contracts entered into in the 
future will also be included.

Management response: Accepted.
Owner: Sharon France and Head of 
Procurement
March 2016

27/01/2016: SF to get an update
08/03/2016: Fiona Maton has started to fill in spread 
sheet with list.  Frequency review will focus on non‐
compliant contracts.
13/04/2016: Has the spreadsheet been invorporated 
into Bravo ‐ SF to clarify

13/04/2016: SF to check on status 
and Bravo database.  If nearly 
complete ‐ put a copy in evidence.  

The Bravo database has now been 
brought up to date to list all known 
contracts, to include goods and 
services, IT contracts, HR and, 
Clinical contracts so it is now 
considered to be the Trustwide 
Contracts database.

a34 Bravo list of 
'mycontractslist'

Completed

27/01/2016: SF to action.  Review HSCIC IGTT training 
pack.  Paper to go to IGG 14/03/2016
13/04/2016: SF to email out with role and ICO 
recommendation to ensure appropriate staff are 
allocated to role and idetnfied IAOs to complete 
training

Where possible, assign the IAO role to 
senior management roles within the 
Trust in order to ensure that 
responsibility for information assets 
sits at an appropriately senior level. 
Operation responsibilities can still be 
delegated to an IAA but this role 
should also be reasonably senior (e.g. 
line manager level).

Management response: Accepted 
Owner: Sharon France
Date for implementation:  Review of IA 
Management structure to be completed – due 
to the size and complexity of the Trust this will 
be incorporated into the IG Workplan for 2016‐
17.  Implementation will include the 
requirement to complete on‐line training
IG Workplan for 2016‐17.

13/04/2016: How to guide to 
access IAO training on HSCUC IGTT 
website
Trust wide teams and sites list 
being updated/reviewed.  Will 
identify IAOs/IAAs ‐ gaps to be 
followed up

23/‐5/2016 Email to Executive 
Directors requesting confirmation 
of their IAOs

Relevant on line Information Risk 
Training has been identified for 
IAOs and a' How to …access and 
register' guidance has been 
produced.

a26, a27 IAR Action Plan (2016 ‐ 
2017) v2016 05 23 sjf

a27 How to... Register on IGTT 
for IAOs, Information Risk 
Training

Ongoing
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a36

There are no regular audits or checks made by 
Procurements or Contract Managers to gain assurance 
that security clauses in third party contracts are being 
adhered to, and that all SHFT IG policies are being 
followed.

Conduct regular (at least annual) 
checks of third party processes to 
assess their compliance with Trust 
policies, contracts and the DPA. This 
can be done using a risk‐based 
approach (e.g. depending on the 
volume and sensitivity of personal 
data processed), with higher level 
risks being audited more frequently 
than lower level ones.

Management response: Accepted. 
Owner: Sharon France
Date for implementation: To be incorporated 
into the IG Workplan 2016/17.

As above.
13/04/2016: If the above has been 
done ‐ report will be available via 
Bravo ‐ SF to follow up

Ts&Cs to be included and reviewed 
at the Annual Contract Review 
meeting.  Although Ts&Cs are 
agreed/signed at the start of the 
contract and for the life of the 
contract if there is a requirement 
to change them e.g. new 
legislation, this can be done by 
using a control form used for 
contract changes. 
IG specifications and any related IG 
KPIs are to be monitored at either 
the monthly or quarterly review 
meetings and is included in all 
contract meeting agenda 
templates.

a30,a34,a36 Notes from 

planned development meeting 
with Sarah McArthur 
19/05/2016, section 1, NHS 
Terms and Conditions

a36 email from Sara McArthur, 
Procurement re IG and need to 
change Contract Specifications.

Ongoing

a37

The IGG reviews SHFT’s compliance with IG training, and 
numbers and details of security incidents, in each 
meeting. The IG Leads provide updates from their service 
areas and the IG Manager provides a detailed breakdown 
of security incidents including trends and significant 
incident details, for discussion and action planning. 
Requests for personal data are reported twice a year, 
although the format does not currently clearly 
demonstrate SAR compliance. 

See b49
Reporting on compliance of SARs 
should be revised, clearly 
differentiating between SARs and 
disclosures.  With the use of 
centralised logs (b23/b24/b25) the 
Information Assurance team will have 
clear ongoing oversight of 
compliance with principle 6.

See B49

B10
28/01/2016: check update processes.  Records Adminis 
trator to facilitate.

Management response: Accepted. 
Owner: Rachel Lloyd
Date for implementation: March 2016

Management response: Accepted. 
Owner: Rachel Lloyd
Date for implementation: March 2016

There is a leaflet in place for the public, which is available 
in paper form and on the SHFT website. It refers to the 40 
day timescale, however, it does not contain a contact 
name or address to send the request to or mention the 
fee or need for identification.

Leaflet has been updated ‐ 
awaiting Comms Team to make 
amendments.

OngoingB3

Some discussion have happened, 
but AMH Quality meeting did not 
meet in May.  LB to continue to 
take forward with Associate 
Director of Mental Health.

Ongoing

Meeting being set up. Ongoing

03/05/2016: b12  Email sent to 
SHFT Communication Team 

with request updates. 

04/05/2016: b5 Email sent to 
the SHFT Communications Team 

requesting a meeting to discuss 
improving access to SARs 
information. (email ‐ SARs 
webpage links 2016 05 04).
19/05/2016: Tracey to set up a 
meeting with the Business 
Team's Web champion to 
disucss proposed changes to the 
Public Webpages. 

B9

The SAA is a full time role and reports directly to the 
Record Manager, however the other ARL process 
requests for the service in addition to their formal role 
and no evidence was provided that it was documented in 
their job description.

B5

Information on making a subject access request may be 
considered difficult to locate as it can only be found via a 
search at present rather than via a direct link.

B3.  In order to be fit for purpose the 
leaflet on requests should include a 
point of contact to make requests to, 
and link to application form for more 
information.

B5.  Add a direct link to information 
governance/SAR page in an easily 
located place on the website.

B9.  In order to formalise the ARL role 
it should form part of staff’s job 
description or as an appendix.

28/01/2016: No update
18/04/2016: V0.7 March 2016 review date.  RL to 
review by end of April

Management response: Accepted. 
Owner: Rachel Lloyd
Date for implementation:  Involves staff from 

other clinical services – will be incorporated into 
the Records Workplan 2016‐17

28/01/2016: no update
18/04/2016: RL to arrange a meeting with comms to 
sort out pages and links ‐ by end April

28/01/2016:  ARL meeting 29/01/2016 ‐ to be 
discussed.
10/02/2016: Meeting with Kate Brooker, Louisa Felice, 
Lesley Barrington, Lisa Franklin and Helen Reading to 
discuss SHFT SARs framework. Rachel Lloyd requested 
that divisons recognise the ARL role in job descriptions. 
18/04/2016: On AMH Quality meeting 17/04/2016 ‐ 
unfortunately not discussed. LB to raise again.

19/05/2016:b12  Future Access 
to Records Leads Forum dates 
and venues to be discussed at 
next meeting 25/5/2016

AARC 11.07.2016
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B11
28/01/2016: Records Administrator in post January 
2016.  Completed.

B12 28/01/2016: To be on ARL workplan

B15

B16

B17

B18

Although the policy applies across SHFT there are several 
differing procedures in place for the actual processing of 
SARs dependant on location.

Ensure all staff processing SARs 
follow a core process that 
demonstrates compliance with the 
DPA 98.

Management response: Accepted
Owner: Rachel Lloyd
Date for implementation: Will be incorporated 
into the Records Workplan 2016‐17, and in the 
development of centralised SAR log process on 
SharePoint

28/01/2016:  Meeting with IT arranged for 02/02/2016 
to start process.

18/04/2016: Development of 
SharePoint site to manage the 
process and provide consistency.  
RL meeting with BM on 
25/04/2016 to review progress

Some progress, further work 
required.

b18 Screen shot of SARs log 
'mock up'. 

Ongoing

B23

B24

Management response: Accepted. 
Owner: Rachel Lloyd
Date for implementation: March 2016

Management response: Accepted. 
Owner: Rachel Lloyd
Date for implementation: March 2016

Management response: Accepted. 
Owner: Rachel Lloyd

Staff stated that they would confirm the identification of 
a requestor, with some stating that they would confirm 

address, however staff interviewed were not aware of 
defined list of accepted identification, although the 
Access to Personal/clinical Records Procedure does 
provide examples of what may be accepted.

• There is a comprehensive list of all the ARLs in place; 
however this is maintained by the Records Manager and 
not easily accessible by all staff.
• The Records Administrator acts as the deputy to the 
SAA in their absence; this position is currently vacant and 
the IG Facilitator is providing some resilience, however 
this deputation is represented on the list.
• ARL sickness/holiday cover is in place in most cases and 
their contacts are also available on a central list; however 
there is no evidence that these staff have had specialist 
SAR training.

There is general IG training which is mandatory for all 
staff. However, although there is an exercise on 
identifying a Freedom of Information (FOI) request, this is 
under the FOI section of the training and does not clearly 
give guidance on how to identify a Subject Access 
Request (SAR) and how to action it. A link to the Access to 
Personal/Clinical Records Procedure is provided in the IG 
e learning.

• Staff interviewed were all clear that the 40 days started 
from the date received at the Trust and if they required 
further clarification they would seek it promptly.
• Expectations were managed effectively if it was likely 
that the 40 days were going to be exceeded

Management response: Accepted. 
Owner: Rachel Lloyd
Date for implementation: Involves staff from 

other clinical services – will be incorporated into 
the training workstream on Records Workplan 
2016‐17

Management response: Accepted. 
Owner: Rachel Lloyd
Date for implementation:  Involves staff from 

other clinical services – will be incorporated into 
the Records Workplan 2016‐17

B15, 16, 17.  Ensure all ARL (inc SAA) 
have received specialist request 
training including differentiating 
between SARs and disclosures and 
correctly applying exemptions.

B19.  Ensure all staff who process 
SARs are made aware of where this 
can be found.

B23, 24, 25. Ensure all ARLs maintain 
a log of requests, differentiating 
between SARs and disclosures, clearly 
showing how many days SARs have 

28/01/2016: Updated IG training now includes how to 
recoognised SAR.  RL to check

28/01/2016:  Updated procedure completed.  RL to put 
in evidence.  ARL Training pack to be updated.  
Redaction guidance in procedure ‐ RL to check.  
Applying exemption rules to redaction ‐ look at 
providing workshops.

28/01/2016: In updated procedure

B10, 11, 12.  Ensure that there are 
adequately trained ‘deputies’ in place 
for all ARL (including SAA) to ensure 
that requests aren’t delayed due to 
staff absence.  Contacts details should 
be readily available to staff so they 
know who to forward requests to 
(perhaps add a link in the SAR 
procedure).

B13. It would be best practice to 
revise the training for general staff to 
highlight how to identify a SAR and 
who to refer it to in a timely manner, 
rather than relying on staff reading a 
lengthy procedure.

Completed

18/04/2016: b12 ARL spreadsheet 
to be updated to include "trained" 
column for ARL and deputy.  
Request for names made to 
Directors Feb 2016 ‐ still awaiting 
response

To be on agenda as standing item.

Some progress, further work 
required.

Ongoing

18/04/2016: New IG training 
package now live

Completedb13

b15  SH IG 12 V6 Jan 2016 ‐ and 
toolkits
04.05.2016: b15 RK ARL training 
presentation V0.19 

b15 SH IG 12 and toolkits

28/01/2016: RL to meet with IT Support to start to plan

B19

B13

• There is training in place for the ARLs, the content of 
which is good. However not all relevant staff have 
received this, the SAA stated that they had not received it 
and its completion is not actively monitored.
• Although the definition of a SAR is documented in the 
Access to Personal/Clinical Records Procedure, on 
speaking to staff it was clear that clarification was needed 
over the difference between a SAR as defined by the DPA 
98 and a disclosure of personal data as allowed by an 
exemption to the DPA 98, this is reflected in the survey 
where 83% respondents believed that a request from the 
police for information on a patient constituted a SAR.
• In addition some staff did indicate a lack of confidence 
in knowing which information should be redacted.

18/04/2016: 
See b15 ‐ updated spreadsheet for 
training

RL to updated the ARL training 
package from SH IG 12 ‐ and put in 
evidence

LB and RL to meeting to discuss 
clinical training re. identifying SAR 
and disclosure; and redaction ‐ 
meeting set for 13/05/2016

TF to ask ARLs for dates of team 

meetings for delivery

Some progress, further work 
required.

next meeting ‐ 25/5/2016. 
18/05/2016: b12 Email from 

Business Manager, 
Southampton and West 
Hampshire Integrated Service 
Division requesting a meeting to 
discuss supporting the West and 
East ISD SARs process.

Ongoing

AARC 11.07.2016
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B25

B26

There is a SAR Toolkit and checklists in place to ensure 
specific steps are taken when responding to a request, 
however these are not consistently used in all services 
and do not necessarily include all the stages needed to 
ensure compliance.

B26.  See B18. 28/01/2016: SharePoint site will ensure consistency See B18

B31

B34
However there were some instances where staff lacked 
confidence that what they were withholding was correct.

B34.  See b15/b16/b17 See b15/16/17

B35

B37

OpenRiO (Rio) has a tick box facility so that third party 
information can be highlighted with a patient record. 
However the whole section may not actually be third 
party information. It was reported that staff review this 
information to check this prior to release.

B37.  see b35/b36
18/04/2016: Clinical staff are responsible for redacting ‐ 
as per process.

b29 OpenRiO SAR report Completed

Management response: Accepted. 
Owner: Rachel Lloyd
Date for implementation: March 2016

Management response: Accepted. 
Owner: Rachel Lloyd
Date for implementation: March 2016

Management response: Accepted. 
Owner: Rachel Lloyd
Date for implementation: March 2016

Management response: Accepted. 

Management response: Accepted. 
Owner: Rachel Lloyd / HR ARL 
Date for implementation: Involves staff from 

other service – will be incorporated into the 
Records Workplan 2016‐17.

Date for implementation: Will be incorporated 
into the Records Workplan 2016‐17, and in the 
development of centralised SAR log process on 
SharePoint

• It is procedure to ensure emails are included within a 
request response, some Health Care Professionals (HCP) 
print off emails and store on record, others keep 
electronically.
• HR have two legacy systems where mental health 
managers store personnel files locally and community 
store centrally. With the former process it raises the risk 
that when staff change managers or a manager leaves the 
staff personnel file may not be passed on appropriately. It 
was reported that a move to a centralised model is 
proposed.

that the 40 days were going to be exceeded.
• There are local request logs in place, however there is 
no central oversight of these and SARs and disclosures are 
not differentiated, also the information recorded is not 
consistent between services. An explanation of the 
exemption applied when any information redacted is not 
recorded here.

See B18

• The definition of ‘third party information’ did not 
appear in all cases to be as defined by the DPA 98 and 
sometimes incorporated information provided by third 
party organisations.
• For example, information provided by the local council 
was said to be removed from requests, when this reason 
alone is not a valid exemption, however if the information 
was around safeguarding then its release may incur 
‘damage or distress’ to the individual or a third party and 
so this exemption could be applied.

28/01/2016: In updated procedure and toolkit.  Sample 
letter now provided.

taken to complete and documenting 
the exemptions applied for any 
information withheld. These logs 
should be held centrally to allow 
corporate oversight by the record 
manager.

B28.  It would be good practice to 
encourage ARLs to use the IAR to 
ensure that all systems/locations 
have been checked in response to a 
request, especially for any new staff 
who take on the role.

B29.  Encourage staff to feed back 
any issues with printing from Open 
Rio, to ensure any remaining issues 
can be addressed.

SHFT do have comprehensive information asset registers 
(IAR) in place, although at present they do not form part 
of the process to locate information for a SAR, mainly 
because ARL in post have been in the role for a long time 
and know where to look.

28/01/2016: OpenRiO SAR Report now fully functional 
and working.  Guidance available.  As other EPRs come 
on line ‐ further guidance will be developed.

28/01/2016: Rl to engage with HR ARL.
18/04/2016: RL to follow up

b31 ‐ guidance regarding use of emails in clinical 
situations to be included in the revised and updated 
Acceptable use of email Policy

Completed

28/01/2016: RL to meet with IT Support to start to plan 
SharePoint site for all access request and management 
reporting ‐ 02/02/2016.

28/01/2016: To be discussed at ARL Forum 29/01/2016 
to ensure they access

b28 Minutes from ARL meeting

B31, 32.  Consider centralising and 
indexing HR records, in addition to 
allowing easier access to information 
in the event of a SAR, it will also help 
compliance with the other principles 
of the DPA 98.

B35, 36.  SHFT should ensure that 
guidance with the correct definition 
of third party data (see section 7 of 
ICO code of practice of SARs) is 
provided to ARLs.

B38.  If the HCP completes redaction 

b29 OpenRiO 3.1 SAR report 
process

B32

18/04/2016: Policy review to be 
completed for IGG 09/05/2016

B36 

B29 

SHFT recently migrated to ‘Open Rio’ as their patient 
administration system. There is a facility to track the 
location of manual files. Historically there have been 
issues printing and extracting information from this 
system coherently, it is hoped that the move to Open Rio 
will have relieved this problem.

B28

b31 revised Email Policy

Completed

Completed

b15 SH IG 12 and toolkits

Completed
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B43

B48

• It was reported that the KPI for SAR compliance is 100%. 
A SAR dashboard is in use which shows that 82% of 
requests so far this financial year have been fulfilled with 
40 days.

28/01/2016: Development of SharePoint site will meet 
this need.  Meeting 02/02/2016.

Management response: Accepted. 
Owner: Rachel Lloyd
Date for implementation: March 2016

Management response: Accepted. 
Owner: Rachel Lloyd
Date for implementation: Will be incorporated 
into the Records Workplan 2016‐17, and in the 
development of centralised SAR log process on 
SharePoint

Management response: Accepted. 
Owner: Rachel Lloyd
Date for implementation: Will be incorporated 
into the Records Workplan 2016‐17, and in the 
development of centralised SAR log process on 
SharePoint

Management response: Accepted. 
Owner: Rachel Lloyd
Date for implementation: Will be incorporated 
into the Records Workplan 2016‐17, and in the 
development of centralised SAR log process on 
SharePoint

Management response: Accepted. 
Owner: Rachel Lloyd
Date for implementation: Will be incorporated 
into the Records Workplan 2016‐17, and in the 
development of centralised SAR log process on 
SharePoint

Management response: Accepted. 
Owner: Rachel Lloyd
Date for implementation: Will be incorporated 
into the Records Workplan 2016‐17, and in the 
development of centralised SAR log process on 
SharePoint

Owner: Rachel Lloyd
Date for implementation: Will be incorporated 
into the Records Workplan 2016‐17, and in the 
development of centralised SAR log process on 
SharePoint

28/01/2016:  In updated procedure and sample letter

ensure that the exemption being 
used when information is withheld is 
documented and the ARL should then 
check they are being applied 
correctly.

B40.  The reason for redaction should 
be documented to allow for a clear 
audit trail in the event of a complaint 
– see b23/b24/b25.

see b35/36

B49

• At the time of the audit the numbers of requests were 
escalated to the Records Manager bi annually who then 
presents to the IGG. Unfortunately the figures do not 
differentiate between SARs and disclosures and therefore 
cannot demonstrate the percentage of SARs completed 
within 40 days.

B48, 49.  Reporting on compliance of 
SARs should be revised, clearly 
differentiating between SARs and 
disclosures.  With the use of 
centralised logs (b23/b24/b25) the 
Information Assurance team will have 
clear ongoing oversight of compliance 
with principle 6.

b15 SH IG 12
b47 Minutes of the Access to 
Records Lead Forum 2016 01 29

28/01/2016: Development of SharePoint site will meet 
this need.  Meeting 02/02/2016.
05/02/2016: Meeting with Michaela Coutakis (MC), 
Systems Analyst to discuss requirments. MC to create 
template and set up on IA site for RL to view.

B46.  SHFT should consider practical 
ways, such as website links to 
common abbreviations and options 
to contact ARL for clarification, to 
ensure that information provided is 
intelligible.

B47.  Ensure staff are aware that SAR 
copies retained electronically are only 
retained for three years as per the 
retention period.

B41.  Implement a programme of sip 
sampling on SAR responses to ensure 
exemptions are being applied 
correctly by ARL/SAA.

28/01/2016: Included in SH IG 12.  To be discussed and 
confirmed at ARL Forum
18/04/2016: TF to do email out to ARLs to only keep for 
3 years ‐ paper or electronic

B43, 44.  Ensure that covering letters 
include all requirements of section 7 
of the DPA 98.

B50. When reporting to the IGG, the 
number of SARs should be separated 
from other requests and the number 
of these that have exceeded 40 days 
reported.  It would still be useful to 
document why the 40 days have been 
exceeded and use the information to 
identify any trends and rectify them if 
possible, if not it would be good 
practice to highlight them as an 

B47 

Copies of the information disclosed are kept within the 
service for a period and retained for three years. The 
community requests are kept electronically although it 
was not clear if the same retention periods apply.

B46
No explanation of abbreviations and codes is provided 
with the response.

B44

B41

• Covering letters differ between services with not all of 
them covering the requirements of section 7 of DPA 98.
• It is not common practice at SHFT to proactively inform 

the subject which exemption is being applied when data 
has been withheld.

28/01/2016: To be discussed at ARL Forum ‐ to audit 
each other

28/01/2016: to be included in workshops.  Procedure 
updated.  Sample letters available.

28/01/2016: Now included in updated SH IG 12.  
Abbreviations document available.

B40
It is not common practice to document the reason for 
redaction.

B38 

It was reported in most services that the HCP had final say 
in which information was withheld, despite the fact that 
they did not have formal data protection training.

See b15/16/17

Management response: Accepted. 
Owner: Rachel Lloyd
Date for implementation: March 2016

28/01/2016: Workshops to be arranged through the 
year ‐ Records Administrator to arrange.

B50

The reasons why requests have exceeded 40 days are 
documented, which is good practice to identify any areas 
of concern. However, due to the manner in which data is 
currently reported not all instances refer to definitive non‐
compliance.

see b18

There was no evidence of quality assurance checks to 
ensure exemptions are being applied correctly and 
consistently

18/04/2016: To be on the ARL 
workplan for 16/17.

Some progress, further work 
required.

see b18

Completed

Completed

Ongoing

b15 SH IG 12

b 15 SH IG 12 and supporting 
toolkits

Completed
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Awareness 
You should make sure that decision makers and key 
people in your organisation are aware that the law is 
changing to the GDPR. They need to appreciate the 
impact this is likely to have.

1

Information you hold
You should document what personal data you hold, 
where it came from and who you share it with. You 
may need to organise an information audit. 

2

Individuals’ rights
You should check your procedures to ensure they 
cover all the rights individuals have, including how 
you would delete personal data or provide data 
electronically and in a commonly used format.

4

Communicating privacy information
You should review your current privacy notices and 
put a plan in place for making any necessary 
changes in time for GDPR implementation.

3

Legal basis for processing personal data 
You should look at the various types of data 
processing you carry out, identify your legal basis for 
carrying it out and document it.

6

Data breaches
You should make sure you have the right procedures 
in place to detect, report and investigate a personal 
data breach.

9

Data Protection by Design and Data 
Protection Impact Assessments
You should familiarise yourself now with the guidance 
the ICO has produced on Privacy Impact Assessments 
and work out how and when to implement them in 
your organisation. 

10

Consent
You should review how you are seeking, obtaining and 
recording consent and whether you need to make any 
changes.

7

Subject access requests
You should update your procedures and plan how you 
will handle requests within the new timescales and 
provide any additional information.

5

Children
You should start thinking now about putting systems 
in place to verify individuals’ ages and to gather 
parental or guardian consent for the data processing 
activity.

8

Data Protection Officers
You should designate a Data Protection Officer, if 
required, or someone to take responsibility for data 
protection compliance and assess where this role will 
sit within your organisation’s structure and 
governance arrangements.  

11

International
If your organisation operates internationally, you 
should determine which data protection supervisory 
authority you come under.  

12

12 steps to take now 

Preparing for the General Data Protection 

Regulation (GDPR)

ico.org.uk
AARC 11.07.2016 
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Introduction 

This checklist highlights 12 steps you can take now to 

prepare for the General Data Protection Regulation 

(GDPR) which we expect to come into force in mid-

2018. 

Many of the GDPR’s main concepts and principles are much the same as 

those in the current Data Protection Act (DPA), so if you are complying 

properly with the current law then most of your approach to compliance 

will remain valid under the GDPR and can be the starting point to build 

from. However, there are new elements and significant enhancements, so 

you will have to do some things for the first time and some things 

differently.  

It is important to use this checklist and other Information Commissioner’s 

Office (ICO) resources to work out the main differences between the 

current law and the GDPR. Over the next few months the ICO will set out 

its plans to produce new guidance and other tools to assist preparation. 

The Article 29 Working Party will also be producing guidance at European 

level. The ICO will also be working closely with trade associations and 

bodies representing the various sectors – you should also work closely 

with these bodies to share knowledge about implementation in your 

sector. 

It is essential to start planning your approach to GDPR compliance as 

early as you can and to gain ‘buy in’ from key people in your organisation. 

You may need, for example, to put new procedures in place to deal with 

the GDPR’s new transparency and individuals’ rights provisions. In a large 

or complex business this could have significant budgetary, IT, personnel, 

governance and communications implications. 

The GDPR places greater emphasis on the documentation that data 

controllers must keep to demonstrate their accountability. Compliance 

with all the areas listed in this document will require organisations to 

review their approach to governance and how they manage data 

protection as a corporate issue. One aspect of this might be to review the 

contracts and other arrangements you have in place when sharing data 

with other organisations. 

AARC 11.07.2016 
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Note that some parts of the GDPR will have more of an impact on some 

organisations than on others (for example the provisions relating to 

profiling or children’s data), so it would be useful to map out which parts 

of the GDPR will have the greatest impact on your business model and 

give those areas due prominence in your planning process. 

AARC 11.07.2016 
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1 Awareness 

You should make sure that decision makers and key people in your 

organisation are aware that the law is changing to the GDPR. They need 

to appreciate the impact this is likely to have and identify areas that could 

cause compliance problems under the GDPR. It would be useful to start 

by looking at your organisation’s risk register, if you have one.  

Implementing the GDPR could have significant resource implications, 

especially for larger and more complex organisations. You should 

particularly use the first part of the GDPR’s two-year lead-in period to 

raise awareness of the changes that are coming. You may find compliance 

difficult if you leave your preparations until the last minute.  

2 Information you hold

You should document what personal data you hold, where it came from 

and who you share it with. You may need to organise an information 

audit, across the organisation, or within particular business areas.  

The GDPR updates rights for a networked world. For example, if you have 

inaccurate personal data and have shared this with another organisation, 

you will have to tell the other organisation about the inaccuracy so it can 

correct its own records. You won’t be able to do this unless you know 

what personal data you hold, where it came from and who you share it 

with. You should document this. Doing this will also help you to comply 

with the GDPR’s accountability principle, which requires organisations to 

be able to show how they comply with the data protection principles, for 

example by having effective policies and procedures in place. 

3 Communicating privacy information

You should review your current privacy notices and put a plan in place for 

making any necessary changes in time for GDPR implementation. 

When you collect personal data you currently have to give people certain 

information, such as your identity and how you intend to use their 

information. This is usually done through a privacy notice. Under the 

GDPR there are some additional things you will have to tell people. For 

example, you will need to explain your legal basis for processing the data, 

AARC 11.07.2016 
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your data retention periods and that individuals have a right to complain 

to the ICO if they think there is a problem with the way you are handling 

their data. Note that the GDPR requires the information to be provided in 

concise, easy to understand and clear language. 

The ICO is currently consulting on a new version of its Privacy notices 

code of practice. The new version, to be published later in 2016, will 

reflect the new requirements of the GDPR. 

 

4 Individuals’ rights 

You should check your procedures to ensure they cover all the rights 

individuals have, including how you would delete personal data or provide 

data electronically and in a commonly used format. 

The main rights for individuals under the GDPR will be: 

 subject access,  

 to have inaccuracies corrected, 

 to have information erased, 

 to prevent direct marketing, 

 to prevent automated decision-making and profiling, and 

 data portability. 

On the whole, the rights individuals will enjoy under the GDPR are the 

same as those under the DPA but with some significant enhancements. If 

you are geared up to give individuals their rights now, then the transition 

to the GDPR should be relatively easy. This is a good time to check your 

procedures and to work out how you would react if someone asks to have 

their personal data deleted, for example. Would your systems help you to 

locate and delete the data? Who will make the decisions about deletion?  

The right to data portability is new. This is an enhanced form of subject 

access where you have to provide the data electronically and in a 

commonly used format. Many organisations will already provide the data 

in this way, but if you use paper print-outs or an unusual electronic 

format, now is a good time to revise your procedures and make any 

necessary changes.   
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5  Subject access requests 

You should update your procedures and plan how you will handle requests 

within the new timescales and provide any additional information. 

The rules for dealing with subject access requests will change under the 

GDPR. In most cases you will not be able to charge for complying with a 

request and normally you will have just a month to comply, rather than 

the current 40 days. There will be different grounds for refusing to comply 

with subject access request – manifestly unfounded or excessive requests 

can be charged for or refused.  If you want to refuse a request, you will 

need to have policies and procedures in place to demonstrate why the 

request meets these criteria. 

You will also need to provide some additional information to people 

making requests, such as your data retention periods and the right to 

have inaccurate data corrected. If your organisation handles a large 

number of access requests, the impact of the changes could be 

considerable so the logistical implications of having to deal with requests 

more quickly and provide additional information will need thinking 

through carefully. It could ultimately save your organisation a great deal 

of administrative cost if you can develop systems that allow people to 

access their information easily online. Organisations should consider 

conducting a cost/benefit analysis of providing online access. 

 

6 Legal basis for processing personal data 

You should look at the various types of data processing you carry out, 

identify your legal basis for carrying it out and document it. 

Many organisations will not have thought about their legal basis for 

processing personal data. Under the current law this does not have many 

practical implications. However, this will be different under the GDPR 

because some individuals’ rights will be modified depending on your legal 

basis for processing their personal data. The most obvious example is that 

people will have a stronger right to have their data deleted where you use 

consent as your legal basis for processing.  

You will also have to explain your legal basis for processing personal data 

in your privacy notice and when you answer a subject access request. The 

legal bases in the GDPR are broadly the same as those in the DPA so it 

should be possible to look at the various types of data processing you 

AARC 11.07.2016 
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carry out and to identify your legal basis for doing so. Again, you should 

document this in order to help you comply with the GDPR’s 

‘accountability’ requirements.  

 

7 Consent 

You should review how you are seeking, obtaining and recording consent 

and whether you need to make any changes. 

Like the DPA, the GDPR has references to both ‘consent’ and ‘explicit 

consent’. The difference between the two is not clear given that both 

forms of consent have to be freely given, specific, informed and 

unambiguous. Consent also has to be a positive indication of agreement 

to personal data being processed – it cannot be inferred from silence, pre-

ticked boxes or inactivity. If you rely on individuals’ consent to process 

their data, make sure it will meet the standards required by the GDPR. If 

not, alter your consent mechanisms or find an alternative to consent. 

Note that consent has to be verifiable and that individuals generally have 

stronger rights where you rely on consent to process their data.  

 

The GDPR is clear that controllers must be able to demonstrate that 

consent was given. You should therefore review the systems you have for 

recording consent to ensure you have an effective audit trail. 

 

8 Children 

You should start thinking now about putting systems in place to verify 

individuals’ ages and to gather parental or guardian consent for the data 

processing activity. 

For the first time, the GDPR will bring in special protection for children’s 

personal data, particularly in the context of commercial internet services 

such as social networking. In short, if your organisation collects 

information about children – in the UK this will probably be defined as 

anyone under 13 – then you will need a parent or guardian’s consent in 

order to process their personal data lawfully. This could have significant 

implications if your organisation aims services at children and collects 

their personal data. Remember that consent has to be verifiable and that 

when collecting children’s data your privacy notice must be written in 

language that children will understand.  

AARC 11.07.2016 
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9 Data breaches 

You should make sure you have the right procedures in place to detect, 

report and investigate a personal data breach. 

Some organisations are already required to notify the ICO (and possibly 

some other bodies) when they suffer a personal data breach. However, 

the GDPR will bring in a breach notification duty across the board. This 

will be new to many organisations. Not all breaches will have to be 

notified to the ICO – only ones where the individual is likely to suffer 

some form of damage, such as through identity theft or a confidentiality 

breach.  

You should start now to make sure you have the right procedures in place 

to detect, report and investigate a personal data breach. This could 

involve assessing the types of data you hold and documenting which ones 

would fall within the notification requirement if there was a breach. In 

some cases you will have to notify the individuals whose data has been 

subject to the breach directly, for example where the breach might leave 

them open to financial loss. Larger organisations will need to develop 

policies and procedures for managing data breaches – whether at a 

central or local level. Note that a failure to report a breach when required 

to do so could result in a fine, as well as a fine for the breach itself.  

 

10  Data Protection by Design and Data Protection Impact 

 Assessments 

You should familiarise yourself now with the guidance the ICO has 

produced on Privacy Impact Assessments (PIAs) and work out how to 

implement them in your organisation. This guidance shows how PIAs can 

link to other organisational processes such as risk management and 

project management. You should start to assess the situations where it 

will be necessary to conduct a DPIA. Who will do it? Who else needs to be 

involved? Will the process be run centrally or locally?  

It has always been good practice to adopt a privacy by design approach 

and to carry out a privacy impact assessment as part of this. A privacy by 

design and data minimisation approach has always been an implicit 

requirement of the data protection principles. However, the GDPR will 

make this an express legal requirement.  
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Note that you do not always have to carry out a PIA – a PIA is required in 

high-risk situations, for example where a new technology is being 

deployed or where a profiling operation is likely to significantly affect 

individuals. Note that where a PIA (or DPIA as the GDPR terms it) 

indicates high risk data processing, you will be required to consult the ICO 

to seek its opinion as to whether the processing operation complies with 

the GDPR. 

 

11  Data Protection Officers 

You should designate a Data Protection Officer, if required, or someone to 

take responsibility for data protection compliance and assess where this 

role will sit within your organisation’s structure and governance 

arrangements.   

The GDPR will require some organisations to designate a Data Protection 

Officer (DPO), for example public authorities or ones whose activities 

involve the regular and systematic monitoring of data subjects on a large 

scale. The important thing is to make sure that someone in your 

organisation, or an external data protection advisor, takes proper 

responsibility for your data protection compliance and has the knowledge, 

support and authority to do so effectively. Therefore you should consider 

now whether you will be required to designate a DPO and, if so, to assess 

whether your current approach to data protection compliance will meet 

the GDPR’s requirements. 

 

12  International 

If your organisation operates internationally, you should determine which 

data protection supervisory authority you come under.   

The GDPR contains quite complex arrangements for working out which 

data protection supervisory authority takes the lead when investigating a 

complaint with an international aspect, for example where a data 

processing operation affects people in a number of Member States. Put 

simply, the lead authority is determined according to where your 

organisation has its main administration or where decisions about data 

processing are made. In a traditional headquarters (branches model), this 

is easy to determine. It is more difficult for complex, multi-site companies 

where decisions about different processing activities are taken in different 

places. In case of uncertainty over which supervisory authority is the lead 
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for your organisation, it would be helpful for you to map out where your 

organisation makes its most significant decisions about data processing. 

This will help to determine your ‘main establishment’ and therefore your 

lead supervisory authority.  

 

 

 

AARC 11.07.2016 
Agenda Item 10 - Information Governance Report Appendix 4



AARC 11.07.2016 
Agenda Item 12 – Working Capital Facility  Page 1 of 3 

 
 
 
 

 
REPORT TO THE AUDIT, ASSURANCE & RISK COMMITTEE 
 
Date 
 

11.07.2016 

Agenda Item 
 

12 

Title Working Capital Facility 
 

Author(s) Graham Platt, Head of Finance 
 

Purpose 
 

To update the Committee on the Working Capital Facility

Previously Considered by 
 

Informally in a previous AARC 

Sponsoring Director Paula Anderson, Acting Director of Finance 
 

Executive Director Overview  The Trust has been without a Commercial Working 
Capital facility since November 2015.   

 Concerns remain with regards to the value of these 
arrangements to all NHS bodies. Specifically for 
SHFT, given the Monitor undertakings there is risk as 
to whether any lender would be prepared to offer a 
facility at this time. 

 The Trusts cash balances for the next 18 months are 
expected to be at a level equivalent to 19-20 days of 
operating expenses and thus in excess of the 10 day 
minimum seen as the liquidity litmus indicator. 

 The Independent Trust Financing Facility (ITFF) 
continues to be prepared to step in at a time of crisis 
to provide cash injections to Trusts.  In the unlikely 
event that the Trust’s cash balance is forecast to 
drop to 10 days of operating expenses, the Trust will 
open immediate dialogue with the ITFF to secure 
sufficient cash support for SHFT. 

Action Required 
 

The Committee is asked to consider the arguments put 
forward within the report and endorse the 
recommendation contained within,  notably that:- 
 
All efforts to pursue a Commercial Working Capital 
Facility are suspended indefinitely. 
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Working Capital Facility 
 

1. Background  
 

1.1. Southern Health NHS FT has been without a working capital facility since 29 
October 2015 when the previous one year arrangement with Lloyds Bank expired.  This 
agreement was for a facility of £10m at a cost of £40,000 arrangement fee.  
 

1.2. Whilst in theory Southern Health had an option to extend the arrangement into a 
second year, a number of factors meant that this option was not enacted in October 2015. 
These factors can be summarised as follows:- 
 

 Questions being raised by Southern Health and the wider NHS community, 
including the regulator, as to the value for money represented by these facilities and 
genuine concerns that in the time of need, the providers of the facilities have been 
reluctant to provide the facility due to perceived contract condition breaches.  As such 
many have therefore argued that the commercial facilities in reality are not reliable. 

 The Trust’s cash position has improved.  There was concern at the beginning of 
2015/16 that cash reserves could fall  but due to the improving financial 
position, receipts from disposals and strong cash management, 2015/16 ended with a 
stronger cash balance (£20.2 million).  As a consequence the 2016/17 Annual Plan has 
been able to assume stronger cash balances throughout the year (£17.9 million at its 
lowest month and £22.2 million at March 2017). Moving forward into 2017/18 and the five 
year plan, the Trust expects to retain a minimum cash balance of £20 million.  
 
1.3. Cash balances sufficient to support ten days of operating expenses is seen as the 
minimum balance necessary for a sustainable Trust.  For Southern Health ten days 
operating cash equates to circa £9.0 million.  
 

2. Proposal 
 

2.1. The cash forecast for the next 12 months is that the Trust will retain cash balances 
comfortably in excess of £9.0 million. Given that it is unlikely that currently Southern Health 
would be successful in securing a commercially offered working capital facility and that 
there are costs attached to this, it is recommended that we do not continue to pursue 
obtaining one. 
 

FOI - exempt s. 
43(2)
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2.2. In the event that the Trust’s financial position looks as if it is deteriorating to the 
extent that a cash injection may be required, the Trust will make early contact with the 
Independent Trust Finance Facility (ITFF) and open discussions about securing additional 
cash funding.  
 

3. Recommendation 
 

3.1. The Audit, Assurance and Risk Committee is asked to consider the contents of this 
paper and support the recommendation that all attempts to pursue a commercial working 
facility are suspended indefinitely. 
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REPORT TO THE AUDIT, ASSURANCE & RISK COMMITTEE 
 
Date 
 

11.07.2016 

Agenda Item 
 

13 

Title ‘Off Payroll engagements’ and Management Consultancy 
agreements 

Author(s) Graham Platt, Head of Finance 
 

Purpose 
 

This paper seeks to advise the Committee of any significant ‘off-
payroll’ engagement active to June 2016, and whether these are  
compliant with the NHS Treasury guidance. 
The paper seeks to apprise the Committee of any management 
consultancy contract entered into and/or active during June 2016 
which has been considered under the revised governance and 
assurance process agreed at the Committee’s May 2016 meeting 

Previously Considered 
by 
 

Not applicable 

Sponsoring Director Paula Anderson, Acting Director of Finance 
 

Executive Director 
Overview 

Off-Payroll arrangements 
The Trust continues to engage a number of high cost individuals 
on ‘off-payroll’ engagements who bring to Trust various skills and 
specialisms as well as short term capacity.   For Board positions 
or those of senior officials with significant financial responsibility, 
there are recommendations from HM Treasury and Monitor. Full 
details of the engagements active at 30 June are detailed in 
Appendix 1. 
 
Management Consultancy Contracts 
During June (the beginning of the new process), two contracts 
have been awarded and the details of the contract are described 
in Appendix 2. Details of all consultancy agreed during 2016/17 
have been added to the register to ensure a complete view. 
 

Action Required 
 

To note the contents of the report including the detail contained 
within Appendices 1 & 2. 
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‘Off Payroll engagements’ and Management Consultancy agreements 

1 Background and Issues being addressed in this report 
 

Off-Payroll Engagements. 

1.1 In May 2012 HM Treasury issued a report into their review of the tax arrangements of 
senior public sector employees with NHS Foundation Trusts asked to fulfil the following 
recommendations contained therein in a letter from David Nicholson, Chief Executive 
NHS England on 20 August 2012 and that all Trusts were required to publish details 
against a standard set of compliance questions within their Annual Report in:- 

 
 Board members and senior officials with significant financial responsibility should be 

on the organisation’s payroll, unless there are exceptional circumstances – in which 
case the Accounting Officer should approve the arrangements – and such exceptions 
should exist for no longer than six months;  

 Engagements of more than six months in duration, for more than a daily rate of £220 
(excl VAT), should include contractual provisions that allow the department to seek 
assurance regarding the income tax and NICS obligations of the engagee – and to 
terminate the contract if that assurance is not provided;  

1.2  To address the issues described above the Trust produced and published a procedural 
guide for all staff on the Trust intranet on ‘the use and engagement of external 
Contractors’, or more commonly known as ‘guidance for off-payroll engagements’. And 
whilst not contained in this paper it can be located through this link. 
http://www.southernhealth.nhs.uk/knowledge/corporate/nhsp/external-contractors/.  

1.2 The details for engaged contractors holding positions at the end of June are reported as 
Appendix A. 

1.3 It is worth noting however that HMRC guidance on ‘off-payroll’ arrangements, and 
specifically the Intermediaries Legislation rules introduced in 2000, are deemed to be 
confusing and as a result there is widespread non – compliance.  As a consequence the 
Government announced within Budget 2016 that it planned to reform the intermediaries 
legislation1 for public sector engagements and that public bodies engaging off-payroll 
workers would have to deduct and account for tax and NI from the contractor as if the 
contractor engaged were on the Trust payroll as an employee of the Trust. It remains to 
be seen whether this intention will come to pass but in the event that it does, this will 
impose an additional administrative burden on the Trust for all continuing examples of 
the types of engagement detailed in Appendix 1. 

 

Management Consultancy 
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1.4 At its previous meeting the Committee discussed and agreed proposals to improve the 
governance and assurance processes required for the engagement of management 
consultancy services to the Trust in line with the best practice described in Monitor’s 
directive of June 2015. Since agreeing to the revised process two awards have been 
processed under the new requirements and the details of this contract are described in 
Appendix 2 to this report.  

 

1.7  There were management consultancy arrangements agreed prior to the change in 
approval process which have been included in the management consultancy log for 
completeness. 

2 Recommendation 

2.1 The Audit, Assurance and Risk Committee is asked to note the contents of this paper 
and the contents of the two Appendices which follow.  

 

________________________________________________________________________________________ 

 

1HM Revenue & Customs Off-payroll working in the public sector: reforming the intermediaries legislation. Technical Note 16 March 2016  

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/507978/M1007_Tech_Doc_FINAL_V3_0.pdf 
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Appendix 1 ‐ Off‐Payroll Engagements as at 30 June 2016 

 

Division  Status  Role  Manager  Start date  End date  Day rate 
exceeds 
Treasury 

threshold of 
£220 (Y/N) 

Duration 
has or 

expected to 
exceed 6 
months 
(Y/N) 

Assurances 
received that 
contractor 
complying with 
HMRC 
requirements? 

Notes –  
(contractor works broadly 
as a full time equivalent 
associated with role 
unless stated otherwise) 

East ISD  Personal Service 
Company 

Dr Sarah 
Constantine 

01.09.15  31.08.17  Y  Y  Y

East ISD  Personal Service 
Company 

Dr Sarah 
Constantine 

01.04.16  31.03.17  Y  Y  TBC

Mental 
Health 

Personal Service 
Company 

Mark Morgan  17.08.16 
 
01.04.16 

31.03.16 
 
30.09.16 
 

Y 
 
Y 
 

Y 
 
Y 
 

Y

Mental 
Health  
 

Personal Service 
Company 

Mark Morgan  16.05.16  14.10.16  Y  Y  TBC 

Mental 
Health 

Personal Service 
Company 

Katrina Percy  01.04.15  31.12.16  Y  Y  Y

People & 
Comms 
 

Personal Service 
Company 

Sandra Grant  01.09.15 
18.04.16 

31.12.15 
Ongoing 

Y 
 

Y 
 

TBC 

People & 
Comms 
 

Personal Service 
Company 

Sandra Grant  19.10.15  31.10.16  Y  Y  Y 
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Division  Status  Role  Manager  Start date  End date  Day rate 
exceeds 
Treasury 

threshold of 
£220 (Y/N) 

Duration 
has or 

expected 
to exceed 
6 months 
(Y/N) 

Assurances 
received that 
contractor 

complying with 
HMRC 

requirements? 

Notes –  
(contractor works 
broadly as a full time 
equivalent unless stated 
otherwise) 

Estates & FM  Self‐employed  Paul Johnson  01.07.15  Ongoing  Y  Y  Y 

Chief 
Executive 
Office 

Self‐employed  Louisa Felice  07.02.16  30.06.16  Y  N  TBC

Procurement  Personal Service 
Company 

Fiona Maton  01.11.15  Moves to 
fixed term 
‘on payroll’ 
contract on 
24/7 

Y  Y  Contract signed 
stated that they 
are, evidence in 
accepted form 

awaited. 
Performance  
& Planning 

Personal Service 
Company 

Paul Streat  01.12.15  Extended 
to 31.07.16 

Y  Y  TBC

 
  



AARC 11
Agenda It
Managem

 

Append

.07.2016 
tem 13 – Off Payr

ment Consultancy 

dix 2 – Manag

roll Engagements
Update 

gement Consu

 &  

ultants Authorrisation Regis

Page

ster to 30 June

e 6 of 6 
 

e 2016 

 



 

AARC 11.07.2016                                                              Page 1 of 2 
Agenda Item 14 – Review of Standing Financial Instructions  

 

 
 
  

 
REPORT TO THE AUDIT, ASSURANCE & RISK COMMITTEE  
 
Date 
 

11.07.2016 

Agenda Item 
 

14 

Title Review of Standing Financial Instructions  
 

Author(s) Sarah Anderson, Corporate Governance Interim Support  
Anna Williams, Company Secretary & Head of Corporate 
Governance 

Purpose 
 

Review and agree the proposed amendments to the 
Standing Financial Instructions V7 January 2014. 
 
The July 2016 version of this will be published following 
approval.  

 
Previously Considered by 
 

Paula Anderson, Interim Director of Finance 

Sponsoring Director Paula Anderson, Interim Director of Finance  
 

Executive Director Overview The Standing Financial Instructions is a key document to 
ensure financial control in the organisation.  Ideally it should 
be reviewed annually. 
 
The current review was undertaken by seeking views from 
key executives and officers such as the Chief Finance 
Officer, Head of Procurement and Finance staff. 
 
Proposed amendments are highlighted in the attached 
document for the Committee to approve.  The approved 
document will become the current version of this document 
and will be scheduled for review in a year. 
 

Action Required 
 

The Committee is asked to approve the amendments 
highlighted in the attached Standing Financial Instructions 
document. 
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Review of Standing Financial Instructions  

 
1. Purpose  

1.1. Review and agree the proposed amendments to the Standing Financial Instructions 
V7 January 2014. 

1.2. Proposed amendments are highlighted in the attached document for the Committee to 
approve.  The approved document will become the current version of this document 
and will be scheduled for review in a year. 

 

2. Background  

2.1. The Standing Financial Instructions is a key document to ensure financial control in 
the organisation.  Ideally it should be reviewed annually. 

2.2. The current review was undertaken by seeking views from key executives and officers 
such as the Chief Finance Officer, Head of Procurement and Finance staff. 

 

3. Rationale for proposed Amendments  

3.1. The rationale for proposed changes to Standing Financial Instructions: 

 Consistency in the job titles of individuals between this document and other Trust 
documents 

 Updating terminology to that currently used by regulators 

 Updating legislation references to those that are current  

 Updating responsible officer to the person with the current remit to perform the task 

 Incorporating issues previously agreed by the Committee, such as the employment 
of management consultants. 

 

4. Recommendation 

4.1. The Committee are asked to approve the amendments highlighted in the attached 
Standing Financial Instructions document. 

4.2. The July 2016 version of this document will be published following approval of the 
proposed amendments. 

 

5. Appendices 

Draft Standing Financial Instructions Version 8 - July 2016 

 



 

Author:  Chief Finance Officer  1 
Standing Financial Instructions, Version 8 Draft7 
January 2014July 2016 

 

 

 

 

 

 

 

SFIs 

 

 

 

 

 

 

 

 

STANDING FINANCIAL INSTRUCTIONS (SFI’s) 
 

[VERSION 7 FINAL8 DRAFT] 

 



 

Author:  Chief Finance Officer  2 
Standing Financial Instructions, Version 8 Draft7 
January 2014July 2016 

Southern Health NHS Foundation Trust 
 

POLICIES AND PROCEDURES PROFORMA 
 

Subject and Version of 
Document: 

Standing Financial Instructions (SFI’s) 
Version 78 

  
Author: Chief Finance Officer 
  
Persons/Committee etcetc. 
consulted whilst document 
in draft: 

Trust Audit, Assurance & Risk Committee 

  
Date agreed: Versions 1 – 5 (prior to April 2011 as per Hampshire Partnership 

NHS FT)  
Version 6 – April 2011 
Version 7 – Jan 2014  
Version 8 – July 2016 

  
By whom agreed: Trust Board of Directors 
  
Date of next review/update 
and by whom: 

January 20186 – Chief Finance Officer 

  
Copy obtainable from 
and/or distribution: 

Website 

  
Date document issued: Version 6 – April 2011 

Version 7 – Jan 2014Version 8 – July 2016 
  
Responsibility for 
dissemination to new staff: 

DoOPs and all Department Heads 

  
Principal Target Audience: 
 

All Staff, Agents and Governors of the Trust. 

  
Training Implications: 
 

Staff Awareness 

  
Equality Impact 
Assessment Completed? 
 

