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Apologies should be sent to the 

Trust Secretary, Barbara Anthony on barbara.anthony@nhs.net  or call 01923 436361.   
 

Time Item 
ref 

Title Subcommittee / 
Purpose 

Accountable 
officer 

Paper or 
verbal 

 

Standing items 

 
9.30 

 
1 Opening and welcome Information Chair Verbal 

 2 Patient focused story  Information Chair Verbal 

 3 Apologies for absence Information Chair Verbal 

4 Declarations of interest Information Chair Paper 

5 Minutes of previous meeting on 7 
September 2023 

Approval 
Chair 

Paper 

6 Board decision log Information Chair Paper 

7 Board action log Information Chair Paper 

8 Board work plan Information Chair Paper 

 9 Chair’s report  Information Chair Paper 

 10 Chief Executive’s report Information Chief Executive Paper 

Performance & Committee updates 

10.00 11 Board Assurance Framework Approval Chief Executive Paper 

10.05 
12 Trust Management Committee 

Information and 
assurance 

Chief Executive Paper 

13 
Finance and Performance Committee 
Written report: August 23 
Verbal report: September 23 

Information and 
assurance 

Chair of 
Committee/ 

Chief Financial 
Officer 

Paper 

14 
Quality and Safety Committee 
Written report: August 23 
Verbal report: September 23 

Information and 
assurance 

Chair of 
Committee/ 
Chief Nurse 

Paper 

15 

 
People, Education and Research 
Committee (PERC) 
Verbal report: September 23 
 

Information and 
assurance 

Chair of 
Committee/ 

Chief People 
Officer 

Verbal 

 
16 

 
Redevelopment Programme Committee 
(RPC) 
Verbal report: September 23 

Information and 
assurance 

Chair of 
Committee/ 

Chief 
Verbal 

 
TRUST BOARD MEETING IN PUBLIC 

AGENDA 
5 October 2023 at 9.30am – 12.00pm 

Seminar Room, Education Centre, Hemel 
Hempstead Hospital and via zoom for virtual 

attendees. 
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Redevelopment 
Officer 

17 
Charity Committee 
Written report: August 23 

Information and 
assurance 

Chair of 
Committee/ 

Chief Strategy & 
Collaboration 

Officer 

Paper 

18 
Audit Committee  
Written report: September 23 

Information and 
assurance 

Chair of 
Committee / 

Chief Financial 
Officer 

Paper 

10.30 
19 Performance Report 

Information and 
assurance 

Acting Chief 
Operating 

Officer  
Paper 

10.40 
20 Integrated Performance Report  

Information and 
assurance 

Chief 
Information 

Officer  
Paper 

Aim 1 : Best Care  

10.45 
21 Annual Report End of Life Care  

Information and 
assurance 

Chief Nurse Paper 

10.50 
22 Learning from Deaths Report (Q1) 

Information and 
assurance 

Chief Medical 
Officer 

Paper 

10.55 
23 

 
Emergency Planning NHSE Annual 
EPRR Core Standards Submission 
 

Information and 
assurance 

Acting Chief 
Operating 

Officer 
Paper 

Aim 2: Best Value 

11.00 24  Finance update  
Information and 

assurance 
Chief Financial 

Officer 
Paper 

Aim 3: Great Team 

11.10 25 
Obstetric, Neonatal and Anaesthetic 
Clinical Workforce Planning report 

Approval 

Divisional 
Director for 

Women’s and 
Children’  

Paper 

11.15 26 

 
Freedom to Speak Up Board 
Development session – Next Steps 
 

Information and 
assurance 

Chief People 
Officer 

Paper 

11.20 27 NHS Long Term Workforce Plan 
Information and 

assurance 
Chief People 

Officer 
Paper 

11.25 28 

 
Teaching Hospital Benefits Realisation 
update 
 

Information and 
assurance 

Chief People 
Officer 

Paper 

11.30 29 

 
2022/23 Workforce Race Equality 
Standard and Workforce Disability 
Equality Standard report 
 
 
 

Approval 
Chief People 

Officer 
Paper 
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Aim 4: Great Place 

11.35 30 Better Care Delivered Differently update  
Information and 

assurance 

 
Director of 

Strategy and 
Integration 

 

Paper 

Risk and Governance 

11.40 31 Corporate Risk Register Approval 
Chief Medical 

Officer 
Paper 

11.45 32 
Review and approval of updated 
standing orders, standing financial 
instructions and scheme of delegation 

Approval 
Chief Financial 
Officer / Trust 

Secretary 
Paper 

11.50 33 
Items considered in September 2023 
Private Trust Board 

Information and 
assurance 

Trust Secretary Paper 

Closing Items  

11.55 
34 

Any other business previously notified 
to the Chair 

N/A 
Chair Verbal 

 
11.55 

35 
Questions from Healthwatch 
Hertfordshire  

N/A Chair Verbal 

36 
Questions from our patients and 
members of the public 

N/A Chair Verbal 

12.00 
37 

Date of the next board meeting:   
2 November 2023, St Albans City Hospital 
and via zoom 

Information Chair Verbal 
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Last updated: September 2023  

  

 

Declarations of Board members and attendees’ interests 

5 October 2023  

Agenda item: 4 

Name Role Description of interest 

Phil Townsend Chairman       None 

Matthew Coats Chief Executive None 

Paul Bannister Chief Information Officer • Chair of Shared Care Record Programme 

Kelly McGovern Chief Nurse None 

Helen Davis Associate Non-Executive Director • Director and shareholder at Brierley Advisory LLP, secondment to 
NHP finished at end of January 2022. 

• Partner is senior civil servant at DHSC 

Ginny Edwards Non-Executive Director  

 

• Director of Edwards Consulting Limited 

• Trustee of Raise, West Hertfordshire Hospitals NHS Trust Charity 

• Trustee of Infection Prevention Society and Vice Chair   

• NHS Professionals Bank 

• Vice Patron and Community Ambassador for Rennie Grove Peace Hospice  

• President Bricket Wood WI 

• Husband is Director of Edwards Consulting Ltd 

Natalie Edwards Non-Executive Director None 

4

T
ab 4 D

eclarations of interest

1 of 513
T

rust B
oard M

eeting in P
ublic 5 O

ctober 2023-05/10/23



 

Last updated: September 2023  

Name Role Description of interest 

Harvey Griffiths Non-Executive Director Financial Interests 

• Director - Anglo Chesham Management Limited 

• Director - Anglo Industrial Holdings Ltd 

• Director - Broadgate Freeholds Limited 

• Director - Energy Capital Advisers Ltd 

• Secretary – Gripworx Holdings Limited 

• Director - Horizon (GP) Limited 

• Director - Horizon Development Capital Limited 

• Director - Horizon Development Finance Limited 

• Director - Horizon Housing REIT Plc 

• Director - Horizon Hudson Holdings 

• Director - Horizon Infrastructure Partnership Limited 

• Director - Horizon Investment Holdings (One) Limited 

• Director - Horizon Investment Holdings (Two) Limited 

• Director - Horizon Investments (One) Limited 

• Director - Horizon Investments (Two) Limited 

• Director - Horizon Scotland (GP) Limited 

• Director - Housing Investment Finance Limited 

• LLP Designated Member - Infrastructure Partnership LLP 

•  

• Secretary - Just Property Management Ltd 

• Director - Sustainable Infrastructure Partnership Ltd 

• Director – Co-operative Energy Limited 

• Director – Flow Energy Limited 

• Director – Co-operative Payroll Giving Limited 

• Director – The Midcounties WR1 Limited 

• Director – The Midcounties WR2 Limited 

• Director – Co-op Travel Services Limited 

• Director – Co-operative Holidays Limited 
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Last updated: September 2023  

Name Role Description of interest 

• Director - Sustainable Infrastructure Partnership Ltd 

Non-financial Professional Interests 

• None 

Ann Griffin Non-Executive Director Clinical Professor in Medical Education, UCL.  
NHS appraisal – occasional employed work 
Associate revalidation and appeals panel, General Medical Council - 
occasional employed work 

Edwin Josephs Non-Executive Director • Member of the Vine House Health Centre Patient Participation Group 

Jonathan Rennison Non-Executive Director Financial Interests 

• Edgecumbe Consulting – Associate 
• Director of The Yellow Chair Ltd 

Relevant Consultancy Contracts Held by The Yellow Chair Ltd 
(Financial Interests): 
o Kings College London – OD & Learning & Development Activities 

  
Professional Interests: 

• West Hertfordshire Hospitals Trust Charity Committee Chair 
• Trustee of Rising Tides Ltd 

Heather Moulder Associate Non-Executive Director • Managing Director /Owner HM Healthcare Solutions Ltd  

• Chair NMC Interim Order Hearings  

• Chair UKCP Complaint Hearings 

Don Richards Chief Financial Officer None 

Mary Bhatti Acting Chief Operating Officer  None  

Dr Mike van der Watt Chief Medical Officer • Owner and Director Heart Consultants Ltd 

• Work for Hertfordshire and West Essex ICS for one day/week advising 
on quality and innovation. 

Andrew McMenemy Chief People Officer Lead for Workforce Modelling and Planning 

4

T
ab 4 D

eclarations of interest

3 of 513
T

rust B
oard M

eeting in P
ublic 5 O

ctober 2023-05/10/23



 

Last updated: September 2023  

Name Role Description of interest 

Lead for Temporary Staffing 
Member of Hertfordshire and West Essex ICS People Board 

Alex White Chief Redevelopment Officer None 

Toby Hyde Chief Strategy and Collaboration 

Officer 

None 

Martin Keble Divisional Director of Clinical Support 

Services 

None 

Mr William Forson Divisional Director of WACS • Private practice at Spire as Forson and Co Medical  

Dr Andy Barlow Divisional Director, Medicine • Barlow Medical Services Ltd  

• Director, London & Hertfordshire Respiratory Diagnostics Ltd 

• Key opinion leader for Masimo Europe Ltd 
Medical Advisor to Virtue Health 

Dr Rachel Hoey Divisional Director of Emergency 

Medicine 

None 

Mr Drostan Cheetham Divisional Director of Surgery, 

Anaesthetics and Cancer  

None 

Barbara Anthony Trust Secretary None 
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TRUST BOARD MEETING IN PUBLIC 

7th September 2023 from 09:30am – 12:30pm 

Executive Meeting Room, WGH and 

via Zoom 

 
 

 

MEETING NOTES 

Chair Title Attendance 

Jonathan Rennison Vice Chair Yes 

Board members   

Matthew Coats Chief Executive Officer (CEO) Yes 

Kelly McGovern Chief Nurse and Director of Infection Prevention and 

Control   

Yes 

Mary Bhatti Interim Chief Operating Officer Yes 

Don Richards Chief Financial Officer (CFO) Yes 

Dr Mike van der Watt Chief Medical Officer (CMO) Yes 

Toby Hyde  Chief Strategy and Collaboration Officer (CSCO) Yes 

Alex White  Chief Redevelopment Officer (CRO) Yes 

Phil Townsend Chair No 

Ginny Edwards  Non-Executive Director  Yes 

Heather Moulder Associate Non-Executive Director Yes 

Edwin Josephs Non-Executive Director (Senior Independent Director) Yes 

Harvey Griffiths Non-Executive Director Yes 

Natalie Edwards Non-Executive Director Yes 

Ann Griffin Non-Executive Director Yes 

Paul Bannister  Chief Information Officer (CIO) Yes 

Andrew McMenemy Chief People Officer (CPO) Yes 

Helen Davis  Associate Non-Executive Director Yes 

Clinical in attendance   

Dr Andy Barlow Divisional Director for Medicine (DDM) Yes 

Dr Rachel Hoey  Divisional Director for Emergency Medicine (DDEM) Yes 

Mr Simon West Divisional Director for Surgery, Anaesthetics and Cancer 

(DDSACs) 

Yes 

Mr William Forson Divisional Director for Women’s and Children (DDWACs) Yes 

Mitra Bakhtiari Director of Midwifery and Gynaecology Yes 

In attendance   

Barbara Anthony Trust Secretary Yes 

Dr Tom Galliford Deputy Medical Director Yes 

Meg Carter  Hertfordshire Healthwatch No 

Stephanie Johnson Deputy Chief Operating Officer Yes 

Jane Shentall Director of Performance Yes 

Obi Maduako-

Ezeanyika 

Deputy Chief People Officer Yes 
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Pages 2 of 16 

Standing items  

1 Opening and welcome 

1.1 

 

 

 

 

 

1.2 

 

 

The Chair opened the September Board Meeting, welcoming the new Chief Nurse, 

Kelly McGovern, the new Interim COO, Mary Bhatti and the new Associate Non-

Executive Director Heather Moulder who would focus on safety and quality. The 

Chair also congratulated Natalie Edwards who had been reappointed as a Non-

Executive Director for a period of 3 years.   

 

The Chair acknowledged the Board's shock regarding the conviction of Lucy Letby 

and noted the importance of the Board's role in maintaining quality and the 

protection of patients and their families.    

2 Patient Focused Story 

2.1 

 

 

 

 

 

 

 

Michelle Hope, the Deputy Chief Nurse, shared Emily Sevenoaks' voice note about 

her experience as an A&E patient at Watford General Hospital. ES had been 

instructed by NHS 111 to attend the hospital urgently with suspected appendicitis. 

After spending eight hours in the A&E department, ES expressed her gratitude for 

the care that she received and her positive experience of staff. She named several 

staff members and the Board received assurance that the positive feedback would 

be given to them. The recording link would be shared with all Board members, and 

no questions or comments were raised. 

3 Apologies for absence 

3.1 Apologies were noted from Phil Townsend, Trust Chair who was unable to attend 

due to an accident which required hospital treatment. Apologies were also noted 

from Meg Carter, Healthwatch.  

4 Declarations of interest   

4.1 There were no changes to note.  

5 Minutes of the previous meeting on 6 July 2023 

5.1 

 

5.2 

 

 

5.3 

 

5.4 

Page 5, 12.3 - Edwin Josephs noted recommendation 7 should be amended to 

Board, not PERC.  

Page 6, 16.2 - Edwin Josephs noted the CPO report should be there, rather than 

just the CPO.  

  

Page 6, 16.3 - The CPO requested the word 'declined' be changed to 'improved'.  

  

Page 12, 26.3 - Edwin Josephs noted he was Edwin, not Edward.  

5.5 The minutes of the previous meeting held on 6th July 2023 were accepted as 

an accurate record of the meeting, subject to the above changes.   

6 Board decision log   

6.1 The decision log was included for noting.  

7 Board action log  

7.1 

 

 

7.2 

 

 

Action 2 - The CEO reported that there were minor updates to the BAF report and 

a review of an item on finance. The action would complete in October 23. 

 

Action 3 – The CIO reported that statistics for every Trust in the country had been 

produced. Across all five strikes, there had been a relatively low number of 

outpatient cancellations for the Trust, less than the national mean and within the 

top third in the region. Regarding electives, the two strikes in July were slightly 
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7.3 

 

 

 

 

 

 

 

7.4 

above the mean, however for the other strikes there was a reduced number of 

cancellations, they were below the national mean and the top quartile in the 

region.  

 

Ginny Edwards queried how the Trust were quality reviewing patients who had 

delays to assure they did not come to any harm. The CMO responded that there 

was a patient outcome form for outpatients which included a harm review. The 

form was optional at the moment, they were trying to make that mandatory. For 

patients having procedures, the CMO reported there was also a harm review. The 

COO added that they were monitoring the number of patients cancelled through 

elective and outpatients, there were efforts to rebook within a timely manner.  

  

Action 4 – The CMO updated the Board that as of yesterday, all patients had been 

seen, and there was no harm to any inpatients.  

8 Board work plan 

8.1 The Board work plan was noted as included for information.  

9 Chair’s report 

9.1 

 

 

 

The Chair's report was read and the Chair would address questions on behalf of the 

Trust Board Chair. Helen Davis inquired about additional staff needing identification 

lanyards, and the CPO confirmed that more staff did need them and an action was 

in place to address this issue.  

10 Chief Executive Officer’s Report  

10.1 

 

 

 

10.2 

 

 

 

10.3 

 

 

The CEO circulated the CEO report and expressed gratitude to all staff in the Trust 

for their efforts in patient care and support, including those who provided cover 

during industrial action.  

 

Following Lucy Letby's conviction, the CEO reassured everyone that patient safety 

was at the heart of the organization, highlighting several processes in place to 

ensure safety.  

 

The CFO, in response to a query, confirmed that the contract for bed and mattress 

replacement had been renewed, and most of the beds and mattresses had already 

been replaced. 

PERFORMANCE & COMMITTEE REPORTS 

11 Board Assurance Framework (BAF) 

11.1 
 

 

 

11.2 

 

 

 

 

 

11.3 

 

 

 

The CEO had circulated the Board Assurance Framework, which was taken as 

read.  

  

Heather Moulder queried BAF risk 11, suggesting there should be a readiness for 

workforce planning. The CEO responded that the CPO had been asked to put 

forward a broader review of the Trust's response to the publication of the NHS 

workforce plan overall, anticipating the CPO would present that at the next Board 

meeting.  

  

The CPO reported that a paper would go to the October Board and PERC in 

September regarding the national workforce plan and how the Trust was aligned to 

that plan. The CPO noted there had been considerable month-on-month 

improvements in staff turnover, citing over 3% overall and almost 6% for those 
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11.4 

 

who were new starters within 12-months of appointment. The CEO noted it was 

three percentage points, meaning staff turnover over the last 12-months had fallen 

from 17% to 13.8%, which was a significant achievement.  

  

Ginny Edwards reported there was to be a meeting today regarding the BAF risk 

for quality and staffing for PERC.  

11.5 The Board approved the BAF. 

12 Review of Committee Structure  

12.1 

 

 

 

 

 

 

 

12.2 

 

 

 

 

 

12.3 

 

 

The CEO circulated the Committee Structure Review document, which highlighted 

the Well Led Review's seven recommendations, six of which have been 

implemented. Two main changes to governance were proposed:  the Great Place 

Committee would become the Redevelopment Programme Committee and the 

Quality Committee would be renamed the Quality and Safety Committee (QSC). 

The CN is currently reviewing the Terms of Reference for QSC and will make 

recommendations for improving governance.  

 

Ann Griffin reflected that the changes to the committees' names and the ability to 

assure the public about the redevelopment as well as patient safety was important.  

The CEO responded that positioning the Quality and Safety Committee properly 

and being clear about the assurance function was key.  The Redevelopment 

Committee would focus on new facilities, while QSC would cover existing facilities. 

 

Ginny Edwards supported maintaining assistance for staff to learn good report 

writing skills and the use of dashboards.  Heather Moulder noted that the 

planogram still stated the Quality Committee rather than the Quality and Safety 

Committee. She also noted quorum for each committee should be two non-execs, 

not three.    

12.4 The Review of the Committee Structure was taken as approved by the Board.  

13 Trust Management Committee  

13.1 The report was noted.  

14 Finance and Performance Committee 

14.1 

 

 

 

 

 

 

14.2 

Harvey Griffiths reported on the Trust's performance, highlighting improvements in 

VWA to 101% in June. He noted that the Trust was seeing the best type-1 

performance for 18 months. In July, Elective income and costs increased, but ED 

performance remained challenging due to high demand. Ambulance handover 

improved, with VWA reaching 103%. He also highlighted budget challenges, with 

the Trust outside the £25 million funding envelope and expected to deploy £85 

million of capital expenditure.  

 

Finally, In August, the Trust finances showed an £11.2 million deficit, which could 

translate into a potential £21 million deficit by year-end if action was not taken. 

Controls had been put in place and overspent divisions had submitted their recovery 

plans.   

15 Quality Committee 

15.1 

 

 

15.2 

 

Ginny Edwards had circulated the Quality Committee reports for June and July, 

which were taken as read.  

  

She highlighted that several annual reports and updates that had been received by 

the Quality Committee, noting particularly the Trust’s response to the Lucy Letby 
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15.3 

 

 

 

 

 

letter and the Mortuary Risk Assessment. She outlined that there had been a 

planned visit to the Watford mortuary with the non-executive directors.  She 

highlighted the Environmental Health Food Hygiene report, noting that the team had 

been challenged to review priorities and develop a clearer action plan. The 

Environment team and Chief Nurse would report back at the next meeting.  

  

Reports  

The patient nutrition report had not included sufficient data, the team lead and Chief 

Nurse had been asked to refocus the structure and content of the report. The 

Emergency Preparedness Report had provided a high level of assurance. The 

Women's and Children's update had been received across several areas, a new 

plan was in place and would be monitored through the Committee.  She noted other 

received reports, including the annual neonatal and medical workforce update, the 

refurbishment of the neonatal unit and harm reviews across the Trust by specialties.  

16 PERC (People, Education and Research Committee)  

16.1 Natalie Edwards had circulated the People, Education and Research report, which 

was taken as read.  

17 Great Place Committee  

17.1 Helen Davis had circulated the Great Place Committee report, which was taken as 

read.  

18 Charity Committee 

18.1 

 

 

 

 

 

 

The Chair shared that a new charity CEO had been appointed, Alison Rosen, who 

had been in post for around a month. He reported there had been no new grants 

made in the last quarter, and that due to the delay of the new lottery programme 

they were behind in income, however a recovery plan was in place. The Chair 

reported that a full update from Rathbones had been received showing an overall 

growth of 8.1%, however in the year to date the value had dropped by 4.1%. 

Regarding managing investments, Rathbones had advised that the Trust remained 

as they were.  

19 Audit Committee 

19.1 The Board noted the report.   

20 Performance Activity Recovery & High Impact Changes Programme Updates 

20.1 

 

 

 

20.2 

 

 

 

 

 

20.3 

 

 

 

 

20.4 

 

The COO circulated the Performance Report, highlighting improvements in 

dermatology, UEC, and discharges. The Trust has received guidance for core 

standards and would no longer monitor two-week waits nationally.  

 

The COO noted good performance in ED performance, ambulance handover, and 

maintaining discharge numbers. The high impact patient flow has been refreshed, 

and key areas of focus had been identified. The COO reported good progress in day 

cases and theatre utilization, with a focus on surgical admissions. The new Clinical 

Echo Lead has completed clinical and non-clinical validation and increased capacity.  

 

Dr. Rachel Hoey, Divisional Director for Emergency Medicine, reported the summer 

was challenging due to industrial action, resulting in a reduction in CT scans ordered 

and efforts to reduce blood tests to improve patient journeys. 

 

Questions and comments  

Ginny Edwards suggested that patients would be concerned about the changes to 

cancer targets, and queried what was in place to assure the Trust that patients would 
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20.5 

 

 

 

 

 

 

 

20.6 

 

 

 

 

 

 

20.7 

 

 

 

 

 

 

20.8 

 

 

 

 

 

 

 

 

 

 

 

20.9 

 

 

 

 

 

 

20.10 

 

 

 

 

not come to harm as a result. The CMO responded that the timescale to treat a 

patient was not changing, there had been no enquiries from patients regarding the 

changes.  

  

The CIO noted that the three new standards were a summary of the previous nine, 

expectations on care and times were similar to those previously in place. Ginny 

Edwards suggested checking with Healthwatch to see whether they had had any 

queries or concerns which the COO would take forward. The CN noted work being 

done with the Chief Strategy and Collaboration  Officer and his team regarding a 

new Comms plan, suggesting they use the changes in cancer targets as a test of 

informing patients.  

  

Heather Moulder inquired about weekend discharges and post-midnight before 

6:00am discharges. The COO confirmed she would consult with the bed 

management team. The CN, CMO, and COO plan to focus on bed management 

training for staff. Saturday discharges are increasing, but Sunday remains a 

challenge. An upcoming Patient Flow Summit will inform decision-making with work 

focusing on complex discharges. 

 

Ann Griffin queried what was being done to improve the situation for patients being 

off plan or new patient follow-ups. The COO responded that there was work being 

done regarding patient-initiated follow-up numbers and type. The COO noted they 

were particularly looking at the reporting element of how patients were being 

managed, a dashboard went to clinical and non-clinical team members once a day 

as well as weekly meetings to look at day cases, elective and outpatients.  

  

Regarding PIFU (Patient Initiated Follow Up), Ann Griffin queried whether the 

causes of patient waiting time in outpatients were known. The CIO responded that 

the reality of trying to improve the volume of activity was an individual specialty and 

doctor conversation as they were driving the number of first and follow-up 

appointments. The CMO noted that NHSE were rewriting the standards for 

specialties regarding first and follow-up appointments. The COO added that 

seventeen specialties were using PIFU. The CPO agreed that the conversation was 

nuanced, he was pleased to see there was to be national guidance particularly 

around management of chronic disease. The DDWACS urged caution in comparing 

variations between consultants within the same specialty, however he felt they 

should encourage the use of PIFU.  

  

Ann Griffin queried whether those conversations could be reinforced in appraisals, 

the CMO responded that it was not yet at an appraisal point, he felt it would not be 

appropriate to include that until departmental guidance was available where 

comparisons with colleagues could be made. The CIO noted that the national target 

was based on a 25% reduction in the volume of follow-ups and that West Herts had 

historically been below the national average.  

  

Regarding the appraisal point, the COO noted there was a clinical appraisal 

element, as well as an operational and management element for DDs. The CMO 

added that was reviewed monthly with the performance review.  
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20.11 

 

 

 

 

 

Ginny Edwards queried whether they were also looking at the number of times a 

patient was transferred after being admitted, which was confirmed.  

  

In summary, the CEO agreed that the volume and timing of patient discharges was 

important as a key operational priority. The CEO was encouraged to see that 

delayed discharges had reduced by 25%, noting the collaborative work between 

Herts County Council and the operations team, adding that partnerships were key. 

The CEO thanked everyone for their efforts on working with the team in ED to make 

improvements in flow through the department.  

20.12 Actions:  

The COO would consult with Healthwatch to ascertain if they had any queries 

about the new cancer targets.   

20A Self Certification, Protecting and Expanding Elective Capacity  

20A.1 

 

 

 

20A.2 

 

 

 

 

 

 

20A.3 

 

 

 

20A.4 

The COO presented a request to the Board to approve the NHS guidance, 

Protecting and Expanding Elective Capacity, noting it was a renewal of the Board 

assurance which had been discussed at length last year.  

  

The COO reported that the three areas of the guidance were validation, first 

appointment and outpatient follow-up, recruitment had started, and a bid had been 

submitted for money for more resources to help with validation. The CIO added that 

longer-term there was to be portal expansion, anticipating they would be one of the 

first Trusts in the country to go live with self-clearance from the waiting list.  

  

Questions and comments  

Ann Griffin queried whether there was any commentary on how diagnostic 

performance might impact. The COO responded there would potentially be analysis, 

particularly around the cancer pathway.  

  

The NHS guidance, Protecting and Expanding Elective Capacity was unanimously. 

approved by the Board.  

20A.5 The Board approved the signature and submission of the self-certification 

document to NHSE.  

21 Integrated Performance report 

21.1 

 

 

 

21.2 

 

 

 

 

 

 

 

 

 

 

21.3 

 

The CIO had circulated the Integrated Performance Report, noting it had been 

discussed at the Trust Management Committed and at Finance and Performance 

Committee.  

 

Regarding mortality, SHMI and HSMR were positive exceptions, early data for April 

and June suggested a reduction. The CIO noted a small increase in the number of 

unregistered nurses and a small decrease in the number of registered nurses, with 

numbers getting close to the lower control limit. Attendances at ED were reasonably 

high for July, all types of performance had fallen from 73.1 in June to 71.3 in July, 

the Trust had moved from 45th to 60th nationally. Type 1 had fallen from 49.6 to 

42.9, the Trust had moved from 108th to 120th nationally. Mean time in department 

had increased from around 200 minutes to around 300 minutes. Twelve-hour trolley 

waits had increased, The CIO suggested this required monitoring.  

  

Questions and comments  

Helen Davis queried whether action had been taken to address the declining 

engagement with clinical support and the increase in vacancies. The CPO 

5

Tab 5 Minutes of previous meeting in public

7 of 513 Trust Board Meeting in Public 5 October 2023-05/10/23



 

Pages 8 of 16 

 

 

 

21.4 

 

 

 

 

 

 

21.5 

 

 

 

21.6 

 

 

 

 

 

 

 

 

 

21.7 

 

 

 

 

 

 

21.8 

 

 

 

 

responded that there was good news around radiology and OT staffing levels, 

although pathology was an outlier. The CPO noted work supported by Claire Cutting.  

  

There was a question raised as to whether it was better for a patient to be looked 

after in a corridor or in an ambulance. The CMO responded there was better 

oversight with a patient in a corridor. Rachel Hoey, DDEM added that it was 

important to have ambulances out in the community, a patient in the hospital would 

be seen by a senior nurse and a senior doctor within the first fifteen minutes of 

arrival. Although it was not an ideal location, the corridor was preferable.  

  

The CN was of the opinion that neither option was preferable, more work had to be 

done around patient flow to ensure there was no corridor care and ambulances were 

offloaded in good time.  

  

Regarding thrombolysis patients, Heather Moulder noted the problem with 

telemedicine and wondered how this was being resolved. The CMO responded that 

the difficulty arose where the Trust was dependent on another company interpreting 

scans after hours. The COO anticipated sharing clinical pathways through the 

regions and systems, The COO noted the number of stroke doctors had been 

increased. The CMO reported that data showed they were doing better than the 

region. The COO added that the team were very dedicated and proactive on the 

care of the patient. The Chair summarised there should be a continued focus on 

partnership working and the system-wide solution.  

  

The Chair sought assurance that the Trust were not missing any serious incidents 

and how numbers were managed. The CMO responded that there was automatic 

monitoring of Datix showing moderate to high harm, also that all deaths in the 

hospital were reviewed by medical examiners. The CMO was not aware of any 

incident that had not been reported as an SI due to somebody wishing to not report 

it. The CN added that the process would continue to improve.  

  

The CPO noted that speed of thrombolysis comes up at almost every Board 

meeting, suggesting they invite the stroke team to present at the next Public Board 

which would provide assurance regarding the monitoring and tracking data and 

outcomes for stroke patients. The Chair agreed he would look at the Board 

schedule.  

21.9 Actions:  

The Trust Secretary to arrange for the stroke team to present to the Board 

regarding speed of thrombolysis and patient care.  

Aim 1: Best Care 

22 Maternity Oversight Quarterly Report 

22.1 

 

 

22.2 

 

 

The CN had circulated the Maternity Oversight Quarterly Report, which was taken 

as read.  

   

The CN reported that she was very impressed with the senior maternity team, 

particularly noting the DDWACS and the COO. The CN noted steady improvements 

since the last inspection, which were continuing. She anticipated another inspection 

next week, which would provide reassurance that KPIs, improvements and CQC 

targets were being met. The CN reported there was one CQC target relating to 

Entonox which was still open, the group had made the decision to return to bottles 

5

Tab 5 Minutes of previous meeting in public

8 of 513Trust Board Meeting in Public 5 October 2023-05/10/23



 

Pages 9 of 16 

and stop the supply coming from the mains, she would update that moving forward. 

There was work being done around culture and safety, as well as next steps in 

maternity. The COO noted incorrect information in the media regarding Entonox, 

which was the reason for use being monitored. The COO also reassured there was 

a plan in place for recruitment.  

23 Safeguarding Annual Report  

23.1 

 

23.2 

 

 

 

 

 

 

 

 

 

 

23.3 

 

 

 

 

 

 

23.4 

 

 

 

 

 

23.5 

 

 

 

 

23.6 

 

 

 

The CN had circulated the Safeguarding Annual Report, which was taken as read.  

  

The CN reported that assurance could be provided that there was a high rate of 

training and compliance with regard to safeguarding. The CN was proud to say there 

had been audits and visits, the Trust were on course to be good or outstanding in 

safeguarding. There were close working relationships being built with external 

partners, including the Chief Nurses and the Mental Health Chief Exec, who had 

visited. The CN noted the importance of training for staff, particularly for patients 

with learning disability or mental health. Regarding child and adolescent mental 

health, The CN reported that relationships were being built with community partners 

to ensure support was being provided.  

  

Questions and comments   

Heather Moulder was impressed with the work of the team, and queried whether 

there was the right type of restraint training for patients who should be in a tier 4 

bed. The CN assured that training was provided, there was an enhanced supervision 

team for one-to-ones, however there was not 100% assurance the right type of 

restraint was administered. The CN reported that every case of restraint was 

reviewed, she was not aware of any harm coming from restraint.  

  

Heather Moulder noted that safeguarding champions had now left, and queried 

whether there had been any recruitment. The CN responded that they would be 

signing up people for hot topics, one of which would be safeguarding, anticipating 

more champions coming out of that. The CN reported that the CFO had agreed to 

work alongside her regarding the appointment of a safeguarding champion.  

  

Regarding gaps in medics training, Heather Moulder queried whether that could be 

taken to an SI if it was around lack of understanding a patient's capacity and learning 

difficulties. The CMO responded there were monthly performance reviews regarding 

DoLS, noting that the up to date performance review was green across the board.  

  

Ginny Edwards sought consideration and assurance about succession planning and 

development for teams where people who had been in role for a long time. The CN 

responded that there was succession planning already happening within teams.  

24 Learning from Deaths Report  

24.1 

 

 

24.2 

 

 

 

 

The CMO noted the Learning from Deaths Report had been included for information 

and was taken as read.  

  

The CMO reported that at the time of the Dr Foster data the Trust were below 

expected for two measurements, they were still below the national average. The 

CMO was pleased to note the Trust were a national exemplar for their medical 

examiner service, they were the first Trust in the country to have 100% coverage of 

both acute hospitals and community deaths. The National Medical Examiner had 
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visited, and the Trust team were presented at the National Medical Examiner 

Convention in May 2023.  

25 Patient Safety Incident Response Framework (PSIRF) Update  

25.1 

 

25.2 

 

 

 

 

 

 

25.3 

 

 

 

 

25.4 

 

The CMO had circulated the PSIRF Update, which was taken as read.  

  

The CMO was seeking approval from the Board for the PSIRF update, reporting that 

this was to replace the current framework. The CMO outlined that they were creating 

their own training programme and had been contacted by the ICB with a view to 

leading on this and rolling it out regionally. The CMO noted the importance of having 

a patient as Chair of the group.  

  

Questions and comments  

Ginny Edwards commented that assurance had been given that anything they were 

developing was being overseen from a national perspective to ensure the 

programme was compliant. She noted the good relationship with the University of 

Hertfordshire, expressing thanks to the team for taking the initiative.  

 

The PSIRF update was approved by the Board, the Chair looked forward to seeing 

further development 

26 Responses to the NHSE letter following Lucy Letby conviction  

26.1 

 

26.2 

 

 

 

 

 

 

 

 

 

 

26.3 

 

 

 

26.4 

 

 

 

26.5 

 

 

 

 

 

26.6 

 

 

The CN had circulated the report, which was taken as read.  

 

The CN noted that clinical leaders agreed with everything stated about the Lucy 

Letby case at the start of this Board meeting. Thoughts were with patients’ families 

and staff working there. The CN suggested the report was the start of the journey of 

what was expected as an organisation and was to provide assurances of where the 

Trust were currently. She noted there had been changes in safety measures since 

2015, which was assuring. In relation to the five points identified by NHSE, the CN 

noted there was a non-exec freedom to speak up guardian in role and robust 

processes were in place to review cases via the Audit Committee and Quality 

Committee as well as the Trust Board.  

  

Questions and comments  

Helen Davis noted the mention of 36 champions, wondering how assured they were 

about those. The response was that the champion role had been reviewed, there 

had been a recruitment drive for champions in areas where they were lacking.  

 

Ginny Edwards commended the Trust, noting that from the day the Francis Report 

came out, they had been committed and enthusiastic to be open and transparent 

with Freedom to Speak Up.  

  

Referring to a question on current cases of mediation or grievances as a result of 

speaking up about patient safety, The CN noted that there were none. The Chair 

added that the message to staff was very clear regarding speaking up about 

concerns and issues, which would continue to be emphasised and exemplified in 

Board members' own behavior.  

  

The CPO added that Joanna Bainbridge, FTSU Guardian, had been focusing on 

making sure there was diversity across groups and staff. The CPO reported that he 
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26.7 

 

 

 

26.8 

and Joanna had received very good feedback regarding the work of the champions 

and how that provided a positive culture in the organisation.  

  

The CPO reported there has been a Board development session around the 

Freedom to Speak Up, which he felt showed the forward thinking nature of the 

Board.  

  

In summary, the CEO added his support to the work of the CN, agreeing that it was 

the start of the journey. Regarding the Freedom to Speak Up, the CEO noted the 

essential element of assurance of clinical safety. The CEO suggested they should 

bring an item on the Board development session to the next Board meeting. The 

CEO highlighted the example of the Maternity Team as an example of ward-to-

Board visibility and assurance, suggesting they continue working on that.  

26.9 Actions:  

An item on the Board development session to be brought to the next Board 

meeting held in public.  

27 Mortuary Risk Assessment HTA Inspection Report  

27.1 

 

 

27.2 

 

 

 

 

 

 

 

 

 

 

 

27.3 

 

 

 

 

 

 

 

27.4 

 

The DDCSS had circulated the Mortuary Risk Assessment HTA Inspection Report, 

which was taken as read.  

  

The Band 7 governance lead was due to start on 2nd October, the Band 4 technician 

on 18th September, the Band 3 trainee was being finalised and was expected soon. 

Charlotte Coles was now managing retained services, which was appreciated by the 

team. The team had increased from five to eight, both business cases identified 

were supported by the Trust Management Committee. Remedial works were 

ongoing, works were ongoing on the essential services lab and replacement 

mortuary. The team had met with the Lead Inspector, who appeared positive in 

respect of the immediate and ongoing response and had requested a timeline of 

implementation of posts. The Inspector was planning to return in March 2024, he 

would report in due course.  

  

Questions and comments  

Ginny Edwards queried about the strategic objectives for staffing provision and 

queried who they needed to be working with. The DDCSS responded that he had 

focused on the findings of the report, although there had been conversations around 

strategic elements. The DDCSS noted the low numbers of histopathologists, there 

were ICB conversations with Divisional Directors around a possible network or 

collective solution. A contract preparation meeting had been had, there were also 

conversations across the ICS to find solutions.  

 

The CEO confirmed this issue would continue for the next three Quality Committees 

to ensure sustained follow-up; the Quality and Safety Committee would take a view 

on how the report back to the Board happened.  

Aim 2 Best Value 

28 Finance Update 

28.1 

 

28.2 

 

 

The CFO had circulated the Finance Report.   

  

The Trust is facing its largest financial challenge in the last four years, with a deficit 

of £11.2 million. The deficit is attributed to the need to minimize spending while 

ensuring patient safety. The main reasons for the deficit include the demand for 
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28.3 

 

 

 

28.4 

 

emergency care, which has led to surge beds and increased temporary staffing 

costs. The CFO is working on ways to minimize the impact of emergency demand 

on surge beds. Improvements in productivity can be achieved on the elective side, 

but there is a need to accelerate the cost improvement program. The Trust may be 

underfunded for inflation costs and there is a gap in pay award. The Emergency, 

Surgery, and Medicine Divisions are the most challenged. The Finance Committee 

has agreed spending limits for three divisions, which will be tracked throughout the 

year. The CFO also noted the sharp drop in the cash balance, from £35 million at 

the start of the year to £17 million.  

  

Questions and comments  

Helen Davis queried at what point the cash balance would become an issue for the 

Trust. The CFO outlined the worst-case scenario would be that there would be 

potential borrowing in October or November if the deficit continued.  

 

In terms of reassuring the public, Heather Moulder queried whether there was a 

formal quality impact assessment, which was confirmed.  

Aim 3, Great Team  

29 Medical Appraisal Annual Organisational Audit 2022/23 Statement of 

Compliance  

29.1 

 

 

 

 

29.2 

 

 

29.3 

 

 

 

 

The CMO submitted the Statement of Compliance for Board approval, outlining that 

there was 100% compliance with appraisal. Training programme had been 

maintained, a new starter appraisal training has begun in June and July 2023.  

  

Questions and comments  

Ginny Edwards questioned whether there had been any comments received from 

NHSE, the CMO confirmed there had been no update from NHSE.  

  

Ann Griffin queried what progress had been made in monitoring quality, noting that 

the actions were from the previous report. The CMO responded that the Associate 

Medical Director ran most of the assurances, he would take one in ten and go 

through it in forensic detail. Alongside that, if there were concerns about a doctor 

those appraisals were always reviewed, particularly with regard to probity.  

 29.4 The Board approved the Medical Appraisal Annual Organisational Audit 

2022/23 Statement of Compliance.  

30 Fit and Proper Persons Regulations Report 

30.1 

 

 

 

30.2 

 

 

 

 

 

30.3 

 

The CPO had circulated the Fit and Proper Persons Regulations update, which was 

taken as read.  

 

The CPO assured the Board that they were compliant with the five product areas 

which had been circulated in the NHSE framework, there was a plan in place to seek 

assurance and compliance ahead of time. The CPO suggested bringing this item 

back to Board after the six-month timespan to give assurance the Trust was fully 

compliant with the measures associated to the new framework.  

  

There were no questions or comments, the Chair would be happy to receive an 

update in six months.  

Risk and Governance  

31 Corporate Risk Register 
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31.1 

 

 

 

31.2 

 

 

 

 

 

 

 

 

31.3 

 

 

 

 

 

 

31.4 

 

The CMO noted the Corporate Risk Register had been presented to the Risk Review 

Group on 10th August and through Quality Committee. There were currently 20 

open risks which were in the update.  

  

Mitigations were in place regarding recovery beds, the risk was not considered 

warranted. Anaesthetic staffing levels had been added, The CMO noted the number 

of consultant anaesthetists was a problem throughout the UK. Initiatives were in 

place, particularly with regard to intensive care staffing. ED performance had been 

reduced from a score of 20 to 16 and remained under active review, assessment 

would continue on a monthly basis. Three risks had been taken off the Corporate 

Risk Register, surge areas continued to be reviewed.  

  

Questions and comments  

Ginny Edwards noted the challenge raised at Quality Committee about the length of 

time the Trust leak system failure had been on the Corporate Risk Register, 

wondering whether there was an update. The CIO responded that he was unaware 

of that discussion, however there was a new system being rolled out which was in 

testing now. The CIO anticipated the risk being downgraded within the next few 

weeks.  

 

The Chair noted that items 119 and 351 did not have a date opened attached to 

them which the CMO would rectify.  

31.5 The Corporate Risk Register was approved by the Board 

32 Items considered in July 2023 Private Trust Board  

32.1 There were no questions or comments to note.  

33 Board and Committee Meeting Schedule 

33.1 

 

 

33.2 

 

 

 

 

33.3 

 

 

 

 

33.4 

 

The Trust Secretary noted the dates within the schedule would be added to the diary 

shortly.  

 

Helen Davis queried how practical it was to have that many people to meetings, 

noting that on one day there were four Committee meetings scheduled. Helen Davis 

further commented that all of the meetings were held at Watford, the Trust Secretary 

noted there was an error on the rota and that she would update invites.  

  

Harvey Griffiths noted that FPC meetings for next year had a change to start and 

finish times. 

 

The Trust Secretary would update the Board invites with the correct venues, would 

amend the FPC start times and would review the days where there were four 

committee meetings.   

 Closing Items 

34 Any Other Business previously notified to the Chair 

34.1 There was no other business notified.  

35 Questions from Healthwatch 

35.1 

 

The Chair noted that Meg Carter had sent her apologies and had not submitted any 

questions in advance.  

36 Questions from patients and members of the public 

36.1 

 

The Trust Secretary shared the questions submitted by members of the public with 

the Board.  
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36.2 

 

 

 

 

 

 

 

36.3 

 

 

 

 

 

36.4 

 

 

 

 

 

36.5 

 

 

 

 

36.6 

 

 

 

 

 

 

 

 

36.7 

 

 

 

 

 

 

 

 

 

36.8 

 

 

 

 

 

 

  

Q1, Linda Lennard - RAAC  

  

Has the Trust carried out comprehensive assessments to establish whether any of 

its buildings contain reinforced autoclaved aerated concrete (RAAC)?  If so, what 

were the results?  if not, when does the Trust intend to carry out such 

assessments given the urgency of the situation and the potential risks?  If any 

buildings for which the Trust is responsible have been identified as having been 

constructed using RAAC, what steps are being taken to mitigate against risks to 

patients, staff and the public?  

 

The CRO responded that the Trust's buildings have been assessed for RAAC with 

help from structural experts and independent consultancy, Aecom. The 

assessment established there was no RAAC present in Trust buildings.  

  

Q2, Linda Lennard, Redevelopment  

 

What is the timeline for the Trust to announce the next steps regarding 

redevelopment of new acute hospital services for West Herts, and when will the 

public be informed about the plans and the likely costs?  Will there be full and 

timely public consultation to enable the views of patients and the public to be 

properly taken into account in the formulation of these plans. 

 

The CRO responded that we hope to confirm the timeline shortly. The Trust is 

committed to full and meaningful stakeholder engagement.  

  

Q3, Linda Lennard, Food safety standards  

 

What steps have been taken to remedy the situation regarding food safety 

standards at Watford General Hospital - including safety for people with food 

allergies - following the damning report last year by the Food Standards Agency 

which officially rated it the worst in the whole of the NHS for food safety and gave 

the Vicarage Road facility a hygiene rating of one out of a possible five, meaning 

that ‘major improvement’ was necessary?  Has the FSA carried out a further 

inspection or is one planned?  What evidence is available to show that major 

improvements have been made? 

 

The CN gave assurance that steps had already been taken to make major 

improvements to ensure the return to a high standard of food hygiene rating at the 

Trust. A task and finish group was in place to review recommendations in the food 

safety assessment and ensure all necessary steps were being taken. Work was 

being undertaken with EHO inspectors who had been reviewing progress and 

were happy with progress made to date as well as the future improvements 

planned.  

  

Q4, Ron Glatter, Redevelopment  

 

I understand that the Trust’s agreement with Watford Borough Council and the 

Watford Health Campus Partnership LLP (which included also the property 

company Kier), originally set up in 2013 and due to run until 2033, has recently 

been terminated.  Please explain fully and transparently which party initiated this 

move and why the decision was taken. 
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36.9 

 

 

 

 

 

 

 

 

 

36.10 

 

 

 

 

 

 

 

 

 

 

36.11 

 

 

 

 

 

 

 

36.12 

 

 

 

 

36.13 

 

 

 

 

36.14 

 

 

 

 

36.15 

 

 

 

 

 

 

36.16 

 

 

 The CFO responded that the agreement was terminated through a Deed of 

Termination, which the Trust had requested. The deed allowed the Trust to 

formalise the final contribution of £3.7 million to infrastructure costs that the 

Partnership had incurred. The funds were utilised for enhancing access and 

making improvements to the Trust's site. By terminating the agreement and 

ensuring the financial contribution was settled both parties concluded financial 

arrangements related to infrastructure improvements.  

  

Q5, Philip Aylett, Performance  

 

Could the Chief Executive please clarify what he means by the statement, in his 

report this month, that 'it is regrettable that our ED performance has reduced 

because of the difficulties faced during periods of industrial action'?  This could be 

interpreted as saying that industrial action is the sole cause of the Emergency 

Department problems, but that is surely not what he mean to suggest, because: 

a) there are probably many other causes for the poor recent ED performance and, 

b) over 100 other hospitals, also facing strikes, did better than Watford General on 

the four-hour Type 1 measure, for example 

I recognise that this is written in advance of the CIO's verbal report on 

benchmarking the effects of strike action, but I think the main issue still stands. 

 

The CEO responded that performance was a very complex issues and was 

affected by various factors. Performance could historically be variable nationally 

during the summer, as well as in readiness for the winter ahead. The Trust were 

making changes in the assessment process, which should further improve patient 

care.  

  

Q6, Philip Aylett, Performance 

 

The Trust seems to have improved ambulance turnaround times, but the four-hour 

Type 1 performance has got worse. Is this because more people are now arriving 

more efficiently, but ED staffing is not adequate to deal with the increased flow of 

cases?  

 

The COO responded that following an establishment review, the Trust were 

assured that staffing levels were adequate in ED for the expected activity.  

  

Q7, John Battye, Redevelopment  

 

The NAO report (p.41) recorded that NHP Cohort 3 participants would be required 

to conform to Hospital 2.0 specifications. Does not therefore the Trust's 

announcement of "full funding" for its May 2022 preferred redevelopment options 

require qualification pending any necessary changes? 

 

The CRO responded that the NHP confirmed the scheme would be fully funded. 

The extent to which Cohort 3 schemes would be required to comply with hospital 

2.0 was still to be confirmed, the degree of compliance was not expected to affect 

the fully funded position.  

  

Q8, John Battye, Redevelopment  

 

Does the Trust consider that the particular characteristics of the Watford site will 

affect its ability to enlist and command the resources required to execute its 
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36.17 

 

 

 

 

 

36.18 

 

 

 

36.19 

 

preferred option? 

 

The CRO responded that the Trust did not consider that the Watford site would 

affect its ability to enlist and command the resources required to execute its 

preferred option.  

  

Q9, John Battye, Redevelopment  

 

In the Trust's opinion is the level of competition inherent in the NHP for resources 

both physical and human likely to increase redevelopment, particularly 

construction, costs?     

 

The CRO responded that construction cost inflation was always included in the 

capital cost estimates to take account of national and global cost pressures. 

Date of the next Board Meeting 

37.1 The Chair confirmed the next Board meeting would be held on 5th October 2023 

and would be in Hemel Hempstead General Hospital and via Zoom.  

Close 

38.1 There being no further business, the Chair concluded the meeting.  
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Board meeting/ 

decision date   

Decision 

reference 

(from minutes)   

Item presented to Board for action  Comments/ outcome

06 April 2023 21 NHSE Frontline digitisation business case The Board approved the business case for the digitisation of frontline services

06 April 2023 25

Board and committee terms of reference and 

workplans The Board approved its terms of reference and board sub-committee terms of reference and workplans. 

04 May 2023 25 Annual self-certification The Board approved  the annual self-certification process

01 June 2023 24 NICU business case The Board approved the Neonatal Intensive Care Unit business case

01 June 2023 26 Modern Slavery Act statement The Board approved the Modern Slavery Act statement and its publishing on the Trust website 

06 July 2023 22 Quality Report The Board ratified the report. 

06 July 2023 28 Domestic and Clinical Waste Contract The Board approved the Domestic and Clinical Waste contract

06 July 2023 29

Award of Compliant Courier Contract for 

Pathology and Pharmacy Services The Board approved the Award of Compliant Courier Contract for Pathology and Pharmacy Services

07 Sept 2023 20A

Self Certification, Protecting and Expanding 

Elective Capacity The Board approved the signature and submission of the self-certification document to NHSE. 

07 Sept 2023 29

Medical Appraisal Annual Organisational Audit 

2022/23 Statement of Compliance 

The Board approved the Medical Appraisal Annual Organisational Audit 2022/23 Statement of 

Compliance. 

BOARD DECISION LOG
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Agenda item: 7  

 
 

Action log (updated following 7 September 2023 Meeting) 

 
 

No 
Date of 
meeting 

Minute ref Action 
Lead for 

completing 
the action 

Date to be 
completed 

Update 

1 6 July 2023 19.34 
Chief Information Officer to investigate benchmarking 

regarding the effects of the junior doctor’s strike.  

Chief 
Information 

Officer 
October 2023 In progress 

2 
7 September 

2023 
20.12 

The Chief Operation Officer to consult with Healthwatch to 

ascertain if they had any queries about the new cancer 

targets.   

Chief 
Operation 

Officer 
October 2023 In progress 

3 
7 September 

2023 
26.9 

A report outlining the next steps from a Board Development 

Session on Freedom To Speak Up to be brought to the next 

Board meeting held in public. 
CPO October 2023 

On 7 September 2023 
Board agenda 

 
Action complete 

4 
7 September 

2023 
21.9 

The Trust Secretary to arrange for the stroke team to present 

to the Board regarding speed of thrombolysis and patient 

care. 

TS 
November 

2023 
Due in November 2023 
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TRUST BOARD WORK PLAN 2023/24: Part 1 Apr-23 May-23 Jun-23 Jul-23 Sep-23 Oct-23 Nov-23 Dec-23 Jan-24 Feb-24 Mar-24

Service presentation/patient story ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Trust Chair and Chief Executive’s report ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Performance Report ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Self-certification - Protecting and Expanding Elective Capacity Board Assurance Framework ✓

Integrated Performance Report ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Seven day services – board assurance framework ✓

Bi-annual establishment review – maternity ✓ ✓

Bi-annual establishment review report – adult inpatient wards     ✓ ✓

Annual establishment review report – Paediatrics  ✓

Establishment review - neonates ✓

Perinatal quality surveillance -maternity minimum dataset (quarterly as part of IPR)  ✓ ✓ ✓ ✓

Maternity safety strategy actions and CNST incentive scheme (as required) ✓ ✓ ✓

Annual report: infection prevention and control ✓

Annual report: safeguarding ✓

Outcome of national patient surveys/progress reports

Report on the quality account (ratification of QC approval) ✓

Annual report: end of life care ✓

Annual report: complaints and patient advice and liaison ✓

Annual report: serious incidents and never events ✓

Quarterly learning from deaths report ✓ ✓ ✓ ✓

Annual assurance report: emergency preparedness, resilience and response ✓

Patient Safety Specialist update 

Health inequalities

Annual report: Legal services ✓

Outline and final business cases for capital investment more than £1m (as required)

Ratify proposals for acquisitions, disposals or changes of use and/or buildings (as required)

Approval to open bank accounts (as required)

Finance update ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Research and development update ✓

Public Sector Equality Annual Report ✓

Equality and Diversity WRES & WDES annual reports ✓

EDS3 ✓ ✓

Gender and race pay gap report ✓

Outcome of national staff survey/progress report ✓ ✓

Annual medical appraisal report and statement of compliance ✓

Annual People Strategy update  ✓

Bi-annual freedom to speak up/whistle blowing report ✓ ✓

Guardian of Safe Working Annual Report ✓ ✓

FPPR Report ✓

As required

Aim 3: Great Team

As required

Performance

Aim 1: Best Care

Reports aligned with the publication of results

Aim 2: Best Value 

As required
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Better Care, Delivered Differently update (bi-monthly) ✓ ✓ ✓ ✓ ✓ ✓

Strategic objectives report (quarterly) ✓ ✓ ✓ ✓

Green Plan - annual review ✓ ✓

Redevelopment OBC preferred option decision (tbc)

Development of integrated care partnership update report

ICS governance proposals (tbc)  

Progress update on major capital projects (outline business cases/full business cases)

Approval of the corporate aims and objectives   ✓

Board assurance framework report ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Corporate risk register report ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Board and committee terms of reference and work plans review ✓

Annual review of Board and committee effectiveness ✓

Review of committee structure/governance to deliver strategic objectives

Board engagement report ✓ ✓

Board and committee meeting schedule ✓

Audit Committee annual report ✓

Annual statement of actions taken to prevent slavery and human trafficking ✓

Annual self-certification process ✓

Use of the Trust Seal (via Audit Committee assurance  report) ✓ ✓ ✓ ✓ ✓

Report on standing financial instructions, standing orders and scheme of delegation (via Audit 

Committee assurance report)
✓

Approval of annual report, annual accounts, annual governance statement and quality account 

(via Audit Committee assurance report )
✓

People, Education and Research Committee ✓ ✓ ✓ ✓ ✓ ✓ ✓

Audit Committee ✓ ✓ ✓ ✓ ✓ ✓

Finance and Performance Committee ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Quality Committee ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Trust Management Committee ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Great Place Committee ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Charity Committee ✓ ✓ ✓ ✓ ✓

Charity Committee annual report and accounts ✓

Questions from Hertfordshire Healthwatch ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Questions from the public ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Corporate Trustee meeting ✓ ✓

Assurance reports from committees 

Questions

Aim 4: Great Place 

As required

Risk and governance 

Regulatory
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             Trust Board Meeting 
                                                                     5 October 2023 

 

Title of the paper Chair’s Report 
 

Agenda Item 9 

Presenter Phil Townsend, Chair 
 

Author(s) Barbara Anthony, Trust Secretary 
 

Purpose 
 

For approval  For discussion  For information 

   
 

Executive 
Summary 

This paper provides an update to the Board on items of national and local 
interest/relevance.   
 

Trust strategic 
aims  
 
(please indicate 
which of the 4 
aims is relevant to 
the subject of the 
report) 

Aim 1 
Best care 

 
Objectives 1-4 

Aim 2 
Great team 

 
Objectives 5-8 

Aim 3 
Best value 

 
Objective 9 

Aim 4 
Great place 

 
Objective 10-12 

x x x x 
 

Links to well-led 
key lines of 
enquiry 
 
 
 
 

 Is there the leadership capacity and capability to deliver high quality, 
sustainable care? 

 Is there a clear vision and credible strategy to deliver high quality, 
sustainable care to people, and robust plans to deliver? 

 Is there a culture of high quality, sustainable care? 
x  Are there clear responsibilities, roles and systems of accountability to 
support good governance and management? 

 Are there clear and effective processes for managing risks, issues and 
performance? 
x  Is appropriate and accurate information being effectively processed, 
challenged and acted on? 
x  Are the people who use services, the public, staff and external partners 
engaged and involved to support high quality sustainable services? 

 Are there robust systems and processes for learning, continuous 
improvement and innovation? 

 How well is the trust using its resources? 
 

Previously 
considered by 

Committee/Group Date 

N/A  
 

Action required The Board is asked to receive the report for information.  
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Agenda Item: 9 
 
 
Trust Board Meeting –  5 October 2023  
 
Chair’s report 
 
Presented by: Phil Townsend, Chair  
 
 
 
1 PURPOSE 
 
1.1 The aim of this paper is to provide an update on items of national and local interest/ 

relevance to the Board. 
 
2 NEWS AND DEVELOPMENTS 
 

Celebrating our amazing staff at our annual Stars of Herts awards evening 

2.1 We celebrated many of our amazing shining stars at a glittering staff awards ceremony on 
22 September 2023. The Stars of Herts annual awards evening was a chance to honour, 
recognise and thank our staff and volunteers. The event was hosted by Chief Executive 
Matthew Coats and Non-Executive Director Ginny Edwards at Watford Palace Theatre, 
staff were celebrated across 14 categories.  
 

2.2 Congratulations to everyone who received a nomination. The event would not have been 
possible without the support of our hospitals’ charity Raise and the generosity of our 
sponsors Atos, Briggs & Forrester, McGee, NHS Professionals, GSCI, Hempsons, and 
Hygiene Contracts.  Many thanks to everyone who made this evening a success.  

 
Jonathan Rennison reappointed as a Non-Executive Director for a further 6 months 
 

2.3 Jonathan Rennison, our extremely experienced Vice Chair, has been reappointed as a 
Non-Executive Director for a further six months until July 2024. I am delighted that 
Jonathan will stay with us for this additional time as his experience as a Non-Executive 
Director, particularly as our Maternity Safety Lead, has proved invaluable.  
 

“Your Local NHS” event and the Trust’s AGM 

2.4 On Thursday 9 November 2023, we will be holding a “Your Local NHS” event where a 
number of our teams will be presenting their innovative work. The drop-in event will be 
open from 2pm to 4pm, followed by the presentation of our audited accounts and annual 
report at our AGM from 4.15pm to 5pm.  Everyone is welcome to attend the event and we 
look forward to presenting our achievements to the public.   
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Building cultural awareness and compassion at West Herts 

2.5 We have recently launched our cultural awareness programme to help build a supportive 
and compassionate team at West Herts. Around 80 of our colleagues have joined us so 
far in the first two sessions.  Cultural awareness encompasses a range of principles, 
attitudes and behaviours that enable effective engagement in cross-cultural situations.   

 
Celebrating National Inclusion Week 

2.6 From 25 September 2023, we celebrated National Inclusion Week (NIW) which is 
dedicated to celebrating inclusion and taking action to create inclusive workplaces.  
 

2.7 The theme for this year’s celebrations was ‘take action, make impact’ where several 
initiatives were launched, in addition to those already in place, to promote an inclusive 
environment including our ‘Supporting You’ passport, cultural awareness sessions, 
menopause drop-in café sessions and a set of Inclusive Employers online webinars. 
 

2.8 I am also delighted to note that “Our End Sexism in the Medical Profession” event, which 
took place on 28 September, was attended and filmed by the British Medical Association 
to show the great work the network has achieved. 
 

Marking World Sepsis Day 

2.9 On 13 September, we marked World Sepsis Day – a global day of awareness to combat 
sepsis. Sepsis is a life-threatening condition which affects 245,000 people a year in the 
UK alone and leads to around 48,000 deaths. It claims 11 million lives worldwide, 
equivalent to five deaths every hour. Early treatment saves lives and prompt recognition 
and management is vital.  
 

Marking Organ Donation Week  

2.10 We marked Organ Donation Week between 18 – 22 September 2023, which encourages 
everyone throughout the country to register their donation decision and talk to their 
families about their wishes as almost 7,000 people in the UK need a lifesaving transplant.  
 

2.11 To mark the week, West Herts organ and tissue donation committee launched a 
newsletter, dedicated to raising awareness about organ donation. It was also touching 
that St Albans Cathedral lit up pink during the week and Watford FC joined the cause 
when players candidly addressed questions about organ donation, showing their 
commitment to this vital cause.   
 

Marking World Patient Safety Day 
 

2.12 We marked World Patient Safety Day on 17 September 2023 which called for global 
solidarity and concerted action by all countries to improve patient safety. This year’s 
theme was engaging patients for patient safety. Our patient experience team marked the 
day by holding a stand for patients, staff and visitors. 

 
3 Community News 

Local builders skydive to raise funds for Raise 

3.1 I would like to thank local builders Briggs & Forrester who recently took to the skies to 

raise money for our hospital charity Raise. Members from their team jumped 10,000ft on 
a skydive raising over £1,500 to support our patients. 
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4 Hertfordshire and West Essex ICS 
 

4.1 I work very closely with the ICB Chair and Chairs of all system partner trusts, particularly 
Central London Community Healthcare (CLCH) and East & North Hertfordshire NHS Trust 
(E&NHT). Both Angela Greatley, Chair of CLCH and Ellen Schroder, Chair of E&NHT 
have announced that they are stepping down as Chairs of their current trusts. I would like 
to thank them both for their professionalism and collaborative manner and I wish them all 
the best for the future.   
 

4.2 The latest edition of the Hertfordshire and West Essex ICB update can found here 
https://hertsandwestessex.icb.nhs.uk/homepage/24/hertfordshire-and-west-essex-icb-
update and demonstrates the work that system partners are undertaking to improve and 
development services for local communities. 

 
5 BOARD NEWS 

 
Board visit programme: 
 

5.1 As part of the monthly Board visit programme, the Board visited the following areas on 7 
September 2023: 

• Katherine Ward 

• Delirium Pathway 

• Control Centre 

• Medical Simulation 
 

6 Chair’s meetings: 
   

6.1 I have attended the following meetings since the report to the last Board meeting: 

• Herts Chairs’ meeting 

• AFM planning meeting 

• Governance meetings 
 

7 RECOMMENDATION 
 

7.1 The Board is asked to receive the report for information. 
 
Phil Townsend 
Chair 

 
September 2023 
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Trust Board Meeting 
5 October 2023 

 

Title of the paper Chief Executive’s Report 
 

Agenda Item 10 
 

Presenter Matthew Coats, Chief Executive 
 

Author(s) Barbara Anthony, Trust Secretary 
 

Purpose 
 

For approval  For discussion  For information 

  ✓ 
 

Executive 
Summary 

The aim of this paper is to provide an update to the Board on items of national 
and local interest/relevance since the last meeting.  The information in the 
report is drawn from a variety of sources, including information published by 
NHS England, DHSC, NHS Providers and the CQC.  
 

