
   

Page 1 of 10 

 

 
 

Agenda number: 23b/29 

 
Minutes of the Audit Committee meeting  

 
held on 23 June 2015 

Parent Education Room, Women and Children’s Building, Watford Hospital 
 

 
 

 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

Chair Title Attendance 

Paul Cartwright (PC) Non-Executive Director Yes 

   

Members   

Paul Cartwright (PC) Non-Executive Director Yes 

John Brougham (JB)  Non-Executive Director Yes 

Jonathan Rennison (JR) Non-Executive Director Yes 

   

In attendance   

Helen Brown (HB) Director of Transformation Yes (part) 

Lynn Hill (LH) Deputy Chief Executive Yes 

Tracey Carter (TC) Chief Nurse No 

Mike Van der Watt (MVDW) Medical Director Yes 

Ade O Oyerinde (AO) Manager, Grant Thornton Yes 

Don Richards (DR) Chief Financial Officer Yes 

Greg Rubins (GR) Partner, BDO Yes 

Andy Mack (AM) Director, Grant Thornton No 

Helena Helm (HH) Local Counter Fraud Specialist No 

Jean Hickman (JH) Trust Secretary Yes 

Phil Townsend (PT) Non-Executive Director Yes 

Jerry Francine (JF) Deputy Director of Finance Yes 

James Shortall (JS) Local Counter Fraud Specialist Yes 
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MEETING MINUTES 
 
 

 Discussion Action 
To Be 
Taken 
By 

When 

1. Private meeting of Audit Committee   
 

  

1.1 This item was attended by internal Audit Committee members only 
and the discussion was confidential.  

  

2. Chairman’s introduction   

2. PC welcomed external colleagues to the meeting.     

3. Apologies for absence   

3.1 Attendance and absence as list above.   

4. Minutes of meeting held 23 June 2015   

4.1 The minutes were approved as a true reflection of the meeting.     

5. Action log from meeting held on 23 June 2015   

5.1 Action 4 & 5.  JR confirmed that he had been working with BDO to 
improve the response to future client surveys.   

  

6 Declarations of Interest   

6.1  No changes to the previously circulated declarations were reported.   

Financial viability   

7 Chief Financial Officer Overview   

7.1 This item was not discussed as the principal attendees at the Audit 
Committee had attended the Finance Committee meeting and there 
were no additional points to note incrementally to that which had 
been discussed extensively at Finance. 

  

Governance and leadership 

8. Risk management update   

8.1 HB provided a verbal update on a review of the risk management 
arrangements within the Trust.  She advised that a wide range of 
models of governance structures had been considered.   

 

It was recognised that all Committees had a responsibility with 
regard to the management of risk.  In addition, HB advised that a 
new Integrated Risk and Governance Committee (IRGC) had been 
proposed which would provide an overview to the Board of the most 
significant risks to the organisation and of the processes used to 
ensure the risks were being managed effectively.  The IRGC would 
also be responsible for the corporate risk register and the Board 
Assurance Framework. 

 

It was agreed that the role of the Audit Committee was to review 
whether risk processes were robust and effective and not to review 
the content of individual risks.   
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 Discussion Action 
To Be 
Taken 
By 

When 

HB confirmed that the proposed new governance structure would be 
discussed at the Board meeting on 2 July.    

8.2 PC asked internal and external auditors for their opinion on the 
proposed governance structure.  

 

GR responded that the new Committee would provide an important 
formal link to the Board on risk.  He advised that it would be good 
practice for the Chair of the IRGC to sit on the Audit Committee. 

 

AO responded that he believed that the new structure would be a 
good governance approach to the management of risk. 

  

8.3  HB to present a further update at the next Committee meeting.  The 
Committee noted the update. 

  

9a Internal audit – Progress report   

9a.1 GR presented an update on the work of the internal auditors against 
the 2015/16 audit plan.   

 

He advised that three plans had been completed since the last 
meeting.  This focused on performance improvements, complaints 
and incidents and cost improvement programme (CIP).   

  

9a.2 GR reported that the scope of the audits was being discussed with 
directors as it was considered that some did not fully address the 
risks.   

The following amendments to the 2015/16 internal audit programme 
were agreed: 
 

 An audit on job plans in ophthalmology would replace another 
audit on the list. GR to update at the Audit Committee meeting in 
August 2015; 

 Remove the planned audit on transformation and add an audit on 
governance arrangements. 