Yes 

Policy Statement: (Describe 
in one short paragraph 
what the policy is for) 
 

These SFI’s; together with the Standing Orders for the Board of 
Directors, the Scheme of Delegation and Board Reserved Powers, 
and the Trust’s Business Conduct Policy, provide a comprehensive 
business framework for the administration of the Trust's affairs. 
These SFIs detail the financial responsibilities, policies and 
procedures to be adopted by the Trust.  They are designed to ensure 
that the Trust’s financial transactions are carried out in accordance 
with the law, the Regulatory Framework and the guidance and best 
practice advice issued by the Independent Regulator in order to 
achieve probity, accuracy, economy, efficiency and effectiveness.    

Keywords (minimum of 5): SFI’s; Standing Financial Instructions; Business Conduct Policy 
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Amendments Summary: 
 

Amend. 
No. 

Issued Page Subject 

1. V8  July 16 throughout References to ‘Chief Financial Officer’ amended to read 
‘Chief Finance Officer’ 

2. V8 July 16 throughout References to Monitor’s ‘Compliance Framework’ 
removed and replaced with ‘Risk & Assurance 
Framework’ October 2013 

3. V8 July 16 throughout Correction to grammar, spellings and cross references 
4. V8 July 16 throughout References to the ‘NHS Foundation Trust Financial 

Reporting Manual’ removed and replaced with ‘NHS 
Foundation Trust Annual Reporting Manual’ 

5. V8 July 16 throughout References to ‘Continuity of Service Risk Rating’ 
removed and replaced with ‘Financial Sustainability Risk 
Rating’ 

6. V8 July 16 Section 1, Page 5; 
Section 4, Page 11; 
Section 7, Page 26; 
Section 21, Page 68 

Reference to latest versions of documents 

7. V8 July 16 Section 4, Page19 Change responsible officer from ‘Chief Executive’ to 
‘Chief Finance Officer’ 

8. V8 July 16 Section 5, Page 21 Insertion of ‘their financial budget’ to provide clarity 
9. V8 July 16 Section 11, Page 45 Change responsible officer from ‘Chief Operating Officer’ 

to ‘Chief Finance Officer’ 
10. V8 July 16 Section 12, Page 51 Insert other relevant documents  
11. V8 July 16 Section 15, Page 57 Insertion of ‘where material’ to provide clarity 
12. V8 July 16 Section 15, Page 58 Change ‘NHS Purchasing and Supplies Agency’ to ‘NHS 

Supply Chain’ 
13. V8 July 16 Section 17, Page 60 Change ‘national programme for information technology’ 

to ‘national requirements for information technology’ 
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1 INTRODUCTION 
 

1.1 The Southern Health NHS Foundation Trust (the “Trust”) became a Public Benefit 
Corporation on 1st April 2009 following approval by the Independent Regulator 
pursuant to the 2006 Act. 

 
1.2 The principal place of business of the Trust is at Tatchbury Mount, Calmore, 

Southampton, SO40 2RZ ("Trust Headquarters"). 
 
1.3 The Trust is governed by Monitor’s Licensing Regime (Regulatory Framework).The 

functions of the Trust are conferred by the Regulatory Framework.  The Regulatory 
Framework and in particular paragraph 3228 of the Constitution requires the Board 
of Directors to adopt Standing Orders for the regulation of its proceedings and 
business.   

 
1.4 In addition to the Regulatory Framework, the Trust is required to comply with 

guidance issued by the Independent Regulator including (but not limited to) the 
following:  

 
1.4.1 Audit Code as issued by the National Audit Office for 2015/16for NHS 

Foundation Trusts (April 2011); 
 

1.4.2 Monitor’s Risk Assessment Framework  (October 20153); 
 

1.4.3 Guidance for NHS Foundation Trusts on Co-operating with the National 
Framework for Information Technology (July 2008); 

 
1.4.4 Information Data Requests: Guidance for NHS Foundation Trusts 

(December 2004); 
 

1.4.51.4.3 NHS 
Foundation Trust Accounting Officer Memorandum (April 2008August 
2015); 

 
1.4.61.4.4 the 

NHS Foundation Trust Annual Reporting Manual (Issued annually around 
December); 

 
1.4.71.4.5 Guidan

ce on Commissioner Requested Services (March 2013), and 
 

including all amendments, replacements or modifications made and including any 
other guidance issued by the Independent Regulator subsequent to the date of 
these Standing Financial Instructions. 

 
1.5 These Standing Financial Instructions; together with the Standing Orders for 

the Board of Directors,  the Scheme of Delegation and Board Reserved Powers, 
and the Trust’s Business Conduct Policy, provide a comprehensive business 
framework for the administration of the Trust's affairs, and these need to be read in 
conjunction with the Regulatory Framework.  Everyone working for the Trust should 
be aware of the existence of these documents and, where necessary, be familiar 
with the detailed provisions contained within them. 
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1.6 These SFIs detail the financial responsibilities, policies and procedures to be 
adopted by the Trust.  They are designed to ensure that the Trust’s financial 
transactions are carried out in accordance with the law, the Regulatory Framework 
and the guidance and best practice advice issued by the Independent Regulator in 
order to achieve probity, accuracy, economy, efficiency and effectiveness.   They 
shall be read in conjunction with the Standing Orders and the Scheme of Delegation 
and Board Reserved Powers and the Trust Business Conduct Policy 
 

1.7 These SFIs identify the financial responsibilities which apply to everyone working for 
the Trust.  They do not provide detailed procedural advice and should therefore be 
read in conjunction with the detailed departmental and financial procedure notes.  
All financial procedures must be approved by the Chief Financial Finance Officer. 

 
1.8 Should any difficulties arise regarding the interpretation or application of any of the 

SFIs then the advice of the Chief Financial Finance Officer must be sought before 
acting.  The user of these SFIs should also be familiar with and comply with the 
provisions of the Standing Orders for the Board of Directors and the Scheme of 
Delegation and Board Reserved Powers. 
 

1.9 The failure to comply with Standing Financial Instructions and Standing Orders can 
in certain circumstances be regarded as a disciplinary matter that could result in 
dismissal. 

 
1.10 If for any reason these SFIs are not complied with, full details of the non-compliance 

and any justification for non-compliance and the circumstances around the non-
compliance must be reported to the next formal meeting of the Trust's Audit, 
Assurance and Risk Committee for referring action or ratification.  All Directors and 
Officers (including Nominated Officers) have a duty to disclose any non-compliance 
with these SFIs to the Chief Financial Finance Officer as soon as possible. 
 

1.11 Further advice or assistance on the implementation of these SFIs can be obtained 
from the Trust's Finance Department. 

 
2 INTERPRETATION 

 
2.1 Save as otherwise permitted by law, at any meeting of the Board of Directors the 

Chairman of the Trust shall be the final authority on the interpretation of SFIs (on 
which the Chairman should be advised by the Chief Executive or Chief Financial 
Finance Officer) and the Chairman’s decision shall be final and binding except in 
the case of manifest error. 

 
2.2 Wherever a financial limit is stipulated but no value given, reference should be 

made to the Trust’s Financial Limits contained within the Scheme of Delegation and 
Board Reserved Powers, which shall be issued to accompany the SFIs and 
Standing Orders (as contained within Annex 5 to the Constitution) for the Board of 
Directors.  The Board of Directors should periodically review the Financial Limits.  

 
2.3 Unless a contrary intention is evident or the context requires otherwise, words or 

expressions contained in these SFIs shall bear the same meaning as in the 
Constitution. 
 

2.4 The provisions of paragraphs 1.1 to 1.5 of the Constitution apply to these SFIs, 
save that any reference to "Constitution" shall be read as a reference to these 
"SFIs". 
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2.5 In these SFIs: 

 
"Annual Business Plan" 

 shall have the meaning ascribed to it in SFI 5.1.1;  
 
"Budget" 
means a resource, expressed in financial terms, proposed by the Board of Directors 
for the purpose of carrying out, for a specific period, any or all of the functions of the 
Trust; 

 
"Budget Holder" 
means the Director or Officer with delegated authority to manage finances (income 
and expenditure) for a specific area of the Trust; 

 
  “BAF” 

means the Board Assurance Framework 
 

"Committee of Public Accounts" 
 means the committee appointed by the House of Commons under Commons 

Standing Order 148 (or otherwise) to examine the accounts showing the 
appropriation of the sums granted by Parliament to meet public expenditure and of 
such other accounts laid before Parliament as the committee may think fit; 

 
“Financial Limits” 
means the financial limits set out in the Scheme of Delegation and Board Reserved 
Powers; 
 
“Framework Agreement” 
means an agreement or other arrangement between one or more contracting 
authorities and one or more economic operators which establishes the terms (in 
particular the terms as to price and, where appropriate, quantity) under which the 
economic operator will enter into one or more contracts with a contracting authority 
in the period during which the framework agreement applies. 
 
"GBS" 
means the Government Banking Service; 

 
  “Internal Audit” 

means the function described in SFI 4.2; 
 
"Local Counter Fraud Specialist" 

 means the person appointed by the Trust pursuant to SFI 4.5.3 to carry out the 
responsibilities and functions set out in the Secretary of State for Health's Directions 
to NHS Bodies on Counter Fraud Measures 2004, as amended from time-to-time; 

 
"Local Security Management Specialist" 

 means the person appointed by the Trust pursuant to SFI 4.6.3 to carry out the 
responsibilities and functions set out in the Secretary of State for Health's Directions 
to NHS Bodies on Security Management Measures 2004, as amended from time-to-
time; 
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"Public Dividend Capital" 
shall have the meaning ascribed to "initial public dividend capital" in Section 42(1) of 
the 2006 Act; 

 
"Records Management Code" 

 shall have the meaning ascribed to it in SFI 21.2; 
 

"Register of Tenders" 
 shall have the meaning ascribed to it in SFI 9.109.9; 

 
"Nominations and Remuneration Committee" 

 shall have the meaning ascribed to it in SFI 11.1.1; 
 
  “Officers” 

Used in the broadest sense possible to describe a person, or persons, who is acting 
on behalf of the Trust as either an employee, or as an agent of Trust fulfilling duties 
commensurate with their engagement. 
 

 “SID4Gov” 
SID4Gov is a supplier information database holding information about suppliers, 
including pre-qualification information. The service is shared among all purchasing 
organisations in the NHS 

 
"Tendering Procedure" 
means the procedure set out at SFI 9; 

 
"Value Added Tax" 
means tax charged in accordance with the Value Added Tax Act 1994 or, where the 
context requires, within the law of another member State of the European Union.  
The term "VAT" shall be construed accordingly; and 

 
"Virement" 
means the agreed transfer of money from one Budget head to another, within a 
Financial Year.   

 
3 RESPONSIBILITIES AND DELEGATION 
 

3.1 The Board of Directors 
 

3.1.1 The Board of Directors exercises financial supervision and control by: 
 

3.1.1.1 formulating the financial strategy of the Trust; 
 

3.1.1.2 requiring the submission and approval of Budgets within 
approved allocations and overall income; 

 
3.1.1.3 defining and approving essential features in respect of 

important procedures and financial systems, including (but not 
limited to) the need to obtain value for money and the Trust's 
statutory duty under Section 63 (General duty of NHS 
foundation trusts) to exercise its functions effectively, efficiently 
and economically; and 
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3.1.1.4 defining specific responsibilities placed on the Board of 

Directors and Nominated Officers as indicated in the Scheme of 
Delegation and Board Reserved Powers. 

 
3.1.2 The Board of Directors has resolved that certain powers and decisions may 

only be exercised by the Board of Directors in formal session. These are 
set out in the Scheme of Delegation and Board Reserved Powers. 

 
3.1.3 The Board of Directors will delegate responsibility for the performance of its 

functions in accordance with the Regulatory Framework and the provisions 
of the Scheme of Delegation and Board Reserved Powers adopted by the 
Trust. 

 
3.2 The Chief Executive  

 
3.2.1 Within these SFIs, it is acknowledged that the Chief Executive is ultimately 

accountable to the Board of Directors and, as Accounting Officer, to the 
Independent Regulator and the Committee of Public Accounts for ensuring 
that the Trust meets its obligations and performs its functions.  The Chief 
Executive has overall responsibilities for the overall organisation, 
management and staffing of the Trust and for its procedures in financial 
and other matters.  

 
3.2.2 The Accounting Officer is responsible for ensuring that: 

 
3.2.2.1 there is a high standard of financial management in the Trust as 

a whole; 
 

3.2.2.2 the Trust's financial systems and procedures promote the 
efficient and economical conduct of business, and safeguard 
financial propriety and regularity throughout the Trust; and 

 
3.2.2.3 financial considerations are fully taken into account in decisions 

on Trust policy proposals. 
 

3.2.3 Subject to SFI 1.4, the Chief Executive, as Accounting Officer, must at all 
times comply with the NHS Foundation Trust Accounting Officer 
Memorandum (April 2008August 2015).  

 
3.2.4 The Chief Executive, as Accounting Officer, has overall responsibility for 

the Trust’s activities, is responsible to the Board of Directors for ensuring 
that the Trust's financial obligations and targets are met, and the Trust’s 
system of internal control. 

 
3.2.5 The Accounting Officer has personal responsibility for: 

 
3.2.5.1 the propriety and regularity of the public finances for which 

he/she is answerable; 
 

3.2.5.2 the keeping of proper accounts, as set out in the Licensing 
Regime; 

 
3.2.5.3 prudent and economical administration of the Trust's affairs; 
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3.2.5.4 the avoidance of waste (ege.g./ spending on goods and 

supplies which are never actually used to benefit the interests 
of the patients to whom the Trust serves) and extravagance; 
(ege.g./ lack of restraint in spending money in using resources 
efficiently) 

 
3.2.5.5 the efficient and effective use of all the resources (financial or 

otherwise) in his/her charge. 
 

3.2.6 The Chief Executive will, as far as possible, delegate his/her detailed 
responsibilities, but will remain accountable for financial control. 

 
3.2.7 It is a duty of the Chief Executive to ensure that existing Directors and 

Officers and all new appointees are notified of and put in a position to 
understand their responsibilities within these SFIs. 

 
3.3 The Chief Financial Finance Officer 

 
3.3.1 The Chief Financial Finance Officer is responsible for: 

 
3.3.1.1 implementing the Trust’s financial policies and for coordinating 

any corrective action necessary to further these policies; 
 

3.3.1.2 maintaining an effective system of internal financial control 
including ensuring that detailed financial procedures and 
systems incorporating the principles of separation of duties and 
internal checks are prepared, documented and maintained to 
supplement these SFIs;  

 
3.3.1.3 ensuring that sufficient records are maintained to show and 

explain the Trust’s transactions, in order to disclose, with 
reasonable accuracy, the financial position of the Trust at any 
time; 

 
3.3.1.4 deciding at what stage to involve the police in cases of 

misappropriation and other irregularities not involving fraud or 
corruption and liaising with the Independent Regulator as 
appropriate. 

 
3.3.2 Without prejudice to any other functions of the Directors and Officers, the 

duties of the Chief Financial Finance Officer include: 
 

3.3.2.1 the provision of financial advice to the members of the Board of 
Directors and Officers;  

 
3.3.2.2 the design, implementation and supervision of systems of 

internal financial control; and 
 

3.3.2.3 the preparation and maintenance of such accounts, certificates, 
estimates, records and reports as the Board of Directors may 
require for the purpose of carrying out its statutory duties. 
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3.3.3 The Chief FinancialFinance Officer (or his/her Nominated Officer) or 
designated Internal Auditors and/or consultants are entitled without 
necessarily giving prior notice to require and receive: 

 
3.3.3.1 access to all records, documents and correspondence relating 

to any financial or other relevant transactions, including 
documents of a confidential nature;  

 
3.3.3.2 access at all reasonable times to any land, premises, or 

members of the Board of Directors or Officers of the Trust; 
 

3.3.3.3 the production of any cash, stores or other property of the Trust 
under the control of either a member of the Board of Directors 
or  an Officer; and 

 
3.3.3.4 explanations concerning any matter under investigation. 

 
3.3.4 The Chief Financial Finance Officer will, as far as possible, delegate 

his/her detailed responsibilities, but will remain accountable for financial 
control. 

 
3.4 Directors and Officers 

 
3.4.1 All Directors and Officers, severally and collectively, are responsible for: 

 
3.4.1.1 the security of the property of the Trust; 

 
3.4.1.2 avoiding loss; 

 
3.4.1.3 exercising economy and efficiency in the use of resources; and 

 
3.4.1.4 conforming to the requirements of the Standing Orders for the 

Board of Directors, these SFIs, relevant financial procedures 
and the Scheme of Delegation and Board Reserved Powers.  

 
3.4.1.5 All Directors and Officers who carry out a financial function 

must discharge their financial duties to the satisfaction of the 
Chief Financial Finance Officer. 

 
3.5 Contractors and their employees 

 
3.5.1 Any contractor or employee of a contractor who is empowered by the Trust 

to commit the Trust to expenditure or who is authorised to obtain income 
shall be covered by these SFIs. It is the responsibility of the Chief 
Executive to ensure that such persons are made aware of this. 

 
4 AUDIT AND ASSURANCE 
 

4.1 Audit, Assurance and Risk Committee 
 

4.1.1 In accordance with the NHS Foundation Trust Code of Governance 
(December 2013July 2014), the Constitution and the Standing Orders for 
the Board of Directors, the Board of Directors must formally establish  
committee(s) of Non-Executive Directors to provide audit and assurance, 
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with clearly defined terms of reference to perform such monitoring, 
reviewing and other functions as are appropriate.  In establishing the Audit, 
Assurance and Risk Committee, the Board of Directors must satisfy itself 
that at least one member of the Audit, Assurance and Risk Committee has 
recent and relevant financial and assurance experience.  Other sub-
committees of the Board of Directors have their own remits regarding 
assurance.  The Audit, Assurance and Risk Committee has oversight of 
assurance matters across all sub-committees. 

 
4.1.2 Notwithstanding SFI 4.1.1 above, in establishing the terms of reference of 

the Audit, Assurance and Risk Committee, the Board of Directors will 
ensure that the Audit, Assurance and Risk Committee will,- risk reference 
to audit:-: 

 
4.1.2.1 monitor the integrity of the financial statements of the Trust and 

any formal announcements relating to the Trust's financial 
performance and review significant financial reporting 
judgments contained in them; 

 
4.1.2.2 review the Trust's internal financial controls and, unless 

expressly addressed in a separate risk committee of the Board 
of Directors composed of independent Non-Executive Directors, 
or by the Board of Directors itself, review the Trust's internal 
control and risk management systems; 

 
4.1.2.3 monitor and review the effectiveness of the Trust's Internal 

Audit function; 
 

4.1.2.4 review and monitor the Auditor's independence and objectivity 
and the effectiveness of the audit process, taking into 
consideration relevant UK professional and regulatory 
requirements; 

 
4.1.2.5 develop and implement policy on the engagement of the Auditor 

and/or an external consultant to supply non-audit services to 
the Trust, taking into account any relevant guidance issued by 
the Independent Regulator regarding the provision of non-audit 
services; 

 
4.1.2.6 report to the Council of Governors, identifying any matters in 

respect of which it considers that action or improvement is 
needed and making recommendations as to the steps to be 
taken; 

 
4.1.2.7 review arrangements by which Officers may raise, in 

confidence, concerns about possible improprieties in matters of: 
 

4.1.2.7.1 financial reporting and control; 
 

4.1.2.7.2 other relevant matters; 
 

4.1.2.8 ensure that arrangements are in place for the proportionate and 
independent investigation of such matters as set out in SFIs 
4.1.2.7.1 to 4.1.2.7.2, and for appropriate follow-up action; 
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4.1.2.9 agree with the Council of Governors the criteria for appointing, 

reappointing and removing External Auditors; 
 

4.1.2.10 make recommendations to the Council of Governors in relation 
to the appointment, re-appointment and removal of the External 
Auditor and approve the remuneration and terms of 
engagement of the External Auditor; 

 
4.1.2.11 monitor compliance with the Standing Orders for the Board of 

Directors and these SFIs through Internal Audit annual 
certification of compliance;  

 
4.1.2.12 review schedules of losses and compensations and make 

recommendations to the Board of Directors; and 
 

4.1.2.13 upon the request of the Board of Directors from time to time, 
review the information prepared by the Board of Directors to 
support the Trust's submissions to the Independent Regulator 
in accordance with the Independent Regulator's annual 
planning and monitoring cycle, as set out in the Risk 
Assessment Framework referred to in SFI 1.4.2 above, and 
within Monitor’s Schedule 6, ‘Mandatory Information Provision’ 
and advise the Board of Directors accordingly. 

 
With reference to assurance:- 
 
4.1.2.14 review the Trust's internal assurance and clinical quality and 

patient safety controls; 
 

4.1.2.15 monitor and review the effectiveness of the Trust's assurance 
function, clinical quality and patient safety; 
 

4.1.2.16 report to the Council of Governors, identifying any matters in 
respect of which it considers that action or improvement is 
needed and making recommendations as to the steps to be 
taken; 

 
4.1.2.17 review arrangements by which Officers may raise, in 

confidence, concerns about possible improprieties in matters of: 
 
4.1.2.18 clinical quality; 
 
4.1.2.19 patient safety; 
 
4.1.2.20 other relevant matters; 
 
4.1.2.21 ensure that arrangements are in place for the proportionate and 

independent investigation of such matters as set out in SFIs 
4.4.2.4.1 to 4.4.2.4.63, and for appropriate follow-up action. 

 
4.1.2.22 Where the Audit, Assurance and Risk Committee feels there is 

evidence of clinical quality or patient safety failures, or evidence 
of improper acts, or if there are other important matters that the 
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Audit, Assurance and Risk Committee wishes to raise, the 
chairman of the Committee should raise the matter at a full 
meeting of the Board of Directors. 

 
4.1.3 Where the Audit, Assurance and Risk Committee feels there is evidence of 

ultra vires transactions, evidence of improper acts, or if there are other 
important matters that the Audit, Assurance and Risk Committee wishes to 
raise, the chairman of the Audit, Assurance and Risk Committee should 
raise the matter at a full meeting of the Board of Directors.  

 
4.2 Chief FinancialFinance Officer 

 
4.2.1 The Chief FinancialFinance Officer is responsible for: 

 
4.2.1.1 ensuring there are arrangements to review, evaluate and report 

on the effectiveness of internal financial control including the 
establishment of an effective Internal Audit function; 

 
4.2.1.2 ensuring that the Internal Audit function is adequate and meets 

any mandatory audit standards set by the Independent 
Regulator; 

 
4.2.1.3 ensuring that an annual Internal Audit report is prepared for the 

consideration of the Audit, Assurance and Risk Committee and 
the Board of Directors.  The report must cover: 

 
4.2.1.3.1 a clear opinion on the effectiveness of internal control 

in accordance with any controls assurance guidance 
or best practice advice issued by the Independent 
Regulator; 

 
4.2.1.3.2 major internal financial control weaknesses 

discovered; 
 

4.2.1.3.3 progress on the implementation of any Internal Audit 
recommendations; 

 
4.2.1.3.4 progress against plan over the previous year; 

 
4.2.1.3.5 strategic audit plan covering the coming three years; 

and 
 

4.2.1.3.6 a detailed plan for the coming year.   
 

 
4.3 Role of Internal Audit 

 
4.3.1 Internal Audit is an independent and objective appraisal service within an 

organisation which provides: 
 

- an independent and objective opinion to the Chief Executive as 
Accounting Officer, the Board of Directors and the Audit, Assurance 
and Risk Committee on the degree to which risk management, 
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control and governance support the achievement of the 
organisation’s objectives; 

 
- an independent and objective consultancy service specifically to 

help line management improve the organisation’s risk management, 
control and governance arrangements. 

 
4.3.2 Internal Audit will review, appraise and report upon policies, procedures 

and operations in place to: 
 

4.3.2.1 Establish and monitor the achievement of the Trust’s objectives; 
 

4.3.2.2 Identify, assess and manage the risks to achieving the Trust’s 
objectives; 

 
4.3.2.3 Ensure the economical, effective and efficient use of resources; 
 
4.3.2.4 Ensure compliance with established policies (including 

behavioural and ethical expectations), procedures, laws and 
regulations; 

 
4.3.2.5 Safeguard the Trust’s assets and interests from loss of any 

kind, including those arising from: 
 

4.3.2.5.1 fraud and other offences; 
 

4.3.2.5.2 waste, extravagance, inefficient administration; and 
 

4.3.2.5.3 poor value for money and other causes. 
 

4.3.2.6 Ensure the integrity and reliability of information, accounts and 
data including internal and external reporting and accountability 
processes. 

 
4.3.3 Where requested by the Board of Directors, and where not otherwise 

required, the Internal Audit shall independently verify external submissions 
made by the Trust.  

 
4.3.4 The Head of Internal Audit will provide to the Audit, Assurance and Risk 

Committee: 
 

4.3.4.1 a risk-based plan of Internal Audit work, agreed with 
management and approved by the Audit, Assurance and Risk 
Committee, based upon the management’s assurance 
framework that will enable the auditors to collect sufficient 
evidence to give an opinion on the adequacy and effective 
operation of the Trust; 

 
4.3.4.2 regular updates on the progress against plan: 
 
4.3.4.3  reports of management’s progress on the implementation of 

action agreed as a result of Internal Audit findings; 
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4.3.4.4 An annual opinion, based upon and limited to the work 

performed, on the overall adequacy and effectiveness of the 
Trust’s risk management, control and governance processes 
(i.e. the system of financial control). This opinion will provide the 
basis on which to make a statement on the effectiveness of 
internal control as required by the Independent Regulator from 
time to time.  

 
4.3.4.5 Additional reports as requested by the Audit, Assurance and 

Risk Committee.  
 

4.3.5 Whenever any matter arises which involves, or is thought to involve, 
irregularities concerning cash, stores, or other property or any suspected 
irregularity in the exercise of any function of a pecuniary nature, the Chief 
Financial Finance Officer must be notified immediately.   

 
4.3.6 The Head of Internal Audit (or their Nominated Officer, or such external 

consultant appointed by the Board of Directors to undertake the Internal 
Audit) will normally attend Audit, Assurance and Risk Committee meetings 
and has a right of access to all Audit, Assurance and Risk Committee 
members, the Chairman and Chief Executive of the Trust. 

 
4.3.7 The Head of Internal Audit (or their Nominated Officer, or such external 

consultant appointed by the Board of Directors to undertake Internal Audit) 
shall be accountable to the Chief Financial Officer. 

 
4.3.8 The reporting system for Internal Audit shall be agreed between the Chief 

Financial Finance Officer, the Audit, Assurance and Risk Committee and 
the Head of Internal Audit or equivalent. The agreement shall be in writing.  

 
4.3.9 The reporting system shall be reviewed at least every three years. 

 
4.3.10 The appointment and termination of the Head of Internal Audit and/or the 

Internal Auditors must be approved by the Audit, Assurance and Risk 
Committee.  

 
4.4 External audit 

 
4.4.1 The Auditor is to be appointed in accordance with the provisions of 

paragraph 385.2 of the Constitution. 
  

4.4.2 The Accounting Officer shall ensure that the Auditor is provided with every 
facility and all documents and information which he/she may require for the 
purposes of carrying out his/her duties and functions under Schedule 10 to 
the 2006 Act and in accordance with any guidance or best practice advice 
issued by the Independent Regulator on standards, procedures and 
techniques to be adopted including (but not limited to) the guidance set out 
in the Audit Code for NHS Foundation Trusts referred to in SFI 1.4.1 
above. 

 
4.4.3 The Accounting Officer shall ensure that the Trust complies with the 

guidance set out by the Independent Regulator in the Audit Code for NHS 
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Foundation Trusts (referred to in SFI 1.4.1 above), insofar as it applies to 
the Trust.  

 
4.5 Fraud and corruption 

 
4.5.1 In line with their responsibilities, the Chief Executive and Chief Financial 

Finance Officer shall monitor and ensure compliance with any relevant 
guidance issued by the Independent Regulator or NHS Protect of the NHS 
Business Services Authority on fraud and corruption. 

 
4.5.2 The Chief Financial Finance Officer is responsible for the promotion of 

counter fraud measures within the Trust and, in that capacity, he/she will 
ensure that the Trust co-operates with the Independent Regulator and NHS 
Protect of the NHS Business Services Authority to enable them to 
efficiently and effectively carry out their respective functions in relation to 
counter fraud. 

 
4.5.3 The Trust will appoint at least one person (who may be either an Officer or 

a person whose services are supplied to the Trust by an outside 
organisation) as a Local Counter Fraud Specialist, in accordance with any 
guidance issued by the Independent Regulator or NHS Protect of the NHS 
Business Services Authority on the suitability criteria for such appointees. 

 
4.5.4 The Chief Financial Finance Officer will ensure that the Trust's Local 

Counter Fraud Specialist appointed under SFI 4.5.3 above receives 
appropriate training in connection with counter fraud measures and that 
he/she is accredited by the Counter Fraud Professional Accreditation 
Board. 

 
4.5.5 Where the Trust appoints a Local Counter Fraud Specialist whose services 

are provided to the Trust by an outside organisation, the Chief Financial 
Finance Officer must be satisfied that the terms on which those services 
are provided are such to enable the Local Counter Fraud Specialist to carry 
out his/her functions effectively and efficiently and, in particular, that he/she 
will be able to devote sufficient time to the Trust. 

 
4.5.6 The Local Counter Fraud Specialist shall report directly to the Chief 

Financial Finance Officer and shall work with the Independent Regulator 
and the NHS Protect of the NHS Business Services Authority. 

 
4.5.7 The Local Counter Fraud Specialist and the Chief Financial Finance Officer 

will, at the beginning of each Financial Year, prepare a written work plan 
outlining the Local Counter Fraud Specialist's projected work for that 
Financial Year. 

 
4.5.8 The Local Counter Fraud Specialist shall be afforded the opportunity to 

attend Audit, Assurance and Risk Committee meetings and other meetings 
of the Board of Directors, or its committees, as required. 

 
4.5.9 The Chief FinancialFinance Officer will ensure that the Local Counter 

Fraud Specialist: 
 

4.5.9.1 keeps full and accurate records of any instances of fraud and 
suspected fraud; 
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4.5.9.2 reports to the Board of Directors any weaknesses in fraud-

related systems and any other matters which may have fraud-
related implications for the Trust; 

 
4.5.9.3 has all necessary support to enable him/her to efficiently, 

effectively and promptly carry out his/her functions and 
responsibilities, including working conditions of sufficient 
security and privacy to protect the confidentiality of his/her 
work; 

 
4.5.9.4 receives appropriate training and support, as recommended by 

NHS Protect, a Division of the NHS Business Services 
Authority; and 

 
4.5.9.5 participates in activities which the Independent Regulator 

directs, or in which NHS Protect of the NHS Business Services 
Authority is engaged, including national anti-fraud measures. 

 
4.5.10 The Chief FinancialFinance Officer must, subject to any contractual or legal 

constraints, require all Trust staff to co-operate with the Local Counter 
Fraud Specialist and, in particular, that those responsible for human 
resources disclose information which arises in connection with any matters 
(including disciplinary matters) which may have implications in relation to 
the investigation, prevention or detection of fraud.  

 
4.5.11 The Chief Financial Finance Officer must also prepare a “fraud response 

plan” that sets out the action to be taken both by persons detecting a 
suspected fraud and the Local Counter Fraud Specialist, who is 
responsible for investigating it. 

 
4.5.12 Any Officer discovering or suspecting a loss of any kind must either 

immediately inform the Chief Executive and the Chief FinancialFinance 
Officer or the Local Counter Fraud Specialist, who will then inform the 
Chief FinancialFinance Officer and/or Chief Executive. Where a criminal 
offence is suspected, the Chief Financial Finance Officer must immediately 
inform the police if theft or arson is involved, but if the case involves 
suspicion of fraud, and corruption or of anomalies that may indicate fraud 
or corruption then the particular circumstances of the case will determine 
the stage at which the police are notified; but such circumstances should 
be referred to the Local Counter Fraud Specialist. 

 
4.5.13 For losses apparently caused by theft, fraud, arson, neglect of duty or 

gross carelessness, except if trivial and where fraud is not suspected, the 
Chief FinancialFinance Officer must immediately notify: 

 
4.5.13.1 the Board of Directors; and 

 
4.5.13.2 the Auditor. 

 
4.6 Security Management 

 
4.6.1 The Chief Executive is responsible for the security of Officers and people 

engaged in activities for the purposes of the functions of the Trust. 
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4.6.2 The Chief Executive is responsible for: 

 
4.6.2.1 security management matters; and 

 
4.6.2.2 the promotion of security management measures, 

within the Trust. 
 

4.6.3 The Trust will appoint at least one person as a Local Security Management 
Specialist, in accordance with any guidance issued by the Independent 
Regulator or NHS Protect of the NHS Business Services Authority on 
suitability criteria for such appointees. 

 
4.6.4 The Chief Executive will ensure that the Trust's Local Security 

Management Specialist appointed under SFI 4.6.3 above receives 
appropriate training in connection with security management measures, 
and that he/she does not undertake responsibility for, or be in any way 
engaged in, the counter fraud activities of any other Health Service Body. 

 
4.6.5 The Local Security Management Specialist shall report directly to the Chief 

Financial Finance Officer.  The Chief Financial Finance Officer shall report 
to the Chief Executive and shall work with the Independent Regulator and 
the NHS Protect of the NHS Business Services Authority. 

 
4.6.6 The Chief Executive will ensure that the Trust co-operates with the 

Independent Regulator and NHS Protect, a Division of the NHS Business 
Services Authority, to enable them to efficiently and effectively carry out 
their respective functions in relation to security management. 

 
4.6.7 The Chief Executive will ensure that the Trust has effective arrangements 

in place to ensure that: 
 

4.6.7.1 breaches of security and weakness in security-related systems 
are reported as soon as practicable to: 

 
4.6.7.1.1 the Local Security Management Specialist; 

 
4.6.7.1.2 the Audit, Assurance and Risk Committee; and 

 
4.6.7.1.3 the Auditor, 

 
4.6.7.2 any confidentially of information relevant to the investigation of 

breaches of security is protected; and 
 

4.6.7.3 where possible, it recovers money lost through breaches of 
security. 

 
4.6.8 The Local Security Management Specialist and the Chief Executive 

Finance Officer will, at the beginning of each Financial Year, prepare a 
written work plan outlining the Local Security Management Specialist's 
projected work for that Financial Year. 

 
4.6.9 The Local Security Management Specialist shall be afforded the 

opportunity to attend Audit, Assurance and Risk Committee meetings, 
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Assurance Committee meetings and other meetings of the Board of 
Directors, or its committees, as required.  

 
4.6.10 The Chief Executive will ensure that the Local Security Management 

Specialist: 
 

4.6.10.1 keeps full and accurate records of any breaches, or suspected 
breaches, of security; 

 
4.6.10.2 reports to the Board of Directors any weaknesses in security-

related systems or any other matters which may have 
implications for security management for the Trust; 

 
4.6.10.3 has all necessary support to enable him/her to efficiently, 

effectively and promptly carry out his/her functions and 
responsibilities, including working conditions of sufficient 
security and privacy to protect the confidentiality of his/her 
work; 

 
4.6.10.4 receives appropriate training and support, as recommended by 

the NHS Protect of the NHS Business Services Authority; and 
 

4.6.10.5 participates in activities which the Independent Regulator 
directs, or in which the NHS Protect of the NHS Business 
Services Authority is engaged, relating to national security 
management measures. 

 
5 ALLOCATIONS, BUSINESS PLANNING, BUDGETS, BUDGETARY CONTROL AND 

MONITORING 
 

5.1 Preparation and approval of business plans and Budgets 
 

5.1.1 The Chief Executive will compile and submit to the Board of Directors an 
annual business plan that takes into account financial targets and forecast 
limits of available resources (the "Annual Business Plan"). The Annual 
Business Plan will contain: 

 
5.1.1.1 a statement of the significant assumptions on which the Annual 

Business Plan is based; and 
 

5.1.1.2 details of major changes in workload, delivery of services or 
resources required to achieve the aims and objectives set out in 
the Annual Business Plan. 

 
5.1.2 Prior to the start of the Financial Year, the Chief Financial Finance Officer 

will, on behalf of the Chief Executive, prepare and submit Budgets for 
approval by the Board of Directors.  Such Budgets will: 

 
5.1.2.1 be in accordance with the aims and objectives set out in the 

Trust’s Annual Business Plan and the Trust's Forward Plan 
(also known as the Trust's Five Year Planwhich forms part of 
the Hampshire and Isle of Wight Sustainability and 
Transformation Plan); 
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5.1.2.2 accord with workload and workforce plans; 
 

5.1.2.3 be produced following discussion with appropriate Budget 
Holders; 

 
5.1.2.4 be prepared within the limits of available funds and with regard 

to the Risk Assurance Framework; and  
 

5.1.2.5 identify potential risks. 
 

5.1.3 The Chief FinancialFinance Officer shall: 
 
5.1.3.1 monitor financial performance against Budget, and the Annual 

Business Plan and the Trust's Forward Plan (also known as the 
Trust's Five Year Plan); 

 
5.1.3.2 periodically review these; and 

 
5.1.3.3 report to the Board of Directors. 

 
5.1.4 All Budget Holders must provide information as required by the Chief 

Financial Finance Officer to enable Budgets to be complied with. 
 

5.1.5 The Chief Financial Finance Officer has a responsibility to ensure that 
adequate training is delivered on an on-going basis to Budget Holders to 
help them manage their financial budget successfully. 

 
5.2 Budgetary delegation 

 
5.2.1 The Chief Executive may delegate the management of a Budget to permit 

the performance of a defined range of activities including pooled budget 
arrangements under Section 75 of the Health and Social Care Act 2012. 
This delegation must be in writing and be accompanied by a clear definition 
of: 

 
5.2.1.1 the amount of the Budget; 

 
5.2.1.2 the purpose(s) of each Budget heading; 

 
5.2.1.3 individual and group responsibilities; 

 
5.2.1.4 authority to exercise Virement; 

 
5.2.1.5 achievement of planned levels of service; and 

 
5.2.1.6 the provision of regular reports. 

 
5.2.2 The Chief Executive and delegated Budget Holders must not exceed the 

budgetary total or Virement limits set by the Board of Directors. 
 

5.2.3 Any budgeted funds not required for their designated purpose(s) revert to 
the immediate control of the Chief Executive, subject to any authorised use 
of Virement. 
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5.2.4 Non-recurring Budgets should not be used to finance recurring expenditure 
without the authority in writing of the Chief Executive, as advised by the 
Chief Financial Finance Officer. 

 
5.2.5 The financial position of pooled budgets under Section 75 of the Health 

and Social Care Act must be reported to the Board of Directors on an 
annual basis.  

 
 

5.3 Budgetary control and reporting 
 

5.3.1 The Chief Financial Finance Officer will devise and maintain systems of 
budgetary control. These will include: 

 
5.3.1.1 monthly financial reports to the Board of Directors in a form 

approved by the Board of Directors containing: 
 

5.3.1.1.1 income and expenditure to date showing trends and 
forecast year-end position; 

 
5.3.1.1.2 movements in working capital; 

 
5.3.1.1.3 movements in cash and capital; 

 
5.3.1.1.4 capital project spend and projected outturn against 

plan; 
 

5.3.1.1.5 explanations of any material variances from plan; and 
 

5.3.1.1.6 details of any corrective action where necessary and 
the Chief Executive’s and/or Chief FinancialFinance 
Officer’s views of whether such actions are sufficient 
to correct the situation; 

 
5.3.1.2 the issue of timely, accurate and comprehensible advice and 

financial reports to each Budget Holder, covering the areas for 
which they are responsible; 

 
5.3.1.3 investigation and reporting of variances from financial, workload 

and manpower Budgets; 
 

5.3.1.4 monitoring of management action to correct variances; and 
 

5.3.1.5 arrangements for the authorisation of Virements. 
 

5.3.2 Each Budget Holder is responsible for ensuring that: 
 

5.3.2.1 any likely overspending or reduction of income which cannot be 
met by Virement is not incurred without the prior consent of the 
Board of Directors; 

 
5.3.2.2 the amount provided in the approved Budget is not used in 

whole or in part for any purpose other than that specifically 
authorised subject to the detailed scheme of delegation as set 
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out in the Scheme of Delegation and Board Reserved Powers; 
and 

 
5.3.2.3 no permanent Officers are appointed without the approval of the 

Chief Executive other than those provided for within the 
available resources established by the Board of Directors. 

 
5.3.3 The Chief Executive is responsible for identifying and implementing cost 

improvements and income generation initiatives in accordance with the 
requirements of the Annual Business Plan, the Trust's Forward Plan (also 
known as the Trust's Five Year Plan) and a balanced Budget. 

 
5.4 Capital expenditure 

 
5.4.1 The general rules applying to budgetary delegation, budgetary control and 

reporting set out in SFIs 5.2 and 5.3 above, shall also apply to capital 
expenditure.  

 
5.4.2 The particular applications relating to capital are contained in SFI 14 below. 

 
5.5 Monitoring returns 

 
5.5.1 The Chief Executive is responsible for ensuring that the Trust makes the 

required submissions to the Independent Regulator as required under the 
annual planning and monitoring cycle set out in the Risk Assurance 
Framework referred to in SFI 1.4.2and those required under Schedule 6 of 
the Trust's terms of Authorisation. 

 
5.5.2 Notwithstanding the generality of SFI 5.5.1 above, the Chief Executive is 

also responsible for ensuring that any other monitoring forms and/or 
returns are submitted to the requisite monitoring organisation.  

 
6 ACCOUNTS, ANNUAL ACCOUNTS AND ANNUAL REPORT, THE ANNUAL AND 

FORWARD PLAN 
 

6.1 The Chief Financial Finance Officer, on behalf of the Trust, will keep accounts in 
such form as the Independent Regulator may with the approval of HM Treasury 
direct. 

 
6.2 The Chief FinancialFinance Officer is responsible for ensuring that the Trust 

complies with any directions given by the Independent Regulator (with the approval 
of HM Treasury) as to: 

 
6.2.1 the methods and principles according to which the accounts are to be 

prepared; and 
 

6.2.2 the information to be given in the accounts. 
 

6.3 The Accounting Officer is responsible for the preparation and submission of Annual 
Accounts in respect of each Financial Year in such form as the Independent 
Regulator may with the approval of HM Treasury direct. 
 

6.4 For the purposes of SFIs 6.1 to 6.3 above, the Chief FinancialFinance Officer and 
the Accounting Officer shall comply with: 
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6.4.1 the directions of the independent Regulator as laid down in the annual 

reporting guidance for NHS foundation trusts as set out in the NHS 
Foundation Trust Annual Reporting Manual (ARM) (or otherwise) that is in 
force for the relevant Financial Year; and 

 
6.4.2 UK Generally Accepted Accounting Practices unless directed otherwise by 

the Independent Regulator. 
 

6.5 In accordance with paragraph 4037 of the Constitution, the Trust's Annual Accounts 
must be audited by the Auditor appointed by the Council of Governors pursuant to 
paragraph 385.2 of the Constitution. 

  
6.6 The Trust will prepare an Annual Report, in accordance with paragraph 4138.1 of 

the Constitution and the directions of the Independent Regulator as laid down in the 
annual reporting guidance for NHS foundation trusts as set out in the NHS 
Foundation Trust Annual Reporting Manual (or otherwise) that is in force for the 
relevant Financial Year and send it to the Independent Regulator.   
 

6.7 Subject to SFI 6.8 below, the Board of Directors will ensure that the Annual 
Accounts, any report of the Auditor on them and the Annual Report are presented to 
the Council of Governors at a general meeting of the Council of Governors pursuant 
to paragraph 4239 of the Constitution. 
 

6.8 Notwithstanding the provisions of SFI 6.7 above, the meeting of the Council of 
Governors referred to in paragraph 4239 of the Constitution must be convened 
within a reasonable timescale after the end of the Financial Year, but must not be 
before the date upon which the Annual Report and Annual Accounts have been laid 
before Parliament, as laid down in the annual reporting guidance for NHS 
foundation trusts as set out in the NHS Foundation Trust Financial Annual 
Reporting Manual (or otherwise) that is in force for the relevant Financial Year. 

 
6.9 In accordance with paragraph 4138.2 of the Constitution, the Trust shall give the 

Forward Plan (also which forms part of the Hampshire and Isle of Wight 
Sustainability and Transformation Planknown as the Trust's Five Year Plan) to the 
Independent Regulator each Financial Year. 

 
7 BANK AND GOVERNMENT BANKING SERVICE (GBS) ACCOUNTS 
 

7.1 General 
 

7.1.1 The Chief Financial Finance Officer is responsible for managing the Trust’s 
banking arrangements and for advising the Board of Directors on the 
provision of banking services and the operation of accounts. This advice 
will take into account any relevant guidance or (where relevant) best 
practice advice issued from time to time by the Independent Regulator. 

 
7.1.2 The Board of Directors shall approve the Trust's banking arrangements. 

 
7.2 Bank and GBS accounts 

 
 The Chief Financial Finance Officer is responsible for: 
 

7.2.1 bank accounts and GBS accounts; 
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7.2.2 establishing separate bank accounts for the Trust’s non-Exchequer funds; 

 
7.2.3 ensuring payments made from bank or GBS accounts do not exceed the 

amount credited to the account where arrangements have been made;  
 

7.2.4 reporting to the Board of Directors all arrangements made with the Trust’s 
bankers for accounts to be overdrawn within the Trust's working capital 
facility (if in existence), as set out in the terms of Authorisation (together 
with remedial action taken); 
 

7.3 Banking procedures 
 

The Chief Financial OfficerFinance Officer will ensure that detailed instructions on 
the operation of bank and GBS accounts are prepared which must include: 

 
7.3.1 the conditions under which each bank and GBS account is to be operated; 

 
7.3.2 the limit to be applied at any overdraft;  

 
7.3.3 those authorised to sign cheques or other orders drawn on the Trust’s 

accounts; and 
 

7.3.4 the use of shared business services. 
 

7.3.5 The Chief Financial Finance Officer must advise the Trust’s bankers in 
writing of the conditions under which each account will be operated. 

 
7.4 Tendering and review 

 
7.4.1 The Chief Financial Finance Officer will review the banking arrangements 

of the Trust at regular intervals to ensure they reflect best practice and 
represent value for money by periodically seeking competitive tenders for 
the Trust’s banking business.   

 
7.4.2 Competitive tenders should be sought at least every 5 years.   

 
7.4.3 The results of the tendering exercise conducted under SFI 7.4.2 above 

should be reported to the Board of Directors.  
 

7.4.4 The Tendering Procedure is set out at SFI 9. 
 

 
7.5 Investments 

 
7.5.1 Subject to any limitations contained in the Regulatory Framework, the Trust 

may invest money (other than money held by it as trustee) for the purposes 
of, or in connection with, its functions.  Such investments may include 
investment by: 
 
7.5.1.1 forming, or participating in forming, bodies corporate; and 
 
7.5.1.2 otherwise acquiring membership of bodies corporate. 
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7.5.2 In making any investments under SFI 9.4.1 above, the Trust will comply 
with any relevant guidance and/or best practice advice issued by the 
Independent Regulator, including (for the avoidance of doubt), but not 
limited to: 
 
7.5.2.1 "Managing Operating Cash in NHS Foundation Trusts" 

(December 2005); and 
 

7.5.2.2 "Risk Evaluation for Investment Decisions by NHS Foundation 
Trusts" (February 2006)Supporting NHS providers: guidance on 
transactions for NHS foundation trusts Updated March 2015”, or 
any amendments, replacements or modifications made. 

 
  
8 INCOME, FEES AND CHARGES AND SECURITY OF CASH, CHEQUES AND OTHER 

NEGOTIABLE INSTRUMENTS 
 

8.1 Income systems 
 

8.1.1 The Chief Financial Finance Officer is responsible for designing, 
maintaining and ensuring compliance with systems for the proper 
recording, invoicing, collection and coding of all monies due. 

 
8.1.2 The Chief Financial Finance Officer is also responsible for the prompt 

banking of all monies received. 
 

8.2 Fees and charges 
 

8.2.1 The Chief Financial Finance Officer is responsible for setting and regularly 
reviewing the level of all fees and charges other than those determined by 
the Independent Regulator or by statute. Independent professional advice 
on matters of valuation should be taken as necessary. Where sponsorship 
income (including items in kind such as subsidised goods or loans of 
equipment) is considered the provisions of any guidance or best practice 
advice issued by the Independent Regulator shall be followed. 

  
8.2.2 All Officers must inform the Chief Financial Finance Officer promptly of 

money due arising from transactions which they initiate and/or deal with, 
including all contracts, leases, tenancy agreements, private patient 
undertakings and other transactions. 

 
8.3 Debt recovery 

 
8.3.1 The Chief Financial Finance Officer is responsible for the appropriate 

recovery action on all outstanding debts. 
 

8.3.2 Income not received should be dealt with in accordance with losses 
procedures set out in SFI 16.2. 

 
8.3.3 Overpayments should be detected (or preferably prevented) and recovery 

initiated. 
 

8.4 Security of cash, cheques and other negotiable instruments 
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8.4.1 The Chief FinancialFinance Officer is responsible for: 
 

8.4.1.1 approving the form of all receipt books, agreement forms, or 
other means of officially acknowledging or recording monies 
received or receivable; 

 
8.4.1.2 ordering and securely controlling any such stationery;  

 
8.4.1.3 the provision of adequate facilities and systems for Officers 

whose duties include collecting and holding cash, including the 
provision of safes or lockable cash boxes, the procedures for 
keys, and for coin operated machines; and 

 
8.4.1.4 prescribing systems and procedures for handling cash and 

negotiable securities on behalf of the Trust. 
 

8.4.2 Official money shall not under any circumstances be used for the 
encashment of private cheques or IOUs. 

 
8.4.3 All cheques, postal orders, cash, etc., shall be banked intact.  

Disbursements shall not be made from cash received, except under 
arrangements approved by the Chief Financial Finance Officer. 

 
8.4.4 All Officers who hold cash will be provided with a safe or lockable cash box 

which shall normally be deposited in a safe. The relevant Nominated 
Officer will hold one key. That Nominated Officer shall arrange for a 
duplicate key to be lodged in the Trust Headquarters safe. Instructions for 
the release of this duplicate key should be prepared by the Nominated 
Officer and approved by the Chief Financial Finance Officer. Loss of any 
key should be reported immediately to the Chief Financial Finance Officer. 
During the absence of the key holder, the Officer who acts in their place 
shall be subject to the same controls as the key holder. A written discharge 
of the contents of the safe or cash box on the transfer of responsibilities 
should be retained for audit purposes with consideration to operational 
practices. The holders of safe keys shall not accept unofficial funds for 
depositing in their safes unless such deposits are in special sealed 
envelopes or locked containers. It shall be made clear to the depositors 
that the Trust is not to be held liable for any loss, and written indemnities 
must be obtained from the organisation or individuals absolving the Trust 
from responsibility for any loss.  