Trust strategic 
aims  
 
(please indicate 
which of the 4 
aims is relevant to 
the subject of the 
report) 

Aim 1 
Best care 

 
Objectives 1-4 

Aim 2 
Great team 

 
Objectives 5-8 

Aim 3 
Best value 

 
Objective 9 

Aim 4 
Great place 

 
Objective 10-12 

x x x x 
 

Links to well-led 
key lines of 
enquiry 
 
 
 
 

✓ Is there the leadership capacity and capability to deliver high quality, 
sustainable care? 
✓ Is there a clear vision and credible strategy to deliver high quality, 
sustainable care to people, and robust plans to deliver? 
✓ Is there a culture of high quality, sustainable care? 
✓ Are there clear responsibilities, roles and systems of accountability to 
support good governance and management? 
✓ Are there clear and effective processes for managing risks, issues and 
performance? 
✓ Is appropriate and accurate information being effectively processed, 
challenged and acted on? 
✓ Are the people who use services, the public, staff and external partners 
engaged and involved to support high quality sustainable services? 
✓ Are there robust systems and processes for learning, continuous 
improvement and innovation? 
✓ How well is the trust using its resources? 
 

Previously 
considered by 

Committee/Group Date 

N/A  
 

Action required The Board is asked to receive the report for information.  
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Agenda Item: 10 

 
Trust Board Meeting – 5 October 2023  
 
Chief Executive’s report 
 
Presented by: Matthew Coats, Chief Executive Officer 
 
 

1 PURPOSE 

1.1 The aim of this paper is to provide an update on items of national and local interest/ of 
relevance to the Board 

2 KEY ISSUES 

Conviction of Lucy Letby 

2.1 Last month, I started my report by conveying how the Board had been shocked by Lucy 
Letby’s crimes and the immediate steps that we had taken to support our staff.  I would like 
to reassure the Board that a paper was taken to Quality Committee on 31 August 2023 which 
set out the Trust’s initial response to the five actions identified for urgent and proper 
implementation in light of the verdict returned on 18 August 2023.  
 

2.2 The Board will receive a report today on the steps it has taken following a Board 
Development Session with the National Freedom to Speak Up Guardian in early August 
2023.  

Patient care across the Trust 

2.3 I would like to thank all of our staff for their continued hard work, particularly during the 
periods of further industrial action that we have faced.  The commitment that our staff show 
during these challenging times must not be underestimated.  Our staff are showing incredible 
teamworking by filling extra shifts and are taking on additional responsibilities to ensure that 
we can provide a safe service to those in crisis and most in need.  

2.4 We recognise our colleagues’ right to participate in industrial action and encourage all of our 
staff to work together and treat each other with kindness and professionalism.  

 

On-going demand and capacity 

2.5 Our staff have continued to work extremely hard to improve the performance of the 
Emergency Department (ED) and this has improved our ambulance handover performance.  
Although we are continuing to face challenges due a number of factors, the overall ED 
performance is showing encouraging signs of improvement over recent weeks.  

2.6 Our focus remains on improving patient flow and the speed at which patients are able to 
move through our Accident and Emergency Department and wards.  Our discharge levels 
remain the same and we continue to work with our system partners on maintaining and 
improving these levels through joint working and community care. I remain very grateful to 
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ED staff and ward staff for their hard work and commitment to sustain and build on the 
improvements that we have made to date.    

2.7 We have seen an improvement in planned care, and we are performing well on reducing the 
number of long wait patients on our waiting list.  Thank you to our staff who are working 
tirelessly to improve our performance and treat as many planned patients as possible within 
our available resources.   

3 CHIEF OFFICERS UPDATES  

Chief Financial Officer 

Financial position 

3.1 Despite securing full funding for the capital project of rebuilding Watford General Hospital, 
the Trust has faced financial challenges in its revenue account. To address this, Committees 
have devised a plan to slow down spending and collaborate with System partners to improve 
emergency response management. Inflation increases have also posed challenges to the 
capital programme, however, the Trust has successfully maintained progress. Additional 
details can be found in the finance update and other reports. 

 

Road re-opens 

3.2 I am pleased to confirm that repairs to the road caused by subsidence outside the main 
hospital building (PMoK) at Watford General Hospital have been completed. The subsidence 
was caused by an underground leak from a mains water pipe installed 50 years ago. The 
leaking pipe has been repaired and extensive deep subsurface stabilising work has been 
undertaken to strengthen the road and protect the vital infrastructure services that run 
beneath it. 

3.3 Thank you to the Environment Division and many other teams for managing this programme 
of work and for helping our patients and visitors access the site during the repair work. 

Chief Nurse 

Patient Safety Incident Response Framework (PSIRF) 

3.4 All NHS trusts and providers are preparing for the introduction of a new Patient Safety 
Incident Response Framework (PSIRF). PSIRF is a major step towards establishing a safety 
management system across the whole of the NHS. The PSIRF brings together four key aims: 
 

• Compassionate engagement and involvement of those affected by patient safety 
incidents. 

• Application of a range of system-based approaches to learning from patient safety 
incidents 

• Considered and proportionate responses to patient safety incidents 

• Supportive oversight focused on strengthening response system functioning and 
improvement. 
 

3.5 From October 2023, we will start to use the PSIRF to identify learning and make 
improvements following a patient safety incident. To ensure that the process is rolled out 
successfully, we have negotiated a slight extension with the ICB on the original 1 October 
2023 start date with the aim of PSIRF being fully established by the end of October 2023. 
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Chief People Officer 

WellFest 2023 

3.6 WellFest made a welcome return on 11 - 15 September 2023.  There were a number of 
wellbeing activities held for staff, with opportunities to improve their mental and physical 
wellbeing, explore self-care and find out about activities, services and tools to take it further. 

3.7 Wild Ivy Retreats brought their retreat experience into the workplace, which allowed staff to 
briefly step out of their busy work environment and into a haven of calm. The event proved to 
be so popular that additional massage days were organised for staff.  

Launch of winter flu and covid vaccination campaign 

3.8 We launched our autumn/winter flu and Covid-19 campaign on 22 September 2023.  These 
vaccinations are offered to our staff to reduce the risk of contracting the flu virus or Covid-19 
and transmitting it to patients or family members. I would like to sincerely thank our fantastic 
team of peer vaccinators without whom we would not be able to run this campaign.  
 

Industrial Action  

3.9 We have recently had further industrial action undertaken by consultants, junior doctors and 
radiographers. More action is planned between the 2 - 5 October 2023 for consultants and 
junior doctors with the Society of Radiographers taking action between 3 - 5 October. 
Divisions alongside support from HR and Emergency planning continue to work on mitigation 

plans to minimise the impact on our patients and services.  

Staff Survey  
 

3.10 The national staff survey was launched on 25 September 2023 and will be open for staff to 
provide their feedback for a period of nine weeks. There has been a significant focus on 
listening to staff and taking action within our strategy of ‘You Said, We Did’. The areas of 
continued focus will be:  

 

• Addressing bullying & harassment  

• Enhancing staff facilities 

• Upgrading IT equipment 

• Expanding training opportunities 

• Fostering a compassionate culture 
 

3.11 The survey for 2023 will provide some additional local questions on the subjects of rest areas 
and deployment of staff. In addition, there is a new national question that will be applicable to 
all organisations – ‘In the last 12 months, how many times have you been the target of 
unwanted behaviour of a sexual nature in the work place? This may include offensive or 
inappropriate sexualised conversation (including jokes), touching or assault?’  
 

Report on Sexual Assault Review and Signing NHS England Sexual Safety Charter   

 
3.12 On 5 September 2023, the NHS launched the first-ever sexual safety charter to help protect 

staff who have suffered harassment or inappropriate behaviour. The charter is an agreement 
with ten pledges including commitments to provide staff with clear reporting mechanisms, 
training, and support. 

 
3.13 We are already undertaking a lot of positive work within the remit of sexism in medicine led 

by Consultant, Rachel Hoey. We also continue to provide staff opportunities to speak up 
through various channels including Freedom to Speak Up Guardian and champions and are 
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looking at what further measures we can undertake within the remit of the NHS England’s 
sexual safety charter.  

 

4 NEWS AND DEVELOPMENTS 
 

Congratulations to our Chief Nurse Fellows.  

4.1 Congratulations to all our staff who have successfully completed our Chief Nurse Fellowship 
programme. This is designed for band six nurses, midwives and allied health professionals, 
empowering them to improve patient care while giving them the opportunity to progress in 
their careers. 

4.2 The programme provides staff with the foundations needed to progress within leadership 
roles. Running over nine months, the programme also allows the fellows to take part in a 
quality improvement project in their specialist area of practice.  

Healthcare support workers receive prestigious Chief Nursing Officer Award 

4.3 Congratulations to five of our healthcare support workers who have been honoured with a 
Chief Nursing Officer Award. The award recognises the significant and outstanding 
contribution made by healthcare support workers and celebrates how they consistently 
demonstrate the NHS values in their everyday roles.  

4.4 Catherine Morgan OBE, Chief Nurse for East of England region, presented the healthcare 
support workers with a certificate and badge to mark their dedication to their profession.  

Trust paediatrician wins unsung hero award. 

4.5 Congratulations to paediatrician Dr Nirmala Costa-Fernandes who won the unsung hero 
award at the Paediatric Awards For Training Achievements (PAFTAs), which celebrate 
training excellence across the East of England and recognise the very best in paediatric 
training.  
 

4.6 A number of our consultants were nominated as unsung heroes and our paediatric 
consultant team were also nominated as one of the best training departments in the region. 
Congratulations to everyone in that team. 

 

Simulation team wins top national award 

4.7 Congratulations to our simulation team who have won a national award for their 
groundbreaking programme that trains staff through simulation-based education. 
 

4.8 The team won the Academi Wales award for ‘excellence in organisational development’ in 
the Healthcare People Management Association (HPMA) Excellence in People Awards 2023. 
The initiative offers staff a dynamic learning environment in a simulated setting that closely 
mirrors real-life scenarios. There is a particular focus on teamwork and training 
multidisciplinary teams together.  
 

 

5 NATIONAL DEVELOPMENTS 
 
£200 million to boost NHS resilience and care this winter 

 
5.1 The UK government has invested £200 million in the NHS to boost resilience and ensure 

patients receive the care they need this winter. This comes after the Prime Minister and 
Health and Social Care Secretary met with clinical leaders and NHS chiefs to drive forward 
planning to ease pressures in urgent and emergency care while protecting waiting list 
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targets. Winter is the busiest time for the NHS, with increased pressures from flu, COVID-19, 
and seasonal illness combined with ongoing pressure from industrial action.  

5.2 The urgent and emergency care recovery plan announced earlier this year was backed by £1 
billion to boost capacity in the health system by providing 5,000 additional beds, 800 new 
ambulances, and 10,000 virtual wards. Significant progress has been made, with category 2 
ambulance response times now 27 minutes faster, 2,500 more general and acute beds, 
9,700 virtual ward beds available, and 1,500 fewer people stuck in hospital when they are 
medically fit to be discharged. 

5.3 The government remains committed to cutting waiting lists, with good progress made on the 
elective recovery plan with 2-year and 18-month waits eliminated so far. Additionally, £40 
million is being invested to improve social care capacity, strengthen admissions avoidance 
services, and boost discharge rates, targeting areas with the greatest urgent and emergency 
care challenges. Local authorities can bid for the £40 million to help boost adult social care 
provision over the winter months. 

5.4 Adaptation grants support 50,000 people a year and help people be discharged from hospital 
quicker, cutting waiting times, one of the government's top 5 priorities. 

Government delivers extra £50 million home adaptation funding 
 
5.5 £50 million has been allocated to local authorities to help older people and those with 

disabilities live safely and independently in their homes. The funding, delivered jointly by the 
Department of Health and Social Care and the Department for Levelling Up, Housing and 
Communities (DLUHC), will enable eligible disabled people of all ages to apply for grants to 
adapt their homes. The funding is available to homeowners, private renters, and those in 
social housing through the Disabled Facilities Grant. Since 2010, there have been almost 
half a million home adaptions, backed by £4.8 billion in funding.  

 
5.6 The £50 million is the first tranche of a £102 million investment over two years that will 

enable local authorities to provide additional services that are agile, make minor adaptations 
quickly, and support speedier hospital discharge. This will help reduce waiting times, 
especially as the health service approaches the winter months, when pressure on the NHS 

increases. 
 

CQC update on Regulatory transformation 

5.7 The CQC is developing a new regulatory approach and planning for roll-out by partnering 
with providers to finalise guidance on new assessments. The next part of their guidance to 
be published  will  focus on the types of evidence needed for assessing each quality 
statement. The majority of providers are expected to have around eight weeks between 
publishing the final guidance and starting the new assessment approach.  
 

5.8 The CQC plans to go live with new assessments for pilot sites in the South first, with live 
assessments expected to begin in mid-November. In the meantime, the CQC will continue 
with other risk response measures and take appropriate action. A new provider portal will be 
available soon and tested with a small group of providers before being opened to others.  
 

5.9 The CQC will continue to reflect on feedback around consistency, simpler processes, easier 
contact methods, transparency, and the ability to change ratings quickly. 
 

Government to introduce legal costs cap to support victims 

5.10 Legal costs in lower damages clinical negligence claims will be capped to support victims, 
speed up justice, protect taxpayers, and NHS England cash. Claimants' legal costs have 
risen four-fold in the past 16 years, and NHS England's spending on clinical negligence 
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claims has also increased.  

 
5.11 The government has decided to introduce a system of fixed recoverable costs to save £500 

million over the next decade, which could be spent on patient care. The new rules will not 
impact higher value claims and will only affect the level of claimants' legal costs, not the 

compensation for the claimant. The new rules are expected to come into force in April 2024. 
 

6 RECOMMENDATION 
 

6.1 The Board is asked to receive the report for information. 
 

 
Matthew Coats 
Chief Executive 
 
 
September 2023 
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                                                            Trust Board Meeting 
  

                                                   5 October 2023 
 

Title of the paper Board Assurance Framework report  

Agenda Item 11 

Presenter Matthew Coats, Chief Executive Officer 

Author Barbara Anthony, Trust Secretary 

Purpose 
For approval  For discussion  For information 

✓   

 

Executive 
Summary 

The Board approved the corporate aims and objectives for 2022/23 on 7 April 

2022. The BAF dashboard and detailed risks are attached for the Board to 

approve.   

The risks have been discussed at the Finance and Performance Committee, 

Quality and Safety Committee on 28 September 2023.    

The Board is asked to note the narrative updates to the Finance and 

Performance Committee, Quality and Safety Committee and Redevelopment 

Programme Committee risks.  

This report is to provide the Board with assurance that risks to achieving the 

Trust’s strategic objectives are being appropriately mitigated, to consider those 

elements that report direct to Board and any recommendations of changes 

from assurance committees. 

 

Trust strategic 
aims  

 

Aim 1 
Best care 

 
Objectives 1-4 

Aim 2 
Great team 

 
Objectives 5-8 

Aim 3 
Best value 

 
Objective 9 

Aim 4 
Great place 

 
Objective 10-12 

x x x x 
 

Links to well-led ☒Is there the leadership capacity and capability to deliver high quality, 

sustainable care? 
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key lines of 
enquiry 

 

☒Is there a clear vision and credible strategy to deliver high quality, 

sustainable care to people, and robust plans to deliver? 

☒Is there a culture of high quality, sustainable care? 

☒Are there clear responsibilities, roles and systems of accountability to 

support good governance and management? 

☒Are there clear and effective processes for managing risks, issues and 

performance? 

☒Is appropriate and accurate information being effectively processed, 

challenged and acted on? 

☒Are the people who use services, the public, staff and external partners 

engaged and involved to support high quality sustainable services? 

☒Are there robust systems and processes for learning, continuous 

improvement and innovation? 

☒How well is the trust using its resources? 

 
 

Previously 
considered by 

• Finance and Performance Committee – 28 September 2023 

• Quality & Safety Committee – 28 September 2023 

Action required 
 
The Board is asked to consider and approve the latest version of the BAF. 
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Agenda Item: 11 
 
Trust Board meeting – 5 October 2023 
 
Board Assurance Framework report 
 
Presented by:  Matthew Coats, Chief Executive Officer 
 
 
1. Purpose  

 
1.1 This report aims to provide the Board with assurance that risks to achieving the Trust’s 

objectives are being appropriately mitigated, to consider those elements that report 
direct to Board and any recommended changes from the committees. 
 

2. Background 
 

2.1 All NHS Trusts are required to use a Board Assurance Framework (BAF), not least 
because it has been proven good practice for many years in both healthcare and a 
whole range of complicated high-risk organisations. The BAF is a ‘live’ document that 
changes over time, and it picks up all the controls that the Trust has in place to manage, 
minimise and/or remove the identified risks and points towards concise and 
comprehensive evidence that the controls are working. 
 

2.2 The BAF forms part of the Trust’s overall board assurance and integrated risk 
management arrangements. It brings together three things:  
 

• The Trust’s four aims and 11 underpinning strategic objectives 

• A headline summary of all the issues (risks) that might get in the way of achieving 
those objectives. 

• A headline summary of what the Trust is doing about those issues, along with a 
concise description of how the Board can be assured that what is being doing is 
working. 
 

2.3 Where appropriate the BAF is cross-referenced against operational risks on the 
corporate risk register. It should be noted that the BAF and corporate risk register are 
complementary but not the same thing.    
 

2.4 The difference between ‘assurance’ and ‘reassurance’ is vital to make the BAF work.   
Reassurance is when someone tells you all’s well; assurance is when they tell you 
what’s happening, show you the evidence and you can judge for yourself if all’s well. The 
diagram below demonstrates this in more detail. 

Reassurance  Assurance 
 
 
• It is OK because management 

say it is 

• Strong management 
personalities may dominate 

• Track record of success 

• Professional background or 
expertise 

• No contradictory evidence 
 

• It is OK because how management 
have responded to questions from 
the Board has given me confidence 
by: 

− Clear and logical explanations from 
Board members 

− What has happened; why it has 
happened and what is the response 

− Management explanations are 
consistent 

It is OK because I have 
reviewed various reliable 
sources of information, such 
as: 

− Independent information 
source 

− Evidence of historical 
progress, outcomes 

− Triangulation with other 
information 
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2.5 The BAF comprises of a dashboard, which makes reference to the risk statement and 

risk score matrix, and an in-depth template for each risk. These are dynamic documents 
and are used by the Board and assurance committees to influence decision making at 
an individual risk level.  
 

3. Monthly review 
 
3.1 The BAF is reviewed monthly by the Board. The risk descriptions, gaps in controls and 

assurances, areas of challenge and mitigations were reviewed and updated by executive 
leads in October 2022.  

 
3.2 Elements of the BAF were reviewed on 28 September 2023 by the Quality and Safety 

Committee and Finance and Performance Committee. 

3.3 The Board approved the reduction in risk scores for BAF 1 (Fragile services), BAF 2 
(Sufficient elective and diagnostic capacity) and BAF 4 (Insufficient staffing) at its Board 
meeting on 2 February 2023. No further changes have been made to the risk scores 
within the BAF this month.  

3.4 Minor changes have been made to the narrative of BAF risk 2 (emergency demand) and 
BAF risk 3 (elective capacity) (See paper 11.2 for further details of QC risks) 
 

3.5 The Finance and Performance Committee (FPC) did not recommend any changes to the 
risk scores for BAF risk numbers 7, 8 and 9. (See paper 11.3 for further detail of FPC 
risks). 

 
3.6 The Board approved the reduction in PERC risk scores on 2 March 2023 for the 

following risks: 

 
• BAF 10 (engagement and inclusion with staff will be affected negatively where 

we do not support and celebrate cultural diversity and demonstrate opportunities 
across all areas of our workforce to ensure it is representative),  

• BAF 11 (sustainable staffing and improved levels of retention will be affected if 
we do not invest internally in a positive workplace experience, staff development 
and externally in local and international candidate opportunities) and  

• BAF 12 (the morale and retention of our skilled workforce is at risk if we do not 
support and prioritise learning and career opportunities for our staff in order to 
maintain and enhance development and reduce staff turnover) 

 
No further changes have been made to the narrative for the risks since they were 
reviewed at June committee.  (See paper 11.4 for further detail of PERC risks).   

 
3.7 There are no areas of extreme risk (red) identified on the BAF. 10 risks are currently 

assessed as high (amber). Only limited assurance can be gained by the Board for these 
risks.  
 

4. Risks  
 
4.1 There is a risk that failure to keep effective oversight of the Trust’s key risks may lead to 

the Trust not achieving its organisational strategic aims and objectives. 
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5. Recommendation  
 

5.1 The Board is asked to consider and approve: 
 

• the revised version of the BAF. 
 

 
Matthew Coats 
Chief Executive Officer 
 
September 2023 
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BOARD ASSURANCE FRAMEWORK FOR 2022-23 

    

Trust Board Dashboard 

Strategic 

Aim/Priority 

Risk 

no 

Risk description Executive 

Lead/ 

Committee 

Link to 

CRR 

Risk Score (L x C) 

Residual 

April 22 

Jun/
July 
22 

Aug/
Sep 
22 

Oct
/N
ov 
22 

Dec/
Jan 
23 

Feb/
Mar 
23 

April/
May 
23 

June/ 
July 23 

Aug/ 
Sept 
23 

Target 
(03/ 
2024) 

B
es

t 
C

ar
e 

R
es

ili
en

t 

Se
rv

ic
e

s 

1 If we do not work with acute partners, then we won’t be 

able to strengthen fragile services, recover our acute 

waiting list and improve patient outcomes.  

Toby Hyde / 

QSC 

 20 

(5 x 4) 

HIGH 

20 

 

20 

 

20 16 16 16 16 16 12 

(3 x 4) 

Mod 

Im
p

ro
vi

n
g 

ac
ce

ss
 t

o
 c

ar
e 

2 If the Trust and wider system does not have sufficient 

elective and diagnostic capacity, then its waiting lists 

will increase, and patients will be unable to access 

timely care. 

Mary Bhatti/ 

QSC 

4019 

4496 

4497 

20 

(5 x 4) 

HIGH 

20 

 

20 

 

20    16 16 16 16 16 9 

(3 x 3) 

Low 

3 If the number of non-elective patients continues to 

rise, then this will detrimentally affect the Trust and 

wider system’s ability to treat elective patients and 

reduce its waiting lists for elective care.  

Mary Bhatti/ 

QSC 

 

3828 

4444 

20 

(5 x 4) 

HIGH 

20 

 

20 

 

20 20 20 20 20 20 9 

(3 x 3) 

Low 

4 If we have insufficient staff because of low morale, 

inability to recruit or no enthusiasm for additional 

work, then we will be unable carry out additional 

elective work and reduce our waiting lists.   

Andrew 

McMenemy

/ 

QSC 

 20 

(5 x 4) 

HIGH 

20 

 

20 

 

20    16 16 16 16 16 12 

(3 x 4) 

Mod 

R
e

d
u

ci
n

g 

in
e

q
u

al
it

ie
s 

5 If the Trust does not engage collaboratively with its 

patients and local communities, in the planning and 

delivery of care and services, then it may not meet the 

needs of its diverse population resulting in the 

exacerbation of health inequalities.  

Kelly 

McGovern/ 

QSC 

 9 

(3 x 3) 

Mod 

9 

 

 

 

9 9 9 9 9 9 9 6 

(3 x 2) 

Low 

Tr
an

sf
o

rm
in

g 
o

u
r 

se
rv

ic
es

 

6 If we do not work with partners to transform our services, 

then we will not have sufficient capacity to provide safe and 

effective care to our patients. 

Toby Hyde / 

QSC 

 20 

4 x 5 

HIGH 

 

 

20 20 

 

20    20 20 20 20 20 10 

2 x 5 

Mod 

B
es

t 
V

al
u

e
 

En
su

re
 w

e 
ca

n
 

m
ee

t 
th

e 
h

ea
lt

h
 

n
ee

d
s 

o
f 

o
u

r 

p
o

p
u

la
ti

o
n

 w
it

h
in

 

o
u

r 
b

u
d

ge
t 

o
n

 a
n

 

o
n

-g
o

in
g 

b
as

is
 

7 Failure to agree a plan between the Integrated Care System 

and the Trust Board to reasonably support the balancing of 

this year’s revenue income with revenue expenditure, when 

safely responding to expected patient demand.  

Don 

Richards/ 

FPC 

 12 

(3 x 4) 

Mod 

16 

4 x 4 

High 

 

12 

3 x 4 

Mod 

12 

 

   12 12 12 12 12 8 

(2 x 4) 

Mod 

8 Failure to take corrective action to manage Don  16 16 16 16    16 16 16 16 16 8 
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internal/external factors, may result in the trust being 

unable to adhere to the agreed financial plan. 

Richards/ 

FPC 

(4 x 4) 

High 

 

 

 (2 x 4) 

Mod 

9 Failure to agree a realistic long term financial plan that is 

consistent with ICB long-term allocations compromising the 

ability to transform the estate and services to meet the 

longer term needs of the population.  

Don 

Richards/ 

FPC 

 12 

(3 x 4) 

Mod 

12 

 

 

12 12    12 12 12 12 12 8 

(2 x 4) 

Mod 

G
re

at
 T

ea
m

 

C
u

lt
u

re
 o

f 
in

cl
u

si
o

n
 

an
d

 d
iv

er
si

ty
 

10 Engagement and inclusion with staff will be affected 
negatively where we do not support and celebrate cultural 
diversity and demonstrate opportunities across all areas of 
our workforce to ensure it is representative.  

Andrew 
McMenemy
/ 
 
PERC 

 12 
(4 x 3) 
Mod 

12 
 
 

12   12    12 9 9 9 9 6 
(3 x 2) 

Low 

Im
p

ro
ve

 w
o

rk
fo

rc
e 

su
st

ai
n

ab
ili

ty
 

11 Sustainable staffing and improved levels of retention will be 
affected if we do not invest internally in a positive workplace 
experience, staff development and externally in local and 
international candidate opportunities.   

Andrew 
McMenemy 
/ 
 
PERC 

 16 
(4 x 4) 
HIGH 

16 
 

16  16  16 12 12 12 12 8 
4 x 2 

D
e

ve
lo

p
 a

s 
a 

le
ar

n
in

g 

o
rg

an
is

at
io

n
 

12 The morale and retention of our skilled workforce is at risk if 
we do not support and prioritise learning and career 
opportunities for our staff in order to maintain and enhance 
development and reduce staff turnover.  

Andrew 
McMenemy 
/ 
 
PERC 

 16 
(4 x 4) 
HIGH 

16 16  16  16 12 12 12 12 8 
4 x2 

G
re

at
 P

la
ce

 

D
ig

it
al

 a
n

d
 IT

 

in
n

o
va

ti
o

n
 13 If the Trust is unable to secure sufficient funding to 

support its digital strategy, then its ability to transform 

its services will be affected.   

 

Paul 

Bannister

/ 

RPC 

 15 

(5 x 3) 

15 

 

15 15  15 15 15 15 15 6 

2 x 3 

R
e

d
ev

el
o

p
 o

u
r 

h
o

sp
it

al
s 

14 If the confirmation of our capital allocation is delayed, it 

could lead to increased risk to the safe operation of the 

existing Watford hospital. 

Alex 

White/ 

RPC 

 20 

(5 x 4) 

20 

 

 

 

20 20 20 20 20 20 20 12 

3 x 4 

En
vi

ro
n

m
e

n
ta

l 

Su
st

ai
n

ab
ili

ty
 

15 If we do not minimise the Trust’s adverse impact on the 

environment, then we may suffer reputational damage, 

cause increased pollution within our local and wider 

community and lose out on cost saving opportunities.  

Toby 

Hyde/ 

RPC 

 9 

(3 x 3) 

9 9    9 9 9 9 9 9 4 
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Risk Matrix 
Likelihood/ 
Frequency 

Consequence/Impact 

Insignificant  
1  

Minor  
2  

Moderate  
3 

 Major  
4  

Catastrophic 
 5 

5 
Almost 
Certain 

5 
Moderate 

10 
Moderate 

15 
High 

20 
High 

25 
Extreme 

4 
Likely 

4 
Low  

8 
Moderate 

12 
Moderate 

16 
High 

20 
High 

3 
Possible 

3 
Very Low 

6 
Low 

9 
Moderate 

12 
Moderate 

15 
High  

2 
Unlikely 

2 
Very Low 

4 
Low 

6 
Low 

8 
Moderate 

10 
Moderate 

1 
Rare 

1 
Very Low 

2 
Very Low 

3 
Very Low 

4 
Low 

5 
Moderate 
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Risk appetite statement  

 
 

West Hertfordshire Hospitals NHS Trust recognises that its long term sustainability depends upon the delivery 
of its strategy ambitions and its relationships with its service users, carers, staff, public and partners.  As such, 
the Trust will not accept risks that materially provide a negative impact on quality.  
 
However, the Trust has a greater appetite to take considered risks in terms of their impact on organisational 
issues.  The Trust has a greater appetite to pursue commercial gain, partnerships, clinical and digital 
innovation, financial/value for money and reputational risk in terms of its willingness to take opportunities 
where positive gains can be anticipated, within the constraints of the regulatory environment. The Trust 
accepts a higher-than-normal risk appetite in relation to redeveloping its estate, due to the age and condition. 
 
The Threshold Matrix explains the level of risk appetite that the Board is prepared to accept for each category.   
 
Threshold Matrix 

 

Risk appetite  What this means 

Very low 

 

The Board is not prepared to accept uncertainty of outcomes for this type of 

risk. 

 

Low The Board accepts that a level of uncertainty exists but expects that risks 

are managed to a level that may not substantially impede the ability to 

achieve objectives. 

 

Moderate  

 

The Board accepts a moderate level of uncertainty but expects that risks are 

managed to a level that may only delay or disrupt the achievement of 

objectives but will not stop their progress.   

High The Board accepts a high level of uncertainty and expects that risks may 

only be managed to a level that may significantly impede the ability to 

achieve objectives.  

 

Category  Risk Appetite Risk 

Appetite 

Score  

Quality safety VERY LOW risk appetite for risks that may compromise safety 

such as patient harm, infection control, pressure sores and 

learning lessons. 

 

1 - 5 

Affordability VERY LOW risk appetite for unaffordable items which would 

affect the financial sustainability of the organisation.   

1-5 
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Quality effectiveness LOW risk appetite for risks that may compromise the delivery of 

outcomes for service users such as outcomes, delays, 

cancellations or operational targets and performance.  

 

6 - 9 

Statutory compliance LOW risk appetite for risks that may affect statutory compliance 

such as Information Commissioner, CQC, H&S, professional 

standards and external certifications. 

 

6 - 9 

VFM LOW risk appetite for affordable patient safety items where there 

is a degree of subjectivity regarding assessment of VFM.        

 

6-9 

Workforce recruitment 

and retention 

 

LOW risk appetite for risks that would affect equal opportunity 

and diversity and compromise fair recruitment and attractiveness 

of Trust as employer of choice.   

 

6-9 

Clinical innovation MODERATE risk appetite for clinical innovation that does not 

compromise quality of care 

 

10 - 12 

Compliance/regulatory MODERATE risk appetite for compliance/regulatory risks where 

there are no risks or compromise in quality safety  

 

10 - 12 

Reputation MODERATE risk appetite for actions and decisions taken in the 

interest of ensuring quality and sustainability which may affect 

the reputation of the organisation  

 

10 - 12 

Quality experience MODERATE risk appetite for risks that may affect the experience 

of service users  

 

10 - 12 

Workforce innovation MODERATE risk appetite for actions and decisions taken to 

improve workforce health and wellbeing and future staffing 

requirements.   

 

10 - 12 

Partnerships HIGH risk appetite for partnerships which may support and 

benefit the people the Trust serves 

 

15 - 25 

Commercial HIGH risk appetite for commercial gain whilst ensuring quality 

and sustainability to service users 

15 - 25 

Digital innovation HIGH risk appetite for digital innovation that challenges current 

working practices in support of digital systems that will produce 

benefits for the organisation.  

15 - 25 
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BAF Risk 1 If we do not work with acute partners, then we won’t be able to strengthen fragile services, recover our acute waiting list and improve patient outcomes. 

Strategic Priority Resilient Services     Risk Score 

Review Date Monthly  Residual Apr/May  Jun/July Aug/Sep Oct/Nov Dec/Jan Feb/Mar Apr/May June/July Aug/Sept Target 
(2024) 

Exec Lead Toby Hyde  20 
(5 x 4) 

20 20 20 20 16 
 

16 16 16 16 12 
(3 x 4) Reporting  Committee Quality Committee  

Context  Gaps in Control and Assurance 

 
The new legislation has an expectation of acute providers improving their 
collaboration with each other.    
 
The pandemic has significantly impacted the provision of services.  Collectively, we 
have extremely high waiting lists which will require a coordinated approach across 
the acute trusts in our Integrated Care System.   
 
Some of our more specialised services serve relatively low patient numbers which 
makes it more difficult for them to withstand increased service pressures, such as 
staffing and resource issues, which leads to fragility.  Pooling our resources with 
other acute providers would strengthen these services, create greater resilience, 
and provide better patient experience and outcomes.   
 

  
Some services lack a standard operating procedure for out of hours services with no contract in place with a tertiary 
provider. 

Scoring 
The risk score has been reduced to 16 (4(L) x 4(C)).  I.e., That it is likely that the risk will probably happen/recur, but it is not a persisting issue. 
The consequence is assessed as “Major - uncertain delivery of key objective/service due to lack of staff, loss of key staff and very low staff morale if unresolved.”  
 
For the risk score to reduce, the likelihood score must reduce “Possible - might happen or recur occasionally” to reach the target likelihood score. The consequence rating would need to reduce to “Moderate - 
late delivery of key objective/ service due to lack of staff and low staff morale.  Presently, the risk score has been reduced to 16 as the risk of not working with acute partners to strengthen fragile services will 
probably happen but is not a persistent risk that could negatively affect patient outcomes if unresolved. 

 

  Progress 

Positive progress including future opportunities Current challenges including future risks How challenges are being managed 

The collaborative surgical hub has been approved and 
is progressing, which will strengthen our ability to 
recover elective performance, reduce the impact of 
unplanned care demand on surgical activity and 
improve patient outcomes. The hub has appointed a 
Programme Director.  
 
The risk score has been reduced to 16 to reflect the 
approval of the collaborative hub.   
 
 
 
 
 
 

Limited resources mean that actions identified in the acute strategy 
will need to be prioritised.  
 
Developing an elective hub, that meets the immediate waiting list 
needs of the population, within the available capital envelope.    

Twice weekly elective hub group meetings attended by all three acutes and ICS. 
 
Challenge will be managed by Programme Senior Leadership Team.  
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BAF Risk 2  If the Trust and wider system does not have sufficient elective and diagnostic capacity, then its waiting lists will increase, and patients will be unable to access timely 

care. 

Strategic Priority Improving access to care     Risk Score 

Review Date Monthly  Residual Apr/May Jun/July Aug/Sep Oct/Nov Dec/Jan Feb/Mar Apr/May June/July Aug/Sept Target 

Exec Lead Mary Bhatti  20 
(5 x 4) 

20 20 20 20 16 16 16 16 16 9 
(3 x 3) 

Reporting Committee Quality Committee     

Context   Gaps in Control and Assurance 

We are in a recovery phase after 2 years of covid-19. The national stand-down 
directive for elective care and increase in referrals means that we now have a 
backlog of patients waiting to be treated.   
 

Referral rates have increased as more patients access GP care again.  However, 
there is a trend of more complex referrals being received because patients have 
delayed seeing their GPs.   This increased level of clinical complexity has required 
more diagnostic work up and surgical intervention that is only suitable to be 
undertaken on the Watford site rather than at St Albans. 
 

Our ability to further increase the progress of our recovery program is also affected 
by the willingness of clinicians to undertake additional work over above their 
contracted hours.  This is due to a combination of factors such as personal fatigue 
and financial issues related to pensions and taxation which is a national issue.  
 

The continued increase in emergency demand and admission rates is creating more 
outlying patients and increased use of surge areas which is reducing the amount of 
available ring-fenced elective care beds.    

  We are unable to control the level of patient demand and are attempting to mitigate this with the following measures: 
 

- Launched recovery plan which links with the submissions made in the annual plan.    
  

- Established a monitoring and oversight governance structure.  ORG, Elective activity meeting, RTT Programme board, 
patient access meetings. Availability of monitoring data for divisions’ to assess productivity performance & PTL  
management.  

  
- Outsourcing Group provides oversight on private and independent sector capacity utilisation to maximise activity 

opportunities.    
  

- Outpatient transformation. Non- face to face, PIFU, Patient portal and referral management systems.   
 

 Scoring 
The risk score has been reduced to 16 from 20. (4(L) x 4(C)).  I.e. That it is likely that the risk will probably happen/recur but it is not a persisting issue. The consequence is assessed as “Major - non-compliance with 
national standards with significant risk to patients if unresolved”.  
For the risk score to reduce, the likelihood score must reduce to “Possible - might happen or recur occasionally” to reach the target likelihood score. The consequence rating would need to reduce to “Moderate - 
treatment or service has significantly reduced effectiveness.”   
Presently, the risk score has reduced to 16 to reflect that the risk of insufficient elective and diagnostic capacity will probably happen but is not a persistent issue that will lead to non-compliance with national standards 
with significant risk to patients if unresolved. 

 Progress 

Positive progress including future opportunities Current challenges including future risks  How challenges are being managed 

Diagnostics – extended the mobile MRI provision at 
HH to March 23.   
Established outsourcing criteria – outsourced more 
complex patients.   
Proactive reduction of 104 week waiters (55 to 0 for 
end of October 22 which has been maintained in line 
with the national objective 
We finished the financial year with ten 78 week 
breaches, of which 3 were patient choice deferrals to 
later in the year. 
Complex Orthopaedic surgery recommenced at 
Watford on 10 October 22 for a period of 6 weeks. 
The next planned Orthopaedic focus period has not 
yet been finalised  
 

Work on reducing long waits continues, with a small 
number of 78 week waits due to complexity and/or 
capacity remaining.  Focused work on delivering a 
reduction of 65week waits is delivering month on 
month improvements. 

Referral profile post COVID has changed, with an 
increased proportion of urgent and cancer referrals.  

Lack of There has been some uptake ofon additional 
waiting list  initiativesand elective activity by the 

clinicians.    to support recovery.  
 
 Unpicking use of   EPR – issues with clock stops, PTL 
management, data quality. Review has highlighted a 
number of gaps in User knowledge /therefore a training 
pack and process has been provided for existing staff 
and new starters. 

Urgent 

urgent care demandspressures have increased 
recently (Dec 22) necessitating surge in to 
exceptional escalation areas, resultingresulted in 

decreaseda reduced elective bed base at WGH, limiting 

capacity for elective activity, particularly affecting 
Cardiology, Gastroenterology and complex surgical 
admissions , WGH only cases. 

 Continuous review of demand and referral profile.   
Monitoring of productivity by division/specialty.    
Increased external performance oversight.   
EPR – close working with trust’s digital leader and participation in digital steering group.  
Approval of business case for increased validation resources. 
Development of RTT and EPR training programme following review of issues leading to poor DQ within 
the PTL.  Roll out commenced in Feb/Mar 23. 
Refreshed High impact patient flow actions to reduce use of surge to facilitate more elective activity in 
WGH.  
Monitoring the rebooks following IA through The RTT programme board.  
 

Launch of high impact change plan with 4 key areas of focus: 
Data Quality 
Theatre Productivity 
Long wait improvement 
Outpatient transformation & productivity 
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Industrial action has necessitated the cancellation of 
routine procedures when consultant or junior doctor 
cover necessitates the prioritisation of other urgent 
activities. 
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BAF Risk 3 If the number of non-elective patients continues to rise, then this will detrimentally affect the Trust and wider system’s ability to treat elective patients and 

reduce its waiting lists for elective care.   

Strategic Priority Improving access to care   Risk Score 

Review Date Monthly  Residual Apr/May Jun/July Aug/Sep Oct/Nov Dec/Jan Feb/Mar Apr/May June/July Aug/Sept Target 

Exec Lead Mary Bhatti  20 
 (5 x 4) 

20 20 20 20 20 20 20 20 20 9 
(3 x 3) Reporting Committee Quality Committee  

Context  Gaps in Control and Assurance 

Continued increase in emergency care demand.  
  
 Upper threshold of ambulance conveyances has continued 

  
Patients are opting to utilise hospital based emergency care services on the basis of 
a) constraints in accessing primary care or b) not wishing to engage in virtual 
appointment at GP practice level.   
 

The continued increase in emergency demand and admission rates is creating more 
outlying patients and increased use of surge areas which reduces the amount of 
available ring-fenced elective care beds. Urgent care demands have increased 
recently (Dec 22) necessitating surge in tointo exceptional escalation areas, 
resulting in decreased capacity for elective activity, particularly affecting 

Cardiology, Gastroenterology and complex surgical admissions.  
 
 

 We are unable to control the level of emergency  patient demand and are attempting to mitigate this with the 
following measures: 
 

- On going work with system partners to audit primary care restoration of services.   
  

Conveyance prevention initiative pilots, running within partner organisations, have gone live with active 
monitoring of impact.  

  
- Maximising our SDEC services to enable admission avoidance.   

 
- Ongoing development and expansion of virtual hospital clinical pathways, eg Heart Failure, acute respiratory 

infection 

Scoring 
The risk score is currently scored at 20 (5(L) x 4(C)).  I.e. That it is almost certain that the risk will undoubtedly happen and/or recur, possibly frequently.  The consequence is assessed as “Major - non-
compliance with national standards with significant risk to patients if unresolved”.  
For the risk score to reduce, the likelihood score must reduce to “Likely - will probably happen/recur but it is not a persisting issue” and then to “Possible - might happen or recur occasionally” in order to reach 
the target likelihood score. The consequence rating would need to reduce to “Moderate - treatment or service has significantly reduced effectiveness.”   
Presently, the risk score remains at 20 as the risk of insufficient elective capacity and rising waiting lists remains a persistent issue that will lead to non-compliance with national standards with significant risk to 
patients if unresolved. 

Progress 

Positive progress including future opportunities Current challenges including future risks How challenges are being managed 

MADE event held during the week of 3 January 23 with 
Discharge Summit, attended by CEO & COO in that 
week, along with senior system partner 
representatives. 
 
SMART extension to Gastroenterology and Cardiology 

 

• Patient Summit with system partners held 
September 2023, actions highlighted and 

follow up meeting booked for mid October.  
• Urgent case review in Medicine has started, 

this will add another SDEC pathway to support 
emergency flow.  

• Elective activity will be removed from 
Ambulatory care unit (ACU) by the beginning 
of October to allow more SDEC work go 
through ACU.  

• Joint working with Radiology has reduced 
variation and number of CT requests.  

• Expansion of the virtual hospital model, 
initially to include heart failure and COPD with 
a roll out for wider use for other conditions eg 
to Acute Respiratory Infections and Frailty, 

• Demand is outside of our control.   
  

• Ongoing increases in mental health demand alongside 
mental health delays. 

  

• Ambulance conveyances, when arriving in clusters, result in 
increased flow pressures to ED alongside the need for rapid 
handover and release. 

 
Urgent care demands continue to rise necessitating surge in to 
exceptional escalation areas, at times resulting in decreased 
capacity for elective activity, particularly affecting Cardiology, 

Gastroenterology and complex surgical admissions  
• Increased in the number of ambulance conveyances 

this month.  
 
 

ICS System working. 
  

• Participation in ICS UEC Board. 
  

• Mutual aid support via ICB with regard to ambulance conveyance and 
delayed handovers (intelligent conveyancing). 

  
Internal review of end to end patient flow i.e. discharges (via HEG).  A follow-up 
summit on 17 August took place to look at Trust initiatives and opportunities of 
working and improving patient flow. 

• Joint working with HPFT with regard toto review KPIs for assessment and 
alternatives to acute hospital attendance for MH patients, focusing on 
community crisis support initiatives. 

 

• MADE eventA consultant has been placed in TAM to support system 
partner commitment for patient flow outsenior decision making and 
improved use of hospital.the SDEC pathways.  

 

• Launch ofOngoing work with CLCH and EAST to increase the usage of Call 
before Convey and reducing conveyances to ED, better use of SDEC and 
community pathways.  

• Ops team using data and the control centre to provide live bed data to 
improve discharge planning 48 hours ahead and improved percentage 
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with capacity for 40 patients at any time.. 
Capacity in VH expanded to 75.  

  

• Reduction of average surge beds in use 
over the last few months.  

• Boarding policy reviewed, Triumphant 
relaunching usage across the bed base.  

• Joint working EEAST re ambulance 
conveyances.  

 

earlier in the day.  

• Implementing Boarding policy and improving discharge numbers to 
further reduce surge bed usage.  

• Reenergising of the High Impact Patient Flow initiatives: 

• Patient assessment 

• Discharges 

• Control Centre 

• Urgent Treatment Centre 

 

 

 

 

BAF Risk 4 If we have insufficient staff because of low morale, inability to recruit or no enthusiasm for additional work, then we will be unable carry out additional elective 

work and reduce our waiting lists.   

Strategic Priority Improving access to care      Risk Score 

 Review Date Monthly  Residual Apr/May Jun/July Aug/Sep Oct/Nov Dec/Jan Feb/Mar Apr/May June/July Aug/Sept Target 

Exec Lead Andrew McMenemy  20 
(5 x 4) 

20 
 

20 20 20 16 16 16 16 16 12 
(3 x 4) Reporting Committee Quality  

Context  Gaps in Control and Assurance 

 
There is clearly an element of fatigue and discontent in the workforce that is 
demonstrated more widely across the NHS with ongoing industrial action. At West 
Herts the impact of this has been relatively low. In addition, the recruitment levels 
have been positive with the vacancy rate continuing to fall and stay within our set 
targets. However, there are areas of risk particularly within some specialities for 
consultant posts, maternity continues to provide challenges as well as some roles 
within our allied health professional group.  
 
The elective work in the NHS has historically been supported by staff undertaking 
additional duties with an emphasis on consultant roles. This has been impacted by 
pandemic as well as the national changes to the annual allowance on pensions. 
Therefore we are seeing less staff take these opportunities for additional sessions 
and therefore having a detrimental impact on our productivity to support the 
elective recovery. 

 

  
The gap that existed was the lack of any national solution to the pension situation, especially for those breaching their 
annual allowance. This was also exacerbated by no local solution to support those staff reaching the threshold of their 
annual allowance. 

Scoring 
The risk score is currently scored at 20 (5(L) x 4(C)). It is proposed that the score change to 16 (4x4) based on the additional mitigations that have been implemented in the recent few weeks alongside 
continued good progress in recruitment.    

Progress 

Positive progress including future opportunities Current challenges including future risks How challenges are being managed 

 

Continued improvements in recruitment with 
focus on recruitment and workforce modelling 
plans in high risk areas such as AHPs, maternity 
and the medical workforce.  
 
The approval and implementation of an 
alternative pension scheme alongside movement 
at national level for a solution to be provide from 

 
The challenge regarding recruitment remain alongside the 
continued challenge of retaining the workforce. The indicators and 
performance has improved over the last 4 months with further 
improvement required. 

 
The challenges are being overseen by the HR department with good oversight 
provided at divisional performance meetings. 
 
The Trust remuneration committee approved the alternative pension scheme 
and this is routinely discussed at Medical Staff Committee, TMC and LNC. 
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September 2023. 
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BAF Risk 5  If the Trust does not engage collaboratively with its patients and local communities, in the planning and delivery of care and services, then it may 

not meet the needs of its diverse population resulting in the exacerbation of health inequalities.   

Strategic Priority Reducing inequalities     Risk Score 

Review Date Monthly  Residual Apr/May Jun/July Aug/Sep Oct/Nov Dec/Jan Feb/Mar Apr/May June/July Aug/Sept Target 

Exec Lead Kelly McGovern   9 
(3 x 3) 

9 9 9 9 9 9 9 9 9 6 
(3 x 2) Reporting Committee Quality Committee  

Context  Gaps in Control and Assurance 

 
There was an emerging focus on health inequalities prior to the pandemic.  
However, Covid-19 worsened health inequalities and brought the issue into sharp 
focus.    
 
Work has commenced on improving health inequalities within maternity services 
following the recommendations of the Ockenden report.  
 
There is a clear need to build our understanding of health inequalities and take 
action to improve disparities.   
 
Our target is to develop the work being undertaken within maternity services an 
produce an assessment that better understands the key areas for improvement 
within the population that we serve.  
 

  
We do not have a baseline understanding of the health inequalities facing the population that we serve or how our 
services positively or negatively affect those inequalities.   

Scoring 
The risk score is currently scored at 9 (3(L) x 3(C)).  I.e., That it is possible that the risk might happen or recur occasionally.  The consequence is assessed as “Moderate – services have significantly reduced 
effectiveness if unresolved”.  
For the risk score to reduce to the target level, the consequence score would need to reduce to “Minor – overall service is suboptimal”.  Presently, the risk score remains at 9 as there is a possible risk of non-
engagement with communities that may affect services not meeting the needs of the population that it serves.   

Progress 

Positive progress including future opportunities Current challenges including future risks How challenges are being managed 

 
Work to improve health inequalities within maternity 
services has started. We are compliant with Ockenden 
requirements following identification of patient safety 
specialist to collaboratively work with corporate staff 
and to manage the risk and governance process.  
 
Work is on-going to develop provisions for listening to 
friends and families more effectively.  And the 
maternity voice partnership has been engaging with 
local groups and has undertaken site visit with a plan 
to continue.  
 
We have started work on the EDS3 assessment and we 
are working with ICS to develop a system wide 
framework. Internal mapping is complete with a list of 
non-staff networks and existing co-production board 
stakeholders.  
 
 
 

 

Lack of knowledge of the baseline.  
  
  
Resources – now have a dedicated EDI champion. 
 

 

We are working with the ICS to develop a program plan which will go part-way 
to mitigate the resources issue.     
  
Internal – project plan to put structure in place.  

 
Following internal mapping, we will develop a robust delivery plan.  
 
A Promoting Inclusion project has commenced seeking to reduce inequalities and 
promote inclusion across our services.  
 
The group have reviewed EDI data captured on EPR and identified gaps for 
improvement. The group are exploring research opportunities to understand 
how accessible our complaints and interpreting services are for patients from 
black, Asian and minority ethnic groups and the incidents which they are more 
likely to experience. 
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BAF Risk 6 

 If we do not work with partners to transform our services, then we will not have sufficient capacity to provide safe and effective care to our patients over the next five 

years. 

Strategic Priority Transforming our services    Risk Score 

Review Date Monthly  Residual Apr/May Jun/July Aug/Sep Oct/Nov Dec/Jan Feb/Mar Apr/May June/July Aug/Sept Target 

Exec Lead Toby Hyde  20 
(4 x 5) 

20 
 

20 
 

20 20 20 20 20 20 20 12 
(2 x 5) Reporting Committee Quality Committee  

Context Gaps in Control and Assurance 

 
Hospital services are currently under huge strain.  Demand is growing and is presently exceeding the 
capacity available within the hospital.  This is impacting on the provision of elective care and 
emergency care and is at high risk of becoming worse over the next five years.  
 
We have been working with partners to implement transformation projects to mitigate against growth 
in bed capacity by introducing the new transformation projects which will help manage capacity at 
home or in the community.   
 
Our ability to transform services in the medium to long term directly depends on a successful outcome 
for our redevelopment programme.  

 
Reporting gaps have been addressed with monthly reporting to HCP board. However, we are not yet able to 
measure the impact on the emergency and elective demand.   
 

Scoring 
The risk score is currently scored at 20 (4(L) x 5(C)).  I.e., That it is likely that the risk will probably happen/recur, but it is not a persisting issue. The consequence is assessed as “Catastrophic - totally unacceptable level or 
quality of treatment if unresolved.”  
 
For the risk score to reduce, the likelihood score must reduce to “Possible - might happen or recur occasionally” and then “Unlikely - Do not expect it to happen/recur but it is possible it may do so to reach the target 
likelihood score. The consequence rating would remain the same.   
Presently, the risk score remains at 20 as the risk of not working with partners to transform services remains a persistent risk that could significantly and negatively affect patient outcomes over the next 5 years if 
unresolved. 
 

Progress 

Positive progress including future opportunities Current challenges including future risks How challenges are being managed 

Virtual Hospital – we are continuing to develop the service to 
facilitate earlier discharge of patients and reduce hospital 
admissions. We are seeking to go live with further pathways 
and expand capacity during 23/24 in line with our revised 
trajectory submitted to HWE ICB.  
 
The acute collaborative strategy has been agreed with system 
partners, PAH AND East and north. This will help to inform the 
delivery plan for the elective system hub which will contribute 
to the recovering our elective activity.  
 

We need to do a lot in a relatively short space of time – resourcing capacity and 
working at pace is challenging.  
 
We will need to manage within varying G&A bed stock through 2023/24, placing 
additional emphasis on the need to reduce demand through system-wide 
initiatives.  
 
 
 

Daily discussions within the trust and across HWE ICS on how we can 
improve flow through the system and provide safe, high quality care 
to our patients.  
 
Updated VH strategy and expansion to include frailty pathway (which 
went live in July 2023).  Ongoing monitoring to ensure we are tracking 
throughput, capacity and impact of the VH model.  
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BAF Risk 7 Failure to agree a plan between the Integrated Care System and the Trust Board to reasonably support the balancing of this year’s revenue income with revenue expenditure, 

when safely responding to expected patient demand. 
 

Strategic Priority Ensure we can meet the 
health needs of our 
population within our budget 
on an on-going basis. 

    Risk Score 

Review Date Bi-monthly  Residual Apr/May Jun/July Aug/Sep Oct/Nov Dec/Jan Feb/Mar April/May June/July Aug/Sept Target 

Exec Lead Don Richards  12 16 16 12 12 12 12 12 12 12 8 

Lead Committee FPC      
 

Context  Gaps in Control and Assurance 

 
The current difficult economic climate requires the Trust to work with the ICB to agree a 
realistic but achievable plan which meets the needs of all stakeholders.  A timely 
agreement of the annual plan increases the ability of the Trust to balance the year’s 
revenue income with revenue expenditure and to make maximum use of capital funds 
without breaching capital funding limits.    
  

  
Inflation forecasts are not stable and the current funding for inflation within contracts and prices does not cover 
current inflation forecasts.  
 
The efficiencies required to support the financial plan are not yet fully developed. 
 
The plans for elective activity recovery and hence forecasts for elective recovery funds are ambitious. 
 
Data quality necessary to monitor the planned activity plan is not yet fully assured. 
 
The forecasts and funding for the growth in emergency care demand are limited, assuming some degree of system 
working to manage demand. Demand management effects are yet to be assured.    

 

Progress 

Positive progress including future opportunities Current challenges including future risks How challenges are being managed 

 
National recognition that plans to balance income with 
expenditure contain unmitigated inflation risk.  
Efficiency programme governance in place to support 
Divisions in developing efficiencies. 
National work to test resources necessary to respond 
to a 7.5% increase in emergency care demand. 
 
Divisions have set out and signed off high level plans 
for increasing elective activity. 
 
Increased support from the Centre for Elective 
Recovery Funding. 
 

 
Inflation effect manifests the worst case and additional 
inflation funding is not made available.  
 
Efficiency programme governance fails to support 
delivery of £15m general savings and £2.9m EPR 
related savings.  
 
Demand management fails, emergency care demand 
exceeds expectation and additional funds not made 
available.  

 
Frequent dialogue with the ICB highlighting risks/conditions within the plan which must be 
mitigated/met to deliver financial balance.  
 
Internal audit of financial governance planned.  
 
 
 
Stronger ICP governance.  
 
Review of inflation forecast by CFO. 
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BAF Risk 8 Failure to take corrective action to manage internal/external factors, may result in the trust being unable to adhere to the agreed financial plan. 
 

Strategic Priority Ensure we can meet the 
health needs of our 
population within our budget 
on an on-going basis. 

    Risk Score 

Review Date Bi-monthly  Residual Apr/May Jun/July Aug/Sep Oct/Nov Dec/Jan Feb/Mar April/May June/July Aug/Sept Target 

Exec Lead Don Richards  16 16 16 16 16 16 16 16 16 16 8 

Lead Committee FPC      
 

Context  Gaps in Control and Assurance 

 
Monitoring and corrective action planning through Divisional Finance and General 
Performance Reviews, Trust Management Committee, Finance Committee and Trust Board 
of the current factors that are most likely to affect the financial plan such as: 
 

1. Inflation experience and procurement actions 
2. Costs related to management of pandemic and appropriate adherence to IPC 

guidance.  
3. Maximising ICP contribution to managing ED demand  
4. Ensuring achievement of the efficiency programme by replacing any failed 

interventions with new interventions where necessary.  
5. Achievement of elective capacity targets through ensuring planned developments 

are implemented and deliver anticipated measurable benefits.  

 
 
 

  
Control of inflation  
Control of emergency demand only partially controlled through local partnership working.   
Control of workforce within agreed establishments 
Costs of industrial action 
Achievement of efficiencies on the context of the above pressures 

 

Progress 

Positive progress including future opportunities Current challenges including future risks How challenges are being managed 

 
National dialogue regarding inflation.  
Pandemic trajectory appears to be reducing overall,  
despite some spikes in infection rates.  
National dialogue regarding industrial action costs 
Recovery plan developed 

 
Meeting the elective activity targets and triggering ERF 
funding will be extremely challenging.  
Management of emergency demand including mental 
health 

 
Performance reviews, Committee assurance, individual performance appraisals, regular 
communication with all divisions regarding targets and actions/resources needed to meet 
those targets.  
Recovery plan 
National dialogues 
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BAF Risk 9 Failure to agree a realistic long term financial plan that is consistent with ICB long-term allocations compromising the ability to transform the estate and services to meet the 

longer term needs of the population.   
 

Strategic Priority Ensure we can meet the 
health needs of our 
population within our budget 
on an on-going basis. 

    Risk Score 

Review Date Bi-monthly  Residual Apr/May Jun/July Aug/Sep Oct/Nov Dec/Jan Feb/Mar April/May June/July Aug/Sept Target 

Exec Lead Don Richards  12 12 12 12 12 
 

12 12 12 12 12 8 

Lead Committee FPC      
 

Context  Gaps in Control and Assurance 

The long term financial plan gives assurance to the health system and regulators that 
the Trust can remain financially viable while transforming the estate and the way 
that services are provided to meet long term demand projections. If the Trusts long 
term plan is not consistent with ICB allocations and plans, the Trust’s transformation 
plans will not be authorised to go ahead and necessary investment funds will not be 
made available.   
  

 ICB in its infancy and the lack of a published recognised ICB long term financial plan.  
 
Any single capital investment in excess of £15m requires regulator approval. For example, the long term plan includes 
plans for the major redevelopment of the estate. The Trust is yet to have an outline business case approved.  

 

Progress 

Positive progress including future opportunities Current challenges including future risks How challenges are being managed 

 
The Board receives a regular update on the long term 
financial projections and assumptions. This will be 
developed further into a more comprehensive report.  
 

 
Reliable assumptions in a volatile economy. 
Developing financial regime. 

 
Transparency of assumptions. 
Contributions to the development and structure of the health system and financial regime.  
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1 
 

BAF Risk 10 Engagement and inclusion with staff will be affected negatively where we do not support and celebrate cultural diversity and 

demonstrate opportunities across all areas of our workforce to ensure it is representative. 

 

Strategic 
Priority 

Culture of 
inclusion and 
diversity 

    Risk Score 

Review Date June 2023  Residual Apr/May Jun/July Aug/Sep Oct/Nov Dec/Jan Feb/Mar Apr/May June/July Aug/Sept Target 

Exec Lead Andrew 
McMenemy 

 12 12 12 12        12        12 9 9 9 9 6 
(3x2) 

Reporting 
Committee 

PERC  

 

 

Context  Gaps in Control and Assurance 

The staff survey has demonstrated that we continue to have variations on how staff 
are treated based on their protected characteristics. The Trust is diverse with nearly 
50% BAME population. However, our workforce becomes less diverse the more 
senior the role becomes. Therefore, creating an inclusive and supportive culture 
with extended opportunities for development and career development is 
important.  
 
 

 The main gap was measuring the outcomes from the interventions that have 
been implemented. In addition, there are gaps being developed such as career 
coaching, leadership development review and a talent management strategy.  

 

Progress 

Positive progress including future opportunities Current challenges including future risks How challenges are being managed 

 
The EDI steering group is reaching its first anniversary 
and has successfully overseen reports and 
recommendations associated to the EDS process 
alongside WRES and WDES actions. Initial priorities 
that continue to be developed are training for staff 
associated to cultural awareness based on feedback 
and EDS and WRES reports indicating this as a gap. In 
addition, there are priority actions associated to 
reverse mentoring and values-based recruitment. In 

 
Ensuring we make improved progress that 
demonstrates broader diversity across all areas with 
an emphasis on senior roles.  
 
The publication of the report from Sir Gordon 
Messenger on Leadership for a Collaborative and 
Inclusive Future provides some fresh insight in 
developing our EDI priorities within our senior team.  
 

 
The EDI steering group in overseeing the main 
priorities with TMC receiving new initiatives for 
agreement. The EDS framework alongside WRES and 
WDES provide PERC and the Trust with oversight and 
assurance that the main challenges are understood 
and being addressed.  
 
The priority areas are progressing alongside an EDI 
session at the Leadership Forum on 22 June 2023.  
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2 
 

both instances the work has commenced with 
expressions of interest and pilot studies started with 
full implementation expected in September 2023.  
 

The risk continues at 9 while we await full 
implementation of priority areas at which time the 
score may be reviewed.  
 

 

 

BAF Risk 11 Sustainable staffing and improved levels of retention will be affected if we do not invest internally in a positive workplace experience, 

staff development and externally in local and international candidate opportunities.   

 

 

Strategic 
Priority 

Improve 
workforce 
sustainability 

    Risk Score 

Review Date June 2023  Residual Apr/May Jun/July Aug/Sep Oct/Nov Dec/Jan Feb/Mar Apr/May June/July Aug/Sept Target 

Exec Lead Andrew 
McMenemy 

 16 16 16 16         16         16 12 12 12 12 8 
(4x2) 

Reporting 
Committee 

PERC  

 

Context  Gaps in Control and Assurance 

Staff retention is one of the main challenges facing the NHS. It was expected that 
staff turnover would increase following the impact of the pandemic. WHHT is now 
demonstrating continued reduction in levels of turnover over a sustained period of 
time. There continues to be challenged specialities and staff groups with relevant 
mitigations in place.  

 Review of organisational values and introduction of behavioural framework.  
Effective long term workforce modelling plans across the corporate 
organisation as well as for services.  

 

Progress 

Positive progress including future opportunities Current challenges including future risks How challenges are being managed 

The revised induction programme to support new 
starters in the first 12 months of their employment 
has been particularly successful with continued 
improvements in turnover rates. Further initiatives 
associated to learning and education are also 

Alongside reductions in the turnover rate and effective 
recruitment there continue to be areas that require 
further support such as AHPs, Maternity & paediatrics.   
 

 
Enhanced and more regular and focused exit interview 
reports detailing reasons for leaving.  
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supporting staff alongside the wider benefits 
demonstrated alongside teaching hospital status. The 
funding for the redevelopment will also have a 
positive impact and therefore communication to our 
existing and prospective workforce continues to be 
important.  
 

Main challenges around retention associated with 
vertical integration, development opportunities with 
our HCA workforce most affected by high rates. 
Affordable housing is also a more common theme that 
is associated with turnover.  

New initiatives associated to new starters with 
additional support to mitigate the turnover rates for 
new staff.  
Effective and successful recruitment both locally and 
internationally.  
Initial work to support a plan for key worker housing 
close to the Watford site.  

 

 

BAF Risk 12 The morale and retention of our skilled workforce is at risk if we do not support and prioritise learning and career opportunities for our 

staff in order to maintain and enhance development and reduce staff turnover. 

 

Strategic 
Priority 

Develop as a 
learning 
organisation 

    Risk Score 

Review Date June 2023  Residual Apr/May Jun/July Aug/Sep Oct/Nov Dec/Jan Feb/Mar Apr/May June/July Aug/Sept Target 

Exec Lead Andrew 
McMenemy 

 16 16 16 16         16        16 12 12 12 12 8 
(4x2) 

Reporting 
Committee 

PERC  

 

Context  Gaps in Control and Assurance 

The staff survey has provided clear feedback that the area where we perform least 
well is within the category of a learning culture. However, the 2022 survey has 
identified this as an area of improvement. It should be noted that West Herts 
benchmarks reasonably favourably alongside other acute Trusts in this area. Taking 
consideration of the implications on morale, alongside our ambitions with Teaching 
Hospital status, this is seen as a priority area to support a culture of learning, 
development and support for our staff.  
 