 

 

 

 
 

 

 
GR 

 

GR 

 

 

 

 

 

 

 
Aug-15 

 

Aug-15 

9a.3  The Committee were provided with an overview of the outcome of 
an audit on the cost improvement programme.  It was noted that the 
review focussed on the process being introduced for 2015/16 and 
not the extent of the plans achieved in 2014/15.   

 

The audit had concluded that the process was more structured and 
detailed than seen in previous audits; however, some project 
initiation documents had not been in place in January and February 
as expected.     

 

It was also reported that divisional managers were not aware of their 
specific role and the role of the programme management office in 
delivering cost improvements.   

 

Furthermore, the CIP communication plan had not been fully 
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To Be 
Taken 
By 

When 

implemented.   

9a.4 GR advised that the recommendations relating to the findings would 
be agreed with DR and an update would be presented to the 
Committee at future meetings.   

  

9a.5 The Committee noted the report.     

9b Internal audit – Follow up report   

9b.1 GR gave a brief summary of the work undertaken to follow-up on 
recommendations from previous audit findings.   

 

He reported that in most cases the Trust was taking action to 
complete recommendations and since the last report one low and 
three medium priority recommendations had been implemented.  In 
addition, a significant amount of work had been undertaken to follow-
up on the remaining recommendations; however they were not in a 
position to be signed-of at the time of the meeting.   

  

9b.2 GR advised that the recommendations relating to the Theatreman 
application was still outstanding after nearly two years. 

 

LH agreed to look into this and report back to the Committee. 

 

 

 
LH 

 

 

 
Aug-15 

9b.3 Following a suggestion by MVDW, it was agreed that a report on 
doctor revalidation would be presented to the Workforce Committee 
on an annual basis rather than quarterly. 

GR agreed to update the recommendation.   

 

 

 

GR 

 

 

 

Aug-15 

9b.4 JB commented that the number of open recommendations remained 
too high.  He believed that it was important for the Audit Committee 
to understand who was responsible for delivering each action within 
a realistic timeframe.  It was also essential to be clear on which 
recommendations would be coming up for completion in the near 
future.   

 

GR agreed that a complete list would be available at future 
meetings. 

 

 

 

 

 

 

GR 

 

 

 

 

 

 

Aug-15 

9c Internal audit – Complaints and Incidents report   

9c.1 GR advised the Committee on the findings of an audit carried out on 
the Trust’s complaints and incident arrangements.  The findings 
were reported as limited for design and limited for effectiveness.  It 
was noted, however, that at the time of the audit, the complaints 
process was under review and considerable change.   

 

It was reported that some areas of good practice had been seen and 
the service was still improving.   

 

Three high risks had been noted; of particular concern was an 
incident of alleged mistreatment of a patient which had not been 
followed up.  
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To Be 
Taken 
By 

When 

 

The Committee was informed that had the audit been undertaken on 
serious incidents only, then the findings would have been 
moderate/limited.   

9c.2 GR advised that plans were in place to consolidate the complaints 
team with the patient advice and liaison service team to bring a 
joined up approach and offer additional staffing resource.   

  

9c.3 The Committee discussed the current process for learning from 
complaints and serious incidents. 
 

MVDW advised that the system for collating lessons learnt and 
actions plans was more robust than had been in place when the 
audit had been undertaken.  

  

9c.4 PC enquired whether the timeframe in which to respond to 
recommendations within the report were reasonable.    

 

HB responded that the current process would be clarified by October 
2015; however any new processes would not be fully embedded. 

  

9c.5 LH raised the question of where trends into complaints was 
discussed.   

 

MVDW replied that complaints were discussed at divisional 
management meetings; however he could not confirm that the Trust 
had a formal way of evidencing that improvements had been 
embedded throughout the organisation.   

 

PT commented that the Patient Safety Quality and Risk Committee 
reviewed complaints data, but it did not go into the detail of individual 
cases or trends and themes.      

  

9c.6 It was noted that since the audit had been carried out, a report on 
serious incidents was distributed monthly and the serious incident 
review group convened daily.   

 

HB advised that an external review of serious incidents had recently 
been carried out by a colleague in the CCG.  This had resulted in 
some helpful recommendations being received to strengthen and 
streamline the process.  She confirmed that the CCG would continue 
to work with the Trust to improve the system further. 