 
8.4.5 The opening of incoming post shall be undertaken by two Officers 

wherever it is reasonable to presume that cash, cheques, postal orders 
and other forms of payment are routinely received and shall be entered 
immediately in an approved form or remittance register, which should be 
countersigned by a third Officer.  In all other circumstances it is acceptable 
for the post to be opened by one officer. 

 
8.4.6 An official receipt will be made out for all cash receipts when requested, 

showing the type of remittance and the reasons for payment. 
 

8.4.7 A special receipt will be issued for all charitable fund donations which will 
enable the donor to express their wishes as to the purpose of the donation. 
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8.4.8 The opening of coin operated machines (including telephones) and the 
counting and recording of the takings shall be undertaken by two Officers 
together, except as may be authorised in writing by the Chief Financial 
Finance Officer and the coin box keys shall be held by a Nominated 
Officer. 

 

8.4.9 All unused cheques and other orders shall be subject to the same security 
precautions as are applied to cash: bulk stocks of cheques shall normally 
be retained by the Trust's bankers and released by them only against a 
requisition signed by the Chief Financial Finance Officer or a nominated 
officer. 

 
8.4.10 The use of a cheque signing machine and/or cheques with a pre-printed 

signature included shall be subject to such special security precautions as 
may be required from time to time by the Chief Financial Finance Officer. 

 

8.4.11 The Chief Financial Finance Officer shall ensure that Officers are informed 
on their appointment of their responsibilities and duties (if any) for the 
collection, handling or disbursement of cash, cheques, etc. 

 

8.4.12 Any loss or shortfall of cash, cheques, or other negotiable instruments, 
however occasioned, shall be reported immediately in accordance with the 
agreed procedure for reporting losses. 

 
 

9 TENDERING AND CONTRACT PROCEDURE 
 

9.1 Compliance requirements for all expenditure contracts  
 
9.1.1 The Board of Directors may only enter into contracts on behalf of the Trust 

within its statutory powers as set out within the Regulatory Framework and 
shall comply with: 

 
9.1.1.1 these SFIs; 
9.1.1.2 the Standing Orders for the Board of Directors save where SO 

3.16 (Suspension of Standing Orders) applies; 
9.1.1.3 EU Directives and other statutory provisions;  
9.1.1.4 The EU Treaty principles of fairness, transparency, 

proportionality, free movement and non- discrimination;  
9.1.1.5 any relevant guidance issued by the Independent Regulator; 

and 
9.1.1.6 EU Procurement thresholds. 

 
9.1.2 Where appropriate contracts shall be in or embody the same terms and 

conditions of contract as was the basis on which tenders or quotations 
were invited. 

 
9.1.3 In all contracts made by the Trust, the Board of Directors shall endeavour 

to obtain value for money by use of all systems in place. The Chief 
Executive shall nominate an Officer who shall oversee and manage each 
contract on behalf of the Trust. 
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9.1.4 Wherever a budget holder enters into an arrangement with a supplier 
which commits the Trust to an ongoing contract then the budget holder is 
required to provide details of the contract to the Head of Procurement to be 
recorded in the Trust Contracts database.  

 
9.2 Expenditure subject to tendering and contracting 

 
9.2.1 For the purpose of these SFIs, contracts shall include:  
 

9.2.1.1 the supply of goods, materials and manufactured articles; 
 

9.2.1.2 the rendering of services including all forms of management 
consultancy services; 

 
9.2.1.3 the design, construction and maintenance of capital 

constructions works and estate services (including construction 
and maintenance of grounds and gardens);  

 
9.2.1.4 lease and hire purchase contracts; and 

 
9.2.1.5 disposals. 

 
9.3 Competitive Process 

 
9.3.1 The competitive process will be undertaken as:  
 

9.3.1.1 formal competitive tendering; 
 

9.3.1.2 mini-competitions or direct awards (where permitted) against 
available national or regional framework agreements (as 
verified by the Trust’s Procurement Department) that have been 
pre-tendered; or 

 
9.3.1.3 competitive quotations.  

 
9.3.2 The detailed procurement scheme of delegation is set out at Annex 2 of the 

Scheme of Delegation and Board Reserved Powers. 
 

9.3.3 Where there is the option for quotations or tendering within Annex 2 of the 
Scheme of Delegation and Board Reserved Powers, services will normally 
require a tender and products may be accommodated via a quotation 
process.  

 
9.3.4 Tenders should be run using the Trust’s e-tendering system. 

 
9.4 Exceptions to the competitive process 

 
9.4.1 Formal competition need not be applied where: 

 
9.4.1.1 the estimated expenditure does not, or is not reasonably 

expected to, exceed the amounts set out in Annex 2 to the 
Scheme of Delegation and Board Reserved Powers (such 
figures to be reviewed annually); or 
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9.4.1.2 the supply is proposed under special arrangements negotiated 
by the Department of Health, which the Trust is required by the 
Independent Regulator to comply with;. 

 
9.4.1.3 the requirement is covered by an existing contract and the 

additional expenditure does not either constitute a material 
difference (ege.g./ change of scope, or increase in value of 10% 
orf more), or result in a shift in the economic balance of the 
contract in favour of the contractor; 

 
9.4.1.4 national public sector or NHS agreements including NHS 

Supply Chain are in place and have been approved by the 
Department of Health;  

 
9.4.1.5 a direct award to a supplier on a national or regional framework 

is permissible and recommended according to the rules of the 
framework; 

 
9.4.1.6 the requirement is to attend a training course, seminar, 

conference or similar unique event;  
 

9.4.1.7 a consortium arrangement is in place and a lead organisation 
has been appointed to carry out tendering activity on behalf of 
the consortium members; 

 
9.4.1.8 a commissioning body is market testing the whole business to 

ensure value for money and the Trust requires a partner or 
subcontractor to respond to the invitation to tender. The 
selection of the partner by the Trust need not be separately 
competed; or.  

 
9.4.1.9 the requirement is for the securing of a named individual on a 

temporary basis to fulfil a role and where substitution of another 
resource is not acceptable. In this case this does not constitute 
a procurement but the nominated Officer must still ensure value 
for money (details are contained in SFI 9.22).;   

 
9.5 Justifications for waiving competitive processes 

 
9.5.1 Formal competitive procedures may be waived where: 

 
9.5.1.1 in very exceptional circumstances where the Chief Executive 

decides that formal tendering procedures would not be 
practicable or the estimated expenditure or income would not 
warrant formal tendering procedures, and the circumstances 
are detailed in an appropriate Trust record; 

 
9.5.1.2 the requirement can be covered by an existing contract but the 

additional expenditure either constitutes a material difference 
(ege.g. change of scope, or increase in value of 10% or more), 
or results in a shift in the economic balance of the contract in 
favour of the contractor; 

 



 

Author:  Chief Finance Officer  31 
Standing Financial Instructions, Version 8 Draft 7 
January 2014July 2016 

9.5.1.3 the timescale genuinely precludes competitive tendering, but 
failure to plan the work properly is not a justification for single 
tender; 

 
9.5.1.4 after considering the specification, specialist expertise is 

required and available from only one source; 
 

9.5.1.5 the task is essential to complete the project, and arises as a 
consequence of a recently completed assignment and engaging 
different consultants for the new task would be inappropriate; 

 
9.5.1.6 there is a clear benefit to be gained from maintaining continuity 

with an earlier project.  However, in such cases the benefits of 
such continuity must outweigh any potential financial advantage 
to be gained by competitive tendering; or 

 
9.5.1.7 for the provision of legal advice and services provided that any 

legal firm or partnership commissioned by the Trust is regulated 
by the Solicitors Regulation Authority for the conduct of their 
business (or by the Bar Council for England and Wales in 
relation to the obtaining of Counsel's opinion) and are generally 
recognised as having sufficient expertise in the area of work for 
which they are commissioned provided that the Chief 
FinancialFinance Officer is satisfied that any fees paid by the 
Trust are reasonable and within commonly accepted rates for 
the costing of such work. 

 
9.5.2 The waiving of competitive tendering procedures should not be used to 

avoid competition or for administrative convenience or to award further 
work to a consultant originally appointed through a competitive procedure. 

 
9.5.3 Where it is decided that competitive tendering is not applicable and should 

be waived by virtue of any provision of SFI 9.5.1.1 to 9.5.1.76 above: 
 

9.5.3.1 a non-competitive quotations in writing will be obtained; and  
 

9.5.3.2 the fact of the waiver and the reasons should be documented 
and recorded in an appropriate Trust record endorsed in 
accordance with Annex 2 of the Scheme of Delegation and 
Board Reserved Powers, and reported to the Audit, Assurance 
and Risk Committee in a formal meeting where the value of the 
contract is over £25,000. A log of such approvals should be 
maintained by the Chief Financial Finance Officer. 

 
9.6 Fair and adequate competition 

 
9.6.1 Except where SFI 9.4.1 or 9.5.1 or a requirement under SFI 9.1.1.3 applies, 

the Board of Directors shall ensure that invitations to tender/quote are sent 
to a sufficient number of firms/individuals to provide fair and adequate 
competition as appropriate and in accordance with Annex 2 of the Scheme 
of Delegation and Board Reserved Powers, and for formal tenders in no 
case less than three firms/individuals, having regard to their capacity to 
supply the goods or materials or to undertake the services or works 
required.  
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9.6.2 Where an opportunity is being advertised to attract a wider field of suppliers 
and the value is >£25,000 it should all be registered on Contracts Finder. 

 
 

9.7 Items which subsequently breach thresholds after original approval 
 

9.7.1 Items purchased according to the limits set in Annex 2 of the Scheme of 
Delegation and Board Reserved Powers, which subsequently prove to 
have a value above such limits, shall be recorded by the Chief Financial 
Finance Officer recorded in an appropriate Trust record and reported to the 
Audit, Assurance and Risk Committee. 

 
9.8 Invitation to tender 

 
9.8.1 All invitations to tender shall state the date and time as being the latest 

time for the receipt of tenders. 
 

9.8.2 All invitations to tender shall state that no tender will be accepted unless 
submitted in either: 

 
9.8.2.1 electronic format using the Trust’s  e-tendering system; or 

 
9.8.2.2 a plain sealed package or envelope bearing a pre-printed label 

supplied by the Trust (or the word "tender" followed by the 
subject to which it relates) and the latest date and time for the 
receipt of such tender addressed to the Chief Executive or 
his/her Nominated Officer; or 

 
9.8.2.3 in a special envelope/package supplied by the Trust to 

prospective tenderers and the tender envelopes/packages shall 
not bear any names or marks indicating the sender.  The use of 
courier/postal services must not identify the sender on the 
envelope or on any receipt so required by the deliverer.   

 
9.8.3 In relation to the procurement of capital construction projects or estate 

services: 
 

9.8.3.1 The Trust will consider the use of the "ProCure 21" framework 
of "principal supply chain partners" who have been engaged 
under a central arrangement with the Department of Health to 
provide a "one stop shop" for the provision of design and 
construction advice and delivery for all stages of a project using 
standard documentation based on the New Engineering 
Contract (NEC) Engineering and Construction Contract.  The 
use of the ProCure 21 framework arrangement avoids the need 
for the issue of advertisements in the Official Journal of the 
European Union to select designers and contractors if the value 
of the works and services exceeds the relevant financial 
thresholds set out in the Public Service Contracts Regulations 
2006, as amended (or any statutory modification, replacement 
or re-enactments made).  For smaller value work, or work for 
which the Trust does not wish to make use of the ProCure 21 
framework, the Trust will ensure that construction contracts 
embody the relevant forms of contract from the suite of 
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contracts published by the Joint Contracts Tribunal, the NEC 
(New Engineering Contract) or others as approved by the 
Associate Director of Estates and Facilities Management. 

 
9.8.3.2 Where the subject matter of the contract is primarily the 

instalment of specialist plant, the Trust will consider one of the 
relevant standard forms of contract from the Joint Contracts 
Tribunal or the NEC for the installation of electrical or process 
plant (the main difference with such contracts being the 
attention to testing the relevant equipment or plant to make sure 
it passes operational tests at various stages of its delivery or 
installation). 

 
9.8.3.3 With regard to the appointment of construction professionals 

such as project managers in relation to ProCure 21 projects, 
cost consultants and, in relation to non-ProCure 21 projects, 
designers, the Trust will ensure that a common form of 
appointment is adopted for all consultants with appropriate 
differentiation of the services to be provided according to the 
discipline being appointed (i.e. a project manager's services will 
be to provide project management services and an architect's 
services will be related to the provision of architectural design). 

 
9.8.3.4 Where a common form of appointment is adopted pursuant to 

SFI 9.87.3.3 above, the Trust will ensure that all consultants 
have the same basic obligations and are subject to the same 
provisions regarding, for example, dispute resolution. 

 
9.8.3.5 The Trust will not use the NHS "Blue Book" agreement as the 

basis for the appointment of architects, surveyors and 
engineers without ensuring that corrective amendments are 
made to the agreement generally and in particular to the 
payment and dispute resolution provisions, to ensure 
compliance with the Housing Grants, Construction and 
Regeneration Act 1996. 

 
9.8.4 The Officer handling the procurement will send a "notification of tender 

form" listing the parties invited to tender to the Chief Executive or 
Nominated Officer. 

 
9.8.5 Every tender must have given, or give, a written undertaking not to engage 

in collusive tendering or other restricted practice.   
 

9.9 Receipt and safe custody of tenders 
 
9.9.1 The Chief Executive or his/her Nominated Officer will be responsible for the 

receipt, endorsement and safe custody of tenders received until the time 
appointed for their opening.  Tenders processed using the e-tendering 
system are not accessible until the appointed time. 

 
9.9.2 The date and time of receipt of each tender shall be automatically recorded 

on the e-tendering system or endorsed on the unopened tender 
envelope/package. 
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9.10 Opening tenders and register of tenders 
 
9.10.1 Electronic tendering is preferred for all tenders and will include a full audit 

trail.  Where this is not used the following rules apply. 
9.10.19.10.2 Except 

in the case of quotations and tenders relating to capital construction 
projects and estate services (see SFI 9.10.6 below), and subject to SFI 
9.10.2 below, as soon as practicable after the date and time stated as 
being the latest time for the receipt of tenders, they shall be opened by two 
Officers designated by the Chief Executive and not from the originating 
department. 

 
9.10.29.10.3 An 

Executive Director will be required to be one of the two Officers present for 
the opening of the tenders estimated above £1 million.  The rules relating 
to the opening of tenders will need to be read in conjunction with any 
delegated authority set out in the Scheme of Delegation and Board 
Reserved Powers. 

 
9.10.39.10.4 The 

"originating department" referred to in SFI 9.10.1 above and in subsequent 
paragraphs will be taken to mean the department sponsoring or 
commissioning the tender. 

 
9.10.49.10.5 The 

involvement of Finance Directorate staff in the preparation of a tender 
proposal will not preclude the Chief Financial Finance Officer or any 
approved senior Officer from the Finance Directorate from serving as one 
of the two Officers required to open tenders. 

 
9.10.59.10.6 All 

Executive Directors will be authorised to open tenders regardless of 
whether they are from the originating department provided that the other 
Officer opening tenders with them is not from the originating department. 

 
9.10.69.10.7 In the 

case of quotations and tenders relating to capital constructions projects 
and estate services, and subject to the provisions set out in the Scheme of 
Delegation and Board Reserved Powers, tenders and quotations shall be 
opened by two Estates and Facilities Management&FM officers designated 
by the Chief Executive the Associate Director of Estates and Facilities 
Management, and quotes may be opened by a Nominated Officer of the 
Estates and Facilities Management department and as set out in Appendix 
2 of Annex 2 to the Scheme of Delegation and Board Reserved Powers, so 
long as the Officer is not the Officer requesting the quotation. 

 
9.10.79.10.8 The 

Company Secretary will count as an Executive Director for the purposes of 
opening tenders.  In the case of contracts relating to capital construction 
projects and estate services, the Associate Director of Estates and 
Facilities Management shall count as an Executive Director for the purpose 
of opening tenders. 
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9.10.89.10.9 Every 
tender received shall be marked with the date of opening and initialled by 
those present at the opening.  The e-tendering system shall record opening 
times and deadlines for procurements made through this process. 

 
9.10.99.10.10 A 

register (the "Register of Tenders") shall be maintained by the Chief 
Executive, or an Officer authorised by him/her, to show for each set of 
competitive tender invitations dispatched: 

 
9.10.9.19.10.10.1 the names of all firms and/or individuals invited to 

tender;  
 

9.10.9.29.10.10.2 the names of all firms and/or individuals from which 
tenders have been received;  

 
9.10.9.39.10.10.3 the date the tenders were opened; 

 
9.10.9.49.10.10.4 the persons present at the opening or administering 

the e-tender process; 
 

9.10.9.59.10.10.5 the price shown on each tender; and 
 

9.10.9.69.10.10.6 a note where price alterations have been made on the 
tender.   

 
9.10.109.10.11 Each 

entry to the Register of Tenders shall be signed by those persons present 
at the opening of the tenders. 

 
9.10.119.10.12 A note 

shall be made in the Register of Tenders if any one tender price has had 
so many alterations that it cannot be readily read or understood. 

 
9.10.129.10.13 Incompl

ete tenders (i.e. those from which information necessary for the 
adjudication of the tender is missing), and amended tenders (i.e. those 
amended by the tenderer upon his/her own initiative either orally or in 
writing after the due time for receipt, but prior to the opening of other 
tenders), should be dealt with in the same way as late tenders (see SFI 
9.12 below). 

 
9.11 Admissibility 

 
9.11.1 If for any reason the designated Officers appointed pursuant to SFI 9.9.1 

above are of the opinion that the tenders received are not strictly 
competitive (for example, because their numbers are insufficient or any are 
amended, incomplete or qualified) no contract shall be awarded without the 
approval of the Chief Executive. 

 
9.11.2 Where only one tender is sought and/or received, the Chief Executive and 

Chief Financial Finance Officer or Associate Director of Estates and 
Facilities Management for contracts relating to capital construction projects 
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and estate services shall, as far as practicable, ensure that the price to be 
paid is fair and reasonable and will ensure value for money for the Trust. 

 
9.11.3 Where a tender is received and not deemed as being compliant the tender 

will be excluded from the process.  Any such tenders will be recorded with 
the rationale for non-compliance identified. 

 
9.12 Late tenders 

 
9.12.1 Tenders received after the due date and time, but prior to the opening of 

the other tenders, may be considered only if the Chief Executive or his/her 
Nominated Officer decides that there are exceptional circumstances (i.e. 
despatcheddispatched in good time but delayed through no fault of the 
tenderer). 

 
9.12.2 Only in the most exceptional circumstances will a tender be considered 

which is received after the opening of the other tenders and only then if the 
tenders that have been duly opened have not left the custody of the Chief 
Executive or his/her Nominated Officer or if the process of evaluation and 
adjudication has not yet started. 

 
9.12.3 While decisions as to the admissibility of late, incomplete or amended 

tenders are under consideration, the tender documents shall be kept 
strictly confidential, recorded and held in safe custody by the Chief 
Executive or his/her Nominated Officer. 

 
9.12.4 Accepted late tenders will be recorded in a Trust record and reported to the 

Audit, Assurance and Risk Committee. 
 

9.13 Cancellation of a tender process 
 
9.13.1 Tenders published and subsequently ceased at any stage before award of 

a contract will be reported to the Chief Finance Officer and recorded in the 
contract file detailing the reasons for the cancellation and the alternative 
arrangements for provision of the service, product or works. 

 
9.14 Acceptance of formal tenders 

 
9.14.1 Any discussions with a tenderer which are deemed necessary to clarify 

technical aspects of his/her tender before the award of a contract will not 
disqualify the tender. 

 
9.14.2 In all tenders the Trust will endeavour to obtain best value for money. It is 

accepted that for some products and services the lowest price does not 
always represent the best value for money.  Other factors to be taken into 
consideration could include: 

 
9.14.2.1 reliability; 
9.14.2.2 clinical risk reduction; 
9.14.2.3 experience and qualifications of team members; 
9.14.2.4 understanding of client's needs; 
9.14.2.5 feasibility and credibility of proposed approach;  
9.14.2.6 ability to complete the project on time. 
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9.14.3 Where other factors are taken into account in selecting a tenderer, these 
must be clearly recorded and documented in the contract file or ratification 
document, and the reason(s) for not acceptinged the lowest tender clearly 
stated. 

 
9.14.4 No tender shall be accepted which will commit expenditure in excess of 

that which has been allocated by the Trust and which is not in accordance 
with these SFIs except with the authorisation of the Chief Executive. 

 
9.14.5 The use of these procedures SFIs must demonstrate that the award of the 

contract was not in excess of the going market rate/price current at the 
time the contract was awarded and that best value for money was 
achieved.   

 
9.14.6 Where a tender price is significantly lower than the other bids or gives 

other grounds for doubting the credibility of the bid a written explanation of 
the offer must be sought. If the evidence provided does not satisfactorily 
account for the bid price or the offering, the bid will be rejected, this will be 
reported to the Chief Finance Officer and this must be clearly recorded and 
documented in the contract file or ratification document.  

 
9.14.7 All tenders should be treated as confidential and should be retained for 

inspection. 
 

9.15 Tender reports to the Board of Directors 
 
9.15.1 Tender reports to the Board of Directors shall be made on an exceptional 

circumstances basis only in accordance with the requirements of the 
Scheme of Delegation and Board Reserved Powers. 

 
9.16 Estate Services list of approved firms  

 
9.16.1 Responsibility for maintaining list of approved firms 

 
9.16.1.1 An Officer nominated by the Chief Executive shall, on behalf of 

the Trust, maintain lists of approved firms from whom tenders 
and quotations may be invited.  These shall be kept under 
frequent review.  The lists shall include all firms who have 
applied for permission to tender and as to whose technical and 
financial competence the Trust is satisfied.  All suppliers must 
be made aware of the Trust's terms and conditions of contract 
(where relevant). 

 
9.16.2 Capital Construction Projects and Estate Services 

 
9.16.2.1 Invitations to tender shall be made only to firms included on the 

approved list compiled in accordance with SFI 9.16.1 and held 
by the Associate Director for Estates and Facilities 
Management. 

 
9.16.2.2 Firms included on the approved list shall ensure that when 

engaging, training, promoting or dismissing employees or in any 
conditions of employment, shall not discriminate against any 
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person and shall act in accordance with all relevant 
employment legislation and guidance. 

 
9.16.2.3 Firms included on the approved list shall conform at least with 

the requirements of the Health and Safety at Work Act 1974 (as 
amended) and any amending and/or other related legislation 
concerned with the health, safety and welfare of workers and 
other persons, and to any relevant British standard code of 
practice issued by the British Standard Institution.  Firms must 
provide to the appropriate Officer a copy of its safety policy and 
evidence of the safety of plant and equipment and other related 
documentation requested by the Associate Director for Estates 
and Facilities Management. 

 
9.16.3 Exceptions to using approved contractors 

 
9.16.3.1 If in the opinion of the Chief Executive and the Chief 

FinancialFinance Officer, or the Director with lead responsibility 
for clinical governance or Estates and Facilities Management (for 
capital construction projects and estate services), it is impractical 
to use a potential contractor from the list of approved firms (for 
example where specialist services or skills are required and there 
are insufficient suitable potential contractors on the list), or where 
a list for whatever reason has not been prepared, the Chief 
Executive should ensure that appropriate checks are carried out 
as to the technical and financial capability of those firms that are 
invited to tender or quote. 

 
9.16.3.2 An appropriate record in the contract file should be made of the 

reasons for inviting a tender or quote other than from an 
approved list. 

 
9.17 Competitive quotations 

 
9.17.1 Quotations are required to be obtained where formal tendering procedures 

need not be applied under SFI 9.4.1 or where they have been waived 
under SFI 9.5.1 and where the intended expenditure or income exceeds, or 
is reasonably expected to exceed the limits defined in the Scheme of 
Delegation and Board Reserved Powers and/or these SFIs. 

 
9.17.2 Where quotations are required under SFI 9.17.1 they should be obtained 

from at least three firms (see Annex 2 of the Scheme of Delegation and 
Board Reserved Powers) and/or individuals based on specifications or 
terms of reference prepared on behalf of, the Board of Directors. 

 
9.17.3 Quotations must be in writing in accordance with the Scheme of Delegation 

and Board Reserved Powers unless the Chief Executive or his/her 
Nominated Officer determines that it is impractical to do so in which case 
quotations may be obtained by telephone. Confirmation in writing of 
telephone quotations must be obtained as soon as possible and the 
reasons why the telephone quotation was obtained should be set out in a 
permanent record. 
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9.17.4 All quotations should be treated as confidential and should be retained for 
inspection. 

 
9.17.5 The Nominated Officer should evaluate the quotations and select the one 

which gives the best value for money. If this is not the lowest quotation if 
payment is to be made by the Trust, or the highest if payment is to be 
received by the Trust, then this fact and the reasons why must be recorded 
in a permanent record and approved by the Chief Executive and the Chief 
FinancialFinance Officer or Nominated Officer.  In the case of capital 
constructions projects and estate services this will be the Associate 
Director for Estates and Facilities Management. 

 
9.18 Quotations to be within Financial Limits 
 

9.18.1 No quotation shall be accepted which will commit expenditure in excess of 
that which has been allocated by the Trust and which is not in accordance 
with these SFIs except with the authorisation of either the Chief Executive 
or Chief FinancialFinance Officer or Nominated Officer. In the case of 
capital construction projects and estate services this will be the Associate 
Director for Estates and Facilities Management. 

 
9.19 Financial standing and technical competence of contractors 

 
9.19.1 Proportional due diligence checks of potential suppliers will be undertaken 

based on the value and criticality of the service or goods to be provided. 
This will include partners and sub-contractors where the Trust has joined 
with another organisation to supply a service. 

 
9.19.2 All tendered contracts will use the SID4Gov supplier database or Dunn & 

Bradstreet latest ruling to review nationally available supplier information.  
 

9.19.3 Where a Pre-Qualification Questionnaire is used suppliers will be assessed 
against evidence of financial robustness and technical qualifications. 

 
9.19.4 Technical competence of contractors will be assessed based on their 

ability to meet the technical requirements defined in the Invitation to 
Tender.  

 
9.20 Authorisation of tenders and competitive quotations 
 

9.20.1 Subject to SFI 9.20.2 below and providing all the conditions and 
circumstances set out in these SFIs have been fully complied with, formal 
authorisation and awarding of a contract may be decided in accordance 
with Annex 2 of the Scheme of Delegation and Board Reserved Powers. 

 
9.20.2 Formal authorisation must be put in writing by the relevant Officer or, in the 

case of authorisation by the Board of Directors, such authorisation must be 
recorded in the minutes of the meeting at which the authorisation was 
given. 

 
9.20.3 The formal agreement with the successful supplier must be documented 

and supported by a purchase order. 
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9.20.39.20.4 The 
levels of authorisation set out in Annex 2 of the Scheme of Delegation and 
Board Reserved Powers may be varied or changed from time to time by 
the Board of Directors and at Annex 2 of the Scheme of Delegation and 
Board Reserved Powers must read in conjunction with the Scheme of 
Delegation and Board Reserved Powers and/or SFIs.  

 
9.21 Private finance for capital procurement 

 
9.21.1 The Trust should normally market-test for "Private Finance Initiative" 

funding when considering a capital procurement. When the Board of 
Directors proposes, or is required, to use finance provided by the private 
sector the following should apply: 

 
9.21.1.1 The Chief Executive and Chief Financial Finance Officer shall 

demonstrate that the use of private finance represents value for 
money and genuinely transfers risk to the private sector. 

 
9.21.1.2 A business case must be prepared and the Trust shall comply 

with any relevant guidance and/or best practice advice issued 
by the Independent Regulator. 

 
9.21.2 The proposal must be specifically agreed by the Board of Directors in the 

light of such professional advice as should reasonably be sought in 
particular with regard to vires. 

 
9.21.3 The selection of a contractor and/or finance company must be on the basis 

of competitive tendering or quotations. 
 

9.22 Personnel and agency or temporary staff contracts 
 

9.22.1 The Chief Executive shall nominate Officers with delegated authority to 
enter into contracts for the employment of other Officers and enter into 
contracts for the engagement of agency staff, temporary staff or others 
under service contracts. 

 
9.22.2 Officers entering into contracts for the employment of interims or other 

named individuals where the contract is not deemed a procurement (see 
ref 9.4.10) must ensure value for money either by: 

 
9.22.2.1 utilising the agencies approved by the Director of Human 

Resources Workforce, Development and Communications. 
 

9.22.2.2 reference to the equivalent Agenda for Change rates,  
 

9.22.2.3 reference to salary surveys or other benchmarks. 
  

9.22.3 In the case where an individual is not on the Trust payroll nor employed via 
an agency approved by the Director of Human ResourcesWorkforce, 
Development and Communications, the Officer must gain assurances from 
the individual or company regarding adherence to HMRC tax rules, and 
complete the HMRC Employee Status Indicator (ESI). 

 
9.23 NHS and other healthcare service contracts 
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9.23.1 Contracts made between the Trust and other "health service bodies" (as 

defined in Section 9(4) of the 2006 Act) for the supply of goods or services 
will be legally binding contracts and therefore not classed as "NHS 
contracts" for the purposes of Section 9(1) of the 2006 Act. 

 
9.23.2 The Chief Executive shall nominate Officers to commission and enter into 

contracts with health service bodies and other healthcare service providers 
in accordance with Annex 3 of the Scheme of Delegation and Board 
Reserved Powers and in line with plans approved by the Board of 
Directors. 

 
9.23.3 The Chief Executive, as Accounting Officer, will ensure that regular reports 

are provided to the Board of Directors detailing actual and forecast income 
from: 

 
9.23.3.1 contracts with Health Service Bodies; 

 
9.23.3.2 contracts with other healthcare service providers; 

 
9.23.3.3 contracts for education and training services; and 

 
9.23.3.4 other contracts for the supply of goods or services,  

 
provided to NHS and/or third party commissioners for which the Trust is the 
provider of the goods or services in question.   

 
9.24 Prevention of corruption 

 
9.24.1 Except where specific provision is made in model forms of contracts or 

standard schedules of conditions approved for use within the NHS, there 
shall be inserted in every written contract entered into by the Trust a clause 
empowering the Trust to cancel the contract and to recover from the 
contractor the amount of any loss resulting from such cancellation, if: 

 
9.24.1.1 the contractor shall have offered, or given or agreed to give, 

any person any gift or consideration of any kind as an 
inducement or reward for doing or forbearing to do or for having 
done or forborne to do any action in relation to the obtaining or 
execution of the contract or any other contract with the Trust; or  

 
9.24.1.2 for showing or forbearing to show favour or disfavor to any 

person in relation to the contracts or any other contract with the 
Trust, or if the like acts shall have been done by any person 
employed by him/her or acting on his/her behalf (whether with 
or without the knowledge of the contractor); or 

 
9.24.1.3 if in relation to any contract with the Trust the contractor or any 

person employed by him/her or acting on his/her behalf shall 
have committed any offence under the Prevention of Corruption 
Acts or any other appropriate legislation. 

 
9.25 Determination of contracts for failure to deliver goods or material 
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9.25.1 There shall be inserted in every written contract for the supply of goods or 
materials entered into by the Trust a clause to secure that, should the 
contractor fail to deliver the goods or materials or any portion thereof within 
the time or times specified in the contract, the Trust may (without prejudice 
to any other rights under the contract) determine the contract either wholly 
or to the extent of such default and purchase other goods, or material of 
similar description to make good (a) such default, or (b) in the event of the 
contract being wholly determined the goods or materials remaining to be 
delivered.  The contract shall further secure that the amount by which the 
cost of so purchasing other goods or materials exceeds the amount which 
would have been payable to the contractor in respect of the goods or 
materials shall be recoverable from the contractor. 

 
9.26 Contracts involving funds held on trust 

 
9.26.1 Subject to SFI 9.26.2 below, contracts involving funds held on trust shall do 

so individually to a specific named fund. Such contracts involving charitable 
funds shall comply with the requirements of the Charities Acts. 

 
9.26.2 SFI 9.26.1 shall not only apply to expenditure from Exchequer funds but 

also to works, services and goods purchased from the Trust’s trust funds 
and private resources. 

 
9.27 Disposals 

 
9.27.1 Competitive tendering or quotation procedures shall not apply to the 

disposal of: 
 

9.27.1.1 any matter in respect of which a fair price can be obtained only 
by negotiation or sale by auction as determined (or pre-
determined in a reserve) by the Chief Executive or his/her 
Nominated Officer; 

 
9.27.1.2 obsolete or condemned articles and stores, which may be 

disposed of in accordance with the supplies policy of the Trust; 
 

9.27.1.3 items to be disposed of with an estimated sale value of less 
than £1,000.  This figure is to be reviewed annually by the Chief 
FinancialFinance Officer; 

  
9.27.1.4 items arising from works of construction, demolition or site 

clearance, which should be dealt with in accordance with the 
relevant contract; or 

 
9.27.1.5 any matter which the Independent Regulator has issued 

specific guidance in relation to. 
 

9.28 In-house services 
 

9.28.1 The Chief Executive shall be responsible for ensuring that best value for 
money can be demonstrated for all services provided by the Trust on an in-
house basis. The Trust may also determine from time-to-time that in-house 
services should be market-tested by competitive tendering. 
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9.28.2 In all cases where the Trust determines that in-house services should be 
subject to competitive tendering the following groups shall be set up: 

 
9.28.2.1 "specification group", comprising the Chief Executive or 

Nominated Officer(s) and specialist(s); 
 

9.28.2.2 "in-house tender group", comprising representatives of the in-
house team, a nominee of the Chief Executive and appropriate 
technical support; and 

 
9.28.2.3 "evaluation group", comprising normally a specialist Officer, a 

supplies Officer and a representative of the Chief Financial 
Finance Officer. For services having a likely annual expenditure 
exceeding £500,000 a Non-Executive Director should be a 
member of the evaluation group. 

 
9.28.3 All groups referred to in SFIs 9.28.2.1 to 9.28.2.3 above should work 

independently of each other but individual Officers may be a member of 
more than one group. No member of the "in-house tender group" may, 
however, participate in the evaluation of tenders. 

 
9.28.4 The "evaluation group" shall make recommendations to the Board of 

Directors. 
 

9.28.5 The Chief Executive shall nominate an Officer to oversee and manage the 
in-house service on behalf of the Board of Directors. 

 
10 AGREEMENTS FOR PROVISION OF SERVICES 
 

10.1 Legally binding agreements 
 
10.1.1 Subject to the provisions of SFI 9.24 above and Annex 3 of the Scheme of 

Delegation and Board Reserved Powers, the Chief Executive, as the 
Accounting Officer, is responsible for ensuring the Trust enters into suitable 
legally binding agreements with service commissioners for the provision of 
NHS services.  All agreements should aim to implement the agreed 
priorities contained within the relevant plans and wherever possible, be 
based upon integrated care pathways to reflect expected patient 
experience. In discharging this responsibility, the Chief Executive should 
take into account: 

 
10.1.1.1 the standards of service quality expected; 

 
10.1.1.2 the relevant national service framework (if any); 

 
10.1.1.3 the provision of reliable information on cost and volume of 

services; 
 

10.1.1.4 that agreements build where appropriate on existing partnership 
arrangements; and 

 
10.1.1.5 any model contracts issued by the Department of Health. 
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10.1.2 Where the Trust makes arrangements for the provision of services by non-
NHS providers it is the Chief Executive, as the Accounting Officer, who is 
responsible for ensuring that the agreements put in place have due regard 
to the quality and the cost-effectiveness of the services provided. Before 
making any agreement with non-NHS providers, the Trust should explore 
fully the scope to make maximum cost-effective use of NHS facilities. 

 
11 TERMS OF SERVICE AND PAYMENT OF DIRECTORS AND OFFICERS 

 
11.1 Remuneration, allowances and terms and conditions of office – Executive 

Directors 
 

11.1.1 In accordance with paragraph 340 of the Constitution and the Standing 
Orders for the Board of Directors, the Board of Directors shall establish a 
committee of Non-Executive Directors to decide the remuneration and 
allowances, and the other terms and conditions of office of the Executive 
Directors ("Nominations and Remuneration Committee"). 

 
11.1.2 The Nominations and Remuneration Committee shall have such terms of 

reference (including which posts in addition to the Executive Directors fall 
within its area of responsibility, its composition, and the arrangements for 
reporting back to the Board of Directors) and powers, and be subject to 
such conditions as the Board of Directors shall decide in accordance with 
any legislation, and/or regulations and/or such guidance or best practice 
advice issued by the Independent Regulator. 

 
11.1.3 Notwithstanding SFIs 11.1.1 and 11.1.2 above, the Nominations and 

Remuneration Committee will: 
 

11.1.3.1 decide the remuneration and allowances, and the other terms 
and conditions of office of the Chief Executive and other 
Executive Directors, including: 

 
11.1.3.2 all aspects of salary (including any performance-related 

elements and/or bonuses).  Any performance-related elements 
of the remuneration of Executive Directors should be designed 
to align their interests with those of patients, service users and 
taxpayers and to give these Executive Directors keen incentives 
to perform at the highest levels.  In designing schemes of 
performance-related remuneration, the Nomination and 
Remuneration Committee should comply with the following 
provisions: 

 
(i) the Nomination and Remuneration Committee should 

consider whether the Executive Directors should be eligible 
for annual bonuses.  If so, performance conditions should be 
relevant, stretching and designed to match the long term 
interests of the public.  Upper limits should be set and 
disclosed. 

 
(ii) payouts or grants under all incentive schemes should be 

subject to challenging performance criteria reflecting the 
objectives of the Trust.  Consideration should be given to 
criteria which reflect the performance of the Trust relative to 
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a group of comparator NHS foundation trusts in some key 
indicators. 

 
(iii) in general, only basic salary should be pensionable. 

 
(iv) the Nominations and Remuneration Committee should 

consider pension consequences and associated costs to the 
Trust of basic salary increases and any other changes in 
pensionable remuneration, especially for Executive Directors 
close to retirement; 

 
11.1.3.3 provisions for other benefits, including pensions and cars; 

 
11.1.3.4 arrangements for termination of employment and other 

contractual terms; 
 

11.1.3.5 make other decisions on the remuneration, allowances and 
other terms and conditions of office of the Chief Executive and 
other Executive Directors to ensure they are fairly rewarded for 
their individual contribution to the Trust – having proper regard 
to the Trust’s circumstances and performance and to the 
provisions of any national arrangements where appropriate; 

 
11.1.3.6 monitor and evaluate the performance of individual Executive 

Directors and 
 

11.1.3.7 decide on and oversee appropriate contractual arrangements 
for all Executive Directors, including the proper calculation and 
scrutiny of termination payments taking account of such 
guidance and/or best practice advice issued by the Independent 
Regulator, as is appropriate. 

 
11.1.4 The Nomination and Remuneration Committee shall report in writing to the 

Board of Directors the basis for its decisions in relation to the 
remuneration, allowances and other terms and conditions of office of the 
Chief Executive and other Executive Directors.  
 

11.1.5 The Trust will pay remuneration and allowances to the Chairman and other 
Non-Executive Directors in accordance with the decisions of the Council of 
Governors under paragraph 3034.1 of the Constitution. 

 
11.2 Funded establishment 

 
11.2.1 The Trust's workforce plans incorporated within the annual Budget will form 

the funded establishment.  
 

11.2.2 The funded establishment of any department once agreed in the annual 
Budget may not be varied without the approval of the Chief Executive or 
Chief Operating Finance Officer. 

 
11.3 Appointments 
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11.3.1 No Director or Officer may engage, re-engage, or regrade Officers, either 
on a permanent or temporary nature, or hire agency staff, or agree to 
changes in any aspect of remuneration: 

 
11.3.1.1 unless authorised to do so by the Chief Executive or delegated 

relevant Director; and 
 

11.3.1.2 within the limit of their approved Budget and funded 
establishment. 

 
11.3.2 The Board of Directors will approve any procedures presented by the Chief 

Executive for the determination of commencing pay rates and condition of 
service for Officers. 

 
11.3.3 Management consultants may only be engaged by executive directors.  

The engagement of management consultants requires a business case 
with clear scope and deliverables and the approval of two executive 
directors.  Any assignment with an expected or cumulative value in excess 
of £50,000 will require Audit, Assurance and Risk Committee approval with 
a subsequent report to the Board of Directors.  Audit, Assurance and Risk 
Committee will receive a report once a quarter highlighting the use of 
management consultants including the value of spends incurred and 
known/likely future requirements.  In addition, Audit, Assurance and Risk 
Committee will conduct an evaluation of the performance of each 
management consultant at least once a year.  Purchase orders must be 
used for each individual management consultant assignment. 

 
11.4 Processing of payroll 

 
11.4.1 The Director of Human ResourcesWorkforce, Development and 

Communications is responsible for: 
 

11.4.1.1 specifying timetables for submission of properly authorised time 
records and other notifications; 

 
11.4.1.2 the final determination of pay and allowances, save for those 

determined in accordance with the provisions of SFI 11.1; 
 

11.4.1.3 making payment on agreed dates; and 
 

11.4.1.4 agreeing method of payment. 
 

11.4.2 The Director of Human ResourcesWorkforce, Development and 
Communications will issue instructions regarding: 

 
11.4.2.1 verification and documentation of data; 

 
11.4.2.2 the timetable for receipt and preparation of payroll data and the 

payment of Officers and Directors; 
 

11.4.2.3 maintenance of subsidiary records for superannuation, income 
tax, social security and other authorised deductions from pay; 

 
11.4.2.4 security and confidentiality of payroll information; 
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11.4.2.5 checks to be applied to completed payroll before and after 

payment; 
 

11.4.2.6 authority to release payroll data under the provisions of the 
Data Protection Act 1998; 

 
11.4.2.7 methods of payment available to various categories of Officers 

and Directors; 
 

11.4.2.8 procedures for payment by cheque, bank credit, or cash to 
Officers and Directors; 

 
11.4.2.9 procedures for the recall of cheques and bank credits; 

 
11.4.2.10 pay advances and their recovery; 

 
11.4.2.11 maintenance of regular and independent reconciliation of pay 

control accounts; 
 

11.4.2.12 separation of duties of preparing records and handling cash; 
and 

 
11.4.2.13 a system to ensure the recovery from those leaving the 

employment or engagement of the Trust of sums of money and 
property due by them to the Trust. 

 
11.4.3 The Director of Human ResourcesWorkforce, Development and 

Communications will ensure that appropriately Nominated Officers have 
delegated responsibility for: 

 
11.4.3.1 submitting time records, and other notifications in accordance 

with agreed timetables; 
 

11.4.3.2 completing time records and other notifications in accordance 
with the Director of Human ResourcesWorkforce, Development 
and Communications' instructions and in the form prescribed by 
the Director of Human ResourcesWorkforce, Development and 
Communications; 

 
11.4.3.3 submitting termination forms in the prescribed form immediately 

upon knowing the effective date of an Officer’s or Director's 
resignation, termination or retirement.  Where an Officer or 
Director fails to report for duty or to fulfill obligations in 
circumstances that suggest they have left without notice, the 
Director of Human ResourcesWorkforce, Development and 
Communications must be informed immediately and must in 
turn inform the Chief Financial Finance Officer as soon as 
possible. 

 
11.4.4 Regardless of the arrangements for providing the payroll service, the 

Director of Human ResourcesWorkforce, Development and 
Communications shall ensure that the chosen method is supported by 
appropriate (contracted) terms and conditions, adequate internal controls 
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and audit review procedures and that suitable arrangements are made for 
the collection of payroll deductions and payment of these to appropriate 
bodies. 

 
11.5 Contracts of employment and letters of appointment 

 
11.5.1 The Board of Directors shall delegate responsibility to a Nominated Officer 

for: 
 

11.5.1.1 ensuring that all Officers and Executive Directors are issued 
with a contract of employment in a form approved by the Board 
of Directors and which complies with employment legislation; 
and  

 
11.5.1.2 dealing with variations to, or termination of, contracts of 

employment. 
 

11.5.2 The Board of Directors and the Council of Governors shall agree 
appropriate standard form letters of appointment for the Non-Executive 
Directors, subject always to the provisions of paragraph 3430.1 of the 
Constitution. 

 
12 NON-PAY EXPENDITURE 
 

12.1 Delegation of authority 
 

12.1.1 The Board of Directors will approve the level of non-pay expenditure on an 
annual basis and the Chief Executive will determine the level of delegation 
to Budget Holders. 

 
12.1.2 The Chief Executive will set out in the Scheme of Delegation and Board 

Reserved Powers: 
 

12.1.2.1 the list of Officers who are authorised to place requisitions for 
the supply of goods and services; and 

 
12.1.2.2 the maximum level of each requisition and the system for 

authorisation above that level. 
 

12.1.3 The Chief Executive shall set out procedures on the seeking of 
professional advice regarding the supply of goods and services. 

 
12.2 Choice, requisitioning, ordering, receipt and payment of goods and services 

  
12.2.1 Requisitioning 

 
12.2.1.1 The requisitioner, in choosing the item to be supplied (or the 

service to be performed) shall always seek to obtain the best 
value for money for the Trust. In so doing, the advice of the 
Trust’s procurement team shall be sought. Where this advice is 
not acceptable to the requisitioner, the Chief Financial Finance 
Officer (and/or the Chief Executive) shall be consulted. 

 
12.2.2 System of payment and verification 
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12.2.2.1 The Chief Financial Finance Officer shall be responsible for the 

prompt payment of accounts and claims. Payment of contract 
invoices shall be in accordance with contract terms, or 
otherwise, in accordance with national guidance issued by the 
Independent Regulator. 

 
12.2.2.2 The Chief Executive will: 

 
12.2.2.2.1 advise the Board of Directors regarding the setting of 

thresholds above which quotations (competitive or 
otherwise) or formal tenders must be obtained and, 
once approved, the thresholds should be 
incorporated in either these SFIs or the Scheme of 
Delegation and Board Reserved Powers (as 
appropriate) and regularly reviewed; 

 
12.2.2.2.2 prepare procedural instructions (where not already 

provided in the Scheme of Delegation and Board 
Reserved Powers or procedure notes for Budget 
Holders) on the obtaining of goods, works and 
services incorporating the thresholds referred to in 
SFI 12.2.2.2.1; 

 
12.2.2.2.3 be responsible for the prompt payment of all properly 

authorised accounts and claims; 
 

12.2.2.2.4 be responsible for designing and maintaining a 
system of verification, recording and payment of all 
amounts payable. The system shall provide for: 

 
(i) a list of Directors and Officers (including 

specimens of their signatures) authorised to 
certify invoices; 

 
(ii) a process of electronic certification; 

 
(iii) certification that: 

 
(a) goods have been duly received, examined and 

are in accordance with specification and the 
prices are correct; 

 
(b) work done or services rendered have been 

satisfactorily carried out in accordance with the 
order, and, where applicable, the materials 
used are of the requisite standard and the 
charges are correct; 

 
(c) in the case of contracts based on the 

measurement of time, materials or expenses: 
the time charged is in accordance with the time 
sheets; the rates of labour are in accordance 
with the appropriate rates; the materials have 
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been checked as regards quantity, quality, and 
price, and the charges for the use of vehicles, 
plant and machinery have been examined; 

 
(d) where appropriate, the expenditure is in 

accordance with regulations and all necessary 
authorisations have been obtained; 

 
(e) the account is arithmetically correct; and 

 
(f) the account is in order for payment; 

 
(iv) a timetable and system for submission to the 

Chief FinancialFinance Officer of accounts for 
payment;  

 
(v) provision shall be made for the early submission 

of accounts subject to cash discounts or 
otherwise requiring early payment; and 

 
(vi) instructions to Officers regarding the handling 

and payment of accounts within the Trust's 
Finance Department. 

 
12.2.2.2.5 be responsible for ensuring that payment for goods 

and services is only made once the goods and 
services are received, (except as set out at SFI 
12.2.3 (prepayments) below); and 

 
12.2.2.2.6 prepare and issue procedures regarding Value 

Added Tax. 
 

12.2.3 Prepayments 
 

12.2.3.1 Prepayments are only permitted where exceptional 
circumstances apply.  In such instances: 

 
12.2.3.1.1 prepayments are only permitted where the financial 

advantages outweigh the disadvantages, (i.e. cash 
flows must be discounted to NPV using the National 
Loans Fund (NLF) rate plus 2%);  

 
12.2.3.1.2 the appropriate Executive Director or his/her 

Nominated Officer must provide, in the form of a 
written report, a case setting out all relevant 
circumstances of the purchase. The report must set 
out the effects on the Trust if the supplier is at some 
time during the course of the prepayment agreement 
unable to meet his/her commitments; 

 
12.2.3.1.3 the Chief FinancialFinance Officer will need to be 

satisfied with the proposed arrangements before 
contractual arrangements proceed (taking into 
account the relevant provisions of these SFIs and the 
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EU public procurement rules where the contract is 
above a stipulated financial threshold set out in the 
Public Contracts Regulations 2006, as amended, or 
any statutory modification, replacement or re-
enactments made); and 

 
12.2.3.1.4 the Budget Holder is responsible for ensuring that all 

items due under a prepayment contract are received 
and he/she must immediately inform the appropriate 
Executive Director or the Chief Executive if problems 
are encountered. 

 
12.2.4 Official orders 

 
12.2.4.1 Official orders should be raised using the Trust purchasing 

system barring agreed exceptions as 12.2.4.2used wherever 
practically possible (and guidance can be obtained from the 
Trust’s Procurement Department), and they mustwill: 

 
12.2.4.1.1 be consecutively numbered; 

 
12.2.4.1.2 be in a form approved by the Chief FinancialFinance 

Officer; 
 

12.2.4.1.3 state the Trust’s terms and conditions of trade; and 
 

12.2.4.1.4 only available  be issued to, and used by, those duly 
authorised by the Chief Executive. 