 
 

 Leadership development  3 year rolling plans aligned to divisional and trust 
strategic and operational priorities.  
A succession plan that plots staff development with relevant training and leads 
to progression within the Trust associated to career and skill development.  
An appraisal process aligned to training needs analysis and training 
programmes that meets the needs of our staff and supports our objectives.  
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Progress 

Positive progress including future opportunities Current challenges including future risks How challenges are being managed 

 
Teaching Hospital status will be used as a catalyst to 
enhance our strategy of developing a learning 
organisation culture across all staff groups.  
Divisional plans associated to leadership development 
and succession planning have commenced with new 
programme to be launched in September 2023.  
 
Effective partnership has been identified with the 
Kings Fund, University of Hertfordshire and West Herts 
College.  

 
Allowing staff and managers quality time to reflect and 
work with the OD & LD teams on succession plans and 
supporting the development of their staff. 
 
Providing a clear set of development offers across a 
wide range of staff and also prospective staff that 
includes work experience, apprenticeships, skill 
development and leadership development in a 
cohesive package.  

 
The new OD and Learning structure has placed an 
emphasis on succession planning and career 
development. This is now being supported with the 
two new Associate Director roles that have clear 
expected objectives and work closely with senior 
managers to put in place the aims that will support 
cultural change towards a learning Trust. 
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BAF Risk 13 If the Trust is unable to secure sufficient funding to support its digital strategy, then its ability to transform its services will be 

affected.   

Strategic Priority Digital and IT 
innovation 

 Risk Score 

Review Date Monthly  Residual Apr/May Jun/July Aug/Sep Oct/Nov Dec/Jan Feb/Mar Apr/May June/July Aug/Sept Target 

Exec Lead Paul Bannister  15 15 
 

15 15 15 15 15 15 15 15 6 
(2 x 3) Lead Committee GPC  

Context  Gaps in Control and Assurance 

 
The funding required to implement the digital strategy that supports the 
Trust’s longer-term ambitions has not been identified. An on-going 
commitment to digital investment is required. We have agreed to fund 
the "digital imperatives" for the new hospital in the acute redevelopment 
OBC, conversations continue around how we secure the remaining 
funding. 
 
The Digital Programme is funded to the end of March 2022. Digital 
funding will be clarified by the next round of financial planning or via an 
update from NHP.   
 

  
Inability to have an effective conversation on internal commitment to technology 
funding. 
 
 
 
Lack of certainty around national digital requirements for new hospital programme. 

 Progress 

Positive progress including future 
opportunities 

Current challenges including future risks How challenges are being managed 

 
SG has fully aligned our recommended digital 
investment with the national digital blueprint 
for new hospitals and is currently writing a 
brief for each recommended piece of 
functionality that explains the benefit drivers 
and calculations.   
 
Meetings are progressing with whole of 
executive to go through the rationale for each 
of the most significant digital benefits 

 
The Digital Programme is funded to the end of March 2022. 
Digital funding will be clarified by the next round of financial 
planning or via an update from NHP.   
 

 
Addressed within business plan and NHP updates.  
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commencing with the digital command centre 
on 21 June 2021.   
 

 Scoring 

The risk score is currently scored at 15 (5(L) x 3(C)).  I.e. That it is almost certain that the risk will undoubtedly happen and/or recur, possibly frequently.  The 

consequence is assessed as “Moderate- service has significantly reduced effectiveness”.  

For the risk score to reduce, the likelihood score must reduce to “Likely - will probably happen/recur but it is not a persisting issue”, then to “Possible - might 

happen or recur occasionally” and then “Minor - overall service is suboptimal” to reach the target likelihood score. The consequence rating would remain the 

same.     

Presently, the risk score remains at 15 as the risk of not securing sufficient funding to support the digital strategy remains a persistent issue that may 

significantly reduce the effectiveness of services if unresolved. 
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BAF Risk 14 If the confirmation of our capital allocation is delayed, it could lead to increased risk to the safe operation of the existing Watford hospital. 

Strategic Priority Redevelop our 
hospitals 

 Risk Score 

Review Date Monthly  Residual Apr/May Jun/July Aug/Sep Oct/Nov Dec/Jan Feb/Mar Apr/May June/Jul Aug/Sep Target 

Exec Lead Alex White   20 20 20 20 20 20 20 20 20 20 12 
(3 x 4) Lead Committee GPC  

Context  Gaps in Control and Assurance 

The NHP is responsible for the delivering the hospital build project for approximately 
40 hospitals.  It has a finite budget and needs to balance the needs of the 
programme within the budget allocated to it by the Treasury.   
 
The redevelopment is needed because of our critical infrastructure issues and for 
patient safety, patient experience, and capacity issues.  We will not be able to 
transform our services without it.  
 

 Inability to control the scale and timing of the funding.  

Scoring 
The risk score is currently scored at 20 (5(L) x 4(C)).  I.e., That it is almost certain that the risk will undoubtedly happen and/or recur, possibly frequently.  The consequence is 

assessed as “Major - uncertain delivery of key objective/service due to lack of staff, loss of key staff and very low staff morale if unresolved.”  

 

For the risk score to reduce, the likelihood score must reduce to “Likely - will probably happen/recur but it is not a persisting issue” and then to “Possible - might happen or 

recur occasionally” to reach the target likelihood score. The consequence rating would need to reduce to “Moderate - late delivery of key objective/ service due to lack of 

staff and low staff morale.  Presently, the risk score remains at 20 as the risk of insufficient staffing remains a persistent issue that will affect the recovery of elective services 

and waiting lists if unresolved. 
 

Progress 

Positive progress including future opportunities Current challenges including future risks How challenges are being managed 

The Trust Board approved its preferred option for the 
redevelopment site at its meeting on 31 May 2022.  
 

The new Prime Minister and Secretary of State may 
have different priorities for the NHP 
 

Close liaison with NHP and ensuring that the Trust is 
ready to progress to the next phase of the programme.  
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The enabling works business case has been submitted 
and the pathology element is expected to be approved 
at the end of September 
 
There is increased consensus among key stakeholders 
that a full rebuild of WGH is necessary. 
 
The Secretary of State for Health & Social Care has 
confirmed that the new hospital at Watford will be fully 
funded. This was confirmed by the Prime Minister 
when he visited site in the summer of 2023. 

The infrastructure of the trust continues to deteriorate, 
increasing risk associated with delays 
 
The changing economic landscape will impact the 
NHP’s budget.  
 
The delay to approval of the enabling works business 
case will impact the timeline of the overall project.  
 
The Outline Business Case is being updated ready for 
submission to the NHP. 

 

BAF Risk 15 If we do not minimise the Trust’s adverse impact on the environment, then we may suffer reputational damage, cause increased 

pollution within our local and wider community, and lose out on cost saving opportunities. 

 

Strategic 
Priority 

Environmental 
sustainability 

 Risk Score 

Review Date Monthly  Residual Apr/May Jun/July Aug/Sep Oct/Nov Dec/Jan Feb/Mar Apr/May June/July Aug/Sep Target 

Exec Lead Toby Hyde  9 9 9 9 9 9 9 9 9 9 4 
(2 x 2) Lead Committee GPC  

 

Context  Gaps in Control and Assurance 

The NHS has a responsibility to provide high quality health care whilst protecting 
human health and minimising negative impacts on the environment.   
 
The NHS Standard Contract mandates that all healthcare services are required to 
have (and deliver upon) a Green Plan and there is a requirement for an annual 
summary of progress to be reported to the ICS’s Co-ordinating Commissioner via 
the Trust’s Net Zero Lead.   
 
Overall, the NHS is required to reduce its carbon footprint by 80% by 2028 – 2032 
and achieve net zero carbon by 2040. The lack of redevelopment impacts the ability 
of the Trust to mitigate this risk of reducing its carbon footprint within its current 
estate.      

  
Have Green Plan, started to implement, clear governance route through GPC.  
 
No current gaps identified.  

 

Scoring 
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The risk score is currently scored at 9(3(L) x 3(C)).  I.e., That it is possible that the risk might happen or recur occasionally. The consequence is assessed as “Moderate- Local 

media coverage causing a long-term reduction in public confidence”.  

 

For the risk score to reduce, the likelihood score must reduce to “Unlikely - Do not expect it to happen/recur but it is possible it may do so. The consequence rating would 

need to reduce to “Minor - Local media coverage – short-term reduction in public confidence.  Presently, the risk score remains at 9 as the risk of the Trust’s adverse 

impact on the environment may lead to a long-term reduction in public confidence.   
 

 

Progress 

Positive progress including future opportunities Current challenges including future risks How challenges are being managed 

The Trust Board approved its Green Plan on 4 February 
2022.  
 
A Sustainability Steering Group has been formed to 
help monitor, manage, and report on the progress of 
the Plan’s actions.  
A ‘Green Champions’ network has been established 
which will support the implementation of the Green 
Plan. The plan is being implemented and good 
progress is being made.  

 
Limited resources available to drive change.  

 
Incorporating green plan objectives within current 
plans and budgets where possible.  
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                                                                                                                               Agenda item: 12 

Report to: Trust Board 
 

Title of Report: Assurance report from Trust Management Committee 
 

Date of Committee 
meeting: 

30 August 2023 

Quoracy: The meetings were quorate.  

Date of Board 
meeting: 
 

5 October 2023 
 

Recommendation: For information and assurance 
 

Chair: Chief Executive Officer 
 

Purpose:  
 
 

This report provides an update to the Trust Board on actions and 

developments since its meeting on 30 August 2023 

 
Background: The Committee meets monthly and provides assurance to the Board:  

 

• Delivery of the clinical strategy 

• Revenue investment up to £1m 

• Operational performance 

• Operational risk 

• Safety and business continuity 

• Information technology 

• Internal and external communication strategy 

• Clinical quality 

• Business planning 

• Environment 
 

Assurances received 

and items for update:   

 

Summary:  

 

Assurance was provided on the monitoring of operational, financial and 
clinical performance and the development, implementation and monitoring of 
strategy. 
 

Regular reports received and discussed for assurance:  

 

• Finance update from the Chief Financial Officer. 

• Integrated Performance Report 

• Performance Report   

• Divisional updates from Divisional Directors and/or Divisional 

Managers 
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Additional reports received and discussed for information and 

assurance:  

 

• High Impact Change Programme for Finance 

• Improved controls over revenue expenditure 

• Food subsidy recommendation 

• Internal audit progress report and follow-up report 

• Improvement in Patient Flow – High Impact Changes 

• Ventilation Strategy 

• Board and Committee meeting schedule 

• Trust Board agendas 

 

Reports received for approval 

• Food subsidy recommendation 

• Patient Engagement Portal Funding 

• Mortuary Surge Capacity 

• Mortuary Remedial Works 

• Soft FM Contract – Future service delivery options appraisal  

 

Verbal reports were received from: 

• The Chief Medical Officer provided feedback from the Clinical 

Advisory Group and HEG 

• The Acting Chief Nurse provided feedback from the Professional 

Advisory Council (PAC) 

 

Other reports: 

• None 

 

Any other business: 

• None 

 

 

Risks to refer to risk 
register: 

None.  
 
 

Issues for the Board 
to note:  

None 

 

Recommendation to 
the Board:  
 
 

That this report be taken for information and assurance.  
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Agenda item:  13 

Report to: Trust Board  
 

Title of Report: Assurance report from the Finance and Performance Committee  
 

Date of Committee 
meeting:  

31 August 2023 

Quoracy:  The meeting was quorate.  

Date of Board 
meeting: 

5 October 2023 

Recommendation: For information and assurance 

Committee 
Chairperson: 

Harvey Griffiths, Non-Executive Director  

Purpose:  The report summarises the assurances received and documents the approvals of 

recommendations made to the Finance and Performance Committee at its meeting 

on 31st August 2023. 

Background: The Committee meets monthly and provides assurance on scheduled reports from 
all Trust operational committees with a finance, investment and access 
performance brief according to established work programmes and the effectiveness 
of related delivery. 
The committee provides assurance to the Board on any issues of concern it has 
with regard to any lack of assurance in respect of any aspect of finance 

Summary: 
Finance risks to the fore as deficit continues to rise at £3m to £4m month on month 
M4 and YTD deficit both grew resulting in £3.8m and £11.2 deficit respectively 
Cost side is the major challenge 

1. pay is biggest overspend at £5.5m and hiring / risk controls are on 
2. outsourcing, drugs and clinical supplies next at £4.4m 

Overspend in three largest divisions : ED (£2.4m), Surgery (£3.4m) and Medicine (£4.2m) 
DDs presented their turnaround plans to recover deficit. 
CC sought assurance that actions are underway to recover the budget 
BAF risk around delivering the budget / plan – Committee discussed increasing to 20.  CFO and CMO 
resolved to keep risk score at 16 
CEO and CFO recognise seriousness of the M4 position and confirmed all divisions have been formally 
written to and full measures and controls are on. 
CFO High impact Change Plan in place to halt all unnecessary spending 
CC requested update on cash position, CFO confirmed well below threshold and Trust may need to borrow 
in Q4 
Committee Chair reiterated the importance and urgency of rapid turnaround but patient safety & quality 
must always remain top priority. 
23/24 capital programme expected to reach £85.5m – record amount and double last year 
Committee welcomed new COO (Mary Bhatti) with a refresh of High Impact Change Plan for Patient Flow 
Strike impact continues to weigh on trust performance in almost all measures 
Ambulance handover is teh exception and continues to improve 
Cancer performance impacted by strike action with only diagnostics improving 
ED performance remains challenging against sustained high demand.  Trust fell from 45th to 60th in month  
Surge and discharge remain challenging 
Next FPC will continue to prioritise finance turnaround actions as risks to budget are significant and 
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increasing 

• Minutes of last meeting 
o Approved with updates noted 

• Decision register 
o Noted for reference 

• Work plan and committee register 
o Noted for reference 

• BAF Finance Risk Register incl review of Corporate Risk Register 
o Ongoing monitoring of finance risks at each committee 
o BAF risk around delivering the budget / plan discussed (16 v 20?) 

• Access Standard Performance and Activity Recovery Overview (‘ASPARO’) 
o Strike impact continues to weigh on trust performance in almost all measures 
o Ambulance handover continues to improve 
o Cancer performance impacted by strike action with only diagnostics improving 
o Committee welcomed new COO (Mary Bhatti) with a refresh of High Impact Change Plan for 

Patient Flow 

• Integrated Performance Report (‘IPR’) 
o Much of the IPR reported and discussed in detail above 
o Surge and discharge remain challenging 
o After a period of improvement ED performance fell in the month from 45th to 60th 
o Q&A around Thrombolysis highlighted SNAP data back to pre-covid levels 

• Investment / business cases 
o None in month 

• Month 4 finance summary 
o M4 and YTD deficit both grew.  Drug costs, pay, strike action and excess inflation over 

budgeted resulting in £3.8m deficit in M4 and £11.2m deficit YTD 
o CEO and CFO recognise seriousness of the M4 position and confirmed all divisions have been 

formally written to and full measures and controls are ON. 
o CFO confirmed High Impact Change Plan in place to halt all unnecessary spending 
o CC requested update on cash position, CFO confirmed well below threshold and Trust may 

need to borrow in Q4 
o CEO reiterated the importance of patient safety and financial stability 

• Efficiency programme 
o CFO raised need to boost budget reductions that were able to affect the recurrent column figure 
o CFO will commence a review all investments and produce actual performance v expectations 
o £16m CIPS / efficiency target.  Deputy CFO confirmed focus is on cash releasing priorities with 

£1.7m saved YTD 

• Contracts and commerce 
o CFO expects value of work this year to be £1 million more than contract value. After four 

months and industrial action, with £316,000 more than the contract value paid. 
Capital programme 

o 23/24 capital programme expected to reach £85.5m – record amount and double last year 
o CFO expects this to be balanced although there is imbalance between national and local 

funding and spending 

• Items for escalation to the Board 
o CFO and CMO explained their risk assessment and noted that non-delivery of key objectives and 

the loss of more than 1% of the budget would be an automatic fine. The issue was by how much the 
Trust would be over budget.  CFO said depends on whether the system could find more money.  
The current risk score was 4x4 (16). CFO and CMO resolved to keep this risk score. 

Items of note:  

 

Actions 
 

Key decisions 
taken:   

None 
 

Risks to refer to 
risk register: 

Committee concern around risk of delivering plan (16 v 20) 

Issues escalated to 
the Board:  

None 
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Recommendations 
to the Board:  

This report be taken for information and assurance and to aid discussion on other 
items on the Board’s agenda 
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Agenda item:        14 

 
Report to: Trust Board  

 
Title of Report: Assurance report from Quality Committee  

 
Date of Board meeting: 
 
Quorum: 

5 October 2023  
 
 
The meeting was quorate. 
 

Recommendation: 
 
Chairperson: 

For information and assurance 
 
Ginny Edwards, Non-Executive Director 

 
Purpose:  
 
 

The report summarises the assurances received, and 
approvals of recommendations made to the Quality and 
Safety Committee at its meeting on 31 August 2023 
 

Background: The purpose of the Quality Committee is to provide the 
Board with assurance that high standards of safety and 
compliance, harm free, high quality, safe and effective 
services/clinical outcomes are provided by the Trust, and 
that adequate and appropriate governance structures, 
processes and controls are in place throughout the Trust. 

Summary:  
 
The Committee received reports on the following matters:   
 
Standard reports received and discussed/noted for information and assurance: 
 

• Corporate Risk Register and Board Assurance Framework Report 

• Chair’s reports from Risk Review Group 
 

Additional reports received and discussed/noted for information and assurance: 
 

• Patient Safety Incident Response Framework (PSIRF) update 

• Response to NHSE letter following Lucy Letby conviction 

• Update of WACs investigation 

• Assurance report to Audit Committee  

• Environmental Health Food Hygiene Ratings report 

• Patient Nutrition update 

• Emergency Preparedness Resilience and Response bi-annual update 

• Quality Impact Assessment Policy 

• Women’s and Children update including  
o Update on the EDI/Cultural Survey Plan; 
o Neonatal Workforce; and  
o Medical Workforce update. 
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• Harm Review update (Trust wide) 

• Mortuary Risk Assessment/HTA Report update 

• CQC Self-Assessment report 

• Quality Compliance Programme report 

• GIRFT progress updates  
o Anaesthetics and Perioperative Medicine 
o Ophthalmology 
o Benchmarking of Litigation 

 
The Committee noted the following: 
 
The high level of assurance provided by the Trust’s response to the Lucy Letby letter from 

NHSE which confirmed the Trust’s progress against the 5 actions which must be taken to 

ensure that urgent and proper implementation of the freedom to speak up (FtSU) policy at 

Board level. Overall, there was high assurance that the Trust had a strong culture of speaking 

up and staff were able to access the system. The Board had recently received board 

development training on speaking up and a further paper would come to Board in October 

setting out the further steps that should be taken to strengthen the speaking up culture within 

the Trust.  

 

The Mortuary Risk Assessment provided positive assurance about the actions taken in light 

of the HTA report, which the Trust were on track for addressing. There had also been a 

planned visit to the Watford mortuary with the non-executive directors which provided further 

assurance. 

 

The Environmental Health Food Hygiene report had provided limited assurance on the 

progress made on food hygiene.  It was noted that the team had been challenged to review 

priorities and develop a clearer action plan. The Environment team and Chief Nurse would 

report back at the next meeting.  

  

The patient nutrition report had not included sufficient data and provided limited assurance 
that standards were being met.  The team lead and Chief Nurse had been asked to refocus 
the structure and content of the report. 
 
The Emergency Preparedness Report had provided a high level of assurance that the Trust 
was sufficiently prepared to deal with an emergency.  
 
The Women's and Children's update had been received across several areas, a new plan 
was in place and would be monitored through the Committee.   
 
Risks to refer to risk register:  None 
 
Items for the Board to note:  

The report on patient nutrition would return to the committee for further assurance and 

monitoring.   

The Environment Team would report back to the next meeting with details of progress made 

on food hygiene.  

Recommendations to the Board:  

• Corporate Risk Register and BAF - approved and recommended to the board.   
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Agenda Item  
 
Report to: 

17 
 
Trust Board as Corporate Trustee of Raise (‘the Charity’) 
 

Title of Report: Assurance report from Charity Committee to the Corporate Trustee  
 

Date of Committee 
meeting: 

17 August 2023 

Quoracy: The meeting was quorate.  

Date of Board meeting: 5 October 2023 
 

Recommendation: For information and assurance 
 

Chair: Jonathan Rennison, Non-Executive Director 
 

Purpose:  
 
 

This report provides an update to the Corporate Trustee on actions and 

developments since its most recent meeting on 17 August 2023.     

 
Background: The Committee meets quarterly and provides assurance to the Board:  

• That robust processes are in place to manage charitable funds and to 

ensure they are implemented. 

• That donated funds are utilised in a way that takes into account any 

stipulations set out by donors and ensure best value is obtained from 

the funds donated. 

• That further donations are being encouraged. 

• That systems comply with regulation and governance of NHS 

Charities. 

 

Assurances received 

and items of note:   

 

Summary:  

The Committee received assurance on the work of the Charity.  

 

Regular reports received and discussed/noted for information and 

assurance:  

• Strategy and Finance update including KPI dashboard and Impact of 

funding update 

 

Verbal report received for information and assurance:  

• None 

 

Additional reports received and discussed/noted for information and 

assurance:  

• Declaration of Interest and workplan  

• Requests for Funds 

• Review of Charity risk register 

• Review of Complaints and Complements to the Charity 
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• Bi-annual policies update 

• Annual Report 2022/23 and 23/24 timetables 

• Investment report 

 

The Committee noted:  

 

• The new Charity CEO had commenced in post and was 

developing a full understanding of the charity. 

• No new grants were made or approved. 

• Due to delays to the start of the new lottery programme, the 

charity was behind on its plan for income this year. The new 

CEO was working closely with the team to see how it could 

recover its position. She would also be analysing the potential 

impact on future years.  A new budget forecast would be 

presented to the next meeting in November 2023.  

• The full update from its investment advisors.  The performance 

of the charity’s investments since transferring to Rathbones 

was positive, with growth of 8.1%.  However, the year to date 

value had dropped by 4.1%, and in this quarter by 2%. The 

advice was to maintain the investment profile as the charity’s 

investments were performing well and the value of the fund 

was expected to recover.  

 

Requests for funds:  

• None. 

 

 

Key decisions taken: None. 
 

Risks to refer to risk 
register: 
 

None.  
 

Issues escalated to the 
Corporate Trustee:  

None. 
 
 

Recommendations to 
the Corporate Trustee:  
 
 

 
None.  
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Agenda item:18 

Report to: Trust Board  
 

Title of Report: Assurance report from the Audit Committee  
 

Date of Committee 
meeting:  

14 September 2023 

Quoracy:  The meeting was quorate.  

Date of Board 
meeting: 

5 October 2023 
 

Recommendation: For information and assurance 

Committee 
Chairperson: 

Edwin Josephs, Non-Executive Director  
 

Purpose:  
 
 

This report provides an update to the Trust Board on matters discussed and 

assurance received at the Audit Committee meeting on 14 September 2023. 

Background: The Committee meets four times a year for regular business and has two 
additional meetings in relation to the year-end scrutiny and sign off process of the 
Trust’s Annual Report and Accounts.  
 
It provides assurance to the Board on all aspects of internal and external audit, 
counter fraud, integrated governance, and internal controls and to ensure that 
effective assurance controls, structures, systems, processes, and controls are in 
place and functioning to support the achievement of the Trust’s objectives.  

Summary: 
The Committee received reports and had discussions for information and assurance on the following: 

• Committee Governance: 
o Schedule of items to be included at future meetings as detailed in the Workplan  
o Scrutiny of the Quality and Safety and People, Education and Research Committees to 

seek assurance on how they were discharging their responsibilities, the impact they were 
making, and whether there were any changes to how they operate, or areas of focus that 
they needed to make. 

o The operation of the Trust’s Whistleblowing and Freedom to Speak Up policies, how these 
were implemented in the Trust and the support provided to the Freedom to Speak Up 
Guardian.  

• Financial Focus: 
o The current financial position of the Trust and new spending controls to bring the Trust 

back to an improved spending trajectory.  

• Internal Audit: 
o Progress report on audits in accordance with agreed Annual Plan 
o Progress on outstanding auditor’s recommendations 

• External Audit: 
o Progress on the financial and value for money audits 

• Local Counter Fraud: 
o Review of counter fraud progress against work plan and investigations 
o Review of Report on Reactive Benchmarking from other NHS Trusts 
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• Key Controls and Regulatory Items: 
o Review and approval of updated standing orders, standing financial instructions and 

scheme of delegation. 
o Review of Annual Clinical Audit Plan and review of progress 

• Deep dives and ‘holding to account’: 
o Review of losses and compensations payments 
o Waiver/Tender register 
o Review of salary overpayments and progress in recouping funds 
o Conflicts of Interests and Gifts and Hospitality Register 
o Use of Trust Seal 

Items of note:  

 

Local Counter Fraud- Following previous oral updates to the Board the 
Committee was informed of sentencing in two cases of fraud: 

1. A former Trust manager had been sentenced to a significant custodial 
sentence, having been found guilty of six offences of fraud, bribery, and 
theft. The manager was found to have accepted bribes from two Trust 
suppliers to ensure that the Trust procured medical equipment from the 
companies concerned. Two individuals from these suppliers were also 
convicted and sentenced to custodial sentences but suspended for 18 
months. The second individual was also ordered to undertake 200 hours of 
unpaid work. 

2. Following an investigation, a temporary (bank staff) employee and 
substantive manager at the Trust, who have since been dismissed, have 
been convicted of fraud by false representation and fraud by abuse of 
position. The temporary employee was found to have claimed for hours 
they had not worked, which had been authorised by the substantive 
manger with whom they were in a personal relationship. The subjects have 
been sentenced to 12-month community service orders and must pay 
compensation to the Trust. 

In both cases the Committee have been assured of the controls in place to reduce 
the likelihood of this happening again. 
 
Use of the Trust Seal- there has been one occasion when the Trust Seal has 
been used since the Committee’s last report to the Board 

Recommendations 
to the Board:  

The Board to delegate authority to the Audit Committee to approve and sign-off 
the Annual Report and Accounts on its behalf. The Chief Executive (Accountable 
Officer) will be part of the Audit Committee sign-off process. 
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Title of the paper: Performance, Activity Recovery & High Impact Change Plan updates 

(August 2023) 

Agenda Item: 19 

Presenter: Mary Bhatti 
Interim Chief Operating Officer 

Author(s): Jane Shentall 
Director of Operational Performance  

Purpose: 
 

Please tick the appropriate box  

For approval 
 

 For discussion  For information 

 ✓ ✓ 
 

Executive 
Summary: 
 

 
An overview of performance against the core waiting times standards is 
included, with previous months for comparison. 
   
The scorecards detailing progress against the high impact change plans for 
both the Patient Flow Improvement and Elective Care Recovery programmes, 
are included.   
 
Urgent & Emergency Care (UEC) 
Positive performance against the ambulance handover improvement trajectory 
has been maintained and hours lost over 30 minutes (NHSE target) was better 
than the improvement trajectory plan (50) at 48 hours lost per week. 
 
ED performance deteriorated in comparison to the previous month, at 69.1% 
but both UTCs achieved the 95% standard.  Non-admitted performance, at 
46.7%, was also lower than the previous month and there was an increase in 
12 hour end to end (arrival to departure) waits.   
 
Demand was similar to the previous month and a high level of demand as a 
result of mental health presentations continues. 
 
Discharges remain stable, with no statistical change. 
 
Elective, planned care 
The Value Weighted Activity (VWA) indicator objective has been reduced from 
103% to 101% in recognition of the activity delivery challenges associated with 
ongoing industrial action (IA).  August’s activity value was significantly affected 
by further periods of IA, at 96% for the month and the year to date position is 
unchanged at 97%. 
 
Delivery of activity plans is variable, with a 3% shortfall against the new 
outpatient appointment plan year to date and a much higher rate of follow up 
activity than planned.  Elective inpatient activity is 6% better than plan for all 
activity types, driven by an 11% positive variance in day case rates.  Overnight 
admissions remains 25% below plan year to date however.  Delivery of the 

Trust Board 

5 October 2023 

 December 2022 

19

Tab 19 Performance Report

1 of 513 Trust Board Meeting in Public 5 October 2023-05/10/23



2 
 

diagnostic activity plan is largely positive, although there are shortfalls against 
plan in a couple of modalities. 
 
Theatre utilisation was lower than the previous month at 75.2% (all sites 
combined) and although late starts improved, early finishes increased. 
 
78 week waits continue to improve although the objective of eradicating all 
waits over 78 weeks has not yet been achieved, with 6 pathways over this 
milestone.    There has been an increase in both 65 and 52 week waits. 
 
Two week wait and 28 day Faster Diagnosis performance has reduced, mainly 
as a result of significant challenges within Dermatology where there are 
significant delays against both standards.  Compliance against the 31day 
subsequent surgery standard was achieved and there has been an 
improvement in 62 day referral to first treatment performance.  The relative 
backlog (as a percentage of the cancer waiting list) is 7.1% against an NHSE 
target of 6.4%.   
 
Diagnostic performance was lower than last month at 68.5%, with 
improvement in all the challenged modalities.  Six have achieved the 99% 
standard and 10 have achieved the NHSE 95% target. 
 
In August 2023 changes to the national cancer standards were announced, 
with a reduction from 10 to 3 core targets from 1 October 2023.  These will be 
the 28 day faster diagnosis standard, the 31 day standard and the 62 day 
standard.  Shadow reporting against the new cancer standards which go live 
on 1 October, shows compliance with the new 31 and 62 day standards.  The 
3rd standard for 28 day faster diagnosis is not achieved for the reasons 
described above. 
 

Trust strategic 
aims:  
 
(please indicate 
which of the 4 
aims is relevant to 
the subject of the 
report) 

Aim 1 
Best care 

 
Objectives 1-4 

Aim 2 
Great team 

 
Objectives 5-8 

Aim 3 
Best value 

 
Objective 9 

Aim 4 
Great place 

 
Objective 10-12 

✓    
 

Links to well-led 
key lines of 
enquiry: 
 

☒Is there the leadership capacity and capability to deliver high quality, 

sustainable care? 

☒Is there a clear vision and credible strategy to deliver high quality, 

sustainable care to people, and robust plans to deliver? 

☐Is there a culture of high quality, sustainable care? 

☒Are there clear responsibilities, roles and systems of accountability to 

support good governance and management? 

☒Are there clear and effective processes for managing risks, issues and 

performance? 

☒Is appropriate and accurate information being effectively processed, 

challenged and acted on? 

☐Are the people who use services, the public, staff and external partners 

engaged and involved to support high quality sustainable services? 

☒Are there robust systems and processes for learning, continuous 

improvement and innovation? 

☒How well is the trust using its resources? 
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Previously 
considered by: 

 

Committee/Group Date 

Trust Management Committee 27 September 2023 

Finance & Performance Committee 28 September 2023 
 

Action required: 
 

 

▪ The Board is asked to receive this information for oversight of activity 
delivery and performance and progress against the high impact change 
plans for Patient Flow Improvement and Elective Care Recovery. 
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Trust Board
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Performance, Activity recovery and

High Impact Change Programme updates

August 2023 reporting period

Jane Shentall

Director of Operational Performance
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Core KPI overview – reporting month & year to date

2
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Performance Overview – 2023/24 year to date

3

ED performance has fallen further in comparison to previous months

Diagnostic performance is lower than the previous month.

There has been a reduction in 78 week waits.

65 and 52 week waits have increased this month.  

Two week wait performance has deteriorated further, again influenced by Dermatology where there is a significant backlog and 2ww breaches account for 80% of all 2ww breaches.  

Similarly, 28 day faster diagnosis standard performance has also been affected by Dermatology where 45% of the breaches were in Skin.

Some improvement seen in 62 day referral to first but the 62 day screening performance improvement has not been maintained.

Accident & Emergency

All types 76%* 71.4%  74.2%  73.1%  71.3%  69.1% 

Type 1 76%* 46.9%  52.4%  49.4%  42.8%  39.0% 

WGH UTC 95% 93.8%  91%  90.2%  96.1% ✓ 97.5% ✓

HHGH UTC 95% 98.4% ✓ 98% ✓ 98.1% ✓ 99.2% ✓ 99% ✓

DMo1 99% / 95%* 63.8%  65.8%  67.3%  69.5%  68.5% 

Open pathways <18 weeks 92% 56.6%  57.0%  55.5%  52.6%  50.8% 

78 week waits 0 11**  9  7  8  6 

65 week waits 0 by Mar 24 495 ↓ 504 ↑ 524 ↑ 455 ↓ 569 ↑

52 week waits Reducing 2694 ↓ 2439 ↓ 2504 ↑ 2440 ↓ 2769 ↑

2ww 93% 74.0%  79.5%  79.1%  74.6%  70.4% 

2ww breast symptomatic 93% 79.6%  96.3% ✓ 95.9% ✓ 95.4% ✓ 82.1% 

28 day faster diagnosis 75% 74.6%  65.9%  72.7%  66.5%  67.4% 

31 day first 96% 97.4% ✓ 99.4% ✓ 96.9% ✓ 94.7%  95.8% 

31 day subsequent surgery 94% 93.8%  94.1% ✓ 100.0% ✓ 83.3%  96.6% ✓

62 day first 85% 63.6%  60.6%  64.3%  69.5%  71.1% 

62 day screening 90% 90.9% ✓ 60.0%  81.8%  84.6%  64.7% 

* 23/34 NHSE Planning Guidance objective

** includes  patient choice

Target Mar-24Feb-24Jan-24Dec-23Nov-23Oct-23May-23Apr-23 Sep-23Aug-23Jun-23 Jul-23

Diagnostics

Referral to Treatment

Cancer
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Patient Flow Improvement & Performance

4
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Patient Flow Improvement Programme

High Impact Change Plan Scorecard 
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Performance

There has been a further reduction in performance this 

month.

• All types 69.1% (July 71.3%, Jun 73.1%, May 74.2%) 

• Type 1 39% (July 42.8%, Jun 49.4%, May 52.4%)

• Watford UTC 97.5% (July 96.1%, Jun 90.2%, May 91%) 

• HH UTC 99% (July 99.2%, Jun 98.1%, May 98.1%)

Non-admitted performance 46.7%, down from 51% the 

previous month

12 hour end to end journeys

12 hour waits (arrival to departure) increased further in 

comparison with the previous month. Totals as a 

percentage of all attendances:

• August 5.2% (776)

• July 4% (634)

• June 2.6% (421)

• May 2.2% (360)

• April 2.8% (415)

• March 2.9% (458)

• February 3.7% (505)

• January 5.7% (804)

• December 6% (1,002)

6

Emergency Department – Performance & Demand

Attendances  

Demand was very marginally higher than the previous 

month, with most demand seen in type 3 attendances.

• All types: 14,865 (July 15,889, Jun 16,072, May 16,028)

• Type 1: 7,319 (July 7,634, Jun 7,539, May 7,826) 

• Type 3: 7,546 (July 8,265, Jun 8,533, May 8,202)

Mental Health Demand

5.9% (429) of all type 1 ED attendances (7,319) related to 

MH

13% (101) of all ED attendances over 12 hours (776) 

related to MH

23.5% of all ED attendances relating to MH (429) wait 12 

hours or more (101) 

Ambulance handovers 

2,704 patients were brought to ED by EEAST.  

There has been a significant improvement in handover 

delays. 

Handover delays (as a % of all ambulance arrivals) 

reported by EEAST

• 30+ minutes: 30% (749)  

(Jul 24%/605, Jun 22.4%/540, May 27.4/698)   

• 60+  minutes: 4.6% (115) 

(Jul 2.3%/57, Jun 2.2%/52, May 3.8%/96)

Data provided by EEAST shows that WHTH delays are 

significantly lower than elsewhere in the ICS.

• 30+ minutes: PAH 54.9%/823, E&NH 48.4%/1060

• 60+ minutes: PAH 26.7%/400, E&NH 17.9%/391

Trajectories to measure improvement against hours lost 

over 30 minutes, have been agreed.  WHTHT has 

agreed a trajectory improvement plan to deliver no 

greater than 108 hours lost over 30 minutes per week by 

March 2024.

August’s hours lost over 30 minutes per week was 48 

against the trajectory plan of 50.  
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Patient Flow - Discharges

All discharge indicators remain in common 
cause variation, ie there has been no 
statistically significant change.

Delivery of the 100 discharges per day has 
been challenging throughout August, with only 
2 days where this was achieved.  

However, further patient flow improvements 
are dependent upon discharges happening 
earlier in the day.  

Weekend discharges also need to improve in 
order to avoid the challenging capacity 
pressures often experienced on 
Mondays/Tuesdays.

The Optimising Patient Flow Group needs to 
explore ways of delivering earlier discharges 
and increasing discharges at the weekend.

Discharges per day
July Mon Tues Wed Thurs Fri Sat Sun

1-2 July 64 52

3-9 July 89 98 94 97 126 72 58

10-16 July 81 104 106 82 88 74 53

17-23 July 76 84 86 105 90 62 43

24-30 July 71 83 83 89 100 69 42

31-Jul 77

Average 78.8 92.2 92.5 93.5 101 68.2 49.6

August Mon Tues Wed Thurs Fri Sat Sun

1-6 Aug 88 96 81 110 62 44

7-13 Aug 86 72 99 96 76 47 37

14-20 Aug 79 89 74 87 100 69 31

21-27 Aug 80 91 105 97 76 54 58

28-31 Aug 56 66 91 84

Average 75.25 81.2 93 89 90.5 58 42.5
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Workstream: Improving Discharges

PerformanceKey updates

August  average daily discharges were 77  with 3 
days where  >100 discharges was achieved. 2 
Fridays a Wednesday pre-strike.  Weekday average 
was 86  and weekend was 51  
Use of Capman to support timely discharges  went 
live on Winter ward on 7 August 2023 this has now 
been rolled out o all the wards but Tudor and 
Castle. 
Board Round and Morning Huddles –‘TDD’ to be 
changed to ‘ADD’ (in line with Capman name). 
‘KDD’ form – now agreed to be called ‘CTR’ (Criteria 
to Reside).
Crib sheets to be reprinted and allocated at all 
wards. 
Piloting Digital Boards on Winter Ward, AAU3 and 
Gade ward for optimal use of EPR and real time 
documentation of CTR information.

IDT/SPOC team being trained to utilise CAPMAN for 
reporting their discharges and updating CTR and 
ADD.
Criteria-led discharge (‘CLD’)  form – awaiting 
completion of build. In the mean time  the QI team 
is supporting the wards and there has been good 
uptake from when the nursing team  had their  
competence sign-off.  CLD will be incorporated to 
the weekend discharges.  Senior Team to visit 
wards to encourage teams to follow Crib Sheet 
workflow and promote use of CLD 
Senior Staff from temporary closure of Castle ward 
are driving patients flow in Medicine – a paper will 
be produced at the end of 8 weeks demonstrating 
the impact. 

Issues and risks affecting performance

Junior Doctor and Consultant Industrial Action  

Escalations/decisions needed

None at present

Planned next month actions
Designated Pharmacist funded by BCF  supporting the 
IDT discharges – this will improve timeliness of 
discharges by time of day. 
A designated administrator to support SPOC  in 
particular the NMCTR patients this will improve 
communication with wards And SPOC. 

Review  the impact of Complex Case Management since  
its launch.  Anticipated benefits to be  realised  include  
the reduction LOS  during winter months. 

Clinical navigators will be  trained on CLD. 
Extend CLD to weekend discharge workflow 

Good progress made with the transfer of the IDT data 
base to Cerner. Now in the testing phase before roll 
out. Training programme for the relevant staff being 
arranged ( HCC, CLCH, Therapy, CNT  and Ward staff)  
Anticipate to go-live in November 2023

Working with pharmacy team to provide an improved 
process for administering dosset boxes. (medication) 
Continue working with CC team to clarify physical 
boards with the electronic white boards. 

High 
impact 

change 2

Performance
Chart on this slide shows in green the days when the 
trust has achieved more than 100 discharges per day.  
There is a much greater proliferation of such days since 
mid –February than in the period before

The achievement of 100+ discharges per day correlates 
nicely with the sustained fall in the usage of escalation 
beds
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Elective Care Recovery & Performance 

improvement

9
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10

Elective Care Recovery Programme

High Impact Change Plan Scorecard 

Focus Area Metric Target

Value weighted activity 103% of 19/20 87.0% 88.0% 5 92.0% 5 86.0% 6 101.0% 5 102.4% 5 94.0% 6 96.0% 5

RTT PTL size Reduction 50,342 50,169 6 52,995 5 56,574 5 57,933 5 60,626 5 62,689 5 64,386 5

RTT Clock stops Improvement 6,395 6,046 6 5,856 6 5,039 6 6,382 5 6,519 5 6,272 6 6,481 5

Outpatient procedures recorded Improvement 6,070 5,579 6 5,878 5 5,617 6 6,724 5 6,659 6 6,326 6 6,437 5

Theatre utilisation - WGH & SACH 85% 70.1% 74.5% 5 75.1% 5 76.2% 5 74.3% 6 77.5% 5 79.1% 5 75.2% 6

Time lost to late starts - WGH & SACH Improvement 221:09 166:35 6 182:19 5 127:11 6 142:21 5 158:54 5 166:17 5 132:10 6

Time lost to early finishes - WGH & SACH Improvement 404:07 272:05 6 295:32 5 256:08 6 383:41 5 341:21 6 273:34 6 369:42 5

RTT: 78 week wait elimination (excl patient choice) 0 by April 23 69 38 6 15 6 11 6 9 6 7 6 8 5 6 6

RTT: 65 week wait elimination (excl patient choice) 0 by April 24 819 607 6 548 6 495 6 504 5 524 5 455 6 569 5

RTT: 52 week wait reduction Improvement 2,681 2,315 6 2,729 5 2,694 6 2,439 6 2,504 5 2,440 6 2,769 5

Cancer: 63+ day wait reduction 95* 184 129 6 125 6 130 5 159 5 149 6 135 6 139 5

28 day faster diagnosis performance 75% 68.5% 78.2% 5 76.7% 6 74.4% 6 65.8% 6 73.0% 5 66.8% 6 67.5% 5

DMO1 (diagnostic) performance 99% 62.0% 64.7% 5 63.1% 6 63.8% 5 65.8% 5 67.3% 5 69.5% 5 68.5% 6

Outpatient follow up rates vs 19/20 75% of 19/20 87.5% 87.7% 5 105.5% 5 82.7% 6 94.9% 5 101.4% 5 85.7% 6 95.6% 5

Patient initiated follow up rate as a % of all OPAs 2.1% 1.5% 1.7% 5 2.1% 5 1.7% 6 1.9% 5 1.9% 5 2.1% 5 2.1% 6

Non-face to face rate as a % of all OPAs 25% 12.9% 12.8% 6 12.7% 6 12.2% 6 12.6% 5 12.7% 5 12.6% 6 12.6% 5

DNA rates 8% 8.0% 8.1% 5 7.9% 6 7.6% 6 7.6% 6 7.9% 5 7.4% 6 7.4% 5

HIGH IMPACT CHANGE 4  

Increase Outpatient productivity with 

greater uptake of non-face to face 

models, patient initiated follow up 

and implementation of the Patient 

Portal

HIGH IMPACT CHANGE 3 

Improve waiting times for RTT, Cancer 

and Diagnostic pathways

HIGH IMPACT CHANGE 1 

Improved data quality, capture and 

recording to enable accurate reporting 

of activity delivery and value

HIGH IMPACT CHANGE 2 

Increased theatre productivity with 

improved utilisation across all sites 

Aug

Elective Care Recovery Programme - High Impact Changes Scorecard

JulJan Feb Mar Apr May Jun
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The internal estimation takes in to account improved coding of procedures and capture of ward attender activity.

Internal SLAM reporting has been used as a proxy for VWA while discussions are ongoing with NHSE regarding alignment

NHSE no longer publish the monthly VWA calculations, instead focusing on a rolling weekly estimate of VWA.    Dialogue with NHSE continues 
with regard to understanding and alignment of the weekly estimates.

11

Data Quality - Value Weighted Activity (VWA)

Despite the national realignment to 101% to 

account for activity lost has a result of the strikes, 

the trust position remains below target:

August 96% / 97% year to date.

This month’s VWA position has been adversely 

affected by further periods of industrial action:

• 11-15 August – junior doctors

• 24-25 August - consultants

A business continuity incident was declared on 16 

August, as a result of urgent care pressures.  This 

remained in place for 48 hours, with some impact 

on elective activity on the WGH site
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Impact of Industrial Action on planned care activity

12

13-16 (6am) 

March
11-15 (6am) April 14-17 (6am) June

13-18 (6am) July 

JD
20-21 July (Cons)

25-27 (8am) July 

(Rad)

11-15 (7am) 

August
Total

Clinical Support 372 471 321 327 241 259 199 2,190

Medicine 1,713 2,239 1,947 1,863 1,071 1,410 1,187 11,430

Surgery 1,960 2,405 2,038 1,931 1,168 1,360 1,103 11,965

Womens And Childrens 1,407 2,113 1,437 1,558 846 996 563 8,920

Total 5,452 7,228 5,743 5,679 3,326 4,025 3,052 34,505

13-16 (6am) 

March
11-15 (6am) April 14-17 (6am) June

13-18 (6am) July 

JD
20-21 July (Cons)

25-27 (8am) July 

(Rad)

11-15 (7am) 

August
Total

Clinical Support 372 471 321 327 241 259 199 2,190

Medicine 1,478 1,935 1,774 1,744 981 1,409 1,062 10,383

Surgery 1,489 2,077 1,810 1,691 1,113 1,356 958 10,494

Womens And Childrens 1,407 2,032 1,396 1,528 841 995 551 8,750

Total 4,746 6,515 5,301 5,290 3,176 4,019 2,770 31,817

13-16 (6am) 

March
11-15 (6am) April 14-17 (6am) June

13-18 (6am) July 

JD
20-21 July (Cons)

25-27 (8am) July 

(Rad)

11-15 (7am) 

August
Total

Clinical Support 0 0 0 0 0 0 0 0

Medicine 235 304 173 119 90 1 125 1,047

Surgery 471 328 228 240 55 4 145 1,471

Womens And Childrens 0 81 41 30 5 1 12 170

Total 706 713 442 389 150 6 282 2,688

Appointments attended or DNA'd

Cancelled & Rebooked Appointments

Booked Appointments

13-16 (6am) 

March
11-15 (6am) April 14-17 (6am) June

13-18 (6am) July 

JD
20-21 July (Cons)

25-27 (8am) July 

(Rad)

11-15 (7am) 

August
Total

1 3 0 1 0 0 3 8

204 399 315 355 183 205 230 1,891

146 196 163 177 118 121 106 1,027

35 50 35 42 28 31 27 248

386 648 513 575 329 357 366 3,174

13-16 (6am) 

March
11-15 (6am) April 14-17 (6am) June

13-18 (6am) July 

JD
20-21 July (Cons)

25-27 (8am) July 

(Rad)

11-15 (7am) 

August
Total

1 3 0 1 0 0 3 8

196 370 309 351 175 204 228 1,833

97 100 121 94 57 109 73 651

25 35 23 31 18 30 25 187

319 508 453 477 250 343 329 2,679

13-16 (6am) 

March
11-15 (6am) April 14-17 (6am) June

13-18 (6am) July 

JD
20-21 July (Cons)

25-27 (8am) July 

(Rad)

11-15 (7am) 

August
Total

0 0 0 0 0 0 0 0

8 29 6 4 8 1 2 58

49 96 42 83 61 12 33 376

10 15 12 11 10 1 2 61

67 140 60 98 79 14 37 495

Admissions

Cancelled & Rebooked Admissions

Booked Admissions

% activity rescheduled 12.9% 9.9% 7.7% 6.8% 4.5% 0.1% 9.2% 7.8% 17.4% 21.6% 11.7% 17.0% 24.0% 3.9% 10.1% 15.6%

13-16 March 11-15 April 14-17 June
13-18 July 

JD
20-21 July (Cons) 25-27 July (Rad)

11-15 August

JD
Total

Total booked 5838 7876 6256 6254 3655 4382 3418 37679

Total cancelled & rebooked 773 853 502 487 229 20 319 3183

% activity rescheduled 13.2% 10.8% 8.0% 7.8% 6.3% 0.5% 9.3% 8.4%

All elective activity
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Outpatient Activity as a % of the 19/20 baseline month

First OPAs 
Overall, new OPA activity (59,277) is 3% lower than 
plan year to date with a gap of 2,598 appointments. 
August is 2% better than plan with an additional 277 
OPAs delivered.

Follow up OPAs
Follow up activity remains above the 75% threshold 
with the year to date position.

Patient Initiated Follow up (PIFU)
2% of patients were moved to a PIFU pathway in 
August.

Divisional Position
Surgery
• Year to date at planned activity.  

August was 1% better than plan by 
73 OPAs. 

• Follow ups are 19% worse than plan 
in month and 11% worse year to 
date.

Medicine 
• Year to date, 11% adverse to plan, 

with a shortfall of 3,464 
appointments.  July was 19% below 
plan with a gap of 85 OPAs.

• Follow up activity is 17% above the 
year to date plan, and August is 21% 
worse than plan.

WACS
• Year to date 1% better than plan and 

11% above plan in August. 
• Year to date, follow up activity is 23% 

over plan and 36% adverse to plan in 
August.

Non-face to face OPAs Surgery 11%, 
Medicine 23%, WACS 5%

Outpatients Apr-23 May-23 Jun-23 Jul-23 Aug-23 YTD

Plan 16,277 17,168 15,915 17,808 15,912 83,079   

Actual 17,101 19,445 19,827 17,780 17,224 91,377   

%var 5% 13% 25% 0% 8% 10%

Plan 14,720 15,403 15,182 17,143 14,616 77,063   

Actual 12,811 15,613 15,903 15,245 14,893 74,465   

%var -13% 1% 5% -11% 2% -3%

Plan 20,275 21,246 19,813 22,064 18,970 102,368 

Actual 22,372 26,876 26,801 25,203 24,193 125,445 

%var 10% 27% 35% 14% 28% 23%

Plan 34,995 36,649 34,994 39,207 33,587 179,431 

Actual 35,183 42,489 42,704 40,448 39,086 199,910 

%var 1% 16% 22% 3% 16% 11%

Plan 6,888   7,120   7,162   7,631   6,597   35,398   

Actual 5,619   6,726   6,663   6,339   6,438   31,785   

%var -18% -6% -7% -17% -2% -10%

OP first 

attendance

Outpatient 

referrals

OP follow-up 

attendance

Total OP atts

OP atts with 

procedures

Surgery Apr-23 May-23 Jun-23 Jul -23 Aug-23 YTD

Plan 5,657   6,316   5,734   6,351   5,705   29,763 

Actual 6,385   7,184   7,415   6,633   6,554   34,171 

%var 13% 14% 29% 4% 15% 15%

Plan 5,408   5,675   5,684   6,522   5,399   28,689 

Actual 5,017   6,120   6,246   5,818   5,472   28,673 

%var -7% 8% 10% -11% 1% 0%

Plan 7,106   7,689   7,034   7,728   6,712   36,270 

Actual 6,962   8,477   8,711   7,949   7,996   40,095 

%var -2% 10% 24% 3% 19% 11%

Plan 12,515 13,364 12,718 14,250 12,111 64,959 

Actual 11,979 14,597 14,957 13,767 13,468 68,768 

%var -4% 9% 18% -3% 11% 6%

Plan 2,590   2,623   2,773   3,009   2,704   13,698 

Actual 2,308   2,639   2,604   2,965   2,653   13,169 

%var -11% 1% -6% -1% -2% -4%

OP atts  with 

procedures

Outpatient 

referra ls

OP fi rs t 

attendance

OP fol low-up 

attendance

Tota l  OP atts

Medicine Apr-23 May-23 Jun-23 Jul -23 Aug-23 YTD

Plan 7,250   7,521   6,915   8,060   7,133   36,879 

Actual 6,938   8,086   8,359   7,082   6,743   37,208 

%var -4% 8% 21% -12% -5% 1%

Plan 5,912   6,352   6,150   7,049   6,016   31,479 

Actual 4,531   5,774   6,059   5,720   5,931   28,015 

%var -23% -9% -1% -19% -1% -11%

Plan 6,142   6,496   6,165   6,879   5,781   31,463 

Actual 6,582   8,148   7,944   7,098   6,985   36,757 

%var 7% 25% 29% 3% 21% 17%

Plan 12,055 12,848 12,315 13,928 11,797 62,942 

Actual 11,113 13,922 14,003 12,818 12,916 64,772 

%var -8% 8% 14% -8% 9% 3%

Plan 3,196   3,437   3,430   3,507   2,928   16,499 

Actual 2,293   2,909   2,890   2,270   2,702   13,064 

%var -28% -15% -16% -35% -8% -21%

Outpatient 

referra ls

OP fi rs t 

attendance

OP fol low-up 

attendance

Tota l  OP atts

OP atts  with 

procedures

WACS Apr-23 May-23 Jun-23 Jul -23 Aug-23 YTD

Plan 1,497   1,514   1,479   1,533   1,356   7,379   

Actual 1,782   1,951   1,886   1,822   1,788   9,229   

%var 19% 29% 28% 19% 32% 25%

Plan 1,842   1,759   1,761   1,888   1,680   8,930   

Actual 1,671   1,904   1,748   1,872   1,867   9,062   

%var -9% 8% -1% -1% 11% 1%

Plan 1,435   1,347   1,281   1,572   1,235   6,870   

Actual 1,464   1,792   1,722   1,764   1,682   8,424   

%var 2% 33% 34% 12% 36% 23%

Plan 3,276   3,106   3,042   3,460   2,915   15,800 

Actual 3,135   3,696   3,470   3,636   3,549   17,486 

%var -4% 19% 14% 5% 22% 11%

Plan 1,064   1,012   927      1,081   945      5,029   

Actual 1,040   1,194   1,185   1,123   1,108   5,650   

%var -2% 18% 28% 4% 17% 12%

Outpatient 

referra ls

OP fi rs t 

attendance

OP fol low-up 

attendance

Tota l  OP atts

Tota l  OP atts  

with 

procedures
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All admission types
Year to date activity (14,842) is 6% better than plan by 
522 admissions and for the month, August 13% over 
plan by 576 admissions.

Day Cases 
Year to date, 1,733 admissions / 11% better than plan 
and August’s activity was in line with plan.

Overnight admissions (elective ordinary)
Continue to show, 25% deficit against plan year to 
date, with a shortfall of 700 admissions.  August is 21% 
behind plan with a gap of 117 admissions.

Elective Inpatient Activity as a % of the 19/20 baseline month

Divisional Position
Surgery 
• Year to date shortfall of 957 day 

case admissions, 17% behind plan 
and 6% below plan for August.

• Overnight admissions 24% behind 
plan with a shortfall of 458 
admissions year to date and 19% 
below plan with a 72 shortfall in 
July.

Medicine
• Day cases 32% or 2,820 admissions 

above the year to date plan and 
35% above plan for August

• Overnight admissions are 37% 
behind plan year to date, 21% 
behind for August with 5 fewer 
cases than plan.

WACS 
• 16% lower than day case plan (172 

admissions) year to date but 8% 
better than the August plan by 18 
admissions.

• Year and month to date overnight 
admissions 48% below plan with a 
deficit of 258 admissions ytd and 
52 admissions short of plan for 
August.

Elective Inpatients Apr-23 May-23 Jun-23 Jul-23 Aug-23 YTD

Plan 3,013  3,228  2,993  3,333  2,983  15,550   

Actual 3,036  3,674  3,661  3,353  3,559  17,283   

%var 1% 14% 22% 1% 19% 11%

Plan 543      536      607      589      551      2,826     

Actual 351      438      440      463      434      2,126     

%var -35% -18% -27% -21% -21% -25%

Plan 3,556  3,764  3,600  3,922  3,535  18,377   

Actual 3,387  4,112  4,101  3,816  3,993  19,409   

%var -5% 9% 14% -3% 13% 6%

Total 

Elective 

Elective 

Ordinary

Elective 

Daycase

Surgery Apr-23 May-23 Jun-23 Jul -23 Aug-23 YTD

Plan 1,088   1,158   1,120   1,219   1,031   5,616   

Actual 799      970      1,032   886      972      4,659   

%var -27% -16% -8% -27% -6% -17%

Plan 370      374      419      407      371      1,942   

Actual 229      302      312      342      299      1,484   

%var -38% -19% -26% -16% -19% -24%

Plan 1,458   1,532   1,539   1,626   1,402   7,558   

Actual 1,028   1,272   1,344   1,228   1,271   6,143   

%var -29% -17% -13% -24% -9% -19%

Elective 

Ordinary

Tota l  Elective 

Inpatients

Elective 

Daycase

Medicine Apr-23 May-23 Jun-23 Jul -23 Aug-23 YTD

Plan 1,716   1,858   1,661   1,878   1,734   8,846   

Actual 2,094   2,494   2,450   2,293   2,335   11,666 

%var 22% 34% 48% 22% 35% 32%

Plan 22        20        20        30        25        117      

Actual 13        13        17        11        20        74        

%var -40% -35% -15% -64% -21% -37%

Plan 1,738   1,878   1,681   1,909   1,759   8,964   

Actual 2,107   2,507   2,467   2,304   2,355   11,740 

%var 21% 34% 47% 21% 34% 31%

Elective 

Daycase

Elective 

Ordinary

Tota l  Elective 

Inpatients

WACS Apr-23 May-23 Jun-23 Jul -23 Aug-23 YTD

Plan 209      212      213      233      219      1,086   

Actual 133      202      173      169      237      914      

%var -36% -5% -19% -28% 8% -16%

Plan 105      102      121      102      112      542      

Actual 54        62        55        53        60        284      

%var -48% -40% -55% -48% -46% -48%

Plan 314      314      334      335      331      1,628   

Actual 187      264      228      222      297      1,198   

%var -40% -16% -32% -34% -10% -26%

Elective 

Daycase

Elective 

Ordinary

Tota l  Elective 

Inpatients
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MRI

Better than plan year and month to date, with 554/7% more scans than the 

ytd plan and August was 26% better than plan by 364 scans.

CT

26% better than plan year to date and 23% for the month with an additional 

4,465 scans above the ytd plan and 795 ahead in the month.

Non-obstetric ultrasound (NOUS) 

4% ahead of the year to date plan by 587 scans.  August 10% better than 

plan.

Colonoscopy

Better than plan year to date by 46%, with 900 more procedures than plan 

and 30%/114 more in August.  This now includes some activity which was 

previously coded as flexible sigmoidoscopy.

Flexible sigmoidoscopy

75%year to date deficit and 67% below plan for the month.  Changes in 

coding, with activity recorded as colonoscopy now, account for this deficit 

against plan.

Gastroscopy 

15% better than year to date plan & 9% ahead of plan for the month by 47 

procedures.

Echo

Recovery continues, now 14% behind plan year to date with a deficit of 

944 scans.  August is 26% below plan with a shortfall of 354 scans.

Outsourcing/insourcing is in place for all modalities except NOUS where 

the backlog has now been cleared.

Diagnostic Activity as a % of the 19/20 baseline month

Diagnostics Apr-23 May-23 Jun-23 Jul-23 Aug-23 YTD

Plan 1,833  1,977  1,346  1,458  1,398  8,013     

Actual 1,655  1,731  1,802  1,617  1,762  8,567     

%var -10% -12% 34% 11% 26% 7%

Plan 3,149  3,409  3,382  3,842  3,448  17,231   

Actual 4,102  4,389  4,534  4,428  4,243  21,696   

%var 30% 29% 34% 15% 23% 26%

Plan 3,725  3,055  2,572  2,712  2,385  14,450   

Actual 2,616  2,924  3,394  2,986  3,117  15,037   

%var -30% -4% 32% 10% 31% 4%

Plan 357      436      347      421      385      1,946     

Actual 460      633      673      581      499      2,846     

%var 29% 45% 94% 38% 30% 46%

Plan 214      236      180      190      194      1,014     

Actual 107      26        35        24        64        256         

%var -50% -89% -81% -87% -67% -75%

Plan 513      613      575      645      541      2,889     

Actual 620      705      729      687      588      3,329     

%var 21% 15% 27% 6% 9% 15%

Plan 1,294  1,296  1,385  1,401  1,341  6,717     

Actual 1,101  1,224  1,306  1,155  987      5,773     

%var -15% -6% -6% -18% -26% -14%

Gastroscopy

Echo

MRI

CT

NOUS

Colonoscopy

Flexi Sig
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Utilisation

Across both sites, utilisation was 

lower, at 75.2% (July 79.2%).

This was the case at both sites 

compared to the previous month

• WGH 75% (July 81.2%)

• SACH 75.6% (July 79.6%)

Cases undertaken

More procedures were undertaken 

(1,044) in comparison with the 

previous month (936) 

• WGH 480 (July 432)

• SACH 564 (July 504)

SACH

WGH (incl Obs & Gynae)

Theatre Productivity - Cases, Cases per session & Utilisation
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Late Starts

There was an improvement overall in 

comparison to the previous month, with an 

average of 4.3 hours lost per day (July 5.3)

At WGH hours lost per day fell to 2.91 from 3.89 

in July.

At SACH there was improvement at 1.35, a 

reduction on the previous month (1.47 July).

It should be noted that some late starts are the 

result of morning session late finishes and so 

are unavoidable.

Theatre Productivity – Late starts & Early finishes

Early Finishes

There was significant increase in August, with 

11.92 hours lost per day vs 8.4 in July. 

Hours lost per day at SACH rose to 5.89 (from 

4.7 in July), and at WGH to 6% (3.6 in July).

On the day cancellations affect this indicator 

and work on these and scheduling improvement 

work through the Seamless Surgery programme 

are expected to contribute to less hours lost.

Cancellations on the day

At 4.9% overall cancellations on the day 

improved (July 6.7%) 

At WGH the position decreased to 6.8% (July 

9.7%).

At SACH it reduced to 3.3% from 4.2% in July.
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RTT Long waits Improvement

65 weeks:

An increase on the previous month, now with 569 x 65 week wait 

pathways this month (July 455).  There was a small increase in 

the number of pathway clock stops over 65 weeks at 196 (July 

188), indicating that the growth is the result of pathways tipping in 

to this wait time cohort rather than a decrease of long wait activity.

Growth is evident in most services, but the greatest increases are 

in Dermatology, ENT, Cardiology, Orthopaedics and Respiratory 

Medicine.

78 week waits

6 x 78 week waits at month end, an increase of 1 from June with :

• 2 Cardiology pathways

• 2 Dermatology pathways

• 1 Orthopaedic pathway
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Cancer waits backlog improvement & performance

2 week waits / breast symptomatic (93%)

The month end position is lower than July (74.5%) at 

70.4%.  This is largely the impact of Dermatology, at 

where breaches account for 80% of all breaches.  

28 day Faster Diagnosis Standard (75%)

Performance has deteriorated to 67.4%, again 

particularly impacted by Dermatology with 45% of 

breaches.

31 day 1st  (96%) (Not shown)

Compliance not yet achieved, currently at 95.8% with 

8 breaches, 4 LGI, 2 Gynae, 2 Urology.

31 day subsequent surgery (94%)

Standard achieved at 96.6%.

62 day screening (90%) (Not shown)

Currently at 64.7%, with only 3 breaches, 2 in LGI 

and 1 in Breast.

62 day referral to definitive treatment (85%)

Performance has improved, at 71.1% with 25 

breaches (spread across Urology, LGI, Gynae, UGI, 

Haematology, Lung, ENT, and Skin.

63+ day backlog

At month end there were 136 (7.1%) pathways over 

63 days with a PTL of 2256 patients.  The NHSE 

objective is to have a backlog of no more than 6.4%.