 

She also informed the Committee that the number of serious 
incidents which had been overdue had now reduced significantly.   

  

9c.7 The Committee noted the report and acknowledged that a further 
review would be undertaken in quarter three of 2015/16.   

  

9d Internal audit – Performance improvement report   

9d.1 GR provided an update on a review of controls to ensure a 
consistent and accurate reporting of key performance indicators.  
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To Be 
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By 
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This included data for 18 weeks referral to treatment and A&E four-
hour standards. 

 
He advised that the outcome of the review was moderate for design 
and moderate for effectiveness.    

9d.2 It was noted that the review had been unable to verify in all cases 
that the clock had started at the correct time as either the patients 
notes has not been available or the referral letter had not been in the 
patients’ notes.   

  

9d.3 The Committee reviewed the detailed data provided on breast 
cancer referrals.  It was noted that the audit had highlighted a 
possible increase in two week wait cancer referrals which could have 
a significant impact on resources.   

 
It was agreed that this data would be verified and discussed with the 
CCG as appropriate.  

  

9d.4 The Committee noted the report.     

10a Local counter fraud service – action plan   

10a.1 JS gave the Committee an overview of the work of the local counter 
fraud service since the last meeting.   

 

He advised that all actions in response to the plan which had been 
developed following an inspection by NHS Protect were being met.  
He confirmed that the Trust was due to be re-inspected later in 
2015/16.   

 

JS assured the Committee that the LCFS was working on how to 
ensure that progress was being made on all key standards in order 
to move them from amber to green.   

  

10a.2 The Committee noted the report.   

10b Local counter fraud service – Annual report 2014/15   

10b.1 The Committee noted the annual report.   

10c Local counter fraud service -  Interim report    

10c.1 The Committee noted the interim report.    

10d Local counter fraud service – Fraud risk assessment    

10d.1 JS reported that the Trust was required to complete a full end of year 
report called a self-review tool for 2014/15.  In order to meet the 
required timeframe, the assessment had been submitted two weeks 
prior to the meeting.   

  

10d.2 The Committee reviewed the assessment and commented that the 
Trust had improved in some areas which were not shown in the 
report.  

 

JS responded that evidence was required that improvements had 
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To Be 
Taken 
By 
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been made throughout the whole reporting year and not just for the 
period that HH had been in post.     

10d.3 The Committee noted the assessment and agreed that the next self-
assessment tool would be reviewed in September or October 
2015/16 prior to submission.   

  

10e. Local counter fraud service – Operational counter fraud work 
plan 2015/16 

  

10e.1 JS provided an overview of the proposed counter fraud plan for 
2015/16. 

 

PC asked the Committee whether it was assured by the work plan.   

 

MVDW said that all cases of fraud should be actively pursued and 
prosecuted or the member of staff should be subjected to disciplinary 
action, where appropriate.  This would raise awareness within the 
organisation that the Trust would not tolerate any form of counter 
fraud. 

  

10e.2 The Committee agreed the proposed plan.   

11 Limited assurance reports review  (Executive lead to attend)   

11.1 No information was reported.      

12 External audit progress report   

12a. Quality account update    

12a.1 AO reported that he had been working with HB to complete the 
Quality Account within the required timeframe.   

 
He advised that the compliance element of the Quality Account was 
nearing completion.  Although, there had been some initial problems 
with undertaking the indicator tests on patient safety and VTE; he 
confirmed that progress was being made.   

  

12a.2 HB was pleased to report that positive comments on the Quality 
Account had been received from external partners. 

  

12a.3 PT asked how the Trust’s Quality Account benchmarked against 
other Trusts.   

 

AO responded that the report had improved since last year.  
However, the process could be scheduled better; in particular, the 
process for undertaking the indicator testing.  He advised that 
Foundation Trusts were expected to have their indicator tests signed 
off with the annual accounts at the beginning of June and the Trust 
should aim for this the following year. 

 
HB concurred with the comments from AO and said that a clear plan 
would be agreed earlier in future.  

  

12a.4 The Committee noted the update and was assured that the Quality   
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To Be 
Taken 
By 

When 

Account would be completed and published within the mandatory 
timeframe of 30 June 2015.   

13a Tender/quotation waiver register    

13a.1 DR gave a brief summary of the waiver register.  He advised that the 
number and values of waiver had reduced in comparison to the 
same period in 2014.    