 
The spend areas not requiring a purchase order are maintained by 
the Procurement Department, these are: 
• Rents and Rates – typically NHS Property Services and local 

Councils 
• Utilities (water, gas, electricity) 
• Telecoms spend with Trust centrally contracted suppliers 
• NHSP spend - this is ordered via the NHSP system 
• Stationery - stationery is ordered via a portal 
• Inter-provider SLAs (contracts with other NHS or NON NHS 

Trusts or service provides) - these are covered by SLAs but 
may move to purchase order in the future 

• Continence product and supply contract– this is managed via 
the suppliers’ portal 

• Car leasing 
• Non-emergency patient Transport where initiated by other 

agencies e.g. police or requested via the commissioners 
selected supplier 

• Legal Services 
 

12.2.5 Duties of Officers 
 

12.2.5.1 Officers must ensure that they comply fully with any guidance 
issued by the Chief Executive, and that: 
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12.2.5.1.1 all contracts (other than for a simple purchase 
permitted within these SFIs, the Scheme of 
Delegation and Board Reserved Powers or delegated 
Budget), leases, tenancy agreements and other 
commitments which may result in a liability are 
notified to the Chief FinancialFinance Officer in 
accordance with SFI 9.22.5 in advance of any 
commitment being made; 

 
12.2.5.1.2 contracts above thresholds specified in the Public 

Contracts Regulations 2006 are advertised and 
awarded in accordance with these SFIs and (where 
applicable) the EU rules on public procurement; 

 
12.2.5.1.3 where consultancy advice is being obtained, the 

procurement of such advice must be in accordance 
with these SFIs, financial procedures and Trust 
guidance and any relevant guidance issued by the 
Independent Regulator; 

 
12.2.5.1.4 no order shall be issued for any item or items to any 

firm which has made an offer of gifts, reward or 
benefit to Directors or Officers, (refer to the Trust 
Business Conduct Policy for further guidance) other 
than: 

 
(i) isolated gifts of a trivial character or inexpensive 

seasonal gifts, such as calendars; or 
 

(ii) conventional hospitality, such as lunches in the 
course of working visits; 

 
12.2.5.1.5 no requisition and/or order is placed for any item or 

items for which there is no Budget provision unless 
authorised by the Chief FinancialFinance Officer on 
behalf of the Chief Executive; 

 
12.2.5.1.6 all goods, services, or works are ordered on an 

official order except works and services executed in 
accordance with a contract and purchases from petty 
cash or by corporate card; 

 
12.2.5.1.7 verbal orders must only be issued very exceptionally 

by an Officer designated by the Chief Executive and 
only in cases of emergency or urgent necessity. 
These must be confirmed by an official order and 
clearly marked “Confirmation Order”; 

 
12.2.5.1.8 orders are not split or otherwise placed in a manner 

devised so as to avoid the financial thresholds set out 
in these SFIs, the Scheme of Delegation and Board 
Reserved Powers or (where applicable) the Public 
Contracts Regulations 2006 (as amended) or any 



 

Author:  Chief Finance Officer  53 
Standing Financial Instructions, Version 8 Draft 7 
January 2014July 2016 

statutory modification, replacement or re-enactments 
made; 

 
12.2.5.1.9 goods are not taken on trial or loan in circumstances 

that could commit the Trust to a future uncompetitive 
purchase in breach of these SFIs; 

 
12.2.5.1.10 changes to the list of Directors and Officers 

authorised to certify invoices are notified to the 
Chief FinancialFinance Officer; 

 
12.2.5.1.11 purchases from petty cash or by corporate card 

are restricted in value and by type of purchase in 
accordance with instructions issued by the Chief 
FinancialFinance Officer; and 

 
12.2.5.1.12 petty cash and corporate card records are 

maintained in a form as determined by the Chief 
Financial Finance Officer. 

 
12.2.6 Joint finance arrangements with local authorities and Voluntary 

Organisations 
 

12.2.6.1 Payments to local authorities and Voluntary Organisations 
made under the powers of section 75 of the 2006 Act shall 
comply with procedures laid down by the Chief Financial 
Finance Officer, which shall be in accordance with the 
provisions of the 2006 Act and the relevant Local Authority 
Partnership Agreement.  

 
13 EXTERNAL BORROWING 

 
13.1 Public Dividend Capital 

 
13.1.1 Subject to any guidance issued by the Independent Regulator and any 

advice issued by the Chief Financial Finance Officer under SFI 13.2.2 
below, the Accounting Officer is responsible for ensuring that the Trust 
pays annually to the Department of Health a dividend on its Public 
Dividend Capital at a rate to be determined from time-to-time by the 
Secretary of State in accordance with the 2006 Act and the terms of 
Authorisation. 

 
13.1.2 The Chief Financial Finance Officer will advise the Board of Directors 

concerning the Trust’s ability to pay dividend on, and repay any Public 
Dividend Capital and any proposed new borrowing, within the Trust's 
Continuity of ServiceFinancial Sustainability Risk Rating (FSRR).  The 
Chief Financial Finance Officer is also responsible for reporting periodically 
to the Board of Directors concerning the Trust's debts and all loans and 
overdrafts. 

 
13.2 Borrowing procedures 

 
13.2.1 The Accounting Officer is responsible for ensuring that any borrowing 

undertaken by the Trust does not financially destabilize the Trust and 
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therefore consideration must be given to the impact of any borrowing on 
Monitors Continuity of Service Risk Ratingthe Trust’s FSRR. 

 
13.2.2 The Board of Directors will agree a list of Officers (including specimens of 

their signatures) who are authorised to make borrowings on behalf of the 
Trust.  This must contain the Chief Executive and the Chief Financial 
Finance Officer. 

 
13.2.3 The Chief FinancialFinance Officer must prepare detailed procedural 

instructions on: 
 

13.2.3.1 applications for loans and overdrafts; and 
 

13.2.3.2 the operations of investment accounts and the records to be 
maintained. 

 
13.2.4 All borrowings should: 

 
13.2.4.1 be kept to the minimum period of time possible; 

 
13.2.4.2 be consistent with the Trust's over cashflow position; 
 
13.2.4.3 represent good value for money;  

 
13.2.4.4 comply with any relevant guidance issued by the Independent 

Regulator. 
 
13.2.5 Any borrowing must be approved by the Board of Directors and on the 

authority of two Officers under SFI 13.2.2 above, one of which must be the 
Chief Executive or the Chief Financial Finance Officer.  The Board of 
Directors must be made aware of all borrowings at its next ensuing 
meeting. 

 
13.3 Investments 

 
13.3.1 The Trust will comply with any relevant guidance and best practice advice 

issued by the Independent Regulator regarding the management of cash 
surpluses and the making of investments. 

 
13.3.2 The Chief Financial Finance Officer is responsible for advising the Board of 

Directors on investments and shall report periodically to the Board of 
Directors concerning the performance of investments held and for ensuring 
the Trust acts in accordance with the provisions of SFI 13.3.1 above and 
the procedures referred to in SFI 13.3.3 below.   

 
13.3.3 The Chief Financial Finance Officer must prepare detailed procedural 

instructions on the operation of investment accounts and on the records to 
be maintained with respect to these.  

 
14 CAPITAL INVESTMENT, PRIVATE FINANCING, ASSET REGISTERS AND SECURITY 

OF ASSETS 
 

14.1 Capital investment 
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14.1.1 The Chief Executive: 
 

14.1.1.1 shall ensure that there is an adequate appraisal and approval 
process in place for determining capital expenditure priorities 
and the effect of each proposal upon business plans; 

 
14.1.1.2 is responsible for the management of all stages of capital 

schemes and for ensuring that schemes are delivered on time 
and to cost; and 

 
14.1.1.3 shall ensure that the capital investment is not undertaken 

without confirmation of purchaser(s) support and the availability 
of resources to finance all revenue consequences, including 
capital charges. 

 
14.1.2 For every capital expenditure proposal the Chief Executive shall ensure: 

 
14.1.2.1 that a business case (in line with the guidance and/or best 

practice advice issued by the Independent Regulator) is 
produced setting out: 

 
14.1.2.1.1 an option appraisal of potential benefits 

compared with known costs to determine the 
option with the highest ratio of benefits to costs; 
and 

 
14.1.2.1.2 appropriate project management and control 

arrangements; and 
 

14.1.2.1.3 the involvement of appropriate Trust personnel 
and third parties; and 

 
14.1.2.2 that the Chief Financial Finance Officer has certified the costs 

and revenue consequences detailed in the business case. 
 

14.1.3 For capital schemes where the contracts stipulate stage payments, the 
Chief Executive will issue procedures for their management. 

 
14.1.4 The approval of a capital programme shall not constitute approval for 

expenditure on any scheme.   
 

14.1.5 The Chief Executive shall issue to the manager responsible for any 
approved capital scheme: 

 
14.1.5.1 specific authority to commit expenditure; 

 
14.1.5.2 authority to proceed to tender; and 

 
14.1.5.3 approval to accept a successful tender. 

 
14.1.6 The Chief FinancialFinance Officer shall: 

 
14.1.6.1 issue procedures governing the financial management, 

including variations to contract, of capital investment projects 
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and valuation for accounting purposes. These procedures shall 
fully take into account: 

 
i) any guidance or best practice advice issued by the 

Independent Regulator regarding investment decisions 
by NHS foundation trusts; and 

 
ii) the Trust’s borrowing ability. 

 
14.1.6.2 ensure the Trust complies with any guidance issued by the 

Independent Regulator regarding financial reporting in the production 
of the Trust’s Annual Accounts and Annual Reports concerning the 
accounting treatment of capital investments. 
 

14.2 Private finance 
 

14.2.1 When the Trust proposes to use private finance for capital schemes, the 
following procedures shall apply: 

 
14.2.1.1 the Chief Financial Finance Officer shall demonstrate that the 

use of private finance represents best value for money and 
genuinely transfers significant risk to the private sector. 

 
14.2.1.2 the proposal must be specifically agreed by the Board of 

Directors. 
 

14.3 Asset Registers 
 

14.3.1 The Chief Executive is responsible for the maintenance of registers of 
assets (including but not limited to an asset register in respect of protected 
property in accordance with the 2006 Act, the terms of Authorisation and 
any guidance issued by the Independent Regulator), taking account of any 
relevant guidance issued by the Independent Regulator concerning the 
form and content of any register, and the method of updating the registers 
in question. 

 
14.3.2 Additions to the asset registers must be clearly identified to an appropriate 

Budget Holder and be validated by reference to: 
 

14.3.2.1 notification of project completion by the relevant project 
manager who is responsible for ensuring properly authorised 
and approved agreements, architect’s certificates, supplier’s 
invoices and other documentary evidence in respect of 
purchases from third parties; 

 
14.3.2.2 purchase and installation of equipment; 

 
14.3.2.3 stores, requisitions and wages records for own materials and 

labour including appropriate overheads; and 
 

14.3.2.4 lease agreements in respect of assets held under a finance 
lease and capitalised. 

 



 

Author:  Chief Finance Officer  57 
Standing Financial Instructions, Version 8 Draft 7 
January 2014July 2016 

14.3.3 Where capital assets are sold, scrapped, lost or otherwise disposed of, 
their value must be removed from the accounting records and each 
disposal must be validated by reference to authorisation documents and 
invoices (where appropriate). 

 
14.3.4 The Chief Financial Finance Officer shall approve procedures for 

reconciling balances on fixed assets accounts in ledgers against balances 
on fixed asset registers. 

 
14.3.5 The value of each asset shall be indexed to current values in accordance 

with methods specified by any relevant guidance issued by the 
Independent Regulator regarding the financial reporting procedures for 
NHS foundation trusts. 

  
14.3.6 The value of each asset shall be depreciated using methods and rates as 

specified by any relevant guidance issued by the Independent Regulator 
regarding the financial reporting procedures for NHS foundation trusts.  

 
14.3.7 The Chief Financial Finance Officer shall calculate and pay capital charges 

as specified by any relevant guidance issued by the Independent Regulator 
regarding the financial reporting procedures for NHS foundation trusts. 

 
14.4 Security of assets 

 
14.4.1 The overall control of fixed and protected assets is the responsibility of the 

Chief Executive. 
 

14.4.2 Asset control procedures (including fixed assets, protected assets, cash, 
cheques and negotiable instruments, and also including donated assets) 
must be approved by the Chief Financial Finance Officer. This procedure 
shall make provision for: 

 
14.4.2.1 recording managerial responsibility for each asset; 

 
14.4.2.2 identification of additions and disposals; 

 
14.4.2.3 identification of all repairs and maintenance expenses; 

 
14.4.2.4 physical security of assets; 

 
14.4.2.5 periodic verification of the existence of, condition of, and title to, 

assets recorded; 
 

14.4.2.6 identification and reporting of all costs associated with the 
retention of an asset; and 

 
14.4.2.7 reporting, recording and safekeeping of cash, cheques, and 

negotiable instruments. 
 

14.4.3 All discrepancies revealed by verification of physical assets to fixed asset 
registers shall be notified to the Chief Financial Finance Officer. 

 
14.4.4 Whilst each Officer has a responsibility for the security of property of the 

Trust, it is the responsibility of Directors and senior Officers in all 
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disciplines to apply such appropriate routine security practices in relation to 
Trust property as may be determined by the Board of Directors. Any 
breach of agreed security practices must be reported in accordance with 
agreed procedures. 

 
14.4.5 Any damage to the Trust's premises, vehicles and equipment, or any loss 

of equipment, stores or supplies must be reported by Directors and Officers 
in accordance with the procedure for reporting losses. 

 
14.4.6 Where practical, assets should be marked as "Trust Property".  

 
15 STORES AND RECEIPT OF GOODS 

 
15.1 General position 

 
15.1.1 Stores, defined in terms of controlled stores and departmental stores (for 

immediate use) should be: 
 

15.1.1.1 kept to a minimum; 
 

15.1.1.2 subjected to annual stock take, where material; 
 

15.1.1.3 valued at the lower of cost and net realisable value. 
 

15.2 Control of stores, stocktaking, condemnations and disposal 
 

15.2.1 Subject to the responsibility of the Chief Financial Finance Officer for the 
systems of control, overall responsibility for the control of stocks and stores 
shall be delegated to a Nominated Officer by the Chief Executive. The day-
to-day responsibility may be delegated by the Nominated Officer to 
departmental Officers and stores managers and/or keepers, subject to 
such delegation being entered in a record available to the Chief Financial 
Finance Officer. The control of any pharmaceutical stocks shall be the 
responsibility of a designated pharmaceutical Officer; the control of any 
fuel, oil, coal, gas, etc. shall be the responsibility of the designated estates 
Officer. 

 
15.2.2 The responsibility for security arrangements and the custody of keys for all 

stores and locations shall be clearly defined in writing by the relevant 
designated Officer. Wherever practicable, stocks should be marked as 
“Trust Property”. 

 
15.2.3 The Chief Financial Finance Officer shall set out procedures and systems 

to regulate the stores, including records for receipt of goods, issues, and 
returns to stores, and losses. 

 
15.2.4 Stocktaking arrangements shall be agreed with the Chief Financial Finance 

Officer and there shall be a physical check covering all items in store at 
least once a year. 

 
15.2.5 Where a complete system of stores control is not justified, alternative 

arrangements shall require the approval of the Chief Financial Finance 
Officer. 
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15.2.6 The relevant designated Officer shall be responsible for a system approved 
by the Chief Financial Finance Officer for a review of slow moving and 
obsolete items and for condemnation, disposal, and replacement of all 
unserviceable articles.  The relevant designated Officer shall report to the 
Chief Financial Finance Officer any evidence of significant overstocking 
and of any negligence or malpractice (see also SFI 16).  Procedures for the 
disposal of obsolete stock shall follow the procedures set out for disposal 
of all surplus and obsolete goods. 

 
15.2.7 For goods supplied via the NHS Purchasing and Supplies AgencySupply 

Chain the Trust will be billed only for goods received, this will be verified by 
checking of the file provided to the Finance team and the individual budget 
statementscentral warehouses, the Chief Executive shall identify those 
Officers authorised to requisition and accept goods from the store.  The 
authorised Officers shall check receipt against the delivery note before 
forwarding this to the Chief Financial Officer who shall satisfy 
himself/herself that the goods have been received before accepting the 
recharge. 

 
16 DISPOSALS AND CONDEMNATIONS, LOSSES AND SPECIAL PAYMENTS 
 

16.1 Disposals and condemnations 
 

16.1.1 The Chief Financial Finance Officer must prepare detailed procedures for 
the disposal of assets in accordance with the Regulatory Framework and 
guidance issued by the Independent Regulator in respect of protected 
assets and including condemnations, and ensure that these are notified to 
Directors and relevant Officers. 

 
16.1.2 When it is proposed to dispose of a Trust asset, the head of department or 

authorised deputy will determine and advise the Chief Financial Finance 
Officer of the estimated market value of the item, taking account of 
professional advice where appropriate. 

 
16.1.3 All unserviceable articles shall be: 

 
16.1.3.1 condemned or otherwise disposed of by an Officer authorised 

for that purpose by the Chief FinancialFinance Officer; and 
 

16.1.3.2 recorded by the condemning Officer in a form approved by the 
Chief Financial Finance Officer which will indicate whether the 
articles are to be converted, destroyed or otherwise disposed 
of. All entries shall be confirmed by the countersignature of a 
second Officer authorised for the purpose by the Chief Financial 
Finance Officer. 

 
16.1.4 The condemning Officer shall satisfy himself/herself as to whether or not 

there is evidence of negligence in use and shall report any such evidence 
to the Chief Financial Finance Officer who will take the appropriate action. 

 
16.2 Condemnations, loss and special payments 

 



 

Author:  Chief Finance Officer  60 
Standing Financial Instructions, Version 8 Draft 7 
January 2014July 2016 

16.2.1 The Chief Financial Finance Officer must prepare procedural instructions 
on the recording of and accounting for condemnations, losses, and special 
payments.  

 
16.2.2 Any Director or Officer discovering or suspecting a loss of any kind must 

either immediately inform their head of department, who must immediately 
inform the Chief Executive and the Chief Financial Finance Officer or 
inform an Officer charged with responsibility for responding to concerns 
involving loss.  This Officer will then appropriately inform the Chief 
Financial Finance Officer and/or Chief Executive.  Where a criminal offence 
is suspected, the Chief Financial Finance Officer must immediately inform 
the police if theft or arson is involved.  In cases of fraud and corruption or 
of anomalies which may indicate fraud or corruption, the Chief Financial 
Finance Officer must inform the relevant Local Counter Fraud Specialist.  

 
16.2.3 The Chief Financial Finance Officer must notify NHS Protect and the 

Auditor of all frauds. 
 

16.2.4 Subject to SFI 16.2.2 above, for losses apparently caused by theft, arson, 
neglect of duty or gross carelessness, except if trivial, the Chief 
FinancialFinance Officer must immediately notify: 

 
16.2.4.1 the Board of Directors; and 

 
16.2.4.2 the Auditor.  

 
16.2.5 The Board of Directors shall approve the writing-off of losses above the 

level delegated to the Chief Executive and Chief Financial Finance Officer 
contained in the Scheme of Delegation and Board Rreserved Powers. 

 
16.2.6 The Chief Financial Finance Officer shall be authorised to take any 

necessary steps to safeguard the Trust’s interests in bankruptcies and 
company liquidations. 

 
16.2.7 For any loss, the Chief Financial Finance Officer should consider whether 

any insurance claim can be made. 
 

16.2.8 The Chief Financial Finance Officer shall maintain a "Losses and Special 
Payments Register" in which write-off action is recorded. 

 
16.2.9 No special payments shall be made without the prior approval of the Board 

of Directors, nor contrary to any guidance or best practice advice issued by 
the Independent Regulator. 
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17 INFORMATION TECHNOLOGY 

 
17.1 National programme requirements for information technology 

 
17.1.1 The Chief Executive is responsible for ensuring that the Trust complies 

with its obligation to participate in any national programme requirements for 
information technology in accordance with its Authorisation and any 
relevant guidance issued by the Independent Regulator. 

  
17.2 Responsibilities and duties of the Chief FinancialFinance Officer  

 
17.2.1 The Chief Financial Finance Officer is responsible for the accuracy and 

security of the Trust's computerised financial data.  The Chief 
FinancialFinance Officer shall: 

 
17.2.1.1 devise and implement any necessary procedures to ensure 

adequate protection of the Trust’s data, programs and computer 
hardware for which he/she is responsible from accidental or 
intentional disclosure to unauthorised persons, deletion or 
modification, theft or damage, having due regard for the Data 
Protection Act 1998 and any other relevant legislation; 

 
17.2.1.2 ensure that adequate controls exist over data entry, processing, 

storage, transmission and output to ensure security, privacy, 
accuracy, completeness, and timeliness of the data, as well as 
the efficient and effective operation of the system; 

 
17.2.1.3 ensure that adequate controls exist such that the computer 

operation is separated from development, maintenance and 
amendment; and 

 
17.2.1.4 ensure that an adequate management (audit) trail exists 

through the computerised system and that such computer audit 
reviews as he/she may consider necessary are being carried 
out. 

 
17.2.2 The Chief Financial Finance Officer shall satisfy himself/herself that new 

financial systems and amendments to current financial systems are 
developed in a controlled manner and thoroughly tested prior to 
implementation. Where this is undertaken by another organisation, the 
Chief Financial Finance Officer must obtain from that organisation 
assurance of adequacy prior to implementation. 

 
17.2.3 The Chief Financial Finance Officer will devise procedures which ensure 

that orders for the acquisition of computer hardware, software and services 
(other than consumables) are placed in accordance with the Trust's 
information technology strategy. 

 
17.2.4 The Chief Financial Finance Officer will ensure that separate control 

procedures are put in place for computer systems.  This procedure will 
include: 
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17.2.4.1 the acquisition and disposal of information technology, systems 
and equipment; and 

 
17.2.4.2 the decommissioning of systems containing confidential data in 

accordance with any relevant guidance issued by the 
Independent Regulator, or as required under statute. 

 
17.3 Responsibilities and duties of the Senior Information Risk Owner (SIRO) 

 
17.3.1 The Senior Information Risk Owner has ownership of the oOrganisation’s 

information risk policy and acts as advocate for information risk on the 
Board of Directors. 

 
17.3.2 The Senior Information Risk Owner shall: 

 
17.3.2.1 ensure that NHS IG policy, information risk management 

method and standards are documented, applied and 
maintained consistently throughout the organisation’s 
information governance risk assessment and management 
framework; 

 
17.3.2.2 develop and implement an IG infomraitoninformation Risk 

Policy that is appropriate to all departments of the Organisation 
and their uses of information, setting out how compliance will be 
monitored; 

 
17.3.2.3 ensure that information risk assessment is completed on a 

quarterly basis taking account of NHS Information Governance 
guidance; and 

 
17.3.2.4 develop and implement the Trust’s information incident 

management framework. 
 

17.4 Responsibilities and duties of other Directors and Officers in relation to 
computer systems of a general application  
 
17.4.1 In the case of computer systems which are proposed general applications 

(i.e. normally those applications which the majority of NHS bodies in the 
region wish to sponsor jointly) all responsible Directors and Officers will 
send to the Chief FinancialFinance Officer: 

 
17.4.1.1 details of the outline design of the system; and 

 
17.4.1.2 in the case of packages acquired either from a commercial 

organisation, from the NHS, or from another public sector 
organisation, the operational requirement. 

 
17.5 Contracts for computer services with other Health Service Bodies or outside 

agencies 
 
17.5.1 The Chief Financial Finance Officer shall ensure that contracts for 

computer services for financial applications with another Health Service 
Body or any other agency shall clearly define the responsibility of all parties 
for the security, privacy, accuracy, completeness, and timeliness of data 
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during processing, transmission and storage. The contract should also 
ensure rights of access for audit purposes. 

 
17.5.2 Where another Health Service Body or any other agency provides a 

computer service for financial applications, the Chief Financial Finance 
Officer shall periodically seek assurances that adequate controls are in 
operation. 

 
17.6 Risk assessment 

 
17.6.1 The Chief Financial Finance Officer shall ensure that risks to the Trust 

arising from the use of information technology are effectively identified and 
considered and appropriate action is taken to mitigate or control risk. This 
shall include the preparation and testing of appropriate disaster recovery 
plans. 

 
17.7 Requirements for computer systems which have an impact on the Trust's 

corporate financial systems 
 
17.7.1 Where computer systems have an impact on the Trust's corporate financial 

systems the Chief FinancialFinance Officer shall satisfy himself/herself 
that: 

 
17.7.1.1 systems acquisition, development and maintenance are in line 

with relevant Trust policies; 
 

17.7.1.2 data produced for use with financial systems is adequate, 
accurate, complete and timely, and that a management (audit) 
trail exists; 

 
17.7.1.3 finance Officers have access to such data; and 

 
17.7.1.4 such computer audit reviews as are considered necessary are 

being carried out. 
 
18 PATIENTS’ PROPERTY 
 

18.1 The Trust has a responsibility to provide safe custody for money and other personal 
property (hereafter referred to as “property”) handed in by patients, in the 
possession of unconscious or confused patients, or found in possession of patients 
dying in hospital or dead on arrival. 

 
18.2 The Chief Executive is responsible for ensuring that patients or their guardians, as 

appropriate, are informed before or at admission by: 
 

18.2.1 notices and information booklets; 
 

18.2.2 hospital admission documentation and property records; and/or 
 

18.2.3 the oral advice of Officers responsible for admissions into Trust premises, 
 

that the Trust will not accept responsibility or liability for patients’ property brought 
into Trust premises, unless it is handed in for safe custody and a copy of an official 
patients’ property record is obtained as a receipt. 
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18.3 The Chief Financial Finance Officer must provide detailed written instructions on the 

collection, custody, investment, recording, safekeeping, and disposal of patients’ 
property (including instructions on the disposal of the property of deceased patients 
and of patients transferred to other premises) for all Officers whose duty it is to 
administer, in any way, the property of patients. Due care should be exercised in the 
management of a patient’s money in order to protect the assets of the patient. 

 
18.4 Where any guidance issued by the Independent Regulator requires the Trust to 

open a separate account for patients’ monies, these accounts shall be opened and 
operated under arrangements agreed by the Chief Financial Finance Officer. 

 
18.5 In all cases where property of a deceased patient is of a total value in excess of 

£5,000 (or such other amount as may be prescribed by the Administration of 
Estates (Small Payments) Act 1965 (as amended)), the production of probate or 
letters of administration shall be required before any of the property is released. 
Where the total value of property is £5,000 or less, forms of indemnity shall be 
obtained. 

 
18.6 Officers should be informed, on appointment, by the appropriate departmental or 

senior manager, of their responsibilities and duties for the administration of the 
property of patients. 

 
18.7 Where patients’ property or income is received for specific purposes and held for 

safekeeping the property or income shall be used only for that purpose, unless any 
variation is approved by the donor or patient in writing. 

 
19 FUNDS HELD ON TRUST 
 

19.1 Corporate trustee 
 

19.1.1 The Standing Orders for the Board of Directors outline the Trust's 
responsibilities as a corporate trustee for the management of funds 
received in Trust and Funds Held on Trust and define the need for 
compliance with the Charity Commission latest guidance and best practice. 

 
19.1.2 The discharge of the Trust's corporate trustee responsibilities are exercised 

separately and distinctly from its powers exercised as the Trust, and 
therefore these powers may not necessarily be discharged in the same 
manner.  Nevertheless, there must still be adherence to the overriding 
general principles of financial regularity, prudence and propriety.  Trustee 
responsibilities cover both charitable and non-charitable purposes. 

 
19.1.3 The Chief Financial Finance Officer shall ensure that each trust fund which 

the Trust is responsible for managing is managed appropriately with regard 
to its purpose and to its requirements. 

 
19.2 Accountability to Charity Commission and the Independent Regulator 

 
19.2.1 Accountability for charitable Funds Held on Trust is to the Charity 

Commission. 
 

19.2.2 Accountability for non-charitable Funds Held on Trust is to the Independent 
Regulator. 
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19.2.3 The Scheme of Delegation and Board Reserved Powers makes clear 

where decisions regarding the exercise of dispositive discretion are to be 
taken and by whom.  Directors and Officers must take account of the 
provisions of the Scheme of Delegation and Board Reserved Powers 
before taking action. 

 
19.3 Applicability of SFIs to Funds Held on Trust 

 
19.3.1 So far as it is possible to do so, and subject to SFIs 19.4 to 19.11 below, 

these SFIs will also apply to the management of Funds Hheld on Trust.  
 

19.3.2 The overriding principle in managing Funds Held on Trust is that the 
integrity of each trust must be maintained and statutory and trust 
obligations met. Materiality must be assessed separately from Exchequer 
activities and funds. 

 
19.4 Existing donated funds 

 
19.4.1 The Chief Financial Finance Officer shall arrange for the administration of 

all existing donated funds.  The Chief Financial Finance Officer shall also 
ensure that a governing instrument exists for every donated fund and shall 
produce detailed codes of procedure covering every aspect of the financial 
management of donated funds, for the guidance of all Officers.  Such 
guidelines shall identify the restricted nature of certain funds. 

 
19.4.2 The Chief Financial Finance Officer shall periodically review the funds in 

existence and shall make recommendations to the Board of Directors, 
acting on behalf of the Trust as Corporate Trustee, regarding the potential 
for rationalisation of such funds within guidelines issued by the Charity 
Commission, the Independent Regulator and under Statute. 

 
19.4.3 The Chief Financial Finance Officer may recommend an increase in the 

number of funds where this is consistent with the Trust's policy for ensuring 
the safe and appropriate management of restricted funds, (e.g. designation 
for specific wards or departments). 

 
19.5 New donated funds 

 
19.5.1 The Chief Financial Finance Officer shall arrange for the creation of a new 

donated fund where funds and/or other assets, received in accordance with 
the Trust’s policies, cannot adequately be managed as part of an existing 
fund. 

 
19.5.2 The Chief Financial Finance Officer shall present the governing document 

to the Board of Directors for each new donated fund.  Such a document 
shall clearly identify, inter alia, the objects of the new donated fund, the 
capacity of the Trust to delegate powers to manage the fund and the power 
to assign the residue of the donated fund to another fund contingent upon 
certain conditions, (e.g. discharge of original objects). 

 
19.6 Sources of new funds 

 
19.6.1 In respect of donations, the Chief FinancialFinance Officer shall provide: 
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19.6.1.1 guidelines to Officers as to how to proceed when offered funds.  

These are to include: 
 

19.6.1.1.1 the identification of the donor’s intentions; 
 

19.6.1.1.2 where possible, the avoidance of new trusts; 
 

19.6.1.1.3 the avoidance of impossible, undesirable or 
administratively difficult objects; 

 
19.6.1.1.4 sources of immediate further advice; and 

 
19.6.1.1.5 treatment of offers for personal gifts;  

 
19.6.1.2 secure and appropriate receipting arrangements which will 

indicate that funds have been accepted directly into the Trust's 
donated funds and that the donor's intentions have been noted 
and accepted. 

 
19.6.2 In respect of legacies and bequests, the Chief FinancialFinance Officer 

shall: 
 

19.6.2.1 provide guidelines to Officers covering any approach regarding: 
 

19.6.2.1.1 the wording of wills; and 
 

19.6.2.1.2 the receipt of funds and/or other assets from 
executors; 

 
19.6.2.2 where necessary, obtain grant of probate, or make application 

for grant of letters of administration, where the Trust is the 
beneficiary; 

 
19.6.2.3 be empowered, on behalf of the Trust, to negotiate 

arrangements regarding the administration of a will with 
executors and to discharge them from their duty; 

 
19.6.2.4 be directly responsible for the appropriate treatment of all 

legacies and bequests; and 
 

19.6.2.5 keep a register of all enquiries. 
 

19.6.3 In respect of fund-raising, the Chief FinancialFinance Officer shall: 
 

19.6.3.1 deal with all arrangements for fund-raising by and/or on behalf 
of the Trust and ensure compliance with all relevant statutes 
and regulations; 

 
19.6.3.2 be empowered to liaise with other organisations and/or persons 

raising funds for the Trust.  The Chief FinancialFinance Officer 
shall be the only Officer empowered to give approval for such 
fund-raising subject to the overriding direction of the Board of 
Directors; 
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19.6.3.3 be responsible for alerting the Board of Directors to any 

irregularities regarding the use of this Trust's name or its 
registration numbers; and 

 
19.6.3.4 be responsible for the appropriate treatment of all funds 

received from such sources. 
 

19.7 Investment management 
 
19.7.1 The Chief Financial Finance Officer shall be responsible for all aspects of 

the management of the investment of Funds Held on Trust.  The issues on 
which he shall be required to provide advice to the Board of Directors shall 
include: 

 
19.7.1.1 the formulation of investment policy within the powers of the 

trust under statute and within governing instruments to meet its 
requirements with regard to income generation and the 
enhancement of capital value; 

 
19.7.1.2 the appointment and agreement of the terms of appointment of 

advisers, brokers, and, where appropriate, fund managers, 
written agreements to be signed by the Chief Executive; 

 
19.7.1.3 the pooling of investment resources in accordance with a 

scheme approved by the Charity Commission, where the Funds 
Held on Trust are charitable; 

 
19.7.1.4 the participation by the Ttrust in common investment funds and 

the agreement of terms of entry and withdrawal from such 
funds; 

 
19.7.1.5 the use of trust assets; 

 
19.7.1.6 the review of the performance of brokers and fund managers; 

and 
 

19.7.1.7 the reporting of investment performance. 
 

19.8 Expenditure management 
 
19.8.1 The exercise of expenditure discretion shall be managed by the Chief 

Financial Finance Officer in conjunction with the Board of Directors.  In so 
doing the Chief FinancialFinance Officer shall be aware of the following: 

 
19.8.1.1 that funds are to be spent rather than preserved, subject to the 

wishes of the donor and the needs of the Trust;  
 

19.8.1.2 the objects of various funds and the designated objectives; 
 

19.8.1.3 the availability of liquid funds within each donated fund; 
 

19.8.1.4 the powers of delegation available to commit resources; 
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19.8.1.5 the avoidance of the use of Exchequer funds to discharge 
donated fund liabilities (except where administratively 
unavoidable), and to ensure that any indebtedness to the 
Exchequer shall be discharged by donated funds at the earliest 
possible time; and 

19.8.1.6 the definitions of ‘charitable purposes’ as agreed by the Charity 
Commission. 

 
19.8.2 Expenditure of any donated Funds Held on Trust shall be conditional upon 

the item being within the terms of the appropriate fund and the procedures 
approved by the Trust. 

 
19.9 Banking services 

 
19.9.1 The Chief Financial Finance Officer shall advise the Board of Directors 

and, with its approval, shall ensure that appropriate banking services are 
available to the Trust as corporate trustee.  These bank accounts should 
permit the separate identification of liquid funds to each trust where this is 
deemed necessary by either the Independent Regulator or the Charity 
Commission. 

 
19.10 Asset management 

 
19.10.1 Assets in the ownership of or used by the Trust as corporate trustee, shall 

be maintained along with the general estate and inventory of assets of the 
Trust.  The Chief FinancialFinance Officer shall ensure that: 

 
19.10.1.1 appropriate records of all assets owned by the Trust as 

corporate trustee are maintained, and that all assets, at agreed 
valuations, are brought to account; 

 
19.10.1.2 appropriate measures are taken to protect and/or to replace 

such assets.  These to include decisions regarding insurance, 
inventory control, and the reporting of losses; 

 
19.10.1.3 donated assets received on trust shall be accounted for 

appropriately; and 
 

19.10.1.4 all assets acquired from donated funds which are intended to 
be retained within the donated funds are appropriately 
accounted for. 

 
19.11 Reporting and accounting, and Audit 

 
19.11.1 The Chief Financial Finance Officer shall ensure that regular reports are 

made to the Board of Directors (or to a committee of the Board of 
Directors) with regard to, inter alia, the receipt of funds to be held on trust, 
investments of these funds, and the disposition of resources. 

 
19.11.2 The Chief Financial Finance Officer shall prepare annual accounts in the 

required manner which shall be submitted to the Board of Directors within 
agreed timescales. 
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19.11.3 The Chief Financial Finance Officer shall prepare an annual trustees' 
report (separate reports for charitable and non-charitable trusts) and the 
required returns to the Independent Regulator and to the Charity 
Commission for adoption by the Board of Directors as required. 

 
19.11.4 The Chief Financial Finance Officer shall maintain all financial records to 

enable the production of reports as above and to the satisfaction of internal 
and external audit. 

 
19.11.5 The Chief Financial Finance Officer shall ensure that the records, accounts 

and returns receive adequate scrutiny by Internal Audit during the year.  
He/she will liaise with external Auditors and provide them with all 
necessary information. 

 
19.11.6 The Board of Directors shall be advised by the Chief Financial Finance 

Officer on the outcome of the annual audit.   
 
20 ACCEPTANCE OF GIFTS BY STAFF AND LINK TO STANDARDS OF BUSINESS 

CONDUCT 
 

20.1 The Company Secretary shall ensure that all staff are made aware of the Trust's 
policy on acceptance of gifts and other benefits in kind by staff and as described 
within the Trust’s ‘Business Conduct for Staff’ policy. 
 

20.2 Gifts and hospitality provided by outside organisations such as lunches, dinner or 
gifts as a result of a person’s position within the Trust should be declared in the 
Gifts and Hospitality Register held by the Company Secretary.  For the avoidance of 
doubt, light refreshments such as teas, sandwiches, biscuits etc. offered during the 
course of a visitor meeting need not be declared.  
 

21 RECORDS MANAGEMENT 
 

21.1 The Chief Executive shall be responsible for the management of all NHS records by 
the Trust, regardless of the media on which they are held.  
 

21.2 The Chief Executive shall ensure that the Trust adopts information governance 
arrangements which comply with the principles and guidelines contained in the 
Department of Health's "Records Management: NHS Code of Practice (May 20165 
April 2006) as may be varied from time-to-time (the "Records Management Code"). 
 

21.3 The records held in archives shall be capable of retrieval by authorised persons in 
accordance with the provisions of the Records Management Code. 
 

21.4 Records held by the Trust under the Records Management Code shall only be 
destroyed at the express instigation of the Chief Executive.  The Chief Executive 
shall ensure that records are maintained of documents so destroyed.  
 
 

21.5 Further details on obligations with regards to records management is contained 
within the Trust’s ‘Information Lifecycle Policy (Records Management)’ policy. 
 
 

22 FREEDOM OF INFORMATION AND INFORMATION DATA REQUESTS 
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22.1 The Chief Financial Finance Officer shall publish and maintain a "freedom of 
information publication scheme", or adopt a model publication scheme approved by 
the Information Commissioner.  A publication scheme is a complete guide to the 
information routinely published by a public authority. It describes the classes or 
types of information that the Trust makes publicly available. 

 
22.2 The Chief FinancialFinance Officer be responsible for ensuring that the Trust 

complies with the guidance issued by the Independent Regulator regarding the 
collection, synthesis and processing of information as set out in "Information Data 
Requests: Guidance for NHS Foundation Trusts and Sponsors", as varied from 
time-to-time. 
 

22.3 The Trust must comply with the provisions of the Data Protection Act 1998 
 
22.3.1 Under the Data Protection Act the Trust must: 

 only collect information required for a specific purpose 
 keep it secure 
 ensure it is relevant and up-to-date 
 only hold information that is required and only for as long as required 
 allow the subject of the information to see it on request. 

 
23 RISK MANAGEMENT  

 
23.1 The Chief Executive shall ensure that the Trust has a programme of risk 

management, in accordance with any relevant guidance as issued by the 
Independent Regulator which must be approved and monitored by the Board of 
Directors. 

 
23.2 The programme of risk management, as encapsulated within the Board Assurance 

Framework (BAF) processes,  shall include: 
 

23.2.1 a process for identifying and quantifying risks and potential liabilities; 
 

23.2.2 engendering among all Trust staff a positive attitude towards the control of 
risk; 

 
23.2.3 management processes to ensure all significant risks and potential 

liabilities are addressed, including effective systems of internal control, cost 
effective insurance cover, and decisions on the acceptable level of retained 
risk; 

 
23.2.4 contingency plans to offset the impact of adverse events; 

 
23.2.5 audit arrangements, including: 

 
23.2.5.1 Internal Audit; 

 
23.2.5.2 clinical audit; and 

 
23.2.5.3 health and safety review; 

 
23.2.6 decisions on which risks shall be insured; and 

 
23.2.7 arrangements to review the Trust's risk management programme. 
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23.3 The Chief Executive will be responsible for ensuring that the existence, integration 

and evaluation of the elements set out in SFIs 23.2.1 to 23.2.7 above will assist the 
Trust in providing the basis on which to make a statement on the effectiveness of 
internal control as required by the Independent Regulator from time-to-time. 
 

24 INSURANCE 
 
24.1 Risk pooling schemes administered by the NHS Litigation Authority 

 
24.1.1 The Board of Directors shall decide if the Trust will insure through the risk 

pooling schemes administered by the NHS Litigation Authority under 
Section 71 (Schemes for meeting losses and liabilities, etc. of certain 
health service bodies) of the 2006 Act (the "Schemes") for some or all of 
the risks covered by the Schemes. If the Board of Directors decides not to 
use the Schemes for any of the risk areas covered by the Scheme, this 
decision shall be reviewed annually. 

 
24.1.2 Where the Board of Directors decides not to use the Schemes for one or 

other of the risks covered by the Schemes, the Chief FinancialFinance 
Officer shall ensure that the Board of Directors is informed of the nature 
and extent of the risks that are to be insured under alternative 
arrangements (if any) as a result of this decision. The Chief Financial 
Finance Officer will draw up formal documented procedures for the 
management of any claims arising from third parties and payments in 
respect of losses that will not be reimbursed. 

 
24.1.3 Where the Board of Directors decides to use the Schemes for one or other 

of the risks covered by the Schemes, the Chief Financial Finance Officer 
shall ensure that the arrangements entered into are appropriate and 
complementary to the Trust's risk management programme. The Chief 
Financial Finance Officer shall ensure that documented procedures cover 
these arrangements. 

 
24.1.4 All the Schemes require members to make some contribution to the 

settlement of claims (the "deductible"). The Chief Financial Finance Officer 
should ensure documented procedures are in place to cover the 
management of claims and payments below the deductible in each case. 

 
24.2 Insurance arrangements with commercial insurers and self-insurance 

 
24.2.1 The Trust may enter into insurance arrangements with commercial insurers 

on the open market for one or other of the risks covered by the Schemes, 
or for any risks not covered by the Schemes. 

 
24.2.2 The Trust may self-insure either on an individual basis or as part of a risk-

pooling scheme with other organisations for one or other of the risks 
covered by the Schemes, or for any risks not covered by the Schemes. 

 
24.2.3 Where the Board of Directors decides to enter into insurance arrangements 

under SFI 24.2.1 or SFI 24.2.2 above, the Chief Financial Finance Officer 
shall ensure that the arrangements entered into are appropriate and 
complementary to the Trust's risk management programme.  The Chief 
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Financial Finance Officer, through the Trust’s Head of Risk Management, 
shall ensure that documented procedures cover these arrangements.   

 
January 2014July 2016 
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REPORT TO THE AUDIT, ASSURANCE & RISK COMMITTEE 
 
Date 
 

11.07.2016 

Agenda Item 
 

15 

Title Scheme of Delegation and Board Reserved Powers 
 

Author(s) Sarah Anderson, Corporate Governance Interim Support  
 

Purpose 
 

Review and agree the proposed amendments to the 
Scheme of Delegation and Board Reserved Powers July 
2014. 
 
The July 2016 version will be published following approval 
by the Board.  

 
Previously Considered by 
 

Paula Anderson, Interim Director of Finance 

Sponsoring Director Paula Anderson, Interim Director of Finance  
 

Executive Director Overview The Scheme of Delegation and Board Reserved Powers is a 
key document to ensure financial control in the organisation.  
Ideally it should be reviewed annually. 
 
The current review was undertaken by seeking views from 
key executives and officers such as the Chief Finance 
Officer, Head of Procurement and Finance staff. 
 
Proposed amendments are highlighted in the attached 
document for the Committee to approve.  The approved 
document will become the current version of this document 
following Board approval and will be scheduled for review in 
a year. 
 

Action Required 
 

The Committee is asked to approve the amendments 
highlighted in the attached Scheme of Delegation and Board 
Reserved Powers document. 
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Scheme of Delegation and Board Reserved Powers 

 
1. Purpose  

1.1. Review and agree the proposed amendments to the Scheme of Delegation and 
Board Reserved Powers July 2014. 

1.2. Proposed amendments are highlighted in the attached document for the Committee 
to approve.  The approved document will become the current version of this document and 
will be scheduled for review in a year. 

 

2. Background  

2.1. The Scheme of Delegation and Board Reserved Powers is a key document to 
ensure financial control in the organisation.  Ideally it should be reviewed annually. 

2.2. The current review was undertaken by seeking views from key executives and 
officers such as the Chief Finance Officer, Head of Procurement and Finance staff. 

 

3. Rationale for proposed Amendments  

3.1. The rationale for the proposed changes to the Scheme of Delegation and Board 
Reserved Powers: 

 Consistency on reservations or delegations with the Constitution, Standing Orders 
and Standing Financial Instructions with cross referencing. 

 Addition/deletion/amendment of words/phrases to provide clarity and enable the 
document to be more self-standing. 

 Introduction of the roles of Practice Manager and MCP staff member into the list of 
staff to whom responsibilities are delegated.  This reflects the breadth of staff groups 
working for the Trust and their remit of responsibility. 

 Annex 1, Section 5 – increase the level at which officers below the Chief Executive 
can sign off granting and terminating leases from £100k to £250k.  This was proposed by 
Mark Brooks as being a more realistic level. 

 Annex 1, Section 8 – increase the signing levels of non-medical and management 
consultancy to match the level agreed at Audit, Assurance and Risk Committee. 

 Annex 1, Section 12k – Introduce two new categories to be consistent with ‘FP3 
Losses and Special Payments’.  However, it must be noted that this is not consistent with 
the Terms of Reference for the Remuneration Committee which is required to approve all 
severance payments. 

 Annex 2, Appendix 1 – the level at which three tenders, as opposed to one, should 
be sought has been increased from £2,500 to £10,000.  This reflects the increased worth 
of money through inflation over the years.  It also enables the procurement team to 
concentrate on securing value for money for larger expenditure levels.  This level has been 
identified as being consistent with practice in local trusts. 

 Annex 2, Appendix 2 – the introduction of a staff group of ‘Band 7 ward managers 
working in the Trust’s specialised secure inpatient wards’ will enable the authorisation of 
expenditure on procurement cards for items such as the purchase of patients’ clothes.  
Moving this staff group away from the Band 7 level to being able to approve a single 
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transaction limit of £250 and a monthly total spend cap of £2,500 will enable the ward staff 
to adequately care for the 78 patients resident in Ravenswood, where the limits imposed 
on a band 7 member of staff are too restrictive. 
 Annex 2, Appendix 2 – the authoriser levels for patient monies have been increased 
and all payments need to reflect that consideration has been given to patient well-being 
when authorising the spending of patient money. 

 

4. Recommendation 

4.1. The Committee are asked to approve the amendments highlighted in the attached 
Scheme of Delegation and Board Reserved Powers document. 

4.2. The July 2016 version of this document will be published following approval of the 
proposed amendments. 

4.3. The Committee require that the terms of reference of the Remuneration Committee 
and the FP3 Losses and Special Payments be reviewed to gain consistency.  

 

5. Appendices 

Draft SHFT Scheme of Delegation July 2016 
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SCHEME OF RESERVATION AND DELEGATION AND 

BOARD RESERVED OF POWERS  
 
 
Introduction 
 
The NHS Foundation Trust Code of Governance requires that there should be a formal schedule of matters specifically reserved for decision by the Board of 
Directors.  This document sets out the powers reserved to the Board of Directors and those that the Board of Directors has delegated.  Notwithstanding any 
specific delegation, the Board of Directors remains accountable for all of its functions, including those which have been delegated.  Therefore, the Board of 
Directors will also receive information about the exercise of delegated functions to enable it to perform its monitoring role. 
 
All powers of the Trust, which have not been retained as reserved by the Board of Directors or delegated to a committee of the Board of Directors, shall be 
exercised on behalf of the Board of Directors by the Chief Executive or another Executive Director.  The Scheme of Delegation identifies any functions which 
the Chief Executive shall perform personally and those delegated to other Executive Directors, Non-Executive Directors or Officers.  All powers delegated by 
the Chief Executive can be reassumed by him/her should the need arise. 
 
 
 

 Board, July 20164 
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Scheme of reservation of powers to the Board        Page tbc 
 
Scheme of delegation of powers by the Board to committees and to management    Page  
 
Scheme of delegation of powers from Standing Financial Instructions     Page  
 
Annex 1 Scheme of delegation – in detail        Page  
Annex 2 Appendix 1 Procurement financial authorisation levels     Page 
  Appendix 2 Petty cash and patient monies financial authorisation levels   Page 
  Appendix 3 Authority to waive competitive tendering     Page 
  Appendix 4 Contracting scheme of delegation      Page 
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FUNCTIONS WHICH ARE RESERVED FOR DECISION BY THE BOARD OF DIRECTORS: 
 

CONSTITUTION PARAGRAPH 
REFERENCE 

DECISIONS RESERVED TO THE BOARD OF DIRECTORS 

 
 

Constitution Paragraph 4 

General Enabling Provision 
 
The Board of Directors may determine any matter, for which it has delegated or statutory authority, it wishes in 
full session within its statutory powers, subject to any restrictions contained in the Trust's Constitution and/or the 
terms of its Authorisation. 
 

 Constitutional Powers 
 

Constitution Paragraph 4 To exercise all powers of an NHS foundation trust set out in the NHS Act 2006, subject to any restrictions in the 
Trust's Licence; enforcement undertakings given to regulators or as delegated in accordance with this Scheme 
of Delegation. 
 

Constitution Paragraph 17.6 Request Replacement Governors from Partnership Organisations. 
 

Constitution Paragraph 23.1 Approve rates for travelling and other costs and expenses payable to members of the Council of Governors. 
 

Constitution Paragraph 24 Determine composition of the Board of Directors. 
 

Constitution paragraph 34.2 Through the Nomination and Remuneration Committee, appoint, appraise, discipline and dismiss Executive 
Directors. 
 

Constitution Paragraphs 35, 36, 37 Make available for inspection by members of the public the following: register of Members; register of members 
of the Council of Governors; register of interests of members of the Council of Governors; register of members of 
the Board of Directors; register of interests of members of the Board of Directors; Constitution; Licence; latest 
Annual Accounts and Auditor's report on them; latest Annual Report and Forward Plan (also previously known 
as the Trust's Five Year Plan, now forming part of the Sustainability and Transformation Plan for Hampshire and 
Isle of Wight); and any notice issued by the Independent Regulator under Section 52 of the NHS Act 2006. 
 

Constitution Paragraph 40 Keep accounts.  
 

Constitution Paragraph 41.1 Prepare Annual Report. 
 

Constitution Paragraph 41.2 Prepare Forward Plan (previously also known as the Trust's Five Year Plan, now forming part of the 
Sustainability and Transformation Plan for Hampshire and Isle of Wight) and send to the Independent Regulator. 
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CONSTITUTION PARAGRAPH 
REFERENCE 

DECISIONS RESERVED TO THE BOARD OF DIRECTORS 

Constitution Paragraph 42.1 Present Annual Accounts, any report of the Auditor on them and the Annual Report to the Council of Governors. 
Constitution Paragraph 44.2  44.3 Purchase and maintain insurance against liability. 

 
Constitution Paragraph 45 Receive and determine disputes under the Constitution, including disputes between the Council of Governors 

and Board of Directors, save for disputes about the entitlement to membership. 
 

Constitution Paragraph 46 Approve proposals to amend Constitution which must then be ratified by the Council. 
 

Constitution Paragraph 47 Apply for a merger, acquisition, separation or dissolution with the approval of more than half of the members of 
the Council of Governors.    
Enter into a Significant Transaction only if more than half of the members of the Council of Governors present 
and voting approve. 
 

Constitution Annex 3, paragraph 
1.3 

Specify Partnership Organisations. 
 

Constitution Rule 4, Election Rules, 
Annex  4 

Appoint Returning Officer. 
 