Shadow reporting against the new standards

28 day FDS 68.7% (target 75%)

31 day 96.4% (target 96%)

62 day 76.4% (initial target 70%)
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Diagnostic (DM01) performance improvement

Performance is lower than the previous month at 68.5%. The national planning guidance 

objective for diagnostic performance recovery is to achieve 95% (the red dotted line) by 

March 2025.  The constitutional target is 99%.

6 modalities have achieved 99% or better and a total of 10 are now at 95% or better.  

Modalities with performance below 50% are unchanged (Dexa, Audiology, Echo, 

Cystoscopy). Improvement in all challenged modalities is being supported through 

additional sessions, outsourcing, insourcing and validation.

Although there are still some DQ issues within Cystoscopy, phase 2 of the work to 

implement a resolution is completed with exclusion of further therapeutic procedures.  

Phase 3 will address duplicate pathways and the final phase will look at planned pathways 

and clock stops.

Audiology demand has increased, particularly hearing aid referrals from the community 

service.  Outsourcing plans are advancing slowly, while development of a business case to 

increase in house capacity progresses.

Dexa performance workforce constraints have limited the rate of improvement. There are few 

options for outsourcing.  In-house capacity has increased through extended days but more 

capacity is needed to enable rapid improvement. 

The Echo service is constrained by of workforce issues and increased demand.  Some 

activity is outsourced and plans to insource are progressing.  Additional capacity is in place 

in the form of ad hoc sessions.  
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Planning Guidance 2023/24 – performance against target/objective

2023/24 Elective Care

1. Eliminate waits of over 65 weeks by March 2024 (except 

where patients choose to wait longer or in specific 

specialties).

2. Deliver system specific activity target (agreed through the 

operational planning process). 

3. Continue to reduce the number of patients waiting over 

62 days (on the Cancer PTL). 

- The trust specific target to be achieved by March 2024   

is 143.

4. Meet the cancer faster diagnosis standard by March 

2024 so that 75% of patients who have been urgently 

referred by their GP for suspected cancer are diagnosed 

or have cancer ruled out within 28 days.

- Incremental targets per quarter as follows:

- 67.5% by June 23

- 70% by September 23

- 72.5% by December 23

- 75% by March 24

21

Current position against objectives & actions

Urgent & Emergency Care

5. Improve A&E waiting times so that no less than 76% of 

patients are seen within 4 hours by March 2024 with 

further improvement in 2024/25

6. Reduce adult general and acute (G&A) bed occupancy to 

92% or below

Objective August 23

1 65 week wait elimination by March 

2024

569 (July 485)

2 Deliver system specific activity target 

(103% VWA)

96% (July 94%)

NB: reported position with 

internal adjustments.  

3 Reduction in patients over 62 days on 

the Cancer PTL – 143 by March 2024

136 (July 135)

4 Meet the Cancer Faster Diagnosis 

standard of 75% by March 2024 –

67.5% by June 23

67.4% (July 65.9%)

5 Improve A&E waiting times to 76% 

seen within 4 hours by March 2024

69.1% (July 71.3%)

6 Reduce adult (G&A) bed occupancy to 

92% or below

All sites: 88.8% (July 89.9%)

WGH only: 93.8% (July 94.2%)
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Please tick the appropriate box  

For approval 
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 ✓ ✓ 
 

Executive 
Summary: 
 

Summary 

• This cover sheet summarises the contents of the Trust Integrated Performance 
Report, detailing changes made to the pack and summarising some of the narrative 
points made and is intended to provide information and assurance to the committee.   

Changes to the pack 

• Theatre Utilisation Benchmarking added (Model Hospital) 
Safe Care & Improving Outcomes - Quality 

• There are two statistically significant indicators – SHMI breaching the upper control 
limit, although Dr Foster class the Trust as being within ‘expected range’.  The SHMI 
indicator is a rolling 12 month metric.  The second statistically significant metric is 
HSMR, which is now a rolling 12 month metric, and showing improving special cause 
variation.  Again Dr Foster has HSMR within the expected range 

Safe Care & Improving Outcomes - Safety 

• There are nine exceptions generated.  The only metric that wasn’t an exception last 
month is the number of falls with harm, where 7+ data points below the mean 
indicates a shift in the data. 

• Unregistered fill rate is showing as an exception with the latest data point breaching 
the upper control limit. This is largely down to enhanced 1:1 care required (largely 
for mental health inpatients) and to staffing of exceptional surge.  The unregistered 
fill rate offsets the low registered fill rate. 

• Seven of the nine exceptions generated reflect improving special cause variation, 
with two representing concerning special cause variation. 

Caring & Responsive Services – A&E 

• Eleven exception pages generated – all of which were exceptions in the previous 
month, barring 12 hour trolley waits (generating an exception for improving special 
cause as there have been 7 consecutive months since we had any 12 hour trolley 
waits.  The improvement in ambulance handover data has tailed off for 15 minute 
handovers and 30-60 minute handovers, and 60+ minute handovers have returned 
to common cause variation. 

Caring & Responsive Services – RTT, Cancer, Outpatients 

• Ten Exception pages generated, with improving special cause variation for Cancer 
– Breast Symptomatic two week wait, and RTT 78+ week waits 

• Cancer metrics continue to show improved performance, with only 62 day GP 
referral generating a concerning special cause variation of the waiting times metrics 

Workforce 

• Ten Exception pages generated, with eight exceptions generated for improving 
special cause.  The new exception is the Trust sickness rate, which is showing 
improving special cause variation with 7 data points below the mean. 

Activity 

• Eight Exception pages generated, all of which were exception in the previous month 
 

Trust Board 
5 October 2023 

20

Tab 20 Integrated Performance Report

1 of 513 Trust Board Meeting in Public 5 October 2023-05/10/23



2 
 

NB: Data correct at the time of reporting  
 

Trust strategic 
aims:  
 
(please indicate 
which of the 4 
aims is relevant to 
the subject of the 
report) 

Aim 1 
Best care 

 
Objectives 1-4 

Aim 2 
Great team 

 
Objectives 5-8 

Aim 3 
Best value 

 
Objective 9 

Aim 4 
Great place 

 
Objective 10-12 

✓ ✓ ✓ ✓ 
 

Links to well-led 
key lines of 
enquiry: 
 

☒Is there the leadership capacity and capability to deliver high quality, 

sustainable care? 

☐Is there a clear vision and credible strategy to deliver high quality, 

sustainable care to people, and robust plans to deliver? 

☐Is there a culture of high quality, sustainable care? 

☒Are there clear responsibilities, roles and systems of accountability to 

support good governance and management? 

☒Are there clear and effective processes for managing risks, issues and 

performance? 

☒Is appropriate and accurate information being effectively processed, 

challenged and acted on? 

☐Are the people who use services, the public, staff and external partners 

engaged and involved to support high quality sustainable services? 

☒Are there robust systems and processes for learning, continuous 

improvement and innovation? 

☒How well is the trust using its resources? 

Previously 
considered by: 

 

Committee/Group Date 

Trust Management Committee 27/09/23 

Finance & Performance Committee 28/09/23 
 

Action required: 
 

The Board is asked to receive this report for information and assurance  
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September 2023 – August 2023 data

Mark Landau, Director of Business Intelligence

Paul Bannister, Chief Information Officer

Integrated Performance 

Report

1
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Integrated Performance Report

• Trust Management Committee

• Finance & Performance 

Committee

• Trust Board

– 27th September 2023

– 28th September 2023

– 5th October 2023

2
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A note on SPC charts

Variation Assurance

Common 

cause –

no 

significant 

change

Special 

cause of 

concerning 

nature or 

higher 

pressure due 

to (H)igher or 

(L)ower 

values 

Special cause 

of improving 

nature or 

lower 

pressure due 

to (H)igher or 

(L)ower 

values 

Variation 

indicates 

inconsistently 

passing and 

falling short 

of the target

Variation 

indicates 

consistently 

(P)assing  

the target

Variation 

indicates 

consistently 

(F)alling 

short of the 

target

3
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High Level Key - Variation

Are we improving 
declining or 
staying the same

Orange = significant 
concern or high pressure

Blue = significant 
improvement or low 
pressure

Grey – no 
significant change

4
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High Level Key - Assurance Can we reliably 
hit the target

Orange = system change 
required to hit target

Blue = will reliably hit the 
target

Hit and miss the 
target

5
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Summary Icon Descriptions
Perform Assure Description

Special cause of a concerning nature where the measure is significantly HIGHER. This occurs 

where there is higher pressure in the system or deteriorating performance. 

This system is not capable. It will FAIL the target without system change.

Special cause of a concerning nature where the measure is significantly HIGHER. This occurs 

where there is higher pressure in the system or worse performance. 

However despite deterioration the system is capable and will consistently PASS the target.

Special cause of a concerning nature where the measure is significantly  HIGHER. This occurs 

where there is higher pressure in the system or worse performance. This system will not 

consistently hit or miss the target.  (This occurs when target lies between process limits).

Special cause of a concerning nature where the measure is significantly LOWER. This occurs 

where there is deteriorating performance. 

This system is not capable. It will FAIL the target without system change.

Special cause of a concerning nature where the measure is significantly LOWER.  This occurs 

where there is deteriorating performance. 

However the system is capable and will consistently PASS the target.

Special cause of a concerning nature where the measure is significantly LOWER. 

This system will not consistently hit or miss the target.  (This occurs when target lies between 

process limits).

Common cause variation, no significant change.

This system is not reliably capable. It will FAIL to consistently meet target without system 

change.

Common cause variation, no significant change. 

The system is capable and will consistently PASS the target.

Common cause variation, no significant change. 

This system will not consistently hit or miss the target.  (This occurs when target lies between 

process limits).

6
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SPC rules – Special Cause Variation

2 out of 3 points close to the control limit

A run of points all one side of the mean

Variation indicating consistently failing the 
target – target line above upper control 
limit

A breach of the upper/lower control limit A run of ascending/descending data points

Variation indicating consistently passing the 
target – target line below lower control 
limit
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8

KPI
Latest 

month
Measure Target

V
ar

ia
ti

o
n

A
ss

u
ra

n
ce Local or 

National 

Metric

Committee Owner

SHMI (Rolling 12 months) Mar 23 100 100 National Quality CMO

HSMR - Total (Rolling 12 months) May 23 99 100 National Quality CMO

Clostridioides Difficile - Hospital associated (Cat 1) Aug 23 2 - Local Quality CN

Clostridioides Difficile - Healthcare associated (Cat 2) Aug 23 2 - Local Quality CN

Clostridioides Difficile - Hospital and Healthcare associated Total Aug 23 4 3 Local Quality CMO

Hand Hygiene Compliance Aug 23 96% 95% Local Quality CN

30 Day Emergency Readmissions - Elective * Aug 23 3% 4% Local Quality CMO

30 Day Emergency Readmissions - Emerg * Aug 23 12% 13% Local Quality CMO

Caesarean Section rate - Robson Category 1 Aug 23 18% - Local Quality CMO

Caesarean Section rate - Robson Category 2 Aug 23 55% - Local Quality CMO

Caesarean Section rate - Robson Category 5 Aug 23 86% - Local Quality CMO

Safe Care and Improving Outcomes - Quality
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Special Cause Variation – Performance/Assurance – SHMI (Rolling 12 months)

Background What the Data tells us Issues Actions Mitigations

SHMI – (Rolling 12 Months)

Exception triggered due to the 

target being above the upper 

control limit

Exception triggered due to 

beach of the upper control limit

SHMI rate is within ‘as 

expected’ range according 

to Dr Foster.  

9
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Special Cause Variation – Performance – HSMR (Rolling 12 months)

Background What the Data tells us Issues Actions Mitigations

HSMR – (Rolling 12 Months)

Exception triggered due to a 

run of data points in one 

direction (a trend)

10

Rolling trend Superspells Spells Observed 
Crude 
Rate 

Expected 
Expected 

Rate 
Relative 

risk 
Confidence 
Intervals 

Change Banding 

Jun-2021 to May-2022 29651 29707 1236 4.17% 1311.63 4.42% 94.23 89.05 - 99.64 #N/A Lower 

Jul-2021 to Jun-2022 29094 29151 1247 4.29% 1328.89 4.57% 93.84 88.7 - 99.19 -0.40 Lower 

Aug-2021 to Jul-2022 28549 28607 1244 4.36% 1328.77 4.65% 93.62 88.49 - 98.97 -0.22 Lower 

Sep-2021 to Aug-2022 28268 28329 1270 4.49% 1340.71 4.74% 94.73 89.59 - 100.08 +1.11 Within 

Oct-2021 to Sep-2022 27847 27916 1276 4.58% 1346.04 4.83% 94.80 89.67 - 100.14 +0.07 Within 

Nov-2021 to Oct-2022 27408 27480 1281 4.67% 1354.59 4.94% 94.57 89.46 - 99.89 -0.23 Lower 

Dec-2021 to Nov-2022 27342 27418 1262 4.62% 1364.18 4.99% 92.51 87.48 - 97.76 -2.06 Lower 

Jan-2022 to Dec-2022 27412 27488 1274 4.65% 1357.69 4.95% 93.84 88.75 - 99.13 +1.33 Lower 

Feb-2022 to Jan-2023 27627 27711 1315 4.76% 1384.20 5.01% 95.00 89.93 - 100.28 +1.17 Within 

Mar-2022 to Feb-2023 27687 27777 1334 4.82% 1389.16 5.02% 96.03 90.94 - 101.32 +1.03 Within 

Apr-2022 to Mar-2023 27340 27427 1360 4.97% 1382.19 5.06% 98.39 93.23 - 103.77 +2.36 Within 

May-2022 to Apr-2023 27763 27846 1340 4.83% 1359.43 4.90% 98.57 93.36 - 103.99 +0.18 Within 
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11

KPI
Latest 

month
Measure Target

V
ar

ia
ti

o
n

A
ss

u
ra

n
ce Local or 

National 

Metric

Committee Owner

% nursing hours (shift fill rate) Aug 23 105% 95% Local Quality CN

% nursing hours (shift fill rate) - Registered Aug 23 91% 100% Local Quality CN

% nursing hours (shift fill rate) - Unregistered Aug 23 129% 100% Local Quality CN

Serious incidents - number* Aug 23 4 - Local Quality CMO

Serious incidents - % that are harmful* Aug 23 75% 0% Local Quality CMO

% of patients safety incidents which are harmful* Aug 23 14% 0% Local Quality CMO

Never events Aug 23 0 - Local Quality CMO

Category 4 pressure  ulcers - New (Hospital  acquired) Aug 23 0 - Local Quality CN

Category 3 pressure  ulcers - New (Hospital  acquired) Aug 23 4 - Local Quality CN

Falls with Harm Aug 23 13 - Local Quality CMO

VTE risk assessment* Aug 23 98% 95% Local Quality CMO

Patients admitted to stroke unit within 4 hours of hospital arrival Aug 23 68% 90% Local Quality CMO

Stroke patients spending 90% of their time on stroke unit Aug 23 93% 80% Local Quality CMO

% Stroke Patients Thrombolysed within an hour Aug 23 67% 50% Local Quality CMO

Safe Care and Improving Outcomes - Safety
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Special Cause Variation – Performance – % Nursing Hours (shift fill rate) - Registered

Background What the Data tells us Issues Actions Mitigations

% Nursing Hours (shift fill 

rate) - Registered

Exception triggered due to a 

7+ data points below the 

mean (a shift)

Registered fill rate remains low 
due to high level of 
unavailability caused by short 
term sickness and maternity 
leave.  Maternity and 
Paediatrics still remain 
challenged due to vacancy. 

In addition, when surge beds 
are open, the registered fill 
rate reduces further due to 
staff redeployment.  

Domestic and IR Recruitment 
continues for Nursing and 
Midwifery 

Use of Temporary staffing

Risk Register # 37 (score 
reduced from 20 to 12)

Daily meetings at 8.30 and 14.30 
to review safe staffing.

Daily Redeployment of staff to 
support safe staffing 

Daily reports circulated to indicate 
Trust and Divisional staffing RAG 
status.

Sign off night staffing by Chief 
Nurse

Senior clinical support out of hours 
including nights

12
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Special Cause Variation – Performance/Assurance – % Nursing Hours (shift fill rate) -

Unregistered

Background What the Data tells us Issues Actions Mitigations

% Nursing Hours (shift fill 

rate) - Unregistered

Exception triggered due to a 

breach of the upper control 

limit

Exception triggered due to 

7+ data points above the 

mean (a shift)

Exception triggered due to 

the target falling below the 

lower control limit

Increased unregistered 
demand and fill due to 
additional shifts related to 
large number of escalation 
beds open and increase in  
ECWs usage. 

IR Recruitment continues 
for Nursing and Midwifery

Use of Temporary staffing

Risk Register # 37 (score 
reduced from 20 to 12)

Daily meetings at 8.30 and 14.30 to 
review safe staffing.

Daily Redeployment of staff to 
support safe staffing 

Daily reports circulated to indicate 
Trust and Divisional staffing RAG 
status.

Sign off night staffing by Chief Nurse

Senior clinical support out of hours 
including nights 13
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Special Cause Variation – Performance – Serious Incidents - Number

Background What the Data tells us Issues Actions Mitigations

Serious Incidents -

Number

Exception triggered due to 

a run of 7+ data points 

below the mean (a shift)

4 serious incidents (SIs) were 

declared in July 2023, which is 

similar to the number reported in 

May and June 2023. The trend 

continues to show a stable  number 

of SIs.

The divisions will continue 

monitoring of incident 

reporting and implementing 

measures to support 

sharing lessons learned and 

embed learnings through 

different forums, including 

‘message of the week,’ 

governance meetings, and 

the Serious Incident Panel 

meetings..

The Serious Incident Review 

Group meeting continues to 

monitor the work of the 

divisions in ensuring that 

learnings from actions are 

evidenced before incidents 

are closed.

14

4 serious incidents(SIs)  were declared in July 2023. Of these, 2 were 

reported by Women and Children Services , and 1 each was reported 

by Medicine division and Surgery, Cancer and Anaesthetics

In terms of harm, 3 were rated as ‘severe” and 1 was rated as “death 

and catastrophic.” Women and Children Services reported the highest 

proportion (50%) compared to the remaining divisions.

The number of SIs continues to show a special cause of improving 

nature. In the past seven months from January 2023 to July 2023 

inclusive, there has been an average of 3.8 SIs per month with a range 

of 2 to 5 SIs.
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Special Cause Variation – Assurance – % of patient safety incidents which are harmful

Background
What the Data 

tells us
Issues Actions Mitigations

% of patient safety 

incidents which are 

harmful

Exception triggered due to 

the target being below the 

lower control limit

In July 2023, the incident-type reporting categories 

were varied in relation to SIs. The categories relate 

to 'Diagnostic incident including delay', 

'Maternity/Obstetric incident meeting SI criteria: baby 

only’ and medical equipment, devices and 

disposable  incident. 

Maternity (Midwifery) care (76), Administrative 

process Excluding Documentation (40), Pressure 

Ulcer (33), Patients Falls (29), Neonatal/Perinatal 

Care (27), Infection Control (21)

The number of incidents reported with no harm in 

July 2023 is 80.2 % (1320) which is relatively higher 

than in 85% (1214) in June 2023.

Divisions are to share and 

facilitate timely learning and 

ensure lessons learned are 

embedded.

Continue improvement and 

organisational shared learning 

around identified themes and 

trends to minimise or prevent a 

recurrence.

Patient safety incident discussions 

continue, especially as the Trust 

beginning to transition to the new 

Patient Safety Incident Response 

Framework (PSIRF), which 

embraces proactive use of data, 

collaborative working, improved 

engagement, and emphasizes 

lessons learned Trust wide.

15

The Trust recorded 1645 patient safety incidents in July 2023 compared with 1489 in 

June 2023: a 10.5% increase. 

16.6% (274) of the incidents resulted in patient harm; this is significantly higher than 

13.5% reported in June 2023. Of these, 238 incidents were reported as low harm, which 

is significantly higher in comparison with 173  reported in June  2023. 

In context, the types of incidents reported across the divisions in July is varied. ‘Maternity 

care’, ‘Admin process’ and ‘Pressure incident’ types fall outside the range as outliers, 

reporting 76, 40, and 33 respectively.  

2% (34) of the incidents reported in July 2023 were recorded as causing “moderate or 

higher” level of harm to patients. Of these, 20 are under open investigation and 12 have 

been closed.
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Special Cause Variation – Performance – Falls with Harm

Background What the Data tells us Issues Actions Mitigations

Falls with Harm

Exception triggered due to a 

run of 7+ data points below 

the mean (a shift)

16
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Special Cause Variation – Performance – VTE Risk Assessment

Background What the Data tells us Issues Actions Mitigations

VTE Risk Assessment

Exception triggered due to a 

run of 7+ data points above 

the mean (a shift)

Badgernet data now 

incorporated for maternity
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Special Cause Variation – Performance/Assurance – Patients admitted to 

stroke unit within 4 hours of hospital arrival

Background
What the Data tells 

us
Issues Actions Mitigations

Patients admitted to stroke 

unit within 4 hours of 

hospital arrival

Exception triggered 

due to target being 

outside the upper 

control limit

Exception triggered 

due to a run of 7+ 

data points above the 

mean (a shift)

Exception triggered 

due to a breach of 

the upper control limit

The 4 hour to SU % has been 

consistently good since Feb 22. and 

reflects how the ward was pre covid.

The April to June quarter for Watford 

was  64%.

In comparison  EoE South average  

for April -June was 46.4%. 

Local Trusts were recorded as follows

Lister 25%

L&D   50%

Milton Keynes 56.5%

A review of  the noncompliant patients is 

undertaken to understand if there are 

themes which need to be addressed. 

Maintaining ring  fenced beds on the  

HASU  and  a ring-fenced side room for 

patients requiring thrombolysis

Patients continue to 

receive Stroke 

Consultant input 

and specific 

recommendations 

for their care. 
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19

KPI
Latest 

month
Measure Target

V
ar

ia
ti

o
n

A
ss

u
ra

n
ce Local or 

National 

Metric

Committee Owner

Percentage of Ambulance Handovers within 15 minutes Aug 23 15.6% 95.0% National F&P COO

Ambulance turnaround times >30 mins and <60 mins Aug 23 637 0 National F&P COO

Ambulance turnaround times >60 mins Aug 23 115 - National F&P COO

A&E Initial Assessment < 15 mins Aug 23 71.4% 95.0% National F&P COO

Mean time in department (non-admitted) Aug 23 321 - National F&P COO

Mean time in department (admitted) Aug 23 467 - National F&P COO

12 hour end to end waits for all attendances Aug 23 775 - Local F&P COO

A&E 12hr trolley waits Aug 23 0 0 Local F&P COO

A&E 4 Hour Wait - Type 1, 2 & 3 Aug 23 69.1% 95.0% National F&P COO

A&E 4hr waits – Type 1 Aug 23 39.1% - National F&P COO

% Patients admitted through A&E - 0 day LOS Aug 23 22.7% - Local F&P COO

Proportion of 12 hour waits in ED Aug 23 5.2% 2.0% National F&P COO

Caring & Responsive Services - A&E Metrics
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Special Cause Variation – Performance/Assurance – Percentage of ambulance handovers 

within 15 minutes

Background
What the 

Data tells us
Issues Actions Mitigations

Percentage of 

ambulance handovers 

within 15 minutes

Exception 

triggered due to 

target being 

outside the upper 

control limit

Exception 

triggered due to 

7+ data points 

below the mean 

(a shift)

Ambulance demand is up 7.9% on 

the previous year and down 9.1% 

on 20/21

Daily staffing levels for nursing with 

the Emergency Medicine Division

Daily medical staffing within ED 

Assessment areas bedded and 

used as exceptional surge capacity

• Implementation of 45 minute rapid release supported by corridor care and 

application of the boarding policy (16 April 2023)

• HALO on site 12- 12

• Boarding policy in place

• Fit to sit area in use to support offload

• Joint working with EEAST and WGH UTC to facilitate offload

• Senior nurse in STARR

• Shift lead in charge of ED (as well as nurse in charge of majors)

• ED escalation policy in place

• Improved pathways and staffing in TAM

• Increased chair capacity in EAU

• Assurance on performance and plans/actions at bed meetings

• Corridor nursing in place including a joint Trust and EEAST corridor SOP

• Participate in the call before convey  programme

• Ambulance  handover project board meetings continue with EEAST and ICS in 

attendance. 

Ambulance handover high level actions agreed (being revised alongside trajectory 

for lost hours by Mar 24)

High level actions included in Trust improvement plan

ED workforce plan being submitted to TMC July 23 for approved 

ED improvement plan developed detailing actions for 

ED, this is being worked into a Trust flow plan

All patients assessed by senior decision maker on 

arrival and treatment commenced if delayed. Close 

partnership working with EEAST 

Increased nursing establishment through winter funding 

to support timely offloading and release of crews

Intelligent conveyancing implemented and in agreement 

with EEAST and ICB as necessary. 

Rapid release in place to support patients in the 

community 

Workforce Business Cases going to TMC to support 

flow and time to initial assessment for:

Nursing Workforce

Medical Workforce

Performance Co-ordinators   

Active recruitment to vacancies

Assurance through bed meetings for time to initial 

assessment and time to offload

20

*Latest available benchmarking 
data – EEAST – August 2023

Hospital % within 15 minutes

Addenbrookes Hospital 75.73%

Bedford Hospital South Wing 74.09%

Hinchingbrooke Hospital 60.87%

Broomfield Hospital 46.57%

James Paget Hospital 42.41%

West Suffolk Hospital 41.63%

Basildon & Thurrock Hospital 39.71%

Queen Elizabeth Hospital 26.39%

Colchester General Hospital 25.89%

Ipswich Hospital 25.52%

Luton & Dunstable Hospital 24.19%

Norfolk & Norwich University Hospital 21.13%

Southend University Hospital 20.73%

Watford General Hospital 19.68%

Princess Alexandra Hospital 17.52%

Peterborough City Hospital 16.44%

Lister Hospital 14.64%

Region 33.82%
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Special Cause Variation – Performance/Assurance – Ambulance Turnaround 

Time between 30 and 60 minutes

21

*Latest available 
benchmarking data –
EEAST – August 2023

Background

What the 

Data tells 

us

Issues Actions Mitigations

Number of 

ambulance 

handovers between 

30-60 minutes

Exception 

triggered due to 

target being 

outside the 

lower control 

limit

Exception 

triggered due to 

a breach of the 

upper control 

limit

Exception 

triggered due to 

a run of data 

points above 

the mean (a 

shift)

Ambulance demand is 

up 7.9% on the previous 

year and down 9.1% on 

20/21

Daily staffing levels for 

nursing with the 

Emergency Medicine 

Division

Daily medical staffing 

within ED 

Assessment areas used 

as exceptional surge 

capacity

• Implementation of 45 minute rapid release supported by corridor care and 

application of the boarding policy (16 April 2023)

• HALO on site 12- 12

• Boarding policy in place

• Fit to sit area in use to support offload

• Joint working with EEAST and WGH UTC to facilitate offload

• Senior nurse in STARR

• Shift lead in charge of ED (as well as nurse in charge of majors)

• ED escalation policy in place

• Improved pathways and staffing in TAM

• Increased chair capacity in EAU

• Assurance on performance and plans/actions at bed meetings

• Corridor nursing in place including a joint Trust and EEAST corridor SOP

• Participate in the call before convey  programme

• Ambulance  handover project board meetings continue with EEAST and ICS in 

attendance. 

Ambulance handover high level actions agreed (being revised alongside trajectory for 

lost hours by Mar 24)

High level actions included in Trust improvement plan

ED workforce BC being presented at TMC July 23 

ED improvement plan developed detailing actions for ED, this is being 

worked into a Trust flow plan

All patients assessed by senior decision maker on arrival and treatment 

commenced if delayed. Close partnership working with EEAST 

Intelligent conveyancing implemented and in agreement with EEAST and 

ICB as necessary. 

Rapid release in place to support patients in the community 

Workforce Business Plans being submitted to TMC July 23 to support:

Nursing workforce

Medical workforce

Performance Co-Ordinator shifts 

Active recruitment to vacancies

Assurance through bed meetings for time to initial assessment and time to 

offload

Hospital Number over 30 Minutes % over 30 minutes

Bedford Hospital South Wing 44 2.69%

Addenbrookes Hospital 100 4.08%

Hinchingbrooke Hospital 80 6.53%

West Suffolk Hospital 218 12.41%

Basildon & Thurrock Hospital 402 18.85%

Southend University Hospital 478 19.38%

Broomfield Hospital 542 23.01%

Ipswich Hospital 509 23.17%

Colchester General Hospital 754 27.79%

Peterborough City Hospital 522 29.52%

Watford General Hospital 749 30.03%

Luton & Dunstable Hospital 660 31.32%

James Paget Hospital 891 48.32%

Lister Hospital 1,060 48.38%

Queen Elizabeth Hospital 829 50.86%

Princess Alexandra Hospital 823 54.94%

Norfolk & Norwich University Hospital 2,045 66.57%

Region 10,706 30.13%
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Special Cause Variation – Performance – Time to initial assessment -

Percentage within 15 minutes

Background
What the Data 

tells us
Issues Actions Mitigations

Time to Initial 

Assessment –

Percentage 

within 15 

minutes

Exception 

triggered due to 

7+ data points 

below the mean 

(a shift)

Exception 

triggered due to 

a breach of the 

lower control limit

Exception 

triggered due to 

the target being 

above the upper 

control limit

• Capacity pressures due 

to poor flow throughout 

ED resulted in late 

assessments.

• Nursing staffing 

workforce challenges 

with workforce at times 

being RAG rated RED.

• Assessment area 

bedded

• Mental Health 

attendances, resulting in 

long stays in ED 

impacting on available 

assessment space.

• Doctor and nurse 

staffing levels at Watford 

UTC

• WGH UTC flow 

constraints impact on ED 

as well as handovers at 

close.

• Implementation of 45 minute rapid release supported 

by corridor care and application of the boarding policy 

(16 April 2023)

• Walk-in stream separated from ambulance stream to 

provide clearer visibility across the department and 

decompress bottleneck areas. Fit to sit implemented.

• Additional assessment trolleys created in majors 

2.Increase use of TAM supported by senior decision 

makers to support  flow and non admitted performance 

• Senior oversight of CT & Diagnostic requests to reduce 

LOS in dept to improve flow 

• EAU chairs implemented

• 10 x assessment spaces released from surge

• Increase usage of SDEC pathways including patients 

actively pulled into ACU.

• Phone a friend in place

• Emergency medicine performance meetings focus on 

improvement plan

• High Impact Changes work focussing on rapid clinical 

assessment, and UTC

• Focus on weekend discharges, discharge time of day 

and usage of discharge lounge to enable earlier flow. 

• High Impact Changes enabling increasing Senior Decision Makers in ED.

• Data shows continued increase of initial assessment. 

• On-going staffing and capacity reviews during shifts and decision taken to open 

additional areas when safe staffing levels allow

• Senior decision maker in “STARR” and TAM to focus on non-admitted patients

• Patients are treated according to clinical prioritisation although sometimes this 

may result in  less urgent patients experiencing longer waits when the 

department is under pressure. 

• Additional staff rostered to cover corridor care at times of high attendance and 

high DTAs

• Additional Trust actions following escalation procedure enacted at times of 

extreme capacity pressures

• Joint corridor SOP

• Senior review/oversight of decisions to admit.

• Harm reviews carried out for patients who wait for 12 hrs, so far this has shown 

no harm caused

• Validation SOP in place

• Hourly rounding being undertaken on all patients ensuring comfort.

• If prolonged trolley wait – patients transferred to bed for comfort.

22
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Special Cause Variation – Performance – Mean time (minutes) in department (non-admitted)

23

Backgroun

d

What the 

Data tells us
Issues Actions Mitigations

Mean time in 

department 

(Non-admitted

Exception 

triggered due to 

7+ data points 

above the mean 

(a shift)

• Capacity pressures due to 

poor flow throughout ED 

resulted in late 

assessments.

• Nursing staffing workforce 

challenges with workforce at 

times being RAG rated 

RED.

• Assessment area bedded

• Increased number of Mental 

Health attendances, 

resulting in long stays in ED 

impacting on available 

assessment space.

• Doctor and nurse staffing 

levels at Watford UTC

• WGH UTC flow constraints 

impact on ED as well as 

handovers at close.

• Implementation of 45 minute rapid release supported 

by corridor care and application of the boarding policy 

(16 April 2023)

• Walk-in stream separated from ambulance stream to 

provide clearer visibility across the department and 

decompress bottleneck areas. Fit to sit implemented.

• Additional assessment trolleys created in majors 

2.Increase use of TAM supported by senior decision 

makers to support  flow 

• Senior oversight of CT and diagnostic tests to reduce 

unnecessary time in department 

• EAU chairs implemented

• 10 x assessment spaces released from surge

• Increase usage of SDEC pathways including patients 

actively pulled into ACU.

• Phone a friend in place

• Emergency medicine performance meetings focus on 

improvement plan

• High Impact Changes work focussing on rapid clinical 

assessment, and UTC

• Focus on weekend discharges, discharge time of day 

and usage of discharge lounge to enable earlier flow. 

• High Impact Changes enabling increasing Senior Decision Makers in ED.

• Data shows increase of initial assessment. 

• On-going staffing and capacity reviews during shifts and decision taken 

to open additional areas when safe staffing levels allow

• Senior decision maker in “STARR” and TAM to focus on walk in patients

• Patients are treated according to clinical prioritisation although 

sometimes this may result in  less urgent patients experiencing longer 

waits when the department is under pressure. 

• Additional staff rostered to cover corridor care at times of high 

attendance and high DTAs

• Additional Trust actions following escalation procedure enacted at times 

of extreme capacity pressures

• Joint corridor SOP

• Senior review/oversight of decisions to admit.

• Harm reviews carried out for patients who wait for 12 hrs, so far this has 

shown no harm caused

• Validation SOP in place

• Hourly rounding being undertaken on all patients ensuring comfort.

• If prolonged trolley wait – patients transferred to bed for comfort.
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Special Cause Variation – Performance – Mean time (minutes) in department (admitted)

24

Background

What the 

Data tells 

us

Issues Actions Mitigations

Mean time in 

department 

(admitted

Exception 

triggered 

due to 7+ 

data points 

above the 

mean (a 

shift)

• Capacity pressures due to poor flow 

throughout ED resulted in late 

assessments.

• Nursing staffing workforce challenges 

with workforce at times being RAG rated 

RED.

• Assessment area bedded

• Increased number of Mental Health 

attendances, resulting in long stays in 

ED impacting on available assessment 

space.

• Doctor and nurse staffing levels at 

Watford UTC

• WGH UTC flow constraints impact on 

ED as well as handovers at close.

• Implementation of 45 minute rapid release supported by 

corridor care and application of the boarding policy (16 April 

2023)

• Walk-in stream separated from ambulance stream to provide 

clearer visibility across the department and decompress 

bottleneck areas. Fit to sit implemented.

• Additional assessment trolleys created in majors 2.Increase 

use of TAM supported by senior decision makers to support  

flow 

• EAU chairs implemented

• 10 x assessment spaces released from surge

• Increase usage of SDEC pathways including patients actively 

pulled into ACU.

• Phone a friend in place

• Emergency medicine performance meetings focus on 

improvement plan

• High Impact Changes work focussing on rapid clinical 

assessment, and UTC

• Focus on weekend discharges, discharge time of day and 

usage of discharge lounge to enable earlier flow. 

• High Impact Changes enabling increasing Senior Decision Makers in ED.

• Data shows increase of initial assessment. 

• On-going staffing and capacity reviews during shifts and decision taken to 

open additional areas when safe staffing levels allow

• Senior decision maker in “STARR” and TAM to focus on walk in patients

• Patients are treated according to clinical prioritisation although sometimes 

this may result in  less urgent patients experiencing longer waits when the 

department is under pressure. 

• Additional staff rostered to cover corridor care at times of high attendance 

and high DTAs

• Additional Trust actions following escalation procedure enacted at times of 

extreme capacity pressures

• Joint corridor SOP

• Senior review/oversight of decisions to admit.

• Harm reviews carried out for patients who wait for 12 hrs, so far this has 

shown no harm caused

• Validation SOP in place

• Hourly rounding being undertaken on all patients ensuring comfort.

• If prolonged trolley wait – patients transferred to bed for comfort.

20

T
ab 20 Integrated P

erform
ance R

eport

26 of 513
T

rust B
oard M

eeting in P
ublic 5 O

ctober 2023-05/10/23



Special Cause Variation – Performance – A&E 12 hour waits (arrival to departure)

25

Background

What the 

Data tells 

us

Issues Actions Mitigations

12 Hour end 

to end waits 

for all 

attendances

Exception 

triggered 

due to 7+ 

data points 

above the 

mean (a 

shift)

Exception 

triggered 

due to a 

breach of 

the upper 

control limit

• Capacity pressures due to poor flow 

throughout ED resulted in late 

assessments.

• Nursing staffing workforce challenges 

with workforce at times being RAG rated 

RED.

• Assessment area bedded

• Increased number of Mental Health 

attendances, resulting in long stays in 

ED impacting on available assessment 

space.

• Doctor and nurse staffing levels at 

Watford UTC

• WGH UTC flow constraints impact on 

ED as well as handovers at close.

• Implementation of 45 minute rapid release supported by 

corridor care and application of the boarding policy (16 April 

2023)

• Walk-in stream separated from ambulance stream to provide 

clearer visibility across the department and decompress 

bottleneck areas. Fit to sit implemented.

• Additional assessment trolleys created in majors 2.Increase 

use of TAM supported by senior decision makers to support  

flow

• Senior oversight of CT & Diagnostic requests in TAM  

• EAU chairs implemented

• 10 x assessment spaces released from surge

• Increase usage of SDEC pathways including patients actively 

pulled into ACU.

• Phone a friend in place

• Emergency medicine performance meetings focus on 

improvement plan

• High Impact Changes work focussing on rapid clinical 

assessment, and UTC

• Focus on weekend discharges, discharge time of day and 

usage of discharge lounge to enable earlier flow. 

• High Impact Changes enabling increasing Senior Decision Makers in ED.

• Data shows increase of initial assessment. 

• On-going staffing and capacity reviews during shifts and decision taken to 

open additional areas when safe staffing levels allow

• Senior decision maker in “STARR” and TAM to focus on walk in patients

• Patients are treated according to clinical prioritisation although sometimes 

this may result in  less urgent patients experiencing longer waits when the 

department is under pressure. 

• Additional staff rostered to cover corridor care at times of high attendance 

and high DTAs

• Additional Trust actions following escalation procedure enacted at times of 

extreme capacity pressures

• Joint corridor SOP

• Senior review/oversight of decisions to admit.

• Harm reviews carried out for patients who wait for 12 hrs, so far this has 

shown no harm caused

• Validation SOP in place

• Hourly rounding being undertaken on all patients ensuring comfort.

• If prolonged trolley wait – patients transferred to bed for comfort.
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Special Cause Variation – Performance/Assurance – ED 4 hour waits – Type 1,2 and 3

26

Background

What the 

Data tells 

us

Issues Actions Mitigations

A&E 4 Hour 

Wait – Type 

1, 2 & 3

Exception 

triggered 

due to 7+ 

data points 

below the 

mean (a 

shift)

Exception 

triggered 

due to the 

target being 

above the 

upper 

control limit

• Capacity pressures due to poor flow 

throughout ED resulted in late 

assessments.

• Nursing staffing workforce challenges 

with workforce at times being RAG rated 

RED.

• Assessment area bedded

• Increased number of Mental Health 

attendances, resulting in long stays in 

ED impacting on available assessment 

space.

• Doctor and nurse staffing levels at 

Watford UTC

• WGH UTC flow constraints impact on 

ED as well as handovers at close.

• Implementation of 45 minute rapid release supported by 

corridor care and application of the boarding policy (16 April 

2023)

• Walk-in stream separated from ambulance stream to provide 

clearer visibility across the department and decompress 

bottleneck areas. Fit to sit implemented.

• Additional assessment trolleys created in majors 2.Increase 

use of TAM supported by senior decision makers to support  

flow.  Senior oversight of CT & diagnostic requests to reduce 

LOS in Department and improve flow

• EAU chairs implemented

• 10 x assessment spaces released from surge

• Increase usage of SDEC pathways including patients actively 

pulled into ACU.

• Phone a friend in place

• Emergency medicine performance meetings focus on 

improvement plan

• High Impact Changes work focussing on rapid clinical 

assessment, and UTC

• Focus on weekend discharges, discharge time of day and 

usage of discharge lounge to enable earlier flow. 

• High Impact Changes enabling increasing Senior Decision Makers in ED.

• Data shows increase of initial assessment. 

• On-going staffing and capacity reviews during shifts and decision taken to 

open additional areas when safe staffing levels allow

• Senior decision maker in “STARR” and TAM to focus on walk in patients

• Patients are treated according to clinical prioritisation although sometimes 

this may result in  less urgent patients experiencing longer waits when the 

department is under pressure. 

• Additional staff rostered to cover corridor care at times of high attendance 

and high DTAs

• Additional Trust actions following escalation procedure enacted at times of 

extreme capacity pressures

• Joint corridor SOP

• Senior review/oversight of decisions to admit.

• Harm reviews carried out for patients who wait for 12 hrs, so far this has 

shown no harm caused

• Validation SOP in place

• Hourly rounding being undertaken on all patients ensuring comfort.

• If prolonged trolley wait – patients transferred to bed for comfort.

Trust Attendances Within 4 hours Performance
Region 

Rank

Norfolk And Norwich University Hospitals NHS Foundation Trust 18,765 14,358 76.5% 1

Bedfordshire Hospitals NHS Foundation Trust 22,496 17,204 76.5% 2

Milton Keynes University Hospital NHS Foundation Trust 12,623 9,297 73.7% 3

East Suffolk And North Essex NHS Foundation Trust 25,374 18,351 72.3% 4

West Hertfordshire Teaching Hospitals NHS Trust 14,865 10,269 69.1% 5

Mid And South Essex NHS Foundation Trust 32,395 21,865 67.5% 6

James Paget University Hospitals NHS Foundation Trust 8,531 5,721 67.1% 7

Cambridge University Hospitals NHS Foundation Trust 15,904 10,644 66.9% 8

North West Anglia NHS Foundation Trust 17,191 11,338 66.0% 9

East And North Hertfordshire NHS Trust 14,284 9,177 64.2% 10

West Suffolk NHS Foundation Trust 7,689 4,911 63.9% 11

The Queen Elizabeth Hospital, King's Lynn, NHS Foundation 

Trust
7,519 4,771 63.5% 12

The Princess Alexandra Hospital NHS Trust 9,992 5,373 53.8% 13

August 2023 - East of England A&E 4hr Wait Performance (Latest Published Data)
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Special Cause Variation – Performance/Assurance – A&E Type 1 Performance

27

Background

What the 

Data tells 

us

Issues Actions Mitigations

A&E 4hr 

Waits – Type 

1

Exception 

triggered 

due to 7+ 

data points 

below the 

mean (a 

shift)

Exception 

triggered 

due to a 

breach of 

the lower 

control limit

• Capacity pressures due to poor flow 

throughout ED resulted in late 

assessments.

• Nursing staffing workforce challenges 

with workforce at times being RAG rated 

RED.

• Assessment area bedded

• Increased number of Mental Health 

attendances, resulting in long stays in 

ED impacting on available assessment 

space.

• Doctor and nurse staffing levels at 

Watford UTC

• WGH UTC flow constraints impact on 

ED as well as handovers at close.

• Implementation of 45 minute rapid release supported by 

corridor care and application of the boarding policy (16 April 

2023)

• Walk-in stream separated from ambulance stream to provide 

clearer visibility across the department and decompress 

bottleneck areas. Fit to sit implemented.

• Additional assessment trolleys created in majors 2.Increase 

use of TAM supported by senior decision makers to support  

flow. Senior oversight on CT & diagnostic requests to support 

improved performance and flow. 

• EAU chairs implemented

• 10 x assessment spaces released from surge

• Increase usage of SDEC pathways including patients actively 

pulled into ACU.

• Phone a friend in place

• Emergency medicine performance meetings focus on 

improvement plan

• High Impact Changes work focussing on rapid clinical 

assessment, and UTC

• Focus on weekend discharges, discharge time of day and 

usage of discharge lounge to enable earlier flow. 

• High Impact Changes enabling increasing Senior Decision Makers in ED.

• Data shows increase of initial assessment. 

• On-going staffing and capacity reviews during shifts and decision taken to 

open additional areas when safe staffing levels allow

• Senior decision maker in “STARR” and TAM to focus on walk in patients

• Patients are treated according to clinical prioritisation although sometimes 

this may result in  less urgent patients experiencing longer waits when the 

department is under pressure. 

• Additional staff rostered to cover corridor care at times of high attendance 

and high DTAs

• Additional Trust actions following escalation procedure enacted at times of 

extreme capacity pressures

• Joint corridor SOP

• Senior review/oversight of decisions to admit.

• Harm reviews carried out for patients who wait for 12 hrs, so far this has 

shown no harm caused

• Validation SOP in place

• Hourly rounding being undertaken on all patients ensuring comfort.

• If prolonged trolley wait – patients transferred to bed for comfort.

Trust Attendances Within 4 hours Performance
Region 

Rank

Mid And South Essex NHS Foundation Trust 30,937 20,480 66.2% 1

Bedfordshire Hospitals NHS Foundation Trust 15,134 9,842 65.0% 2

James Paget University Hospitals NHS Foundation Trust 7,211 4,401 61.0% 3

West Suffolk NHS Foundation Trust 7,077 4,299 60.7% 4

Norfolk And Norwich University Hospitals NHS Foundation Trust 10,821 6,421 59.3% 5

Milton Keynes University Hospital NHS Foundation Trust 7,779 4,537 58.3% 6

The Queen Elizabeth Hospital, King's Lynn, NHS Foundation 

Trust
6,586 3,838 58.3% 7

North West Anglia NHS Foundation Trust 12,474 7,048 56.5% 8

The Princess Alexandra Hospital NHS Trust 9,992 5,373 53.8% 9

East Suffolk And North Essex NHS Foundation Trust 14,025 7,124 50.8% 10

Cambridge University Hospitals NHS Foundation Trust 9,665 4,477 46.3% 11

East And North Hertfordshire NHS Trust 9,017 3,911 43.4% 12

West Hertfordshire Teaching Hospitals NHS Trust 7,319 2,858 39.0% 13

August 2023 - East of England A&E Type 1 4hr Wait Performance (Latest Published Data)
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28

KPI
Latest 

month
Measure Target

V
ar

ia
ti

o
n

A
ss

u
ra

n
ce Local or 

National 

Metric

Committee Owner

Referral to Treatment - Incomplete Aug 23 51% 92% National F&P COO

Referral to Treatment - 52 week waits - Incomplete Aug 23 2769 0 Local F&P COO

Referral to Treatment - 65 week waits - Incomplete Aug 23 578 0 Local F&P COO

Referral to Treatment - 78 week waits - Incomplete Aug 23 14 0 National F&P COO

Diagnostic (DM01) <6 weeks Aug 23 68% 99% National F&P COO

Cancer - Two week wait Aug 23 70% 93% National F&P COO

Cancer - Breast Symptomatic two week wait Aug 23 82% 93% National F&P COO

Cancer - 28 day waits (faster diagnosis standard) Aug 23 69% 75% National F&P COO

Cancer - 31 Day First Aug 23 96% 96% National F&P COO

Cancer - 31 day subsequent drug Aug 23 100% 98% National F&P COO

Cancer - 31 day subsequent surgery Aug 23 96% 94% National F&P COO

Cancer - 62 day Aug 23 71% 95% National F&P COO

Cancer - 62 day screening Aug 23 69% 90% Local F&P COO

Cancer 104+ day waits Aug 23 43 - Local F&P CIO

Outpatient cancellation rate within 6 weeks Aug 23 5% 5% Local F&P CIO

Outpatient DNA rate Aug 23 7% 8% Local F&P CIO

Caring & Responsive Services - RTT, Cancer, Outpatients
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Special Cause Variation – Performance/Assurance – Referral to Treatment - Incomplete

Background What the Data tells us Issues Actions Mitigations

Referral to Treatment - Incomplete

Exception triggered due to target 

being outside the upper control limit

Exception triggered due to 7+ 

consecutive data points below the 

mean (a shift)

Exception triggered due to a breach 

of the lower control limit

Although EPR has been in place for over a 

year, errors continue to affect the RTT PTL 

in a number of ways, artificially inflating the 

PTL size, as capturing  the correct 

outcomes results in fewer clock stops and 

the number of open pathways on the PTL.  

Loss of activity as a result of the junior 

doctor, consultant and radiographer 

industrial action, continues to impact the 

number of clock stops.  

The external validation support that was in 

place at the end of 2022/23 was 

fundamental in delivering comprehensive 

validation.  Although there has been 

agreement to invest in expanding the 

validation service in house, staff are not yet 

in post.  

Outsourcing programme remains active 

with reasonable patient uptake.

Additional sessions are being undertaken 

but there is less uptake than pre COVID.

Operational recovery group oversight of 

activity delivery

DQ steering group established to lead on 

improvement work.

Funds identified to enable a small number 

of external validators utilising monies from 

vacancies put in place.

A business case to increase validation 

resources was approved in July.  A 

recruitment plan is in development but in 

the meantime, a small amount of external 

resource has been put in place from 

September, to increase validation activity

Continuous horizon scanning for additional 

outsourcing opportunities, with specialty 

level engagement to ensure quality and 

safety as well as timely pathways

Weekly long wait review meeting in place to 

drive progress and delivery of improvement 

plan.  

Service level tracking with forward look to 

target deadlines to ensure  adequate 

operational oversight of patient cohorts.

29

*Latest available 
published RTT data –
July 2023

RTT Incomplete Performance

Trust Jul-23

The Queen Elizabeth Hospital, King's Lynn, NHS 

Foundation Trust 64.0%

West Suffolk NHS Foundation Trust 61.6%
Cambridge University Hospitals NHS Foundation 

Trust 58.0%

East Suffolk And North Essex NHS Foundation Trust 57.5%

The Princess Alexandra Hospital NHS Trust 54.5%
Bedfordshire Hospitals NHS Foundation Trust 53.7%
West Hertfordshire Hospitals NHS Trust 52.6%
Mid And South Essex NHS Foundation Trust 52.1%
Norfolk And Norwich University Hospitals NHS 

Foundation Trust 51.2%

North West Anglia NHS Foundation Trust 50.4%
East And North Hertfordshire NHS Trust 49.5%
James Paget University Hospitals NHS Foundation 

Trust 48.4%

Milton Keynes University Hospital NHS Foundation 

Trust 40.6%
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Special Cause Variation – Performance – Referral to Treatment – 52 weeks - Incomplete

Background What the Data tells us Issues Actions Mitigations

Referral to Treatment – 52 

weeks incomplete

Exception triggered due to a run of 7+ 

data points above the mean (a shift)

Exception triggered due to breach of 

upper control limit

Exception triggered due to the target 

being below the lower control limit

Although EPR has been in place for 

over a year, errors continue to affect the 

RTT PTL in a number of ways, artificially 

inflating the PTL size, as capturing  the 

correct outcomes results in fewer clock 

stops and the number of open pathways 

on the PTL.  

The external validation support that was 

in place at the end of 2022/23 was 

fundamental in delivering 

comprehensive validation.  Although 

there has been agreement to invest in 

expanding the validation service in 

house, staff are not yet in post.  

Outsourcing programme remains active with 

reasonable patient uptake.

Additional sessions are being undertaken but there is 

less uptake than pre COVID.

Operational recovery group oversight of activity 

delivery

DQ steering group established to lead on 

improvement work.

Funds identified to enable a small number of external 

validators utilising monies from vacancies put in 

place.   These validators have continued to focus on 

long waits. 

A business case to increase validation resources was 

approved in July.  A recruitment plan is in 

development but in the meantime, a small amount of 

external resource has been put in place from 

September, to increase validation activity

Continuous horizon scanning for additional 

outsourcing opportunities, with specialty level 

engagement to ensure quality and safety as 

well as timely pathways

Weekly long wait review meeting in place to 

drive progress and delivery of improvement 

plan.  

Service level tracking with forward look to 

target deadlines to ensure  adequate 

operational oversight of patient cohorts.

Expansion of the Trust’s validation team 

following business case approval, with 

recruitment underway.

30

*Latest 
available 
published 
RTT data –
July 2023

Trust Jul-23

The Queen Elizabeth Hospital, King's Lynn, NHS Foundation Trust 524

West Suffolk NHS Foundation Trust 1,811

The Princess Alexandra Hospital NHS Trust 2,376
West Hertfordshire Hospitals NHS Trust 2,440

Milton Keynes University Hospital NHS Foundation Trust 3,226

James Paget University Hospitals NHS Foundation Trust 3,231

Cambridge University Hospitals NHS Foundation Trust 3,772

East Suffolk And North Essex NHS Foundation Trust 4,316

Bedfordshire Hospitals NHS Foundation Trust 4,765

East And North Hertfordshire NHS Trust 5,447

North West Anglia NHS Foundation Trust 5,850

Norfolk And Norwich University Hospitals NHS Foundation Trust 8,172

Mid And South Essex NHS Foundation Trust 11,038
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Special Cause Variation – Performance – Referral to Treatment – 65 weeks - Incomplete

Background What the Data tells us Issues Actions Mitigations

Referral to Treatment – 65 

weeks incomplete

Exception triggered due to a run of 7+ 

data points above the mean (a shift)

Exception triggered due to breach of 

upper control limit

Although EPR has been in place for 

over a year, errors continue to affect the 

RTT PTL in a number of ways, artificially 

inflating the PTL size, as capturing  the 

correct outcomes results in fewer clock 

stops and the number of open pathways 

on the PTL.  

The external validation support that was 

in place at the end of 2022/23 was 

fundamental in delivering 

comprehensive validation.  Although 

there has been agreement to invest in 

expanding the validation service in 

house, staff are not yet in post.  

All patients who fall in to the March 24 

65 week cohort need to have had a 1st

OPA by 31/10/23.  Services are working 

on delivery of this task but DQ issues 

are creating additional challenges.

Outsourcing programme remains active with 

reasonable patient uptake.

Additional sessions are being undertaken but there is 

less uptake than pre COVID.

Operational recovery group oversight of activity 

delivery

DQ steering group established to lead on 

improvement work.

Funds identified to enable a small number of external 

validators utilising monies from vacancies put in 

place.   These validators have continued to focus on 

long waits. 

A business case to increase validation resources was 

approved in July.  A recruitment plan is in 

development but in the meantime, additional external 

resource has been put in place from September, to 

increase validation activity. 

Continuous horizon scanning for additional 

outsourcing opportunities, with specialty level 

engagement to ensure quality and safety as 

well as timely pathways

Weekly long wait review meeting in place to 

drive progress and delivery of improvement 

plan.  

Service level tracking with forward look to 

target deadlines to ensure  adequate 

operational oversight of patient cohorts.

31

*Latest 
available 
published RTT 
data – July 
2023

Trust Jul-23

The Queen Elizabeth Hospital, King's Lynn, NHS Foundation Trust 90

West Suffolk NHS Foundation Trust 430
West Hertfordshire Hospitals NHS Trust 455

Milton Keynes University Hospital NHS Foundation Trust 668

East Suffolk And North Essex NHS Foundation Trust 875

The Princess Alexandra Hospital NHS Trust 878

Bedfordshire Hospitals NHS Foundation Trust 949

James Paget University Hospitals NHS Foundation Trust 971

Cambridge University Hospitals NHS Foundation Trust 1,018

North West Anglia NHS Foundation Trust 1,392

East And North Hertfordshire NHS Trust 1,648

Norfolk And Norwich University Hospitals NHS Foundation Trust 2,453

Mid And South Essex NHS Foundation Trust 2,470
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Special Cause Variation – Performance – Referral to Treatment – 78 weeks - Incomplete

Background What the Data tells us Issues Actions Mitigations

Referral to Treatment – 78 weeks 

incomplete

Exception triggered due to a breach of 

the lower control limit

Exception triggered due to 7+ data 

points below the mean (a shift)

Exception triggered due to the target 

being below the lower control limit

Human error with incorrect pathway 

clock stops is a known factor in PTL 

management and has resulted in a 

number of long wait pathway late 

additions to the waiting list.  These 

have often exceeded the target waiting 

time at the point of appearing on the 

waiting list and little can be done to 

address the wait time, although action 

is taken to ensure timely treatment 

under these circumstances.

Some outpatient reviews result in 

patients being listed for surgery, with 

little time to organise treatment before 

the month end deadlines.  Patient 

choice continues to play in part in 

some delays.

Weekly Access and long waits review 

meetings are maintaining the zero 

forecast position.

Daily validation (by the Director of 

Performance), with support from the 

RTT validation team to ensure grip 

and control, with actions to divisions 

and thematic feedback/lessons 

learned.

Progress for each at risk pathway is 

tracked at the weekly long wait review 

meetings.  This has ensured robust 

planning is in place and that all 

opportunities were taken to offer 

treatment dates to patients within the 

desired timeframes.

Continuous horizon scanning for 

additional outsourcing opportunities, 

with specialty level engagement to 

ensure quality and safety as well as 

timely pathways.

32

*Latest 
available 
published 
RTT data –
July 2023

Trust Jul-23

The Queen Elizabeth Hospital, King's Lynn, NHS Foundation Trust 3
West Hertfordshire Hospitals NHS Trust 8

Bedfordshire Hospitals NHS Foundation Trust 13

Milton Keynes University Hospital NHS Foundation Trust 35

North West Anglia NHS Foundation Trust 39

East Suffolk And North Essex NHS Foundation Trust 48

The Princess Alexandra Hospital NHS Trust 51

West Suffolk NHS Foundation Trust 60

Mid And South Essex NHS Foundation Trust 80

Cambridge University Hospitals NHS Foundation Trust 84

James Paget University Hospitals NHS Foundation Trust 147

Norfolk And Norwich University Hospitals NHS Foundation Trust 271

East And North Hertfordshire NHS Trust 572
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Special Cause Variation – Performance/Assurance – Diagnostic (DM01) < 6 weeks

Background What the Data tells us Issues Actions Mitigations

Diagnostic (DM01) < 6 weeks

Exception triggered due to 7 or 

more data points below the mean 

(a shift)

Exception triggered due to target 

being outside the upper control 

limit

Overall performance is impacted by 

under-performance in 4 modalities 

– DEXA, Echo, Audiology and 

Cystoscopy.

Resolution of the cystoscopy DQ 

problems is progressing with phase 

1 complete.  The next phase will 

involve a review of other 

therapeutic procedure inclusions 

on the DMO1 and also a review of 

planned/surveillance pathways.

Echo is constrained by workforce 

issues and increased demand.

DEXA also is challenged with 

workforce issues and loss of 

capacity from an outsourcing 

provider who paused activity last 

year

Work on the cystoscopy PTL will 

continue with the BI team and the 

service and further phases of work 

will be agreed as issues are 

clarified.

Audiology outsourcing has been 

delayed so that further work can be 

done on contractual terms and 

DEXA outsourcing capacity to 

increase when the former provider 

re-starts activity although a date is 

not yet known.

Echo ad hoc sessions have been 

approved by ORG and are 

underway

Outsourcing (MRI, DEXA, 

Cystoscopy, Gastroenterology, 

NOUS)

Additional in house sessions 

(Audiology, MRI, CT, NOUS, Echo)

Mobile, staffed MRI scanner 

contract extended to end of year.

*Latest available 
benchmarking data –
Diagnostic Wait Times –
July 2023

33

Trust Jul-23

East Suffolk And North Essex NHS Foundation Trust 94.5%

Mid And South Essex NHS Foundation Trust 76.6%
James Paget University Hospitals NHS Foundation 

Trust 76.1%

The Princess Alexandra Hospital NHS Trust 75.9%
The Queen Elizabeth Hospital, King's Lynn, NHS 

Foundation Trust 75.3%

Milton Keynes University Hospital NHS Foundation 

Trust 72.4%

West Hertfordshire Hospitals NHS Trust 69.5%
North West Anglia NHS Foundation Trust 69.4%
Cambridge University Hospitals NHS Foundation 

Trust 65.7%

West Suffolk NHS Foundation Trust 64.7%
Bedfordshire Hospitals NHS Foundation Trust 64.5%
East And North Hertfordshire NHS Trust 60.4%
Norfolk And Norwich University Hospitals NHS 

Foundation Trust 57.6%
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Special Cause Variation – Performance – Cancer – Two Week Wait

Background What the Data tells us Issues Actions Mitigations

Cancer – Cancer 

two week wait

Exception triggered due to a 

breach of the lower control limit

- Significant backlog in skin bookings and 

capacity in the service to accommodate 

demand, exacerbated by the summer 

period. Performance for July – 7.4%, Aug 

– 13.2%

- workforce and capacity issues in the 

skin service meaning that the service can 

no longer cope with demand, generating 

a cumulative backlog

- capacity issues across other services 

impacted by strike action resulting in 

breaches; low volume services and 

associated breaches impacting 

performance to a greater extent

- Dermatology service has developed an action plan 

intended to provide assurance re. actions in place to 

clear the backlog and to improve performance. 

Trajectory for performance improvement is awaited.

- Outsourcing for dermatology being explored and an 

options appraisal in progress to evaluate cost 

effectiveness 

- recruitment to additional consultant and locum posts 

underway to bolster the service

- additional clinics being stood up where possible and 

use of alternative pathways e.g. suspicious lesion 

promoted

- Cancer Services providing additional improvement 

resource to operational teams to support delivery of 

improvement plans – skin and across other 

challenged pathways 

Externally managing 

message to partners and to 

referrers re, potential waiting 

time ~5 weeks for an 

appointment and clinical 

review to ensure that any 

highly suspicious patients 

are being reviewed and 

prioritised
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Provider name Jul-23

THE QUEEN ELIZABETH HOSPITAL, KING'S LYNN, NHS 

FOUNDATION TRUST
93.6%

EAST AND NORTH HERTFORDSHIRE NHS TRUST 91.3%

JAMES PAGET UNIVERSITY HOSPITALS NHS FOUNDATION 

TRUST
87.7%

MILTON KEYNES UNIVERSITY HOSPITAL NHS FOUNDATION 

TRUST
80.0%

BEDFORDSHIRE HOSPITALS NHS FOUNDATION TRUST 79.2%

THE PRINCESS ALEXANDRA HOSPITAL NHS TRUST 77.0%

WEST HERTFORDSHIRE HOSPITALS NHS TRUST 74.5%

WEST SUFFOLK NHS FOUNDATION TRUST 70.8%

CAMBRIDGE UNIVERSITY HOSPITALS NHS FOUNDATION 

TRUST
70.4%

EAST SUFFOLK AND NORTH ESSEX NHS FOUNDATION TRUST
67.8%

MID AND SOUTH ESSEX NHS FOUNDATION TRUST 59.3%

NORTH WEST ANGLIA NHS FOUNDATION TRUST 52.8%

NORFOLK AND NORWICH UNIVERSITY HOSPITALS NHS 

FOUNDATION TRUST
37.6%

*Latest available 
benchmarking data –
Cancer Waiting Times – July 
2023
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Special Cause Variation – Performance – Cancer Breast Symptomatic 2 week wait

Background What the Data tells us Issues Actions Mitigations

Cancer – Cancer 

Breast 

Symptomatic two 

week wait

Exception triggered due to 2 of 

the 3 most recent data points 

being close to the upper control 

limit

Exception triggered due to 7+ 

data points above the mean (a 

shift)

Decline in performance. Performance for 

August – 82.1% and Sept 87.3%

Annual leave and strike action 

(Radiologists as well as Jr Drs) has 

impacted ability of the service to 

accommodate demand despite employing 

alternative strategies. 

Continue to maintain polling range for outpatient 

appointments for breast 2WW, outsourcing 

arrangements remain and additional clinics as 

required to accommodate demand. 

Maintain processes of early warning from 2WW team 

regarding capacity issues re. booking of appts.  