  

13a.2 DR informed the Committee that anomalies relating to tenders of 
very senior staff had been ironed out. 

 

With regard to the tenders issues by the estates team, he clarified 
that the team had been under significant pressure to get work done 
quickly, which had resulted in the need to issue tenders.  He advised 
that Kevin Howell, Director of Estates and Facilities had been invited 
to attend the Audit Committee meeting to explain why specific 
tenders had been issues; however he had other operational 
commitments which had stopped him from attending.   

  

13a.3 DR further advised that a root cause analysis had been undertaken 
of each tender.  This had demonstrated that only one tender had 
been found to have been avoidable.   

  

13a.4 PC stated that it was important to control who had authority to issue 
tenders.    

  

13a.5 The Committee noted the report with the comment that good 
planning would avoid the need to issue tenders in future.  The 
Committee agreed to monitor the position at the next meeting to see 
if the positive trend continued. 

  

13b Losses and compensation register    

13b.1 The Committee raised no concerns regarding the report.     

13c Review salary overpayments   

13c.1 DR provided an overview of the report regarding salary 
overpayments.  He advised that the importance of completing 
prompt leavers and change of circumstances form would be made at 
divisional meetings on a regular basis.    

 

LH suggested that that Trust may consider reducing a divisional 
budget in cases where a form is not completed in a timely manner. 

  

13c.2 The Committee noted the report.     

13d Hospitality and gifts policy    

13d.1 JH presented an update on the reported offers of gifts and 
hospitality.  She said she was disappointed that only one offer had 
been reported since the last meeting as she was sure that further 
offers had been received by staff but not reported.   

  

13d.2 She informed the Committee that MVDW had raised an issue 
relating to the current policy.  He felt it was acceptable for doctors to 
have to question the cost of a gift from a patient and refuse it if it was 
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To Be 
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By 
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over £25 as this would obstruct doctor and patient relationship.   

 

JH reported that LCFS and NHS Protect had advised that the current 
policy was common practice across the majority of NHS Trusts and 
both organisations had recommended that the Trust did not amend 
its policy.   
 

The following points were debated: 

 

 Why would the Trust not want to follow the advice of LCFS and 
NHS Protect? 

 Would there be cultural benefits to changing the policy?  
Why would the Trust want its policy to be different from the 
majority of other Trusts? 

 Would a change in policy encourage better reporting? 

 If accepted, could donations be given away if not appropriate.  If 
so, where to? 

 

It was agreed that no donations should be accepted before 
treatment. 

13d.3 PC called the discussion to an end and confirmed that he would 
discuss the issue with the Chef Executive to ascertain her views and 
verify whether the policy met with the tone of the organisation. 
Following discussion with the Chief Executive, PC advised that, if 
required, he would take Chair’s action to amend policy prior to the 
next meeting.   

 

 

 

PC 

 

 

 
 
July-15 

13e Central register of interests    

13e.1 The Committee raised no concerns regarding the register.   

13f Trust seal   

13f.1 The Committee raised no concerns regarding the use of the Trust 
seal.  

  

Patient experience 

14 Feedback from Patient Safety, Quality and Risk Committee  

Meeting 
  

14.1  No feedback was discussed.     

Administration 

15 Items escalated to the Board   

15.1 The following items to be escalated: 
 

 An internal audit relating to performance highlighted a 
possible increase in two week wait cancer referrals which 
could have a significant impact on resources.  The data 
would be verified and discussed with the CCG as 
appropriate.  
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 Further action to be taken by management to address 
avoidable or retrospective tender waiver requests 

16 Any other business   

16.1 No other business was discussed.     

16a. Schedule of  bi-annual assurance reports on work undertaken 
by Committees  

  

16a.1 JH reported that she had developed a schedule of assurance reports 
to the Audit Committee by the sub-Committee.    The chair and lead 
executive of each Committee would be invited on a rolling 
programme to update the Audit Committee on the work undertaken 
by specific Committees over the previous year.   

  

17 Draft agenda for the next meeting    

17.1 The agenda was agree.     

18 Next Audit Committee meeting    

18.1 The next meeting would be held at 3 – 5pm on 29 August 2015, 
Shrodells Executive Meeting Room, Ground Floor, Watford Hospital.   

  

 
 
 
 
 
 

 