 

Constitution Rule 6, Election Rules, 
Annex  4 

Approve payment of expenses and remuneration to Returning Officer.  
 
 

Constitution Rule 16, Election Rules, 
Annex  4 

Make available for inspection by members of the public statements of nominated candidates and nomination 
papers. 
 

Constitution Rule 22, Election Rules, 
Annex  4 

Approve and deliver to the Returning Officer a list of Members eligible to vote. 
 
 

Constitution Rules 52 and 53, Election 
Rules, Annex  4 

Retain documents relating to elections to the Council of Governors and make these available for inspection by 
members of the public, subject to any restrictions in the Election Rules.   
 

Constitution Rules 58 and 59, Election 
Rules, Annex  4 

Compile information about candidates standing for election to the Council of Governors and publish information 
about the candidates and the election. 
 

 Regulations and Control 
 

Constitution Paragraph 1 Approve Standing Orders for the Board of Directors (SOs), the Scheme of Delegation, Standing Financial 
Instructions (SFIs) and the Directors' and Governors' Code of Conduct for the regulation of their proceedings 
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CONSTITUTION PARAGRAPH 
REFERENCE 

DECISIONS RESERVED TO THE BOARD OF DIRECTORS 

and business. 
 

SO 4 Resolve to require withdrawal of the press and public from meetings of the Board of Directors. 
 

SO4 Determine arrangements and terms and conditions associated with invitations to observers, advisors and others 
to attend and address meetings of the Board of Directors. 
 

SO 4.2 Call meetings of the Board of Directors. 
 

SO 4.10 Approve minutes of the proceedings of meetings of the Board of Directors. 
 

SO4.14 Resolve to adjourn any meeting of the Board of Board of Directors. 
 

SO 5.2 (Emergency powers) Ratify any urgent decisions taken by the Chair and Chief Executive in public session in. 
 

SO 5.3 (Delegation to committees) Establish terms of reference and reporting arrangements of all committees and sub-committees that are 
established by the Board of Directors. 
 

SO 5.4 (Delegation to an Executive 
Director) 

Approve a Scheme of Delegation and Board Reserved Powers. 

SO 5.6 (Duty to report non-compliance 
with Standing Orders). 

Ratify or otherwise instances of failure to comply with Standing Orders. 
  
 

Constitution Paragraph 24 (Board of 
Directors – Composition) and SO 6.2 

(Committees of the Board) 

Adopt the organisation structures, processes and procedures to facilitate the discharge of business by the Trust 
and to agree modifications thereto. For clarity this would comprise details of the structure of the Board and its 
committees and the directorate structure of the Trust. 
 

SO 7 (Declaration of interests) Require and receive the declaration of Directors' interests that may conflict with those of the Trust and 
determineing the extent to which each Director may remain involved with the matter under consideration. 
  

SO 8 (Suspension of Standing Orders) Suspend SOs. 
 

SO 9.2 (Sealing of documents). Authorise use of the common seal of the Trust. 
 

10.2 (Review of SOs) Review the SOs annuallyVary or amend the SOs. 
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CONSTITUTION PARAGRAPH 
REFERENCE 

DECISIONS RESERVED TO THE BOARD OF DIRECTORS 

Business Conduct for Staff 
Interests, Gifts, Hospitality, 
Sponsorship and Bribery Act  

Require and receive the declaration of Officers’ interests that may conflict with those of the Trust. 
 

 Approve arrangements for dealing with complaints. 
 

Committee terms of reference Receive reports from committees of the Board of Directors and/or the Council of Governors including those 
reports that the Trust is required by the Independent Regulator or other statutory or contractual obligation to 
establish and to take appropriate action on. 
 

Committee terms of reference Confirm the recommendations of the Trust’s committees where the committees do not have executive powers. 
 

SFI 7.1 (Bank and GBS Accounts – 
General).2 

Approval of the Trust's banking arrangements such as .the opening and closing of any bank or investment 
accounts. 
 

SFI 18 (Patients' property) Approve arrangements relating to the discharge of the Trust’s responsibility to provide safe custody for patients’ 
property. 

SFI 19 (Funds held on trust) Approval of arrangements relating to the discharge of the Trust’s responsibilities as a corporate trustee for funds 
received in trust and Funds Held on Trust. 

 Approval of the disciplinary procedure for Officers of the Trust. 
 

 Discipline members of the Board of Directors or Officers who are in breach of statutory requirements or SOs. 
 

 Approval of the Trust’s Major Incident Plan. 
 

 Review the SOs annually. 
 

 Appointments/ Dismissal
SO 6.3.1 Approve the appointments/dismissals of individuals to each of the committees established by the Board of 

Directors. 
 

 Strategy, Business Plans and Budgets 
 Define the strategic aims and objectives of the Trust. 

 
 Approve proposals for ensuring quality and developing clinical governance, risk management in services 

provided by the Trust, having regard to any guidance or best practice advice issued by the Independent 
Regulator. 
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CONSTITUTION PARAGRAPH 
REFERENCE 

DECISIONS RESERVED TO THE BOARD OF DIRECTORS 

 
SFI 3.1.1.2SFI 5.1 (Preparation and 

approval of business plans and 
Budgets) 

Exercise financial supervision and control including formulating the financial strategy and aApproval annually of 
Trust budgets. 
  

SFI 5.1 (Preparation and approval of 
business plans and Budgets) 

Approve the Annual Plan and Forward Plan (previously also known as the Trust's Five Year Plan, now forming 
part of the Sustainability and Transformation Plan for Hampshire and Isle of Wight). 
 
 

SFI 5.3 (Budgetary control and 
reporting) 

Approve any likely overspend or reduction in income which cannot be met by virement. 
 
 

SFI 9.21 (Private finance for capital 
procurement) and SFI 14.2 (Private 

finance) 
 

Approve final business cases for the use of private finance (including PFI) for capital schemes. 
 

SFI 11.3 (Appointments)  Approve procedures for the determination of pay rates and conditions of service for officers. 
 

SFI 11.3 (Appointments) Approve the appointment of management consultants where the total spend will exceed £50,000. 
 

SFI 12 (Non-pay expenditure) Approve levels of non-pay expenditure. 
 

 Ratify proposals for acquisition, disposal or any substantial or significant change of use of land and/or buildings. 
 

SFI 13.2 (Borrowing procedure) Agree list of officers who are authorised to make borrowings. 
 Approve the opening and closing of any bank or investment accounts. 

 
SFI 16.2 (Condemnations, losses and 

special payments) 
Approve proposals in individual cases for the write off of losses or making of special payments above the limits 
of delegation to the Chief Executive and Chief Finance Officer (for losses and special payments) previously 
approved by the Board. 
 

SFI 23 (Risk Management) Approve and monitor the Trust's programme of risk management, which must identify risks and liabilities, 
evaluate them and ensure adequate responses are in place and are monitored. 
 

SFI 24 (Insurance) Review use of NHSLA risk pooling schemes, commercial insurers and self-insurance. 
 

Annex 2, Appendix 1 Approve proposals on individual contracts of a capital or revenue nature amounting to, or likely to amount to 
over £3,000,000 over a 3 year period or the period of the contract if longer. 
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CONSTITUTION PARAGRAPH 
REFERENCE 

DECISIONS RESERVED TO THE BOARD OF DIRECTORS 

 
 Approve proposals for action on litigation against or on behalf of the Trust. 

 
 Policy Determination 
 Approve management policies including personnel policies incorporating the arrangements for the appointment, 

removal and remuneration of staff. Policies so adopted shall be set out on the Trust website. 
 

 Approve annually Trust’s proposed organisational development proposals. 
 

Committee terms of reference Determine specific responsibilities placed on the Board of Directors and delegated to nominated officers and 
committees. 
 

 Monitoring 
Committee terms of reference Receive such reports as the Board of Directors sees fit from committees in respect of their exercise of powers 

delegated. 
 

Regulatory returns Continuous appraisal of the affairs of the Trust by means of the provision to the Board of Directors as the Board 
of Directors may require of reports from Directors, committees, and Officers of the Trust as set out in 
management policy statements.  All monitoring returns required by the Department of Health and/or the 
Independent Regulator and the Charity Commission or as required by any other regulatory or contractual 
obligation shall be reported, at least in summary, to the Board of Directors. 
 

SFI 5.1 (Preparation and approval of 
business plans and budgets) 

Receive the Annual Business Plan from the Chief Executive and other reports from the Chief Finance Officer on 
financial performance against the Budget, the Annual Business Plan and the Trust's Forward Plan (also known 
as the Trust's Five Year Plan, now forming part of the Sustainability and Transformation Plan for Hampshire and 
Isle of Wight). 

SFI 5.3 (Budgetary control and 
reporting) 

Approve the form for the monthly financial report received by the Board of Directors. 
Receive a monthly report on financial performance. 
 

SFI 6 (Accounts, Annual Accounts and 
Annual Report, the Annual and 

Forward Plan) 

Ensure that the Annual Accounts, any report of the Auditor on them and the Annual Report are presented to the 
Council of Governors at a general meeting. 
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DECISIONS/DUTIES DELEGATED BY THE BOARD TO COMMITTEES 

 
 

COMMITTEE DUTIES DELEGATED BY THE BOARD TO COMMITTEES  
NOMINATION AND REMUNERATION 

COMMITTEE 
See terms of reference (available from Company Secretary) and SFI 11.1 (Remuneration, 
allowances and terms and conditions of office – Executive Directors). 

AUDIT, ASSURANCE AND RISK 

COMMITTEE 
See terms of reference (available from Company Secretary) and SFI 4.1 (Audit, 
Assurance and Risk Committee). 

CHARITABLE FUNDS COMMITTEE See terms of reference (available from Company Secretary). 

TRUST EXECUTIVE GROUP See terms of reference (available from Company Secretary) 

QUALITY AND SAFETY COMMITTEE See terms of reference (available from Company Secretary) 

SERVICE PERFORMANCE AND 

TRANSFORMATION COMMITTEE 
See terms of reference (available from Company Secretary). 

STRATEGIC WORKFORCE COMMITTEE See terms of reference (available from Company Secretary). 
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SCHEME OF DELEGATION OF POWERS BY THE BOARD TO COMMITTEES AND MANAGEMENT  

REFERENCE DELEGATED TO AUTHORITIES/DUTIES DELEGATED 
Constitution 

Paragraph 4.4 
Mental Health Act 

Managers 
Functions pursuant to Section 23 of the Mental Health Act 1983 (as amended). 

Constitution 
Paragraph 6.1 

Company Secretary Prescribe application form for membership of the Trust. 

Constitution 
Paragraph 7.5 

Company Secretary Require applicants for membership of the Public Constituency to supply supporting evidence to confirm eligibility for 
membership. 

Constitution 
Paragraph 7 

Company Secretary Enter applicants' names into the Trust's Register of Members. 

Constitution 
Paragraph 10.4

Company Secretary Receive Members' complaints about other Members. 

Constitution 
Paragraph 10.7

Company Secretary Accept resignations by Governors and Members. 

Constitution 
Paragraph 15.5

Company Secretary Declare Governors disqualified from office. 

Constitution 
Paragraph 15.5

Company Secretary Declare Governors either disqualified from office or temporarily suspended from office. 

Constitution 
Paragraph 15.5

Company Secretary Deliver disqualification notices to Members, determine continued eligibility (if any) and remove Members from the 
Trust’s register of Members. 

Constitution 
Paragraph 19.1

Chair/Vice Chair Have a second or casting vote at meetings of the Council of Governors. 

Constitution 
Paragraph 35.2

Company Secretary Compile and maintain the Trust's registers of: Members; members of the Council of Governors; interests of the 
members of the Council of Governors; members of the Board of Directors; and interests of the members of the 
Board of Directors. 

Constitution 
Paragraph 39 

The Audit, 
Assurance and Risk 

Committee 

Audit 
 
1. Approve arrangements for Internal Audit and the appointment of the Internal Auditors in accordance with SFI 

4.3 (Role of Internal Auditor). 
 
2. Receive an annual report from the Internal Auditor and agree action on recommendations where appropriate of 

the Audit Assurance and Risk Committee. 
 

3. Receive the annual management letter from the Auditor and agree any proposed action, taking account of the 
advice, where appropriate. 

 
Constitution Accounting Officer Preparation of Annual Accounts. 
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REFERENCE DELEGATED TO AUTHORITIES/DUTIES DELEGATED 
Paragraph 40.5 (Chief Executive) 

Constitution 
Paragraph 45 

Company Secretary Receive and determine membership disputes. 

Constitution 
Paragraph 45 

Chair Receive and determine non-membership disputes and disputes between the Council of Governors and the Board of 
Directors. 

Constitution 
Paragraph  

46.1 

Council Ratify any amendment to the Constitution  

Constitution 
Annex 2 

Company Secretary Allocate individuals to classes within the Staff Constituency. 

Constitution 
Annex 2 

Company Secretary Accept letters of appointment for CCG Governors, Local Authority Governors and Partnership Governors. 

Constitution 
Rules 520 and 
531, Election 

Rules, Annex 4 

Chair Receive documents relating to polls from Returning Officer. 

Constitution 
Annex 5 

paragraph 3 

Council Prepare and from time to time review the Foundation Trust’s membership strategy.  
 

 Company Secretary 1. Ensure information flows within the Board of Directors and its committees and between senior management 
and the Council of Governors and Members. 

2. Ensure compliance with Standing Orders for the Council of Governors and Board of Directors. 
3. Advise Directors and Governors on governance matters. 
4. Advise and support Directors with personal development initiatives. 
 

 Chief Executive and 
Chair 

Appoint, appraise, discipline and dismiss the Company Secretary of the Trust. 
 

SO 4.7.2 Chair Exercise final authority in interpretation of Standing Orders (SOs). 

SO 4 Chair Issue directions regarding arrangements for meetings of the Board of Directors and accommodation of the public 
and press.  

SO 4.2 Chair Call meetings. 

SO 4.4.2 Company Secretary Dispatch notices of meetings of the Board of Directors, together with agendas and supporting papers. 

SO 4.4.4 Chair Give final ruling to permit late requests for items to be included on the Board of Directors’ agenda. 

SO 4.4.4 Chair Receive petitions on behalf of the Trust and to include the same as Board of Directors’ agenda items. 

SO 4.2.24.6 Chair Chair all meetings of the Board of Directors.  In the absence of the Chair, the deputy chair or other nominated non-
executive director will chair the meeting. 
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REFERENCE DELEGATED TO AUTHORITIES/DUTIES DELEGATED 
SO 4.7.2 Chair Give final ruling in questions of order, relevancy, regularity and any other procedural matters. 

SO 4.5.1 Chair Give final ruling to requests to permit emergency motions. 

SO 4.5.1 Chair Give final ruling to requests to permit written motions. 

SO 4.7.2 Chair Give final ruling in questions of order and procedure on handling motions and associated matters (including 
proposals, contents of motions, amendments to motions, withdrawals of motions, debate of motions, rescinding of 
resolutions and voting) at meetings of the Board of Directors. 

SO 4.9 Chair Have a second or casting vote. 

SO 4.10.1 Company Secretary Prepare minutes of the proceedings of meetings of the Board of Directors. 

SO 4.10.1 Chair Sign minutes of the proceedings of meetings of the Board of Directors. 

SO 8.5 Audit, Assurance 
and Risk Committee 

Review every decision to suspend Standing Orders (power to suspend Standing Orders is reserved to the Board of 
Directors). 

SO 5.2.1 Chair and Chief 
Executive together 

Have power in emergencies or in cases where an urgent decision needs to be exercised by the Chief Executive and 
Chair after consulting at least two Non-Executive Directors. 

SO 5.4.2 Chief Executive Prepare the Scheme of Delegation identifying proposals that shall be considered and approved by the Board of 
Directors subject to any amendment agreed during the discussion. 

SO 7.4 Directors Declare relevant and material interests (including direct or indirect interests and actual or potential interests) and 
any pecuniary interest in any contract, proposed contract or other matter under consideration by the Board of 
Directors. 

SO 7.3.4 Company Secretary Compileing and maintaining the register of interests of Governors. 

SO 7.4.5 Company Secretary Compileing and maintaining the register of interests of Directors. 

SO 2.7 Directors Comply with the Code of Conduct. 

SO 3.3 Governors Comply with the Code of Conduct. 

SO 7.5.2 Directors and 
Governors 

Have a duty not to solicit for any person any appointment under the Trust, or recommend any person for 
appointment. 

SO 9.1 Chief Executive or a 
nominated officer. 

Have custody of the common seal of the Trust.   

SO 9.2.2 Chief Executive and 
Chief Finance Officer

Chief Finance Officer to approve and sign any building, engineering, property or capital document and the Chief 
Executive to countersign. 

SO 9.4.1 Chief Executive Sign any document required as a necessary step in legal proceedings involving the Trust (unless any enactment 
otherwise requires or authorises, or the Board shall have given the necessary authority to some other person). 

SO 9.4.2 Chief Executive or 
nominated officers 

Have authority to sign any agreement or document (save for deeds) the subject matter of which has been approved 
by the Board of Directors or a committee thereof. 

SO 10.1.1 Chief Executive Have a duty to ensure that the Board, Council and new appointees are notified of and understand their 
responsibilities within the SOs. 
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REFERENCE DELEGATED TO AUTHORITIES/DUTIES DELEGATED 
SO 10.1.1 Company Secretary Have a duty to distribute SOs to newly appointed Directors and Nominated Officers.   

SFI 
Introduction 1.7 

CHIEF FINANCE 

OFFICER 
Approval of all financial procedures. 

SFI  
Introduction 1.8 

THE CHAIR ON THE 

ADVICE OF THE CHIEF 

EXECUTIVE AND THE 

CHIEF FINANCE 

OFFICER 

Advice on interpretation or application of SFIs. 

SFI  
Introduction 

1.10 

ALL MEMBERS OF THE 

BOARD AND OFFICERS 
Have a dDuty to disclose any non-compliance with these Standing Financial Instructions to the Chief Finance Officer 
as soon as possible together with full details of the non-compliance and the circumstances around non-compliance. 

SFI 2.1 CHAIR ON ADVICE 

FROM CHIEF 

EXECUTIVE OR CHIEF 

FINANCE OFFICER 

Final authority on interpretation of Standing Financial Instructions (SFIs). 

SFI 3.2.1 -3.2.4 CHIEF EXECUTIVE 
 

Responsible as the Accounting Officer to ensure that the Board of Directors meets its obligations to perform its 
functions within the available financial resources, and has overall executive responsibility for the Trust’s’ activities, is 
responsible to the Chair and the Board of Directors for ensuring that its financial targets and obligations are met and 
has overall responsibility for the System of Internal Control. 

SFI 3.2.5 CHIEF EXECUTIVE Responsible for propriety and regularity of public finances, keeping proper accounts as set out in the Constitution, 
prudent and economical administration of Trust affairs, avoidance of waste and extravagance and the efficient and 
effective use of all resources. 

SFI 3.2.6 & 
3.3.4 

CHIEF EXECUTIVE & 

CHIEF FINANCE 

OFFICER 

Accountable for financial control but will, as far as possible, delegate their detailed responsibilities. 

SFI 3.2.7 CHIEF EXECUTIVE To ensure all existing Directors and Officers and all new appointees, present and future, are notified of and 
understand their responsibilities within Standing Financial Instructions. 

SFI 3.3.1 -3.3.2 CHIEF FINANCE 

OFFICER 
Responsible for: 
a) Implementing the Trust's  financial policies and for coordinating corrective action necessary to further these 

policies;  
b) Maintaining an effective system of internal financial control including ensuring detailed financial procedures and 

systems incorporating the principles of separation of duties and internal checks are prepared, documented and 
maintained; 

c) Ensuring that sufficient records are maintained to explain Trust’s transactions and financial position; 
d) Ddecidinge at what stage to involve the police in cases of misappropriation and fraud 
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REFERENCE DELEGATED TO AUTHORITIES/DUTIES DELEGATED 
e) Providing financial advice to the Trust, other than to the Board of Directors and Officers; 
f) Preparing and maintaining such accounts, certificates, estimates, records and reports as are required for the Trust 

to carry out its statutory duties.  
g) The design, implementation and supervision of systems of internal control. 

SFI 3.4 ALL MEMBERS OF THE 

BOARD AND OFFICERS 
Responsible for security of the Trust's property, avoiding loss, exercising economy and efficiency in using resources 
and conforming to Standing Orders, Standing Financial Instructions and the Scheme of Delegation. 

SFI 3.5.1 CHIEF EXECUTIVE Ensure that any Officer, including a contractor or employee of a contractor, who is empowered by the Trust to commit 
the Trust to expenditure or who is authorised to obtain income are made aware of these instructions and their 
requirement to comply. 

SFI 4.1.3 CHAIR OF THE AUDIT, 
ASSURANCE AND RISK 

COMMITTEE 

Where there is evidence of ultra vires transaction or improper acts or other important matters these should be raised 
with the Chief Finance Officerat the Board of Directors. 

SFI 4.2.1 CHIEF FINANCE 

OFFICER 
a) Ensure that there are arrangements to review, evaluate and report on the effectiveness of internal financial control 
including the establishment of an effective Internal Audit function 
b) Ensure that the Iinternal Audit Function meets Monitor’s the Independent Regulator’s Internal Audit standards and 
provides sufficient independent and objective assurance to the Audit, Assurance and Risk Committee and the 
Accounting Officer 
c) Ensure the annual audit report is prepared for consideration by the Audit, Assurance and Risk Committee and the 
Board of Directors  

SFI 4.3 HEAD OF INTERNAL 

AUDIT VIA CHIEF 

FINANCE OFFICER 

Review, appraise and report in accordance with NHS Internal Audit Standards and best practice and provide to the 
Audit, Assurance and Risk Committee a risk based plan of internal audit work, regular updates, reports on the 
management progress on the implementation of action agreed as a result of internal audit findings, an annual opinion, 
a report supporting assurances to the Independent Regulator and any additional reports as required by the Audit, 
Assurance and Risk Committee. 

SFI 4.4 CHIEF EXECUTIVE AND 

AUDIT, ASSURANCE 

AND RISK COMMITTEE 

Ensure cost-effective External Audit and compliance with the Constitution and Monitor’s relevant Audit Code for NHS 
Foundation Trusts. 

SFI 4.5.1 CHIEF EXECUTIVE & 

CHIEF FINANCE 

OFFICER  

Monitor and ensure compliance with the guidance issued by the Independent Regulator or NHS Counter Fraud and 
Security Services Division Protect of the NHS Business Services Authority on fraud and corruption including the 
appointment of the Local Counter Fraud Specialist. 

SFI 4.5.11 CHIEF FINANCE 

OFFICER  
Preparation of the Fraud Response Plan 

SFI 4.5.2 - 
4.5.10 

CHIEF FINANCE 

OFFICER 
Ensure that the Local Counter Fraud Specialist is appropriately trained to carry out his/her functions, prepares a 
workplan, reports to the Audit, Assurance and Risk Committee and is able to fully investigate all instances of fraud and 
suspected fraud. 
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REFERENCE DELEGATED TO AUTHORITIES/DUTIES DELEGATED 
4.5.12 ANY OFFICER Immediately inform their Head of Department on the discovery or suspicion of any loss 

SFI 4.5.12 ANY OFFICER Immediately inform their head of department who will inform the Chief Executive and Chief Finance Officer or an 
Officer charged with investigating loss or fraud or confidentiality on receipt of any information concerning the discovery 
of or suspicion of any loss or fraud 

SFI 4.6.12 CHIEF FINANCE 

OFFICER  
Immediately inform the LCFS and Operational Fraud Team on receipt of information concerning the discovery or 
suspicion of fraud. 

SFI 4.56.12 – 
4.5.13 

CHIEF FINANCE 

OFFICER  
Immediately inform the police if theft or arson is involved but in the case of fraud or corruption will determine the 
appropriate stage in which to involve the police based on the facts of the case. 
Notify the Auditor of all identified frauds. 
Notify the Board and the Auditor of losses apparently caused by theft, fraud, arson, neglect of duty or gross 
carelessness except if trivial and where fraud is not suspected. 

SFI 4.6 CHIEF EXECUTIVE Security management and the appointment of a Local Security Management Specialist and the provision and 
promotion of security measures and reporting issues to the Audit, Assurance and Risk Committee and Board of 
Directors. 

SFI 4.6.8 CHIEF FINANCE 

OFFICER 
Prepare an annual workoplan with the Local Security Management Specialist. 

SFI 5.1.1 CHIEF EXECUTIVE Compile and submit to the Board an annual business plan which takes into account financial targets and forecast 
limits of available resources.  The annual business plan will contain: 

 a statement of the significant assumptions on which the annual business plan is based; 

 details of major changes in workload, delivery of services or resources required to achieve the Annual business 
plan. 

SFI 5.1.2 – 
5.1.3  

CHIEF FINANCE 

OFFICER  
Submit budgets to the Board for approval. 
Monitor performance against budget and the business plan; periodically review them and report to the Board of 
Directors.  

SFI 5.1.5 CHIEF FINANCE 

OFFICER  
Ensure adequate training is delivered on an on going basis to budget holders to help them manage their financial 
budget successfully. 

SFI 5.2.1 CHIEF EXECUTIVE Delegate the management of a budget to permit the performance of a defined range of activities to budget holders.  

SFI 5.2.2 CHIEF EXECUTIVE & 

BUDGET HOLDERS 
Must not exceed the budgetary total or virement limits set by the Board of Directors. 

SFI 5.3.1 CHIEF FINANCE 

OFFICER  
Devise and maintain systems of budgetary control. 

SFI 5.3.2 BUDGET HOLDERS Ensure that  
a) no overspend or reduction of income that cannot be met from virement is incurred without prior consent of Board 

of Directors; 
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REFERENCE DELEGATED TO AUTHORITIES/DUTIES DELEGATED 
b) the amount provided in the approved budget is not used in whole or in part for any purpose other than the specified 

purpose , subject to rules of virement; 
c) no permanent Officers are appointed without the approval of the CEOChief Executive other than those provided 

for within available resources and manpower establishment as approved by the Board of Directors. 

SFI 5.3.3 CHIEF EXECUTIVE Identify and implement cost improvements and income generation activities in line with the Annual Business Plan, the 
Trust’s Forward Plan and a balanced budget. 

SFI 5.5.1 CHIEF EXECUTIVE Submit monitoring returns to the Regulators as required. 

SFI 6.1 – 6.2 CHIEF FINANCE 

OFFICER 
Maintain accounts in accordance with requirements. 

SFI 6.3 ACCOUNTING 

OFFICERCHIEF 

EXECUTIVE 

Preparation and submission of financial returns, annual accounts and reports to HM Treasury and Independent 
Regulator as necessary. 

SFI 7.1 – 7.3 CHIEF FINANCE 

OFFICER  
Managing banking arrangements, advising the Trust on the provision of banking services and operation of accounts  

SFI 7.4 CHIEF FINANCE 

OFFICER  
a) Review the banking arrangements of the Trust at regular intervals to ensure they reflect best practice and 
represent best value for money by periodically seeking competitive tenders for the Trust’s’ banking business. 
b) Ensure competitive tenders are sought at least every five (5) years and the results of such a tendering exercise 
reported to the Board of Directors. 

SFI 8.1 – 8.42 CHIEF FINANCE 

OFFICER  
Designing,  and maintaining and ensuring compliance with systems for the proper recording, invoicing and collection 
of monies and coding of all monies including, but not limited to, prompt banking, review and approval of fees and 
charges, debt recovery arrangements, design and control of receipts, provision of adequate facilities and systems for 
Officers whose duties include collecting or holding cash. 

SFI 8.2.2 ALL OFFICERS Duty to inform Chief Finance Officer promptly of money due from transactions which they initiate/deal with. 

9 CHIEF EXECUTIVE Tendering and contract procedure. 

SFI 9.1.3 CHIEF EXECUTIVE The Chief Executive shall nominate an officer to oversee and manage the contract on behalf of the Trust. 

SFI 9.5.1 CHIEF EXECUTIVE & 

CHIEF FINANCE 

OFFICER/  

Waive formal tendering procedures as per Appendix 3.where it is not applicable to follow a competitive tendering 
process. 

SFI 9.5.3 CHIEF 

EXECUTIVEFINANCE 

OFFICER 

Report waivers of tendering procedures to the Board and the Audit, Assurance and Risk Committee where the value 
of the contract is over £25,000. 

SFI 9.7.1 CHIEF FINANCE 

OFFICER 
Record items purchased according to limits set in this Scheme of Delegation and Board Reserved Powers which 
subsequently prove to have a greater value and report to the Audit, Assurance and Risk Committee. 

SFI 9.9 CHIEF EXECUTIVE OR 

NOMINATED OFFICER 
Responsible for the receipt, endorsement and safe custody of tenders received until the time appointed for their 
opening. 
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REFERENCE DELEGATED TO AUTHORITIES/DUTIES DELEGATED 
SFI 9.10 CHIEF EXECUTIVE Ensure tenders are opened by two independent officers. 

SFI 9.11.1 CHIEF EXECUTIVE Approve any contract to be awarded where the designated officers consider that the tenders received are not strictly 
competitive. 

SFI 9.11.2 CHIEF EXECUTIVE AND 

CHIEF FINANCE 

OFFICER OR 

ASSOCIATE DIRECTOR 

OF ESTATES AND 

FACILITIES 

MANAGEMENT 

Where only one tender is sought and/or received shall, as far as practicable, ensure that the price to be paid is fair 
and reasonable and will ensure value for money for the Trust. 

SFI 9.12 CHIEF EXECUTIVE OR 

NOMINATED 

OFFICERCHIEF 

FINANCE OFFICER 

Responsible for treatment of ‘late tenders’ and reporting those accepted to Audit, Assurance and Risk Committee. 

SFI 9.14.4 CHIEF 

EXECUTIVECHIEF 

FINANCE OFFICER 

Authorise the acceptance of any tender No tender shall be accepted which will commit expenditure in excess of that 
which has been allocated by the Trust and which is not in accordance with these Instructions except with the 
authorisation of the Chief Executive. 

SFI 9.14.6 CHIEF FINANCE 

OFFICER OR 

NOMINATED OFFICER 

Record the rejection of any tender and the reasons for this. 

SFI 9.16.1.1   CHIEF EXECUTIVE OR 

NOMINATED 

OFFICERASSOCIATE 

DIRECTOR FOR 

ESTATES AND 

FACILITIES 

MANAGEMENT 

Shall be nominated to mMaintain a list of approved firms for Estates Services. 

SFI 9.16.3 CHIEF EXECUTIVE, 
CHIEF FINANCE 

OFFICER, OR 

NOMINATED OFFICER 

INCLUDING ASSOCIATE 

DIRECTOR FOR 

ESTATES AND 

FACILITIES 

MANAGEMENT  

Shall ensure that appropriate checks are carried out as to the technical and financial capability of those firms that are 
invited to tender or quote where it is impractical to use a potential contractor from the list of approved firms/individuals 
or where a list has not been prepared. Where a supplier is chosen that is not on the approved list the reason shall be 
recorded in writing to the CeoChief Executive. 
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REFERENCE DELEGATED TO AUTHORITIES/DUTIES DELEGATED 
SFI 9.17.5 CHIEF EXECUTIVE OR 

NOMINATED OFFICER 
The Chief Executive or his/her nominated officer should eEvaluate the quotations and select the quote which gives the 
best value for money documenting any reasons for not accepting the lowest quotation. 

SFI 9.28.1 CHIEF EXECUTIVE The Chief Executive shall be responsible for ensuring Ensure that best value for money can be demonstrated for all 
services provided under contract or in-house. 

SFI 9.21 & 
14.2 

CHIEF FINANCE 

OFFICER  
The Chief Finance Officer shall dDemonstrate that the use of private finance represents value for money and 
genuinely transfers risk to the private sector. 
 
 

  9.21.2 & 14.2 BOARD OF DIRECTORS All PFI proposals must be agreed by the Board of Directors. 

SFI 9.22.1  CHIEF EXECUTIVE The Chief Executive shall nNominate Officers with delegated authority to enter into and manage contracts of 
employment of other Officers and enter into contracts for the employment of agency staff or temporary staff service 
contracts. 

SFI 9.23.2 & 
9.23.3 

CHIEF EXECUTIVE Nominate officers to commission and enter into contracts with health service bodies and providers. 
Ensure regular reports to the Board of Directors. 

SFI 9.27 CHIEF EXECUTIVE Determine the method of disposal of assets and consumables. 

SFI 10.1 CHIEF EXECUTIVE Must eEnsure the Trust enters into suitable legally binding agreements with service commissioners for the provision of 
NHS services that provide quality and cost effective services. 

11.1 BOARD OF DIRECTORS Establish a Remuneration Committee 

SFI 11.1.3 NOMINATION AND 

REMUNERATION 

COMMITTEE 

Advise the Board on and make recommendations on the remuneration and terms of service of the CEO and 
Executive Directors and other senior Officers to ensure they are fairly rewarded having proper regard to the Trust’s 
circumstances and any national agreements; 
Monitor and evaluate the performance of individual Executive Directors of the Trust; 
Advise on and oversee appropriate contractual arrangements for all Directors including proper calculation and scrutiny 
of termination payments taking account of such national guidance as appropriate. 
Report in writing to the Board of Directors its advice and its bases about remuneration and terms of service of the 
Chief Executive and other Executive Directors. 

11.3.2 REMUNERATION 

COMMITTEE 
Report in writing to the Board of Directors its advice and its bases about remuneration and terms of service of the 
Chief Executive and other Executive Directors.  

 BOARD OF DIRECTORS Approve proposals presented by the Chief Executive for setting of remuneration and conditions of service for those 
officers not covered by the Remuneration Committee. 

SFI 11.4.2 CHIEF EXECUTIVE 

AND/OR NOMINATED 

OFFICERSOR CHIEF 

FINANCE OFFICER 

Approveal of variation to funded establishment of any department. 
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REFERENCE DELEGATED TO AUTHORITIES/DUTIES DELEGATED 
SFI 11.3 CHIEF EXECUTIVE OR 

RELEVANT 

DELEGATED 

DIRECTOR 

Authorisation of the engagement, re-engagement, re-grade, hire or change in remuneration of any Officer including 
agency staff engaged either on a temporary or permanent basis, within the limit of the approved budget and funded 
establishment. 

SFI 11.46 DIRECTOR OF 

WORKFORCE, 
DEVELOPMENT & 

COMMUNICATIONS 

Payroll: 
a) specifying timetables for submission of properly authorised time records and other notifications; 
b) final determination of pay and allowances; 
c) making payments on agreed dates; 
d) agreeing method of payment. 

SFI 11.46.3 DIRECTOR OF 

WORKFORCE, 
DEVELOPMENT & 

COMMUNICATIONS 

AND NOMINATED 

MANAGERS 

Submission of time records and notifications in accordance with agreed timetables. 
Completion of time records and other notifications in accordance with the Director of Workforce, Development & 
Communications’ instructions and in a form prescribed by the Director of Workforce, Development & 
Communications . 
Submitting termination forms to the Director of Workforce, Development & Communications in the prescribed form 
immediately upon knowing the effective date of an Officer’s resignation, termination or retirement.   
Notifying the Director of Workforce, Development & Communications immediately, who must in term turn inform the 
Chief Finance Officer where an Officer fails to report for duty or to fulfill obligations in circumstances that suggest they 
have left without notice. 

SFI 11.46.4 CHIEF FINANCE 

OFFICER AND/OR 

DIRECTOR OF 

WORKFORCE, 
DEVELOPMENT & 

COMMUNICATIONS 

Ensure that the chosen method for payroll processing is supported by appropriate (contracted) terms and conditions, 
adequate internal controls and audit review procedures and that suitable arrangements are made for the collection of 
payroll deductions and payment of these to appropriate bodies. 

SFI 11.57.1  NOMINATED OFFICER Ensure that all Officers and Executive Directors are issued with a Contract of Employment in a form approved by the 
Board of Directors and which complies with employment legislation. 
Deal with variations to, or termination of, contracts of employment. 

12.1 BOARD OF DIRECTORS Approve the level of non-pay expenditure on an annual basis 

SFI 12.1 CHIEF EXECUTIVE Determine the level of delegation for non-pay expenditure. 

SFI 12.1.3 CHIEF EXECUTIVE Set out procedures on the seeking of professional advice regarding the supply of goods and services. 

SFI 12.2.1  REQUISITIONING 

OFFICER 
In choosing the item to be supplied (or the service to be performed) shall always oObtain the best value for money for 
the Trust for items to be supplied.  In so doing, Seek the advice of the Trust's adviser on supply shall be sought. 
Where this advice is not acceptable to the requisitioner the advice of Procurement Department or the Head of 
Procurement and/ or the Chief Finance Officer. shall be consulted.  
For requisitions over £100,000 the requisitioning Officer should consult the Head of Procurement. 
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REFERENCE DELEGATED TO AUTHORITIES/DUTIES DELEGATED 
SFI 12.2.2.1 CHIEF FINANCE 

OFFICER  
Shall be rResponsible for the prompt payment of accounts and claims subject to parameters agreed by the Board of 
Directors. 

12.2.2.2.1 CHIEF FINANCE 

OFFICER AND/OR 

NOMINATED OFFICERS 

a) Advise the Board regarding the setting of thresholds above which quotations (competitive or otherwise) or formal 
tenders must be obtained; and, once approved, the thresholds should be incorporated in Standing Orders and 
Standing Financial Instructions and regularly reviewed; 

b) Prepare procedural instructions [where not already provided in the Scheme of Delegation or procedure notes for 
budget holders] on the obtaining of goods, works and services incorporating the thresholds; 

c) Be responsible for the prompt payment of all properly authorised accounts and claims; 
d) Be responsible for designing and maintaining a system of verification, recording and payment of all amounts 

payable which shall provide for the matters listed at SFIs 12.2.2.;   
e) Be responsible for a timetable and submission to the Chief Finance Officer of accounts for payment; provision 

shall be made for the early submission of accounts subject to cash discounts or otherwise requiring early 
payment; 

f) Instructions to Officers regarding the handling and payment of accounts within the Finance Department; 
g) Be responsible for ensuring that payment for goods and services is only made once the goods and services are 

received except those obtained by pre-payment. 
h) Prepare and issue procedures regarding value added tax. 

SFI 12.2.3.1.2 APPROPRIATE 

EXECUTIVE DIRECTOR 

OR NOMINATED 

OFFICER 

Make a written case to support the need for a prepayment, setting out all the relevant circumstances of the purchase 
and the effects on the Trust if the supplier is at some time during the course of the prepayment agreement unable to 
meet his/her commitments 

SFI 12.2.3.1.3 CHIEF FINANCE 

OFFICER 
Approve proposed prepayment arrangements taking into account the EU public procurement rules where the contract 
is above a stipulated financial threshold. 

SFI 12.2.34.1.4 BUDGET HOLDER Ensure that all items due under a prepayment contract are received (and immediately inform as necessary the 
appropriate Director or the Chief Executive Officer if problems are encountered). 

SFI 12.2.4.1.2 CHIEF FINANCE 

OFFICER 
Approve the form of Official Orders. 
Authorise who may use and be issued with official orders. 

12.2.4.1.4 CHIEF EXECUTIVE Authorise who may use and be issued with official orders. 

SFI 12.2.5.1 OFFICERS Ensure that they comply fully with the guidance and limits specified by the Chief Executive and the requirements 
detailed at SFI 9 

SFI 12.2.6 CHIEF FINANCE 

OFFICER  
Lay down procedures for joint finance payments to local authorities and voluntary organisations made under the 
powers of section 75 of the NHS Act 2006.  

SFI 13.1.2 CHIEF FINANCE 

OFFICER  
The Chief Finance Officer will aAdvise the Board of Directors on the Trust’s ability to pay dividend on, and repay PDC 
and any proposed new borrowing and report periodically, concerning the Trust’s debt and all loans and overdrafts. 

13.2.2 BOARD OF DIRECTORS Agree a list of Officers (including specimens of their signatures) authorised to make short term borrowings on behalf of 
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REFERENCE DELEGATED TO AUTHORITIES/DUTIES DELEGATED 
the Trust. (This must include the Chief Executive and Chief Finance Officer.) 

SFI 13.2.3 CHIEF FINANCE 

OFFICER 
Prepare detailed procedural instructions concerning applications for loans and overdrafts, and the operation of 
investment accounts. 

SFI 13.2.5 CHIEF EXECUTIVE OR 

CHIEF FINANCE 

OFFICER 

Be on an authorising panel comprising one other member for short term borrowing approval and inform the Board of 
Directors of all short term borrowings at the next Board Meeting. 

SFI 13.3.2 CHIEF FINANCE 

OFFICER  
Will aAdvise the Board on investments and report, periodically to the Board on performance of same. 

SFI 14.1.1– 
14.1.2 

CHIEF EXECUTIVE  Capital investment programme: 
a) ensure that there is adequate appraisal and approval process for determining capital expenditure priorities and the 

effect that each has on business plans; 
b)  be responsible for the management of all stages of capital schemes and for ensuring that they are delivered on 

time and within cost; 
c) ensure that capital investment is not undertaken without confirmation of purchaser support and the availability of 

resources to finance all revenue consequences, including capital charges; 
d) ensure that a business case is produced for every capital proposal setting out the matters referred to at SFI 

14.1.2.1.1 – 14.1.2.1.3. 

SFI 14.1.2.2 CHIEF FINANCE 

OFFICER 
Certify the costs and revenue consequences detailed in the business case.  

SFI 14.1.3 CHIEF EXECUTIVE  Issue procedures for management of contracts for capital schemes which stipulate stage payments.  

SFI 14.1.5 
 

CHIEF EXECUTIVE  Issue to the Officer responsible for any capital scheme specific authority to commit expenditure, authority to proceed 
to tender and approval to accept a successful tender. 
Issue a scheme of delegation for capital investment management. 

SFI 14.1.6 CHIEF FINANCE 

OFFICER 
Issue procedures governing the financial management, including variations to contract, of capital investments projects 
and valuation for accounting purposes. 
Ensure compliance with any guidance issued by the Independent Regulator regarding financial reporting in the 
production of the Trust’s Annual Accounts and Annual Reports concerning the accounting treatment of capital 
investments. 

14.1.6 CHIEF FINANCE 

OFFICER 
Issue procedures governing financial management, including variations to contracts of capital investment projects and 
valuation of accounting processes fully taking into account the delegated limits for capital schemes as referenced in 
guidance issued by Monitor. 

14.1.7 CHIEF FINANCE 

OFFICER 
Ensure the Trust complies with any guidance issued by the Independent Regulator regarding financial reporting in 
the production of the Trust’s Annual Accounts and Annual Reports concerning the accounting treatment of capital 
investments. 

SFI 14.2.1.1 CHIEF FINANCE Demonstrate that the use of private finance represents value for money and genuinely transfers significant risk to the 
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REFERENCE DELEGATED TO AUTHORITIES/DUTIES DELEGATED 
OFFICER private sector. 

14.2.1.2 BOARD OF DIRECTORS Proposal to use PFI must be specifically agreed by the Board. 

SFI 14.3.1 CHIEF EXECUTIVE Maintenance of Maintain asset registers taking account of the guidance of the Independent Regulator concerning the 
form and content of any register and the method of updating the register in question. 

SFI 14.3.4 CHIEF FINANCE 

OFFICER 
Approve procedures for reconciling balances on fixed assets accounts in ledgers against balances on fixed asset 
registers. 

SFI 14.3.7 CHIEF FINANCE 

OFFICER 
Calculate and pay capital charges as specified by any relevant guidance issued by the Independent Regulator 
regarding the financial reporting procedures for NHS foundation trusts. 
. 

SFI 14.4.1 CHIEF EXECUTIVE Overall responsibility for the control of fixed assets. 

SFI 14.4.2 CHIEF FINANCE 

OFFICER  
Approval of asset control procedures.  

SFI 14.4.4 MEMBERS OF THE 

BOARD & SENIOR 

OFFICERS 

Responsibility to apply routine security practices in relation to Trust property as may be determined by the Board of 
Directors. Any breach should be reported in accordance with agreed procedures. 

SFI 15.2.1 CHIEF EXECUTIVE & 

NOMINATED OFFICER 
Overall responsibility for control of stocks and stores may be delegated to an Officer. Further delegation for day-to-day 
responsibility to departmental Officers subject to such delegation being recorded in a record available to the Chief 
Finance Officer.  

SFI 15.2.1 DESIGNATED 

PHARMACEUTICAL 

OFFICER 

Responsible for the control of any Pharmaceutical stocks 

SFI 15.2.1 DESIGNATED ESTATES 

OFFICER 
Responsible for control of stocks of fuel, oil, and coal and gas. 

SFI 15.2.2 RELEVANT 

DESIGNATED OFFICER 
Responsibility for defining in writing the security arrangements relating to the custody of keys for all stores and 
locations. 

SFI 15.2.3 CHIEF FINANCE 

OFFICER 
Set out procedures and systems to regulate the stores including receipt of goods, issues, returns to stores and losses. 

SFI 15.2.4 CHIEF FINANCE 

OFFICER 
Agree stocktaking arrangements. 

SFI 15.2.5 CHIEF FINANCE 

OFFICER 
Approve alternative arrangements where a complete system of stores control is not justified. 

SFI 15.2.6 CHIEF FINANCE 

OFFICER 
Approve system for review of slow moving and obsolete items and for condemnation, disposal and replacement of all 
unserviceable articles. 

SFI 15.2.6 DESIGNATED OFFICER Operate a system approved by the Chief Finance Officer for slow moving and obsolete stock, for condemnation, 
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REFERENCE DELEGATED TO AUTHORITIES/DUTIES DELEGATED 
disposal and replacement of unserviceable articles. 
 and rReport to the Chief Finance Officer evidence of significant overstocking and any negligence or malpractice. 

15.2.7 CHIEF EXECUTIVE Identify persons authorised to requisition and accept goods from NHS Supplies stores 

15.2.7 AUTHORISED 

OFFICERS 
Check receipt of goods against the delivery note before forwarding the note to the Chief Finance Officer 

15.2.7 CHIEF FINANCE 

OFFICER 
Satisfy him/herself that the goods received from the NHS Supplies Store have been received before accepting the 
recharge. 

SFI 16.1.1 CHIEF FINANCE 

OFFICER 
Prepare detailed procedures for disposal of assets in accordance with the Regulatory Framework and Guidance 
issued by the Independent Regulator in respect of protected assets and including condemnations and ensure that 
these are notified to Directors and relevant Officers. 

SFI 16.1.2 APPROPRIATE 

DEPARTMENTAL 

MANAGER OR 

AUTHORISED DEPUTY  

Inform the Chief Finance Officer of the estimated market value of any disposal item taking account of professional 
advice where appropriate 

SFI 16.2.1 CHIEF FINANCE 

OFFICER 
Prepare procedural instructions on the recording of and accounting for condemnations, losses and special payments 

16.2.5 BOARD OF DIRECTORS Approve write off of losses above the level delegated to the CE and Chief Finance Officer in the Financial Limits 
specified in the Scheme of Delegation. 

SFI 16.2.3 CHIEF FINANCE 

OFFICER 
Notify NHS Protect and the Auditor of all frauds. 

SFI 16.2.4 CHIEF FINANCE 

OFFICER 
Notify Board of Directors and the Auditor of losses caused by fraud etc.  

SFI 16.2.6 CHIEF FINANCE 

OFFICER 
Take the necessary steps to safeguard the Trust’s interests in bankruptcies and company liquidations. 

SFI 16.2.7 CHIEF FINANCE 

OFFICER 
Consider whether any insurance claim can be made for a loss.  

SFI 16.2.8 CHIEF FINANCE 

OFFICER 
Maintain losses and special payments register in which write off action is recorded 

SFI 17.1 CHIEF EXECUTIVE 

OFFICER 
Ensure the Trust participates in any national requirements for information technology. 

SFI 17.2.1 CHIEF FINANCE 

OFFICER 
Responsibility Responsible for the accuracy and security of computerised financial data and ensuring that the 
adequate controls, procedures and management trails as specified at SFI 17.2.1.1 to 17.2.1.4 are in place. 

SFI 17.2.2 CHIEF FINANCE 

OFFICER 
Satisfy him/herself that new financial systems and amendments to current financial systems are developed in a 
controlled manner and thoroughly tested prior to implementation. Where this is undertaken by another organisation, 
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REFERENCE DELEGATED TO AUTHORITIES/DUTIES DELEGATED 
assurance of adequacy must be obtained from them prior to implementation. 

SFI 17.2.3 CHIEF FINANCE 

OFFICER 
Ensure orders for the acquisition of information technology hard and software are placed in accordance with the 
Trust’s Information Technology Strategy. 

SFI 17.2.4 CHIEF FINANCE 

OFFICER 
Ensure that separate control procedures are put in place for computer systems including: the acquisition and disposal 
of IT systems and equipment and the decommissioning of systems containing confidential data. 

SFI 17.3 SENIOR INFORMATION 

RISK OFFICER 
Own the Trust’s Information Risk Policy. 
Ensure that NHS IG policy, information risk management method and standards are documented, applied and 
maintained consistently throughout the organisation’s information governance risk assessment and management 
framework. 

SFI 17.5.1– 
17.5.2 

CHIEF FINANCE 

OFFICER 
Ensure that contracts for computer services for financial applications with other health organisations or 
any other agency shall clearly define the responsibility of all parties for security, privacy, accuracy, 
completeness and timeliness of data during processing, transmission and storage, and allow for audit 
review. Seek periodic assurances from the provider that adequate controls are in operation where such a computer 
service is provided for financial applications. 

SFI 17.65.1 CHIEF FINANCE 

OFFICER 
Ensure that risks to the Trust arising from the use of IT are effectively identified and considered and appropriate 
action taken to migrate or control risk including the preparation and testing of appropriate disaster recovery and 
business continuity plans. 

SFI 17.6.1 CHIEF FINANCE 

OFFICER 
Where computer systems have an impact on corporate financial systems satisfy him/herself that: 
a) systems acquisition, development and maintenance are in line with corporate policies such as the Information 

Technology Strategy; 
b) data produced for use with financial systems is adequate, accurate, complete and timely, and that a management 

audit trail exists; 
c) The Chief Finance Officer and staff have access to such data; 
d)   Such computer audit reviews are being carried out as are considered necessary. 

SFI 18.2 CHIEF EXECUTIVE Responsible for eEnsureing patients and guardians are informed before or at admission either by notices or 
information booklets or orally that the Trust will generally not accept responsibility or liability for patients’ property 
unless it is deposited for safe custody and a copy of the patient’s property record is obtained as a receipt. 

SFI 18.3 CHIEF FINANCE 

OFFICER 
Provide detailed written instructions on the collection, custody, investment, recording, safekeeping, and disposal of 
patients' property (including instructions on the disposal of the property of deceased patients and of patients 
transferred to other premises) for all Officers whose duty is to administer, in any way, the property of patients. 

SFI 18.4 CHIEF FINANCE 

OFFICER 
Approve arrangements put in place for the opening and operation of separate accounts for the management of patient 
moneys. 