New breast pain pathway –

now live for referrals and 

anticipate will increase 

capacity in 2WW – providing 

alternative pathway for 

primary care where primary 

clinical indication is breast 

pain. 
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*Latest available 
benchmarking 
data – Cancer 
Waiting Times –
July 2023

Provider name Jul 23

WEST HERTFORDSHIRE HOSPITALS NHS TRUST 95.4%

CAMBRIDGE UNIVERSITY HOSPITALS NHS FOUNDATION TRUST
93.2%

MILTON KEYNES UNIVERSITY HOSPITAL NHS FOUNDATION 

TRUST
88.3%

EAST AND NORTH HERTFORDSHIRE NHS TRUST 76.3%

THE PRINCESS ALEXANDRA HOSPITAL NHS TRUST 75.0%

JAMES PAGET UNIVERSITY HOSPITALS NHS FOUNDATION 

TRUST
65.3%

MID AND SOUTH ESSEX NHS FOUNDATION TRUST 61.8%

BEDFORDSHIRE HOSPITALS NHS FOUNDATION TRUST 40.6%

NORTH WEST ANGLIA NHS FOUNDATION TRUST 11.1%

WEST SUFFOLK NHS FOUNDATION TRUST 4.5%

EAST SUFFOLK AND NORTH ESSEX NHS FOUNDATION TRUST 0.0%

NORFOLK AND NORWICH UNIVERSITY HOSPITALS NHS 

FOUNDATION TRUST
0.0%
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Special Cause Variation – Performance – Cancer 62 Day

Background
What the Data tells 

us
Issues Actions Mitigations

Cancer – 62 Day 

Waits – Referral 

to 1st Treatment

Exception triggered due 

to 7+ data points below 

the mean (a shift)

Exception triggered due 

to the target being 

above the upper control 

limit

Performance continues to be non-

compliant although there has been 

a slight improvement – July 70.9% 

and Aug 71.8% vs May 64.5% and 

June 62.3%

A number of factors contribute to 

non-compliant  62 day 

performance: increase in demand, 

insufficient capacity for diagnostics 

– across both services and clinical 

support (histopathology of 

concern) owing to a mismatch 

between increased demand and 

baseline capacity.

Patients are tracked bi weekly, New escalation process in place and 

weekly huddle meetings for each tumour type to ensure early sight 

of issues and improve communication. 

Performance reviewed in Access weekly meetings.

Service improvement plans in development with scrutiny and 

oversight from Cancer Improvement Steering Group. Action plans by 

each tumour site now agreed and reported against. 

Long Waiters Reviews now beginning at 40 days across all 

specialties. As PTL size decreases this will be reviewed. Avoidable 

breaches identified and agreed actions undertaken to treat patients 

within target where capacity allows. 

Clinical lead review of all patients >100 days to agree specific plans. 

Total reduced to 63 (excl. sub and recurrence)

All patients who are treated 

after Day 62 will be subject 

to a Clinical Harm Review

Individual service level 

improvement plans –

managed at service level 

through working groups and 

overseen by Steering Group. 
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*Latest available 
benchmarking data –
Cancer Waiting Times –
July 2023

Provider name Jul 23

EAST AND NORTH HERTFORDSHIRE NHS TRUST 86.2%

WEST SUFFOLK NHS FOUNDATION TRUST 79.0%

EAST SUFFOLK AND NORTH ESSEX NHS FOUNDATION TRUST
75.5%

WEST HERTFORDSHIRE HOSPITALS NHS TRUST 70.0%

BEDFORDSHIRE HOSPITALS NHS FOUNDATION TRUST 68.1%

MILTON KEYNES UNIVERSITY HOSPITAL NHS FOUNDATION 

TRUST
66.5%

JAMES PAGET UNIVERSITY HOSPITALS NHS FOUNDATION 

TRUST
66.0%

CAMBRIDGE UNIVERSITY HOSPITALS NHS FOUNDATION 

TRUST
65.5%

THE QUEEN ELIZABETH HOSPITAL, KING'S LYNN, NHS 

FOUNDATION TRUST
57.7%

MID AND SOUTH ESSEX NHS FOUNDATION TRUST 54.1%

THE PRINCESS ALEXANDRA HOSPITAL NHS TRUST 53.1%

NORTH WEST ANGLIA NHS FOUNDATION TRUST 48.2%

NORFOLK AND NORWICH UNIVERSITY HOSPITALS NHS 

FOUNDATION TRUST
35.1%
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Special Cause Variation – Performance – Outpatient cancellation rate within 6 weeks

Background What the Data tells us Issues Actions Mitigations

Outpatient cancellation 

rates within 6 weeks

Exception triggered due to 

a run of 7+ data points 

below the mean (a shift)

This is positive 

performance and is the 

outcome of renewed BAU 

practises and processes 

within the cancellation PAS 

Clinic build team  

Continued monitoring to 

ensure sustained 

performance

N/A 
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Special Cause Variation – Performance – Outpatient DNA Rate

Background What the Data tells us Issues Actions Mitigations

Outpatient DNA Rate

Exception triggered due to 

2 of 3 most recent data 

points being near the lower 

control limit

Exception triggered due to 

a run of data points below 

the mean (a shift)

Still heavily reliant on Text 

messaging for short notice 

bookings and need more 

information to be released 

as part of that 

communication

Bookings being made 

more than 6 months in 

advance 

In line with OP plan 

working on targeted 

approach to our patient 

demographic 

Trying to influence  

expanding patient portal 

functionality and 

correspondence 

assurance with stake 

holders 

Calling patients where 

possible adopting partial 

booking approach to 

telephone appointments 

and advertising Patient 

portal uptake to ensure 

patients have real time 

appointments letters for 

short notice and routine 

bookings that are made 

more than 6 months. Text 

now changed to 5 and 2 

days in advance 

ofexpected attendance 38

Latest Benchmarking 
data – June 2023 
(source – Model 
Hospital
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39

KPI
Latest 

month
Measure Target

V
ar

ia
ti

o
n

A
ss

u
ra

n
ce

Local or National 

Metric
Committee Owner

Staff Turnover rate (Rolling 12 months) Aug 23 13.6% 13.0% Local PerC CPO

% staff leaving within first year (excluding medics and fixed term contracts) Aug 23 17.6% - Local PerC CPO

Vacancy rate Aug 23 7.7% 10.0% Local PerC CPO

Sickness rate Aug 23 4.2% 3.5% Local PerC CPO

Appraisal rate (Total) Aug 23 84.4% 90.0% Local PerC CPO

Mandatory Training Aug 23 90.4% 90.0% Local PerC CPO

% Bank Pay Aug 23 12.0% 12.0% Local PerC CPO/CFO

% Agency Pay Aug 23 5.1% 3.7% Local PerC CPO/CFO

WTE Workforce Establishment Aug 23 5543.6 5506.0 Local PerC CPO

WTE Staff in Post Aug 23 5114.2 5152.0 Local PerC CPO

BAME Staff in Post Aug 23 49% - Local PerC CPO

BAME Staff in Post - Band 8a+ Aug 23 2% - Local PerC CPO

Apprenticeship Levy Utilisation Aug 23 36% 65% Local PerC CPO

Well-Led Services - Workforce Metrics
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Special Cause Variation – Performance – Staff Turnover rate (rolling 12 months)

40

Background
What the Data 

tells us
Issues Actions Mitigations

Staff Turnover 

rate (Rolling 12 

months)

Exception triggered 

as the target is 

below the lower 

control limit

Esxception

triggered due to a 

run of descending 

data points (a 

trend)

Staff turnover has further declined to 13.6% in 

August 2023. This is ranked 3 / 5 in the ICS.

The rate of staff leaving the organisation with 

under 1 years service has increased to 17.6%, 

last month, although this is still relatively low 

by historical standards

EM, CSS, WACS and Environment are above 

the target of 13%

Pulse survey have indicated a continual 

decline in engagement scores for Clinical 

Support and Environment.

High bank and agency usage creating cost 

pressures and staff morale issues

• Flexible working gap analysis to identify opportunities to

enhance wellbeing, working conditions and reward.

• Reaching Out’ discussions to identify key themes and

mitigations.

• Career development pathways and career mapping in

development.

• Improved onboarding process with additional support for new

starters.

• Management of Change for Radiology (Sonographers) to

ensure consistency in bandings across ICS and increase

competitiveness.

• Senior staff, walkabouts and listening clinics taking place with

particular focus on hot spot areas including Environment

division.

• Star of Herts award ceremony taking place in September 2023

• The numbers of leavers with under 1 years service has 

remained relatively static since Oct 21, due to a lower number 

of starter this month, the percentage has increased.

‘You said we did 

'engagement to 

develop and implement 

actions from staff 

survey

People Promise Focus 

for Year 2, flexible 

working, values and 

behaviours, 

Winter planning summit 

to identify workforce 

pressures and staffing 

needs.
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Special Cause Variation – Performance – Vacancy rate

41

Back 

ground

What the Data 

tells us
Issues Actions Mitigations

Vacancy 

Rate

Exception 

triggered due to a 

breach of the lower 

control limit.

Exception 

triggered due to a 

run of data points 

below the mean (a 

shift)

Vacancies have increased slightly last 

month, due to a small increase in the 

establishment. The rate is currently 

7.7% The Trust ranks 2/5 ICS 

organisations (Q1 23/24).

Budgeted verses establishment does 

not align.

High level of vacancies are across 

Clinical Support, Environment and 

WACS for midwives and Paediatric 

nurses..

Consultant recruitment vacancies 

increasing with high locum spend.

Vacancies are projected to reduce further based on our recruitment 

pipeline. There has been a reduction in our vacancy rate since 

August 2022, when vacancies peaked (10.4%), to where it is now 

(7.7% in Aug 23, despite an increase in the funded establishment for 

23/24). 

Strengthening Consultant recruitment process including formulating  

plans for all roles to reduce vacancy factors. 

Improved process to support redeployment of nursing staff to cover

gaps/surge.

Refresh of vacancy authorisation process and a focus on conversion 

of agency to bank or permanent roles

International Recruitment is currently under review.

Establishment review processes 

across divisions 

Winter preparedness actions to 

secure supply of staff.

Extended workforce KPIs

Exploring new ways of training 

registered staff

Additional Vacancy Review Panels
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Special Cause Variation – Performance – Sickness rate

42

Back ground What the Data tells us Issues Actions Mitigations

Sickness Rate

Exception triggered due to a 

run of data points below the 

mean (a shift)

Sickness rates are currently 4.2%. 

This reflects a reduction over 

Summer below the long term 

average, although still above the 

maximum target of 3.5%.

The Trust is ranked 2 / 5 for ICS 

organisations and 3 / 5 for nearby 

Trusts in benchmarking (Q1 23/24) 

• Promotion of new Employee Assistance 

Programme provided by Vivup. 

• Utilising Occupational Health services and 

working with divisional managers to 

implement adjustments to support 

attendance i.e. flexible working.

• Launch of Special Leave policy with revised 

entitlements to bereavement leave, reducing 

the need for employees to take sick leave if 

they do not feel well enough to return to work 

following a bereavement.

Senior HR Advisors continue to 

focus on short and long term 

absence management
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Special Cause Variation – Performance/Assurance – Appraisal Rate

43

Backgrou

nd

What the Data tells 

us
Issues Actions Mitigations

Appraisal 

Rate

Exception triggered due 

a run of descending 

data points (a trend)

Exception triggered due 

to the upper control limit 

being below the target

Appraisal compliance has seen on a 

downward trajectory, currently 84.4%.

Hotspot areas are Corporate, 

Medicine, Surgery and Emergency 

Medicine

The Trust is above average 

compared to other nearby acute 

Trusts, ranking 4 / 12 as at Q1 23/24, 

even with the lower rates currently 

reported

Appraisals are being actively managed with divisions 

by HRBPs. There continues to be focus on availability 

of staff with impact of Industrial Action, especially on 

elective recovery in Surgery.

Data cleanse of hierarchy to ensure correct 

supervisor information is held, ensuring that the 

correct manager is completing the appraisals. 

Planned spot checks on appraisal quality has 

commenced.

EM - targeted approach is to be taken across the 

division to highlight areas where improvement is 

required.

Encouraging career 

development conversations 

outside the appraisal 

through-out the year. 

New template being 

developed for Appraisal 

including easier access via 

Acorn.
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Special Cause Variation – Performance/Assurance – Mandatory Training

44

Background
What the Data tells 

us
Reasons Actions Mitigations

Mandatory 

Training

Exception triggered due to 

the target being below the 

lower control limit

Exception triggered due to 

7+ data points below the 

mean

Mandatory training is 

at 90.4%  remains 

above the Trust target 

of 90%

Surgery and Women’s 

divisions are below 

the Trust 90% target.

.

Communication of mandatory training 

compliance analysed and discussed with 

divisional Managers and data presented at 

DMT. 

Surgery have planned Trajectory to be 

above target within the two months.

Weekly reminders to managers and onus 

on senior divisional managers to actively 

chase their teams, particularly for hotspot 

areas. Focus on specific low compliance 

areas.Work ongoing to secure robust 

compliance data via ESR to ensure that all 

on- line training is recorded 

There is a continued focus on specific subjects to maintain compliance 

and ensure this is above the 90% target, Surgery Division actively 

working on training and trajectory to be above 90% for next quarter

Managers reminded that colleagues have protected time to complete  

Mitigating against IA by minimising standing down training as much as 

possible.

Increase capacity for classroom based session across all three sites.

Investigate feasibility of providing some classroom sessions virtually. 
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Special Cause Variation – Performance/Assurance – WTE Staff Establishment/WTE Staff in Post

45

Background
What the Data 

tells us
Reasons Actions Mitigations

WTE Workforce 

Establishment/

WTE Staff in Post

Exception triggered 

due to 7+ data 

points above the 

mean

Exception triggered 

due to a breach of 

the upper control 

limit

The planned business case 

establishment target is 5,506 

wte by March 2024.

The business case for the 

wte staff in post figures is 

5,152 wte in post by March 

2024.

The current staff wte figure is 5,114, and continued recruitment is 

enabling the target of 5152 WTE by March 2024 to be reached. 

There has been a significant upturn in recruitment to help enable 

staffing WTE to increase, to meet the increased staffing 

requirements and help offset bank and agency expenditure. 

The current establishment is 5,543 WTE. The establishment is 

adjusted slightly for staffing in a small number of cost centres 

where there is no funded establishment, and to account for the 

GPVTS medics. This avoids misleadingly low vacancy rates. The 

target for the Trust establishment is 5506 WTE by March 2024, so 

the target has been achieved and exceeded slightly as planned 

increases have updated the establishment as business cases 

approved.

Recruitment for permanent 

staff will continue to help 

offset agency usage. 

There has been a particular 

focus on Corporate 

establishment review. 

Winter preparedness meeting 

established

Workforce Efficiency Group 

monitoring and measuring 

workforce CIPs.
.
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Special Cause Variation – Performance – BAME Staff in Post

46

Backgroun

d

What the Data 

tells us
Reasons Actions Mitigations

BAME staff 

in 

post/BAME 

Staff in post 

– Band 8a+

Exception 

triggered due to 7+ 

data points above 

the mean

Exception 

triggered due to a 

breach of the 

upper control limit

These charts show Black 

Asian Minority Ethnic (BAME) 

staff as a percentage of staff 

in post, and BAME staff at 

Agenda for Change Band 8A 

or higher as a percentage of 

staff in post. 

The percentage of BAME 

staff in post has increased 

over the last 4 years to 49% 

currently.

Overseas recruitment currently paused due a reduction in staff nurse 

vacancies with focus on home grown talent – establish reviews, work 

experience and apprenticeships pipelines.

Value based recruitment practices being implemented including 

mandatory diverse and inclusive representation on recruitment panes

Cultural competency  training for all staff to be facilitated in September 

and October, work has commenced to further develop online EDI 

training. 

The Reciprocal mentoring scheme was launched and will be rolled 

fully rolled out in the next year for the wider organisation. Supportive 

activities for Staff Network participants has commenced

Model employer goals have been developed and will be signed off 

imminently

Active Staff Network 

EDI steering group

EDI dashboard 

developed to track 

key indicators 

Reciprocal mentoring 

scheme to be 

launched 
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Special Cause Variation – Performance – Apprenticeship Levy Utilisation

47

Background

What the 

Data tells 

us

Reasons Actions Mitigations

Apprenticeship 

Levy Utilisation

Exception 

triggered due 

to a breach 

of the upper 

control limit

Exception 

triggered due 

to the target 

being above 

the upper 

control limit

The target for the 

apprenticeship levy spend is 

65% for 23/24.Each financial 

year resets the % figure and 

this will increase over 23/24 

to achieve the 65% target. 

The current utilisation is 

35.6%. 

This chart show the 

percentage of 

apprenticeship levy 

expenditure over time. 

Emergency Medicine (43%) 

and Medicine divisions 

(57%) report levy utilisation 

above Trust average.

Utilisation in August 2023 has fallen since June 2023 (currently 35.6% of total levy). This 

fall is informed by the increased wage bill following NHS pay increase and backdated 

pay. 

Utilisation across division is variable: 

Clinical Support -32%, Corporate 30%, Emergency Medicine 43%, 

Medicine 57%, Surgery 22% and WACS 26% 

Divisional deep dive aimed at supporting divisions who are under utilising the levy is 

underway e.g. Environment  (4%)  Surgery and Clinical Support division. Interventions 

include converting Band 2  and Band 3 for direct entry apprenticeships in the first 

instance. - Developing more effective and informative commutation e.g. website 

development.

Arrangement are in place with West Herts College to support individuals in obtaining 

functional skill qualifications to enable them access the apprenticeship route.

The Trust continues to access additional leadership apprenticeships at University of 

Hertfordshire Business School. First cohort (four) commences in September 2023

Academy Portal 

user guides for 

managers and 

applicants created

Incorporating 

apprenticeships with 

educational scoping

The Trust offers an 

online programme 

for applicants who 

require entry level 

Maths & English for 

higher 

apprenticeships
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KPI
Latest 

month
Measure Target

V
ar

ia
ti

o
n

A
ss

u
ra

n
ce Local or 

National 

Metric

Committee Owner

GP Referrals Made Jul 23 6391 - Local F&P COO

A&E Attendances Aug 23 14858 - Local F&P COO

1st Outpatient Appointments - All Aug 23 12348 - Local F&P CIO

1st Outpatient Appointments - Face to Face Aug 23 11649 - Local F&P CIO

Follow Up Outpatient Appointments - All Aug 23 15941 - Local F&P CIO

Follow Up Outpatient Appointments - Face to Face Aug 23 12055 - Local F&P CIO

Specific Acute Elective Ordinary Admissions Aug 23 380 - Local F&P COO

Specific Acute Daycases Aug 23 3559 - Local F&P COO

Specific Acute Non-Elective Admissions - 0 LOS Aug 23 1133 - Local F&P COO

Specific Acute Non-Elective Admissions - +1 LOS Aug 23 2611 - Local F&P COO

Completed Admitted RTT Pathways (Clock Stops) Aug 23 981 - Local F&P COO

Completed Non-Admitted RTT Pathways (Clock Stops) Aug 23 5497 - Local F&P COO

New RTT Pathways (Clock Starts) Aug 23 10238 - Local F&P COO

PTL Volume Aug 23 64255 - Local F&P COO

Theatre Utilisation (Touch time utilisation on the day hours planned inc early starts and late finishes) Aug 23 75% 85% Local F&P COO

Theatre Cases Aug 23 1044 - Local F&P COO

Theatre Cases per Session Aug 23 2.2 - Local F&P COO

Activity Metrics
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Special Cause Variation – Performance – A&E Attendances

Background What the Data tells us Issues Actions Mitigations

A&E Attendances

Exception triggered due to 

7+ data points above the 

mean (a shift)

ED demand has increased by 

19% for adults and 40% for 

paediatrics

Working with ICB to review 

alternative pathways to ED

Working closely with UTC 

providers to ensure patient are 

streamed early and into the 

right pathway

The ICB have implemented 

Respiratory HUBs at SACH and 

HHH receiving patients directly 

from 111. 

The profile observed in A&E 

attendances at West Herts 

triggering an exception is 

equally observed when looking 

at all A&E attendances in 

England
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Special Cause Variation – Performance – 1st Outpatient Appointments – Face 

to Face

Background What the Data tells us Issues Actions Mitigations

1st Outpatient 

Appointments – Face to 

Face

Exception triggered due to 

7+ data points above the 

mean (a shift)

Exception triggered due to 

a breach of the upper 

control limit

ED demand has increased by 

19% for adults and 40% for 

paediatrics

Working with ICB to review 

alternative pathways to ED

Working closely with UTC 

providers to ensure patient are 

streamed early and into the 

right pathway

The profile observed in A&E 

attendances at West Herts 

triggering an exception is 

equally observed when looking 

at all A&E attendances in 

England
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Special Cause Variation – Performance – Specific Acute Daycases

Background What the Data tells us Issues Actions Mitigations

Specific Acute Daycases

Exception triggered due to 

7+ data points above the 

mean (a shift)

Day case rates were 

particularly impacted by the 

loss of capacity due to the 

Easter Bank Holidays and the 

subsequent Junior Doctors’ 

Industrial action.  The latter 

resulted in the pause of elective 

surgical activity at SACH for the 

duration of the strike.

A small amount of activity, 

undertaken through outsourcing 

has to be recorded 

retrospectively and this may 

have contributed to the overall 

position.  Some ongoing issues 

with EPR functions remain 

outstanding but solutions are 

being pursued.

Seamless Surgery and Elective 

Care Recovery programmes 

are in place.  The focus on 

theatre productivity within the 

Surgical division with particular 

emphasis on scheduling and 

utilisation is expected to result 

in increased volume and 

improved utilisation in the 

coming months.

Outsourcing activity contributes 

to the trust’s activity numbers.  

A new report, with a forward 

look of activity plans has been 

developed, and this will assist 

with oversight and enable a 

pro-active approach where 

case numbers appear low.
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Special Cause Variation – Performance – Specific Acute Non-Elective 

Admissions - +1 LOS

Background What the Data tells us Issues Actions Mitigations

Specific Acute Non-

Elective Admissions - +1 

LOS

Exception triggered due to 

2 of 3 most recent data 

points being close to the 

upper control limit
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Special Cause Variation – Performance – RTT PTL Volume

Background What the Data tells us Issues Actions Mitigations

RTT PTL Volume

Exception triggered due to breach 

of the upper control limit

Exception triggered due to 7+ 

data points above the mean (a 

shift)

Although EPR has been in place for 

over a year, errors  continue to affect 

the RTT PTL in a number of ways, 

artificially inflating the PTL size, as 

capturing  the correct outcomes 

results in fewer clock stops and the 

number of open pathways on the 

PTL.  

The external validation support that 

was in place at the end of 2022/23 

was fundamental in delivering 

comprehensive validation.  Although 

there has been agreement to invest 

in expanding the validation service in 

house, staff are not yet in post.  

Until fully established, there is 

insufficient resource to mitigate for 

the DQ errors occurring in the PTL

Outsourcing programme remains active with reasonable patient 

uptake.

Additional sessions are being undertaken but there is less 

uptake than pre COVID.

Operational recovery group oversight of activity delivery

DQ steering group established to lead on improvement work.

Funds identified to enable a small number of external validators 

utilising monies from vacancies put in place.   These validators 

have continued to focus on long waits. 

Continuous horizon scanning for additional 

outsourcing opportunities, with specialty 

level engagement to ensure quality and 

safety as well as timely pathways

Weekly long wait review meeting in place to 

drive progress and delivery of improvement 

plan.  

Service level tracking with forward look to 

target deadlines to ensure  adequate 

operational oversight of patient cohorts.

Expansion of the Trust’s validation team 

following business case approval, with 

recruitment underway.
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*Latest available published RTT data –
July 2023

Trust Jul-23

Mid And South Essex NHS Foundation Trust 186,683
Bedfordshire Hospitals NHS Foundation Trust 93,267

East Suffolk And North Essex NHS Foundation Trust 88,197

Norfolk And Norwich University Hospitals NHS 

Foundation Trust 85,750

North West Anglia NHS Foundation Trust 81,966
East And North Hertfordshire NHS Trust 63,548
Cambridge University Hospitals NHS Foundation 

Trust 62,491

West Hertfordshire Hospitals NHS Trust 62,679
Milton Keynes University Hospital NHS Foundation 

Trust 39,297

West Suffolk NHS Foundation Trust 34,145
James Paget University Hospitals NHS Foundation 

Trust 34,622

The Princess Alexandra Hospital NHS Trust 28,442
The Queen Elizabeth Hospital, King's Lynn, NHS 

Foundation Trust 24,098
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Special Cause Variation – Performance/Assurance – Theatre Utilisation (Touch time utilisation 

on the day hours planned inc early starts and late finishes

Background What the Data tells us Issues Actions Mitigations

Theatre Utilisation (Touch time 

utilisation on the day hours 

planned including early starts and 

late finishes

Exception triggered due to target 

being outside upper control limit

Exception triggered due to a run 

of 7+ data points above the mean

Exception triggered due to a 

breach of the upper control limit

Utilisation for the month of July 

has increased from 77.5% to 

79.1% across all specialities. 

A positive increase to utilisation, 

however the work is ongoing to 

drive this towards and beyond 

85%

Late starts have increased on 

average by 5 minutes although 

early finishes in line with the 

increased utilisation has fallen by 

an average of 18 minutes.

Disruption due to strikes has been 

kept to a minimum but has had an 

effect on services and activity.

The Improvements Programme 

team will continue to drive 

adherence to the established 

processes, including median time 

use and golden patient until at 

least the end of the financial year 

to ensure these are embedded.

The use of median times is 

happening in conjunction with the 

ongoing works to transfer from 

Pathpoint to Cerner.

High priority continues to be the 

reduction of late starts and early 

finishes. The Gynae team have 

now come online, and we are 

seeing early improvements within 

the speciality.

Where clinician conversations 

were ineffective, a support 

pathway has been set up and is in 

use to manage escalation. 

This escalation process 

encourages conversations 

between the right staff and staff 

groups including Divisional 

Directors etc.

54

*Latest available 
published Theatre 
Utilisation – Model 
Hospital – w/e 27th

August 2023
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Special Cause Variation – Assurance – Theatre Cases per session

Background What the Data tells us Issues Actions Mitigations

Theatre Cases per Session

Exception triggered due to 2 of 3 

recent data points being close to 

the upper control limit

Exception triggered due to a 

breach of the upper control limit

Cases per session has increased  

from Junes 2.11 to July’s 2.19

It is expected that this will 

increase further in subsequent 

months due to stated actions.

With cases per session, case mix 

is also is an important 

consideration.  

Median times usage requires 

more work and attention in order 

to produce median times for use 

with all cases that also are 

available via Cerner.

Continue to use median times 

where possible to realistically  

specify the correct number of 

patients that can be booked to 

each clinicians list.

The Project manager for booking 

and planning works closely with 

data warehouse representative, 

analysts and coding, 

Median time usage continues to 

be worked up to bring it to a place 

where median times can move to 

an ‘opt out’ status overall.
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Appendix 1 – Safe Care and Improving Outcomes Metrics - Quality
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Appendix 1 – Safe Care and Improving Outcomes Metrics - Quality
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Appendix 1 – Safe Care and Improving Outcomes Metrics - Safety
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Appendix 1 – Safe Care and Improving Outcomes Metrics - Safety
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Appendix 1 – Safe Care and Improving Outcomes Metrics - Safety
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Appendix 2 – A&E Metrics

20

T
ab 20 Integrated P

erform
ance R

eport

63 of 513
T

rust B
oard M

eeting in P
ublic 5 O

ctober 2023-05/10/23



62

Appendix 2 – A&E Metrics
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Appendix 3 – RTT, Cancer and Diagnostics Metrics
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Appendix 3 – RTT, Cancer and Diagnostics Metrics
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Appendix 4 – Workforce Metrics
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Appendix 5 – Activity Metrics
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Appendix 5 – Activity Metrics
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Appendix 5 – Activity Metrics
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Title of the paper: End of Life Care Annual Report 2022-23 

Agenda Item: 21 

Presenter: Kelly McGovern, Chief Nurse 

Author(s): Michelle Sorley, Macmillan Lead Nurse  

Purpose: 
 

 

For approval 
 

 For discussion  For information 

 √          
 

Executive 
Summary: 
 

This report provides the Trusts progress in relation to the Trust End of Life 
Care Strategy 2021-2024.  
 
The key points for the Board: 
 

• The End of Life team have continued to adapt and adopt practices to 
enable us to deliver safe and compassionate care whilst continuing to 
recover our services. 

 

• During the latter part of this reporting period the Mortuary was 
inspected by the Human Tissues Authority and a full report will be 
published later in the year.  

 

• The National Audit of Care at the End of Life 2022 (4th round) was 
undertaken in October 2022 and formally published in July 2023.  As a 
Trust we scored higher than the national average in 3 sections and 
lower than national average in 3. 

 

• During this reporting period there has been a continued decrease in the 
number of complaints related to EoLC compared to previous years. 

 

• End of Life Care training has continued as a hybrid method both formally 
and informally virtually as well as face to face. Targeted work continues 
to ensure the Divisions meet compliance. 

 

• At the end of this reporting period there are three End of Life Care risks 
were on the Risk Register, one is related to the security of the Mortuary 
following new NHSEI guidance. Second is regarding aspects of non-
compliance with Do Not Attempt Cardiopulmonary Resuscitation 
(DNACPR) form completion and this is in the process of being 
reviewed following the implementation of Cerna our Electronic Patient 
Record system (EPR). The most recent addition is also related to 
Cerna and there being no formal Individualised Plan of Care for the 
Dying person available on Cerna this is a joint workstream with the 
Royal Free Hospitals.  

 

Trust Board   

5 October 2023  
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Trust strategic 
aims:  
 
(please indicate 
which of the 4 
aims is relevant to 
the subject of the 
report) 

Aim 1 
Best care 

 
Objectives 1-4 

Aim 2 
Great team 

 
Objectives 5-8 

Aim 3 
Best value 

 
Objective 9 

Aim 4 
Great place 

 
Objective 10-12 

X X   
 

Links to well-led 
key lines of 
enquiry: 
 

☒Is there the leadership capacity and capability to deliver high quality, 

sustainable care? 

☒Is there a clear vision and credible strategy to deliver high quality, 

sustainable care to people, and robust plans to deliver? 

☒Is there a culture of high quality, sustainable care? 

☒Are there clear responsibilities, roles and systems of accountability to 

support good governance and management? 

☒Are there clear and effective processes for managing risks, issues and 

performance? 

☒Is appropriate and accurate information being effectively processed, 

challenged and acted on? 

☐Are the people who use services, the public, staff and external partners 

engaged and involved to support high quality sustainable services? 

☒Are there robust systems and processes for learning, continuous 

improvement and innovation? 

☒How well is the trust using its resources? 

Previously 
considered by: 

 

Committee/Group Date 

Compassionate End of Life Care Panel  26 September 2023  

Quality & Safety Committee 28 September 2023 
 

Action required: 
 

The Board is asked to receive this report for discussion and assurance on the 
progress made in the implementing the Trust End of Life Care Strategy 2021-
2024. 
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Agenda Item: 21 
 
Trust Board meeting – 5 October 2023  
 
End of Life Care Annual Report 2021-2022 
 
Presented by: Kelly McGovern, Chief Nursing Officer 
 

1. Purpose  
 

1.1 The report provides a review of progress against the End-of-Life Care Strategy 2021-2024 
and our local priorities. 

 

2. Background 
 

2.1 The Trust’s End of Life Strategy 2021-2024 updates the vision and ambitions for End of Life 
Care in West Hertfordshire Teaching Hospitals NHS Trust (WHTH). This was informed by 
the Ambitions for Palliative and End of Life Care: a national framework for local action 
2015-2020 and the earlier NHS End of Life Care Strategy. As a Trust we deliver End of life 
care in line with the 5 priorities of care set out in “One Chance to get it Right” Leadership 
Alliance for Care of Dying People (2014):  
 
Caring for people nearing the end of life is one of the most important things we do in 
hospital for our patients and their loved ones.  It is everyone’s responsibility to deliver the 
best care for patients at the end of their lives.  
 
This reporting period 2022-2023 has continued to be challenging due to the ongoing 
recovery from a pandemic. As a Trust we have had to continue to adopt and adopt 
practices to enable us to deliver the best care, support our patients, their relatives as well 
as our staff whilst dealing with a pandemic.   

 

3. Discussion  
 

3.1 End of life care has been supported by all Divisions within the Trust through membership of 
the Compassionate End of Life Panel which has continued to meet remotely during this 
period. 
 
As a wider end of life team we have continued to adapt and adopt good practices to enable 
us to deliver the best care, support our patients, their relatives as well as our staff during 
this period of recovery; examples of this include the shared heart initiative and the use of 
Ipads to enable our patients and families keep in touch if they are unable to visit. 
 
There has continued to be a significant increase in the number of patients referred to the 

Specialist Palliative care team with a total of 1971 referrals of those 1694 were new to the 

team and 277 referrals for patients already known to the team. This equates to a 19% 
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increase from the same period in 2021-22 reflecting the increased activity to the SPC team 

which has been evident over the last 2 years.  

Patient affairs have continued to see an increase in the number of deaths that have been 

processed, with 1823 deaths recorded. Each year there has been an increase in the 

number of deaths the service processes. The team have continued to manage and support 

our families with the relevant documentation that they require within 1 day after death and 

this has been sustained throughout.  

The Trust participated in the National Audit of Care at End of Life (NACEL) 2022 (fourth 

round). Its aim is to improve the quality of care for people at the end of life in acute, mental 

health and community hospitals. It monitors progress against the five priorities of care as set 

out in One Chance to Get it Right 2014 (Leadership Alliance for the Care of Dying People), 

NICE Guidance (NG31) and Quality Standards (QS13 and QS144). It enables us to 

benchmark the Trust against other acute hospitals that have participated and also informs 

part of our work plan. Data was submitted in October 2022. However due to the 

implementation of EPR late 2021/22 we were unable to undertake the Case Note Review 

(CNR) part of the audit. A meeting took place between the Trust and NHS Benchmarking and 

it was agreed that as a Trust we would not complete this part of the audit. The provisional 

findings for the Trust were released in March and the formal report was published in July.  

As a Trust we scored higher than national average in 3 sections and scored lower in 3 

sections. The three areas in which we scored lower are meeting the needs of families and 

others and families and others experience of care; the other area was in relation to staff 

feeling that they work in a culture that prioritises care, compassion, respect and dignity.  

These areas are being addressed as priority. The national results were published formally in 

July 2023.  

Complaints remains a key priority for the trust to improve the experience of our patients and 

to improve the care and service we provide. We recognise the importance of analysing and 

responding to feedback we receive especially in the form of complaints.  

A bimonthly report encompassing all EoLC complaints is submitted to the CEoLCP which 

details all complaints related to end-of-life care and also for completeness contains 

complaints where the patient has passed away but does not specifically concern EOLC. This 

report is discussed and learning opportunities are identified and acted upon. The number of 

complaints over this period has decreased.  

  

At the latter part of this period the Mortuary had an inspection by the Human Tissue 
Authority (HTA) The initial feedback identified good practice for records of training, records 
of audits and the traceability of deceased. A number of shortfalls have been identified and 
will be detailed on the full inspection report..  
 

4. Risks  
 
4.1 The End of Life risk register is discussed at the CEoLCP meetings and actions are monitored.  

The risks sit as part of the Divisions risk registers and are reviewed at regular intervals with 
our Clinical Governance Lead for Surgery, Anaesthetics & Cancer.  
At the end of this reporting period the following three risks are on the risk register.  

 

Risk  Ref No. Progress  

No formal Individualised Plan of care 

for the dying person care plan available 

on Cerna  

4516  Working with Royal Free Hospital a care plan 

has been submitted to the overarching EPR 

Change board 
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Aspects of Non-compliance with Do Not 

Attempt Cardiopulmonary Resuscitation 

#262 

prev(3710) 

QI task and finish group established, new 

DNACPR forms developed, training staff on 

the new forms and snapshot audits 

undertaken by the team.  

Mortuary security risk in line with new 

NHSEI Guidance  

126 Work commenced in November 2021 to 
increase the security of the mortuary which 
included upgrading of CCTV, swipe card 
access was installed along with installation of 
intruder and panic alarms. 

 
 

5. Recommendation  
 

5.1 The Board is asked to receive this report for discussion and assurance on the progress made 

in the implementing the Trust End of Life Care Strategy 2021-2024. 

 
 
Kelly McGovern, Chief Nurse 
September 2023  
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1.0 Introduction  
 
 
Caring for people nearing the end of life is one of the most important things we do in hospital for 
our patients and their loved ones.  It is everyone’s responsibility to deliver the best care for patients 
at the end of their lives.  
 
The Trust vision is to deliver the very best care for every patient and for patients at the end of their 
lives the aim is to deliver the care they want, where they want it and when they want it during their 
life and after death for themselves and their family/carer(s) delivered by competent, confident and 
compassionate professionals.  
 
This report provides evidence and assurance that the organisation has continued to show 
commitment to our patients to deliver the highest quality, timely, effective, individualised care to 
the best of our ability during the Covid-19 pandemic as well as ensuring that families were also 
supported during what was a very challenging and traumatic period. 
 
This 2022-2023 report relates to the updated Trust End of Life Care Strategy 2021-2024.  
 

2.0 Background  

 
This report reflects the period April 2022 – March 2023 which has continued to be difficult due to 

the number of challenges faced by the National Health Service (NHS) as a whole as we continue 

to recover our services. As a Trust we have continued to adopt, adapt and abandon practices to 

enable us to deliver the best care, support our patients, their relatives as well as our staff whilst 

dealing with the ongoing after effects of a pandemic. 

 
As an organisation we aim to deliver End of life care in line with the 5 priorities of care set out in 
“One Chance to get it Right” Leadership Alliance for Care of Dying People (2014): 

 
1. The possibility that a person may die within the next few days or hours is recognised and 
communicated clearly, decisions made and actions taken in accordance with the person’s needs 
and wishes, and these are regularly reviewed and decisions revised accordingly  

 
2. Sensitive communication takes place between staff and the dying person, and those identified 
as important to them.  

 
3. The dying person, and those identified as important to them, are involved in the decisions about 
treatment and care to the extent that the dying person wants. 

 
4. The needs of families and others identified as important to the dying person are actively 
explored, respected and met as far as possible.  

 
5. An individual plan of care, which includes food and drink, symptom control and psychological, 
social and spiritual support, is agreed, coordinated and delivered with compassion.  
 
Throughout this pandemic end of life care has continued to be supported by all divisions within the 

Trust through membership of the Compassionate End of life Care Panel, which continued to meet 

remotely and has been chaired by the Chief Nurse who is the Executive Lead for End of Life Care. 
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3.0 End of Life Care Leadership and Accountability    
 

We have had continued support from the Trust Chief Nurse who is the Executive Lead with 

responsibility for end of life care and is the Chair of the Trust Compassionate End of Life Care 

Panel (CEoLCP). The Trust Medical Director is the Executive Lead for Learning from Deaths.  

During this reporting period our non-executive director for End of Life care term of office came to 

an end.  

 

Our Clinical Lead post was vacant for the initial part of this reporting period however we 

successfully recruited, Mr James Hollingshead, one of our Colorectal Consultant Surgeons who 

took up position in late September; he Chairs the Operational End of Life Care Steering Group 

bimonthly which reports into the CEoLCP.  

 

The CEoLCP continues to oversee all end of life care work across the Trust and reports end of life 

activity to the Quality and Safety Group (QSG) and through the integrated performance report (IPR) 

to the quality sub-committees of the Trust Board and also the Trust Board IPR.   

 

This report on the End of Life Strategy’s progress is submitted to Quality & Safety Group and the 

Quality Committee to give assurance to the Trust Board and agreement to present to the Trust 

Board for publication on the trust website. 

 
 

4.0 End of Life Strategy 2021-2024  
 
 

The Trust Strategy 2021-2024 updates the vision and ambitions for End of Life Care in West 

Hertfordshire Teaching Hospitals NHS Trust (WHTHT). It was informed by the Ambitions for 

Palliative and End of Life Care: A national framework for local action 2015-2020 and the earlier 

NHS End of Life Care Strategy and takes into account the progress that has been made since the 

implementation of the Inaugural Strategy 2016-2019. 

 

The Trust vision is to deliver the very best care for every patient every day; and for patients at the 

end of their lives the aim is to deliver the care they want, where and when they want delivered by 

competent, confident and compassionate professionals. 

 

The Strategy covers all those under the care of the trust who are at the end of their lives, their 

carers, family members and others who are close to them. This includes care given in 

bereavement. It is applicable to all trust employees. Delivery applies to anyone, irrespective of their 

age, their gender, their race, their religion, their sexuality or whether they have a disability or 

sensory impairment. 

 

The National framework is based on six ambitions for locally delivered care which are: 

 

Each person is seen as an individual 

Each person gets fair access to care 

Maximising comfort and wellbeing 

Care is coordinated 

All staff are prepared to care 
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Each community is prepared to help 

 

The local priorities that we have identified will help us achieve the national ambitions for end of life 

care. As a Trust we will measure our success in delivering this three year strategy against the 

achievement of our six ambitions and local priorities. These are recorded on the Trust wide End of 

life care work plan which is monitored by the CEoLCP  

Table 1 below provides a breakdown of the National Ambitions and our progress in relation to them, 

Appendix 1 provides further evidence in implementing them  

 
Table 1: 
 

National Ambitions  Local Priorities  Progress  

Each person is seen 
as an individual  
 

• Strengthen the use of 
Treatment Escalation Plans, 
DNACPR forms and Advance 
Care Plans (ACP) and the 
Individualised plan of Care 
for the Dying Person. 

 

Work continues following 

implementation of Electronic Patient 

Records (EPR) across the Trust, 

working collaboratively with the 

Royal Free Hospitals (RFH) in 

regard to the plan of care for the 

Dying Person. The care plan is 

under review by the EPR Change 

Board.  

 
Each person gets 
fair access to care 
 

This is a locality wide aim to 
ensure that everyone gets fair 
access to care. 

Work continues to be undertaken 

across the locality and the wider ICB 

in relation to addressing the issues 

of inequalities e.g. due to 

homelessness, ethnicity, patients 

with learning disabilities, dementia, 

as well as non-malignant long term 

conditions. 

 

Maximising comfort 
and wellbeing 
 

Review and update the 
Individualised Plan of Care for 
the Dying Person 
 
 
 
 
 
 
Refine the way that the Trust 
identifies carers needs 
 
Explore possibilities to improve 
the environment for patients 
and families  

Work in place to have an electronic 

care plan in place following 

implementation of EPR across the 

Trust as above working with the 

RFH, Carers service in place and all 

appropriate patients are referred for 

assessment.  

NACEL submission completed 

October 2022.  

This is ongoing work in relation to 

new Hospital development  

Care is coordinated 
 

To have improved more widely 
utilised method of data sharing 
across providers by 2025 

This piece of work was on hold due 
to COVID although we are able to 
share some data across the locality 
as we have access to EPaCCS 
(Electronic Palliative Care 
Coordination System and as a Trust 
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we have access to Shared Care 
Records  

All staff are prepared 
to care 

For 95% of patient facing staff 
to have EOL care training as 
measured monthly as part of 
the Divisional IPRs 
 
Increase the hours from first 
recognition of potential 
imminent death to time of 
death from 43 hours (NACEL 
2018 activity produced in April 
2019) to 74 hours by end of 
2024. 
 
By 2022 the Trust will have an 
EOL care champion on each 
ward 
 
 

The number of staff across the Trust 
trained in end-of-life care has 
increased. Macmillan EoLC 
Educator has been in post since 
April. 
 
 
 
 
 
 
 
 
This work is in its infancy post 
COVID however has been an 
important objective for our new 
Educator.  

Each community is 
prepared to help 
 
 

Develop the Rose Volunteer 
Service  
 
 
 
Develop the Bereavement 
service offered by the Trust. 
By 2025 the Trust will have 
increased its bereavement 
support by ensuring every 
bereaved family receive a 
phone call 6 weeks after the 
death to reiterate the 
bereavement 
 
 

Funding approved for 12 months for 
a Pastoral Care Coordinator. 
Volunteer recruitment taking place 
this was on hold due to Covid 
restrictions 
 
This is ongoing work, a 
bereavement card is sent to next of 
kin, an annual memorial service is 
held in November and we are now in 
the process of finalising the Trust 
Bereavement survey.  
 

 
 
 
 
 

4.1 End of Life Care Work Plan  

 
A Trust End of Life Care work plan is in place which underpins and leads the activity across the 

Trust with progress against these actions monitored and reviewed bimonthly at the End of Life 

Operational Meeting chaired by our Clinical Lead. The work plan is overseen, monitored and 

reviewed by the Compassionate End of Life Care Panel. 

Appendix 1 as mentioned above relates to the progress against our Measures of Success and 

achievements of the team can be found in Appendix 2.  
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5.0 Governance  
 

5.1 Inspections 

 

During this reporting period there was no specific inspection or review in relation to End of life Care 
however in March 2023 the Trust was inspected by the Human Tissue Authority (HTA). 
 

5.2 Audit  

5.2.1 National Audit of Care at End of Life (NACEL)   
 

During this reporting period the Trust participated in the National Audit of Care at the End of Life 

(NACEL) (fourth round) data was submitted in October 2022. However due to the implementation 

of EPR late 2021/22 we were unable to undertake the Case Note Review (CNR) part of the audit.  

A meeting took place between the Trust and NHS Benchmarking and it was agreed that as a Trust 

we would not complete this part of the audit.  

The provisional findings for the Trust were released in March and the formal report to be published 

in summer of this year.  

 

A bespoke Trust infographic was published in March 2023 (Appendix 3 summary scores) The aim 

of the audit is to improve the quality of care for people at the end of life in acute, mental health and 

community hospitals.  

 

This audit monitors progress against the five priorities of care as set out in One Chance to Get it 

Right 2014 (Leadership Alliance for the Care of Dying People), NICE Guidance (NG31) and Quality 

Standards (QS13 and QS144). It enables us as a Trust to benchmark ourselves against other 

acute hospitals that have participated. 

 
This fourth round was a 4-part audit which consisted of:  
 

a) An organisational level audit (T). 

 

b) A Case Note Review (CNR) of 25 consecutive deaths between 1st April – 14th April and 25 
consecutive deaths between 9th- 22nd May 2022 including Category 1 deaths (it was recognised 
that the patient may die, whether or not life sustaining treatment has been given in parallel to end 
of life care) and Category 2 deaths (the patient was not expected to die). Sudden deaths (all deaths 
in the Accident and Emergency Department, deaths within 4 hours of admission to hospital and 
deaths due to a life threatening condition caused by a catastrophic event) were to be excluded 
from the audit; as a Trust we did not participate in this.  
 
c)A Quality Survey (QS) - designed to collect feedback from those close to the person who had 
died on their experience of care provided. In contrast to the first round of NACEL the quality 
survey was not linked to the case note review in order to increase uptake.  
 
Quality survey invitations were sent to the bereaved people from all deaths April – August 2022 
and as a Trust 95 quality surveys were returned out of a total of 468 which equates to a 20% 
return this compares to 72 in 2021. 
 
d) Staff reported Measure (SRM) –35 returns received compared with 22 in 2021.  This was a 
survey aimed at members of staff both clinical and non-clinical who were most likely to come into 
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contact with dying patients and those important to them. The survey asked questions pertaining 
to staff confidence and experience in delivering care at the end of life. Staff completed an online 
questionnaire using a link or by scanning a QR code. The responses were automatically linked to 
our Trust submission and all responses were anonymous. 
 

The key themes of the audit  

• Recognising the possibility of imminent death 

• Communication with the dying person 

• Communication with families and others 

• Involvement in decision making  

• Individualised plan of care 

• Needs of families and others 

• Families and others experience of care 

• Governance 

• Workforce/specialist palliative care 

• Staff confidence  

• Staff support  

• Care and culture  

 

 As a Trust we scored higher than the national average in the following sections which are related 

to the five priorities of care and other key issues. The key findings infographic can be found in 

appendix 4.  

 

• Hospital has face to face specialist palliative care service available 8 hours per day 7 

days a week  

• Staff felt supported by their specialist palliative care team. 

• Staff felt confident they can recognise when a patient might be dying imminently  

 

 As a Trust we scored lower than the national average in the areas   

 

• Families/carers were asked about their needs (QS) -48% compared with 54% nationally. 

• Families and others felt the quality of care provided to the patient was good, excellent or 

outstanding – 69% compared to 71% nationally.  

• Staff felt they work in a culture that prioritises care, compassion respect and dignity -80% 

compared with 83% nationally. 

 

These areas are being addressed as part of the Trust EoLC agenda as managed in relation to 

Trust Reputation and quality of care provided to our patients.  

 

5.3 Risk Register   

 

The End of Life risk register is discussed at the CEoLCP meetings and actions are monitored.  The 

risks sit as part of the Divisional risk register and are reviewed at regular intervals with our Clinical 

Governance Lead for Surgery Anaesthetics and Cancer.  
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One new risk has been added to the End of Life Care risk register during this period and this related 

to the Individualised plan of care for the Dying person – following the implantation of Cerna there 

is no formal care plan to document our care of the dying person therefore at the end of this period 

three risks are recorded.  

 

Risk 3710 will be reviewed following the implementation of the Electronic Patient Records system 

(EPR).    

 

Table 2 Risk Register    

Risk  Ref 

No. 

Progress  

Aspects of Non-compliance with Do Not 

Attempt Cardiopulmonary Resuscitation 

#262 

(Prev 

3710)  

Collaborative meetings took place with the 

Royal Free, Barnet & Chase farm hospitals to 

align the EPR documentation with the 

respective Trust policies. 

The final document was agreed, however, it was 

noted there was an ad hoc TEP form on EPR 

which may be used to document the initial 

DNACPR decision and this would not change 

the status on the blue banner. 

Red advice was added to the TEP form alerting 

clinicians to this risk. 

 

No formal Individualised Plan of care for 

the dying person care plan available on 

Cerna  

4516  Working with Royal Free Hospital a care plan 

has been submitted to the overarching EPR 

Change board 

Mortuary security risk in line with new 

NHSEI Guidance October 21  

 

126  Work commenced in November 2021 to 

increase the security of the mortuary which 

included upgrading of CCTV, swipe card access 

was installed along with installation of intruder 

and panic alarms.  The external doors at Hemel 

Mortuary are still to be replaced.  

 

 

 
5.4 Complaints  
 

It remains a key priority for the trust to improve the experience of our patients and to improve the 

care and service we provide. We recognise the importance of analysing and responding to 

feedback we receive especially in the form of complaints. 

 

A joint report is provided by the Patient Advisory Liaison Service (PALS) and the Complaints 

Manager which incorporates all EoLC complaints and PALS enquiries related to end of life. This is 
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a standing agenda item at the Compassionate End of Life Care Panel and any key learning 

opportunities are identified and acted upon promptly.  

 

Table 3 below shows the number of complaints received per division classed primarily as relating 

to End-of-Life Care. 

 

In the reporting year 54 complaints were received after a patient had died, this is a slight increase 

from previous year. These are not primarily classed as being EoLC complaints, as they did not 

specifically voice concerns regarding the care provided. The complaints received often raised a 

wide range of concerns, these are also reported to the CEoLCP to ensure that no complaints are 

inadvertently missed, these are shown for completeness in Table 4.  

 

Table 5 shows the key themes of complaints relating to end-of-life care by division. 

 

 

Table 3: Breakdown of the number of complaints received (per division) which are classed 

as primarily relating to End-of-Life Care.  

 

 

 
 

 

As a Trust 10 formal complaints were received in which end of life care was a factor during this 

reporting period. This is an increase of two against the same reporting period in 2021/22. The 

complaints cover a wide range of concerns within them, covering different aspects including patient 

care, treatment, and communication. The numbers of complaints remain small and account for less 

than 2% of all complaints received.  
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Table 4: Total number of complaints received where the patient has died. 

 

 
 

Table 5: Main complaint themes across complaints where patient has died 

 

 

Due to the limitations of the current Datix database used to record complaints, at present only one 

main complaint theme can be recorded. Due to this it is not always possible to draw any significant 

themes or trends due to the low number of EoLC complaints; however with the imminent 

introduction of a new Trust updated system it will be possible to record multiple themes.   

 

During this period PALS received 104 concerns related to patients that have died with family 

requesting answers and seeking closure, including delayed referral to the palliative care team. Do 

Not Attempt Cardiopulmonary Resuscitation (DNACPR) concern due to the lack of communication 

with families. Not all of these concerns are related directly to EoLC. 
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Collaborative working between the Complaints Team, Patient Advice and Liaison Service (PALS) 

and the Palliative Care Team has continued throughout this period, enabling us to identify areas 

of learning to improve care by teaching. changing practice and sharing these across the Trust.  

 

6.0 Palliative Care  
 

The Specialist Palliative Care Team (SPCT) has had another busy year and continue to raise 

their profile across the Trust, working closely with ward teams and colleagues to provide high 

quality care, support and advice for our palliative and end of life care patients.   

Over this period the team have received a total of 1971 referrals of those 1694 were new patient 

referrals and 277 referrals for patients previously known to the team. This compares with a total 

of 1655 referrals to the team for the same period in 2021-22 this equates to a 19 % increase, 

reflecting the increased activity of the SPC team which has been evident over the last 2 years.  

Table 6 shows a line chart to show month on month (year on year) trends 

Table 6: Number of referrals for the reporting period between April 2019 –March 2023  

 

  

The SPCT work hard to ensure that they provide palliative and end of life care when appropriate 

for all patients across the Trust regardless of their diagnosis. The number of referrals for patients 

with a non-malignant condition over the reporting period is 54% compared with 55% (21-22) and 

46% compared with 45% (21-22) for patients with a malignancy. 

The team continue to provide symptom control advice and psychological support to those 

patients that need it the most. They ensure that patients have choices by undertaking Advance 

Care Planning conversations and ensuring that these are documented. Good communication is 

pivotal and the team understands the importance of this and spend time with patients and 

families to ensure that they are kept updated and understand what is happening.  

The team also provide support to our clinical staff who are caring for our patients by providing 

both formal and informal education sessions, advising them re symptom control and in managing 

difficult situations. The team support our patients, staff and families 7 days a week.  

When patients are too unwell to be discharged from hospital and are receiving end of life care, 

the team focus on what is important for that patient and their family. They look at the little things 
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that really matter and what will make a difference to them. This maybe something as simple as 

ensuring that the family/carer can spend as much time as they wish with their loved one, it might 

be about arranging for a patient’s dog to come in and visit them for one last time or it might be 

something slightly more complex like arranging a wedding to take place in the hospital. The team 

do their best to support and now have special Wedding Boxes to help provide little extras if a 

wedding needs to be arranged at short notice.  

 

Discharge planning for end of life and palliative patients is often very challenging and is time 

critical. The Palliative Care Discharge Liaison Nurses (PCDLN) have continued to do invaluable 

work helping those patients who were thought to be imminently dying achieve their wishes, by 

undertaking fast track continuing health care funding applications and securing care packages, 

equipment, nursing homes or Hospice places when appropriate. The PCDLNs continue to work 

very closely with the Trust Integrated discharge team and with the health and social care 

providers in the community to try and ensure patients and families had a choice regarding their 

discharge destination whether it be Hospice, Home, Nursing Home or Residential Home. 

To understand where the patient would like to be cared for/their preferred place of death the team 

ensured that patients had a choice by undertaking Advance Care Planning conversations with 

them and ensuring that their preferred place of death (PPD) was documented.  

The number of patients, known to the SPC team who had an Advance Care Plan (ACP) in place 

and a recognised PPD documented has remained static at 99% our aim by 2019, was for 90% of 

appropriate patients to have an advance care plan in place and if preferred place of death was 

not achieved 100% of patients to have reason documented. Both these aims have been achieved 

for this reporting period.   

 

One of the achievements for the team has been the successful recruitment of two part time 

Specialist Palliative Care Consultants who commenced in April 2022 and provide 12 PAs which 

now means we have Consultant cover Monday to Friday.  

 

The team have provided a face to face service 355 days out of a possible 364 days which 

equates to 97.5%. The days not covered were due to factors such as staff sickness, covid 

isolation and staff bereavement leave. Wherever possible the Team tried to ensure that a Clinical 

Nurse Specialist was in the hospital at least one day every weekend. When no CNS was 

available, ward staff had access to the 24 hour telephone advice line which is available in this 

locality for professionals as well as patients and their carers. This advice line also enables our 

staff to seek palliative care advice when the team are not on duty if required, therefore ensuring 

our patients receive the care and treatment that is required in a timely manner especially out of 

hours. 

 

As a Trust, we continue to work collaboratively with our local hospices. Two of our Palliative Care 

Consultants are also the Medical Directors of Hospice of St Francis in Berkhamsted and of Rennie 

Grove Peace Hospice care in Watford respectively.  

It is recognised nationally that only 60% of Trusts provide a 7 day service (National Audit of Care 

at the End of Life 4th round). 
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Key Achievements  
 

• Increased working with the Respiratory teams and attendance 3 times a week at the 
Airways MDT, ensuring patients with respiratory conditions benefit from advice and 
support from palliative care both in hospital and in the community at an earlier point in 
their disease trajectory. 

• Following successful recruitment our 2 Palliative Care Consultants commenced in April.  

• Collaborative working with the Caring for Carers team to offer additional support for 
carers of palliative/End of Life care patients. 

• Joint working with the Royal Free Hospital NHS Trust to develop a new End of Life 
Care Plan on EPR/Cerner for patients dying in hospital. It is hoped that this will go live 
in Summer 2023 

• A seven day face to face Specialist Palliative Care Service was provided 355/364 days 

which equates to 97.5% 

• As a Trust we provide a seven day service – 40% of Trusts nationally do not. 

 

 

7.0  Carers  

 

The Caring for Carers Service was launched in May 2022 and have been supporting end of life 

families/carers since July 2022. 

Following referral to the service the Carer Coordinator/Carers Lead Nurse will make contact with 

the Carer to find out what matters most to them and or the person they care for and to assess 

what they may need during this difficult time.  

This could include: 

• Listening and supporting with any queries or concerns relating to their caring role. 

• Supporting/advocating communication around involvement of patient’s treatment, care, 

and/or discharge process during their admission.  

• Supporting with referrals for a carers assessment if the carer is overwhelmed and 

requires support as a carer. 

•  Discuss with them what community support services are available and signpost/refer to 

any relevant specific support services available in the community.  

 

In addition  

• Obtaining a Carers Chair if staying overnight/long period 

• Providing a meal voucher if staying with longer than a set visiting period. 

• Raise awareness of our end-of-life volunteers  

• To advocate with communication on the ward if required. 
  
The Service will make regular/daily reviews to offer emotional and practical support throughout 

the admission and has a direct number within the working day that the carer can contact them 

on. 
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8.0 Resuscitation Team  
 

The Resuscitation Team continue to work towards increasing the current establishment of 4.8 WTE 

by 1.2 WTE to reflect the Resuscitation Council (RC) UK recommendations 2020: 

• One resuscitation officer per 750 clinical staff 

• The Lead Resuscitation Officer’s hours to be in addition to the recommended resuscitation 

officer hours to manage the team, monitor quality and to promote service improvement. 

• Additional Resuscitation Service resource would be able to support DNACPR conversation 

training and clinical support. 

 

In relation to end of life care, the team has made the following contributions: 

• Maintained the audit of peri-arrest and cardiac arrest calls to identify where there may have 

been missed opportunities to either escalate a patient’s care or consider ‘Do Not Attempt 

Cardiopulmonary Resuscitation (DNACPR) decisions. Data from this audit is routinely 

presented to the Resuscitation Panel and shared with the Deteriorating Patient Panel and at 

relevant divisional governance meetings. Training and education regarding recognition of the 

deteriorating patient and timely DNACPR decisions continues to promote the best care for 

every patient.  

 

• The Resuscitation department has achieved 100% cardiac arrest data input for the Q3 National 

Cardiac Arrest Audit (NCAA) (April 2022-December 2022). The report suggests there is scope 

for improvement as the Trust’s cardiac arrest rates per 1,000 admissions is 1.8 which sits at 

the higher end in comparison to other Trusts. Our survival to discharge rate has fallen 

significantly over the last two reports and is 12.5% versus a national average of 23%. The 

report shows we achieve a return of spontaneous circulation (ROSC) of 58-60% which is 

higher than most other hospital. However, 87.5% of patients die before discharge. We 

resuscitate more than average percentage of >85 years (19.8% v 13.8% nationally) 

 

• We recognised the new documentation was not aligned with the current resus policy, therefore.  

collaborative conversations with the Royal Free (RFH), Barnet and Chase Farm Hospitals 

have taken place with the intention of aligning the Electronic Patient Records (EPR) with both 

Trust Resuscitation policies.  

The Electronic Patient Record DNACPR/TEP (Treatment Escalation Plans) documentation 
was reviewed during meetings with West Hertfordshire Teaching Hospitals NHS Trust and the 
RFH, Barnet and Chase farm hospitals. The Trust has made the decision for the DNACPR 
order to remain on the patients record after discharge and The Royal free Hospitals Trust 
decided to purge the DNACPR status on discharge. An ad hoc treatment escalation plan form 
(TEP) exists which can be used for escalation treatment plan review but not to change the 
Resuscitation status. Text alert notifications were added to this form to alert users. 

 

• The Resuscitation training team continues to raise awareness regarding the importance of 

identifying patients that may benefit from end-of-life care discussions through induction 

sessions for all staff groups, junior doctor training and resuscitation courses. 

 

• The Trust Resuscitation policy (C175) and DNACPR policy (C178) have been reviewed to 

reflect the EPR DNACPR and TEP pathways. 
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Key achievement 
 

• Raised awareness of the importance of timely DNACPR decisions and good 
documentation throughout all divisions to promote the best care for every patient. 
 

 

 

9.0 Patient Affairs  
 

The patient affairs team provides a bereavement service Monday – Friday between 9-4pm for all 

our bereaved families. The team works very closely with the doctors to ensure they are fully 

supported to review the case notes and complete the legal documentation required to enable the 

death to be registered. In addition a service is provided on a Sunday between 10am-4pm, the main 

objective for this is to contact the relatives of the patients that have passed away out of hours/over 

a weekend/bank holiday and offer guidance and support with the process. Operating this service 

is beneficial for our bereaved families as it can be stressful if a loved one passes away out of hours, 

and you are unfamiliar with the process which can cause additional upset and worry at what is 

already a very difficult time.  

 

As a team it is felt that this service/ information and signposting to local agencies helps families 

and reduces any concerns about what will happen next and provide an indication on timescale for 

the bereaved family. The team works closely with the Specialist Palliative Care team especially 

when there is any complex bereavement needs and additional support needed for bereaved 

relatives, the spiritual and pastoral care team are also available for support when needed.  

 

During the period from April 2022 – March 2023 the patient affairs team have processed 1,823 

deaths. There has been an increase in the number of deaths we have processed from last year 

reporting figures (1,748 April 2021 – March 2022) 
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Table below shows a breakdown of the number of patient deaths that have been referred to 

the coroner for further action.  

 
 

 
 
Close working with the Medical Examiner Service continues, this service has expanded in size 

since it was established in October 2018, the team now consists of 14 Medical Examiners 1.70 

Whole Time Equivalent (WTE) and is supported by 4 Medical Examiner Officers (4 WTE), the main 

purpose of this service is to independently scrutinize the medical notes of all patients that have 

died in the trust to ensure that everything medically has been done by the clinical team who were 

responsible for  looking after the patient during their hospital admission. The service has expanded 

more recently to deal with deaths that occur in the community and the team are working very 

closely with the General Practitioners (GP’s) and Local Hospices in the area.    

 

 

Key achievements 

• The Medical Examiner Service launched in the community and now process some of 

the community deaths and work alongside local GP’s and Hospices.  

• All KPI’S Have been maintained and Medically Certificate Cause of Death (MCCD) 

have been issued within 3 days of the deceased passing away.  

• All Fast Track Deaths have been processed within a few hours of the deceased passing 

away. 
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10.0 Mortuary  
 

At the start of this reporting period the Mortuary at Hemel continued to provide mutual aid to East 

and North Hertfordshire Hospitals NHS Trust. This had been agreed towards the latter part of the 

previous reporting period January 2022 and this resulted in a 45% increase in overall admissions 

and 27% increase in Coronial post mortem examinations; as all community deaths were directed 

into Hemel Mortuary until December 15th 2022. 

There was a 50% reduction in Consultant Histopathologists participating in post mortem 
examinations, which resulted in an increase in turnaround times. The average turnaround time 
for a post mortem examination in April 2022 was 3.7 days by February 2023 it was 10.8 days. 
Since August 2022 the Mortuary have been utilising the services of an external pathologist one 
weekend per month to assist with reducing the backlog of post mortem requests.  

The delays to post mortem activity has directly impacted the length of stay and turnaround times 
for deceased, with the average length of stay for Hemel mortuary was 17.9 days. The length of 
stay for deceased impacts on the available capacity. As part of the Cabinet office response to the 
pandemic a 70-bay portacabin was installed on the Hemel site in April 2020 and has remained 
funded by the health protection board to facilitate the management of Mortuary capacity and the 
continued excess deaths.  

The Mortuary at Watford has experienced a 11.9% increase in overall admissions. Deceased 
from AAU increased by 7.6%; Emergency by 4.9% and other wards by 16.8%. The average 
length of stay increased slightly to 12.9 days.  

The number of deaths from St Peters ward and St Albans City Hospital (SACH) have remained 
the same. There were no requests for adult consented post mortems, 8 brain and spinal cord 
retrievals were performed and 15 forensic post mortems performed, 2 of these cases were CT 
scanned prior to the examination.  

The Mortuary service has continued to rely on external surge fridge units across both sites to 
maintain a working capacity. Up until December 2022 there was a total capacity of 294 adult 
fridge spaces across the two sites. One of the external fridges at Watford failed, reducing 
capacity to 269; this unit has been decommissioned as its beyond repair.  

There continues to be challenges around deep freezer storage thus the department continued to 
struggle to meet the Human Tissue Authority (HTA) guidance of freezing deceased by 30 days or 
sooner if required.  

Over this reporting period 59 viewings were requested at Watford, with 2 outside of working 
hours and 2 were cancelled before the agreed time. At Hemel 100 viewing were requested with 8 
cancelled before the agreed time and 3 families failing to show.  

In March 2023 the Trust was inspected by the Human Tissue Authority (HTA). The initial 
feedback identified good practice for records of training, records of audit and the traceability of 
deceased. There are several shortfalls that have been identified and will be detailed on the full 
inspection report.  

There were 22 Datix reports 8 for incorrect ID or missing ID on ward deaths at Watford General 
Hospital (WGH) 2 for category 3 infected deceased not in a body bag. 3 incidents related to the 
porters. 4 incidents were reported to the HTA as HTARI, 3 of these as a direct result of the HTA 
inspection in March 2023.  
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Key Achievements 

• Senior APT qualified, Level 4 Diploma in Anatomical Pathology Technology.  

• Trainee APT passed the written examination sections for the Level 3 Diploma in 
Anatomical Pathology Technology. 

 

 

11.0 Tissue Donation  
 

Due to a change in law in May 2020 regarding Organ Donation in England we now have a soft 

opt-out system and this law also applies to tissue donation.  

As a Trust most of our organ/tissue donations are from beating heart donors on the Intensive 

Therapy Unit (ITU) and tissue donation. Watford General Hospital is licensed for corneal 

donation which had not previously been a focus. Due to this, discussions took place and it was 

recognised that it was important for the Trust to increase corneal donation on our acute site.  

Since September 2021 when this was implemented, there has been a marked increase in the 

number of referrals to the National Referral Centre (Tissue Services) from the Trust. This has 

been a combination of non-proceeding organ donors referred from ITU/ED and ward referrals 

with palliative care input. 

Our tissue donation referral rates also increased this year with 61 referrals received between 

April 2022 and March 2023 compared with 26 for the same reporting period in 2021-2022. This is 

a direct result of the work with the Palliative Care team who have undertaken training and are 

able to approach patients and/or families of those at the end of their life and have these 

conversations with them. These referrals resulted in 9 donors which is an increase from 5 from 

the previous reporting period and 18 people have had their sight restored as a result of these 

referrals. 

11.1 Organ Donation  
 

This reporting period saw the highest number of proceeding organ donors from the Trust with 16 

consented donors and 12 proceeding. This was an increase from 5 consented donors and 4 

proceeding donors the previous year. 

From the 12 proceeding donors, the following organs were retrieved: 

1 heart 

9 livers 

3 pancreas 

24 kidneys 

This resulted in 34 lifesaving transplants, with 2 livers and 1 kidney not suitable for transplant and 

these were used for research purposes. 

Organ and tissue donation is bittersweet, as people have to die in order for this lifesaving or life 

enhancing transplants to take place. Donors are honoured at an annual St Johns Award Service 

held by NHS Blood and Transplant; families are given the Award of St John on behalf of their 

loved one to recognise the selfless gift they have given to others. 
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Research has shown that families find comfort in knowing that whilst their loved one could not be 

saved, someone’s life has been saved as a result of their kindness, and something positive has 

come from a tragedy. 

The Trust’s Senior Nurse Organ Donation (SNOD) attends the Compassionate End of Life Care 

Panel providing regular updates in regards to progress and any proposed changes as well as 

being available for advice. 

 

12.0 End of Life Education  
  

End of life care training has remained a priority across the Trust and is perhaps more importantly 

post pandemic. 

The Macmillan End of Life Care Educator commenced in May 2022. During the past twelve months, 
the Educator and the Specialist Palliative Care Team (SPCT) have continued to deliver a significant 
amount of training across the Trust. Previous reports highlighted the difficulties of training staff face 
to face due to Covid. However,100% of end of life education has been delivered face to face for 
this period. The Educator and the SPCT have been using a variety of methods to identify the staff’s 
learning needs such as learning from complaints, reviewing the findings of the National Audit of 
Care at End of Life report (NACEL), requests from ward staff and evaluating the training session 
feedback forms and using the information gained to adapt and deliver the training needed. 
 
Training sessions are in line with the 5 priorities of care set out in “One Chance To Get It Right”. 
Leadership Alliance for Care of Dying People (2014). End of life education has been consistent for 
the past twelve months; however accurate data of attendees has only been recorded since January 
2023.  
 
A number of different ways are being used to train as many staff as possible, for example delivering 
15-minute sessions during handover, this has considerably increased the number of staff receiving 
end of life care training. These sessions include supporting staff in regard to Last Offices, 
communication skills, mouth care and to remember the little things that are so important including 
shared hearts, comfort blankets and the use of our Rose symbol to promote compassion and 
dignity. Eleven wards received the 4 sessions in the final quarter of 22-23.  
 

Regular monthly training sessions have been initiated and include teaching on the overseas 

nurses programme, care certificate training sessions and more recently working closely with the 

Surgical Educator supporting our surgical ward staff and being allocated a regular teaching slot 

at the monthly Care of the Elderly Team educational days.  

 
Training sessions are being updated to include changes in practice and delivery is by a variety of 
learning methods such as activities, role play and quizzes to help ensure staff are engaged to aid 
learning, thereby improving patient and family outcomes at end of life and include:  
 

• Syringe Pump Training 

• Last Offices Training  

• Emergency Medicine program – end of life care in acute trust for newly qualified nurses 

• Priorities of care of the Dying Person 

• 15-minute End of Life Care sessions x4 

• Recognising Dying 

• Difficult conversations – for nurses 

• Communication skills for health care professionals 

•  Physiotherapy in Palliative Care  
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12.1 Additional training  

 
The End of Life Care Educator has worked across the trust and has been able to respond to training 

requests from any team. Examples of this include: 

• Care of elderly and ITU training days which have resumed face to face.  

 

• Respiratory ward (AAU Level 1and 3) requested training for their Respiratory Study Day. 
Created new presentation “End of Life care in the respiratory patient” including video, 
resources and a quiz. 
 

• Acute Medicine Clinical Educator requested training for their new “Emergency Medicine 
Program” for newly qualified nurses. 

 

• Education facilitator on surgical ward requested training on Last Offices following a 
complaint. Monthly end of life care sessions which has been running since the start of the 
year. 
 

• Orthopaedic Clinicians requested more in depth communication skills training on how to 
communicate to patients sensitively and compassionately in relation to Breaking Bad 
news in clinic and/or on the wards and having the difficult conversations regarding 
prognosis this was a joint session with one of the Palliative Care Consultants. 

 

• Macmillan Cancer Information and Support Centre volunteers received an update on 
communication skills training to enhance their communication skills with patients or their 
families when they come to the Information Centre for advice and support.  

 

• New sessions created for junior and senior Physiotherapists/OT’s on communicating 
effectively with patients and families at the end of their life.                  

 

• An e-learning training package, “An Introduction to Palliative Care and End of Life Care”, 

was developed for clinical staff and this is completed as part of the Trust induction.  

• The team have also been involved in the East of England Medical staff annual education 

event.   

12.2 Future Education Plans for 2023 
 

• End of Life Care Boards on the Wards/clinical areas 

• Supporting implementation of the End of Life Care Agreement when it is finalised and 

added to our EPR  

• Reintroduce the UCLH difficult conversations training for Clinicians  

• Following the publication of the National Audit of Care at End of Life Audit we will be 

sharing results and working with Divisions to share key messages 

• Continue in the education of newly recruited end of life care rose volunteers as well as 

update sessions as appropriate 

• New session on “Recognising Dying”. 

• Use the Simulator Centre for practical end of life care training sessions 

• EPR Training – End of life care 

21

Tab 21 Annual Report End of Life Care

26 of 513 Trust Board Meeting in Public 5 October 2023-05/10/23



22 | P a g e  
 

• End of life care training project for Student Nurses  

• Continue to update or create new end of life care training sessions to meet the needs of 
our staff  

• New session for staff on resilience and self-care 

• Create training videos for staff to access on Acorn eg how to set up a syringe driver 

 
Education although can be a challenging area, remains a priority for all those involved. Staff 

changes and retention mean that all the training requires regular delivery on a rolling programme.  

 

Key achievements 
 

• Re-start of the Rose volunteer programme and the End of Life Care champion 
meetings  

• During the past twelve months,100% of end of life care training has been 
delivered face to face  

• Monthly figures of staff attending training sessions has increased consistently 
every month  

 

 
 

12.3 End of Life Care Champions 
 
The champions meetings recommenced in November 2022, although a small group, every single 
champion is dedicated and consistent in their role and responsibilities. The champions attend an 
education session every 8 weeks, and these cover a variety of topics such as mouth care at end 
of life and communication skills.  
 
Plans for the champions:  
 

• Each ward to have an allocated EoLC Champion.   

• Continue to develop the champions knowledge and skills in end of life care 

• End of Life Care board on every ward  

• End of life care trolley for each ward with the Rose symbol accessories, family packs and 
relevant information  

 
 

13.0 End of Life Volunteers  
 

As a team we continue to strive to fulfil achieving a team of End of Life Care Volunteers who are 

known in the Trust as Rose Volunteers after the symbol we use to promote dignity and compassion 

at end of life.  

The aim of these volunteers is to visit the ward areas and provide company to patients who may 

feel lonely or afraid and also to offer support to families and carers who may need a break, a 

friendly face to talk to, or the reassurance that someone will sit with their loved one whilst they are 

at home. The volunteers are able to make drinks for family members, undertake small errands for 

them such as buying a paper if they did not want to leave the bedside. They can and are able to 

provide some of the little things that we know make such a difference for our dying patients and 

those important to them as well as supporting our staff.  
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In 2019 we successfully bid to Helpforce and Marie Curie for funding for a Volunteer Coordinator 

post and the successful applicant commenced in January 2020. Due to the pandemic this initiative 

was put on hold as our volunteers were not able to visit the wards and a high proportion of them 

were classed as vulnerable. In January 2021 we welcomed our EOLC volunteer project coordinator 

to the Trust for twelve months and the recruitment process for our rose volunteers recommenced. 

However due to external funding ending and the need to develop this initiative further post 

pandemic the Patient Experience team successfully bid to Raise for additional funds to enable the 

recruitment of a Pastoral Care Coordinator for 12 months and the post holder commenced in June 

2022.  

 

At the start of this reporting period there was 2 Rose volunteers and at the end of the period we 

have successfully recruited 10 more volunteers with an additional 6 waiting to join us.  

 

In addition to the specialist training, to develop confidence with dying patients the volunteers spend 

time shadowing the End of Life Care Educator before visiting and supporting their first end of life 

patient. 

 

We continue to raise awareness of the service across the Trust by attending sisters and matrons 

meetings, posters in key areas promoting the service. 

 

 

Key achievement  

 

• Successful bid to Raise for 12 month funding for Pastoral Care Coordinator post  

• A small team of Rose volunteers have been recruited.  

• Total number of families visited by Rose Volunteer - 111 

• Total number of hours over the year= 207 hours 

• The KPI target for visits was 115 and during this period 242 visits have taken place to 
patients and/or families. 

 

 
A number of challenges have been encountered over this period and they have included: 

• Securing funding for the coordinator role  

• Maintaining Volunteers base  

• Ensuring volunteers are confident in meeting patients. 

• The ongoing awareness with clinical staff in regards to how the rose volunteers can 

support them 

• Ensuring rose volunteers have the necessary skills and qualities for the role. 

 

Future Goals  

 Looking ahead, we envision a future where the need for end-of-life care volunteers is widely 

recognised as an essential component. To achieve this, we aim to: 

● Expand our Volunteer Program:  

● We will continue to recruit, train, and support a diverse group of volunteers, ensuring we 

have the capacity to meet the increasing demand for our services. 

●  Attend Communities 1st course in retaining and recruiting End of Life Care volunteers. 

● For our Volunteers to receive necessary pastoral supervision and training. 
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14.0 Spiritual & Pastoral Care  
 

The pastoral team has continued to build strong links with palliative care and other departments to 
ensure the best possible spiritual and pastoral for every patient and their family as well as staff. 

Each ward has a dedicated Pastoral Care officer (chaplain) as well as dedicated voluntary 
community clergies (designated as voluntary chaplains). Their role is to support the patients by 
providing emotional, spiritual, and religious care and to help raise awareness of cultural and 
spiritual diversity. The diversity of belief and cultural backgrounds in chaplaincy has enabled staff 
to feel that no matter what their view on religion or spirituality, there is always a safe place to talk, 
away from clinical areas. 

The chaplaincy team offer support to patients in a manner that is most appropriate and respectful 
for their needs. Addressing the causes of spiritual distress is key to providing excellent spiritual 
care to all those approaching the end of their lives. The team continues to work on developing a 
holistic and evidence-based approach to chaplaincy care across the trust with the “full circle to 
spiritual and pastoral care.” The components include building rapport, spiritual assessment, 
spiritual care plan and interventions based on the patient’s individual needs and requests, and 
the outcome are evaluated and adjusted to meet the patient’s needs accordingly. 

Having adapted to providing spiritual and pastoral care from a distance, the chaplaincy team 
were extremely happy to be able to provide in-person spiritual and pastoral care with the 
relaxation of the Covid-19 rules. The pastoral care officers were able to restore the provision of 
faith-based chaplaincy care with the support of our community clergy/faith leaders. End of life 
patients were supported by their faith leaders. 

The spiritual and Pastoral Care strategic priority to ensure patients experienced pastoral care 
that contributes to a level of comfort and care, was enhanced with the addition of a Muslim 
chaplain to the pastoral care team - providing culturally sensitive pastoral/religious care. 

The team's commitment to quality of care saw the department providing weekly ward rounds, 
follow-up care for end of life patients. often following up last rites with end of life prayers. 

The team have worked collaboratively with our community faith leaders and through such 
engagements have received their agreement to provide end of life care for patients of their faith 
tradition. This has resulted in the ability to provide out-of-hours care for our end of life patients. 

The spiritual and pastoral care team's strategic endeavours for end of life care includes:  

• To continue to ensure there is a level of consistency in delivering pastoral care by working 

with the Specialist Palliative care team, attending their multi-professional team meetings, 

and utilising the full circle of spiritual care approach 

• Engaging in the use of a verified and validated spiritual care needs assessment to ensure 

that end of life patients received appropriate spiritual care at the point of being notified of 

their end of life status 

• To create a triage procedure that places end of life patient care as top priority 

• To continue to provide culturally sensitive pastoral/religious care for our end of life 

patients 
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14.1 Memorial Service  

 

We were once again able to hold our Annual Memorial Service in November face to face without 

restrictions which was supported by the Specialist Palliative Care Team and members of the 

Patient Experience team at The View. The service was led by the Deputy Head of Pastoral Care. 

Again it was a very special, emotional and intimate multi faith service with the Watford Phoenix 

Choir performing. The service was held to remember the lives of those who had died on our wards 

across the Trust; it was a time of reflection and of remembering those whom they loved during 

what has been a very difficult time.   

 

Each person attending was given the opportunity to write the name of their loved one in our 

remembrance book and also to remember their loved one on a plaque which was placed on a tree 

in remembrance of their loved one.  

 

A joint Memorial Service in partnership with the Church of England was held at St Mary’s Church 

in the town centre in December to remember those who died in the wider community.  

 

Key Achievements  

• Face to Face Memorial Service held in November 2022 

• Adapting practice to provide spiritual care to patients and their families during a 
pandemic as well as supporting afterwards.  
 

 

15.0 Recommendation  

The Committee are asked to note the annual report for information and assurance related to End 

of Life care across the Trust post the covid period.   

 
 
Executive Director: Kelly McGovern, Chief Nurse  
Date: September 2023 
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Appendix 1: Measures of Success Progress from April 2022 – March 2023   
 

 

Local Priority Measure of success 
 

 Progress  

Strengthen the use of  
 

• Treatment Escalation Plans, 

(TEP) 

 

• DNACPR forms 

 

• Advance Care Plan (ACP)  

 

 

 

• The Individualised Plan of 

Care for the Dying Person. 

 
 
 
 
 
 
 

 

By 2025, 90% of people admitted to the Trust will have a 

TEP in place 

85% of DNACPR forms to be fully completed by 2025 

A robust method of knowing when a patient with an ACP is 

admitted to the Trust. Introduction of an Advance Care 

Plan document 

Using NACEL, increase the number of patients who die on 

an Individualised plan of care from 67% (NACEL 2019) to 

75%  

The care plan will be reviewed using a Quality 
improvement (QI) methodology and education delivered to 
further promote its use across the Trust. The aim will be to 
reduce the numbers of people dying without recognition of 
being imminently dying and therefore not being on the care 
plan. 
 

 

Work in place following implementation of EPR  

Work in progress as above  

 

Work in progress across the locality and Herts West 

Essex ICB. 

 

 

Working with Royal free Hospitals and EPR to have an 

electronic care plan in place – an End of Life Care 

Agreement has been designed and is now in the process 

of being discussed at Change Board.   

To introduce SPICT 
(Supportive and Palliative 
Care Indicators Tool) to 
remind healthcare 
professional to consider 
whether it might be 
appropriate to start ACP 
discussions with patients 

SPICT will be recognised by clinical staff in the trust and an 

audit will reveal whether ACP has been considered in 

outpatient and inpatient settings by end of 2022. 

This is now part of the wider work as above 
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Decrease the number of 
patients who have >3 
admissions to WHHT in the 
year prior to death.  
 

Work with the End of Life Care work stream within the 

Integrated Care System (ICS) to undertake a 

benchmarking exercise and then plan measures to reduce 

this metric. 

Wider work across the locality – due to Covid this was put 

on hold and work has not been recommenced 

Write and implement a 
Guideline to support Rapid 
Discharge from Hospital for 
the Dying Person.  
 

Write and implement the guideline by end of 2022 

 

 

Review and update the 
Individualised Plan of Care 
for the Dying Person and 
Trust policy.  
 

Review and update these documents by end of 2021 

Implement and embed this plan of care within the EPR 

system across the Trust by end of 2022. 

 

As above working with Royal free Hospitals and EPR to 

have an electronic care plan in place – an End of Life 

Care Agreement has been designed and is now in the 

process of being discussed at Change Board.   

Refine the way that the Trust 
identifies carers’ needs 
 
 
 
 
 

Implement a carers’ needs assessment for those 

supporting patients towards the end of life.  

Improve the Trust’s NACEL score of documented support 

for families from 46% (NACEL 2018 activity produced in 

April 2019) to 60%  

Trust Carers Lead now in place and all appropriate 

patients are referred.  

Submission to NACEL - October 22 

Explore possibilities to 
improve the environment for 
patients and families  
 

Define current facilities for patients and families within the 

Trust 

Compare facilities for patients and families across other 

local Acute Trusts.  

Establish feasible improvements that can be made 

Implement those improvements that are agreed by facilities 

and Trust. 

To ensure the needs of our dying patients and their families 

are taken into consideration in the planning of the new 

Hospital. 

This is part of a larger piece of work which is taking place 

across the Trust in regards to the new development.  
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Electronic methods of data 
sharing between care 
providers 
 

By 2025 we will have improved more widely utilised 

method of data sharing across providers 

Locality work that has been put on hold due to COVID 

although some data is shared across the locality 

Increase the percentage of 

staff attending the essential 3 

yearly training (previously 

known as extended) 

 

95% of patient facing staff to have EOL care training as 

measured monthly as part of the Divisional IPRs  

 

Macmillan End of Life Educator commenced in summer 

2022 and has developed and implementing updated 

training sessions. . 

Have at least one EOL care 

champion on each ward 

 

By 2022 the Trust will have an EOL care champion on 

each ward 

This work is in its infancy however it is an important 

objective for our new Educator and meetings have been 

instigated to move this forward 

Increase the ability of staff to 

recognise the possibility of 

imminent death 

Increase the hours from first recognition of potential 

imminent death to time of death from 43 hours (NACEL 

2018 activity produced in April 2019) to 74 hours by end of 

2024. 

This is ongoing education continues across the Trust 

Develop the Rose Volunteer 

service 

 

Obtain funding and appoint a Volunteer Co-ordinator by 

beginning of 2021. 

Within 18 months of appointing a Volunteer Co-ordinator, 

the Trust will have 25 volunteers 

Funding approved for 12 months for a Pastoral Care 

Coordinator. Volunteers being recruited to and supported 

by our Macmillan End of Life Care Educator.  

Develop the bereavement 

support offered by the Trust  

 

By 2025 the Trust will have increased its bereavement 

support by ensuring every bereaved family receive a phone 

call 6 weeks after the death to reiterate the bereavement 

support that is available locally.  

This is ongoing work, a bereavement card is sent to all 

next of kin, annual memorial service is held in November.  
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Appendix 2: Achievements 2022-23 
 

• Trust participation in the National Audit of Care at End of Life (NACEL) Round 4  

• Recruitment of End of Life volunteers recommenced.  

• Recruitment of additional Medical Examiners 

• Recruitment of Medical Examiners Officer 

• Two substantive Palliative Care Consultants appointed for 12 Pa’s so cover available 5 days per week 

• Collaborative working between Care of the Elderly Consultant and Hospice Consultant in relation to 

advance care planning thus reducing readmissions into the Trust.  

• Dedicated Chaplain assigned to each ward/area to offer support to patients, families, carers and staff. 

• Pastoral Care folder to help raise awareness of cultural diversity on each ward.  

• Continued embedding of personalised care wedding box, handmade syringe pump bags, 

knitted/crocheted blankets available for our patients, the latter two have been provided by local women 

groups.         

• Trust face to face Annual memorial service held. 

• End of Life Care Boards on a number of clinical areas. 

• 97.5% - 7 day cover by Palliative Care CNS achieved  

• 99% of all patients known to the SPC team had a preferred place of death documented. 

• Updated End of Life Care Rose symbols on all ward areas.  

• Continued embedding of the electronic system for recording data in the Mortuary. 

• Development of the End of Life Care Agreement plan in relation to the launch of Electronic 

Patient Records. 
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Appendix 3 Summary Scores National Audit Care at End of Life 2022 
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Appendix 4 Key findings of National Audit Care at End of Life 2022 
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Title of the paper: Learning from Deaths Quarter 1 2023/24 

 

Agenda Item: 22 

Presenter: Dr Mike van der Watt, Chief Medical Officer 

Author(s): Deborah Wadsworth, Senior Business Manager 

Purpose: 
 

 

For approval 
 

 For discussion  For information 

  ✓ 
 

Executive 
Summary: 
 

The purpose of this report is to provide the Board with an update on Trust 
mortality and learning from deaths for quarter 1 2023/4. 
 

The Dr Foster intelligence report, (June 2023) spans the data period March 

2022 - February 2023.  Learning from deaths data spans 1 April 2023 – 30 

June 2023. 

 

HSMR is reported as 95.9, which is as expected. SHMI is also reported as 

95.63, which is within the expected range and SMR (all diagnosis) at 94.8 is 

lower than expected. 

 

There are 3 outlying diagnosis groups, one of which is new; 

 

• Urinary tract infection (65 deaths, 4 of which are new this quarter) 

• Other perinatal conditions (17 deaths) 

• Pancreatic disorders (not diabetes) (9 deaths) 
 

 
The Medical Examiners referred 13 cases for structured judgement review, ten 
cases were considered by the avoidability panel and 5 were found to be 
potentially avoidable. 
 

Medical Examiners continue to scrutinise all community and trust deaths. 
 

  

Trust strategic 
aims:  
 
(please indicate 
which of the 4 
aims is relevant to 
the subject of the 
report) 

Aim 1 
Best care 

 
Objectives 1-4 

Aim 2 
Great team 

 
Objectives 5-8 

Aim 3 
Best value 

 
Objective 9 

Aim 4 
Great place 

 
Objective 10-12 
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Links to well-led 
key lines of 
enquiry: 
 

☐Is there the leadership capacity and capability to deliver high quality, 

sustainable care? 

☐Is there a clear vision and credible strategy to deliver high quality, 

sustainable care to people, and robust plans to deliver? 

☒Is there a culture of high quality, sustainable care? 

☐Are there clear responsibilities, roles and systems of accountability to 

support good governance and management? 

☒Are there clear and effective processes for managing risks, issues and 

performance? 

☐Is appropriate and accurate information being effectively processed, 

challenged and acted on? 

☐Are the people who use services, the public, staff and external partners 

engaged and involved to support high quality sustainable services? 

☒Are there robust systems and processes for learning, continuous 

improvement and innovation? 

☐How well is the trust using its resources? 

Previously 
considered by: 

 

Committee/Group Date 

Quality and Safety Committee 28 September 2023 
 

Action required: 
 

The Board is asked to receive this report for assurance on Trust mortality and 
learning from deaths scrutiny 
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Agenda Item: 22 
 

Trust Board – 5 October 2023 
 
Learning from Deaths Quarter 1 2023/24 
 
Presented by: Dr Mike van der Watt, Chief Medical Officer 
 

1. Purpose  
 

1.1 This paper aims to provide a review of trust mortality and related workstreams across quarter 

1 2023/24 and to provide an update on current position 

  

1.2 The last Mortality Review Group meeting was held on 18 September 2023.  

 

2. Background 

 

2.1 The Trust has a consolidated system for the analysis of mortality.  This system includes: 
➢ Examination of monthly mortality reports (produced by Dr Foster) 
➢ Specialty mortality and morbidity meetings 
➢ Trust mortality review group meetings 
➢ Structured judgement review by trained Consultant reviewers 
➢ Medical Examiners who scrutinise deaths at time of Medical Certification of Death 
 

2.2 It allows close scrutiny of mortality trends, highlights outlying groups, when they arise and 

triggers review to determine influencing factors, including poor care; this provides an 

opportunity to learn from deaths and make changes to reduce future risk. 

 

 

3 Mortality metrics 
 

3.1 (Taken from June 2023 Dr Foster update which encompasses data from February 2022 – 

January 2023) 

 

• HSMR is 95.9 and is within the as expected range 

• SHMI is 95.63 and within the as expected range.  

• SMR is 94.8 and within the lower than expected range 

 
 

3.2 Overall quantitative performance (the metrics) 
 

3.2.1 HSMR 

 

22

Tab 22 Quarterly Learning from Deaths Report (Q1)

3 of 513Trust Board Meeting in Public 5 October 2023-05/10/23



4 
 

a) Chart 1 HSMR rolling 12 months (last point is February 2023)  
 

 

 

b) Chart 2 HSMR 12 Month Peer Comparison (National Acute Non-Specialists) 
 

 

 

 

The Trust is 1 of 2 Trusts within the East of England peer group of 14 with an HSMR in the ‘as 
expected’  range. 9 Trusts are in the ‘higher than expected’ range and 3 in the ‘lower than expected’ 
range 

 

3.2.2 Standardised Hospital Level Mortality Index 

3.2.3 SHMI for the period Feb-22 to Jan-23 is 95.63 and ‘as expected’.  This is a slight rise. There 

are no “higher-than-expected” diagnosis groups applying NHS control limit methodology.  

There are three diagnosis group outliers however using confidence interval methodology: 

complication of device, implant or graft; other inflammatory condition of skin, chronic ulcer of 

skin and other skin disorders; and biliary tract disease.  

 
 

3.3 Outlying SMR and HSMR diagnoses 
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3.3.1 The standardised mortality ratio (SMR) is the ratio of observed deaths to expected deaths 
with a specific diagnosis where expected deaths are calculated for a typical area with the 
same case-mix adjustment. 
 

3.3.2 The June Dr Foster report highlighted 3 outlying diagnosis groups:  
 
 Urinary Tract Infection 
 

Urinary tract infection (UTI): (65 deaths, 63 across 4 of which are new).  
 
During the last year, the Trust has been making steady progress at improving UTI relative 
risk. The diagnosis group previously flagged as “higher-than-expected”,but has only 
reported as an outlier twice in the last 8 rolling periods. This may be driven by an improving 
expected rate of mortality. Statistically, the Trust are just inside the national funnel plots 
comparing UTI relative risk to acute, non-specialists over the same time period. This means 
the variation between WHTHT and elsewhere is unlikely to be significant.  Of the 65 deaths, 
22 are patients who were admitted with UTI but went on to be moved to an alternative 
diagnosis.  
Dr Foster has recommended a review of 7 identified patients to seek potential opportunities 
for learning. 

 

• Other perinatal conditions (17 deaths) 

• Pancreatic disorder (not diabetes) (9 deaths) 
 

These groups will be discussed at the next Mortality Review Group meeting on 31st July. 
 

 

4 Structured judgement review (SJR) 
 
4.1 Between 1 April 2023 and 30 June 2023, 13 referrals for structured judgement review were 

made. During the quarter, 11 completed reviews were received back from consultant 

reviewers, with overall care scores ranging from 1 to 4. Of the 13, 3 scored a 4 (good care), 

5 scored a 3 (adequate care), and  2 scored 2 (suboptimal care) and  1 scored 1 (poor care).  

 

 

4.2 Chart 4 SJR care scores for quarter 12023/24 
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4.3  Chart 5 Reasons stated for SJR referral for quarter 1 2023/24 

 

 

 

 

4.4 Three cases were referred to the avoidability panel and during the quarter, ten were reviewed.  

The ten included cases from the previous quarter. Five of the ten cases reviewed were 

considered to be potentially avoidable  (scoring 3 or less) 

Chart 6 potential avoidability of death for quarter 1 2023/24 
 
 

 
 
 
  

4.5 SJR themes and learning 

4.5.1 There is an agreed governance process for SJR. In summary, completed SJRs are shared 

with Clinicians by disseminating all completed SJRs at Divisional level dissemination of 

completed SJRs to individual specialities for review and feedback of local implementation of 

actions.  Reviews of learning disability deaths are shared with the LeDeR team and any 

themes collated and reported at Trust Mortality Review Group by the Safeguarding Clinical 

Lead. Medical Examiners also receive the completed SJR if they have originally referred the 

case.  

4.5.2 No new themes were identified 
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5 Medical Examiner Service  

5.1 Activity of trust and community cases overall remains much the same although there has 

been a slight reduction in referral of community cases to the service 

 
5.2 This is thought in part to be due to the announcement in May 2023 of the new date for 

Medical Examiners and the service becoming statutory in April 2024, a year later than 

previously forecast.  Steps are being taken to maintain GP engagement after an already 

successful full implementation. 

 
5.3 The risk of GP surgery non engagement with the service is that when April 2024 arrives, 

the new process will be unfamiliar.  This may mean that families of the bereaved incur 

unnecessary delays, as it will be legally imperative that all deaths are scrutinised by a 

medical examiner prior to issuing medical cause of death certification 

 
5.4 The West Herts team presented the community roll out of the service at the Annual Medical 

Examiner’s Conference in May 2023 which was well received. 

 
5.5 The Trust’s lead MEO has been appointed to the Regional East of England and Midlands 

post and we wish them all the best.  A new lead MEO will be appointed. 

 

6       Risks 
 

6.1  None identified  
 

 

7 Recommendation  
 

7.1   The Board is asked to note the report for information and assurance.  
 

Name of Director  
 
Dr Mike van der Watt, Chief Medical Officer 

September 2023 
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Title of the paper Emergency Planning NHSE Annual EPRR Core Standards Submission 

 

Agenda Item 23 

Presenter Mary Bhatti, Interim Chief Operating Officer (Accountable Emergency Officer 
for EPRR) 
 

Author(s) Solomon Brown, Head of Emergency Planning, Resilience and Response 
 

Purpose 
 

Please tick the appropriate box  

For approval 
 

 For discussion  For information 

✓   
 

Executive 
Summary 
 

The aim of this paper is to provide information and assurance on the emergency 
planning core standards annual self-assessment for 2023/24. 
 
The paper relates to the trust obligations to adhere to the NHSE/I core standards 
and seeks approval from the trust board to submit the Trust’s self-assessment 
against the NHSE/I EPRR core standards. The Trust is declaring a Substantial 
compliant status for 2023/24. 
  

Trust strategic 
aims  
 
(please indicate 
which of the 4 
aims is relevant to 
the subject of the 
report) 

Aim 1 
Best care 

 
Objectives 1-4 

Aim 2 
Great team 

 
Objectives 5-8 

Aim 3 
Best value 

 
Objective 9 

Aim 4 
Great place 

 
Objective 10-12 

✓ ✓  ✓ 
 

Links to well-led 
key lines of 
enquiry 
 
 
 
 

☒Is there the leadership capacity and capability to deliver high quality, 

sustainable care? 

☒Is there a clear vision and credible strategy to deliver high quality, sustainable 

care to people, and robust plans to deliver? 

☒Is there a culture of high quality, sustainable care? 

☒Are there clear responsibilities, roles and systems of accountability to support 

good governance and management? 

☒Are there clear and effective processes for managing risks, issues and 

performance? 

Trust Board Meeting 

        5th October 2023 
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☒Is appropriate and accurate information being effectively processed, 

challenged and acted on? 

☒Are the people who use services, the public, staff and external partners 

engaged and involved to support high quality sustainable services? 

☒Are there robust systems and processes for learning, continuous 

improvement and innovation? 

☒How well is the trust using its resources? 

Previously 
considered by 

 

Committee/Group Date 

Quality and Safety Committee 31/08/2023 
 

Action required 
 

 

The Trust Board is asked to receive this report for information and assurance and 
approve the trust self-assessment against the EPRR Core Standards 
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Agenda Item: 23 
 

Trust Board meeting – 5th October 2023 
 
Emergency Planning NHSE Annual EPRR Core Standards Submission 
 
Mary Bhatti, Interim Chief Operating Officer 

 
 
 

1. Purpose  
 

The aim of this paper is to provide information and assurance on the emergency 

planning core standards annual self-assessment for 2023/24. Due to the timing of the 

process this year, it was necessary to make the required submission in advance of 

this paper coming to board. The interim COO and Head of Emergency Planning have 

a confirm and challenge session with the Integrated Care Board (ICB) on 29th 

September to review the trust submission made. 

2. Background 
 

2.1 The purpose of the EPRR annual assurance process is to assess the preparedness 
of the NHS, both commissioners and providers, against common NHS EPRR core 
standards. The cycle contains a number of domains that organisations must assess 
themselves against to ensure a minimum standard is met across all NHS funded 
organisations. 

 
2.2 The Trust submitted a fully compliant status for the previous 2022/23 cycle which was 

confirmed after a challenge and confirm session with the trust’s commissioners and 
NSHE/I.  
 

3. Analysis/Discussion  
 

3.1 The Trust has undertaken its self-assessment against the NHSE/I EPRR Core 
Standards, for 2023/24 following a review by the Accountable Emergency Officer 
(AEO) and the Head of emergency planning and is declaring a substantial compliant 
status. This means the organisation is fully compliant against 89-99% of the relevant 
NHS EPRR Core Standards. The results summary for the 2022/23 self-assessment 
are outlined in table 1 below:  
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Table 1 – 2023/24 EPRR Self-Assessment Results 

Core Standards 
Total 

standards 
applicable 

Fully 
compliant 

Partially 
compliant 

Non 
compliant 

Business Continuity 10 8 2 0 

CBRN 12 12 0 0 

Command and control 2 2 0 0 

Cooperation 4 4 0 0 

Duty to maintain plans 11 10 1 0 

Duty to risk assess 2 2 0 0 

Governance 6 6 0 0 

Response 7 7 0 0 

Training and Exercising 4 4 0 0 

Warning and informing 4 4 0 0 

Total 62 59 3 0 
 

3.2 Below outlines the rationale for the 3 standards set as partially compliant and 
timelines set to meet these standards: 
 
Standard 10 is the ‘incident response’ plan. While this plan was updated last year 
(2022) on  trust 3 year cycle, the NHS core standards have now been updated to 
make this an annual review. The Emergency Planning department are currently 
reviewing this plan which will be re-reviewed and updated with a deadline of 
December 2023 and tracked through the Emergency Planning Group (EPG) 
 

3.3 Standard 45 is ‘Business Continuity Management Systems (BCMS) scope and 
objectives’. In April 2023, NHSE updated the business continuity toolkit which was 
last updated in 2016. The updated NHSE toolkit is currently under review within 
WHTH to check on the changes and updated in line with the revised guidance through 
EPG. In addition, an external audit has been commissioned for the earlier part of 
2024 which will review the trust planning once review complete. 
 

3.4 Standard 49 is the annual Data protection and Security toolkit. An Improvement plan 
has been developed by the trust Information Governance team and agreed with 
NHSE for completion by December 2023.  

 

3.5 Each cycle, in addition to the core standards, there is a deep dive topic identified that 
does not count towards the core standards rating but looks to gather information and 
learning from a specific topic with this year focusing on EPRR responder training. 
 
The outcome of the deep dive will be used to identify areas of good practice and 
further development whilst seeking additional assurance in this area of the core 
standards and guide organisations in the development of local arrangements within 
the NHS. 
 
The results summary for the 2023/24 Deep Dive self-assessment are outlined in table 
2 below:  
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Table 2 – 2023/24 EPRR Deep Dive Self-Assessment 

EPRR Responder Training 
Total 

standards 
applicable 

Fully 
compliant 

Partially 
compliant 

Non 
compliant 

EPRR TNA 1 1 0 0 

Minimum Occupational 
Standards 1 1 0 0 

EPRR staff training 1 1 0 0 

Senior Leadership Training 1 1 0 0 

Access to training materials 1 1 0 0 

Training Data 1 1 0 0 

Monitoring 1 1 0 0 

JESIP doctrine 1 1 0 0 

Continuous Improvement 
process 1 0 1 0 

Evaluation 1 1 0 0 

Total 10 8 1 0 
 

 
3.6 The continuous process notes that training material is updated regularly as plans 

change or are adapted. While external training is maintained through third parties 
who keep the training in line with the Minimum Occupational Standards (MOS), 
internal training is adapted when required but is not always tracked to show what the 
changes are. This is being reviewed at present. 

 
3.7 The supplementary paper is the full EPRR self-assessment submission including the 

findings of the deep dive for approval by the Trust Board. 
 

4. Training, Exercising and Incidents 
 

4.1 Part of the standard in the deep dive is confirmation that boards are aware of some 
of the key training the trust undertakes which is outlined below. Some areas we are 
not able at confirm the compliance rate at present due to the fluctuation of staffing 
levels but this will be reviewed going forward.  
 
The e-learning package that has been deemed as essential training for all staff on a 
triennial basis currently has a compliance level of 90.97%, as of September 2023. 
 

4.2 The internal tactical commander training sessions which look at trust procedures run 
by emergency planning have continued with 1 session being completed from January 
to June 2023 with 4 staff either attending as new on-call managers or as a refresher. 
Further sessions are scheduled for later in 2023. 
 

4.3 The external tactical commander training sessions run by an accredited external 
trainer to ensure the minimum national occupational standards are new sessions to 
support the internal sessions. This focuses on incident responder in the wider context 
and across multiple organisations such as the Fire and Police service. 4 sessions 
took place between January and June 2023 with 28 staff either attending as new on-
call managers or as a refresher. This also includes Joint Emergency Services 
interoperability Principles (JESIP). 
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4.4 Strategic training continues to ensure that strategic commanders have the necessary 
skills and knowledge to support them during an incident. These training sessions 
have been organised by NHSE/I East of England EPRR team with 11 Directors on 
call having undertaken sessions since January 2023 and a further 4 booked on to 
complete or as a refresher. This also includes Joint Emergency Services 
interoperability Principles (JESIP). 
 

4.5 CBRNe training days, aimed predominantly at ED staff, have run in 2023 with 9 
sessions completed with 52 staff trained and some sessions cancelled due to 
industrial action but further sessions are already scheduled for later in the year. These 
training days inform staff on the theory of Major Incident planning and the practical 
element of deploying the CBRNe tent, donning and doffing the Powered Respirator 
Protective Suit (PRPS) and enhanced PPE training and are support by a member of 
the CBRNe Team from the East of England Ambulance service (EEAST). 
 

4.6 Switchboard training continued with 8 staff trained in Trust emergency procedures. 
Further sessions are scheduled throughout the year. 
 

4.7 EPRR Comms training is a new training session started this year organised by the 
ICB with 2 staff trained since being trained so date. 
 

4.8 Loggist training continues with 14 staff trained this year. 
 

4.9 A number of exercises have taken place which involved trust staff so far in 2023. 
 

Date Exercise name Comments 

25/01/23 Exercise Lemur Multi-agency health exercise with the Local 
Resilience Forum (LRF) in the event of a 

national or local power outage 

31/01/23 Exercise Farikh Women’s and children lockdown exercise to 

test the procedures 

10/05/23 Exercise creeping 
mist 

Communication exercise organised by the 
ICB to test ICC and trust response to ICB 

coordinated messaging request to an urgent 
incident 

16/05/23 Exercise Lemur 2 Similar to the LRF exercise but this focus on 
healthcare provider and the ICB only 

25/05/23 Exercise Flamingo 
Silk 

Communication exercise organised by 
NHSE to test trust on-call contact details and 

response time 

09/06/23 Exercise Renrec Tabletop exercise testing the  procedure on 
the failure of the trust electronic patient 

record system (EPR)  

22/06/23 LHRP Cyber 
exercise 

Multi Agency Tabletop exercise testing the 
procedures on ICT with scenarios taken 
from the National Cyber Security Agency 

with system   

19/07/23 Watford Football 
Club Tabletop 

Exercise 

Multi Agency Tabletop exercise with the 
emergency services and Watford football 

club 
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4.10 A summary of incidents which have occurred within the Trust are below, full incident 

management structures were established for each business continuity incident. 
 

Date Days Incident Level Comments 

28/12/22 – 
20/01/23 

24 Business 
Continuity 

Adult Capacity Pressure 

26/01/23 – 
26/01/23 

1 Business 
Continuity 

Accidental chemical spill 

13/03/23 – 
16/03/23 

4 Business 
Continuity 

Junior Doctors Industrial action 

23/03/23 – 
24/03/23 

2 Business 
Continuity 

Unplanned Power Outage at HHH 

impacting Clinical Applications 

11/04/23 – 
15/04/23 

5 Business 
Continuity 

Junior Doctors Industrial action 

10/05/23 – 
12/05/23 

3 Business 
Continuity 

Adult Capacity Pressure 

09/06/23 – 
13/06/23 

5 Business 
Continuity 

Heatwave Alert Level 3 

14/06/23 – 
17/06/23 

6 Business 
Continuity 

Junior Doctors Industrial action 

21/06/23 – 
23/06/23 

3 Business 
Continuity 

Adult Capacity Pressure 

22/06/23 – 
22/06/23 

1 Business 
Continuity 

Fire in H-Block 

13/07/23 – 
18/07/23 

6 Business 
Continuity 

Junior Doctors Industrial action 

20/07/23 – 
21/07/23 

2 Business 
Continuity 

Consultant Industrial Action 

25/07/23 – 
26/07/23 

2 Business 
Continuity 

Radiographers Industrial Action 

11/08/23 – 
15/08/23 

5 Business 
Continuity 

Junior Doctors Industrial action 

20/08/2023 1 Business 
Continuity 

IT Downtime 

24/08/23 – 
25/08/23 

2 Business 
Continuity 

Consultant Industrial Action 

05/09/23 – 
11/09/23 

5 Business 
Continuity 

Heatwave Alert Level 3 

19/09/23 – 
23/09/23 

5 Business 
Continuity 

Consultant Industrial Action & 
Junior Doctors Industrial action 

 
 

5. Risks 
 

5.1 The trust Incident Control Centre (ICC) is still acting as the single-point-of-contact 

(SPOC) from 9am – 5pm 5 days a week to issues or incidents across the trust or 

health system in Hertfordshire.  

Due to a number on incidents within the county and nationally this year and continued 

pressure through the urgent emergency care and industrial action, the emergency 
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planning team remain extremely busy impacting on normal work flow. By responding 

to queries as the SPOC and while also working in the ICC to support incident, day to 

day activities such as training and development are continuing but being prioritised. 

The Emergency Planning Department are looking at different ways to help staff keep 

relevant skills such as online training or external trainers to reduce the departments 

time where possible. 

 

6. Recommendation 
 

6.1 The Board is asked to receive this report for information and assurance of the Trusts  
self-assessment submission against the NHSE/I EPRR Core Standards as 
substantially compliant. 

 
 

Mary Bhatti 
Interim Chief Operating Officer (Accountable Emergency Officer for EPRR) 

5th October 2023 

23

Tab 23 Annual assurance report Emergency Preparedness, Resilience and Response

8 of 513Trust Board Meeting in Public 5 October 2023-05/10/23



Ref Domain
Standard Detail

2023 Changes Ref Domain
Standard name Standard Detail

1 Governance Senior Leadership

The organisation has appointed an Accountable 

Emergency Officer (AEO) responsible for 

Emergency Preparedness Resilience and 

Response (EPRR). This individual should be a 

board level director within their individual 

organisation, and have the appropriate authority, 

resources and budget to direct the EPRR 

portfolio. 

No change

1 Governance Senior Leadership

The organisation has appointed an Accountable 

Emergency Officer (AEO) responsible for 

Emergency Preparedness Resilience and 

Response (EPRR). This individual should be a 

board level director within their individual 

organisation, and have the appropriate authority, 

resources and budget to direct the EPRR portfolio. 

2 Governance EPRR Policy

The organisation has an overarching EPRR 

policy or statement of intent.

This should take into account the organisation’s:

• Business objectives and processes

• Key suppliers and contractual arrangements

• Risk assessment(s)

• Functions and / or organisation, structural and 

staff changes.

No change

2 Governance EPRR Policy

The organisation has an overarching EPRR policy 

or statement of intent.

This should take into account the organisation’s:

• Business objectives and processes

• Key suppliers and contractual arrangements

• Risk assessment(s)

• Functions and / or organisation, structural and 

staff changes.

3 Governance EPRR board reports

The Chief Executive Officer ensures that the 

Accountable Emergency Officer discharges their 

responsibilities to provide EPRR reports to the 

Board, no less than annually. 

The organisation publicly states its readiness 

and preparedness activities in annual reports 

within the organisation's own regulatory 

reporting requirements

No change

3 Governance EPRR board reports

The Chief Executive Officer ensures that the 

Accountable Emergency Officer discharges their 

responsibilities to provide EPRR reports to the 

Board, no less than annually. 

The organisation publicly states its readiness and 

preparedness activities in annual reports within the 

organisation's own regulatory reporting 

requirements

Domain 10 - CBRN renamed to Domain 10 - HazMat/CBRN

Domain 10 standards reordered amd renumbered

Over arching changes:

Previous standard detail

Domain 1 - Governance

New standard detail
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4 Governance
EPRR work 

programme 

The organisation has an annual EPRR work 

programme, informed by:

• current guidance and good practice

• lessons identified from incidents and exercises 

• identified risks 

• outcomes of any assurance and audit 

processes

The work programme should be regularly 

reported upon and shared with partners where 

appropriate. 

No change

4 Governance EPRR work programme 

The organisation has an annual EPRR work 

programme, informed by:

• current guidance and good practice

• lessons identified from incidents and exercises 

• identified risks 

• outcomes of any assurance and audit processes

The work programme should be regularly reported 

upon and shared with partners where appropriate. 

5 Governance EPRR Resource

The Board / Governing Body is satisfied that the 

organisation has sufficient and appropriate  

resource to ensure it can fully discharge its 

EPRR duties.

No change

5 Governance EPRR Resource

The Board / Governing Body is satisfied that the 

organisation has sufficient and appropriate  

resource to ensure it can fully discharge its EPRR 

duties.

6 Governance
Continuous 

improvement 

The organisation has clearly defined processes 

for capturing learning from incidents and 

exercises to inform the review and embed into 

EPRR arrangements. 

No change

6 Governance
Continuous 

improvement 

The organisation has clearly defined processes for 

capturing learning from incidents and exercises to 

inform the review and embed into EPRR 

arrangements. 

7 Duty to risk assess Risk assessment

The organisation has a process in place to 

regularly assess the risks to the population it 

serves. This process should consider all relevant 

risk registers including community and national 

risk registers.  

No change

7
Duty to risk 

assess
Risk assessment

The organisation has a process in place to 

regularly assess the risks to the population it 

serves. This process should consider all relevant 

risk registers including community and national risk 

registers.  

8 Duty to risk assess Risk Management

The organisation has a robust method of 

reporting, recording, monitoring, communicating, 

and escalating EPRR risks internally and 

externally 

No change

8
Duty to risk 

assess
Risk Management

The organisation has a robust method of reporting, 

recording, monitoring, communicating, and 

escalating EPRR risks internally and externally 

9 Duty to maintain plans
Collaborative 

planning

Plans and arrangements have been developed 

in collaboration with relevant stakeholders to 

ensure the whole patient pathway is considered.

Standard detail has been updated to emphasise 

the importance of joint working and collaborative 

planning with emergency services and health 

partners following lesson identified through JOL 

working group. 

9
Duty to 

maintain plans
Collaborative planning

Plans and arrangements have been developed in 

collaboration with relevant stakeholders 

stakeholders including emergency services and 

health partners to enhance joint working 

arrangements and to ensure the whole patient 

pathway is considered.

10 Duty to maintain plans Incident Response

In line with current guidance and legislation, the 

organisation has effective arrangements in place 

to  define and respond to Critical and Major 

incidents as defined within the EPRR 

Framework.

No change

10
Duty to 

maintain plans
Incident Response

In line with current guidance and legislation, the 

organisation has effective arrangements in place to  

define and respond to Critical and Major incidents 

as defined within the EPRR Framework.

11 Duty to maintain plans Adverse Weather

In line with current guidance and legislation, the 

organisation has effective arrangements in place 

for adverse weather events. 

No change

11
Duty to 

maintain plans
Adverse Weather

In line with current guidance and legislation, the 

organisation has effective arrangements in place 

for adverse weather events. 

13 Duty to maintain plans
New and emerging 

pandemics  

In line with current guidance and legislation and 

reflecting recent lessons identified, the 

organisation has arrangements in place to 

respond to a new and emerging pandemic 

No change

13
Duty to 

maintain plans

New and emerging 

pandemics  

In line with current guidance and legislation and 

reflecting recent lessons identified, the 

organisation has arrangements in place to respond 

to a new and emerging pandemic 

12 Duty to maintain plans Infectious disease

In line with current guidance and legislation, the 

organisation has arrangements in place to 

respond to an infectious disease outbreak within 

the organisation or the community it serves, 

covering a range of diseases including High 

Consequence Infectious Diseases.

No change

12
Duty to 

maintain plans
Infectious disease

In line with current guidance and legislation, the 

organisation has arrangements in place to respond 

to an infectious disease outbreak within the 

organisation or the community it serves, covering a 

range of diseases including High Consequence 

Infectious Diseases.

14 Duty to maintain plans Countermeasures

In line with current guidance and legislation, the 

organisation has arrangements in place 

to support an incident requiring 

countermeasures or  a mass countermeasure 

deployment

No change

14
Duty to 

maintain plans
Countermeasures

In line with current guidance and legislation, the 

organisation has arrangements in place 

to support an incident requiring countermeasures 

or  a mass countermeasure deployment

15 Duty to maintain plans Mass Casualty 

In line with current guidance and legislation, the 

organisation has effective arrangements in place 

to respond to incidents with mass casualties. 

No change

15
Duty to 

maintain plans
Mass Casualty 

In line with current guidance and legislation, the 

organisation has effective arrangements in place to 

respond to incidents with mass casualties. 

Domain 2 - Duty to risk assess   

Domain 3 - Duty to maintain plans   
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16 Duty to maintain plans Evacuation and 

shelter

In line with current guidance and legislation, the 

organisation has arrangements in place to  

evacuate and shelter patients, staff and visitors.    

No change

16
Duty to 

maintain plans Evacuation and shelter

In line with current guidance and legislation, the 

organisation has arrangements in place to  

evacuate and shelter patients, staff and visitors.    

17 Duty to maintain plans Lockdown

In line with current guidance, regulation and 

legislation, the organisation has arrangements in 

place to control access and egress for patients, 

staff and visitors to and from the organisation's 

premises and key assets in an incident. 

No change

17
Duty to 

maintain plans
Lockdown

In line with current guidance, regulation and 

legislation, the organisation has arrangements in 

place to control access and egress for patients, 

staff and visitors to and from the organisation's 

premises and key assets in an incident. 

18 Duty to maintain plans
Protected 

individuals

In line with current guidance and legislation, the 

organisation has arrangements in place to 

respond and manage  'protected individuals'; 

Very Important Persons (VIPs), high profile 

patients and visitors to the site. 

No change

18
Duty to 

maintain plans
Protected individuals

In line with current guidance and legislation, the 

organisation has arrangements in place to respond 

and manage  'protected individuals'; Very 

Important Persons (VIPs), high profile patients and 

visitors to the site. 

19 Duty to maintain plans Excess fatalities 

The organisation has contributed to, and 

understands, its role in the multiagency 

arrangements for excess deaths and mass 

fatalities, including mortuary arrangements. This 

includes arrangements for rising tide and sudden 

onset events.

No change

19
Duty to 

maintain plans
Excess fatalities 

The organisation has contributed to, and 

understands, its role in the multiagency 

arrangements for excess deaths and mass 

fatalities, including mortuary arrangements. This 

includes arrangements for rising tide and sudden 

onset events.

20 Command and control On-call mechanism

The organisation has resilient and dedicated 

mechanism and structures to enable 24/7 receipt 

and action of incident notifications, internal or 

external, and this should provide the facility to 

respond to or escalate notifications to an 

executive level. 

No change

20
Command and 

control
On-call mechanism

The organisation has resilient and dedicated 

mechanism and structures to enable 24/7 receipt 

and action of incident notifications, internal or 

external, and this should provide the facility to 

respond to or escalate notifications to an executive 

level. 

21 Command and control Trained on-call staff

Trained and up to date staff are available 24/7 to 

manage escalations, make decisions and 

identify key actions

No change

21
Command and 

control
Trained on-call staff

Trained and up to date staff are available 24/7 to 

manage escalations, make decisions and identify 

key actions

22 Training and exercising EPRR Training 

The organisation carries out training in line with 

a training needs analysis to ensure staff are 

current in their response role.

No change

22
Training and 

exercising
EPRR Training 

The organisation carries out training in line with a 

training needs analysis to ensure staff are current 

in their response role.

23 Training and exercising

EPRR exercising 

and testing 

programme 

In accordance with the minimum requirements in 

line with guidance the organisation has an 

exercising and testing programme to safely* test 

incident response arrangements, (*no undue risk 

to exercise players or participants, or those  

patients in your care)

No change

23
Training and 

exercising

EPRR exercising and 

testing programme 

In accordance with the minimum requirements in 

line with guidance the organisation has an 

exercising and testing programme to safely* test 

incident response arrangements, (*no undue risk to 

exercise players or participants, or those  patients 

in your care)

24 Training and exercising  Responder training

The organisation has the ability to maintain 

training records and exercise attendance of all 

staff with key roles for response in accordance 

with the Minimum Occupational Standards.

Individual responders and key decision makers 

should be supported to maintain a continuous 

personal development portfolio including 

involvement in exercising and incident response 

as well as any training undertaken to fulfil their 

role

No change

24
Training and 

exercising
 Responder training

The organisation has the ability to maintain training 

records and exercise attendance of all staff with 

key roles for response in accordance with the 

Minimum Occupational Standards.

Individual responders and key decision makers 

should be supported to maintain a continuous 

personal development portfolio including 

involvement in exercising and incident response as 

well as any training undertaken to fulfil their role

25 Training and exercising
Staff Awareness 

and Training

There are mechanisms in place to ensure staff 

are aware of their role in an incident and where 

to find plans relevant to their area of work or 

department.

No change

25
Training and 

exercising

Staff Awareness and 

Training

There are mechanisms in place to ensure staff are 

aware of their role in an incident and where to find 

plans relevant to their area of work or department.

Domain 4 - Command and control

Domain 5 - Training and exercising

Domain 6 - Response 
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26 Response

Incident Co-

ordination Centre 

(ICC) 

The organisation has in place suitable and 

sufficient arrangements to effectively coordinate 

the response to an incident in line with national 

guidance. ICC arrangements need to be flexible 

and scalable to cope with a range of incidents 

and hours of operation required.

An ICC must have dedicated business continuity 

arrangements in place and must be resilient to 

loss of utilities, including telecommunications, 

and to external hazards.

 ICC equipment should be  tested  in line with 

national guidance or after a major infrastructure 

change to ensure functionality and in a state of 

organisational readiness.

Arrangements should be supported with access 

to documentation for its activation and operation.

No change

26 Response
Incident Co-ordination 

Centre (ICC) 

The organisation has in place suitable and 

sufficient arrangements to effectively coordinate 

the response to an incident in line with national 

guidance. ICC arrangements need to be flexible 

and scalable to cope with a range of incidents and 

hours of operation required.

An ICC must have dedicated business continuity 

arrangements in place and must be resilient to loss 

of utilities, including telecommunications, and to 

external hazards.

 ICC equipment should be  tested  in line with 

national guidance or after a major infrastructure 

change to ensure functionality and in a state of 

organisational readiness.

Arrangements should be supported with access to 

documentation for its activation and operation.

27 Response
Access to planning 

arrangements

Version controlled current response documents 

are available to relevant staff at all times. Staff 

should be aware of where they are stored and 

should be easily accessible.  

No change

27 Response
Access to planning 

arrangements

Version controlled current response documents are 

available to relevant staff at all times. Staff should 

be aware of where they are stored and should be 

easily accessible.  

28 Response

Management of 

business continuity 

incidents

In line with current guidance and legislation, the 

organisation has effective arrangements in place 

to respond to a business continuity incident (as 

defined within the EPRR Framework). 

No change

28 Response

Management of 

business continuity 

incidents

In line with current guidance and legislation, the 

organisation has effective arrangements in place to 

respond to a business continuity incident (as 

defined within the EPRR Framework). 

29 Response Decision Logging

To ensure decisions are recorded during 

business continuity, critical and major incidents, 

the organisation must ensure:

1. Key response staff are aware of the need for 

creating their own personal records and decision 

logs to the required standards and storing them 

in accordance with the organisations' records 

management policy.

2. has 24 hour access to a trained loggist(s) to 

ensure support to the decision maker

No change

29 Response Decision Logging

To ensure decisions are recorded during business 

continuity, critical and major incidents, the 

organisation must ensure:

1. Key response staff are aware of the need for 

creating their own personal records and decision 

logs to the required standards and storing them in 

accordance with the organisations' records 

management policy.

2. has 24 hour access to a trained loggist(s) to 

ensure support to the decision maker

30 Response Situation Reports

The organisation has processes in place for 

receiving, completing, authorising and submitting 

situation reports (SitReps) and briefings during 

the response to incidents including bespoke or 

incident dependent formats.

No change

30 Response Situation Reports

The organisation has processes in place for 

receiving, completing, authorising and submitting 

situation reports (SitReps) and briefings during the 

response to incidents including bespoke or incident 

dependent formats.

31 Response

Access to 'Clinical 

Guidelines for Major 

Incidents and Mass 

Casualty events’

Key clinical staff (especially emergency 

department) have access to the ‘Clinical 

Guidelines for Major Incidents and Mass 

Casualty events’ handbook.

No change

31 Response

Access to 'Clinical 

Guidelines for Major 

Incidents and Mass 

Casualty events’

Key clinical staff (especially emergency 

department) have access to the ‘Clinical Guidelines 

for Major Incidents and Mass Casualty events’ 

handbook.

32 Response

Access to ‘CBRN 

incident: Clinical 

Management and 

health protection’

Clinical staff have access to the ‘CBRN incident: 

Clinical Management and health protection’ 

guidance. (Formerly published by PHE)

No change

32 Response

Access to ‘CBRN 

incident: Clinical 

Management and health 

protection’

Clinical staff have access to the ‘CBRN incident: 

Clinical Management and health protection’ 

guidance. (Formerly published by PHE)

33 Warning and informing 
Warning and 

informing

The organisation aligns communications 

planning and activity with the organisation’s 

EPRR planning and activity.

No change

33
Warning and 

informing 
Warning and informing

The organisation aligns communications planning 

and activity with the organisation’s EPRR planning 

and activity.

Domain 7 - Warning and informing
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34 Warning and informing 

Incident 

Communication 

Plan

The organisation has a plan in place for 

communicating during an incident which can be 

enacted.

No change

34
Warning and 

informing 

Incident Communication 

Plan

The organisation has a plan in place for 

communicating during an incident which can be 

enacted.

35 Warning and informing 

Communication 

with partners and 

stakeholders 

The organisation has arrangements in place to 

communicate with patients, staff, partner 

organisations, stakeholders, and the public 

before, during and after a major incident, critical 

incident or business continuity incident.

No change

35
Warning and 

informing 

Communication with 

partners and 

stakeholders 

The organisation has arrangements in place to 

communicate with patients, staff, partner 

organisations, stakeholders, and the public before, 

during and after a major incident, critical incident or 

business continuity incident.

36 Warning and informing Media strategy

The organisation has arrangements in place to 

enable rapid and structured communication via 

the media and social media

No change

36
Warning and 

informing 
Media strategy

The organisation has arrangements in place to 

enable rapid and structured communication via the 

media and social media

37 Cooperation LHRP Engagement 

The Accountable Emergency Officer, or a 

director level representative with Delegated 

Authority to authorise plans and commit 

resources on behalf of their organisation, 

attends Local Health Resilience Partnership 

(LHRP) meetings.

No change

37 Cooperation LHRP Engagement 

The Accountable Emergency Officer, or a director 

level representative with Delegated Authority to 

authorise plans and commit resources on behalf of 

their organisation, attends Local Health Resilience 

Partnership (LHRP) meetings.

38 Cooperation
LRF / BRF 

Engagement

The organisation participates in, contributes to or 

is adequately represented at Local Resilience 

Forum (LRF) or Borough Resilience Forum 

(BRF), demonstrating engagement and co-

operation with partner responders. 

No change

38 Cooperation LRF / BRF Engagement

The organisation participates in, contributes to or is 

adequately represented at Local Resilience Forum 

(LRF) or Borough Resilience Forum (BRF), 

demonstrating engagement and co-operation with 

partner responders. 

39 Cooperation
Mutual aid 

arrangements

The organisation has agreed mutual aid 

arrangements in place outlining the process for 

requesting, coordinating and maintaining mutual 

aid resources. These arrangements may include 

staff, equipment, services and supplies. 