SFI 18.6 DEPARTMENTAL 

MANAGERS 
Inform Officers on appointment of their responsibilities and duties for the administration of the property of patients. 
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SFI 19.1 -

19.119 
CHIEF FINANCE 

OFFICER 
Ensure compliance with the obligations specified at SFI 19.1 to 19.119 relating to Funds held on Trust. 

SFI 20.1 COMPANY SECRETARY Ensure all staff are made aware of the Trust policy on the acceptance and giving of gifts and hospitality, and other 
benefits in kind by staff. 

SFI 21.1-21.2 CHIEF EXECUTIVE Maintain Archives for all documents. 
Develop retention of document procedures in accordance with the Records Management Code. 

SFI 21.4 CHIEF EXECUTIVE Authorise the destruction of documents and maintain records of the same. 

SFI 22.1 – 22.2 CHIEF FINANCE 

OFFICER DIRECTOR 

OF PERFORMANCE, 
QUALITY AND SAFETY 

Publish and maintain a Freedom of Information Publication Scheme or adopt a model Publication scheme approved 
by the Information Commissioner. 
Ensure compliance with these schemes. 

SFI 23.1 CHIEF EXECUTIVE Ensure that the Trust has a risk management programme which shall contain the detail specified at SFI 23 

23.1 BOARD OF DIRECTORS Approve and monitor risk management programme. 

24.1.1 BOARD OF DIRECTORS Decide whether the Trust will insure through the risk pooling schemes administered by the NHS Litigation Authority or 
self-insure for some or all of the risks covered by the risk pooling scheme Decisions to self-insure should be reviewed 
annually. 

SFI 24.1.2 – 
24.1.3 

CHIEF FINANCE 

OFFICER  
Where the Board decides to use the risk pooling schemes administered by the NHS Litigation Authority, the Chief 
Finance Officer shall ensure that the arrangements entered into are appropriate and complementary to the risk 
management programme. The Chief Finance Officer shall eEnsure that documented procedures cover these 
arrangements. 
 
Where the Board decides not to use the risk pooling schemes administered by the NHS Litigation Authority for any 
one or other of the risks covered by the schemes, the Chief Finance Officer shall ensure that the Board is informed of 
the nature and extent of the risks that are self-insured as a result of this decision. The Chief Finance Officer will dDraw 
up formal documented procedures for the management of any claims arising from third parties and payments in 
respect of losses that will not be reimbursed.  
Ensure insurances held are appropriate. 

SFI 24.1.4 CHIEF FINANCE 

OFFICER 
Ensure documented procedures cover management of claims and payments below the deductible. 

 
* Nominated officers and the areas for which they are responsible should be incorporated into the Trust’s Scheme of Delegation document. 
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ANNEX 1 - DETAILED SCHEME OF DELEGATION 
 

DETAILED SCHEME OF DELEGATION 
 
Delegated matters in respect of decisions which may have a far reaching effect for the Trust must be reported to the Chief Executive.  The delegation shown 
below is the lowest level to which authority is delegated.   Delegation to lower levels is only permitted with written approval of the Chief Executive. Where 
powers are delegated to the Chief Executive this means that in his/her absence those powers are delegated to his/her nominated deputy. 
 
Key to Levels of Authority in Detailed Scheme of Delegation: 
 

All Departments recognise the following levels of Executives and Managers 
 Chief Executive 

 Executive Directors of the Board of Directors 

 Non-Board Directors including Associate Directors and those with ‘Director’ in their job title and who report to an Executive 
Director 

    Band 8D and 8C Managers 

    Band 8B and 8A Managers 

    Band 7 Managers 

    Band 6 Managers 

    Band 5 Managers 

    Band 4 Managers 

 GP Practice Managers 

 GP Deputy Practice Managers (as band 5) 

 GP Order Approvals Staff (as Band 4) 

Estates and Facilities Management Department 

Band 5 Managers with Band 5 delegated responsibility within the Estates and Facilities Management Department 

Band 6 Managers with Band 6 delegated responsibility within the Estates and Facilities Management Department 

Social Care Department 

Band 5 Managers with Band 5 delegated responsibility within the Social Care Department 

Band 6 Managers with Band 6 delegated responsibility within the Social Care Department 
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DELEGATED MATTER 

 

 
AUTHORITY DELEGATED TO 

 
REFERENCE DOCUMENTS 

 

Management of Budgets 
1. Responsibility for keeping expenditure within 

budgets 

  

a) At individual budget level (Pay and Non Pay) Budget Manager SFI 5 
b) At service level Service Manager  
c) For the totality of services covered by Executive Directors 

and non-Board Directors including Associate Directors 
and those with ‘Director’ in their job title and who report to 
an Executive Director. 

 Executive Directors and non-Board Directors 
including Associate Directors and those with 
‘Director’ in their job title and who report to an 
Executive Director 

 

2. Virement of underspent Budgets 
Up to £150,000 

Executive Directors and non-Board Directors 
including Associate Directors and those with 
‘Director’ in their job title and who report to an 
Executive Director subject to consultation with both 
the Chief Finance Officer and the Chief Operating 
Officer.  Director of Performance, Quality and Safety.  
(Virement over the amount stated requires Board 
approval). 

 

3. Maintenance/Operation of Bank Accounts 
 

Chief Finance Officer SFI 7 

4. Expenditure/Requisitioning /Ordering/Payment of 
Goods and Services  

 

  

a) Delegated limits – refer to Annex 2 Appendix 1 Financial 
Levels – Purchasing Goods and Services (all non-pay 
expenditure including agency spend) 

 

  

 Petty cash payments –refer to Annex 2 Appendix 2 
Financial Levels – Petty Cash and Patient Monies 
 

 
 

 

 Patients Monies – refer to Annex 2 Appendix 2 Financial   
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DELEGATED MATTER 

 

 
AUTHORITY DELEGATED TO 

 
REFERENCE DOCUMENTS 

 
Levels – Petty Cash and Patient Monies 

 
 

 

  
 

 

b) Non-Pay Expenditure for which no specific budget has 
been set up and which is not subject to funding under 
delegated powers of virement.  (Subject to the limits 
specified above in (a) 

 

Chief Executive, COO/Deputy Chief Executive, D of 
O/MD or Chief Finance Officer 

 

c) Orders exceeding 12 month period (excluding office 
equipment support e.g. PCs and printers) 

 

Executive Directors and non-Board Directors 
including Associate Directors and those with 
‘Director’ in their job title and who report to an 
Executive Director 

 

d) All contracts for goods and services and subsequent 
variations to contracts 

 
e)    All  inter-trust expenditure covered by Agreements that 

are fixed monthly/annual amounts 

Executive Directors and non-Board Directors 
including Associate Directors and those with 
‘Director’ in their job title and who report to an 
Executive Director or in accordance with this Scheme 
of Delegation 
 
Directorate Accountant Finance Business Partner 
(Executive Directors and non-Board Directors 
including Associate Directors and those with 
‘Director’ in their job title and who report to an 
Executive Director will notify Accountant in writing of 
the annual agreed  sum which the Accountant will 
adhere to, and implement immediately if this is 
changed) 

 

5. Capital Schemes (Including Leases)   
a) Selection of architects, quantity surveyors, consultant 

engineer and other professional advisors within EU 
regulations 

Associate Director of Estates and Facilities 
Management  

 

b) Financial monitoring and reporting on all capital scheme Chief Finance Officer  
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DELEGATED MATTER 

 

 
AUTHORITY DELEGATED TO 

 
REFERENCE DOCUMENTS 

 
expenditure 

c) Granting and termination of leases with an annual value 
of up to £100K250K 

Chief Finance Officer or Associate Director of Estates 
and Facilities Management *  

 

d) Granting and termination of leases over £250100k 
 
 

Chief Executive (with reference to Associate Director 
of Estates and Facilities Management or Associate 
Director of Estates and Facilities Management) 
 
 

 

6. Quotation, Tendering & Contract Procedures 
a) Contract summary for Goods and Services 

 
Annex 2, Appendix 1 to this Scheme of Delegation 

 
SFI 9 
 

b) Contract summary for Capital Construction Projects and 
Estate Services 

Annex 2 Appendix 1 to this Scheme of Delegation 
 

 
 

Waiving of Competitive Tendering   
Single tender summary Annex 2 Appendix 3 to this Scheme of Delegation  

7. Setting of Fees and Charges 
 

  

a) Private Patient, Overseas Visitors, Income Generation 
and other patient related services. 

Chief Finance Officer or Nominated Deputy SFI 8 

b) Price of NHS Contracts, Charges for all NHS Patient 
Contracts whether for GPs or PCTs 

 

Chief Finance Officer  

8. Engagement of Staff  not on the Establishment 
 

  

a) Non Medical Consultancy Staff/Management Consultants 
 Where aggregate commitment in any one year (or total 

commitment) is less than £520,000 

Executive Directors and non-Board directors, with 
‘Director’ in title and Associate Directorssubject to a 
business case 

SFI 11 

b) Where aggregate commitment in any one year is more 
than £520,000 

CE or CFOBoard of Directors  

c) Where aggregate commitment of a number of smaller 
contracts leads to a cumulative total commitment more 
than £50,000, review to be undertaken by Audit, 

Audit, Assurance and Risk Committee and Board  
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DELEGATED MATTER 

 

 
AUTHORITY DELEGATED TO 

 
REFERENCE DOCUMENTS 

 
Assurance and Risk Committee and then reported to 
Board. 

d) Receive a quarterly report on the use of all non-medical 
consultancy staff and management consultants in the 
quarter and projected for the next quarter. 

Audit, Assurance and Risk Committee and Board  

e) Receive an annual report on the use of non-medical 
consultancy staff and management consultants. 

Audit, Assurance and Risk Committee and Board  

fc) Engagement of Trust’s Solicitors Chief Executive or Executive Director, Litigation and 
Information Governance Manager, Property Manager 
or Trust Company Secretary 
 

 

gd) Booking of Bank, MATCH or Agency Staff 

 Medical Locums 

 Nursing 

 Clerical 

Budget Manager 
 
 

 

 
9. Expenditure on Charitable Funds 

 up to £1,000 per request  

 up to £10,000 per request  

 up to £25,000 per request  

 over above limits 

 
 
Fund Holder  
Relevant - Executive Director 
Chief Executive 
Trust Board of Directors as Corporate Trustee (via 
the Charitable Funds Committee) 
 

 
 
 

10. Property Agreements/Licences 
 

  

a) Preparation and signature of all tenancy agreements Chief Finance Officer or Associate Director of Estates 
and Facilities Management 

 

b) Extensions to existing leases Chief Finance Officer or Associate Director of Estates 
and Facilities Management 

 

c) Letting of premises to outside organisations Chief Finance Officer or Associate Director of Estates 
and Facilities Management  
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DELEGATED MATTER 

 

 
AUTHORITY DELEGATED TO 

 
REFERENCE DOCUMENTS 

 
d) Approval of rent based on professional assessment 
 

Chief Finance Officer or Associate Director of Estates 
and Facilities Management  

 

11. Condemning & Disposal    (see Trust Policy) 
 

  

 Items obsolete, obsolescent, redundant, irreparable or 
cannot be repaired cost effectively 

 
 

Non-Board Directors including Associate Directors 
and those with ‘Director’ in their job title and who 
report to an Executive Director Level 2 or 3 Directors 

SFI 16 
 

12. Losses, Write-off and Compensation 
 

  

a) Losses and Cash due to theft, fraud, overpayment 
(salaries, wages, fees and allowances) and other causes 

 up to and including £5,000 

 
 
Executive Directors and Non-Board Directors 
including Associate Directors and those with 
‘Director’ in their job title and who report to an 
Executive Director 
 

 
 
SFI 16 

 over £5,000 Chief Executive or Chief Finance Officer report to 
Board if over £250,000 

 

b) Fruitless Payments (including abandoned Capital 
Schemes) 

 up to and including £5,000 

 
 
Executive Directors and non-Board Directors 
including Associate Directors and those with 
‘Director’ in their job title and who report to an 
Executive Director 
 

 

 over £5,000 Chief Executive or Chief Finance Officer and report 
to Board if over £10,000 
 

 

c) Bad Debts and Claims Abandoned.   Private Patients, 
Overseas Visitors and Other 

Chief Executive or Chief Finance Officer and report 
to Board if over £10,000 
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DELEGATED MATTER 

 

 
AUTHORITY DELEGATED TO 

 
REFERENCE DOCUMENTS 

 
d) Damage to buildings, fittings, furniture and equipment and 

loss of equipment and property in stores and in use due 
to: 

 Culpable causes (e.g. fraud, theft, arson) or other (stores 
losses or other causes) 

 up to and including £20,000 

 
 
 
 
Executive Directors and non-Board Directors 
including Associate Directors and those with 
‘Director’ in their job title and who report to an 
Executive Director and report to Board if over 
£10,000 
 

 

 over £20,000  Chief Executive or Chief Finance Officer and report 
to Board if over £10,000 
 

 

e) Compensation payments made under legal obligation 
 

Chief Executive or Chief Finance Officer and report 
to Board 
 

 

f) Extra Contractual payments to contractors 

 up to and including £5,000 

 
Executive Directors and non-Board Directors 
including Associate Directors and those with 
‘Director’ in their job title and who report to an 
Executive Director 
 

 

 over £5,000  
 

Chief Executive or Chief Finance Officer and report 
to Board if over £10,000 

 

g) Ex-Gratia Payments to patients, staff and visitors for loss 
of personal effects 

 up to and including £5,000 

 
 
Executive Directors and non-Board Directors 
including Associate Directors and those with 
‘Director’ in their job title and who report to an 
Executive Director 
 

 

 over £5,000  Chief Executive or Chief Finance Officer and report  
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DELEGATED MATTER 

 

 
AUTHORITY DELEGATED TO 

 
REFERENCE DOCUMENTS 

 
to Board if over £10,000 

h) Ex gratia payments fFor clinical negligence (negotiated 
settlements following legal advice) 

 up to and including £10,000 plus costs 

 
 
Litigation and Information Governance Manager or 
Executive Directors and non- Board Directors 
including Associate Directors and those with 
‘Director’ in their job title and who report to an 
Executive Director 
 

 

 over £10,000 but under £100,000 + costs 
 
 

 over £10,000 and up to £1,000,000 (negotiated 
settlements)plus costs 

Chief Executive or Chief Finance Officer and report 
to Board if over £10,000 
 
Chief Executive or Chief Finance Officer and report 
to Board if over £10,000 
 

 

i) For personal injury claims involving negligence where 
legal advice has been obtained and guidance applied 

 up to and including £2,500 
 
 

 over £2,500 and up to £1,000,000 (including 
plaintiff’s costs) 

 
Litigation and Information Governance Manager or  
Executive Directors and non-Board Directors 
including Associate Directors and those with 
‘Director’ in their job title and who report to an 
Executive Director 
 
Chief Executive or Chief Finance Officer and report 
to Board if over £10,000 
 

 

j) Other, except cases of maladministration where there 
was no financial loss by claimant 

 up to and including £50,000 
 

 
 
Chief Executive or Chief Finance Officer and report 
to Board if over £10,000 

 

k) Special Severance Payments (requiring Her Majesty’s 
Treasury (HMT) approval) 

Chief Executive or Chief Finance Officer to approach 
HMT.  Report to Board 
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DELEGATED MATTER 

 

 
AUTHORITY DELEGATED TO 

 
REFERENCE DOCUMENTS 

 
l) Extra statutory and extra regulationary payments Chief Executive or Chief Finance Officer to approach 

HMT.  Report to Board 
 

13. Computer Software and Licences 
 

Director of Information oIP in accordance with Trust's 
Information Technology Strategy  

SFI 17 

14. Reporting of Incidents to the Police 
 

  

a) Where a criminal offence is suspected 
 

Band 7, 8A and 8B  or Duty On Call Manager define SFI 4 

b) Where a fraud is suspected 
 

Executive Director and Chief Finance Officer 
 
Ensure Company Secretary aware of all suspicions 
of criminal offence and fraud 
 

 

15. Receiving Hospitality 
 
 

Declaration by all staff required in Trust’s Hospitality 
Register, held by Company Secretary 
 

 
SFI 20 

16. Implementation of Internal and External Audit 
 Recommendations 

Chief Finance Officer or Executive Directors  
 

17. Maintenance and Update on Trust Financial 
Procedures 

Chief Finance Officer  

18. Investment of Funds (including Charitable Funds) 
 

Chief Finance Officer  

19. Personnel and Pay   
A     All Staff Excluding Medical Staff 
a) Authority to fill funded post on the establishment with 

permanent staff. 
 

 
Budget Manager 

 
SFI 11 

b) Authority to appoint staff to post not on the formal 
establishment 

Executive Directors and non-Board Directors 
including Associate Directors and those with 
‘Director’ in their job title and who report to an 
Executive Director  (keeping within overall budget) 
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DELEGATED MATTER 

 

 
AUTHORITY DELEGATED TO 

 
REFERENCE DOCUMENTS 

 
c) Additional Increments 
 The granting of additional increments to staff within 

budget 

 
Non-Board Directors including Associate Directors 
and those with ‘Director’ in their job title and who 
report to an Executive Director; Band 8D and 8C 
Managers  

 

d) Upgrading and Regrading 
 All requests for upgrading/regrading shall be dealt with in 

accordance with Trust Procedure 

 
Non-Board Directors including Associate Directors 
and those with ‘Director’ in their job title and who 
report to an Executive Director; Band 8D and 8C 
Managers  with advice from Director of Workforce 
and Communications  

 

e) Establishments   
i) Additional staff to the agreed establishment within 

specifically allocated finance 
 

Budget Manager  

ii) Additional staff to the agreed establishment without 
specifically allocated finance 

 

Executive Directors and non-Board directors 
including Associate Directors and those with 
‘Director’ in job title and who report to an Executive 
Director 
 (keeping within overall budget) 

 

B   Medical Staff 
 
CONSULTANTS  (INCLUDING LOCUMS) 
a) Authority to fill funded post on the establishment with 

permanent staff 
 
 

 
 
 
Clinical Director in consultation with Executive 
Directors and non-Board Directors including 
Associate Directors and those with ‘Director’ in their 
job title and who report to an Executive Director 
CMO Medical Director to be informed of Locum 
appointments.  Deputy Chief Finance Officer to be 
informed. 
 

 

b) Authority to appoint staff to post not on the formal 
establishment 

Clinical Director in consultation with Executive 
Directors and non-Board Directors including 
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DELEGATED MATTER 

 

 
AUTHORITY DELEGATED TO 

 
REFERENCE DOCUMENTS 

 
Associate Directors and those with ‘Director’ in their 
job title and who report to an Executive Director 
  (keeping within overall budget).   
Deputy Chief Finance Officer to be informed. 
 

c) Granting of salary or allowances in excess of usual Trust 
policy 

CMO Medical Director and Chief Executive. 
Deputy Chief Finance Officer to be informed. 
 

 

d) Additional payments 
 

Clinical Director in consultation with Executive 
Directors and non-Board Directors including 
Associate Directors and those with ‘Director’ in their 
job title and who report to an Executive Director -  
  but CMO CMedical Director and Chief Executive to 
be informed.  Deputy Chief Finance Officer to be 
informed. 

 

TRAINING GRADE DOCTORS 
a)  Authority to fill funded post on the establishment with 
permanent staff  

 ST 4 - 6 

 ST 1 - 3 

 Flexible Trainees 
 

 
 
 
Clinical Director  
Clinical Director 
Medical Director in consultation with Wessex 
Deanery and Clinical Tutor (within budget) 
 
 

 

b)  Authority to appoint staff to new trainee posts within 
approved budget and workforce plan. 
 

Clinical Director and Clinical Tutor 
jointly 
 

 

c)  Authority to appoint locum appointments within approved 
budget and workforce plan 
 

Clinical Director in consultation with Executive 
Director and Clinical Tutor 

 

For All Staff 
af) Pay 
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DELEGATED MATTER 

 

 
AUTHORITY DELEGATED TO 

 
REFERENCE DOCUMENTS 

 
a) Authority to complete standing data forms effecting 

pay, new starters, variations & leavers 
Budget Manager/Director of Workforce Development 
and Communications 
 

b) Authority to authorise overtime Modern Matron or equivalent 
All Other Staff: Executive Directors to Band 8A 
Manager 
 

 

c) Authority to complete and authorise positive 
reporting forms 

Non-Board Directors including Associate Directors 
and those with ‘Director’ in their job title and who 
report to an Executive Director; Band 8D and 8C 
Manager 
 

 

d) Authority to authorise travel and subsistence 
expenses 

Medical Staff, Non-Board Directors including 
Associate Directors and those with ‘Director’ in their 
job title and who report to an Executive Director; 
Band 8D and 8C 
 
Manager 
All Other Staff : Non-Board directors, with ‘Director’ in 
title and Associate Directors; Band 8D and 8C 
Manager or Ward Manager level 
 

 

e) Approval of Performance Related Pay Assessment (with Band 7, 8A, 8B as appropriate) 
 

 

bg) Leave All Medical staff : Clinical Director in conjunction with 
Level 3 or 4 Manager Band 6 or 7 Manager 
All Other Staff: Non-Board Directors including 
Associate Directors and those with ‘Director’ in their 
job title and who report to an Executive Director; 
Band 8D-8A  
Manager 
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DELEGATED MATTER 

 

 
AUTHORITY DELEGATED TO 

 
REFERENCE DOCUMENTS 

 
ch) Sick Leave Staff: Non-Board Directors including Associate 

Directors and those with ‘Director’ in their job title and 
who report to an Executive Director; Band 8D-8A 
Manager 

National/Trust Conditions of Service 

di) Study Leave   
i) Study leave outside the UK CE  
ii) Other study leave (UK) Consultants and other non-training grade doctors: 

Associate CMO 
Junior Doctors : Director of Post Graduate Medical 
Education 
All Other Staff : Executive Directors, Non-Board 
Directors including Associate Directors and those 
with ‘Director’ in their job title and who report to an 
Executive Director; Band 8D-8A 
Manager 
 

 

ej) Removal Expenses, Excess Rent and House Purchases  
Executive Directors and non-Board Directors 
including Associate Directors and those with 
‘Director’ in their job title and who report to an 
Executive Director 
 

 
Trust Conditions of Service 

fk) Grievance Procedure 
 All grievances cases must be dealt with  strictly in 

accordance with the Grievance Procedure 

 
Executive Directors and non-Board Directors 
including Associate Directors and those with 
‘Director’ in their job title and who report to an 
Executive Director 
 

 
Trust Grievance Procedure 

   
gl) Authorised Car (including Lease Cars) and Mobile Phone 

Users 
  

 Requests for new posts to be authorised as car users Non-Board Directors including Associate Directors 
and those with ‘Director’ in their job title and who 
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DELEGATED MATTER 

 

 
AUTHORITY DELEGATED TO 

 
REFERENCE DOCUMENTS 

 
report to an Executive Director; Band 8D-8A 
 

 Requests for new post to be authorised as 
tablet/mobile/blackberry telephone users 

 

Level 3, 4 or 5Band 6 or 7 Managers  

hm) Renewal of Fixed Term Contract 
 

Level 3 or 4Band 6 or 7 Managers  

in) Staff Retirement Policy 
 Authorisation of extensions of contract beyond normal 

retirement age in exceptional circumstances 

 
Executive Directors and non-Board Directors 
including Associate Directors and those with 
‘Director’ in their job title and who report to an 
Executive Director 
 

 

jo) Redundancy Executive Directors and non-Board Directors 
including Associate Directors and those with 
‘Director’ in their job title and who report to an 
Executive Director 
 

 

kp) Ill Health Retirement 
 Decision to pursue retirement on the grounds of ill health 

 
Executive Directors and non-Board Directors 
including Associate Directors and those with 
‘Director’ in their job title and who report to an 
Executive Director 
 

 

lq) Dismissal 
 

  Chief Executive to Band 4 Managers Trust Disciplinary Procedures 

20. Authorisation of the use of New Drugs 
 

Chief Executive or CMO Medical Director (based on 
advice on the guidelines from the Formulary 
Committee) 
 

 

21. Authorisation of Sponsorship deals 

 Up to £1,500 

 
Local manager 

 
 



 

Author: Company Secretary 
Scheme of Reservation & Delegation and Board Reserved of Powers 
July 2016   Page 40 of 52 
 

 
DELEGATED MATTER 

 

 
AUTHORITY DELEGATED TO 

 
REFERENCE DOCUMENTS 

 

 

 up to and including £60,000 
 
 

 over £60,000 

 
Chief Executive 
 
 
Trust Board of Directors 

 

22.  Authorisation of Research Projects 
 

Chief Executive, CMO or Director of Nursing/Medical 
Director  (DoN/Medical Director) 

 

23. Authorisation of Clinical Trials 
 

Director of Research and Development (other than 
where he is involved in the research in which case it 
will be the CMOMedical Director) with approval from  
Local Research Ethics Committee 

 

24. Insurance Policies and Risk Management 
Arrangements 

 

Chief Executive or CMO Medical Director (Insurance 
/Risk Management) 

SFI 23 - 24 

25. Patients and Relatives Complaints   
a) Overall responsibility for ensuring that all complaints are 

dealt with effectively 
Chief Executive Trust Complaints Policy 

b) Responsibility for ensuring complaints relating to a 
directorate are investigated thoroughly 

 

Complaints Manager  

26. Relationships with Press 
 
Within hours 
 
 
Outside hours 

 
Any contact with the press should be routed through 
the Communications Team using the mobile/office 
number in hours and the mobile/Executive on-call 
number out of hours. 
Executive Directors, Non-Board directors with 
‘Director’ in title and Associate Directors  (advised by 
Press Office) 
On Call Manager or Executive Directors, Non-Board 
directors with ‘Director’ in title and Associate 
Directors (advised by Press Office) 

 

27. Infectious Diseases and Notifiable Outbreaks On Call Manager or Control of Infection Doctor (also Control of Infection Policy 



 

Author: Company Secretary 
Scheme of Reservation & Delegation and Board Reserved of Powers 
July 2016   Page 41 of 52 
 

 
DELEGATED MATTER 

 

 
AUTHORITY DELEGATED TO 

 
REFERENCE DOCUMENTS 

 

 notify DoN/CMOMedical Director) 

28. Extended Role Activities 
 
 Approval of Nurses to undertake duties/procedures which 

can properly be described as beyond the normal scope of 
Nursing Practice 

 
 
DoN/ CMO Medical Director  

 
 
Nursing and Midwifery Council 
Code:  Standards of Conduct, 
Performance and Ethics for Nurses 
and Midwives 

29. Patient Services 
 

  

a) Variation of clinic sessions within existing numbers Non-Board Directors including Associate Directors 
and those with ‘Director’ in their job title and who 
report to an Executive Director; Band 8D-8C 
(also notify relevant Executive Directors, Non-Board 
Directors including Associate Directors and those 
with ‘Director’ in their job title and who report to an 
Executive Director and Information Manager) 

 

 
b) All proposed changes in bed allocation and use 
 
 

 
Executive Directors, Non-Board Directors including 
Associate Directors and those with ‘Director’ in their 
job title and who report to an Executive Director;  
 (also notify Business Planner, Information Manager 
and Contract Manager) 

 

30. Facilities for staff not employed by the Trust to gain 
practical experience 

 
 Professional Recognition, Honorary Contracts, and 

Insurance of Medical Staff 
 

 
 
 
Executive Directors, Non-Board Directors including 
Associate Directors and those with ‘Director’ in their 
job title and who report to an Executive Director 
 

 

 Work experience students 
 

Medical Staff: Executive Directors, Non-Board 
Directors including Associate Directors and those 
with ‘Director’ in their job title and who report to an 
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DELEGATED MATTER 

 

 
AUTHORITY DELEGATED TO 

 
REFERENCE DOCUMENTS 

 
Executive Director; 
All Other Staff: Non-Board Directors including 
Associate Directors and those with ‘Director’ in their 
job title and who report to an Executive Director; 
Band 8D-8A managers 
 

31. Review of fire precautions 
 

Chief Finance Officer (advised by the Associate 
Director of Estates and Facilities Management) 

 

32. Review of all statutory compliance legislation and 
Health and Safety requirements including control of 
Substances Hazardous to Health Regulations 

 

Chief Executive (advised by the COO/ CMO Medical 
Director or other appropriate Director)  

 

33. Review of Medicines Inspectorate Regulations 
 

CMO Medical Director with Chief Pharmacist  

34. Review of compliance with environmental 
regulations, for example those relating to clean air 
and waste disposal 

 

Chief Finance Officer (advised by the Associate 
Director of Estates and Facilities Management) 

 

35. Review of Trust’s compliance with the Data 
Protection Legislation 

 

Chief Finance Officer 
 

 
 
 

 
36. Monitor proposals for service agreements or service 

contracts between the Trust and outside bodies 
 

 
Patient Services - Executive Directors, Non-Board 
Directors including Associate Directors and those 
with ‘Director’ in their job title and who report to an 
Executive Director and Chief Finance Officer  
Estates, FM and ICT Services - Executive Directors, 
Non-Board Directors including Associate Directors 
and those with ‘Director’ in their job title and who 
report to an Executive Director and Chief Finance 
Officer 

 

37. Review the Trust’s compliance with the Access to Litigation and Information Governance Manager  
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DELEGATED MATTER 

 

 
AUTHORITY DELEGATED TO 

 
REFERENCE DOCUMENTS 

 

Records Act (deceased patients) 
 

38. Review of the Trust’s compliance code of Practice for 
handling confidential information in the contracting 
environment and the compliance with “safe haven” 
per EL 92(60) 

 

Chief Finance Officer and Information Governance 
Manager with Caldicott Guardian 
 

 

39. The keeping of a Declaration of Interests Register 
 

Chief Executive/Company Secretary 
 

SO 7 

40. Attestation of Sealings in accordance with Standing 
Orders 

 

Chair, Chief Executive or Board Directors SO 9 

41. The keeping of a register of Sealings 
 

Chief Executive/ Company Secretary 
 

SO 9 

42. The keeping of the Gifts, Hospitality & Sponsorship 
Register 

 

 Company Secretary SFI 20.2 

43. Retention of Records 
 

Litigation and Information Governance Manager 
(Clinical Records), Chief Finance Officer (Financial 
Records), Chief Executive (All other records) 

SFI 21 

44. Clinical Governance 
 

CMOMedical Director 
 

 

45.  Signing of documentation in Legal Proceedings CMO, Litigation and Information Governance 
Manager or Trust Company Secretary 

SO 9.4  

46.  Review of Trust’s compliance with Freedom of 
Information Act 

  Chief Finance OfficerDirector of Performance, 
Quality and Safety 

SFI 22.2 

 
** Where the Trust has a contract with another organisation to provide estates and facilities services, the contracting organisation will follow its own 

Scheme of Delegation/SFIs unless otherwise instructed by the DoIP or the Associate Director of Estates and Facilities Management (following 
consultation with the Chief Finance Officer) 
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ANNEX 2 APPENDIX 1 
Financial Levels – Purchasing Goods and Services (all non-pay expenditure including agency spend) 
2 members of staff must be involved in any Trust purchase; no member of staff should independently order and enable payment.  
Where the agenda for change band does not apply the equivalent level should be used.   
 

Orders, Contracts and Tendering1  Invoices (and contracted orders via 
CPA)2 

Financial Limit 
(total value incl VAT)3 

Method  No of 
firms 

invited 
to 

quote/te
nder 

Tender/ Quote 
Recommended 

by 

Tender/Quotation 
Order Approval 
Minimum level 

Form of Contract 
(official order)4 

 Financial Limit 
(individual invoice 

incl VAT)5 

Approval to pay  
Minimum Level 

 

Less than £1,000  

S
el

f 

Quotation  At least 1 Relevant Officer Band 4 
GP Order Approver 

Official order   Less than £1,000  Band 4  

GP Order 
Approver 

Less than Over £1,000 
up to and including 
£2,500 

Quotation  At least 1 Relevant Officer Band 5 
GP Deputy Practice 
Manager 

Official order   Less than Over 
£1,000 up to and 
including £2,500 

Band 5 

GP Deputy 
Practice Manager 

Over £2,500 up to and 
including £10,000 

Quotation Not less 
than 3  

(or 1 for 
Estates 
)At least 

1 

Relevant Officer Band 6 
 
 

Official order   Over £2,500 up to 
and including 
£10,000 

Band 6 

                                                 
1 Where a postal tendering process is used (as opposed to using e-tendering) the submissions must be opened by 2 impartial persons (see SFIs 9.9) including:  

 To £250,000 a minimum band 7 officer  
 Over £250,000 a minimum band 8 officer 
 Over £1M an Executive Director 

2 If a Contract Pricing Agreement (CPA) has been set up by Procurement then no further market testing is required.  
3 Where goods/services are to be supplied over a period of time the limit refers to the total value of the contract and including VAT.  
4 An official order will normally be a requisition within the SBS system converted to an order and sent to the supplier. Contracts should have an award letter. 
5 Where an individual invoice is part of a larger payment e.g. monthly fee, staggered payments and the Procurement Team have sanctioned using the non-PO route, the 
invoice approver must have evidence of the approval of the total predicted spend i.e. An official order/ contract covering the total expenditure approved according to the total 
value in column 1 and level in column 5. 
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Orders, Contracts and Tendering1  Invoices (and contracted orders via 
CPA)2 

Financial Limit 
(total value incl VAT)3 

Method  No of 
firms 

invited 
to 

quote/te
nder 

Tender/ Quote 
Recommended 

by 

Tender/Quotation 
Order Approval 
Minimum level 

Form of Contract 
(official order)4 

 Financial Limit 
(individual invoice 

incl VAT)5 

Approval to pay  
Minimum Level 

 

Over £10,000 up to 
and including £25,000 

V
ia

 P
ro

cu
re

m
en

t 
 S

er
vi

ce
 / 

T
ea

m
 

Quotation Not less 
than 3 

Relevant Officer Band 6 Official order + 
specification or 
schedule of works 

 Over £10,000 up to 
and including £25,000 

Band 7  

(Band 6 in 
exceptional 
circumstances) 

Over £25,000 up to 
and including £50,000 

Quotation
/ 
Tender 

Not less 
than 3 

Relevant Officer/ 
Tendering 
Officer 

Band 7  

GP Practice 
Manager 

Official order + 
specification or 
schedule of works 

 Over £25,000 up to 
and including £50,000 

Band 8 

GP Practice 
Manager 

(Band 7 in 
exceptional 
circumstances) 

Over £50,000 up to 
and including 
£250,000 

 Tender 6 
(OJEU) 

Not less 
than 3 

Tendering 
Officer 

Divisional Director 

Non-Board 
Directors including 
Associate Directors 
and those with 
‘Director’ in their job 
title and who report 
to an Executive 
Director  

Deputy Chief 
Finance Officer 

Band 8 Estates 
officers only.  

Official order + 
official contract 

 Over £50,000 up to 
and including 
£250,000 

Divisional 
Director 

Non-Board 
Directors 
including 
Associate 
Directors and 
those with 
‘Director’ in their 
job title and who 
report to an 
Executive 
Director  

Deputy Chief 

                                                 
6 There are a range of OJEU tender thresholds starting circa £1600,000 *, The Tendering Officer must check the latest regulations with Procurement or via 
www.ojec.com/Threshholds.aspx.  
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Orders, Contracts and Tendering1  Invoices (and contracted orders via 
CPA)2 

Financial Limit 
(total value incl VAT)3 

Method  No of 
firms 

invited 
to 

quote/te
nder 

Tender/ Quote 
Recommended 

by 

Tender/Quotation 
Order Approval 
Minimum level 

Form of Contract 
(official order)4 

 Financial Limit 
(individual invoice 

incl VAT)5 

Approval to pay  
Minimum Level 

 

(Band 8C Finance 
Officers only up to 
£125,000) 

Finance Officer 

Band 8 Estates 
officers only 

Band 8 MCP 
Managers.  

(Band 8C 
Finance Officers 
and Head of 
Procurement only 
up to £125,000) 

Over £250,00 up to 
and including  
£500,000 

Tender 
(OJEU) 

Not less 
than 3 

Tendering 
Officer 
& Finance 
Officer 

Executive Director 

Associate Director 
of Estates & 
Facilities 
Management 

Official order + 
official contract  

 Over £250,000 up to 
and including  
£500,000 

Executive 
Director 
Associate 
Director of 
Estates & 
Facilities 
Management 

Over £500,000 up to 
and including £1m 

Tender 
(OJEU) 

Not less 
than 5 

Tendering 
Officer & 
Finance Officer 

Chief Finance 
Officer 

Official order +  
official contract 

 Over £500,000 up to 
and including £1m 

Chief Finance 
Officer 

Over £1m up to and 
including £3m 

Tender 
(OJEU) 

Not less 
than 6 

Tendering 
Officer & Deputy 
Chief Finance 
Officer 

Chief Executive or 
in their absence, 
DofF&CSChief 
Finance Officer 

Official order +  
official contract 

 Over £1m up to and 
including £3m 

Chief Finance 
Officer in 
conjunction with 
Chief Executive 

Over £3m Tender 
(OJEU) 

Not less 
than 6 

Tendering 
Officer & Chief 
Finance Officer 

Trust Board Official order + 
official contract 

 Over £3m Chief Finance 
Officer in 
conjunction with 
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Orders, Contracts and Tendering1  Invoices (and contracted orders via 
CPA)2 

Financial Limit 
(total value incl VAT)3 

Method  No of 
firms 

invited 
to 

quote/te
nder 

Tender/ Quote 
Recommended 

by 

Tender/Quotation 
Order Approval 
Minimum level 

Form of Contract 
(official order)4 

 Financial Limit 
(individual invoice 

incl VAT)5 

Approval to pay  
Minimum Level 

 

Chief Executive 

 
The approval limits assigned to staff may be lower than the limits above where this is practicable. Where a particular post requires a higher limit, 
this may be agreed with the CFO and must be documented in a Trust record held by the Procurement Team. 
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Annex 2 Appendix 2 
Financial Levels – Petty Cash, and  Patient Monies and Credit Cards 

 Petty Cash Payments Patient Monies * Corporate Credit Cards1 
Financial Limit 

(total value) 
Approval 

Minimum Level 
Approval 

Maximum Level 
 Approval 

Maximum Level 

    Single 
Transaction

Monthly 
Spend Limit 

Less than £100 Band 4 Band 4 Band 2 TQ21 £150 £750 

Less than £400 Band 6 Band 6 Band 4 all other areas 
other than TQ21 

£150 £750 

Less than £800 Band 8 Band 8_ Band 8  

GP Practice Manager 

Band 7 ward 
managers working in 
the Trust’s 
specialised secure 
inpatient wards 

£2,500 £5,000 

Less than £1,000 Executive Director Non-Board Directors 
including Associate 
Directors and those 

with ‘Director’ in their 
job title and who report 

to an Executive 
DirectorBand 8 

Manager 

Executive Directors £5,000 £10,000 

Less than £5,000 Chief Executive/Chief 
Financial Officer 

(to be used in exceptional 
circumstances only) 

Associate Director 
Executive Director 

Chief Executive £5,000 £15,000 
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 Petty Cash Payments Patient Monies * Corporate Credit Cards1 
Less than £10,000 Not permitted Executive Director Not 

permitted 
Band 7 & 8 managers 
in Trust Procurement 

team 

£25,000 £50,000 

Less than £50,000 Not permitted Chief Executive/Chief 
Financial OfficerNot 

permitted 

 
1. The default for ALL permitted card holders will be £150 per transaction and £750 monthly spend limit.  These may be varied dependent on need to 

the limits contained within the table aboves.  Corporate credit cards must always be considered as a secondary form of procurement after official 
purchase orders and payment made againston a supplier invoice, unless this has been waived. 

*All payments from patient monies need to be counter signed and note consideration has been given to patient well-being. 
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ANNEX 2  APPENDIX 3 

 Procurement Scheme of Delegation - Waiving of Competitive Tendering/Single Tender Summary 
 
 

Value Contract Type Approval Required from 

Less than £250,000 All contract types; Construction Projects, 
Estate Services, Goods, Services and Works 

Construction Projects and Estate Services 

Chief Finance Officer 
 

£250,000  up to £500,000  Chief Executive 
  

No purchases over £500,000 are executed via a single tender unless approved by Audit Assurance 
and Risk Committee Chair following consultation with the Chief Executive and Chief Finance 
Officer  

Audit Assurance and Risk Committee 
Chair 

 
 

Value Contract Type Approval Required from 

Less than £50,000 Construction Projects and Estate Services Associate Director of Estates & FM 
 

£50,000 but less than £250,000 Construction Projects and Estate Services Chief Finance Officer or Deputy CE 
 

£250,000  up to £500,000  Construction Projects and Estate Services Chief Executive 
  

Less than £25,000 Supplies and services  Level 3 Director 
 

£25,000 but less than £100,000 Supplies and services Level 2 Director 
 

£100,000 but less than £250,000 Supplies and services Chief Finance Officer  
 

£250,000 up to £500,000 Supplies and services Chief Executive 
 

No purchases over £500,000 are executed via a single tender   

 
Where goods and services are to be supplied over a period of time, the above rules are to be taken as the total value of the Contract and include VAT 
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All waivers approved over £25,000 must be reported to the Audit, Assurance and Risk Committee (see Standing Financial Instructions (SFI) 9.6.3 for further 
information).
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ANNEX 4 – CONTRACTING SCHEME OF DELEGATION 
 
 

1 All contracts for goods, supplies and services entered into by the Trust shall be executed by the Chief Executive and/or the Director of Corporate 
Services or any Nominated Officer with authority delegated from time to time or granted in accordance with any Framework or detailed Contracting 
Scheme of Delegation prepared and updated or approved by the Board or Chief Executive and the Director of Information and Planning from time to 
time,,  

 
2 Where goods and services are to be supplied over a period of time, the above rules are to be taken as the total value of the Contract and include 

VAT. 
 

 May 2014July 2016 
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REPORT TO THE AUDIT, ASSURANCE & RISK COMMITTEE 
 

Date 
 

11.07.2016 

Agenda Item 
 

16 

Title Annual Committee Effectiveness Review 
 

Author Anna Williams, Company Secretary and Head of Corporate 
Governance 
 

Purpose To provide a summary of responses from Committee 
members and attendees regarding the Committee’s 
effectiveness. 
 

Previously Considered by 
 

N/A 

Sponsoring Director Trevor Spires, Non-Executive Director & Audit Committee 
Chairman 
 

Executive Director Overview The report provides a summary of responses from 
Committee members and attendees regarding the 
Committee’s effectiveness. 

 
Action Required 
 

The Committee is asked to discuss this report and consider 
any actions to be taken to improve the Committee’s 
effectiveness. 
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ANNUAL COMMITTEE EFFECTIVENESS REVIEW 
 

1. Purpose  

1.1. The purpose of this report is to provide a summary of responses from Committee 
members and attendees regarding the Committee’s effectiveness. 

1.2. It is intended that this be considered by Committee members and feedback used to 
inform the review of the Committee Terms of Reference (to take place in March 2016).   

 

2. Context  

2.1. Monitor’s Code of Governance states that the Board of Directors should undertake 
a formal and rigorous annual evaluation of its own performance and that of its committees 
and individual directors. 

2.2. This report focuses on the annual evaluation of the Audit, Assurance & Risk 
Committee, as undertaken in November / December 2015. 

2.3. This review was undertaken using the process agreed with the Committee in 
October 2015, namely completion of the self-assessment checklist relating to “Committee 
Processes” set out in the HFMA Audit Committee Handbook.  All members and regular 
attendees of the Committee were invited to provide a response.  In addition, participants 
were asked to provide a brief narrative in the form of bullet points in response to the 
following questions: 

 What does the committee do well; 
 What does it do less well; 
 What should it do more of; 
 What could it do less of. 

 

2.4. A similar approach will be adopted for all other Board Committees, using the self-
assessment checklist relating to “Committee Effectiveness” set out in the HFMA Audit 
Committee Handbook. 

 

3. Recommendation 

3.1. The Committee is asked to consider the responses provided, as set out at Appendix 
A and B.  This information will be used to inform the review of the Committee Terms of 
Reference, as well as any other appropriate actions identified and taken.   

3.2. A summary of the review and discussions will be reported to the Board in January. 

 

4. Appendices 

4.1. Appendix A – Committee review 

4.2. Appendix B – Self-assessment checklist – Committee processes 
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          Appendix A 
 
 
          What does the committee do well? 
 

 Good quality of dialogue and, by extension, assurance; 
 All parties contribute; 
 BAF increasingly embedded and given good examination; 
 Good challenge on all areas; 
 Complimentary NED skills and experience; 
 Issues seen through to conclusion; 
 Effective stewardship of public monies; 
 Attendees well-prepared and make appropriate contributions. 

 
 
What does it do less well? 
 

 Getting the right balance between routine items driven by the agenda framework and areas 
of higher risk that do not fit within the framework; 

 Do the right execs attend? 
 Clarity on role of AARC with respect to more intangible risks, eg culture? 
 Possibly too process dominated with insufficient time/thought for intangible risks; 
 Papers don’t always show understanding of AARC needs in terms of risk and assurance; 
 Similarly, presenters not always clear on what the areas of interest are for AARC; 
 Meetings too long? 
 Papers too long/detailed with insufficient focus on areas of AARC interest; 
 Capturing learning from other Trusts or parts of the health system. 

 
What could it do more of? 
 

 More attention to “custom and practice” areas eg procurement, use/cost of consultants and 
interims; 

 Governance for new models of care, including VFM and benefit delivery; 
 Reviewing how well learning from issues is embedded; 
 Horizon scanning discussions to capture new/potential areas of strategic risk; 
 Is there a role for AARC in assessing organisational leadership effectiveness? 
 Deep dives? 
 Training/updates for members as part of pre-meet, to cover new or relevant areas; 
 Review committee’s effectiveness in cost-benefit terms. 

 
What should it do less of? 
 

 Spend less time on presentations that repeat what is in the papers; 
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Appendix B 
Audit, Assurance and Risk Committee Processes 
This checklist is designed to elicit a simple yes or no answer to each question and could be completed by the Chair, 
with the assistance of the committee secretary. As it is closely linked to the terms of reference set out in appendix A, 
the results are reported to the audit committee. Where ‘no’ answers have been given, the issues will be debated at a 
committee meeting to determine if any further action is needed. 
Ref Area/Question Yes No Comments/Actions 
Composition, establishment and Duties 
1.  Does the audit, assurance and risk committee have 

written terms of reference that adequately define the 
committee’s role in accordance with relevant 
guidance (for example from the Department of 
Health; NHS England; NHS Trust Development 
Authority or Monitor)? 

X   

2.  Have the terms of reference been adopted by the 
Board? 

X   

3.  Are the terms of reference reviewed annually to take 
into account governance developments and the remit 
of other committees within the organisation? 

X   

4.  Are the committee members independent of the 
management team? 

X   

5.  Are the outcomes of each meeting; the actions taken 
and the committee’s view on the organisation’s 
systems of internal control reported to the next Board 
meeting? 

X   

6.  Does the committee prepare an annual report on its 
own work and performance in the preceding year for 
consideration by the Board? 

X   

7.  Does the committee assess its own effectiveness 
periodically? 

X  The process is being 
embedded  

8.  Has the committee established a plan of matters to 
be dealt with across the year? 

X   

9.  Are committee papers distributed in sufficient time for 
members to give them due consideration? 

X  Papers sometimes 
later than ideal 

10.  Has the committee been quorate for each meeting 
this year? 

X   

General Comments:- 
 
Compliance with the law and regulations governing the NHS 
11.  Does the committee review assurance and regulatory 

compliance reporting processes? 
X  Monitor licence 

compliance, highlights 
from IA report, Annual 
report on compliance 
with Annual Reporting 
Manual and Code of 
Governance, BAF 
oversight 

12.  Does the committee have a mechanism to keep it 
aware of topical, legal and regulatory issues? 

X  Only informal 

General Comments:- 
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This is an area for improvement 
 
Internal, control and risk management 
13.  Has the committee formally considered how it 

integrates with other committees that are reviewing 
risk – for example, risk management, quality and 
clinical governance committees? 

X   

14.  Has the committee reviewed the robustness and 
effectiveness of the content of the organisation’s 
assurance framework? 

X   

15.  Has the committee reviewed the robustness and 
content of the draft annual governance statement 
before it is presented to the Board? 

X   

16.  Is the committee’s role in reviewing and 
recommending to the Board the annual report and 
accounts clearly defined? 

X   

17.  Does the committee consider the external auditor’s 
report to those charged with governance including 
proposed adjustments to the accounts? 

X   

General Comments:- 
 
 
Internal Audit 
18.  Is there a formal ‘charter’ or term of reference, 

defining internal audit’s objectives, responsibilities 
and reporting lines? 

X  Internal audit contract 
and 3-year plan 

19.  Does the committee review and approve the internal 
audit plan at the beginning of the financial year? 

X   

20.  Does the committee approve any material change to 
the plan? 

X   

21.  Is the committee confident that the audit plan is 
derived from a clear risk assessment process that 
links closely to the assurance framework? 

X  Yes, but still 
developing 
 
 

22.  Does the committee receive periodic progress reports 
from the Head of Internal Audit? 

X   

23.  Does the committee effectively monitor the 
implementation of management actions arising from 
internal audit reports? 

X   

24.  Does the Head of Internal Audit have a right of 
access to the committee and its Chair at any time? 

X   

25.  Is the committee confident that internal audit is free of 
any scope restrictions and, if not, has it considered 
the impact of these on the annual Head of Internal 
Audit opinion? 

X   

26.  Is the committee confident that internal audit is free 
from any operational responsibilities or conflicts of 
interest that could impair its objectivity? 

X   

27.  Does the committee hold periodic private discussions 
with the Head of Internal Audit? 

X   
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28.  Has the committee evaluated whether internal audit 
complies with the Public Sector Internal Audit 
Standards? 

X   

29.  Has the committee agreed a range of internal audit 
performance measures to be reported on a routine 
basis? 

 X Commencing process 
to monitor IA 
effectiveness 

30.  Does the committee receive and review the Head of 
Internal Audit’s annual opinion? 

X   

General Comments:- 
 
 
External Audit 
31.  Do the external auditors present their audit plans and 

strategy to the committee for agreement and 
approval? 

X   

32.  Does the committee receive and monitor actions 
taken relating to prior years’ reviews? 

X  Process in place, but 
generally no actions 
raised 

33.  Does the committee review the external auditor’s ISA 
260 report (the report to those charged with 
governance)? 

X   

34.  Does the committee review the external auditor’s 
value for money conclusion? 

X   

35.  Does the committee review the external auditor’s 
opinion on the quality account when necessary? 

X   

36.  Does the committee hold periodic private discussions 
with external auditors? 

X   

37.  Does the committee assess the performance of 
external audit? 

 X Informal discussion 
only 
 

38.  Does the committee require assurance from external 
audit about its policies for ensuring independence? 

X   

39.  Has the committee approved a policy to govern the 
nature and value of non-audit work carried out by the 
external auditors? 