In line with current NHS guidance, these 

arrangements may be formal and should include 

the process for requesting Military Aid to Civil 

Authorities (MACA) via NHS England.

No change

39 Cooperation
Mutual aid 

arrangements

The organisation has agreed mutual aid 

arrangements in place outlining the process for 

requesting, coordinating and maintaining mutual 

aid resources. These arrangements may include 

staff, equipment, services and supplies. 

In line with current NHS guidance, these 

arrangements may be formal and should include 

the process for requesting Military Aid to Civil 

Authorities (MACA) via NHS England.

40 Cooperation
Arrangements for 

multi-area response

The organisation has arrangements in place to 

prepare for and respond to incidents which 

affect two or more Local Health Resilience 

Partnership (LHRP) areas or Local Resilience 

Forum (LRF) areas.

No change

40 Cooperation
Arrangements for multi-

area response

The organisation has arrangements in place to 

prepare for and respond to incidents which affect 

two or more Local Health Resilience Partnership 

(LHRP) areas or Local Resilience Forum (LRF) 

areas.

41 Cooperation
Health tripartite 

working

Arrangements are in place defining how NHS 

England, the Department of Health and Social 

Care and UK Health Security Agency (UKHSA) 

will communicate and work together, including 

how information relating to national emergencies 

will be cascaded. 

No change

41 Cooperation Health tripartite working

Arrangements are in place defining how NHS 

England, the Department of Health and Social 

Care and UK Health Security Agency (UKHSA) will 

communicate and work together, including how 

information relating to national emergencies will be 

cascaded. 

42 Cooperation LHRP Secretariat

The organisation has arrangements are in place 

to ensure that the Local Health Resilience 

Partnership (LHRP) meets at least once every 6 

months.

No change

42 Cooperation LHRP Secretariat

The organisation has arrangements are in place to 

ensure that the Local Health Resilience 

Partnership (LHRP) meets at least once every 6 

months.

43 Cooperation Information sharing 

The organisation has an agreed protocol(s) for 

sharing appropriate information with 

stakeholders and partners, during incidents.

No change

43 Cooperation Information sharing 

The organisation has an agreed protocol(s) for 

sharing appropriate information with stakeholders 

and partners, during incidents.

44 Business Continuity

Business Continuity 

(BC) policy 

statement

The organisation has in place a policy which 

includes a statement of intent to undertake 

business continuity.  This includes the 

commitment to a Business Continuity 

Management System (BCMS) that aligns to the 

ISO standard 22301.

No change

44
Business 

Continuity

Business Continuity 

(BC) policy statement

The organisation has in place a policy which 

includes a statement of intent to undertake 

business continuity.  This includes the commitment 

to a Business Continuity Management System 

(BCMS) that aligns to the ISO standard 22301.

Domain 8 - Cooperation 

Domain 9 - Business Continuity
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45 Business Continuity

Business Continuity 

Management 

Systems (BCMS) 

scope and 

objectives 

The organisation has established the scope and 

objectives of the BCMS in relation to the 

organisation, specifying the risk management 

process and how this will be documented.

A definition of the scope of the programme 

ensures a clear understanding of which areas of 

the organisation are in and out of scope of the 

BC programme.

No change

45
Business 

Continuity

Business Continuity 

Management Systems 

(BCMS) scope and 

objectives 

The organisation has established the scope and 

objectives of the BCMS in relation to the 

organisation, specifying the risk management 

process and how this will be documented.

A definition of the scope of the programme 

ensures a clear understanding of which areas of 

the organisation are in and out of scope of the BC 

programme.

46 Business Continuity

Business Impact 

Analysis/Assessme

nt (BIA) 

The organisation annually assesses and 

documents the impact of disruption to its 

services through Business Impact Analysis(es).

No change

46
Business 

Continuity

Business Impact 

Analysis/Assessment 

(BIA) 

The organisation annually assesses and 

documents the impact of disruption to its services 

through Business Impact Analysis(es).

47 Business Continuity

Data Protection and 

Security Toolkit 

(DPST)

Organisation's Information Technology 

department certify that they are compliant with 

the Data Protection and Security Toolkit on an 

annual basis. 

No change

47
Business 

Continuity

Data Protection and 

Security Toolkit (DPST)

Organisation's Information Technology department 

certify that they are compliant with the Data 

Protection and Security Toolkit on an annual basis. 

48 Business Continuity
Business Continuity 

Plans (BCP)

The organisation has  business continuity plans 

for the management of incidents. Detailing how it 

will respond, recover and manage its services 

during disruptions to:

• people

• information and data

• premises

• suppliers and contractors

• IT and infrastructure

No change

48
Business 

Continuity

Business Continuity 

Plans (BCP)

The organisation has  business continuity plans for 

the management of incidents. Detailing how it will 

respond, recover and manage its services during 

disruptions to:

• people

• information and data

• premises

• suppliers and contractors

• IT and infrastructure

49 Business Continuity
Testing and 

Exercising

The organisation has in place a procedure 

whereby testing and exercising of Business 

Continuity plans is undertaken on a yearly basis 

as a minimum, following organisational change 

or as a result of learning from other business 

continuity incidents.

No change

49
Business 

Continuity
Testing and Exercising

The organisation has in place a procedure 

whereby testing and exercising of Business 

Continuity plans is undertaken on a yearly basis as 

a minimum, following organisational change or as 

a result of learning from other business continuity 

incidents.

50 Business Continuity
BCMS monitoring 

and evaluation 

The organisation's BCMS is monitored, 

measured and evaluated against established 

Key Performance Indicators. Reports on these 

and the outcome of any exercises, and status of 

any corrective action are annually reported to 

the board.

No change

50
Business 

Continuity

BCMS monitoring and 

evaluation 

The organisation's BCMS is monitored, measured 

and evaluated against established Key 

Performance Indicators. Reports on these and the 

outcome of any exercises, and status of any 

corrective action are annually reported to the 

board.

51 Business Continuity BC audit

The organisation has a process for internal 

audit, and outcomes are included in the report to 

the board.

The organisation has conducted audits at 

planned intervals to confirm they are conforming 

with its own business continuity programme. 

No change

51
Business 

Continuity
BC audit

The organisation has a process for internal audit, 

and outcomes are included in the report to the 

board.

The organisation has conducted audits at planned 

intervals to confirm they are conforming with its 

own business continuity programme. 

52 Business Continuity

BCMS continuous 

improvement 

process

The organisation has in place a system to 

assess the business continuity plans of 

commissioned providers or suppliers; and are 

assured that these providers business continuity 

arrangements align and are interoperable with 

their own. 

No change

52
Business 

Continuity

BCMS continuous 

improvement process

The organisation has in place a system to assess 

the business continuity plans of commissioned 

providers or suppliers; and are assured that these 

providers business continuity arrangements align 

and are interoperable with their own. 

53 Business Continuity

Assurance of 

commissioned 

providers / 

suppliers BCPs 

The organisation has in place a system to 

assess the business continuity plans of 

commissioned providers or suppliers; and are 

assured that these providers business continuity 

arrangements work with their own. 

No change

53
Business 

Continuity

Assurance of 

commissioned 

providers / suppliers 

BCPs 

The organisation has in place a system to assess 

the business continuity plans of commissioned 

providers or suppliers; and are assured that these 

providers business continuity arrangements work 

with their own. 

54 Business Continuity
Computer Aided 

Dispatch 

Manual distribution processes for Emergency 

Operations Centre / Computer Aided Dispatch 

systems are in place and have been fully tested 

annually, with learning identified, recorded and 

acted upon

No change

54
Business 

Continuity

Computer Aided 

Dispatch 

Manual distribution processes for Emergency 

Operations Centre / Computer Aided Dispatch 

systems are in place and have been fully tested 

annually, with learning identified, recorded and 

acted upon
Domain 10 - HazMat/CBRN
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New Standard 55 Hazmat/CBRN   Governance

The organisation has identified responsible 

roles/people for the following elements of 

Hazmat/CBRN:

- Accountability - via the AEO

- Planning

- Training

- Equipment checks and maintenance 

Which should be clearly documented

55 CBRN
Telephony advice 

for CBRN exposure

Key clinical staff have access to telephone 

advice for managing patients involved in CBRN 

incidents.

Amended wording of standard so not specific to 

telephony advice. 
57 Hazmat/CBRN   

Specialist advice for 

Hazmat/CBRN  

exposure

Organisations have signposted key clinical staff on 

how to access appropriate and timely specialist 

advice for managing patients involved in 

Hazmat/CBRN incidents

56 CBRN

HAZMAT / CBRN 

planning 

arrangement 

There are documented organisation specific 

HAZMAT/ CBRN response arrangements.

Standard detail amended to include specific 

elements of Hazmat/CBRN plan
58 Hazmat/CBRN   

Hazmat/CBRN    

planning arrangements 

The organisation has up to date specific 

Hazmat/CBRN  plans and response arrangements 

aligned to the risk assessment, extending beyond 

IOR arrangments, and which are supported by a 

programme of regular training and exercising within 

the organaisation and in conjunction with external 

stakeholders

57 CBRN
HAZMAT / CBRN 

risk assessments 

HAZMAT/ CBRN decontamination risk 

assessments are in place appropriate to the 

organisation.

This includes:

• Documented systems of work

• List of required competencies

• Arrangements for the management of 

hazardous waste.

Standard detail amended and supporting 

information developed with evidence of risk 

assessments.

56 Hazmat/CBRN   
Hazmat/CBRN risk 

assessments 

Hazmat/CBRN risk assessments are in place which 

are appropriate to the organisation type

58 CBRN

Decontamination 

capability 

availability 24 /7 

The organisation has adequate and appropriate 

decontamination capability to manage self 

presenting patients (minimum four patients per 

hour), 24 hours a day, 7 days a week. 
Standard detail amended to incroporate wet, dry, 

interim and improvised decontamination where 

necessary and availibilty of staff. 

59 Hazmat/CBRN   

Decontamination 

capability availability 24 

/7 

The organisation has adequate and appropriate 

wet decontamination capability that can be 

deployed within 30 mins to manage self presenting 

patients, 24 hours a day, 7 days a week (for a 

minimum of four patients per hour) - this includes 

availability of staff to establish the decontamination 

facilities

There are sufficient trained staff on shift to allow 

for the continuation of decontamination until 

59 CBRN
Equipment and 

supplies

The organisation holds appropriate equipment to 

ensure safe decontamination of patients and 

protection of staff. There is an accurate 

inventory of equipment required for 

decontaminating patients. 

• Acute providers - see Equipment checklist: 

https://www.england.nhs.uk/ourwork/eprr/hm/

• Community, Mental Health and Specialist 

service providers - see guidance 'Planning for 

the management of self-presenting patients in 

healthcare setting': 

https://webarchive.nationalarchives.gov.uk/2016

1104231146/https://www.england.nhs.uk/wp-

content/uploads/2015/04/eprr-chemical-

incidents.pdf

• Initial Operating Response (IOR) DVD and 

other material: http://www.jesip.org.uk/what-will-

jesip-do/training/ 

Standard detail amended to reflect need to 

ensure equipment is in line with organisational 

Hazmat/CBRN risk assessments

60 Hazmat/CBRN   Equipment and supplies

The organisation holds appropriate equipment to 

ensure safe decontamination of patients and 

protection of staff. There is an accurate inventory 

of equipment required for decontaminating 

patients. 

Equipment is proportionate with the organisation's 

risk assessment of requirement - such as for the 

management of non-ambulant or collapsed 

patients.

• Acute providers - see Equipment checklist: 

https://www.england.nhs.uk/wp-

content/uploads/2018/07/eprr-decontamination-

equipment-check-list.xlsx 

• Community, Mental Health and Specialist service 

providers - see guidance 'Planning for the 

management of self-presenting patients in 

healthcare setting': 

https://webarchive.nationalarchives.gov.uk/201611

04231146/https://www.england.nhs.uk/wp-

content/uploads/2015/04/eprr-chemical-

60 CBRN PRPS availability 

The organisation has the expected number of 

PRPS (sealed and in date) available for 

immediate deployment.

There is a plan and finance in place to revalidate 

(extend) or replace suits that are reaching their 

expiration date.
Standards merged. 65 PPE Access

Organisations must ensure that staff who come in 

to contact with patients requiring wet 

decontamination and patients with confirmed 

respiratory contamination have access to, and are 

trained to use, appropriate PPE. 

This includes maintaining the expected number of 

operational PRPS availbile for immediate 

deployment to safetly undertake wet 

decontamination and/or access to FFP3 (or 

equivalent) 24/7
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68 CBRN FFP3 access

Organisations must ensure staff who may come 

into contact with confirmed infectious respiratory 

viruses have access to, and are trained to use, 

FFP3 mask protection (or equivalent) 24/7.  

61 CBRN Equipment checks 

There are routine checks carried out on the 

decontamination equipment including: 

• PRPS Suits

• Decontamination structures 

• Disrobe and rerobe structures

• Shower tray pump

• RAM GENE (radiation monitor)

• Other decontamination equipment.

There is a named individual responsible for 

completing these checks 

62 CBRN

Equipment 

Preventative 

Programme of 

Maintenance

There is a preventative programme of 

maintenance (PPM) in place for the 

maintenance, repair, calibration and replacement 

of out of date decontamination equipment for: 

• PRPS Suits

• Decontamination structures

• Disrobe and rerobe structures

• Shower tray pump

• RAM GENE (radiation monitor)

• Other equipment 

63 CBRN
PPE disposal 

arrangements 

There are effective disposal arrangements in 

place for PPE no longer required, as indicated 

by manufacturer / supplier guidance.

Standard detail amended to reflect need to 

ensure the organisation has processes in place 

to manage waste, including but not limited to 

PPE. 

62 Hazmat/CBRN   
Waste disposal 

arrangements

The organisation has clearly defined waste 

management processes within their Hazmat/CBRN 

plans

64 CBRN
HAZMAT / CBRN 

training lead 

The current HAZMAT/ CBRN Decontamination 

training lead is appropriately trained to deliver 

HAZMAT/ CBRN training

65 CBRN
Training 

programme

Internal training is based upon current good 

practice and uses material that has been 

supplied as appropriate. Training programmes 

should include training for PPE and 

decontamination. 

66 CBRN
HAZMAT / CBRN 

trained trainers 

The organisation has a sufficient number of 

trained decontamination trainers to fully support 

its staff HAZMAT/ CBRN training programme. 

67 CBRN
Staff training - 

decontamination

Staff who are most likely to come into contact 

with a patient requiring decontamination 

understand the requirement to isolate the patient 

to stop the spread of the contaminant.

New standard 66 Hazmat/CBRN   Exercising
Organisations must ensure that the exercising of 

Hazmat/CBRN plans and arrangements are 

incorporated in the organisations EPRR exercising 

and testing programme

Hazmat/CBRN Training standards have been 

consolidated from four into two standards

63 Hazmat/CBRN   
Hazmat/CBRN    training 

resource

The organisation must have an adequate training 

resource to deliver Hazmat/CBRN training which is 

aligned to the organisational Hazmat/CBRN plan 

and associated risk assessments

64 Hazmat/CBRN   

Staff training - 

recognition and  

decontamination

The organisation undertakes training for all staff 

who are most likely to come into contact with 

potentially contaminated patients and patients 

requiring decontamination.

Staff that may make contact with a potentially 

contaminated patients, whether in person or over 

the phone, are sufficiently trained in Initial 

Operational Response (IOR) principles of 

‘Remove, Remove, Remove’ and isolation when 

Standards merged. 61 Hazmat/CBRN   

Equipment - 

Preventative 

Programme of 

Maintenance

There is a preventative programme of maintenance 

(PPM) in place, including routine checks for the 

maintenance, repair, calibration (where necessary) 

and replacement of out of date decontamination 

equipment to ensure that equipment is always 

available to respond to a Hazmat/CBRN incident.

Equipment is maintained according to applicable 

industry standards and in line with manufacturer’s 

recommendations

Where applicable, the PPM should include:

- PRPS Suits

- Decontamination structures 

- Disrobe and rerobe structures

- Water outlets

- Shower tray pump

- RAM GENE (radiation monitor)

- Other decontamination equipment as identified by 

your local risk assessment e.g. IOR Rapid 

Response boxes

Standards merged. 65 PPE Access

Organisations must ensure that staff who come in 

to contact with patients requiring wet 

decontamination and patients with confirmed 

respiratory contamination have access to, and are 

trained to use, appropriate PPE. 

This includes maintaining the expected number of 

operational PRPS availbile for immediate 

deployment to safetly undertake wet 

decontamination and/or access to FFP3 (or 

equivalent) 24/7
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67
CBRN Support 

to acute Trusts
Capability

NHS Ambulance Trusts must support designated 

Acute Trusts

(hospitals) to maintain the following CBRN / 

Hazardous Materials 

(HazMat) tactical capabilities:

• Provision of Initial Operational Response (IOR) 

for self presenting casualties at an Emergency 

Department including ‘Remove, Remove, Remove’ 

provisions. 

• PRPS wearers to be able to decontaminate 

CBRN/HazMat casualties.

• ‘PRPS’ protective equipment and associated 

accessories.

• Wet decontamination of casualties via Clinical 

Decontamination 

Units (CDU’s), these may take the form of 

dedicated rooms or external structures but must 

have the capability to decontaminate both 

ambulant and non – ambulant casualties with 

warm water. 

• Clinical radiation monitoring equipment and 

capability.

• Clinical care of casualties during the 

decontamination process.

• Robust and effective arrangements to access 

New Core Standards applicable to NHS 

ambulance services and developed by NARU in 

consultation with all NHS Ambulance Services in 

England to standardise the approach and 

support offer to acute Trusts 
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Executive 
Summary 
 

 

This report aims to provide an overview of the Trust's financial performance 

after five months of the year. It includes a summary of the performance against 

the initial plan and a revised forecast for the year, considering ongoing trends 

and the implementation of over 80 actions as part of a high impact financial 

change plan. Additionally, the report updates the Board on key elements of the 

Trust's balance sheet. 

 

 

Background 

The Trust has reported a deficit of £13.4m after five months, which is £9.4m 

higher than the planned deficit of £4m for this stage. Several factors have 

contributed to this deviation from the initial plan: 

1. Emergency pressures: The need to open surge beds and 

accommodate patients generally and additional nurses to safely care 

for patients in the ED corridor has resulted in an overspend of £2.3m. 

2. Extra costs of industrial action: leaving aside lost income, the extra 

costs associated with industrial action have totalled £1.2m so far. 

3. Mental health patient management: Due to a shortage of mental health 

beds, the Trust has spent £1.1m on additional 1:1 nurses to support 

these patients. 

4. Unfunded non-pay inflation: £1.1m of the deficit can be attributed to 

unfunded non-pay inflation, and £0.3m of pay awards remain unfunded. 

5. Delayed cost improvement: The Trust has fallen behind by £0.7m in 

achieving the planned cost improvement programme. 

6. Higher expenditure on theatre support staff: The Trust has spent £0.6m 

more than planned on theatre support staff. 

7. Increased outsourcing of care to manage potential harm: To ensure 

patient safety, the Trust has outsourced care where necessary, 

resulting in £0.5m more costs than anticipated. 
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When analysing spending by subjective heading, medical staff pay has 

overspent by £3.1m (9%), nursing and healthcare assistant costs have 

overspent by £4.7m (8%), and non-pay costs have overspent by £4.8m (7%). 

However, £0.8m of the non-pay overspend is covered by additional income for 

high-cost drugs and devices.  

 

Despite the overall overspend, agency spending has remained in line with the 

target at £6.3m after five months. One of our financial change actions will 

involve transferring all temporary staff requirements to our staffing bank. 

 

Elective income 

Elective income is in balance with the plan in accordance with national 

guidance, but the value of work currently stands at 96% of 2019/20 levels, 

even considering the impact of industrial action. 

 

Cost improvement programme 

Over the first five months, we have reduced budgets by £2.3m, accounting for 

newly identified savings. We anticipate these savings to increase to £6.5m 

without further action. The High Impact Financial Change Program includes 

actions that aim to boost the cost improvement achievement by an additional 

£4.5m. 

 

Divisional overspending 

The overspending issues are primarily concentrated in three Divisions. The 

Surgery Division's costs are £4m higher than planned, Medicine Division's 

costs are £5.4m higher, and Emergency Division's costs are £3.1m higher. The 

Finance and Performance Committee has met with these Divisions and 

reaffirmed cost overspending limits should be adhered to at £7m for Surgery, 

£7m for Medicine, and £5m for Emergency. The Committee acknowledges that 

without the change program and these spending caps, the Trust could end the 

year with a deficit of £33m or higher. However, the Trust anticipates reducing 

the forecast deficit to £22m, and ongoing discussions with the ICS and NHSE 

are part of this process. 

 

High impact financial change programme 

Trust Committees have agreed over 80 actions as part of the High Impact 

Financial Change Programme. These actions encompass the following 

objectives: reducing unnecessary spending, transforming workforce 

management, managing the Trust's response to emergency pressures, 

refocusing on productivity (especially for elective care), and reenergizing the 

CIP. The programme is expected to take time to gain momentum but is 

projected to limit the deficit to £22m, despite the likely year to date deficit of 

£16.3m projected as of M6. 

 

Medium-term financial planning 

The East of England NHSE office has requested each ICS to submit key data 

summarising the potential financial results of medium-term financial planning 

work based on reasonable assumptions. The HWE ICS has included the 

Trust's likely scenario of a £22m deficit in the plan in its submission. Further 

development and discussion of the plan will take place as part of the ICS 

governance processes in the coming month. 
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Balance sheet 

At the end of the fifth month, the Trust's cash balance is £25m, which is £10m 

lower than at the start of the year. However, this balance has been boosted by 

£21m of PDC drawn down to support approved nationally supported capital 

schemes.  

 

The Trust expects confirmation of receiving PDC to support the purchase of a 

small plot of land to facilitate all option for the redevelopment of WGH. 

 

Conclusion 

This report provides an overview of the Trust's financial performance after five 

months of the year and outlines the reasons behind the deviation from the 

initial plan. The Trust has reported a deficit of £13.4m, which is significantly 

higher than the planned deficit of £4m. Several factors have contributed to this 

overspend, including emergency pressures, extra costs associated with 

industrial action, and increased spending on managing potential harm. 

 

Despite the overall overspend, elective income is in balance with the plan, and 

the Trust has implemented a cost improvement programme to identify savings 

and reduce budgets. The High Impact Financial Change Programme, which 

includes over 80 actions, aims to limit the deficit to £22m. The Trust has also 

engaged in ongoing discussions with the ICS and NHSE to work towards 

reducing the forecast deficit. 

 

Looking ahead, the Trust will continue to work on medium-term financial 

planning as part of the ICS governance processes. Additionally, the Trust's 

cash balance has been boosted by PDC to support capital schemes.  

 

Overall, while the Trust faces financial challenges, the implementation of 

various actions and ongoing discussions demonstrate a commitment to 

addressing the deficit and improving financial performance. 

 

 

 

 

Trust strategic 
aims  
 

Aim 1 
Best care 

 
Objectives 1-4 

Aim 2 
Great team 

 
Objectives 5-8 

Aim 3 
Best value 

 
Objective 9 

Aim 4 
Great place 

 
Objective 10-12 

✓ ✓ ✓ ✓ 
 

Links to well-led 
key lines of 
enquiry 
 
 
 
 

☐Is there the leadership capacity and capability to deliver high quality, sustainable 

care? 
☐Is there a clear vision and credible strategy to deliver high quality, sustainable care 

to people, and robust plans to deliver? 
☐Is there a culture of high quality, sustainable care? 

☐Are there clear responsibilities, roles and systems of accountability to support good 

governance and management? 

☐Are there clear and effective processes for managing risks, issues and 

performance? 
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☐Is appropriate and accurate information being effectively processed, challenged and 

acted on? 

☐Are the people who use services, the public, staff and external partners engaged 

and involved to support high quality sustainable services? 

☐Are there robust systems and processes for learning, continuous improvement and 

innovation? 

☐How well is the trust using its resources? 

 

Previously 
considered by 

 

Committee/Group Date 

  
 

Action required 

 

The Board is asked to note the contents of this report.  
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Month 5 Finance Report

1
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The I&E account reports an £13.4m deficit after five 

months. This is £9.4m worse the plan. 

2

The Trust reported a deficit of 

£13.4m after 5 months, which 

is concerning. However, the 

trend was improved by an 

additional £2.1m of non-

recurrent income received 

from the ICB.

Initially, the plan for the period 

up to M5 was to have a deficit 

of £4m, expecting to recover 

this by the end of the year. 

The Trust is currently 

overspending, which has 

prompted Committees to 

agree a High Impact Financial 

Change plan. The expected 

the deficit trajectory are 

outlined in the top right slide.

The trajectory of the recovery 

plan relies on the 

implementation of over 80 

actions by Divisions, as well 

as a commitment to adhere to 

the expenditure caps 

established by the Finance 

and Performance Committee.

The reasons behind the 

deviation from the initial plan 

are summarised in the bottom 

left slide..

The Trust’s response to 

general emergency demand, 

industrial action costs, 

unfunded inflation and 

pressure to manage mental 

health patients are the major 

causes of the overspend. 

ACTUALS

RECOVERY FORECAST

PLAN

Trust Definition Expense Type

 Annual 

Budget Budget  Actual  Variance Budget Actual Variance 

Income Divisional Income 38,619 3,255 5,081 1,826 15,905 18,828 2,923

NHS Revenue 460,235 38,194 38,354 160 191,365 191,841 476

Income Total 498,854 41,449 43,435 1,986 207,270 210,669 3,399

Pay Medical Pay -89,228 -7,435 -8,334 -899 -37,046 -40,278 -3,232

Non-Clinical Pay -62,553 -5,664 -5,348 316 -27,403 -25,930 1,473

Nursing Pay -98,966 -8,195 -8,845 -650 -41,480 -44,259 -2,779

Other Clinical Pay -37,565 -3,116 -3,837 -721 -15,679 -17,627 -1,948

Scientific, Technical & Profes -31,277 -2,591 -2,700 -109 -13,111 -13,796 -685

Pay Unidentified CIPs 6,411 340 0 -340 709 0 -709

Pay Total -313,177 -26,660 -29,063 -2,403 -134,010 -141,890 -7,880

Non Pay Clin Supp Serv -30,813 -2,696 -2,858 -161 -12,708 -14,368 -1,661

Drugs -25,194 -2,200 -2,137 63 -10,681 -11,818 -1,137

OTHER (NON  CLIN) -108,966 -8,900 -9,260 -361 -44,585 -46,653 -2,068

Non Pay Unidentified CIPS 4,001 26 0 -26 -56 0 56

Recharges 0 0 0 0 0 0 0

Non Pay Total -160,972 -13,770 -14,255 -485 -68,029 -72,840 -4,810

Other Expenditure Financing Charges -24,706 -2,313 -2,277 36 -9,263 -9,349 -87

Other Expenditure Total -24,706 -2,313 -2,277 36 -9,263 -9,349 -87

Month 5 Grand Total -0 -1,295 -2,161 -866 -4,032 -13,410 -9,378

In Month (£000s) Year to Date (£000s)

High impact changes are
1. Halting unnecessary expenditure
2. Transforming workforce management
3. Managing emergency pressures
4. Productivity focussed care.
5. Re-energising the CI programme
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All Divisions are challenged to ensure expenditure does 

not exceed plan and patient activities match plan. 

3

The graphs summarise Trust Divisions' income and expenditure targets, striving for income at 
100% of plans and spending below 100%. Ideally, income exceeds expenditure. Environment 
CSS, and WACS Divisions largely meet these criteria.Medine, Emergency Medicine and Surgery 
Divisions are not meeting these criteria and have been set overspending limits based on 
recovery actions as a result. 
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4

The table provides a granular 

analysis of the key drivers of the 

inflationary pressures identified 

by key cost category. 

It compares a forecast for 

inflation (based on actual cost 

pressures identified by the Trust) 

to the formula inherent in funding 

the Trust’s cost inflation.

Please note given pay pressures 

are known and are generally 

totally funded, the main risk lies 

with non-pay inflation (as such 

pay inflation has been excluded 

from this).

See the appendix for a detailed 

breakdown of the unfunded 

inflation %

The Trust will experience an inflation pressure of c.6.5% 

compared to the 4.8% funding received in year (weighted 

estimate of the cost uplift factor).

Inflation of 6.5% will create an unfunded cost pressure of 1.7% which equates 
to c.£2.6m.

Cost type
% of cost 

base

Forecast Inflation 

%

Funded Inflation 

%

Unfunded 

Inflation 

(%)

Inflation
Weighted 

inflation
Inflation

Weighted 

inflation

Gas 2% 61% 1.4% 5.5% 0.1% 1.3%

Electricity 3% 44% 1.3% 5.5% 0.2% 1.1%

Facilities 9% 12% 1.0% 5.5% 0.5% 0.6%

IT / EPR 8% 8% 0.7% 5.5% 0.4% 0.2%

Drugs 17% 1.6% 0.3% 1.3% 0.2% 0.1%

Other Non-pay 61% 3% 1.8% 5.5% 3.3% (1.5%)

Total Non-pay 100% 6.5% 4.8% 1.7%
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5

Appendix – Detailed Analysis of the inflationary pressures

Detailed Operating Expenditure (excluding 

Pay)

% of 

Cost 

base

Forecast 

inflation

Detailed 

Weighted 

Inflation

Funding 

received 

based on Cost 

Uplift factor in 

tariff

Weighted 

Funded 

Inflation

Unfunded 

Inflation Source of Forecast Inflation rate assumed

Gas 2.3% 61% 1.4% 5.5% 0.1% 1.3%
Inflation rate based on price projections supplied by 
Crown Commercial Services, the trust’s supplier and 
advice from the Head of Energy & Sustainability.Electricity 3.0% 44.0% 1.3% 5.5% 0.2% 1.1%

Facilities 9% 11.8% 1.0% 5.5% 0.5% 0.6%

Linen & Laundry 1.3% 11.4% 0.2% 5.5% 0.1% 0.1% Analysis of Mitie contract provided by HOF (VF)

Cleaning Domestic 3.7% 11.4% 0.4% 5.5% 0.2% 0.2% Analysis of Mitie contract provided by HOF (VF)

Cleaning - IHSS 1.1% 13.8% 0.1% 5.5% 0.1% 0.1% Based on contract

Portering 1.0% 11.4% 0.1% 5.5% 0.1% 0.1% Analysis of Mitie contract provided by HOF (VF)

Catering 1.7% 11.4% 0.2% 5.5% 0.1% 0.1% Analysis of Mitie contract provided by HOF (VF)

IT / EPR 8.1% 8.2% 0.7% 5.5% 0.4% 0.2%

IT Infrastructure contract 2.9% 5.0% 0.1% 5.5% 0.2% 0.0% Discussion with HOF, Review of Contract

IT ( Software/ Computer hardware & software) 3.5% 10.0% 0.4% 5.5% 0.2% 0.2% Discussion with HOF, Review of Contract

EPR Licence 1.7% 10.0% 0.2% 5.5% 0.1% 0.1% Analysis of Cerner Contract

Drugs 17.0% 1.6% 0.3% 1.3% 0.2% 0.1%

Other Non-pay 61% 3% 1.8% 5.5% 3.3% -1.5%

Transport 0.3% 1.5% 0.0% 5.5% 0.0% 0.0% As per published CPI Analysis 

Premises - other 2.6% 4.0% 0.1% 5.5% 0.1% 0.0% Discussion with HOF & review of contracts

Premises - BR 1.0% 0.0% 0.0% 5.5% 0.1% -0.1% Review of invoice received in 2023/24

Education & Training - Non Staff 1.4% 3.2% 0.0% 5.5% 0.1% 0.0% Official National Statistics

Maintenance Contract 3.4% 5.5% 0.2% 5.5% 0.2% 0.0% Discussion with HOF & review of contracts

Outsourcing Costs 6.1% 1.8% 0.1% 5.5% 0.3% -0.2% PBR

Supplies & services Clinical 21.2% 3.0% 0.6% 5.5% 1.2% -0.5% Based on report provided by procurement

Purchase of Healthcare from NHS Services 1.9% 1.8% 0.0% 5.5% 0.1% -0.1% PBR

Consultancy 1.1% 5.7% 0.1% 5.5% 0.1% 0.0% Discussion with HOF & review of contracts

Audit fees & Other Remuneration 0.1% 0.0% 0.0% 5.5% 0.0% 0.0%

Clinical negligence 14.5% 1.8% 0.3% 5.5% 0.8% -0.5% As per letter received from NHS Resolution

Other Costs 7.2% 7.6% 0.5% 5.5% 0.4% 0.1% Weighted average inflation rate uplift

Total Non Pay (including drugs) 100.0% 6.5% 4.8% 1.7%
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6

The main changes to the balance sheet involve payment of 

capital creditors outstanding at the end of the 22/23 year. The 

capital programme is likely now to be c£60m. 

The four graphs to the left 

provide useful balance sheet 

information at month 5. 

Current assets have 

dropped owing to cash spent 

on settling capital creditors 

and in funding the revenue 

deficit. Reduced capital 

creditors have lessened 

liabilities. Anticipated capital 

expenditure is unlikely to 

exceed £62m due to the 

possibility of the £22m 

elective care hub funding 

deferred to the 24/25 

financial year. Success with 

the high-impact financial 

change plan should assist 

the Trust in avoiding 

borrowing throughout the 

year.
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Title of the paper: Clinical Workforce Planning: Obstetric, neonatal /Anesthetics  
Agenda Item: 25 

Presenter: Mr William Forson, Divisional Director of Women’s, and Children’s 

Author(s): Kavitha Aravinth, Obstetric Anaesthetic Lead 
Mitra Bakhtiari, Director of Midwifery, Gynaecology Nursing/Deputy 
Chief Nurse 
Karen Walker, Head of Nursing for children and Young People 
Sankara Narayanan, Consultant Neonatologist 

Purpose: 
 

 

For approval 
 

 For discussion  For information 

 √ √ 
 

Executive 
Summary: 
 

The purpose of this paper is to provide assurance to the Board that the 

clinical workforce planning for Obstetrics/Anaesthetics/Neonatal medical 

and nursing has been agreed to the required standard in line with 

Maternity Incentive Scheme year 5 (May 2023) safety action 4. The 

Trust can show evidence of compliance. The calculation has taken in to 

account the principles outlined in the RCOG (Royal College of 

Obstetrics and Gynaecology) workforce document: ‘Roles and 

responsibilities of the consultant providing acute care in obstetrics and 

gynaecology’ into their service. 

https://www.rcog.org.uk/en/careerstraining/workplace-workforce-

issues/rolesresponsibilities-consultant-report 

Key points to raise: 

▪ The Trust provides 132 hours of consultant obstetric cover resident on 
the maternity unit. For the remaining hours, there is a consultant on 
call that is available to attend within 30 minutes. This is following 
RCOG guideline.  

▪ There is a process of ensuring compensatory time following an on-call 
shift when a consultant has been on site for the duration of a shift. 
This is discussed as part of job plans and is subject to further 
workforce review for effectiveness. 

▪ The Trust has a dedicated Anaesthetist for Labour ward 24/7. There 

is an onsite Consultant Anaesthetist and a senior trainee/staff grade 

Anaesthetist available solely for labour ward. The Elective LSCS 

(Lower Segment Caesarean Section) list is run separately by 

another dedicated Anaesthetist. These arrangements are compliant 

with ACAS (Anaesthesia Clinical Services Accreditation standards). 

▪ Neonatal critical care is a unique eco-system that covers a whole 

patient pathway including intensive, high dependency, special care, 

transitional care, outreach, and outpatient follow up care. 

Trust Board 
5 October 2023 
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2 
 

▪ The Trust is complaint with Guidance for the medical staffing 

required in Local Neonatal Units (LNU) based on BAPM (British 

Association of Perinatal Medicine 2018) Framework. 

▪ The internal incident reporting captures gaps in compliance. There 
have been no reported incidents to suggest a consultant obstetrician 
was not on site as requested. There is an agreed Standard Operating 
procedure (SOP) for maternity multidisciplinary ward rounds which is 
audited monthly and presented at labour forum and discussed as part 
of maternity/neonatal safety champion workplan. 

▪ Recruitment and retention, vacancies, absence management is in 
place to ensure the service has workforce resilience. Workforce 
related issues are logged on the risk register. 

▪ The Trust is working towards establishment of Advanced Healthcare 
Professional (AHP) workforce to optimise management of babies 
and reduction of costs associated with length of stay thus impacting 
the quality of care and outcome of babies in the neonatal unit.  

Trust strategic 
aims:  
 
(please indicate 
which of the 4 
aims is relevant to 
the subject of the 
report) 

Aim 1 
Best care 

 
Objectives 1-4 

Aim 2 
Great team 

 
Objectives 5-8 

Aim 3 
Best value 

 
Objective 9 

Aim 4 
Great place 

 
Objective 10-12 

x x   
 

Links to well-led 
key lines of 
enquiry: 
 

☒Is there the leadership capacity and capability to deliver high quality, 

sustainable care? 

☒Is there a clear vision and credible strategy to deliver high quality, 

sustainable care to people, and robust plans to deliver? 

☒Is there a culture of high quality, sustainable care? 

☒Are there clear responsibilities, roles and systems of accountability to 

support good governance and management? 

☒Are there clear and effective processes for managing risks, issues and 

performance? 

☐Is appropriate and accurate information being effectively processed, 

challenged and acted on? 

☐Are the people who use services, the public, staff and external partners 

engaged and involved to support high quality sustainable services? 

☐Are there robust systems and processes for learning, continuous 

improvement and innovation? 

☒How well is the trust using its resources? 

Previously 
considered by: 

Committee/Group Date 

Quality Committee August 2023 
 

Action required: 
 

The Board is asked to receive this report for information and assurance 
of compliance with MIS year 5 (May 2023).  
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Agenda Item: 25 
 

Trust Board – 5 October 2023  
 

Clinical Workforce Planning: Obstetric, neonatal /Anaesthetics 
 
Presented by: Mr William Forson, Divisional Director of Women’s, and Children’s 

 

1. Purpose  
 

1.1 The purpose of this report is to provide assurance to the Board that in line with NHS 
Resolution’s year 5 Maternity Incentive Scheme (MIS) for trusts year (May 2023), the 
trust has updated its Clinical Workforce Planning for Obstetric, neonatal /Anaesthetics. 
The scheme incentivises ten maternity safety actions and the trust is expected to submit 
the evidence of compliance by 1st February 2024 12 noon. 
 

2. Background 

 

2.1 In May 2023, NHS Resolution published its year 5 of Maternity Incentive scheme to 
support the delivery of safer maternity care.  As in previous years we will contribute an 
additional 10% to the Clinical Negligence Schemes for Trusts (CNST). The scheme 
incentivises ten maternity safety actions that provides the trusts an opportunity to recover 
their 10% contribution if they can evidence compliance with all ten safety actions.  This 
can then be invested into maternity safety. 

2.2 Trusts that do not meet the threshold will not recover their contribution but maybe 
eligible for a small discretionary payment. 
 

2.3 Safety Action 4 asks:  Can you demonstrate an effective system of clinical workforce 
planning to the required standard?  
 

2.4 NHS Trusts/organisations should ensure that the following criteria are met for 
employing short-term (2 weeks or less) locum doctors in Obstetrics and Gynaecology 
on tier 2 or 3 (middle grade) rotas:  
 a. currently work in their unit on the tier 2 or 3 rota or  
 b. have worked in their unit within the last 5 years on the tier 2 or 3 (middle 
 grade) rota as a postgraduate doctor in training and remain in the training 
 programme with satisfactory Annual Review of Competency Progressions 
 (ARCP) or  
 c. hold an Royal College of Obstetrics and Gynaecology (RCOG) certificate of 
 eligibility to undertake short-term locums. 

2.5 Trusts/organisations should implement the RCOG guidance on engagement of long-

 term locums and provide assurance that they have evidence of compliance, or an action 

 plan to address any shortfalls in compliance, to the Trust Board, Trust Board level 

 safety champions and LMNS meetings.  

2.6 Trusts/organisations should implement RCOG guidance on compensatory rest where 

 consultants and senior Speciality and Specialist (SAS) doctors are working as non -
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 resident on -call out of hours and do not have sufficient rest to undertake their normal 

 working duties the following day. Services should provide assurance that they have 

 evidence of compliance, or an action plan to address any shortfalls in compliance, to 

 the Trust Board, Trust Board level safety champions and LMNS meetings.  

2.7  Anaesthetic medical workforce: A duty anaesthetist is immediately available for the 
 obstetric unit 24 hours a day and should always have clear lines of communication to 
 the supervising anaesthetic consultant in line with ACSA standard 1.7.2.1. 
 

2.8  Neonatal medical workforce: The neonatal unit meets the relevant British Association of 
 Perinatal Medicine (BAPM) national standards of medical staffing. If the requirements 
 had been met previously but are not met in year 5, Trust Board should develop an 
 action plan in year 5 of MIS to address deficiencies. Any action plans should be shared 
 with the LMNS and Neonatal Operational Delivery Network (ODN). 

 
2.9  Neonatal nursing workforce: the neonatal unit meets the BAPM neonatal nursing 

 standards. If the requirements had been met previously without the need of developing 
 an action plan to address deficiencies, however they are not met in year 5 Trust Board 
 should develop an action plan in year 5 of MIS to address deficiencies. Any action plans 
 should be shared with the LMNS and Neonatal ODN. 

 

3. Analysis/Discussion  
 

3.1 Neonatal service 

3.1.1 Woodland Neonatal unit is a Local Neonatal Unit (LNU) within East of England Neonatal 

 ODN. The service is classed as a large LNU (supports a Maternity service with annual 

 birth rate of circa 4000 babies / annum).  The unit cot configuration is 2 ITU, 5HDU, 12 

 Special Care and 6 Transitional Care. This configuration is in line with proposals from 

 East of England ODN further to publication of Neonatal Critical Care Transformation 

 Review (NCCTR) recommendations. this configuration has taken in to account 

 reduction in birth rates. 

3.1.2 There is a dedicated, custom built 6 bedded transitional care unit located within the 

 postnatal ward (Katherine ward) and less invasive evidence-based model of care that 

 improves newborn outcomes. The purpose of this model aims to avoid mother and baby 

 separation and enhances midwifery care. The unit also admits babies requiring a short 

 stay for observation as ward attenders. Neonatal activity and demand are 

 unpredictable, and admissions are via several routes such as delivery suite, theatre, 

 birthing centre, postnatal ward, as well community and emergency department.  

3.1.3 The neonatal unit is part of local Maternity/Neonatal service improvement program with 

 several quality improvement projects in progress such as right place of birth and birth 

 optimisation  as integral part of service improvement and outcomes. 
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3.1.4 Neonatal Medical Workforce mapping to BAPM 2018 Framework for Practice & 

 Ockendon report (March 2022) recommendations 

Level BAPM LNU medical staffing recommendation Status 

Tier 1 

(SHO) 

1. Units designated as LNUs should have immediately available at least one 

resident Tier 1 practitioner dedicated to providing emergency care for the 

neonatal service 24/7 

Compliant 

2. The provision of newborn infant physical examination should not be the 

sole responsibility of this individual and midwives should be trained to deliver 

this aspect of care. 

Compliant 

3. In large LNUs (>7000 births) there should be two dedicated Tier 1 

practitioners 24/7 to support emergency care. 

Not 

applicable 

Tier 2 

(Registrar/

Middle 

grade) 

1. LNUs should provide an immediately available resident Tier 2 practitioner 

dedicated solely to the neonatal service at least during the periods which are 

usually the busiest in a co-located Paediatric Unit e.g. between 09.00-22.00, 

seven days a week 

Compliant  

 

2. LNUs undertaking either >1500 RCDs or >600 IC days annually should 

have immediately available a dedicated resident Tier 2 practitioner separate 

from paediatrics 24/7 

Not 

applicable 

3. LNUs undertaking either >1000 RCDs or >400 IC days annually should 

strongly consider providing a 24/7 resident Tier 2 dedicated to NNU and 

entirely separate from paediatrics; a risk analysis should be performed to 

demonstrate the safety, timeliness and quality of care delivery to both 

paediatrics, delivery suite, maternity unit and neonatal services if the Tier 2 is 

shared at any point 24/7 in these units. Considerations should include the 

level of activity of ©BAPM2018 8 any Paediatric Unit including peak activity 

times and the geography of the site including the location of A&E and the 

Paediatric wards. 

Compliant 

 

4. The Tier 2 should be immediately available at all times to the neonatal unit 

and the labour ward. If the site of the paediatric unit makes this immediate 

response impossible separate Tier 2 rotas are required. 

Compliant 

Tier 3 

(consultant) 

1. Units designated as LNUs providing either >2000 RCDs or >750 IC days 

annually should provide a separate Tier 3 Consultant rota for NNU 

Not 

applicable 

2. LNUs providing >1500 RCDs or >600 IC days annually should strongly 

consider providing a dedicated Tier 3 rota to the neonatal unit entirely 

separate from the paediatric department; a risk analysis to demonstrate the 

safety & quality of care if the Tier 3 is shared with paediatrics at any point in 

the 24 hours in these LNUs. 

Rotas 

separate 

since 2015 

Compliant 

3. All LNUs should ensure that all Consultants on-call for the unit also have 

regular weekday commitments to the neonatal service. This is best delivered 

by a ‘consultant of the week’ system and no consultant should undertake 

Compliant 

4. No on-call rota should be more onerous than one in seven and all new 

appointments to units with separate rotas should either have a SCCT in 

neonatal medicine or be a general paediatrician with a special interest in 

neonatology or have equivalent neonatal experience and training 

Currently 

1:4). 

Business 

case agreed, 

waiting 

recruitment 
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3.1.1 The neonatal medical workforce establishment largely meets the criteria set out in the 

 BAPM document with a few exceptions. The Woodland Neonatal Unit operates a 

 dedicated Tier 1, Tier 2 and Tier 3 rota. This model of care is superior, quality and safety 

 enhancing, subscribed to by only 28% of local neonatal units (LNUs). During periods of 

 deanery shortfalls, the resilience of the rota is tested and it can be challenging to fill the 

 gaps.  Bank, Agency and Advanced Neonatal Nurse Practitioners (ANNPs) are used to 

 mitigate any potential risks. The Tier 3 workforce is currently on 1:5 service weeks and 

 on call frequency. The recommended frequency is 1:7. This recommendation has been 

 considered and business plan agreed for an additional paediatrician with a special 

 interest in neonatology or equivalent neonatal experience and training.  

3.1.2 Nursing and AHP Workforce: The overall neonatal nursing and AHP workforce has an 

 establishment of 61.84 WTE. This is a slight increase in establishment because of 

 additional funding being given to each neonatal unit from the East of England ODN to 

 support the role of a 0.4 WTE neonatal risk and governance nursing post to link in with 

 maternity governance leads. A further 0.8 WTE for AHP roles has been agreed through 

 the LMNS. The trust is compliant with the BAPM staffing recommendations and the 

 Toolkit for High Quality Neonatal Services. The unit establishment supports BAPM 

 compliance and there is a small gap in our staff in post, demonstrated in the CRG 

 calculator. (The tool kit is now 13 years old and based on cot configurations rather than 

 an activity driven model). 73% of nurses are Qualified In Speciality (QIS) or 

 undertaking QIS training. 

3.1.3 The Trust uses a model of on costing that is variant to the CRG assumption, however the 

 overall position remains in line with the 25% uplift to ensure 6.07 WTE in neonatal nurse 

 planning. The trust has used 5.2 for its safer nursing care tool calculations for several 

 years in line with similar trusts. 

3.1.4 The CRG tool is for WTE requirements for direct or hands on patient care only and does 

 not include off rota roles that support patient safety and form part of the national 

 requirements for neonatal services including research. As such the trust as part of 

 transformation is considering further investment into a research nurse post and the 

 additional of protected time for quality roles. The department  will seek to pilot these 

 collaborative developments using maternal / neonatal improvement  funding. In June 23 

 a visit by the East of England Neonatal ODN supported the team with a deep dive to look 

 at any factors that are culminating in reduced neonatal activity / cot days. 
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3.1.5  The Trust vs National nursing workforce calculation: 

Standards WHTH’s compliance 

Nurse- patient ratios 1:1 ITU, 1:2 HDU, 1:4 SC Able to follow the staffing ratios however 
due to staffing issues, this might not be 
followed (rare occasion) 

registered to non-registered ratios are 70:30 for 
special care 

compliant 

Nurse staffing should be established to 100% Achieved following staff escalation and 
monitored closely 

Percentage of qualified in speciality staff 
required should be 70% 

Compliant - QIS is 80.5% 

Unit’s total nursing establishment should be 
calculated on the 
basis of an average 80% cot occupancy  

Nursing establishment review July 2022 

Additional supernumerary team leader/ nurse in 
charge each shift 

 
97% 

Uplift The trust uses an uplift of 21.6 to cover 
annual, study and sickness leave.  
However this is supplemented with 
maternity leave cover at 100% of 
vacancy (funded from divisional 
reserves).  This is equivalent to 
compliance with 25%. 

 

3.1.6 Trust Assessment of Staffing and Capacity: Following a trend of decline in the 
 number of deliveries and neonatal days over several years, the trust has re-
 assessed the number of cots required to a revised number of 2 ITU cots, 3 HDU cots, 9 
 SCBU cots and 6 transitional care cots, 20 cots in total. Assuming 22/23 activity, this 
 will give an occupancy rate of 75%. 
 
3.2  Obstetric service 

 
3.2.1 The obstetric workforce calculation is in line with RCOG recommendations and provides 

 132 hours of onsite cover. The trust has a process of ensuring there is a consultant 

 obstetrician available to provide senior support as outlined in safety action 4, (MIS year 

 5) and RCOG guidance (Roles and responsibilities of the consultant providing acute care 

 in obstetrics and gynaecology) in clinical situations when a consultant is required to attend 

 in person. This is included in job plans and part of employment contract. Episodes where 

 attendance is not evident as required are monitored as part of internal risk management 

 process with attention to if this contributed to poor outcomes. There is an established 

 process of shared learning that is reviewed at unit level and shared across Local 

 Maternity and Neonatal System and reported as red flags. Trusts’ positions with the 

 requirement are shared with the Trust board, the board-level safety champions.  
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3.2.2 The Trust monitors its compliance with RCOG guidelines in relation to Obstetric 

 workforce as outlined below: 

• Creating awareness and acceptance of key principles – Monthly Consultants Meeting 
where issues relating to safe delivery of care is discussed and plans put in place to 
support any identified concerns.  

• Standard Operation Policy on Mandatory Attendance – was drafted and embedded for 
consultants to accept the conditions listed in the RCOG document. This was discussed 
at the Departmental Consultant meeting with formal attendance recorded and minutes 
taken. 

• Facilitating and Improving Knowledge and Skills – Facilitating all Obstetric Workforce to 
attend multidisciplinary training sessions, i.e. Med 2 & Med 3 PROMPT. By taking them 
away from clinical commitments to attend training. 

• Prioritised CTG study days for Obstetric Workforce – by taking them away from non-
urgent clinical activities to attend. This is organised and led by the unit and ensures that 
if any of the workforce are unable to attend an event, that this is rescheduled to allow 
for later attendance. 

• Facilitating Increased Obstetric Study days – i.e. Operative Vaginal Delivery, to 
maintain and improve the skill set required for operative vaginal delivery 

• Supporting Continued Learning and Leadership – O&G consultants need to provide 
structure for the team and facilitate an authority gradient that promotes good care and 
enables other team members to speak up when something is wrong 

• Succession plan for developing future leaders – that includes focusing on diverse 
workforce that match the population we serve 

• Regular meetings take place between trainers and trainees to identify gaps in training – 
action plans are created post these discussions to mitigate for these gaps, they are 
monitored by the senior Obstetric Consultant in the role of College Tutor 

• Increase PA allocation to support Medical Workforce – Obstetric workforce 
establishment agreed and is in line with RCOG guidance.  

• Resident Consultant 24/7 Monday to Thursday – Started in July 2022. The division is 
committed to expanding this to be in place 7 days a week. 

• Increased dedicated Obstetric consultant ward rounds – In line with Ockendon 
recommendations. We have dedicated Obstetric Ward Rounds in place.  

• Escalation protocols for non-attendance embedded – In situations of non-attendance 
Core Midwives complete Datix. This is reviewed by the Divisional Director and actioned 
for follow up. A monthly report is generated from the maternity electronic patient 
system. An incident form (Datix) will be completed for formal reporting and discussed at 
the WACS Patient Safety Group where learning is captured and shared. 

 

3.2.3 Anaesthetic medical workforce: The Trust is in line with ACSA (Anaesthesia Clinical 

 Services Accreditation) recommendations. The specific standards to meet Anaesthesia 

 ACSA standards are:  

• Where there are elective caesarean section lists there are dedicated obstetric, 
anaesthesia, theatre and midwifery staff 
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• A duty anaesthetist is available for the obstetric unit 24 hours a day, where there is a 24-
hour epidural service the anaesthetist is resident. 

• The duty anaesthetist for obstetrics should participate in labour ward rounds 

• A database has been developed to ensure that the evidence of staffing rota’s for the 
dedicated staff is available.  

3.2.4 The Trust can show evidence of compliance with ACSA: 

• There is a dedicated Anaesthetist for Labour ward 24/7.  

• During the daytime 0800-2100, there is an onsite Consultant Anaesthetist and a senior 
trainee/staff grade Anaesthetist available solely for labour ward.  

• The Elective Caesarean list is run separately by another dedicated Anaesthetist. 

• Out of hours 2100-0800, there is an on-call senior trainee/staff grade Anaesthetist 
available. This on call Anaesthetist is supported by the Senior resident Anaesthetist 
(SRA) if there is a need.  

• As there are always 2 Anaesthetist available for labour ward, breaks are taken when 
needed. 

• There is always an Anaesthetist available solely for labour ward and this Anaesthetist 
does not attend to non-Obstetric cases.  

• These arrangements are compliant with ACSA standards. 

• The rota clearly demonstrates compliance as evidence for compliance monitoring as is 
on the rota for Obstetrics. 

• The local Anaesthetic dashboard is evidence of all Anaesthetic activity including the 
epidural <30 min target achievement. 

• There is an audit of delay in administration of epidural anaesthesia within 30 minutes of 
request. This is discussed at Departmental Governance meeting and escalated via 
divisional governance meeting. 

• Anaesthetic attends at Labour ward forum. There is an agreed SOP for maternity 
multidisciplinary ward rounds which is audited monthly and presented at labour forum. A 
plan is in place to review of the consultant’s competency for out of hours anaesthetists 
who do not have obstetric commitments in their job plan.  

 

4. Risks  
 

4.1  The Trust runs the risk of not recovering its CNST contribution if it cannot evidence   
 all ten safety actions, although it would be eligible for a small discretionary payment 
 from the scheme to help progress against actions they have not achieved. Such a 
 payment would be at a much lower level than the 10% contribution to the incentive f
 und.  

4.2  A comprehensive plan is in place for full compliance with doctors’ training to achieve 
 compliance with MDT training as outlined in MIS year 5. 
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5. Recommendation  
 

5.1 The Board is asked to receive this report for information and assurance of the 

 actions taken to ensure the Obstetric and anaesthetic Workforce is meeting all the 

 recommended safety actions outlined within the safety action 4 (MIS year 5) guidance.  

5.2 There is a process in place to effectively respond to gaps in workforce and the 

 vacancies rates are on the risk register. 

 

Mr William Forson 
Divisional Director of Women’s, and Children’s 
 
September 2023  
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Executive 
Summary: 
 

The purpose of this paper is to provide the Board with an update on the 
actions that were taken from the Board Development event regarding Freedom 
to Speak Up on 15 June 2023.  
 
The event was very well received at the time and we are keen to create 
momentum and realise our ambitions to support a culture of openness for our 
staff.  

Trust strategic 
aims:  
 
(please indicate 
which of the 4 
aims is relevant to 
the subject of the 
report) 

Aim 1 
Best care 

 
Objectives 1-4 

Aim 2 
Great team 

 
Objectives 5-8 

Aim 3 
Best value 

 
Objective 9 

Aim 4 
Great place 

 
Objective 10-12 

 X   
 

Links to well-led 
key lines of 
enquiry: 
 

☐Is there the leadership capacity and capability to deliver high quality, 

sustainable care? 

☐Is there a clear vision and credible strategy to deliver high quality, 

sustainable care to people, and robust plans to deliver? 

☐Is there a culture of high quality, sustainable care? 

☐Are there clear responsibilities, roles and systems of accountability to 

support good governance and management? 

☐Are there clear and effective processes for managing risks, issues and 

performance? 

☐Is appropriate and accurate information being effectively processed, 

challenged and acted on? 

☐Are the people who use services, the public, staff and external partners 

engaged and involved to support high quality sustainable services? 

☐Are there robust systems and processes for learning, continuous 

improvement and innovation? 

☐How well is the trust using its resources? 

Trust Board  

5 October 2023 
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Previously 
considered by: 

 

Committee/Group Date 

Not applicable   
 

Action required: 
 

The Board is asked to receive this report as an update on the activities 
progressed since the Freedom to Speak Up Board development day in June of 
2023.  
 
The Board is also asked to receive this report as assurance that Freedom to 
Speak Up is providing a service in line with promoting an open and safe 
culture within West Herts and that the Guardian remains accessible for all staff 
to raise concerns and provided with sufficient support from the Board.  
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 Agenda Item: 26 

 

Public Board Meeting  - 5 October 2023 
 
Freedom to Speak Up Board Development session – next steps 
 
Presented by: Andrew McMenemy, Chief People Officer  
 

1. Purpose  

1.1 The purpose of this report is to summarise the content and outcomes from a Board 

Development session held at West Herts on Freedom to Speak Up, the event took 

place on Thursday 15th June. The board were in attendance, with guests from 

Human Resources, the National Guardian lead, Dr Jayne Chigley-Clarke and the 

trust’s Guardian, Joanna Bainbridge, also in attendance.    

2. Background 

2.1 A core component of the trust’s People Strategy relates to creating a culture where 

staff feel safe to speak up and that every voice will be heard. Freedom to Speak up 

is a core element of this part of the strategy and its strategic design. The key purpose 

of creating a speaking up culture is to keep our patients safe, improve the working 

environment for staff and to promote learning and improvement. The board are 

offered assurance, through the content of this report that we are continuing to build 

on this positive culture.  

2.2 On the day of the development session, formal presentations were delivered by Dr 

Chigley-Clarke and Joanna Bainbridge.  These presentations focused on the national 

and local agendas that are currently driving Freedom to Speak Up (FtSU).  

2.3 The development session concluded with a group discussion, facilitated by Doctor 

Chigley-Clarke exploring the following areas:  

• How can the Board better understand the main issues from the FtSU activity 

reports? 
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• What interventions and actions should be considered going forward? 

 

3. Analysis/Discussion  

3.1 The outcomes from the discussion highlighted the following key areas:  

1. The need to increase the trust’s current compliance with the national training 

modules, having made these available on ACORN, the training modules developed 

by Health Education England and the National Guardian Office were not being 

completed by sufficient numbers of staff and therefore the value of the learning from 

this on-line training was not being fully realised.  The modules are: 

• Module 1 “Speak Up” (Speak Up) – available for all staff 

• Module 2 “Listen Up” (Listen Up) – for all leaders 

• Module 3, “Follow Up” (Follow Up) - for senior leaders including executive 

and non-executive directors, and governors 

2. The need for the FtSU service to continue to work in tandem with the trust’s 

Organisational Development and Well-being leads, particularly on the areas of staff 

wellbeing, diversity, and inclusion.  

3. The need for the Board to continue to recognise that conversations regarding 

speaking up need to be ongoing and to recognise the critical role speaking up plays 

in organisational effectiveness. 

4. To regularly review capacity within the FtSU team, ensuring that there is sufficient 

resource to provide the support that is required to meet the needs of all staff and 

workers in relation to raising concerns. 

5. To build a FtSU development session into the senior manager leadership forums.  

6. To develop further work in line with the trust’s FtSU strategy (published April 2023) 

to look at barriers and detriment in the context of speaking up.  

The outcomes from the discussion highlighted the following actions:     

1. National Training Modules – In August of 2023 the trust made the national training 

modules part of the mandatory training requirements for all staff. Since doing this 

the overall uptake and completion rate has increased from 0.8% compliance to 20% 

compliance.      

2. Working in Partnership - The Guardian is working collaboratively with the 

Organisational Development Lead and the Health and Wellbeing Lead, Regular 

meetings are held, and trends are identified, through comparing data areas within 

the trust’s National Staff Survey results have found correlating trends linked to 

bullying and harassment and some hotspot areas within the trust where higher 
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levels of bullying and harassment are reported. Joint, direct intervention has been 

delivered within one of these hotspot areas and follow up sessions are currently 

being run to capture learning and measure the improvement in the staff experience.  

This partnership working serves to underpin and embed the key FtSU messages.   

3. Board Conversations – The Guardian provides the board with a 6-monthly board 

report, detailing FtSU cases that have been raised over the period, by type, division, 

staff group and ethnic background.  The report also contains comprehensive 

commentary on the programme of work that is in place to support the service at 

West Herts and how this links to the deliverables within the trust’s FtSU Strategy.  

These Board reports provide an opportunity for discussion and challenge.  Where 

needed the Guardian provides reports to the Board on other relevant subject 

matter, recently this has included the gap analysis and action plan, created through 

the NHS England Reflection and Planning Tool. Relevant actions from this gap 

analysis were subsequently captured within the FtSU Strategy.  

4. Review of FtSU Capacity The role of the FtSU Champion role is currently being 

reviewed at West Herts, this work is being led by the Guardian and is largely based 

on the national changes to the Champion role. This change will see more emphasis 

for Champion activity to be focussed on local initiatives, delivered through the 

Champions. This change will build capacity for FtSU activity to take place on the 

‘ground’ and directly with staff and workers.  

5. Freedom to Speak Up development sessions for Leaders - Role-modelling by 

leaders is essential to set the cultural tone of the organisation. Leadership has the 

biggest impact on how workers behave as workers take their cues on how to 

behave from the behaviour, decisions, and communication style of their leadership. 

It is our plan to include a session for all our leaders through the Leadership forums, 

this session will be included for January 2024.   

6. Tackling Barriers to Speaking Up However strong an organisation’s speaking-up 

culture, there will always be some barriers to speaking up, whether across the entire 

organisation or in small pockets. Finding and addressing them is an ongoing 

process and is part of the plan within our freedom to Speak Up Strategy (published 

in April 2023). We are aware of some of the barriers to speaking up as these were 

identified through the conversations with Guardian and trust leaders last summer 

and autumn.  There needs to be further triangulation with the data provided through 

our Organisational Development colleagues and other staff networks and forums 

where people come together to share their experiences. It is crucial that the FtSU 
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service builds strong connections with all staff and in particular the groups where we 

know voices are not always heard.  

 

4. Recommendation  

4.1 The Board is asked to receive this report as an update on the activities progressed 

since the FtSU Up Board development day in June of 2023.  

4.2 The Board is also asked to receive this report as assurance that FtSU is providing a 

service in line with promoting an open and safe culture within West Herts and that the 

Guardian remains accessible for staff to raise concerns.  

Andrew McMenemy 

Chief People officer  

 

5 October 2023 
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Title of the paper: NHS Long Term Workforce Plan  

 

Agenda Item: 27 

Presenter: Andrew McMenemy – Chief People Officer  
 

Author(s): Andrew McMenemy – Chief People Officer 
 

Purpose: 
 

Please tick the appropriate box  

For approval 
 

 For discussion  For information 

  X 
 

Executive 
Summary: 
 

The purpose of this report is to provide the Board with an overview of the recently 
published NHS Long Term Workforce Plan.  
 
In particular the Board are asked to note the initial implications of the plan and 
assure itself that there is alignment with the Trust People Strategy.  
 
Therefore, the paper sets out areas where there are clear alignments alongside 
areas where the Trust People Strategy may require further rectifications as part 
of its annual review.  
 
This is work that will take place immediately alongside the annual review of the 
Trust People Strategy.  