 X No policy in place but 
approval sought from 
Committee where 
required 

40.  Does the committee receive information on all non-
audit work undertaken by external audit? 

X  eg Ridgeway due 
diligence review 

41.  Does the Committee review the proportion of audit 
and non-audit work every time the external auditors 
change? 

X  No changes to EA to 
date but AARC would 
be responsible; will 
take account of in 
2016/17  

General Comments:- 
 
Clinical audit 
42.  Is the committee clear about where clinical audit 

assurances are received and monitored? 
X   

43.  If the committee is NOT the main committee 
receiving direct feedback from clinical audit, does it 

X  Could probably be 
tightened 
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receive a report from the relevant committee on the 
process made by clinical audit during the year along 
with a clear view on the outcome of the annual work 
plan? 

44.  If the committee receives reports from clinical audit 
has it: 
 Reviewed an annual plan which is clearly linked to 

clinical risks and clinical assurance needs? 
 Received regular progress reports? 
 Monitored the implementation of management 

actions resulting from clinical audit reviews? 
 Received a report over the quality assurance 

processes covered by clinical audit activity? 

 X Clinical audit reported 
to QSC.  Not regularly 
shared with AARC 
however overlap in 
membership  

General Comments:- 
 
 
 Counter (or anti-) fraud security    
45.  Is the committee aware of NHS Protect requirements 

in relation to counter fraud and security activity? 
X   

46.  Does the committee review the planned counter fraud 
and security work at the beginning of the financial 
year and in particular its scope and coverage? 

X   
 
 
 

47.  Does the committee satisfy itself that the work plan is 
derived from clear processes based on risk 
assessments and that coverage is adequate? 

X   

48.  Does the Committee receive notification of any 
material changes to the plan? 

X   

49.  Does the Committee receive periodic reports about 
counter fraud and security activity? 

X   

50.  Does the committee effectively monitor the 
implementation of management actions arising from 
counter fraud and security reports? 

X   

51.  Do those working on counter fraud and security 
activity have direct access to the committee and its 
Chair? 

X   

52.  Do those working on counter fraud and security 
activity have the necessary technical knowledge and 
experience to ensure that work is carried out as it 
should be? 

X   

53.  Does the committee receive and review an annual 
report on counter fraud and security activity? 

X   

54.  Does the committee receive and discuss reports 
arising from inspections by NHS Protect in relation to 
the quality of the counter fraud (and security) 
provision? 

X   

General Comments:- 
 
Annual Report and accounts and disclosure statements 
55.  Is the committee’s role in the approval of the annual X   



 

AARC 11.07.2016                                                                       Page 8 of 8 
Agenda Item 16 – Annual Committee Effectiveness Review 
  
   

report and accounts clearly defined? 
56.  Is the committee meeting scheduled to discuss 

proposed adjustments to the accounts and issues 
arising from the audit? 

X   

57.  Does the committee specifically review: 
 Changes in accounting policies? 
 Changes in accounting practice due to changes in 

accounting standards? 
 Changes in estimation techniques? 
 Significant judgements made in preparing the 

accounts? 
 Significant adjustments resulting from the audit? 
 Explanations for any significant variances? 

X   

58.  Does the committee ensure it receives explanations 
for any unadjusted errors in the accounts found by 
the external auditors? 

X   

59.  Does the committee receive and review a draft of the 
organisation’s annual governance statement? 

X   

60.  Does the committee receive and review a draft of the 
organisation’s annual report and accounts? 

X   

61.  Does the committee receive and review the evidence 
required to demonstrate compliance with regulatory 
requirements (for example, as set by the Care Quality 
Commission and Monitor? 
 

X  Partial, eg Monitor 
licence, but not in 
relation to clinical 
activity 

General Comments:- 
 
 
Other Issues 
62.  Does the Committee provide a summary report of its 

meetings to the next available Board meeting? 
X   

63.  Has the committee reviewed its performance in the 
year for consistency with its: 
Terms of reference? Programme for the year? 

X   

General Comments:- 
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REPORT TO THE AUDIT, ASSURANCE & RISK COMMITTEE 
  
Date 
 

11.07.2016 

Agenda Item 
 

17 

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 Finance Director 
 

Executive Director Overview  8 waivers over £25k have been approved since the May 
2016 Audit Committee. 

 4 waivers of less than £25k have been approved. 
 No waivers have been rejected 
 

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 spend.  

2.2. The corporate and operational divisions are actively raising purchase orders where 
previously the supplier for an established contract had submitted regular invoices with no 
PO cover. This makes the proposed spend visible to Procurement and is expected to 
result in an increase in the number of waivers in the short term.  

 

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 £878,682 
Total Number 33 49 32 33 12 
Number >£25K  11 12 9 12 8 
Number Rejected    1 6 1 0 
Number of 
Suppliers 33 47 31 32 12 

 

The unusually high value of tenders this period reflects a combination of increased 
awareness of the financial instructions and also the nature of the work the Trust has been 
required to commission in this period. 

 

3.2. Repeated Waivers 2016/17 

Waivers were approved for the following building companies who had each completed 
work on the basis of a waiver in the previous year; ATC and Almesco. 

The Solent Pharmacy contract has been extended and therefore waivered for a second 
time (see below). 

 

3.3. Waivers Processed this Period 

8 waivers greater than £25k have been approved in this period.   

 2 of the 8 waivers have been subject to a competitive process but are included as they 
are not fully compliant: 

o 2 tenders (rather than 3) were evaluated for the Board Capability work 

o The CQC Bedroom upgrades were added to an existing contract awarded via a  
previous tender exercise 

 4 of the 8 waivers relate to urgent anti-ligature work mandated by the CQC.  
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 The Solent Pharmacy contract was put in place initially as a result of PHT giving notice 
to the Trust. A long term strategy is being developed based on the independent 
consultants report and we expect this provision to either be brought in-house or 
tendered. 

 The Board Capability Review, Communications Strategy and SIRI Investigation 
Consultancy have all been requested by Board members. 

Date Description Supplier
Value 
(inc VAT)

Justificatio
n main

W
ai

ve
r 

o
f 

P
ro

ce
ss

 O
n

ly

Area
Requeste
d By:

Action to 
Prevent 
Reoccurr
ence 

30.5.2016

CQC Anti Lig Bedroom lock 
Improvements Melbury lodge and  
Elmleigh Primera Ltd. 56,000.00£    Timescale Estates Karl Allen n/a

31.5.2016 Board Capability Review YSC 131,000.00£  Timescale Y Corporate Tim Smart n/a

31.5.2016 Communications Strategy Portland 27,564.00£    Timescale Corporate Tim Smart n/a

7.6.2016 R SIRI Investigation Consultancy
Carolan 
Consultants 27,000.00£    Timescale Corporate Lesley Ste n/a

14.6.2016

CQC Anti-Ligature Bedroom upgrades to 
SOU Melbury lodge , Forest Lodge and 
Elmleigh, 

West End 
Roofing 100,000.00£  

Contracted 
Additional 
Spend Y Estates Karl Allen Tender

14.6.2016

Anti-Ligature Minor works upgrades to a 
number of mental health  units including 
Melbury Lodge, Forest Lodge, Elmleigh, 
Parklands, Bluebird, Southfields, 
Hollybank and Leigh House ATC Ltd 100,000.00£  Timescale Estates Karl Allen Tender

14.6.2016 Solent Pharmacy Contract
Solent 
Pharmacy 315,000.00£  Continuity

Medicines 
Management Ewan Mau

Awaiting 
Strategy

17.6.2016
CQC Anti climb works Green Courtyard, 
Elmleigh Almesco 50,000.00£    Timescale Estates Karl Allen Tender  

R indicates waiver raised retrospectively 

4 waivers less than £25k have been approved in this period. These were as follows: 

Date Description Supplier  Value (inc VAT)
Justification 
main Area Requested By:

Action to 
Prevent 
Reoccurrence

1.4.2016 R
Development Support to Governors & 
Board GE Finnamore 19,200.00£         Timescale Corporate Anna Williams n/a

10.6.2016
Structure for Consolidated Trust 
Governance Action Plan Hazel Heath Consulting 17,700.00£         Timescale Corporate Paul Streat n/a

14.6.2016 Corporate Governance Support Hunter Health 15,000.00£         CE Action Corporate Paul Streat n/a

14.6.2016 Diabetes Management System Diasend 20,217.60£         Specialism West ISD Sarah Woodman n/a  

 

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  
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More work has been awarded to West End Roofing in addition to their original contract, 
this has been documented as a waiver as above. 

 

6. Waivers of Process 

No other waivers were recorded this period. 

 

7. Other Procurement Legal or Compliance Issues 

8. Recommendation 

8.1. The Committee is asked to note and comment on this report. 

FOI - exempt s. 
31, 42, 43(2)
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REPORT TO THE  AUDIT, ASSURANCE & RISK COMMITTEE   
 
Date 11.07.2016 

 
Agenda Item 18 

Title Annual Health and Safety Report 2016 
 

Sponsoring Director Paula Anderson, Interim Finance Director 
 

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 Occupational 
Health and Safety in the Trust and how the Trust is 
performing against health and safety requirements.   
 

Previously Considered by 
 

This report has been virtually ratified by the Trust Health and 
Safety Forum as they are not due to meet until later in  

Executive Director Overview This report provides the committee with information on the 
annual management of Health and Safety in the Trust for 
2015/2016.   
 
Key points to note from the report: 

 4620 accidents and incidents were reported in 2016 
compared to 4737 in 2015 a reduction of 2.5% 

 802 near-miss incidents were reported during 2016 
compared to 1029 in 2015 a reduction of 28% 

 27 vehicle related incidents were reported during 
2016 compared to 21 in 2015. 

 157 fire related incidents reported during 2016 
compared to 130 in 2015. 

 30 RIDDOR reports were submitted during 2016 
compared to 19 in 2015. 

 
 

Action Required The Committee is asked to discuss and note this report 
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Annual Health and Safety Report 2016 

  
1. Purpose 

To provide the committee with an update on the annual 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 previous areas of concern. 

 
2. Context/Background 

The annual health and safety report provides an update on trust health and safety 
activity that has taken place to address issues that have arisen, together with proposals 
for the future.  The report covers the period from the 1 April 2015 to the 31st March 
2016. 

   

3. Report  

3.1  Health and Safety Forum 

The Health and Safety Forum continues to operate in accordance with the requirements 
of section 2(7) of the Health and Safety at Work Act 1974, the Safety Representatives 
and Safety Committee Regulations 1977 and Health and Safety (Consultation with 
Employees) Regulations 1996. 

The health and safety forum continues to plan, organise and monitor organisation 
compliance with its statutory health and safety obligations and duties.  The health and 
safety forum identifies and addresses matters which require consultation and 
negotiation into the Audit Assurance and Risk Committee.  The overall aim and purpose 
of the health and safety forum is: 
 

 To act as a central co-ordinating body for matters concerning occupational 
Health and Safety management, decide policy and agree actions plans to 
be submitted to the AARC where necessary and to carryout reviews and/or 
other work as directed by the AARC. 

 Ensure that Health and Safety legislation, NHS Directives and other 
statutory instruments are implemented effectively, consistent with efficient 
and economic use of resources throughout the Trust i.e. review measures 
taken to ensure that arrangements for health and safety and fire protection 
are both legal and effective and communicated to all interested parties; 

 To assess the implication of new and proposed legislation and 
discuss/agree appropriate recommendations and for disseminating those 
recommendations accordingly; 

 To form ‘Task and Finish Groups’ as required and as directed by the Chair 
to address specific health and safety issues who are to report back to the 
Trust Health and Safety Forum, as directed by the Chair; 

 To determine prioritised action plans following the receipt and consideration 
of documented risk assessments identifying significant health and/or safety 
risks to Trust employees, others affected by the latter for who the Trust has 
a responsibility, premises or the organisation;  



 

AARC 11.07.2016                                                                       Page 3 of 21 
Agenda Item 18 – Annual Health and Safety Report 2016 
 

 To monitor progress on safety issues relating to incident reports (including 
RIDDOR’s), relevant untoward occurrences and the remedial and 
preventative action taken;  

 To discuss and review statistics relating to ‘Incident Reports’ and ‘Fires & 
Fire Alarm Activation’ and agree appropriate actions to prevent re-
occurrences of particular incidents, disseminating relevant information 
regarding lessons learnt  throughout the Trust; 

 To review training strategies, programmes and development plans 
specifically related to health and safety, fire safety and security.  

 To monitor the requirements arising from health and safety 
audits/inspections conducted in-house or by outside authorities/agencies. 
Any particular areas of concern will be brought to the attention of the Board, 
as may be deemed necessary by the Chair; 

 To discuss any health and safety issues tabled, that cannot be resolved 
through the normal management chain at local management level, with an 
aim of resolving tabled issues and/or providing advice/support; 

 Monitor the effectiveness of health and safety communication channels 
throughout the Trust; 

 Produce a cyclical agenda to facilitate reviews. 
 To monitor the effectiveness of the Trust’s Health and Safety Management 

systems and provide assurance to the Board; 
 To promote a healthy and safe environment for staff, patients, visitors, 

contractors, volunteers and others affected by the Trust’s undertaking 
through positive co-operation between Directors, Managers, Safety 
Representatives and employees; 

 To foster co-operation between all employees working in premises owned 
or occupied as part of the Trust’s undertaking by implementing, developing 
and applying suitable and sufficient control measures to maintain 
acceptable standards of health and safety for all persons affected by the 
Trust’s undertaking; 

 To provide a framework for agreeing and endorsing health and safety 
policies and procedures as the ‘Expert Committee’; 

 To co-ordinate, maintain and monitor a management system that ensures 
health and safety management, including the provision of adequate and 
appropriate training; 

 To act as the forum for monitoring procedures for the prevention of 
accidents and avoidance of injuries, diseases, occupational health related 
illnesses and dangerous occurrences as defined by the RIDDOR 
Regulations 1995; 

 To identify and endorse additional management control measures that may 
be required to protect all persons affected by the Trust’s undertaking; 

 To ensure the reduction of health and safety related risks in the workplace 
by raising awareness to all staff through relevant communication channels 
i.e. staff Intranet, newsletters, staff forums, management briefings, training, 
etc.; 

 To provide structured communication channels for all Trust employees, 
enabling staff to raise health and safety management issues that cannot be 
resolved at local level to their relevant Health and Safety Sub-Group; who in 
turn shall table the issue at the Trust Health and Safety Forum 

 
Dates of Meetings: 
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The Health and Safety forum meetings for 1 April 2015 - 31 March 2016 were held on 
the following dates: 
 

 27 July 2015 
 26 October 2015 
 25 January 2016 
 25 April 2016 

 
The above meetings met the requirements for a quorum of 50% of members in addition 
the Chair or Vice Chair under the forums terms of reference.  
 
 
3.2 Membership 
 
The health and safety forum is chaired by the Trusts Chief Finance Officer.  Members 
are required to attend at least 75% of meetings annually. (Delegation of membership to 
another member of staff is by exception only)  Table 1 shows the members and their 
attendance.  A review of the membership will be conducted to ensure the correct 
representation attends the Forum. 
 

Table 1 Showing the Health and Safety Forum Members and Their Attendance 
Rates 

 
Division Representat

ive 
Attende

d 
Out of 

Possible 
Chief Finance Officer (Chair)  3 4 
Head of Estate 
 Services( Vice Chair) 

 3 4 

Compliance Assurance Manager (Estates 
Services) 

 4 4 

Head of Risk & Business Continuity Risk 
manager 

1 4 

Health & Safety Manager  4 4 
Fire Safety Manager   4 4 
Local Security Management 
Specialist(Covered by JM) 

 3 4 

Business Continuity and Resilience Manager  3 4 
Practice Development Lead for Governance – 
West ISD 

 1 4 

Mental Health, Learning Disabilities & Social 
Care ISD 

 3 4 

Mental Health, Learning Disabilities & Social 
Care ISD 

 1 4 

Compliance, Assurance & Quality Performance 
Lead (SS) 

 2 4 

Lead Investigator, Southampton & West Hants 
ISD 

 4 4 

North Hants ICS  0 4 
Integration Lead, SE Hants ISD  3 4 
Operational Service Lead, Children & Family  1 4 
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Services 
Senior HR Manager Best Practice 
Development 

 4 4 

Moving and Handling Lead/Advisor  1 2 
Specialised Falls Prevention Lead NW Falls co-

ordinator 
1 2 

Lead Nurse Infection Prevent and Control  1 2 
Medical Devices Advisor  1 2 
Staff side representative(Union)  0 4 
 
3.3  Compliance with Terms of Reference 
 
The Health and Safety forum is responsible for ensuring that the Trust demonstrates 
compliance with health and safety legislation, approved codes of practice, safety 
guidance notes, statutory and mandatory standards, including hospital technical 
memorandums (HTM’s). 
 
The main duties outlined in the terms of reference for the health & safety forum is to 
include Incident reporting, statutory compliance to legislation including specific risk 
areas, health and safety policy and procedural development. This report summarises 
the main health & safety issues for the period 2015/2016.  As part of the ongoing 
improvement and learning the TOR (Terms of Reference) are reviewed annually.  
 
3.4  Incident Review, Investigation and Learning 
 
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 and 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. 
 

3.5     Health and Safety Executive (HSE) 
 
During 2015/16 the Trust has had information requests from the CQC and the HSE 
following the MAZARS report relating to patient reporting of RIDDOR incidents.   
Executive affairs and the Health and Safety department have worked closely together 
with the HSE and CQC to ensure that any findings including recommendations have 
been addressed and actioned.  The following outcomes have been implemented to 
improve RIDDOR reporting within the patient environment: 
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o Improved understanding of RIDDOR at divisional level 
o Ulysses has been updated to reflect patient injuries sustained 
o Health and Safety team integrated into 48 SIRI panels 

 
The Trust has received 2 Notice of Contraventions relating to Health and Safety Law 
(Material breach*) during the reporting year: 
 

o Ligature (Suicide) 2014 
o Fall from bed (bed rail) 2013 

 
The Contravention requiring action: 
 
1. Section 3(1) Health and Safety at Work Act 1974 

 
*A material breach is when, in the opinion of the HSE inspector, there is or has been a 
contravention of health and safety law that requires them to issue notice in writing of 
that opinion to the dutyholder. 
 
No further action has been taken by the HSE (Health and Safety Executive) regarding 
the contraventions against SHFT. 
 
There were no enforcement notices issued by the Health and Safety Executive (HSE) 
during this review period. 

 
3.6 Incident, Near Miss and RIDDOR Reporting 

Reactive monitoring 

The Trust follows the practice described in HSG65 to have procedures in place for 
investigating injuries, ill health, property damage, near misses with investigations being 
proportionate to the event, with all incidents reported within the Trust being monitored 
through the Health and Safety Forum quarterly. The criteria for reporting an incident is 
an occurrence that has caused injury or ill health to anyone, damage to property and 
nearly happened (near miss).  

Table 2 shows incidents from Q1 2015 to Q4 2016 by cause group: 
 

Description 
Total 
for 

14/15 

Q1 
2015/1

6 

Q2 
2015/1

6 

Q3 
2015/1

6 

Q4 
2015/1

6 

Total 
for 

15/16 
Accident or injury to 
service user 1056 223 229 256 241 949 
Accident to staff 443 81 92 115 113 401 
Accident or injury to a 
visitor or member of the 
public 33 7 5 9 13 34 
COSHH-Harmful 6 1 1 4 1 7 
Facilities and environment 306 82 81 71 84 318 
Fire Incidents 130 40 37 35 45 157 
Medical devices incident 121 36 29 19 22 106 
Sharps or needle stick 45 12 11 10 10 43 
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A total of 4620 incidents categorised on Ulysses as health and safety related have been 
reported during the period from April 2015 to March 2016.  There has been a 2.5% 
decrease in the number of incidents reported in 2014/15. 
 

Year Total Incidents 
15/16 4620 
14/15 4737 
13/14 4255 

 
The top 4 incidents reported for the period April 2015 to March 2016 were: 
 

o Accident injury service user 
o Accident injury to staff  
o Slips trips falls service user 
o Staffing level/mix issues (Agency or Bank) 

 
Table 3 shows the top 4 incident cause groups and the comparative trend from 
2014/15 to 2015/16: 
   
Cause 14/15 15/16 % Change Direction 
Accident injury service user 1056 949 11%  
Accident injury to staff  443 401 10% 

 
 

Slips trips falls service user 2001 1780 12% 
 

 

Staffing level/mix issues (Agency or 
Bank) 

491 765 35%  

 
The table shows the staffing level issues for directorates over the reporting year 
2015/16.   The safer staffing lead continues to work closely with directorates ensuring 
that safer staffing is understood.  Moving forward the Trust has been running the Safer 
Staffing Project including roadshows. This project uses evidence based tools and 
methods to build an accurate picture of the shape and size of our workforce, allowing us 
to better understand our staffing levels and adjust them accordingly.  On analysing the 
increase and working with the Safer Lead the increase are down to the following: 
 

o Band 5 Nurses recruiting AMH 
o Vacancy levels at OPMH 
o Skill mix 
o Staffing under establishment skill rates 
o 50% increase of using bank agency for night shift 

Incident reporting of staffing level issues 2015/16 

injury to staff 

Slip/Trip/Fall/service user 2001 446 422 445 467 1780 
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) 491 146 226 188 205 765 

Total 4737 1093 1146 1167 1214 4620 
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SHFT staff are encouraged to report staffing related incidents via our Ulysses system. 
The graph below shows the number and grade of staffing related incident forms 
submitted each month for the past 12 months.  
 
Table 3 Shows the Impact of staffing level issues 2015/16 
 

 
 
3.7 Impact of Ulysses incidents 2015/16 
 
3475 Ulysses incidents and accidents were recorded as ‘no harm/low harm’, which 
represents 75% of the total incidents reported for 2015/16.  This is a reduction of 2.5% 
since 2014/15 which reflects positively on reporting within the Trust and evidences 
active promotion and reporting under the NRLS (National Reporting Learning System).  
 
Table 4 Showing the Total incidents by Directorate for 2015/16 * Not yet graded is 
where the actual impact is being reviewed 
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5. Near Miss 

Table 5 Showing the Near Misses Reported Since 2015/16 

 

Total 
2014/15 

 

Q1 
2015 

Q2 
2015 

Q3 
2015 

Q4 
2015 

Total 
2015/16 

1029 144 223 221 212 802 

 

There were 802 near-miss incidents reported in 2015/16 compared to 1029 for 2014/15 
a reduction of 28%.  Staffing levels and OPMH falls on same level are the highest 
reported for 2015/16. 
 
The reporting of near misses has been identified as a requiring improvement across the 
organisation. The Health and Safety team have been 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 communications team to 
identify the best method for promoting near miss reporting across the Trust by the 
following methods: 
 

o training and improving understanding of what a Near Miss constitutes  
o divisional Assurance and governance meetings 
o Working with Sub groups (ie Slips trips falls team and co-ordinators) 
o Directly with the Ulysses system managers form 

 
This will ensure that learning is embedded into day to day risk management and that 
near misses are recorded appropriately.   
 
Table 6 Showing a Sample of near miss impact learning for 2015/16 

Month Site 
 

Incident Type Ulysses Risk Outcomes 

Oct 
2015 

GWMH Staff member has reflected on 
patient’s presentation. Support 
given and staff have reflected 
on the incident. 

Nov 
2015 

Fleet 
Community 
Hospital 

All necessary action taken by 
Nursing staff 

Dec 
2015 

Lymington 
Hospital 

Falls Protocol followed and 
Post falls checklist started -

FOI - 
exempt 
s. 40(2) 
FOIA, s. 
38 FOIA
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Neuro observations 
commenced patient in the 
most suitable location 
additional staff requested for 
the night shift. 

Jan 
2016 

Lymington Health & Safety support visit 
completed. List of 
recommendations completed. 
Manual handling lead was 
advised of the incident and 
recommendations were made 

Feb 
2016 

Romsey 
Physiotherapy
department 

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 

LEaD
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) 
 
RIDDOR Regulations legislate that all work places must record specific accidents, 
incidents and nears miss events. Depending on the severity and nature of injury and 
indeed party affected, the trust has a legal duty to report this data to the health and 
safety executive. 
 
There were 30 reportable incidents to the Health & Safety Executive (HSE) under the 
Reporting of Injuries, Diseases and Dangerous Occurrences Regulations (RIDDOR) 
during this period, 11 more than the same period in 2014/2015. 
 
RIDDOR relating to patient handling and assaults on staff continues to be the main 
reportable injury. 7 assaults on staff have been RIDDOR reported compared to 8 
2014/15.  The following table details the 7 RIDDORs by quarter. 
 

 Q1 2015 Q2 2015 Q3 2015 Q4 2015 
Number of 
Incidents 

3 2 0 2 

Probably 
Cause of 
Incident 

2 injuries 
related to 
restraint 

technique used 
1 injury 

sustained due 
to patients 

Both incidents 
were related to 

the patients 
deteriorating 
behaviour.

- Patient caused 
staff member to 

over extend 
arm during 

restraint used 
resulting in a 
broken wrist. 
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deteriorating 
behaviour 

  

 
Patient restraint 

injury 

 
The following is a summary of key outcomes from all 7 RIDDORS:  
 
Common non-contributory factors for all 7 RIDDORs: 
 

o The skill mix of the staff was not identified as a contributory factor or 
having an effect on handover protocols on any of the incidents.  

o Data received did not identify any gaps in CRT/PRISS training. 
o One incident included a staff member who was lone working within the 

community; however, the patient was known to the team and this was an 
unusual incident that could not have been predicted.  

 
 
 
Specific contributory factors relating to 3 of the RIDDORs: 
 

o The patients’ mental health was identified as declining at the time of the incident 
which could have been a contributory factor. However, staffing levels were not 
identified as being a contributory factor. 

o In at least two of the incidents, two staff members were injured by the same 
service user.   

 
In all incidents all Patients were assessed by the MDT to determine that the most 
appropriate care pathway was being followed.  In all of the incidents, stress as well as 
physical injuries were sustained by the victim, which resulted in staff being absent from 
work for 7 days or more. 
 
Moving forward AMH including specialised and forensic services, conducted further 
reviews as part of the Safer Forum committee with specialist advice from the Local 
Security Management Specialist 
 
The increases in Manual handling RIDDOR incidents were primarily due to patient 
handling and restraint incidents.  The Incidents and analysis of manual handling are 
being reviewed by the Manual handling lead to identify the following: 
 

o procedures to moving and handling patients 
o PRISS techniques  
o de-escalation techniques 

 
A report will be submitted for the Quarterly Health and Safety Forum in July 2016. 
 
The slips, trips and falls team continue to ensure focus is directed at OPMH inpatient 
areas.  The findings are reported directly to the QID over the reporting year.  A review 
has been undertaken into falls in the care environment and analyses themes and trends 

FOI - 
exempt s.
40(2) 
FOIA
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apparent in the falls during this period, summarising the key learning points from the 
information gathered.   The review identifies actions that have subsequently been put in 
place and makes recommendations for improvement and shares best practice and 
learning.  
 
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.  The Health and Safety team continue to investigate RIDDOR to 
identify any learning and signposting to the relevant clinical or training team by the 
following: 
 

o 1-1 with managers 
o Team briefs 
o Divisional forums 
o Communications (Newsletter) 
o Health and Safety forum 

 
 
Table 7 of RIDDOR Incidents since Quarter 1 2014 to Quarter 4 2015 
 
Descriptio

n 
Q1 
201
4 

Q2 
201
4 

Q3 
201

4 

Q4 
201

4 

Total 
2014/1

5 

Q1 
201

5 

Q2 
201

5 

Q3 
201

5 

Q4 
201

5 

Total 
2015/1

6 
Slip trip fall 
patient 

1 0 0 3 4 0 0 0 1 1 

Slip trip fall 
Staff 

0 2 0 2 4 3 2 0 1 6 

Patient 
handling 

0 1 0 0 1 0 1 3 1 5 

Non patient 
handling 

1 0 1 0 2 0 0 0 0 0 

Assault 
patient on 
staff 

2 1 1 4 8 3 2 0 2 7 

Vehicle 
related 

0 0 0 0 0 2 2 0 0 4 

Fall from 
height 

0 0 0 0 0 0 0 3 1 4 

Struck 
against  
fence/door 
frame 

0 0 0 0 0 0 1 0 2 3 

TOTAL 4 4 2 9 19 8 8 6 8 30 
 
 
7. Vehicle Related Incidents  

There is no specific team that have a higher incident rate than any other department 
within the Trust over the reporting year. On analysing the data trend this shows that the 
majority are within community, children’s services and TQ21 based teams.   
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On analysis and review over the reporting year 2015/16 incidents have related to the 
following: 

o Stationary vehicle struck from behind 
o Collision with a vehicle 
o Damage to vehicle whilst striking an object 

 
The Health and Safety team continue to ensure and re-iterate the need for the use of 
safe driving techniques; prioritising workloads ensuring staff members are not feeling 
pressured and rushing from appointments.   
 
Moving forward a corporate risk has been added to the risk register regarding driving for 
work with a view to implement the following: 

o Driver awareness program with the on-line training through MLE 
o Driving for Work policy 
o Bespoke training delivered to high risk drivers 

 

The development of this will be rolled out in Q2 of 2016/17.  This will be communicated 
to the Trust with a phased program covering those that are at greater risk from driving 
for work.  This will be supported by the Driving at work policy which will be ratified at the 
July Health and Safety Forum. 

Table 8 Showing the Vehicle Related Incidents by Department 2015/16 

0

5

10

15

20

25

30

3 Moderate, Short Term

2 Low / Minimal Harm

1 No Harm / Damage /

 1a Near Miss"

 

8. Health and Safety 

The Head of Estate Services conducted a review of the concerns raised by Mike Holder 
of Safe Systems in a letter to the CEO in 2012.  A paper was provided in May 2016 for 
the Audit Assurance and Risk Committee to provide a response on the points raised by 
Mr Holder. 
 
In order to continually learn, improve our health and safety service provision and to 
ensure management systems are effective,  an external review on the Safety 
management system was commissioned.  The review is included fully in the quarter 1 
report for 2016/17 but a brief summary is included in the following paragraphs. 
 



 
The external review consisted of a review of Trust documents, policies, procedures, 
records, site visits and interviews with key members of staff at executive, senior 
management and operational management.  The report concluded the following  
 

 It was evident that Trust is committed to continually improving health and safety 
within the organisation, evidence for this is the demonstration of leadership 
within the organisation from the CEO through all levels of management within 
the organisation. The Board of Directors have outlined the roles and 
responsibilities within the organisation plan, implement and monitor the health 
and safety management within the organisation. 

 The Health and Safety Strategy for the organisation is relevant to the risks that 
are faced within the organisation and clearly sets out the strategy for managing 
this. There are a total of 16 recommendations to be considered, that if 
implemented would continually improve the management of health and safety for 
everybody. 
 

 
A response to this review will be developed and agreed at the Trust Executive Group 
and reported to AARC.  Quarterly updates will then be provided via the quarterly Health 
and Safety Report. 
 
 
9. Fire Incidents  

FOI - exempt s.
31 + s. 38 
FOIA
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The increase in fire potential incidents is due to a better understanding and awareness 
of incident reporting by staff.   The cause groups on the Ulysses reporting structure has 
been more clearly defined and the training given across the trust on how to conduct the 
correct reporting format has been provided. 

 
10. Fire Risk Assessments 

The department has continued with its annual and bi-annual pre-planned fire risk 
assessment programme. 103 (100%) fire risk assessments have been conducted 
between Q1 2014/2015 - Q4 2015/2016.   

11. Staff Training Assurance   

The department continues to deliver Health and Safety / Fire Safety Training throughout 
the Trust. Tables 9 and 10 show training courses delivered 2014/15 & 2015/16. 

 

Table 9 Showing Health and Safety Training 2015/16 
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  Q1 
2014/15 

Q2 
2014/15 

Q3 
2014/15 

Q4 
2014/15

Total 
2014/15

Q1 
2015/16

Q2 
2015/16 

Q3 
2015/16 

Q4 
2015/16

Total 
2015/16

Awareness  2  5  6  3  16  4  3  3  2  12 

Induction  6  6  5  3  20  2  0  0  0  2 

 

Table 10 Showing Fire Safety Training 2015/16 

  Q1 
2014/
15 

Q2 
2014/
15 

Q3 
2014/
15 

Q4 
2014/
15 

Total 
2014/
15 

Q1 
2015/
16 

Q2 
2015/
16 

Q3 
2015/
16 

Q4 
2015/
16 

Total 
2015/
16 

Fire 
Safety 
Awaren
ess 

14  21  10  12  57  11  12  8  8  39 

Fire 
Warden 

1  5  2  6  14  5  6  8  5  24 

Fire –  
Inductio
n 

6  6  5  3  20  2  0  0  0  2 

Fire – 
TQ21 

3  3  0  0  6  0  0  0  0  0 

 

In addition to statutory and mandatory training sessions, the fire safety team have also 
delivered (3) Nominated Person (NP) training courses in 2015/16 with a further (2) 
courses available for booking via LEaD in August and October. This is a one day course 
and is aimed at the person who has been identified as the NP; this should be the person 
in charge of the unit/site.  

The aim of this course is for the identified NP to be able to discuss and debate the likely 
effects on the Trust with regards to the role and the responsibilities of the Nominated 
Person. 

This year has seen Statutory and Mandated training being remodelled with an external 
company (Sponge UK Ltd) to make training more interactive and easy access online.  
The first training models to be rolled out were Fire, Health and Safety has been a huge 
success supporting improved compliance for the Trust in meeting its statutory 
compliance.   Trust inductions are now bespoke over 1 day.  All statutory and mandated 
training is now conducted on-line reducing the need for Health, Safety fire inductions.   

 

12. HSE / RRFSO (2005) Legislation Updates and Consultations 

No HSE / Fire Order Regulations or consultations that came into force during this 
reporting period. 

 

13. Security and Managing Violence and Aggression  

 
The LSMS Annual report for April 2015 to March 2016 was presented at this committee 
in May 2016.  The report detailed the review of the LSMS work plan for 2015/16 which 
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set out a number of actions in all key areas of security work to develop a pro-security 
culture within SHFT.  

 

14. Water Safety Management 

Further to the recent changes in legislation as defined in Healthcare Technical 
Memorandum (HTM) and Approved Code of Practice (ACoP) L8 the control of 
Legionella bacteria in water systems and the Control of Substance Hazardous to Health 
(COSHH) requirements now require water safety plans.   

Due to the size and complexity of the trust estate in 2015/16, an 18 month risk based 
programme was agreed and implemented with our water safety contractor.  The 18 
month timescale did constitute a risk to the organisation as the management of our 
water safety system is robust. 

A draft overall Trust water safety plan was developed and is due for validation with all 
members of the water safety group.  This will be ratified in July 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.  

 

15. Asbestos Management  

All annual asbestos re-inspections surveys have been completed and complaint with the 
Control of Asbestos Regulations 2012. 
 

16. Anti-Ligature  

The anti-ligature agenda has seen significant progress during 2015/16 with the 
completion of the following improvements: 
 

  £2.4m ward upgrade of Ravenswood house,   
 £75k Elmleigh bedroom conversation and upgrades 
 £95k Evenlode Bedroom Upgrades 
 £242k Parklands Shower & Bathrooms  
 £11k Antelope Beverage bay (ligature friendly beverage station) 
 £39k Ridgeway Anti-barricade doors 
 £93k Melbury Lodge (Kingsley Ward) Door Vision Panels 
 £157k Trust wide various ligature schemes 

 
For the 16/17 capital programme a sum of £3.04m has been dedicated addressing the 
trust ligature management issues.  The rolling capital investment for ligature 
management will significantly contribute to the reduction of ligature risks within the 
Trusts estate portfolio. Areas where ligatures cannot be totally reduced have ligature 
risk assessments in place that contain robust management controls. 
 
The trust has created a dedicated Ligature management group  who’s remit is to review 
manage and update the ligature management policies and procedures, review and 
develop a new ligature assessment process, develop, manage and audit the annual 
ligature assessment programme, and prioritise capital investment identified in ligature 
risk assessments.  
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Within Estate services each site has a dedicated project manager responsible for 
ensuring each site has a environmental work plan that identifies what estate work is 
required, when it will be done and who is responsible for ensuring it has been 
completed.  
 
To complement the environmental works plans each site/ward has a dedicated notice 
board that details what work is being conducted in the building, when it will be complete, 
who is the dedicated project manager along with contact details and who is the clinical 
project lead. The notice board also sign posts staff to the trusts ligature share point 
portal which holds more detailed information on the proposed schemes, and acts as an 
information station for patient and service users and members of the public. 
 
17. Radiation Protection  
 
The annual Radiation Protection Group meeting took place in May 2015/16, at which 
the Annual Radiological Protection Report was submitted. The report covered all 
aspects of Radiological protection including; equipment performance; new equipment; 
audits; incidents and legislation including quality assurance of x –rays. 
 
The programme of X-ray quality assurance surveys was completed successfully. All 
units have been tested within their recommended QA (Quality Assurance) interval. 
There were a total of 9 routine X-ray QA events and one response to an engineer visit. 
There were no new tube visits, or acceptance tests.  
 
An IRR99 audit of Romsey, Hythe and Lymington X-ray was carried out in June 2015. 
This showed good compliance with two minor actions identified which have now been 
addressed. 
 
In 2015/16, there was one incident reported to the RPA (Radiation Protection Authority) 
in the period. Any examinations on the wrong patient or doses ‘much greater than 
intended’ are reportable to the Care Quality Commission.  
 

 IRMER 9129 (Ulysses 83131) Patient incorrectly referred for CT 

 a final report sent to CQC. This incident 
was closed by the CQC on 21/11/15.  
 

Procedures have been put in place to ensure that errors relating to patient identification 
will be eliminated.  Electronic requesting (‘order comms’) are now in place by which 
clinical indications and patient demographics will be transferred from the referrer to the 
CRIS system electronically without the possibility of human error.  
 
18. Surveillance and Infection, Prevention & Control Issues 
 
Over the reporting year the Trust has embraced the Infection Prevention and Control 
(IPC) agenda, deploying audit, education and expert clinical leadership and support so 
all SHFT understand and maintain their personal accountability in preventing and 
controlling infection. 
 
SHFT has established clearly defined standards for maintaining patient safety and 
ensuring high quality outcomes for patients.  There has been one Methicillin-resistant 

FOI - exempt s. 40(2)  FOIA
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Staphylococcus aureus (MRSA) blood stream infection reported this year.  This incident 
underwent an extensive investigation and the learning has been shared trust wide via a 
variety of different forums.  
 
Clostridium difficile rates have remained low and static in our physical health in-patient 
areas. 
 
Significant efforts have been made to ensure SHFT remains compliant with the Health 
and Social Care Act (2008) Code of practice, which has been recently updated this year 
(Department of Health 2015).  
 
This year has seen many of our premises inspected by the Care Quality Commission.  
Their report has not been published but the IPC team are not aware of any IPC issues 
raised by the CQC during their visit.  
 

 There has been one case of Clostridium difficile post 72hrs of admission 
into inpatient areas 

 There has been one MRSA and one E coli blood stream infection 24hrs 
post-surgical procedure 

 There have been 46 MRSA new positive swab results (37 within 48hrs of 
admission and 9 after 48hrs of admission 

 There have been 3 ward closures and 17 bay closures due to infection 
(mainly diarrhoea and vomiting).  This has resulted in the loss of 533 bed 
days 

 There have been a total of 83 sharps incidents (plus 11 near misses) 
reported in 2105.16.  This compares to a total of 81 sharps incidents and 3 
near misses reported in 2014.15 

 The team have delivered 46 mandatory IPC training sessions and one two 
day course for new IPC links 

 92% of Trust staff are in date with their Annual IPC training and 97% in date 
with 3 yearly IPC training (compliance as of end of March 2016).   

 The IPC team have supported teams to undertake 12 audits this year 
 The IPC team have supported the Estates team and Operational teams with 

13 refurbishments 
 

IP&C has remained a top Board priority during 2015/16 and this will continue to be 
reported and monitored as new infection control challenges are emerging that SHFT will 
focus on throughout 2016/17.   
 
19. Policy and Procedure Development 
 
The Health and Safety Management system is based upon HSG65, Successful Health 
& 
Safety Management, a framework developed by the Health and Safety Executive (HSE) 
and widely received and adopted across all employment sectors.  
 
The components of HSG 65 are: 

 Plan 
 Do  
 Check 
 Act 
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The following policies have been reviewed in the last year: 

Policy 
No. 

Policy Title  Reason for updating  Date 
Update
d 

Revisio
n Date 

SH HS 
10 

Electrical Safety Policy  Updated & change of named 
personnel 

Sep‐
2015 

Jul‐
2018 

SH NCP 
64 

Lockdown Policy  Review date extended for 3 years 
(from May 2016 to May 2019) 

May‐
2015 

May‐
2019 
 

SH HS 
09 

Control of Substances 
Hazardous to Health (COSHH) 
Policy 

CLP legislation, COSHH Forms 
amendment 

Feb‐
2015 

Feb‐
2017 

SH HS 
11 

Display Screen Equipment 
Policy (DSE) 

Incorporation and working with 
communication devices 

Feb‐
2016 

Feb‐
2018 
 

SH HS 
06 

Fire Safety Policy  Updated TNA (Appendix 1)  Feb‐
2015 

Feb‐
2017 
 

SH HS 
02 
 

Fire Safety Strategy  Document review in compliance with 
SHFT Policy 

Jan‐
2016 

Jan‐
2017 

SH HS 
13 
 

First Aid Policy  Policy Review, Language amended. 
BLS training requirements changed. 
No further amendments required 

Jun‐
2016 

Jun‐
2018 

SH NCP 
42 
 

Management of Patients’ 
Property Policy 

Review of policy following NHS 
Protect Focussed Assessment. 

Mar‐
2016 

Feb‐
2020 

SH NCP 
74 
 

Management if Violence and 
Aggression Procedure  

Review of document to ensure that it 
meets current processes; practices 
and legislative guidance. 

May‐
2016 

May‐
2019 

SH NCP 
68 
 

Standard Operating 
Procedure for Self‐Presenting 
Patients (HAZMAT / CBRN) 

SOP reviewed – no changes required, 
review date extended for 2 years 

May‐
2015 

Jun‐
2018 

SH NCP 
21 
 

Security and Management of 
Violence and Aggression 
Policy 

To reflect current procedures and 
references. 

May‐
2016 

May‐
2019 

SH HS 
03 
 

Security and Management of 
Violence and Aggression 
Strategy 

Updated to reflect legislative changes 
and local procedures. 

Dec‐
2015 

Nov‐
2018 

SH NCP 
22 
 

Security Management 
Procedures 

Updated to reflect legislative changes 
and local procedures. 

May‐
2016 

May‐
2019 

SH CP 
150 
 

Assessment and 
Management of Ligature 
Care Policy 

Policy review  May‐
2016 

May‐
2018 
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20. Governance and Assurance statement from HR on Occupational Health and 
Well-being  
 
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. 
 
Objectives/Forward Plans 
 

 Consider the Health and safety review findings and recommendations. 
 Deliver bespoke training for the Trust in DSE Assessor, Safety Representatives, 

Risk assessment. 
 Continue to develop and review Health and Safety policies and procedures, 

along with legislative changes and update accordingly. 
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REPORT TO THE  AUDIT, ASSURANCE & RISK COMMITTEE   
 
Date 11.07.2016 

 
Agenda Item 19 

                  
Title Health and Safety Report  

Q1 (Apr- May) 2016/17  
Sponsoring Director Paula Anderson, Interim Chief Finance Officer  

 
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  

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 1 (Apr- May) 2016/17.   
The committee is to note that this is not a full Quarters data 
due to June’s data not being complete at the submission of 
this report.  
 
Key points to note from the report: 

 657 accidents and incidents were reported during Q1 
(Apr- May) 2016 compared to 742 in Q1 2015.  

 116 near-miss incidents were reported during Q1 
(Apr- May) 2016 compared to 91 in Q1 2015.  

 4 vehicle related incidents were reported in Q1 (Apr- 
May) 2016 compared to 5 in Q1 (Apr- May) 2015. 

 19 fire related incidents in Q1 (Apr- May) 2016 
compared to 29 in Q1 2015.  

 9 RIDDOR reports were submitted in Q1 Apr-May 
2016. 
 

Also included in the Q1 Health and Safety report are the 
following appendices which add further information and 
assurance to the committee: 

 Appendix 1 - Occupational health and well-being 
paper.(March to May 2016)   

 Appendix 2 – Action Plan for Tasks identified from the 
MH Letter  

Action Required The Committee is asked to discuss and note this report 
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Health and Safety Report Q1 (Apr- May) 2016/17 

 
 
1. Purpose 

1.1 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 

2.1 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 Q1 2016 
for April to May only due to June’s data not being complete at the date for submission of this 
report. 

3. Report Incident Analysis and Investigation 

3.1 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. 

 Investigate Moderate and above incidents with Health and Safety Support Visits 
 

4. Incident, Near Miss and RIDDOR Reporting 

4.1 Table 1 shows incidents from Q1 2016 (April - May) by cause group.   

Table 1 Shows Incidents by Cause Group for Q1 2016/17 (April - May) *this is not a full 
quarter data due to the timing of the AARC meeting. 

Description 
Q1 

2015/16 
Q2 

2015/16 
Q3 

2015/16 
Q4 

2015/16 
Total 
for 

15/16 

*Q1 
2016/17 

(Apr-May) 

Accident or injury to service user 222 229 256 241 948 142 

Accident to staff 81 92 115 110 398 58 
Accident or injury to a visitor or member of the 
public 7 5 9 13 34 3 

COSHH-Harmful 1 1 4 1 7 0 

Facilities and environment 82 81 71 83 317 53 

Fire Incidents 40 37 35 45 157 19 

Medical devices incident 36 29 19 22 106 18 

Sharps or needle stick injury to staff 12 11 10 10 43 7 

Slip/Trip/Fall/service user 446 422 445 465 1778 276 

Slip/Trip/Fall/staff 17 10 12 11 50 8 
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The data in this table for Q1 is for two months only.  If trend continues it will be in line with Q1 
15/16. 
 
4.2 Sample Analysis of the following cause groups: 

 
Accident or injury to staff 
The following monthly impacts were reported: 

  
 44 were no harm or low harm  
 8 were deemed moderate harm 
 6 were reported as near miss 

 
Moderate Harm Incidents 
2 of the 8 moderate harm incidents were investigated by the Health and Safety team by 
conducting support visits to Melbury Lodge (Slipping on gravel in car park) and Abell House 
(Slipping on leaves footpath) a report was submitted to the site management with 
recommendations for clearing pathways.  6 were dealt with by locality managers. 
 
Near Miss 
4 near miss incidents reported were actually incidents that incurred injuries.  One was due to a 
staff training incident (moving and handling) and the other was an accidental injury to staff whilst 
moving a service user which should have been recorded as an accident not a near miss.  
Managers and the Ulysses team were informed of the correct reporting process.  There were no 
trends that were highlighted from the other 2 incidents. 
 
Accident or Injuries to Service Users 
 
The following monthly impacts were reported: 
 

 120 were no harm or low harm  
 18 were deemed moderate harm 
 4 were deemed as causing major harm 

 
Major Harm 
2 of the 4 major harm incidents were related to a medical collapse and scolding of a service 
user whilst making a cup of tea which was an unfortunate accident. 1 was related to a service 
user taking an illegal substance and 1 was a service user found with an injury with an unknown 
cause.  All were dealt with by the clinical teams appropriately. 
 
4.3 Impact of incidents 
 
475 were recorded as ‘no harm or low harm’, which represents 72% of the total incidents 
reported. This reflects positive reporting across the Trust.  Table 2 shows the quarterly impact 
by division: 
 

 

 

Table 2 Quarterly Impact by Division Q1 2016/17 (April - May) 

Slip/Trip/Fall/visitor public 2 3 3 2 10 4 
Staffing level/mix issues (Agency or Bank) 146 226 187 205 764 65 

Vehicle Related Incident  5 5 3 14 27 4 

Total 1097 1151 1169 1222 4639 657 
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Division 
1a Near 
Miss 

1 No 
Harm / 
Damage / 
Loss 

2 Low / 
Minimal 
Harm 

3 
Moderate, 
Short Term 
Harm 

4 Major, 
Permanent/ 
long Term 
Harm 

Not Yet 
Graded 

Grand 
Total 

East ISD  26  73  92  18  2  1  212 

Mental Health  43  34  75  16  2  0  170 

Southampton And West ISD  31  40  50  8  1  0  130 

Learning Disabilities  10  19  17  4  1  0  51 

TQtwentyone  3  13  28  6  0  0  50 

North East Ics  1  6  6  1  0  0  14 

Children's  0  4  8  0  0  0  12 

Non‐Shft Service  0  0  6  0  0  0  6 

Corporate ‐ Training & Development  1  2  0  0  0  0  3 
Corporate ‐ Estates And Facilities 
Management  1  0  1  0  0  0  2 

Corporate ‐ Research & Development  0  0  1  0  0  0  1 

(blank)  0  0  0  0  0  1  1 

Corporate ‐ Workforce  0  0  0  1  0  0  1 

Grand Total  116  191  284  54  6  2  653 

 

Divisions attend the quarterly Health and Safety forum and issues and risks are highlighted and 
addressed.  Through the Board Assurance Framework and Standard Operating Procedure risks 
are escalated through the relevant committee or sub-committee to ensure integration of patient 
and occupational safety is at the forefront of Trust business. 

 

5. Risk Register Monitoring Group (Health and Safety Forum) 

The following risks are reviewed by the Health and Safety forum and assurance is sort that they 
have suitable and adequate control measures in place. 

Number Risk Risk Type Directorate Current Risk Score 

693  

Corporate/tactical 

 

Staff Immunisation 
Programme. 

Patient Safety Nursing AHP 8.00  

777  

Corporate/tactical 

 

Patient safety AMH 15.00  

859 

Local 

 

properties where SHFT staff 
may be occupy to undertake 
work will need to be reviewed 
to understand if there is a 
suitable and sufficient Fire Risk 
Assessment. 

Workforce Corporate –Estates 
and Facilities 

9.00  

933 

Local 

 

Leaks to roof Sterne 4‐6 repair 
required but removal of 
asbestos needs to happen prior 
to work being carried out 

Workforce Corporate –Estates 
and Facilities 

12  

934 

Divisional 

 

Shield On Site provide asbestos 
survey to SHFT properties 
already on the asbestos 
register, survey being carried 
out but not put on the IPR 

Patient Safety Corporate –Estates 
and Facilities 

6.00  

939 

Local 

Non‐compliance due to lack of 
qualified Authorised Persons 
for some statutory Compliance 

Workforce Corporate –Estates 
and Facilities 

4.00  

FOI - exempt s.
31 + s. 38 FOIA
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Number Risk Risk Type Directorate Current Risk Score 

  activities/Legislation 

940 

Local 

 

Injury working from height  Workforce Corporate –Estates 
and Facilities 

3.00  

941 

Local 

Non‐ compliance of adherence 
to Ventilation statutory 
maintenance and requirements 

Infrastructure Corporate –Estates 
and Facilities 

6.00  
946 

Local 

Electrical compliance 
certification in accordance with 
current legal requirements 

Infrastructure Corporate –Estates 
and Facilities 

6.00  
949 

Local 

Workforce Corporate –Estates 
and Facilities 

16.00 

950 

Corporate/tactical 

Workforce Corporate –Estates 
and Facilities 

25.00  

955 

Corporate/Tactical 

Driving for Work trust wide for 
all staff 

Workforce Corporate 12.00  
956 

Strategic 

Ability to deliver Trust Health 
and Safety effectively 

Workforce Corporate ‐
Governance 

12.00  
957 

Strategic 

Non clinical Generic Risk 
assessment ‐ There is currently 
no system to centrally hold, 
record and conduct generic risk 
assessments 

Workforce Corporate ‐
Governance 

12.00  

962 

Local 

Power failure to the telephone 
communication systems at 
Alton and Fleet Hospitals 

Infrastructure Corporate –Estates 
and Facilities 

9.00  
 

6. Near Misses Reported Since Q1 2015 (April to June) Q1 2016 (April to May) 

There were 116 near-miss incidents reported in Q1 2016 (April - May).  Staffing level issues 
continues to be the main theme.  In OPMH, falls on the same level is the highest reported 
incident.  Falls team continue to work closely with clinical leads in identifying any trends and any 
lessons are shared to ensure continual learning.  
 

Table Showing the Number of near misses from Q1 2015 to Q1 2016 

Q1  
2015 

Q2 
2015 

Q3 
2015 

Q4 
2015 

Q1 
2016 

Apr-May only 

144 223 221 212 116 

 
Improved understanding and training of what a Near Miss constitutes is currently being 
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.  This will ensure that learning is embedded into day to day risk 
management and that near misses are recorded appropriately.   
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7. Reporting of Injuries, Diseases & Dangerous Occurrences, and Regulations 

(RIDDOR) 
 
9 incidents were reported during Q1 Apr to May 2016 which compares to 8 reported in the 
previous quarter.  This is an increase from Q1 2015/16.  The main RIDDOR reportable incidents 
relate to slip/trip/fall for patients and staff.  The Health and Safety team continue to investigate 
all RIDDOR incidents to identify any learning and signposting to the relevant clinical or training 
team.   
 
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 4 Showing RIDDOR Incidents since Quarter 1 2014 to Quarter 1 Apr-May 2016 
 

Description Q1 
2014 

Q2 
2014 

Q3 
2014 

Q4 
2014 

Q1 
2015 

Q2 
2015 

Q3 
2015 

Q4 
2015 

Q1  
2016  

Apr-May 

Slip trip fall patient 1 0 0 3 0 0 0 1 4 
Slip trip fall Staff 0 2 0 2 3 2 0 1 2 
Patient handling 0 1 0 0 0 1 3 1 0 
Non patient handling 1 0 1 0 0 0 0 0 0 
Assault patient on staff 2 1 1 4 3 2 0 2 0 
Vehicle related 0 0 0 0 2 2 0 0 1 
Fall from 
height(OPMH)bed/toilet  

0 0 0 0 0 0 3 1 2 

Struck against  
fence/door frame 

0 0 0 0 0 1 0 2 0 

TOTAL 4 4 2 9 8 8 6 8 9 

 
 
Table 5 Showing RIDDOR Incidents Reported by Directorate for Quarter 1 Apr-May 2016 

 
Month  Number 

of 
Incidents 

Incident Type Details Outcome and Learning

April 
2016 

6  Slip/Trip/Fall 
 
Over 7  
days injury 

Staff member attended A&E for examination.  
Staff reminded to ensure that a dynamic risk 
assessment is carried out whilst working with 
patients by observing the work place for any 
hazards.   

Slip/Trip/Fall 
 
 
 
Fracture  

Review of advice provided by Physiotherapist 
regarding the possibility of prescribing 
medication to protect bones required. Lessons 
will be shared regarding identifying a 'lead 
person' when managing the support of an 
individual. Ensure all risk assessments relating 
to falls consider all potential risks. Ensure all 
records relating to reviews regarding falls are 
appropriately followed up and referenced 

Struck by moving 
vehicle 
 
 
 
Strains/Sprains 
 
 
 

Driving at work policy reviewed and an online 
training tool has been introduced to provide 
staff with further information, instruction and 
training on safe driving for work.  Line 
managers informed to ensure that work loads 
are manageable and staff are not being 
pressurised. 

Slip/Trip/Fall 
 
 

P1 attended A&E small fracture 
. IMA completed. P1 & S1 supported.  

Care plan reviewed by  clinical team to ensure 

FOI - 
exempt
s. 40(2)
FOIA
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Month  Number 
of 

Incidents 

Incident Type Details Outcome and Learning

Fracture  appropriate risk assessment remains suitable
Slip/Trip/Fall 
 

Ambulance was called and P1 was transferred 
to QAH then admitted to MAU. Referred to 
SIRI/Corporate panel conducted.  Care plan 
reviewed by clinical team to ensure 
appropriate risk assessment remains suitable 

Fall from Height
 
Fracture 

 S1 has 
been off sick since 31st March 2016. RIDDOR 
assessment to be completed. 

May 
2016 

3  Slip/Trip/Fall 
 
 
Lacerations & 
open wounds 

P1 was sent to hospital for neurological 
checking and to have the wound dressed. 
Patient is on high level of observations.  Care 
plan reviewed by clinical team to ensure 
appropriate risk assessment remains suitable. 

Fall from Height
 
Lacerations & 
open wounds 

Patient was sent to Queen Alexandra hospital 
for a CT scan. The incident is being 
investigated by the manual handling, health 
and safety, medical devices and slip trip and 
fall teams reported as a SIRI. 

Slip/Trip/Fall 
 
 
Over 7  
days injury 

Leaves to be swept away from paths and kept 
clear.   Managers to identify during inclement 
weather changes that pavements and access 
to and from site are maintained.  Liaison 
 

 
8. Health and Safety  
 
Following the review the Head of Estate Services conducted of the concerns raised by Mike 
Holder of Safe Systems in a letter to the CEO in 2012.  A paper was provided in May 2016 for 
the Audit Assurance and Risk Committee to provide a response on the points raised by Mr 
Holder.  The actions arising from this review are in Appendix 2 and will continue to be monitored 
at the Health and Safety forum and reported quarterly at this committee. 
 
The first action identified was in order to continually, learn and improve our service provision 
and to ensure management systems are effective, the Head of Estate Services commissioned 
an external review on the safety management system.   
 
The external review consisted of a review of Trust documents, policies, procedures, records, 
site visits and interviews with key members of staff at executive, senior management and 
operational management.  Once the final report has been received, a response to the 
recommendations will be developed by the Health and Safety Forum, agreed at Trust Executive 
Group and reported to AARC.  Quarterly updates will then be provided via the quarterly Health 
and Safety Report.   
 
 
Health and Safety Support Visits 
 
Reactive Compliance  
During Q1 Apr-May 2016/17 21 support visits were conducted by the Health and Safety team.  
(8) Related to RIDDOR incidents.  3 were slips trips falls relating to staff, with 2 relating to 
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patients. 1 from fall from height, whilst patient being transferred by hoist. 2 RTI (Road Traffic 
Incident) stress related over seven days off work not including the day of the incident. The team 
continue to be proactive in ensuring risks identified and any learning is shared throughout.  
Reports are produced and held centrally for any litigation claims or complaints against the Trust. 
 
 
Pro-active compliance 
HSSA (Health Safety Security Assessments) continue to be conducted following the rolling 12 
month period with no underlining risks identified to date.  10 have been received out of 13 (79%)  
The following have not returned their HSSA: 
 

o Moorgreen 
o The Lodge 
o Crowlin House 

 
 A full review of the process will be undertaken in December 2016 to ascertain its effectiveness. 
 

9. Vehicle Related Incidents  

Following a review of all vehicles related incidents it has been identified that there is no specific 
department or division that have a higher incident rate than any other 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.     

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Table 6 Showing the Vehicle Related Incidents by Department July 2015 to May 2016 
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Incidents Department Monthly

Row Labels Jul‐15 Aug‐15 Sep‐15 Nov‐15 Dec‐15 Jan‐16 Feb‐16 Mar‐16 Apr‐16 May‐16
Grand 
Total

Estates & Facilities 0 0 1 1 0 0 0 0 0 1 3
TQ@Home 0 0 1 0 0 0 0 0 0 0 1
South Central AMH CMHT 0 0 0 0 0 0 1 0 0 0 1
MH Divisional Management 0 0 1 0 0 0 0 0 0 0 1
15 Clarkston Road, Carterton 0 0 0 0 0 0 0 1 0 0 1
Other Non‐SHFT Location 0 0 0 0 0 0 0 1 0 0 1
21 Quarry Road, Headington 1 0 0 0 0 0 0 0 0 0 1
Willow Assessment and Treatment LD Inpatients 0 0 0 0 0 0 0 0 0 0 1
67 Banbury Road, Kidlington 0 0 0 0 0 0 0 1 0 0 1
12 Honeybourne Crescent 0 0 0 0 0 0 0 0 0 0 1
Andover HC Health Visiting Team 0 0 0 0 0 1 0 0 0 0 1
109 Mirfield Road, Witney 0 0 0 0 0 0 1 0 0 0 1
Bordon Health Visiting Teams 0 0 0 0 0 1 0 0 0 0 1
Peach Cottage 0 0 0 0 0 0 1 0 0 0 1
Crowlin House 0 0 0 0 0 0 1 0 0 0 1
West Hants CLDT 0 0 0 1 0 0 0 0 0 0 1
East AAT 0 1 0 0 0 0 0 0 0 0 1
Southampton LD Intensive Support Team 0 0 0 0 0 0 0 0 1 0 1
East H@H 0 0 0 0 0 0 0 1 0 0 1
SW Specialist Falls Team 0 0 0 0 1 0 0 0 0 0 1
Waterlooville South Health Visiting Team 0 0 0 0 0 0 0 0 1 0 1
Eastleigh Blackthorn Health Visiting Team 0 0 0 0 0 0 0 0 1 0 1
Basingstoke School Nurses 0 0 0 0 0 0 1 0 0 0 1
Fareham 1 Community Care Team 0 0 0 0 0 0 0 0 0 0 1
South East AMH CMHT 0 0 0 0 0 1 0 0 0 0 1
Gosport Alver & Lee Health Visiting Team 0 0 0 0 0 1 0 0 0 0 1
Lymington Therapy Team 0 0 0 0 0 0 1 0 0 0 1
Grand Total 1 1 3 2 1 4 6 4 3 1 29

  
10. Security and Managing Violence and Aggression  

 
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. Actions help to support organisational compliance against the NHS Standards for 
Providers and have been included within the Work Plan for 2016/17. 
 
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. 
 
During Q1 further work has been taken with regards to identifying the risk profile of the 
organisation’s critical sites in order to establish an organisational profile with regards to our 
ability to lockdown if the need arises. The primary critical sites have all been assessed and 86% 
of the required lockdown plans have been drafted and are ready to be tested. The LSMS will 
now focus on secondary and tertiary sites. 
 
During the first quarter of the fiscal year the LSMS has been working with the Police to agree 
and appropriate response to incidents within our sites where patients with mental health issues 
have threatened staff and other patients. 
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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. 

 

11. Fire Incidents  

19 incidents were reported in Apr-May Q1 2016  
   

Table 7 Showing Fire Related Incidents from Q2 2015 to Q1 (April to May) 2016. 
 

Row Labels Jul‐15 Aug‐15 Sep‐15 Oct‐15 Nov‐15 Dec‐15 Jan‐16 Feb‐16 Mar‐16 Apr‐16 May‐16
Grand 
Total

Fire ‐ (Potential) 8 2 3 1 3 3 3 5 3 4 7 42
Fire ‐ Smoking Related 2 1 1 0 4 1 0 1 9 1 1 27
Fire ‐ Other 3 5 0 4 2 3 2 2 1 1 1 25
Fire ‐ Arson 1 3 1 1 0 2 1 1 2 1 1 15
Fire Alarm ‐ Toaster / Cooking 1 0 0 5 1 1 3 1 0 0 0 12
Fire Alarm ‐ Set Off By Patient 2 1 0 0 0 0 6 0 1 0 0 11
Fire Alarm ‐ No Obvious Cause 1 0 1 3 0 0 0 2 0 1 1 11
Fire ‐ Electrical Equipment 0 0 0 1 0 0 2 0 0 0 0 3
(blank) 0 1 0 0 0 0 0 0 0 0 0 1
Grand Total 18 13 6 15 10 10 17 12 16 8 11 147

Incidents Type Monthly

 
 
 
The highest number of fire related incidents related to ‘Fire (Potential)’: 
 

 

8 out of the 11 incidents were reported under the wrong cause group.  These incidents should 
have been reported as ‘Fire (Smoking Related)’ not ‘Fire (Potential)’.  
 
Smoking Related Incidents Q1 Apr-May 2016 

2 incidents were reported in Q1 Apr-May 2016, both incidents was due to service users smoking 
inside either in bedrooms or lounge areas (  The Fire Safety 
Manager continues to liaise with Lead Clinical Managers within high risk areas where the 
highest number of incidents of fire ‘potential’, ‘smoking related’ and ‘Arson’. A letter has now 
been drafted and ready for circulation to patients and relatives when the smoke free ban comes 
into force (October 2016).  This letter is to request that smoking materials are not brought into 
the facilities.  
 
Arson Incidents Q1 Apr-May 2016 

There were 2 Arson incidents which occurred at the following sites: 
 

 Antelope House (1) 
 Elmleigh (1) 

FOI - exempt s. 31
FOIA, s. 38 FOIA
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As a result of the arson incidents the following actions have been taken: 

 Where an ignition source was used by a service user, care plans have been reviewed 
and ignition sources have been removed. 

 Staff immediately followed procedure, extremely well managed by the staff involved who 
extinguished the fire; quick response stopped any further damage occurring to the 
building or risk of harm to any staff or patients.  

 Divisional on-call manager was informed. 
 Risk assessments and safety care plans have been reviewed, service users spoken to 

regarding the severity of the incident. 
 Service user referred to PICU due to high level of risk posed to themselves and others, 

observation levels increased and recommendation for referral for forensic assessment. 
 

12. Fire Risk Assessments 

The department has continued with its annual and bi-annual pre-planned fire risk assessment 
programme.  12 properties had a fire risk assessment conducted in Q1 Apr-May 2016.   

 

13. Staff Training Assurance  

The department continues to deliver Fire, Health and Safety Training. During Q1 Apr-May 2016 
the following training was delivered: 

 6 Fire Safety Awareness training sessions 
 3 Fire Warden training sessions 
 1 Nominated Person training sessions 
 2 Health and Safety awareness 

 
The percentage of staff currently in date with statutory training is 95% for fire safety and 97% for 
health and safety. 

 

14. 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   
 

15. Water Safety  

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 at the end of July 2016.  Further work 
will then pursue for individual site water safety plans.  The bi annual risk assessments are within 
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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.  

 

16. Asbestos Management  

Re-inspections surveys have now been completed throughout the Trust’s sites and the asbestos 
register is in the process of being updated with any findings.  This contract is due for renewal 
and Estate Services are working with Procurement to re-tender. 
 

17. Capital Anti-Ligature  

The Evenlode anti-ligature works continue with the last two bedrooms to be completed by w/c 
13 June.  There has been a delay in the ordering of the doors with integrated vistamic vision 
panels by the PFI Company, which has delayed the project full completion date to the 22 July 
2016.   Additional works have been identified following a site visit, and these have been issued 
to Oxford Trust and the PFI partner to be reviewed and are being tracked on an action plan.  
Weekly update meetings are still being held with all stakeholders and a contract manager has 
been appointed to support this process.   
 
Antelope House 136 suite alteration works commenced on Tuesday 1 June with a programme 
of works of nine weeks.   The seclusion room design has been approved by the clinical team 
and an intrusive survey of the area is being undertaken w/c 1 June in order to supply accurate 
costs, programme and drawings which will be reviewed by all parties on 10 June.  Building 
control approval is required for this scheme. 
 
The anti-climb fascia / guttering to Melbury Lodge garden (Kingsley and SOU Garden) was 
completed and handed over on the 18 May 2016.    
 
Exception reports for the Anti-ligature project programme are being produced on a monthly 
basis and presented to the Directors.  This report will track status against report timelines, and 
will update on any significant project issues. 
 
The anti-ligature upgrade projects have now appointed a clinical Single Points of Contact 
(SPoCs) to link with the identified Estates Projects Managers and we have commenced project / 
user group meetings to progress these schemes such as Southfield, Melbury Lodge and 
Parklands.  Work continues with the clinical teams to finalise project briefs and deliverables, to 
then update project timelines agreed. 
 
 
18. Ligature Point Related Incidents  

 
8 suspensions from a ligature point were reported during Q1 2016 (Apr-May).  4 incidents had 
no detail or mention of the suspension point.  The Services were notified of the no detail or 
recording of the ligature point.

  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. 
The suspension incidents occurred at the following sites: 

  
 
 

  
 
 

FOI - exempt s. 31 FOIA, s. 38 FOIA, 40(2) FOIA
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19. Governance and Assurance statement from HR on Occupational Health and Well-
being for March to May 2016 (Appendix 1)  
 
The Committee is asked to note the contents of this report, feedback on its contents and make 
any recommendations for further action. 
 
 20. Appendices 
 
Appendix 1 - Occupational health and well-being paper (March to May 2016)   
 
Appendix 2 - Action Plan for Tasks identified from the MH Letter                                             
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REPORT TO THE AUDIT, ASSURANCE & RISK COMMITTEE   
 
Date 
 

11.07.2016 

Agenda Item 
 

19 

Title Sickness Absence and Well-being Update (as part of the 
Health & Safety Report) 
 

Author(s) Louise Jones, Senior HR Manager 
 

Purpose 
 

This paper updates the Committee on Trust sickness levels, 
occupational health service performance and recent work 
streams to support improvements in staff wellbeing. 
 

Previously Considered by 
 

n/a 

Sponsoring Director Director of People and Communications 
 

Executive Director Overview The Trust is improving performance in terms of sickness 
absence but continues to take steps to improve its position 
as well as the general Health, Safety and Wellbeing of its 
staff.  A discussion regarding what else could be done using 
the experienced members of this committee is welcome.  
 

Action Required 
 

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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Sickness Absence and Well-being Update 
 

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 performance metrics. 
 
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 remains at 3.5%, which provides stretch.  The current 

average annual sickness rate is 4.8%.  In the last 12 months (June 2015 – May 2016) 
sickness peaked in December (5.4%) and in May is at its lowest annual level of 4.28%.  
This represents an improved position from last year, which saw an average sickness rate of 
5.1% and sickness levels reaching a peak in November 2015 at 5.97%.   

 
2.2 A comparison of sickness absence between trusts1 currently defined as Mental Health & 

Learning Disabilities shows that the Trust sickness trend continues to be a month ahead of 
others organisations. Our winter sickness peaked in December 2015, whereas for other 
MH&LD Trusts this was January 2016.   

 
3. Occupational Health key performance indicators 
 
3.1 Occupational health performance data is available up to May 2016.  Please see below table 

1 for a summary of the last quarter figures. 
 

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 

DNAs Overall 
Immunisation 
Compliance 

Mar – 16 
4.64% 272 251 3 (IHR, 

TA, BR) 
59 0 

 1541 146 34.37% 

April – 16 4.54% 280 262 0 40 0 1623 201 40.9% 

May – 16 4.28% 264 205 0 51 3 1630 174 39.62% 
ACT 
IHR 
TA 
BR 

Average clearance time  
Ill health retirement paperwork 
Telephone Assessment by OHA 
Bespoke Requests 

 

 
3.2 It is highly unusual for Occupational Health to breach a KPI, other than the processing of ill 

health retirement paperwork.  Issues with timely appointment availability have been raised 
and discussed with the Service Manager in April.  We have been assured that this was the 
result of staff sickness which is now resolved.  Improvements are shown to have been 
realised in April and May. 

 
 

                                            
1 Data taken from the HSCIC iView benchmarking tool Feb 2016 
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3.3 The Trust continues to focus on improving immunisation compliance for staff.  However, in 
April and May there has been deterioration in staff DNAs rates.  In April, DNAs were at the 
worst level since active monitoring began.  OH Assist undertook a review of April DNA data.  
They confirmed that the bulk of appointments were booked by letter at the beginning of 
March, well in advance of when the appointments were scheduled. A check of OH Assist 
systems has confirmed that that letters and reminder texts were completed on all these 
referrals.  A breakdown of the DNA’s by area and date suggest in some areas DNAs may 
have been related to issues of releasing staff due to work commitments.  Divisional leads 
have been asked to investigate further. 

 
3.4 Over the past couple of weeks the Trust has received an increase in complaints relating to 

the staff immunisation programme (this will be reflected in June’s KPIs).  Whilst specific 
issues vary, resolution was in part linked to the need to provide better information and 
consequently FAQs have been prepared to support future communications. 

 
3.5 Occupational Health services are provided by OH Assist.  The three year contract expired 

in January 2016 and the Trust extended for one year only on the understanding it would 
test the market.  The contract is currently out to tender, the timetable for which is scheduled 
so that the contract award will be made on 1 September 2016, allowing for three months 
transition if awarded to a new provider. 

 
4. Employee Assistance Programme 
 
4.1 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.  The contract will continue under current arrangements until 31 
May 2017. 

 
5. Staff survey 2015 
 
5.1 Trust-wide results have been discussed with staff-side representatives via the Joint 

Consultative and Negotiating Committee (JCNC) and a small working party has been 
established to develop a corporate action plan arising from the results, closely cross 
referenced to our plan and priorities for 2016/17 (Nav Maps) to ensure that we our work is 
closely aligned to the feedback that staff give us.   

 
5.2 This action plan outlines the draft actions under five key areas of focus, including how to 

improve organisational and management interest in and action on health and wellbeing. 
 

6. HWB Agenda and sickness absence reduction – recent developments 
 
6.1 The MSK Service staff fast track pilot (west) was successful in securing financial support 

from charitable funds.  The 1 year pilot started on 13 June 2016 and is 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. 
 

6.2  The italk Service approved a staff fast track referral pilot.  The pilot soft launched via the 
HR team in March, with formal promotion 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.   

 
6.3 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 
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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.  

 
6.4 Wellbeing and resilience will also be included in the development of the new People 

Development programme ‘Team Viral’.  The concept of Team Viral is to provide facilitated 
support to Teams in order that they get the most out of their away time.  The programme 
focuses on four themes; team building, wellbeing, feeling valued and time to think. 

 
7. Recommendations 

 The Committee is asked to note the contents of this report, feedback on its contents and 
make any recommendations for further action. 



Action Plan for Tasks Identified from the Review of the MH Letter

Version No: 1 Date: Produced by: Darren Hedges, Health and Safety Manager

Issue 
No.

What is the issue to be addressed?

Current 
Risk/ Priority 

Low,  Med, 
High

Action/s to be taken

Number each action

Outcome or Improvement the 
action will deliver once completed

How will completion of the action 
be evidenced

Who is 
responsible for 
completing the 

action 

Name & Job Title

Who is  accountable 
for ensuring the 

action is 
completed? 

Name & Job Title

Date action 
must be 

completed

dd/mm/yyyy

Action Progress
Blue=Complete

Green=Begun & On Track
Amber= Risk of slippage

Red=Overdue
Not Begun

Notes/ Further information

N b1 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.

High 1.1 Independent review of the Trust health and safety function and 
adherence to HSG65 to be conducted

Assurance of adherence to HSG65 1.1 Report and recommendations 
received and reviewed.

Estate Services 
Compliance 
Assurance 
Manager

Head of Estate 
Services

31/07/2016 Begun and on track Independent review of the Trust health and safety 
function and adherence to HSG65 has been 
completed.  A response to this review will be 
developed by the Health and Safety Forum, 
agreed at Trust Executive Group and reported to 
AARC.  

2 Improved attendance and 
representaton from all divisions at the 
Trust quarterly Health and Safety 
Forums.

High 2.1 Non-attendance to be escalated via the executive lead/chair of the 
health and safety forum to the trust executive team. 
2.2 Divisional directors to ensure local health and safety issues arising from 
divisional health and safety meetings are being reported at divisional SMT 
and to the health and safety forum.
2.3 encourage the recognised Trade Unions and Employees to put forward 
elected safety representatives, and be part of the Health and Safety Forum.
2.4 Divisional directors and executive directors to mandate attendance at 
key strategic compliance forums. 

Evidences and demonstrates the 
organisaitons commitment to health 
and safety.
Adherence to the Health and Safety 
Forum Terms of Reference 

2.1 In minutes of the health and 
safety forum
2.2 Minutes of divisional health and 
safety meetings
2.3 Trade union representation at 
quarterly health and safety forum 
meetings
2.4 Representation from all 
divisions at compliance forums

2.1 Director of 
Finance
2.2 Divisional 
Directors
2.3 Health and 
Safety Manager
2.4 Divisional 
Directors and 
Executive Directors

Chief Finance Officer 31/07/2016 on track

3 Improvement in the quality of data 
entries on the Ulysses risk 
management system.  

High 3.1 A Review of the current Ulysses training to be conducted to test
knowledge and undertstanding of delegates
3.2 Review the benefits of having the ‘risk assessment’ tool in the Ulysses
system
3.3 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)
3.4 Ensure the Ulysses system automatically informs the health and safety
advisor of any RIDDOR reportable incidents.
3.5 Review of the Board Assurance Framework and Standard Operating
Procedure (BAF) to ensure reporting arrangements and terms of reference
are correct and suitable. (For example the Health and Safety forum
currently reports to the Audit Committee but the current Board assurance
framework and standard operating procedure states that it reports to the
Quality and Safety committee) and Health and Safety are not represented
at the Quality and Safety committee.
3.6 Review the option for having a dedicated operational clinical safety lead
to work in conjunction with the trusts occupational Health & safety team on
patient safety issues. 
3.7 Recommendations contained within the idependant review to
amalgamate the health and safety function and risk management function
needs to be debated and reviewed with the Associate Director of Quality
Governance, Director of Nursing and the Head of Estate Services.

Improvement in the quality of data 
entries on the Ulysses risk 
management system.  

3.1 Review conducted 
3.2 An option appraisal on the 
activation of the risk assessment 
tool in Ulysses to be tabled at the 
health and safety forum for 
discussion and a decision 
3.3.1 Patient and Service User 
RIDDOR option created in the 
Ulysses system
3.3.2 Safeguard team to ensure 
that training is given to all Ulysses 
users to ensure the additional data 
set is used effectively.
3.4 Safeguard team to ensure and 
test additional patient and service 
user RIDDOR process 
automatically informs the Health 
and Safety Manager.
3.5 The terms of reference and 
reporting arrnagements linked to 
the BAF have been updated.
3.6 The Director of Governance of 
and the Health and Safety Manager 
to write an option and gaps paper 
on the benefits and gaps outlining 
the opportunities of a dedicated 
clinical safety lead for the 
organisation or outlining how any 
gaps in assurance could be

3.1 Associate 
Director of Quality 
Governance
3.2 Associate 
Director of Quality 
Governance
3.3 Associate 
Director of Quality 
Governance
3.4 Associate 
Director of Quality 
Governance
3.5 Company 
Secretary and Head 
of Corporate 
Governance
3.6 Associate 
Director of Quality 
Governance and 
the Health and 
Safety Manager
3.7 Associate 
Director of Quality 
Governance

3.1 Director of 
Nursing
3.2 Director of 
Nursing
3.3 Director of 
Nursing
3.4 Director of 
Nursing
3.5 Director of 
Provider 
Development
3.6 Director of 
Nursing
3.7 Director of 
Nursing

3.1 31/08/16
3.2 31/08/16
3.3 31/08/16
3.4 31/08/16
3.5 31/08/16
3.6 31/08/16
3.7 31/08/16

Begun and on track The RIDDOR data set has been amended on 
Ulysses for the reporting of patient, service user 
incidents.

4 A clear and established management 
structure available on the intranet that 
clearly links to divisional structures and 
includes the Board Assurance 
Framework and standard operating 
procedure.  

High 4.1 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 and standard operating procedure. 

This would aid all levels of the
organisation to understand role and
responsibilities within a highly
complex organisation such as SHFT.

4.1 Web pages available with 
corporate and clinical structures.

Company Secretary 
and Head of 
Corporate 
Governance
Communications 
Lead

Director of Provider 
Development

31/08/2016 Not Begun
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REPORT TO THE AUDIT, ASSURANCE & RISK COMMITTEE 
 
Date 
 

11.07.2016 

Agenda Item 
 

20 

Title Sustainability Report 
 

Author(s) Louise Sawyer, Environmental Sustainability Manager 
 

Purpose 
 

Summary report from the Sustainable Development Forum 
held on 30 June 2016 
 

Previously Considered by 
 

Sustainable Development Forum 

Sponsoring Director Paula Anderson, Interim Finance Director 
 

Executive Director Overview Topics covered at the Sustainable Development Forum 
included:  
 
• 2015 Sustainability Report 
• Sustainable Procurement Policy & Procedure 
• Sustainability eLearning 
• Sustainable Development Action Plan 

o Sustainable Travel 
o Sustainable Technology 
o Sustainable Procurement 
o Environmental Matters intranet pages 

 
Climate Change Act 2008 contains a legally binding UK 
target to reduce carbon dioxide (eq.) emissions and legal 
requirement for a National Climate Change Adaption Plan.  

The Public Services (Social Value) Act 2012, places a 
requirement on commissioners and public sector procurers 
to consider economic, social and environmental benefits 
when buying goods and services. Clause 18.2 within the 
standard NHS contract for 2015-16 includes mandatory 
sustainable development requirements. 
 

Action Required 
 

The Committee is asked to note this report and comment 
accordingly. 
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SUSTAINABILITY REPORT 

 
1. Purpose  

1.1. To provide the Committee with a summary report from the Sustainable 
Development Forum held on 30 June 2016. 

 

2. Background 

2.1. The Trust Sustainable Development (or Sustainability) programme provides 
assurance of compliance with Climate Change Act 2008 and Public Services (Social 
Value) Act 2012. This provides the platform for efficiency savings throughout the 
Trust, including reducing water, energy, business travel and waste; together with 
identification and implementation of LEAN processes / workflows.   

2.2. The standard NHS contract for 2015-16 includes a clause [18.2] stating that ‘The 
Provider must maintain a sustainable development plan in line with NHS 
Sustainable Development Guidance.  The Provider must demonstrate its progress 
on climate change adaptation, mitigation and sustainable development, including 
performance against carbon reduction management plans, and must provide a 
summary of that progress in its annual report. The NHS Standard Contract is 
mandated by NHS England for use by commissioners for all contracts for healthcare 
services other than primary care. 

 

3. Report  

3.1. Trust 2015 Carbon footprint: 

As a part of the NHS, public health and social care system, it is our duty to 
contribute towards the level of ambition set in 2014 of reducing the carbon footprint 
of the NHS, public health and social care system by 34% (from a 1990 baseline) 
equivalent to a 28% reduction from a 2013 baseline by 2020.  
 
It was our aim to supersede this target by reducing our carbon emissions 10% by 
2015 using 2013 as the baseline year.  This is how we have done:  

 
Category % CO2e 

Energy 16% 
Travel 38% 
Procurement 45% 
Waste 0.90% 
Water 0.10% 

Our 2015 Trust activities 
resulted in an estimated total 
carbon footprint of 62,118 
tonnes of carbon dioxide 
equivalent emissions (tCO₂e). 
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This is a decrease of 14% from our 2013 baseline showing that our Trust has 
exceeded its first published target.  
 
Whilst we have made good progress in reducing our environmental impact over the 
last 12 months we recognise that more needs to be done in order to support the 
UK’s essential transition to a low carbon economy. 

 

3.2. Sustainable Procurement Policy & Procedure:  

The Sustainable Procurement Policy has been reviewed by the Sustainable 
Development Forum and signed off for publication. The Sustainable Procurement 
Policy sets out the requirements for sustainable procurement within the Trust. The 
aim of this policy is to reduce economic, social and environmental impacts of Trust 
purchases and to ensure the Trust’s compliance with the Public Sector (Social 
Value) Act 2012. 
 
The Policy is accompanied by a Sustainable Procurement process guide, which 
describes the steps to embed sustainability within the stages of the purchasing 
process.  
 
Sustainable procurement process involves considering: 

a. whether the item is necessary at all, and if it is then 
b. balancing financial, environmental and ethical / social considerations in 

purchasing decisions, including looking at what products are made of, how 
they are made and by whom, where they come from and how much it costs 
to buy it, operate it and dispose it. 

 
Both the Policy & Procedure are available on the staff intranet.  
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3.3. Sustainability eLearning: 

A sustainability eLearning module and induction animation have been developed to 
increase our staff understanding & knowledge about the Trust Sustainable 
Development programme and what they can do to become more efficient & 
sustainable in their day to day work.  

 
The induction animation and eLearning module will help the Trust achieve one of 
the key objectives in its Board approved Sustainable Development programme, 
namely: 

• Sustainable development training is delivered as core training for 95% of all 
staff 

The Sustainability eLearning module takes 15-20 minutes to complete and will be 
mandatory for all staff repeated on a 3 year cycle. This module is also a mandatory 
requirement for a further key objective in our Board approved Sustainable 
Development programme, namely: 

• Establish an ISO14001 accredited Environmental Management System at 
our head office site 

Click here for a link to the induction animation. Click here for a link to eLearning 
module. 

 

3.4. Sustainable Development Action Plan:  

3.4.1. Sustainable Travel: 

3.4.1.1. Business travel rationalisation: Following a number of business 
travel reduction initiatives, such as MS Lync, flexible working etc. the Trust 
has saved £151,272 in staff expenses and 823.5 tonnes carbon dioxide 
equivalent (tCO2e) from our carbon footprint over the 6 months since end 
of Lync project.  

3.4.1.2. Managed travel service: Trust has appointed Clarity as its Travel 
Management Company. Clarity will book accommodation and travel 
services. This will fill a gap in our current carbon footprint with regards to 
public transport.  

3.4.1.3. Site travel plans: To enhance the Trust’s Sustainable Travel Policy 
and encourage sustainable & healthy travel, site travel plans are currently 
being drafted for all hub sites. The plans will be placed on the staff intranet 
on completion. 

 

3.4.2. Sustainable Technology: 
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3.4.2.1. Printer rationalisation: Trust is taking out printing devices that have 

low usage or in areas where there is saturation of devices and replacing 
with 330 Multi-Functional Printers (MFPs) that are more energy efficient, 
faster and cheaper to run. This is estimated to produce £336,926 worth of 
financial savings and 179 tCO2e from our carbon footprint.  

3.4.2.2. Pull-printing: Following printer rationalisation, pull-printing will be 
rolled out throughout the Trust to facilitate paper savings. Virtual pull-
printing will be available at the main hub sites and localised pull-printing 
will be set by Technology Services on the remaining MFPs at our other 
Trust sites. This is estimated to produce 20% reduction in printing costs 
(paper, toners) and our printing carbon footprint. 

 

3.4.3. Sustainable Procurement: 

3.4.3.1. Rationalisation of alarms contract: Trust has consolidated 30 alarm 
suppliers to one supplier producing a saving of around £200,000 and 98 
tCO2e from our scope 3 supply chain carbon footprint.    

 

3.4.4. Environmental Matters (EM) intranet pages: have been enhanced and 
now include a series of sub-pages covering a number of sustainability topics, 
including: 

• EM Home page providing access to Trust’s Sustainable Development 
Policy, Strategy (2015-2020) and 2015 Sustainability Report. 

• Sustainability Champions page providing access to Champions 
handbook and Top Tips to reduce energy, waste, water and travel.  

• Sustainable Development Forum page providing access to the Forum’s 
Terms of Reference, meeting minutes and Sustainable Development 
Action Plan. 

• Sustainable Development Programme page providing access to: 
o Sustainable Travel page providing a one stop shop access to 

information about lease cars, pool vehicles, hire cars, hire car 
calculator, Cycle to Work scheme and Sustainable Travel Policy.  

o Sustainable Estate & Communities page providing access to 
information on sustainability requirements for consultants and 
contractors working on our grounds and buildings. 

o Sustainable Procurement page providing access to the 
Sustainable Procurement Policy & Procedure and information on 
sustainable purchasing. 

o Sustainable Care Models page providing access to information 
on leaning and greening our care & clinical models.   

• Resilience to Climate Change page provides access to the Trust’s 
Climate Change Adaption plan and is linked into the Trust’s 
Organisational Resilience & EPRR Strategy. 
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4. Next Steps  

4.1. Environmental Management System 

The Environmental Sustainability Manager is currently writing an environmental 
management system (EMS) for the Trust. An EMS provides a systematic approach 
for managing and continually improving the environmental aspects (causes) and 
impacts (effects) associated with the Trust’s services and activities. 

 
We are currently exploring the possibility of working with the University of 
Southampton to enhance the EMS developed so that the Trust can acquire 
ISO14001 accreditation. This would elevate the Trust’s position to a Leader in the 
field of environmental sustainability within the NHS, PHE & Social Care industry. 

It will also ensure the Trust achieves the second key objective in its Board approved 
Sustainable Development programme mentioned earlier in section 3.3, namely: 

• Establish an ISO14001 accredited Environmental Management System at 
our head office site 

 

5. Recommendation 

5.1. The Committee are asked to continue their support of the Trust Sustainable 
Development Programme.  

 

6. Appendices  

 Appendix 1 Sustainable Procurement Policy & Procedure 
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Sustainable Procurement Policy 

1. Introduction

1.1 It is widely accepted that the way we live now is having a detrimental effect on the 
quality of our lives and the environment we live in, therefore sustainability is a key 
theme for the Trust. To ensure a better quality of life now and for future generations, we 
need to look seriously at the way we use the earth’s resources, operate our businesses 
and live our lives. A sustainable approach recognises the broader impacts of our 
actions and aims to minimise any adverse effects.  

1.2 The Trust’s Sustainable Development Strategy sets out how it will govern, manage 
and implement its Sustainable Development Management Plan, and reduce its carbon 
emissions by:   

 28% by 2020 (2013 baseline) to bring it in line with the Climate Change Act
2008 

1.3 These complement our commitment to Good Corporate Citizenship and the Trust’s 
responsibility to involve and engage with a range of key internal and external 
stakeholders; including staff, patients, visitors, suppliers and contractors to help the 
Trust to provide improved and sustainable healthcare services. In 2015 the Trust spent 
around £95 million on products and services, with procurement accounting for 45% of 
the Trust’s carbon footprint, so procurement has a significant impact on the Trust’s 
ability to operate sustainably. 

1.4 A more sustainable approach can be achieved through the implementation of a 
sustainable procurement process, which involves considering whether the item is 
necessary at all, and if it is then balancing financial, environmental and ethical / social 
considerations in purchasing decisions, including looking at what products are made 
of, how they are made and by whom, where they come from and how much it costs to 
buy it, operate it and dispose it.  

1.5 This Policy is designed to be used in conjunction with the Trust’s Procurement 
Strategy and Sustainable Procurement Procedure. 

2. Scope

2.1 This Policy and associated procedure are intended for use by all Trust employees. All 
staff members should be made aware of the contents on before purchasing any 
products or services on behalf of the Trust. 

3. Definitions

3.1 Sustainable Development:  “Development that meets the needs of the present 
without compromising the ability of future generations to meet their own needs” 
Brundtland Report, 1987. 

3.2 Sustainability: Capacity to endure. Sustainability requires the reconciliation of 
environmental, social equity and economic demands (also referred to as the "three 
pillars" of sustainability or the “3 Es”). 

3.3 Climate Change: The term 'climate change' usually refers to recent changes in 
climate that have been observed since the early 1900s. There is a scientific consensus 
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that the recent observed rise in global temperature can only be explained by the rise in 
greenhouse gas emissions caused by human activities. 

3.4 Procurement: The act of obtaining or buying goods and services. 

3.5 Sustainable Procurement: Procurement that delivers long term social, economic and 
environmental benefits. 

4. Duties / Responsibilities

4.1 Chief Executive: has the overall responsibility for ensuring compliance with statutory 
& other regulations and guidance related to sustainable procurement. The Trust and its 
management have a duty, so far as is reasonably practicable; to ensure that there is a 
management regime in place to operationally manage all aspects of this policy. The 
accountability for implementation of the policy is devolved to Directors, Managers and 
Other employees. 

4.2 Directors, Assistant Directors, Heads of Service and Service Managers: have a 
key responsibility in ensuring that there is a proactive approach to organising, 
planning, controlling and reviewing legislation, guidance and procedures within their 
area of control. They have a responsibility to ensure that appropriate staff under their 
control are given access to suitable information, instruction and training in relation to 
sustainable procurement. 

4.3 Head of Procurement and Procurement team: are responsible for developing and 
maintaining a sustainable procurement policy and associated procedures to ensure a 
proactive sustainable approach to procurement is implemented, which equally 
considers economic, environmental and ethical aspects, impacts and protection. This 
includes consideration to aspects such as procuring locally sourced produce and 
reducing packaging. The Procurement team has a responsibility to check suppliers 
and contractors environmental and ethical credentials to ensure the Trust is not 
indirectly adversely affecting the environment or putting itself at risk.  

4.4 Environmental Sustainability Manager: has a responsibility to provide advice and 
guidance on all matters related to sustainability and to ensure that the Trust adopts a 
proactive approach to sustainable development and sustainable procurement. 

4.5 All Trust Staff: It is the duty of every employee whilst at work to comply with Trust 
policy, legislation and any specific procedures. Employees are required to carry out 
their duties in a safe manner with due regard for economic, environmental & social 
issues as stated in this policy and any related procedures or other documents. 
Employees are empowered to reduce the impact that they have on their local 
environment. 

5. Main policy content

5.1 Aims & Objectives: The overarching objective is for sustainability considerations to be 
addressed within the procurement cycle in all instances. The more specific objectives 
in terms of sustainable procurement within the Trust procurement process are: 

• To seek alternatives to products and processes which are detrimental to the
environment and social well‐being by using more environmentally friendly and
ethically traded products and services.
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• To minimise energy, transport emissions, water and waste associated with the
products and services purchased, and help the Trust achieve its carbon
reduction targets.

• To minimise the use of virgin raw materials, particularly finite resources by
maximising reuse and recycled content of materials.

• To seek zero waste to landfill by ensuring products can be reused or fully
recycled at the end of their useful life.

• To stimulate demand for environmentally friendly products by building
sustainability into tender specifications.

• To encourage manufacturers and suppliers to continually improve the
sustainability of their goods and services by including sustainability KPI’s and
objectives into contracts, and working with them in partnership to achieve
improvement.

5.2  Sustainable Procurement Process: Sustainable Procurement comprises four key 
evaluations that should be undertaken for each procurement exercise, shown below. 
For full details of each stage of the process, please refer to Sustainable Procurement 
Procedure. 

• Reduce need, find alternatives and avoid purchases where possible;

• Ensure our suppliers operate in an ethical and environmentally sound way;

• Ensure we purchase products and/or services that have minimal environmental,
social and economic impacts;

• Take into account the whole life cost of the product/service – from acquisition
through operating to disposal.

6. Training Requirements

6.1 All Trust staff that procure products or services on behalf of the Trust should be made 
aware of the key points within this policy and accompanying procedure. Awareness 
campaigns will be communicated through the Trust intranet, Trust publications, 
departmental team brief, organised training days and strategically placed posters and 
information leaflets. 

7. Monitoring Compliance

7.1 It is the intention of the Trust to ensure effective implementation and regular review of 
this policy in all aspects of resource management and decision-making. 

7.2    The Procurement team will continue to monitor progress of procedures and compliance 
relating to sustainable procurement through a number of methods including but not 
exclusively: 
 Networking with other NHS Trusts and organisations;
 Communication with Crown Commercial Services and use of associated websites;
 Regularly reading monthly publications;
 Subscription to advisory bodies.
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Where working practices change or legislation dictates changes this will be 
communicated to all relevant staff by the Procurement team in a timely manner using 
the methods specified in sections 6 of this policy. 

7.3 This policy will be monitored, controls implemented, and internal audit performed on a 
regular basis. 

7.4 The Procurement team will review sustainable procurement key performance 
indicators on an annual basis as part of the Trust’s Sustainable Development 
Programme. The Environmental Sustainability Manager will measure and monitor the 
Trust’s Carbon Footprint from procurement activities and report on targets within the 
Trust’s Sustainable Development Strategy annually. 

8. Policy Review

8.1 Following the first year of implementation, the review cycle should be bi-annual. 

9. Associated Documents

• Trust Sustainable Procurement Procedure
• Trust Procurement Strategy
• Trust Sustainable Development Policy
• Trust Sustainable Development Strategy
• Trust Sustainable Development Action Plan

10. Supporting References

• NHS PHE Sustainable Development Unit: Procurement Resources
• WRAP: Sustainable Procurement , Sustainable Procurement eLearning Modules &

Facilities Procurement Toolkit
• CIPS: Sustainable Procurement
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Appendix 1 
LEaD (Leadership, Education & Development) Training Needs Analysis 

If there are any training implications in your policy, please complete the form below and make an appointment with the LEAD department (Louise 
Hartland, Strategic Education Lead or Sharon Gomez, Essential Training Lead on 02380 774091) before the policy goes through the Trust policy 
approval process. 

Training 
Programme 

Frequency Course Length Delivery Method Trainer(s) 
Recording 
Attendance 

Strategic & 
Operational 

Responsibility 

Title and Level (if 
appropriate) of 
your training 
programme 

How often will the target 
audience need to attend this 
course? 

How long will the 
programme run (April – 
April?) and how long will 
each course take (3 
hours?) 

How and where do you 
intend delivering this 
programme (face to face, 
e-learning, Essential 
Training Days)? 

Who will be delivering 
this programme if 
delivery method is face 
to face? 

Who do you 
anticipate 
recording 
attendance? 

Who is accountable 
for this training 
strategically and who 
is operationally 
accountable? 

Directorate Division 
Target Audience 

MH/LD 

Adult Mental Health 

No specific training required 

Learning Disability Services 

Older Persons Mental 
Health 
Specialised Services 

TQ21 

ICS 

Adults 

Children’s Services 

Specialist Services 

Corporate 
Services 

All (Workforce & 
Development, Finance & 
Estates, Commercial) 

Training to be delivered by Procurement team on an ad hoc basis 
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Appendix 2 

Southern Health NHS Foundation Trust:  
Equality Impact Analysis Screening Tool 

Equality Impact Assessment (or ‘Equality Analysis’) is a process of systematically analysing a new 
or existing policy/practice or service to identify what impact or likely impact it will have on protected 
groups. 

It involves using equality information, and the results of engagement with protected groups and 
others, to understand the actual effect or the potential effect of your functions, policies or 
decisions. The form is a written record that demonstrates that you have shown due regard to the 
need to eliminate unlawful discrimination, advance equality of opportunity and foster good 
relations with respect to the characteristics protected by equality law. 

For guidance and support in completing this form please contact a member of the Equality 
and Diversity team 

Name of policy/service/project/plan: Sustainable Procurement Policy 

Policy Number: SH NCP 69 

Department: Procurement Team 

Lead officer for assessment: Louise Sawyer 

Date Assessment Carried Out: 06/04/16 

1. Identify the aims of the policy and how it is implemented.

Key questions Answers / Notes 

Briefly describe purpose of the policy 
including 

 How the policy is delivered and by
whom

 Intended outcomes

This policy sets out the Trust’s commitment to 
minimise the economic and environmental impact 
whilst enhancing ethical and social impacts of our 
activities and services 
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2. Consideration of available data, research and information

Monitoring data and other information involves using equality information, and the results of 
engagement with protected groups and others, to understand the actual effect or the potential 
effect of your functions, policies or decisions. It can help you to identify practical steps to tackle 
any negative effects or discrimination, to advance equality and to foster good relations.  

Please consider the availability of the following as potential sources: 

 Demographic data and other statistics, including census findings
 Recent research findings (local and national)
 Results from consultation or engagement you have undertaken
 Service user monitoring data

 Information from relevant groups or agencies, for example trade unions and
voluntary/community organisations

 Analysis of records of enquiries about your service, or complaints or
compliments about them

 Recommendations of external inspections or audit reports

Key questions Data, research and 
information that you can 
refer to  

2.1 What is the equalities profile of the team delivering the 
service/policy?  

The Equality and Diversity 
team will report on 
Workforce data on an 
annual basis. 

2.2 What equalities training have staff received? All Trust staff have a 
requirement to undertake 
Equality and Diversity 
training as part of 
Organisational Induction 
(Respect and Values) and 
E-Assessment 

2.3 What is the equalities profile of service users? The Trust Equality and 
Diversity team report on 
Trust patient equality data 
profiling on an annual 
basis 

2.4 What other data do you have in terms of service users or 
staff? (e.g results of customer satisfaction surveys, 
consultation findings). Are there any gaps?  

The Trust is preparing to 
implement the Equality 
Delivery System which will 
allow a robust examination 
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of Trust performance on 
Equality, Diversity and 
Human Rights. This will be 
based on 4 key objectives 
that include: 

1. Better health
outcomes for all

2. Improved patient
access and
experience

3. Empowered,
engaged and
included staff

4. Inclusive
leadership

2.5 What internal engagement or consultation has been 
undertaken as part of this EIA and with whom? 
What were the results? Service users/carers/Staff 

2.6 What external engagement or consultation has been 
undertaken as part of this EIA and with whom? 
What were the results? General 
Public/Commissioners/Local Authority/Voluntary 
Organisations 
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In the table below, please describe how the proposals will have a positive impact on service users or staff. Please also record 
any potential negative impact on equality of opportunity for the target: 

In the case of negative impact, please indicate any measures planned to mitigate against this: 

Positive impact 
(including examples of what 
the policy/service has done to 
promote equality)

Negative Impact Action Plan to address negative impact 

Actions to 
overcome 
problem/barrier 

Resources 
required 

Responsibility Target date 

Age 

This policy promotes 
environmental and 
ethical consideration 

The policy will 
strengthen the 
decision-making 
framework for 
sustainable 
development to ensure 
consideration of the 
economic, social and 
environmental 
wellbeing of all 
protected groups 

No adverse 
impacts identified 
at this stage of 
screening 

Disability 

Gender 
Reassignment 
Marriage and 
Civil Partnership 
Pregnancy and 
Maternity 
Race 

Religion or 
Belief 
Sex 

Sexual 
Orientation 
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Sign Off and Publishing 

Once you have completed this form, it needs to be ‘approved’ by your Divisional Director or 
their nominated officer.  Following this sign off, send a copy to the Equality and Diversity 
Team who will publish it on the Trust website.  Keep a copy for your own records.

Name: Louise Sawyer 

Designation: Environmental Sustainability Manager 

Signature: See copy of Sustainable Development Forum correspondence dated 26th 
April 2016

Date: 01st June 2016 
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