Trust strategic 
aims:  
 
(please indicate 
which of the 4 
aims is relevant to 
the subject of the 
report) 

Aim 1 
Best care 

 
Objectives 1-4 

Aim 2 
Great team 

 
Objectives 5-8 

Aim 3 
Best value 

 
Objective 9 

Aim 4 
Great place 

 
Objective 10-12 

   x 
 

Links to well-led 
key lines of 
enquiry: 
 

☐Is there the leadership capacity and capability to deliver high quality, 

sustainable care? 

☐Is there a clear vision and credible strategy to deliver high quality, 

sustainable care to people, and robust plans to deliver? 

☐Is there a culture of high quality, sustainable care? 

☐Are there clear responsibilities, roles and systems of accountability to 

support good governance and management? 

☐Are there clear and effective processes for managing risks, issues and 

performance? 

Trust Board  
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☐Is appropriate and accurate information being effectively processed, 

challenged and acted on? 

☐Are the people who use services, the public, staff and external partners 

engaged and involved to support high quality sustainable services? 

☒Are there robust systems and processes for learning, continuous 

improvement and innovation? 

☐How well is the trust using its resources? 

Previously 
considered by: 

 

Committee/Group Date 

People Education and Research Committee 29/9/2023 
 

Action required: 
 

The Board is asked to receive this report associated to the NHS Long Term 
Workforce Plan. 
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Agenda Item:27 
 

Trust Board – 5 October 2023 
 
NHS Long Term Workforce Plan  
 
Presented by: Andrew McMenemy – Chief People Officer   
 

1. Purpose  
 
The purpose of this report is to provide the People, Education & Research Committee 
with an overview of the recently published NHS Long Term Workforce Plan.  
 
In particular the Committee are asked to consider the implications of the plan and assure 
itself that there is alignment with the Trust People Strategy. Therefore, the paper sets out 
areas where there are clear alignments alongside areas where the Trust People Strategy 
may require further rectifications as part of its annual review.  
 
In addition to reviewing the Trust People Strategy the Committee are also advised to 
consider where system and wider stakeholder approaches may be require further focus 
in order to successfully implement that main ambitions set out in the NHS Long Term 
Workforce Plan.  
 
 

2. Background 

 
The NHS Long term Workforce Plan is the first time on the history of the health service that a 
national plan associated to the workforce has been published. There are significant drivers that 
sit behind the development of the plan that have been challenges risks faced by the NHS and 
its individual organisations for many years.  
 
The main drivers for a the development of a coordinated plan is clearly highlighted in the 
significant number of staff vacancies that exist in the NHS. In particular there are significant 
vacancies for highly skilled roles or roles that can be used as an opportunity to develop staff into 
highly skilled areas.  
 
In 2023 NHS Employers are reporting approximately 112,00 vacancies across the NHS. This 
continues to create challenges when taken into account alongside the ever-increasing demands 
and challenges for healthcare services. This level of vacancies is at the same time where the 
NHS has seen continued growth in its workforce including increases at West Herts. However, 
even with this growth of workforce we continue to have challenges associated to vacancies in 
certain areas and relatively high levels of staff turnover.  
 
NHS Employers expect the lack of sufficient numbers and skills in the workforce to continue to 
create further challenges. When taking into consideration population growth where the number 
of people over the age of 85 is expected to grow 55% by 2037, at the same time it is forecast 
that the shortfall in NHS staff will increase to between 260,000 to 360,000.  
 
Therefore, the long terms sets particular areas to support better levels of sustainability with our 
workforce, outlining an ongoing programme of strategic workforce planning.  
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3. Analysis/Discussion  

 
The national plan sets out the strategic direction for our workforce in a pragmatic way that 
identifies the short to medium term priority areas. The three main areas are:  

 

3.1 Train – Grow the workforce 
 
By significantly expanding domestic education, training and recruitment, the plan will  
have more healthcare professionals working in the NHS. This will include more  
doctors and nurses alongside an expansion in a range of other professions,  
including more staff working in new roles.  
 
The Plan sets out the path to: 
 

• Double the number of medical school training places, taking the total number of places 
up to 15,000 a year by 2031/32. To increase the number of medical school places by a 
third, to 10,000 a year by 2028/29. The first new medical school places will be available 
from September 2025. 

 

• Increase the number of GP training places by 50% to 6,000 by 2031/32. Increasing the 
number of GP specialty training places to 5,000 a year by 2027/28. The first 500 new 
places will be available from September 2025. 

 

• Increase adult nursing training places by 92%, taking the total number of places to 
nearly 38,000 by 2031/32. Increase training places to nearly 28,000 in 2028/29. 
Increasing places to over 44,000 by 2028/29, with 20% of registered nurses qualifying 
through apprenticeship routes compared to just 9% now.  

 

• Provide 22% of all training for clinical staff through apprenticeship routes by 2031/32, up 
from just 7% today. It is expected that this will reach 16% by 2028/29. Apprenticeships 
will help widen access to opportunities for people from all backgrounds and in 
underserved areas to join the NHS. 

 

• Introduce medical degree apprenticeships, with pilots running in 2024/25, so that by 
2031/32, 2,000 medical students will train via this route. Growing medical degree 
apprenticeships to more than 850 by 2028/29.  

 

• Train more NHS staff domestically. This will mean that we can reduce reliance on 
international recruitment and agency staff. In 15 years’ time, it is expect around 9–10.5% 
of our workforce to be recruited from overseas, compared to nearly a quarter now. 

 

3.2 Retain – Embed the right culture and improve retention  
 
By improving culture, leadership and wellbeing, we will ensure up to 130,000  
fewer staff leave the NHS over the next 15 years.  
 
The Plan sets out the path to: 
 

• Continue to build on the NHS People Promise For example, ensuring staff can work 
flexibly, have access to health and wellbeing support, and work in a team that is well led. 
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• Implement plans to improve flexible opportunities for prospective retirees and deliver the 
actions needed to modernise the NHS Pension Scheme, building on changes 
announced by the government in the Spring Budget 2023 to pension tax arrangements, 
which came into effect in April 2023.  

 
• From autumn, recently retired consultant doctors will have a new option to offer their 

availability to trusts across England, to support delivery of outpatient care, through the 
NHS Emeritus Doctor Scheme. 

 
• Commit to ongoing national funding for continuing professional development for  

nurses, midwives and allied health professionals, so NHS staff are supported to meet  
their full potential. 
 

• Support the health and wellbeing of the NHS workforce and, working with local  
leaders, ensure integrated occupational health and wellbeing services are in place for  
all staff. 

 

• Support NHS staff to make use of the change announced in the Spring Budget 2023 that 
extended childcare support to working parents over the next three years, to help staff to 
stay in work. 

 

3.3  Reform – Working and training differently  
 

Working differently means enabling innovative ways of working with new roles as  
part of multidisciplinary teams so that staff can spend more time with patients. It 
changes how services are delivered, including by harnessing digital and  
technological innovations. Training will be reformed to support education  
expansion.  
 
The Plan sets out the path to: 
 

• Focus on expanding enhanced, advanced and associate roles to offer modernised 
careers, with a stronger emphasis on the generalist and core skills needed to care for 
patients with multimorbidity, frailty or mental health needs.  

 
• This includes setting out the path to grow the proportion of staff in these newer roles 

from around 1% to 5% by the end of the Plan by:  
 

o Ensuring that more than 6,300 clinicians start advanced practice pathway search 
year by 2031/32. Having at least 3,000 clinicians start on advanced practice 
pathways in both 2023/24 and 2024/25, with this increasing to 5,000 by 2028/29.  
 

o Increasing training places for nursing associates (NAs) to 10,500 by 2031/32. 
Training 5,000 NAs in both 2023/24 and 2024/25, increasing to 7,000 a year by 
2028/29. By 2036/37, there will be over 64,000 nursing associates working in the 
NHS, compared to 4,600 today.  
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o Increasing physician associate (PA) training places to over 1,500 by 2031/32. In 
support of this, around 1,300 physician associates (PAs) will be trained per year 
from 2023/24, increasing to over 1,400 a year in 2027/28 and 2028/29, 
establishing a workforce of 10,000 PAs by 2036/37.  

 

• Work with professions to embrace technological innovations, such as artificial  
intelligence and robotic assisted surgery. NHS England will convene an expert group  
to identify advanced technology that can be used most effectively in the NHS, building  
on the findings of the Topol Review. 

 

• Support experienced doctors to work in general practice under the supervision of a fully 
qualified GP. We will also ensure that all foundation doctors can have at least one four-
month placement in general practice, with full coverage by 2030/31. 
 

• Support medical schools to move from five or six-year degree programmes to four year 
degree programmes that meet the same established standards set by the GMC,and pilot 
a medical internship programme which will shorten undergraduate training time, to bring 
people into the workforce more efficiently so that in future students undertaking shorter 
medical degrees make up a substantial proportion of the overall number of medical 
students.  

 

• The Plan is based on an ambitious labour productivity assumption of up to 2% (at a 
range of 1.5–2%). This ambition requires continued effort to achieve operational 
excellence, reducing the administrative burden through technological advancement and 
better infrastructure, care delivered in more efficient and appropriate settings. 

 
 

3.4  Alignment to West Herts People Strategy  

At West Herts we have developed a comprehensive People Strategy that is aligned closely with 
the seven People Promises from the national NHS framework. At local level the Trust has 
developed five distinct and aligned working groups that focus on what are considered priority 
areas. This is further developed and supported by our alignment and in some cases leadership 
at system and regional levels.  
 
It is proposed that that, in the first instance, that the Trust working groups that sit within the 
Trust People Strategy will reconsider their priority areas in light of the NHS Long term 
Workforce Plan. This will provide an opportunity to reflect on priority areas and also expected 
outcomes alongside timescales set out in the national plan.  
 
It is expected that the priority areas will be developed and overseen at Trust level within the new 
People Steering Group that oversees the five working groups and reports operationally to TMC 
while providing regular assurance to PERC and leading up to Board where this is relevant.  
 
When taking consideration of the main areas identified within the national Long-Term Plan there 
are certainly areas where the Trust working groups and also systems will have to prioritise 
almost immediately. The following identifies some of these areas within the three priority areas 
from the national Plan:  
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Train – Grow the Workforce  
 

• Working more closely with our relevant Universities to make provisions for an 
increase in medical students. In particular developing further partnership with the 
University of Hertfordshire in their journey for a medical school.  

• To work closely with our local colleges and universities to support the 
accommodation of increased nursing and midwifery places and develop career 
pathways with local development plans.  

• To enhance our capacity and utilisation of the apprenticeship levy and be 
prepared to support the new medical degree apprenticeships. 

• To develop our 5 year plan to reduce dependency on international recruitment 
and create a workforce model that supports recruitment from within our local 
communities and domestically.   

 

Retain – Embed the Right Culture and Improve Retention 

• To create a permanent role and function that support our 2 year initiative as an 
exemplar site for implementation of the principles of People Promise and staff 
retention.  

• To extend our offer to staff on flexible working practices by fast tracking self-
rostering and agile working principles making the connection with staff morale 
and productivity to support implementation.  

• To effectively communicate changes to the pension scheme for those staff 
affected.  

• To focus the CPD funding on making a difference and supporting the broader 
implementation of our workforce plans over a 5 year period.  

 

Reform – Working and Training Differently  

• To develop workforce models alongside talent management plans that support 
enhancing the skills of clinical professionals and allow initiation of advanced 
practice pathways.  

• To have a strategy on Nursing Associates and their equivalent that is linked to 
Healthcare Support workers and how this will lead to progression into fully 
qualified and registered roles in Nursing, Midwifery, and AHP staff groups.  

• To recommence the Physician Associate training programme alongside the 
University of Hertfordshire and make provision for Physician Associates, Medical 
Support Workers and Medical Training Initiative doctors to support sustainability, 
increase quality outcomes and eradicate medical agency spend.  
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4. Risks  
 

There are clearly a number of risks associated to the ambitious numbers alongside a lack of 
details within the NHS Long terms Workforce Plan. However, the Trust and their partners in the 
system need to use the outline of the plan as a positive catalyst for future workforce modelling.  
 
In the previous section of this paper there are a number of areas that are within our own scope 
currently and encourage improved collaboration with system partners alongside stakeholders 
within education.  
 
The greater risk is to continue as we are and not take consideration of what this plan aspires to 
achieve.  
 

5. Recommendation  
 

The Board is asked to receive this report associated to the NHS Long Term Workforce Plan. 
 

Andrew McMenemy  

Chief People Officer 
 
September 2023 
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Title of the paper: Teaching Hospital – Benefits Realisation 

 

Agenda Item: 28 

Presenter: Andrew McMenemy, Chief People Officer  
 

Author(s): David Goodier, Associate Director for Education and Learning  
 

Purpose: 
 

Please tick the appropriate box  

For approval 
 

 For discussion  For information 

  X 
 

Executive 
Summary: 
 

The purpose of this report is to provide the Board with an update on the progress 
of the five work streams associated with the Teaching Hospital status - Benefits 
Realisation project.  
 
The project is building on the foundations of our status by supporting the 
following priority areas:  
 

• Expanding partnerships with external partners;  

• Enhancing our research offering with a new Clinical Trials Unit; 

• Widening the impact and reach of simulation training; 

• Growing the number of education fellows;  

• The launch of new leadership offerings with particular attention on our 
partnership with the Kings Fund; and  

• Enhancing our medical education reputation further by increasing the 
number of medical students on placement.   

 
The report highlights how the project aligns with the Trust People Strategy and 
how it will benefit our staff and patients going forward.  

Trust strategic 
aims:  
 
(please indicate 
which of the 4 
aims is relevant to 
the subject of the 
report) 

Aim 1 
Best care 

 
Objectives 1-4 

Aim 2 
Great team 

 
Objectives 5-8 

Aim 3 
Best value 

 
Objective 9 

Aim 4 
Great place 

 
Objective 10-12 

 X   
 

Links to well-led 
key lines of 
enquiry: 
 

☐Is there the leadership capacity and capability to deliver high quality, 

sustainable care? 

Trust Board  
5 October 2023 
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☐Is there a clear vision and credible strategy to deliver high quality, 

sustainable care to people, and robust plans to deliver? 

☐Is there a culture of high quality, sustainable care? 

☐Are there clear responsibilities, roles and systems of accountability to 

support good governance and management? 

☐Are there clear and effective processes for managing risks, issues and 

performance? 

☐Is appropriate and accurate information being effectively processed, 

challenged and acted on? 

☐Are the people who use services, the public, staff and external partners 

engaged and involved to support high quality sustainable services? 

☒Are there robust systems and processes for learning, continuous 

improvement and innovation? 

☐How well is the trust using its resources? 

Previously 
considered by: 

 

Committee/Group Date 

PERC 28 September 23 
 

Action required: 
 

The Board is asked to receive this report on the progress on realising the 
benefits of Teaching Hospital Status.  
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Agenda Item:28 

 

Trust Board - 5 October 2023 
 
Teaching Hospital – Benefits Realisation 
 
Presented by: Andrew McMenemy – Chief People Officer  
 

1. Purpose  
 

1.1 This report provides an update to the committee on the five workstreams of the Teaching Benefits 
realisation project and identifies how the project aligns with the People Promise Strategy. A brief 
update on the implementation of the Trust’s new leadership programmes is provided in the final 
section of the report.  
 

2. Background 

 
The Trust was awarded the formal title of Teaching Hospital Status in April 2022. This was in 
recognition of our excellence in teaching practice, education and research. This achievement 
placed a significant focus on our partnerships with Health Education England (HEE) (now part of 
NHS England) and our Higher Education Institution (HEI) associations.  
 
The achievement of Teaching Hospital Status will play a significant role within the recruitment 
and retention of future and current employees. The Trust proposes to continue to build on this 
achievement and to further develop a culture of learning for all its staff.   
 
The Chief People Officer, in partnership with key stakeholders, has identified five main areas in 
which to expand our current offers and maximise new opportunities to enhance the branding. 
Each of the work streams have been linked to the People Promise strategy (Appendix 1) 

 

3. Analysis/Discussion  

 
3.1 Fellowship Roles 

People Promise links: PP3 (We each have a voice that counts), PP4 (We are safe and 
healthy) and PP5 (We are always learning). 
 
The trust has employed Medical Education Fellow and Simulation Education Fellow posts for a 
few years as a key part of delivering Clinical Skills and Simulation training to our Undergraduate 
students and doctors in training posts.  
 
Simulation Education Fellow recruitment took place in early September and the team were 
successful in appointing 13 doctors to the unpaid teaching role for the 2023-24 academic year.  
 
There is a planned expansion of the Medical Education Fellow team to meet the teaching 
requirements of Brunel Medical School from August 2024. Appointment to this post will occur by 
February 2024 to capture a candidate from the prospective F3 employment market. The current 
and future Education Fellow Posts support delivery of Promise 4 (We are safe and healthy) and 
Promise 5 (We are always learning), by creating a safe training environment within which to learn 
and practice clinical and communication skills.  
 

28

Tab 28 Teaching Hospital Benefits Realisation update

3 of 513Trust Board Meeting in Public 5 October 2023-05/10/23



 
 
 

4 
 

The Trust has successfully appointed two Digital Fellows, with one starting in August and the 
second due to commence in post in October. The roles support the Virtual Hospital (VH) and its 
heart failure, COPD, pneumonia and COVID wards. The posts have time allocated for 
QIP/Innovation work, multidisciplinary cancer meetings and VH follow up clinics. These 
appointments support our commitment to Promise 5 (We are always learning).  
 
The Fellow posts link with industry partners to review our current technology and remote patient 
monitoring (RPM) solutions. They will also be able to link with the research team to realise the 
multiple research opportunities that the VH offers.  
 
The trust is in the process of recruiting to an EDI Fellow in Emergency Medicine in support of 
Promise 1 (We are compassionate and inclusive) and Promise 7 (We are a team).  
 

3.2 Medical Education 
People Promise link: PP3 (We each have a voice that counts), PP5 (We are always learning) 
and PP7 (We are a team).  
 
The Trust is on track to deliver the new partnership with Brunel Medical School in August 2024. 
Appointments to Medical Education Fellow and Placement Co-ordinator support roles will be 
made in early 2024. The Medical School will write to our Consultants in September and October 
to ask for expressions of interest for Associate roles in support of the academic programme. This 
underlines the project support for Promise 5 (We are always learning).  
 
To further enhance the Trusts teaching profile, it is seeking to set up a meeting with the University 
of Hertfordshire to identify further Associate Lecturer roles within the framework of our education 
partnership.  
 
On an individual speciality basis, the Trust was delighted to experience a very supportive 
intervention visit from the School of Obstetrics & Gynaecology. The visiting team noted a culture 
of listening to and responding to trainee feedback in the framework of department that values 
education and training highly. There were four recommendations made to the department, 
including space for training, workload for on-calls, release for teaching and senior review or 
patients. The outcomes of these recommendations are monitored via internal Faculty Group 
meetings and trainee feedback sessions. This aligns with Promise 3 (We each have a voice that 
counts) and Promise 7 (We are a team) as it demonstrates the impact of our culture of listening 
to trainers and trainees in specialities. It also recognises the hard work that Dr Shikha Kapur 
(College Tutor) has put in to address the previous concerns raised.  
 
In August 2023 the Trust placed the first of its Enhance Foundation Year 2 (F2) doctors into post. 
This is part of a national pilot to look at systems of care and is about equipping clinicians to work 
across traditional disciplinary and speciality boundaries. The F2 doctors spend 60% of their time 
in a Secondary Care setting (either Emergency Medicine or Orthopaedics) and then 40% in 
Primary Care. They are supported by Secondary Care supervisors and GP Supervisors to gain 
an understanding of the wider health care system. This allows the Foundation Doctors to follow 
patient journeys through the system. There have been initial issues with timetabling and the 
Medical Education team are working with their partners to resolve these. 
 
This scheme supports Promise 5 (We are always learning) and Promise 7 (We are a team) Upon 
completion of the posts the F2 doctors will have developed as a skilled practitioner and will have 
knowledge and expertise in a broad range of disciplines, standing them in good stead to work 
within the 21st century NHS.  
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The Associate Medical Director for Education and Training has plans to expand our education 
network and build on the partnership between Primary and Secondary care by holding joint 
training sessions. The initial dates for this term have been cancelled due to industrial action and 
new dates will be secured in support of Promise 7 (We are a team).  
 

3.3 Research 
People Promise link: PP4 (We are safe and Healthy), PP5 (We are always learning) and PP7 
(We are a team).  
 
Increased Research activity benefits both our patients and staff by presenting multidisciplinary 
opportunities to reflect and build on the practices of the Trust as a Learning Organisation. Aligning 
well with Promise 4 (We are safe and healthy) and Promise 5 (We are always learning) this will 
have positive impacts on the outcomes for our patients by developing our standard operating 
procedures and clinical guidelines. The work of this team informs other workstreams in this project 
such as Simulation (session design) and Medical Education (providing opportunities for junior 
doctors to demonstrate competencies and learning to present to different audiences).   
 
The main focus of this workstream is the establishment of a Clinical Trials Unit. An application 
will be made to the Space Utilisation Group (SUG) to detail the criteria that the space will be 
required to meet and to make a formal request for an area. This unit will encourage shared 
learning and further multidisciplinary work under Promise 7 (We are a team).  
 
The Research and Development team have written a business case to secure 4 programmed 
activities to support the new unit. This has not yet been approved and updates will be made via 
the ELLG group.  
 

3.4 Simulation 
People Promise link: PP1 (We are compassionate and inclusive), PP4 (We are safe). PP5 
(We are always learning) and PP7 (We are a team).  
 
 
The Trust has purchased the new Simulation Mannikin. ‘Marvin’ is now operational and has been 
used for a number of sessions with excellent feedback from the facilitators. New training 
programmes in support of Promise 4 (We are safe) and Promise 5 (We are always learning) 
incorporate teams of Internal Medical Trainees (IMT) and Student Nurses.  In preparation for 
future roles the IMTs are encouraged to take a leadership role and act as a Registrar during the 
scenario. 
 
Simulation continues to provide excellent value for money in terms of delivery with 1394 staff 
members undergoing some form of simulation-based education (SBE) between June 2022 and 
June 2023. This delivery under Promise 5 (We are always learning) and Promise 7 (We are a 
team) is multi-professional and has seen exponential growth in the demand for training to support 
nurses, medics and AHPs.  
 
There has been an increase in the use of in-situ training for simulation training within the Trust. 
This has been shown to improve the way multi-disciplinary teams function within their usual 
working environment. This training delivered in support of Promise 4 (We are safe) identifies latent 
threats within the environment, systems and standard operating procedures. The Simulation team 
have also visited local primary care settings to deliver this form of training.  
 
Bruce Kerr, Simulation Manager, has created a 5-year plan for the Simulation service and this 
focusses on the need for additional training space and teaching resources. The technology 
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advancements that are of most interest are around immersive simulation and VR rooms, as they 
allow multiple simulation scenarios to take place at the same time.  
 
The second part of the 5-year plan considers the need to further embed the teaching faculty by 
permanently employing x2 Band 7 Simulation Nurses and x1 additional Simulation Technician. 
There are projections on the increase in activity this will bring but this currently represents a 
funding challenge. A business case will be worked up to address this. This level of staffing would 
ensure that the service is self-sufficient and would not be reliant on volunteers to run sessions.  
 
The 5-year plan will be presented for review, comment and agreement at ELLG. It is 
recommended it is then brought to PERC for further review to seek support for a potential 
business case.  
 

3.5 Leadership Development 
People Promise link: PP1 (We are compassionate and inclusive), PP2 (We are recognised 
and rewarded), PP3 (We each have a voice that counts), PP4 (We are safe and healthy) 
and PP5 (e are always learning). 
 
The independent Leadership review led to fundamental change in the design, marketing, and 
delivery of our offerings. There was a need to make the programmes more accessible, closely 
linked to the strategic aims of the trust and aligned to divisional requirements. The Learning and 
Development (L&D) team are confident that the new programmes will align with the requirements 
of the trust and are adaptable to meet the changing demands of the Trust’s redevelopment 
journey.  
 
A divisional engagement piece and editorial board (with EDI lead and divisional representation) 
created and designed the new offerings as Aspiring Leaders (Bands 2-4), Emerging Leaders 
(Bands 5-7), Engaging Leaders (Bands 8a – 8c) and Visible Leaders (8c and Clinical Leaders). 
The first three programmes are being delivered by the internal L&D team. The Visible Leaders 
programme is to be delivered by an external partner. The Emerging Leaders and Engaging 
Leaders courses are already running, and the Aspiring Leaders programme will launch in 
November.  
 
Following the identification of divisional needs, feedback from the editorial group and attendees 
at previous courses there is a golden thread of emotional intelligence and inclusive leadership 
running through the modules. These themes will help to build resilience amongst our staff and 
prepare them for future roles. This will help the programmes to align with People Promise 1 (We 
are compassionate and inclusive).  
 
All programmes will feature modules that align with People Promise 2 (We are recognised and 
rewarded), Promise 3 (We each have a voice that counts) and Promise 4 (We are safe and 
healthy). The refreshed sessions on supervision, recognising and promoting talent, onboarding, 
wellbeing and promoting an open culture have been designed to help support our current and 
future leaders develop our staff.  
 
The Aspiring Leaders course has been refreshed to include sessions on emotional intelligence 
and cultural awareness. Following feedback from past attendees and confirmed through the 
divisional feedback sessions, this tier includes a rewritten module on supervision skills.  
 
There is a HR technical skills day on the Emerging Leaders course that details the WHTH format 
for practical management in the Trust (including employee relations, flexible working, CPD etc). 
This has been designed based on feedback from previous attendees and the divisions. The 

28

Tab 28 Teaching Hospital Benefits Realisation update

6 of 513 Trust Board Meeting in Public 5 October 2023-05/10/23



 
 
 

7 
 

divisions requested a module on preparing trust papers for board and governance meetings with 
a complementary session on how to present these.   
 
At The Engaging Leaders level, the L&D Team have added sessions to allow staff to develop 
skills to become innovators, instigators of large projects and how to present and sell a vision. At 
this level the HR module is expanded to include the appeal process, how to be an investigator, 
carry out mediation and other technical skills. This has been developed from a direct request from 
the divisions, who also requested a module on gathering, interpreting and presenting complex 
information. This is included at the end point of the new programme.  
 
People Promise 5 (We are always learning) is supported by the communication and engagement 
plan for the new leadership programmes. In addition to the L&D Brochure there has been direct 
marketing of offerings to our support networks, increased highlighting of and engagement with 
apprenticeship offerings at the University of Hertfordshire Business School through a webinar 
(improving our use of the levy) and improved engagement with the divisions and their 3-year 
plans.  
 
The majority of the modules on our leadership programmes are available as bitesize or 
standalone modules to allow staff to top up or refresh training where there is an identified need; 
either through self-reflection, our talent management process, appraisal or supervision.  
 
The further support, design input and development of the leadership programmes will be achieved 
through an alumni service. 
 
All of the above is underpinned by an expanded coaching service that now offers career coaching 
as a standard option. As of today all future coaches going forward will be trained to be able to 
provide career coaching.  
 
The Learning and Development team worked with West Hertfordshire College Education team to 
deliver 3 VR based training sessions on Interview Skills, EDI and Leadership skills. Following 
direct marketing the sessions achieved 49% BAME attendance from our Band 2-8a staff groups. 
The sessions represent our commitment to finding accessible and quality learning experiences 
for our staff.  
 

4. Risks  
 
4.1 The lack of teaching and office space on the Trust site represents a challenge to realising the 

associated benefits for Simulation, Research and Medical Education. Space has been highlighted 
as a significant barrier to the development of a Clinical Trials Unit. The Simulation service 
trajectory of growth will slow if additional space cannot be identified within the organisation and 
further resources made available. This will start to flatten the progress on improved staff 
confidence and positive impact on patient safety.  
 

4.2 Poor standards and availability of facilities at our hospital sites will limit the ability for these 
workstreams to be realised. This is further impacted by the necessary financial restrictions in 
place with regards to the use of conference facilities at Watford Football Club. As mitigation 
additional meeting space has been created in the Hemel Hempstead centre to accommodate 
leadership training. The Education Centre at Watford has planned works for refurbishment. This 
will not create additional space for training but will create an improved environment within which 
to deliver medical education and other programmes.  
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5. Recommendation  
 

The Board is asked to receive this report on the progress on realising the benefits of Teaching 
Hospital Status.  
 

 

Andrew McMenemy  

Chief People Officer 
 
5 October 2023 

 

APPENDICES: 
 
Appendix 1 – Implementation plan  
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Appendix 1: Implementation Plan 
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Title of the paper: Workforce Disability Equality Standard (WDES) 2022/2023 

Agenda Item: 29A 

Presenter: Andrew McMenemy, Chief People Officer 

Author(s): Alex Paice, Associate Director of OD & Culture  

Purpose: 
 

Please tick the appropriate box  

For approval 
 

 For discussion  For information 

X X  
 

Executive 
Summary: 
 

The purpose of this report is to inform Trust Board of the results of Trust 
performance on the ten Workforce Disability Equality Standard (WDES) 
metrics for 2022/2023. It also provides assurance that the Trust is actively 
striving to reduce inequalities in the workplace.  

Notable positives in the WDES figures include:  

• Indicator 1: Since 2019, we have seen year on year improvement (+ 
3.2%) in the number of colleagues sharing their disability status; 

• Indicator 3: Relative likelihood of disabled colleagues entering the 
capability process compared to non-disabled colleagues has 
significantly decreased; 

• Indicator 4b: The percentage of disabled staff compared to non-
disabled staff experiencing harassment, bullying or abuse from 
Managers has decreased; 

• Indicator 4d: The percentage of disabled staff reporting experience of 
bullying and harassment when they occur have increased and is 
higher than the national average; 

• Indicator 8: 4% increase in disabled colleagues having reasonable 
adjustments; implemented since 2022 and is higher than the national 
average. 

 
Areas where metrics have significantly deteriorated in comparison to 2022 
include: 

• Indicator 6: Disabled staff are 11.3% higher than those who are non-
disabled to feel pressure from their manager to come to work, despite 
not feeling well enough to perform their duties; 

• Indicator 7: The level of satisfaction with the extent to which their 
organisation values their work is 10% lower for disabled staff. With a 
year-on-year decrease of 2.2%. 
 

With smaller negative variances being seen in indicator 4c – bullying and 
harassment from colleagues as well as indicator 9a - staff engagement. 

The action plan focuses on the majority of the 10 WDES indicators, under 
the themes of:  

• Advance equality of opportunity; 
• Foster good relations between those who share a protected 

characteristic and those who do not, and; 
• Eliminate unlawful discrimination, harassment and victimisation.  

 

Trust Board 

29

Tab 29 2022/23 Workforce Race Equality Standard and Workforce Disability Equality Standard report

1 of 513 Trust Board Meeting in Public 5 October 2023-05/10/23



2 
 

Many aspects of the priorities align with the People Strategy, recruitment and 
HR practices to support the wide scale cultural transformation needed to 
make the Trust a truly inclusive and positive place to work. 

  

Trust strategic 
aims:  
 
(please indicate 
which of the 4 
aims is relevant 
to the subject of 
the report) 

Aim 1 
Best care 

 
Objectives 1-4 

Aim 2 
Great team 

 
Objectives 5-8 

Aim 3 
Best value 

 
Objective 9 

Aim 4 
Great place 

 
Objective 10-12 

 X  X 
 

Links to well-led 
key lines of 
enquiry: 
 

☐Is there the leadership capacity and capability to deliver high quality, 

sustainable care? 

☐Is there a clear vision and credible strategy to deliver high quality, 

sustainable care to people, and robust plans to deliver? 

☐Is there a culture of high quality, sustainable care? 

☐Are there clear responsibilities, roles and systems of accountability to 

support good governance and management? 

☐Are there clear and effective processes for managing risks, issues 

and performance? 

☐Is appropriate and accurate information being effectively processed, 

challenged and acted on? 

☐Are the people who use services, the public, staff and external 

partners engaged and involved to support high quality sustainable 
services? 

☒Are there robust systems and processes for learning, continuous 

improvement and innovation? 

☐How well is the trust using its resources? 

Previously 
considered by: 

 

Committee/Group Date 

PERC 28/09/2023 
 

Action required: 
 

The Trust Board is asked to receive this report for information and approve this 
report for publication on the Trust in line with statutory requirements. 
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Agenda Item:29A 
 
Trust Board 
 
Title of paper Workforce Disability Equality Standard (WDES) 2022/2023 
 
Presented by: Andrew McMenemy, Chief People Officer 

 

1. Purpose  
 
There is an annual requirement for NHS Trusts to assess their performance against ten specified 
indicators of workplace experience in order to identify areas where further development is required 
and provide the opportunity to implement robust action plans to support meaningful improvement.   
 
Implementing the Workforce Disability Equality Standard (WDES) is one of the mandated 
evidence-based standards that is a requirement under the NHS standard contract. 
 
The main purpose of the WDES report is: 
 

• to enable the Trust to review their workforce data against ten specific metrics to compare 
the workplace and career experiences of disabled and non-disabled colleagues; 

• to track progress in reducing disparities and identify areas for further improvement; 

• to support the development of specific, meaningful action plans to further reduce the 
disparities in workplace experience between disabled and non-disabled colleagues; 

• improve disabled representation throughout the organisation and obtain an executive 
champion. 

 

2. Background 
 
Enabling our diverse workforce to be healthy, motivated and feel both included and valued is 
crucial to delivering high quality patient care, increased patient satisfaction and improved patient 
safety. 
 
Since 2019, all NHS healthcare providers have been required to publish WDES reports to support 
organisations to better understand the experiences of their disabled colleagues and enable positive 
change for all through creating a more inclusive environment for disabled people working, or 
seeking employment, within the NHS. 
 
This provides the Trust with an opportunity to review progress against workforce equality indicators 
year on year and build on progress achieved though developing further plans to support 
employees with a disability or a long-term health condition (LTC). It also enables the opportunity to 
compare performance on a national and regional level.  
 
The WDES was developed and continues to be underpinned by the ethos of ‘Nothing about us 
without us’. This means that any decisions that impact on Disabled people, must involve Disabled 
people. Consequently, in 2018 the role of Disability Champion, whereby the postholder has lived 
experience of disability, was created in order to ensure Equality, Diversity & Inclusion provisions 
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and associated support are tailored to the needs and requirements of employees with a disability 
or a long-term health condition (LTC).  
 
Furthermore in 2019, the staff network Diversability was formed and provides a pivotal route in the 
organisation for colleagues with all forms of disabilities or LTCs to come together, share 
experiences and enable voices to be heard in a psychologically secure environment. 
 
Members work with the organisation to improve staff experience and help shape and deliver 
organisational priorities and developments. Key examples of this include contributing to the 
development of HR policies to support achieving a just and compassionate culture and being part 
of job matching panels to ensure job descriptions do not preclude people who may have a disability 
or LTC.  

 

3. Analysis of Performance  
 

As of the 31st March 2023, 3.4% (189) of colleagues have shared on ESR their disability or long-
term health condition (LTC), this is a small increase (0.2 %) on the year before and tracks similarly 
to NHS average of 3%. Equally, to last year 20% of the workforce remain having an ‘unknown’ 
disability status on ESR.   
 
From the 2022 National staff survey, where 50.3% of our colleagues participated, 17.9% indicated 
that they have any physical or mental health conditions or illnesses lasting or expected to last for 
12 months or more. This remains lower than the national average of 23%. There are several 
potentially contributing factors that include: 
 

• The majority of demographic information is obtained via the onboarding process, yet it is 

considered that the majority of disabilities are acquired during employment over the lifespan 

attributing the proportionally low figures; 

• Those with disabilities still remain more likely to face discrimination in society and so 

individuals do not feel able to share for fear of it having negative implications; 

• Do not recognise the significance of sharing their disability with the organisation. 

 

WHTH continues to reassure and encourage all colleagues to self-share their disability status 
through: 

• Undertaking regular communication including staff stories; 

• Promoting ESR Self-service capability: where colleagues can be empowered to directly 
update information around their protected characteristics. 
 

Moreover, to help support the cultivation of a psychological safe environment where colleagues 
who have a disability or LTC feel heard, valued and supported members of WHTH: 
 

• The Chief People Officer, Andrew McMenemy has become the executive staff network 

guardian for Diversability working closely with the Disability Champion; 

• Frequent safe spaces are run and themes are anonymously shared to provide insights and 

feedback to the HR team in order to address concerns raised and support in making 

meaningful changes to approaches and procedures;  

• Regular support coffee mornings are facilitated for colleagues who wish to discuss disability 

or LTC matters in an informal environment with our Disability Champion or wider EDI team. 

This helps us to understand the individuals’ needs and to identify which areas for 

improvement would be most salient to them; 

o Where appropriate these are attended by senior leaders or HR representatives. 

• Raising awareness around the sunflower ‘hidden disability’ lanyards; 

• Providing opportunities to present and share lived experiences with the Board and the 
senior leadership team.  
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From looking at ESR by staff group, it is apparent that there are variabilities in sharing disability 
status. As can be seen in Table 1 below the total of non-clinical colleagues sharing their status 
(6.4%) is higher than clinical (2.8%) and medical (1.05%) colleagues. This is a pattern that is seen 
nationally and as such moving forward more bespoke work with individual staff groups is required.  

 
Overview of Indicator Performance  
 
Reviewing the Workforce Disability Equality Standard (WDES) Data for 2022/ 2023 against each of 
the metrics has highlighted several notable improvements: 
 

• Indicator: 1: Percentage of staff in AfC pay-bands or medical, dental  or VSM 

subgroups (including Executive Board members) 

Since 2019, we have seen year on year improvement (+ 3.2%) in the number of colleagues 

sharing their disability status. While increases have been seen across all staff groups, there 

needs to be a further focus on clinical and medical staff to understand the reason for their 

lower levels of sharing their status and to constructively support them to share moving 

forward.   

 

• Indicator 3: Relative likelihood of disabled staff compared to non-disabled staff 
entering the formal capability process, as measured by entry into the formal 
capability procedure (calculated over 2 years). 

 
Reviewing the data from the last two years, 0 individuals who have shared their disability 
status have been through the formal capability process, that was not in relation to ill health. 

 
The WDES calculation doesn’t consider cases on the grounds of ill health of which there 
were 9 relating to those who had shared their disability status. While the relative likelihood 
score within this metric demonstrated that there is no increased chance of disabled 
colleagues going through capability processes, caution must still be taken as the low levels 
of sharing disability statuses may be masking a higher number. 

• Indicator 4b: Percentage of disabled staff compared to non-disabled staff 

experiencing harassment, bullying or abuse from Managers 

A reduction has been seen in the number of disabled staff experiencing bullying and 

harassment from managers by 1.4% and is in line with the national average (17.1%). 

Although this figure remains higher than for non-disabled colleagues by 6.5%. 

• Indicator 4d: Percentage of disabled staff compared to non-disabled staff saying that 

the last time they experienced harassment, bullying or abuse at work, they or a 

colleague reported it 

There has been an increase in the number of disabled colleagues who reported their 

experiences of bullying and harassment. This is higher not only in comparison to the 

national average (by 4.1%) but also higher (by 6.7%) than non-disabled colleagues at the 

Trust.  

• Indicator 8: Percentage of Disabled staff saying that their employer has made 
adequate adjustment(s) to enable them to carry out their work. 
 
Percentage of disabled staff with reasonable adjustment(s) implemented to enable them to 
carry out their role has increased by a further 4% and as such is higher than the national 
average. To further support facilitation of reasonable adjustments, the passport and 
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supporting guidance has been redeveloped it make it more effective, with further work 
currently being undertaken to embed it into standard practice and ensure quality 
implementation; 
 

• Indicator 9b: Has your Trust taken action to facilitate the voices of Disabled staff in 
your organisation to be heard?  
 
WHTH continues to develop methods in which to facilitate the voices of Disabled staff as 
highlighted earlier in the report. Membership of the staff network Diversability continues to 
grow and be representative across a variety of LTC and disabilities. Since the last report 
membership has increased approximately by 25% to 109 members and in addition has 12 
allies. Work continues to further increase members involvement in reviewing and 
developing key practices and processes to ensure that a truly inclusive work environment is 
cultivated.   

 
While there is undoubtably further work required to further improve the indicators above, the results 
regarding the below indicators have highlighted a need for particular focus moving forward.  

 
• Indicator 2: Relative likelihood of non-disabled staff compared to Disabled staff 

being appointed from shortlisting across all posts. 
 
Disabled applicants are significantly less likely to be appointed following shortlisting than 
non-disabled applicants across all posts. This is 1.8 higher than the national average and 
moreover is in stark contrast compared to 2022.  
 
One explanation for this significant variation could be in part due to historical inaccuracies 
with the data collection. As in 2022 all shortlisting and appointment data was drawn from 
Trac however it is important to note VSM, doctors and executive posts along with all 
international recruitment, of which there are significant numbers, do not go through this 
system. Consequently, to support with mitigating this and to obtain a more accurate picture 
2023 data was obtained from TRAC for shortlisting and ESR for appointments. 
In addition, it is possible that those who share their disability at the point of application may 
not share at the point of onboarding, as such information is not carried over, but rather new 
starters will need to ‘reshare’ the information to be recorded on ESR. 
 
While, the guaranteed interview scheme is in place whereby all applicants are encouraged 
at point of application, interview and offer to request any reasonable adjustments further 
work is significantly needed in this area.  
 

• Indicator 4a: Percentage of disabled staff compared to non-disabled staff 
experiencing harassment, bullying or abuse from patients or other members of the 
public as well as indicator 4c: Percentage of disabled staff compared to non-disabled 
staff experiencing harassment, bullying or abuse from Other Colleagues. 
 
 While results for the bullying and harassment questions broadly align with the national 
average, it still equates to over one in four colleagues (all statuses) experiencing such 
behaviour. Developing an environment of understanding and respect is a key priority 
following on from the staff survey 2022 and the EDI agenda forms a significant component 
in achieving this.   
 

• Indicator 5: Percentage of disabled staff compared to non-disabled staff believing 
that the Trust provides equal opportunities for career progression or promotion. 
 
While a small incremental improvement has taken place since last year in regard to 
disabled staff, the percentage of staff (of all statuses) believing that the Trust provides 
equal opportunities for career progression or promotion is lower than national average. For 
disabled colleagues this is 3% lower than the national average and 6.7% lower compared 
to nondisabled WHTH colleagues. This difference between Disabled and non-disabled staff 
experience tracks with the national picture. 
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• Indicator 6: Percentage of disabled staff compared to non-disabled staff saying that 
they have felt pressure from their manager to come to work, despite not feeling well 
enough to perform their duties. 
 
Percentage of disabled staff compared to non-disabled staff saying that they have felt 
pressure from their manager to come to work, despite not feeling well enough to perform 
their duties has increased since 2022 by 0.7% and is 0.3% higher than the national 
average. While the variance is not statistically significant, there is a considerable compared 
to non-disabled colleagues of 11.3%. 
 

• Indicator 7: Percentage of Disabled staff compared to non-disabled staff saying that 
they are satisfied with the extent to which their organisation values their work. 
 
The level of satisfaction with the extent to which their organisation values their work is 10% 
lower for disabled staff. With a year on year decrease of 2.2%.  
Moreover, percentage of staff (of all statuses) is under 50% and as such is very concerning.  
 

• Indicator 9a: The staff engagement score for Disabled staff, compared to non-
disabled staff. 
 
Staff engagement scores for both disabled and non-disabled staff have seen year on year 
decreases. A pattern that can be seen across a number of NHS trust however compared to 
2022 the engagement score for disabled staff has dipped by 0.1%. 
 

• Indicator 10a: Percentage difference between the organisation’s Board voting 
membership and its organisation’s overall workforce (voting membership of the 
Board).  
 
Of the voting membership of the Board 8.33% (1 member) have shared their disability 
status. This representation is 5% higher than the overall workforce average. However, due 
to small numbers of roles that comprise this group the figures are extremely sensitive to 
small changes. Therefore, following on from 2022, the total number of board members 
sharing disability statuses has decreased by 1, negatively impacting the overall 
percentages in regard to both overall board membership and voting members. 
 

• Indicator 10b: Percentage difference between the organisation’s Board voting 
membership and its organisation’s overall workforce (Executive membership of the 
Board) 
 
Looking exclusively at executive colleagues, there are no individuals who have shared their 
disability status and so disabled colleagues are underrepresented by 3.4% compared to the 
overall workforce. 
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Table.1 Workforce Disability Equality Standard (WDES) Data 2022/23 
  2021/22 2022/2023   Comment 

1 
Percentage of staff in AfC pay-bands or medical, dental  or 
VSM subgroups (including Executive Board members)  

Disabled 
(number and 

%) 

Disabled 
(number and %) 

National 
average 

  

 Non-clinical Cluster 1 (up to Band 4) 43 5% 42 4.9%  ↔ 

Overall, the percentage of staff sharing 
their disability status has continued to rise 
in the majority of groups. The area for 
future focus is the medical staff who have 
the lowest levels of sharing their status 
across the clusters. 
 
The number of ESR records showing 
disability status as ‘unknown’ remains at 
20% demonstrating further work is needed 
to cultivate a psychological safe 
environment. 

 Non-clinical Cluster 2 (Bands 5-7) 21 7% 37 10.3%  ↑ 
 Non-clinical Cluster 3 (Bands 8a-8b) 2 2% 4 3.6%  ↑ 

 Non-clinical Cluster 4 (Bands 8c-9 and VSM) 6 9% 4 5.2%  ↓ 

 Total Non-clinical    87 6.2%   
 Clinical Cluster 1 (up to Band 4) 30 3% 35 3.3%  ↑ 

 Clinical Cluster 2 (Bands 5-7) 58 3% 51 2.4%  ↓ 

 Clinical Cluster 3 (Bands 8a-8b) 5 3% 5 2.7%  ↓ 

 Clinical Cluster 4 (Bands 8c-9 and VSM) 2 12% 3 16.7%  ↑ 

 Total Clinical   94 2.8%   

 Medical - Consultants 0 0% 0 0%  ↔ 

 Medical - Non-consultants career grade (SAS) 0 0% 0 0%  ↔ 
 Medical - Training grades 8 3% 8 2.25%  ↓ 

 Total Medical   8 1.05%   
 Overall Total 175 3.2% 189 3.4% 3.7% ↑ 

2 
Relative likelihood of non-disabled staff compared to 
Disabled staff being appointed from shortlisting across all 
posts. 

0.59  2.96  1.11 ↑ 

Significant decreases have been seen in 
the likelihood of disabled staff being 
appointed compared to non-disabled staff 
following shortlisting.  The data indicates 
that potentially disabled candidates are 3x 
less likely to be appointed, which is a lot 
higher than the national average.  

3 

Relative likelihood of disabled staff compared to non-
disabled staff entering the formal capability process, as 
measured by entry into the formal capability procedure 
(calculated over 2 years). 

1.68  0.00  1.94 ↓ 

There were no incidents whereby a 
disabled member of staff went through 
formal capability that was not related to ill 
health.  
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  2021/22 
Disabled / Non D 

2022/23 
Disabled / 

Non D 

2022/23 
National averages 
Disabled / Non D 

 Comment 

4a 

Percentage of disabled staff compared to non-
disabled staff experiencing harassment, 
bullying or abuse from patients or other 
members of the public 

32.3% 27.8% 35% 29.3% 33% 26% ↑ 

2.7% increase can be seen since 
last year and is above the national 
average. Moreover, increases in 
non-disabled staff have also been 
seen (1.5%) within this metric 

4b 
Percentage of disabled staff compared to non-
disabled staff experiencing harassment, 
bullying or abuse from Managers 

18.5% 9.6% 17.1% 10.6% 17.1% 9.9% ↓ 
Figures from disabled staff have 
decreased and are broadly in line 
with the national averages. 

4c 
Percentage of disabled staff compared to non-
disabled staff experiencing harassment, 
bullying or abuse from Other Colleagues 

26% 18.4% 26.1% 18.7% 26.9% 17.7% ↑ 

Figures from disabled staff have 
slightly increased by 0.1% but 
remains within one percentage 
below the national average. 

4d 

Percentage of disabled staff compared to non-
disabled staff saying that the last time they 
experienced harassment, bullying or abuse at 
work, they or a colleague reported it 

50% 46.1% 52.5% 45.8% 48.4% 47.3% ↑ 
Figures from disabled staff are 
increasing and are higher than the 
national average. 

5 

Percentage of disabled staff compared to non-
disabled staff believing that the Trust provides 
equal opportunities for career progression or 
promotion. 

48.2% 55.8% 48.4% 55.1% 51.4% 57.3% ↑ 

A small incremental improvement 
from last year but still 3% lower 
than the national average and  
6.7% lower compared to 
nondisabled WHTH colleagues  

6 

Percentage of disabled staff compared to non-
disabled staff saying that they have felt 
pressure from their manager to come to work, 
despite not feeling well enough to perform 
their duties. 

29.6% 22.7% 30.3% 19% 30% 20.8% ↑ 

The 30.3% from disabled staff is an 
0.6% increase from last year though 
approximately aligns to the national 
average. Nevertheless, this is 
11.3% higher than those who are 
non-disabled. 

7 

Percentage of Disabled staff compared to 
non-disabled staff saying that they are 
satisfied with the extent to which their 
organisation values their work. 

35% 46% 32.8% 43.1% 32.5% 43.6% ↓ 

The 32.8% from staff with a 
disability is 2.2% decrease from last 
year, though broadly aligns with the 
national average.  

8 
Percentage of Disabled staff saying that their 
employer has made adequate adjustment(s) 
to enable them to carry out their work. 

70% n/a 74% n/a 71.8% n/a ↑ 
74% is above the national average 
and further improve from the 
previous year. 
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  2021/22 
Disabled / Non D 

2022/23 
Disabled / 

Non D 

2022/23 
National averages 
Disabled / Non D 

 Comment 

9a 
The staff engagement score for Disabled staff, 
compared to non-disabled staff. 

6.3  6.9  6.2 6.8 6.4 6.9 ↓ 

The 0.1 decrease has been seen 
across disabled and non-disabled 
colleagues.  
 

9b 
Has your Trust taken action to facilitate the 
voices of Disabled staff in your organisation to 
be heard?  

Yes  Yes  n/a n/a ↔ 
Diversability staff network is further 
developing, with membership and 
activities increasing. 

10a 

Percentage difference between the 
organisation’s Board voting membership and 
its organisation’s overall workforce (voting 
membership of the Board)  

15%  4.9%  n/a n/a 

Of the voting membership of the Board 8.33% 
(1 member) have shared their disability 
status. This representation is 5% higher than 
the overall workforce average. However, 
these figures are sensitive to one senior 
person joining or leaving. 1 individual has left 
the board since the last data capture. 

10b 

Percentage difference between the 
organisation’s Board voting membership and 
its organisation’s overall workforce (Executive 
membership of the Board) 

-3.3%  - 3.4%   n/a n/a 

Looking exclusively at executive colleagues, 
there are no individuals who have shared their 
disability status and so disabled colleagues 
are underrepresented by 3.4% compared to 
the overall workforce.  
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4. 2021/2022 Action Plan & Progress Review  

The action plans developed last year were built on the progress made in previous years and was 
aligned to the Public Sector Equality Duty themes of:  

• To advance equality of opportunity;  

• To foster good relations between those who share a protected characteristic and those who 

do not, and; 

• To eliminate unlawful discrimination, harassment and victimisation. 

Appendix A provides details on each individual action identified last year. A good proportion of the 
actions have been completed, although the extent of progress with some have been impacted by 
the changes within the EDI team. Moreover, two actions have extended over this reporting period 
due to the size of the body of work involved and to align with their ‘launch’ dates. These are: 
 

• The Trust-wide inclusive recruitment processes;  

• Embedding key EDI topics throughout the leadership programmes. 
 
All outstanding aspects will be incorporated into the 2023/2024 plans.  
 
Beyond the specified actions there has been a variety of relevant activities that align to the aims of 
the WDES report. These include but not limited to: 

 
Raising Awareness  
There has been a number of events and campaigns to support raising awareness. One example is 
Disability History Month 2022 which was celebrated through regular articles being shared Trust 
wide. Topics covered: 

• The advantages of completing a Reasonable Adjustment Plan;  

• The value in sharing information about Disability or LTC with line managers; 

• Key messages from the Disability Summit 2022; 

• ‘Staff Stories’ from a variety of members of Diversability.  
 

More recently, a focus has been on actively encouraging those with Invisible Disabilities to wear 
the Sunflower Lanyard or the Sunflower Badge as well as inform the wider workforce of its 
meaning and importance. This was achieved through an EDI focused senior leadership staff forum, 
trust wide communications that highlighted colleagues’ personal stories, including a senior leader, 
and lastly bespoke MS team backgrounds were created in order to enable lanyard users to easily 
share with colleagues their sunflower ‘status’ in MS team meetings. 
 
Supporting attendance 
The supporting attendance policy has been redeveloped to be more person-focused to enable a 
more supportive rather than punitive approach. The new version has been developed 
collaboratively with staff side, staff networks and our disability champion and includes greater 
provision for people with disabilities and LTCs as well as greater clarity for managers in terms of 
applying the policy. 
 
Moreover, work continues to promote government funding that will benefit colleagues and patients, 
such as Access to Work scheme and funding travelling costs related to hospital appointments. 
 

Facilitating the voices of Disabled staff and actioning feedback  
Since the last report, a variety of different opportunities for disabled colleagues to share their 
experiences, views and thoughts have taken place including:  

• Diversability celebration event; 

• 8 coffee mornings;  

• 7 Business meetings; 

• 7 safe spaces.  
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Safe spaces indicated that there were a number of estates issues that were having a significant 
impact on individuals working lives. Consequently, monthly meetings have been scheduled with the 
Environment division to support departments resolve accessibility issues for service users and staff 
members, enable those with limited mobility to access alternative car parking provisions as well as 
ensuring key areas are safe for all.  Moreover, the network is contributing to hospital 
redevelopment work to ensure the build is accessible and approach to people’s needs. 

 

5. Priorities for 2023/2024 

 
To help embody the principles of Nothing about us without us’, the actions identified have been 
developed in conjunction with the Disability Champion and network members.   
Moreover, many of the actions depicted, transect across the entirety of the HR division and as 
such a collaborative approach will be essential to ensure a transformational impact. Therefore, the 
actions have also been discussed with each of the Associate Directors of People and a WDES 
working group will be created in order for operational leads to discuss progress on their assigned 
actions and work more cohesively.  

 

Objective  Indicator and Action Lead/s Timeline 

To advance 

equality of 

opportunity 

Indicator 1: Continue to raise awareness 
of the importance/ significance of 
updating ESR demographic information 
and how to do this: 
- Bi-annual ‘Staff Diversity Census’ 

ensuring we reach all staff groups 
- Bespoke focus on medical and clinical 

staff groups 
- Continue to publish and promote lived 

experience stories  

EDI Lead June 
2024 

To eliminate 

unlawful 

discrimination, 

harassment and 

victimisation 

  

Indicator 2: Review recruitment data and 
develop a more robust reporting 
methodology utilising Trac, ESR and off 
trac appointments 

Head of Workforce 
Information/ Head 
of Recruitment/ 
EDI Lead  

November 
2023 

Indicator 2: Explore in more detail the 
potential reasons for the significant 
decrease in the likelihood of disabled 
applicants being appointed following 
shortlisting.  

Head of 
Recruitment/ 
Associate Director 
of People – OD & 
Culture  

November 
2023 

Indicator 2: Actively promote ‘guaranteed 
interview’ scheme for those applicants 
with a disability who meet the minimum 
job specification via: 

- on recruitment website 
- in our adverts  
- recruitment open days  
- within guidance sent to managers  

As well as to commence reporting the 
number of candidates taking part in the 
scheme each month. 

Head of 
Recruitment  

January 
2024 

Indicator 2: Increase awareness with local 
community and charities through 
candidate attraction and recruitment 
events 

Head of 
Recruitment + 
Disability 
Champion 

March 
2024 

Indicator 2: Incorporate recruitment and 
selection training, with a focus on EDI 
related topics, into line manger 
development programmes.  
 

Head of Learning 
and Development  
+ Head of 
Recruitment 

October 
2023 

29

Tab 29 2022/23 Workforce Race Equality Standard and Workforce Disability Equality Standard report

12 of 513Trust Board Meeting in Public 5 October 2023-05/10/23



13 
 

Objective  Indicator and Action Lead/s Timeline 

To eliminate 

unlawful 

discrimination, 

harassment and 

victimisation 

 

 

Indicator 2: Update Recruitment and 
Selection Policy, being more explicit 
around selecting and appointing 
procedures in line with EDI best practice 
principles.  

Head of 
Recruitment + EDI 
Lead 

January 
2024  

Indicator 2: To implement outstanding 
Disability Confident level criteria in regard 
to Recruitment  

Associate Director 
of Recruitment & 
Associate Director 
of OD and Culture 

April 2024 

Indicators 2 & 3, 9b: Ensure member(s) of 
Diversability are involved in relevant future 
improvement projects and process 
developments  

• Conduct ‘themed’ listening events 
with HR colleagues;  

• Involved in key working groups;  

• Provide feedback on initiatives 
prior to launch. 

EDI Lead  July 2024 

Indicator 3: To implement a more robust 
process to capture data for Capability 
Processes 

HRBP – Corporate 
& Emergency 
Medicine 

November 
2023 

Indicator 3: Review the formal capability 
policy and associated processes with 
reference to disability in order to more 
supportive and enable a more 
compassionate application.  

Associate Director 
of People – 
Operational HR 

April 2024 

Indicator 3: Develop training on managing 
capability for line managers 

Head of L&D 
HRBPs 

April 2024 

Indicator 3: Review and redevelop the 
redeployment process in order to ensure 
it enables a compassionate approach to 
those being redeployed, identifying an 
appropriate role promptly.  

- Utilising feedback from safe space 
sessions 

- Working with the Disability 
Champion and other network 
members 

Associate Director 
of People – 
Operational HR 

February 
2024 

To eliminate 
unlawful 
discrimination, 
harassment and 
victimisation  
 
To foster good 
relations 
between those 
who share a 
protected 
characteristic 
and those who 
do not 
 

 

Indicator 4b, 4c & 5:  
Conduct a series of ‘themed’ safe spaces 
to discuss: 

• Their experiences of harassment, 
bullying or abuse  

• Their experience of career 
development opportunities and 
progression  

• Identify what changes/ 
developments would be beneficial 
to them  

EDI Lead July 2024 

Indicator 4b & 4c: Increased focus on 
civility in the workplace including;  

• Roll out of a Trust wide campaign 
on Civility in the Workplace;  

• Implement findings of the NHS 
England Civility and Respect 
diagnostic tool; 

Associate Director 
of People – 
Operational HR 
 
Associate Director 
of People – OD + 
Culture  
 

August 
2024 
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Objective  Indicator and Action Lead/s Timeline 

• Develop and embed new 
behavioural framework; 

• Encourage staff to report 
instances of discrimination and 
micro-aggression; 

• Implement a clear zero-tolerance 
approach to bullying through the 
delivery of actions plans, guidance 
and a Trust wide ‘Big 
Conversations’ 

People Promise 
Manager 

Indicator 4b, 4c, 6: Implement effective 
EDI training to support understanding 
across EDI outcomes, through 

• Refreshed online modules;  

• Further awareness sessions; 

• Embedded EDI + Wellbeing 
sessions for managers including 
reasonable adjustments. 

Head of L&D & 
EDI Lead 

January 
2024 

To eliminate 

unlawful 

discrimination, 

harassment and 

victimisation  

 

Indicator 6, 7, 8 & 9: Increasing 
awareness across all colleagues and 
managers of the key provisions that can 
support disabled colleagues:  

• Special Leave Policy 

• Utilising flexible working options 

• Temporary reduction in hours  

• Access to work scheme 

• Reasonable adjustments Passport 

EDI Lead June 2024 

Indicator 6, 7 & 8: Facilitate 6- weekly 
drop-in sessions, to provide the 
opportunity for both managers and those 
living with disabilities or long-term 
conditions to discuss and ask questions 
around the provisions available. This will 
help normalise dialogue around health, 
wellbeing, longer term conditions and 
disabilities and in turn an increased 
awareness and usage of the ‘supporting 
you passports’. 

EDI Lead February 
2024 

Indicator 6 & 8: Design and implement 1-1 
templates to support managers to initiate 
wellbeing conversations and prompt 
discussions around flexible working 

People Promise 
Manager 

October 
2023 

Indicator 8: Continue to proactively 
ensure reasonable adjustments are made 
at all parts of the recruitment process for 
applicants who need them 

Head of 
Recruitment 

January 
2024 

Indicator 8: Investigate separate budget 
for reasonable adjustments, as 
recommended by WDES 

EDI Lead April 2024 

 Indicator 9 & 1: To request all board 
members to review their demographic 
ESR data  

Associate Director 
of People – OD + 
Culture  

December 
2023 

 
 
 
.  
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6. Conclusion  
 

While it is important to recognise the achievements that have been made over the period of this 
report, it is important to note that there is still a great amount of work needed to be undertaken to 
achieve the Trust’s strategic goals and truly embed EDI throughout the organisation. 

  
Further progressing the elements identified in the people strategy alongside strengthening values-
based recruitment and HR practices will be fundamental in achieving the wide scale cultural 
transformation needed to make the Trust a truly inclusive and positive place to work 

 

7. Risks  
 

The above paper supports meeting the requirements of the standard NHS contract. The developed 
action plan for 2023 / 2024 help support mitigating the following risks: 
 

• Risk of not attracting and appointing a diverse range of individuals with the right skills 
and personal values that align with the Trust; 

• Risk of being unable to develop an inclusive and equitable organisation. As 

demonstrated by the gender/race pay gap, the workforce race and disability equality 

reports, disparities remain and whilst some progress has been made, it has been slow 

and is not consistent across all areas of the workforce; 

o This in turn could negatively influence the perceptions of prospective and 

current employees; 

• Risk in the ability that the Trust will be able to comprehensively support its diverse 

workforce, impacting staff experience/moral and ultimately negatively impacting 

turnover; 

• Risk in the Trust being able to meet the depicted Equality Delivery System criteria 

satisfactorily;  

• Risk that the Trust is unable to demonstrate to employees a serious commitment 

towards EDI, engagement and wellbeing. 

 

8. Recommendation  
 
Trust Board is asked to receive this report for information and approve this report for publication on 
the Trust website in line with statutory requirements. 
 

Name of Director Andrew McMenemy, Chief People Officer  
 
Title Workforce Disability Equality Standard (WDES) 2022/2023 
 
Date: 31 August 2023 
 

Appendix A - Workforce Disability Equality Standard (WDES) – 2022/2023 Action Plan
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Appendix A - Workforce Disability Equality Standard (WDES) – 2022/2023 Action Plan  
 

Theme 
Indicator and 

Action 
Lead/s Timeline Update 

RAG 

Advance equality 
of opportunity  

Indicator 2: Work 
towards the 
Disability Confident 
Level 3 

Disability 
Champion & 
EDI Lead 

Summer 
2023 

Criteria for level 3 have been identified and a gap analysis has taken 
place to inform areas where further work is required.  The majority of 
the remaining actions align with the value-based recruitment project 
being embedded in Autumn.  

To be completed 
with 23/24  

Advance equality 
of opportunity 

Indicator 5: Explore 
and promote 
external talent 
programmes that 
target Disabled staff 

Talent 
Manager 

Jan 2023 The Trust has launched a new development programme to support 
personal and career development. This is being conducted at three 
different cohorts: Bands 2-4, 5-7 and 8a-8c, each comprising of 20 
delegates. These were advertised through our support networks directly 
in the first instance. 6.3% of delegates shared their disability status. 
Future cohorts being advertised now.  
 
 
ICS Career Development course for underrepresented (BAME and 
Disabled) have been promoted (3 cohorts, bands 2-4, 12 spaces for 
West Herts delegates), working with ICS for details around the next 
programme for bands 5 -7 colleagues.  
 
Additional external offerings both targeted for disabled staff and more 
widely targeted programmes are shared by the talent team with the 
network through the disability champion.  

Completed – 
Business as 
Usual  

Advance equality 
of opportunity 

Indicator 5: 
Proactively offer 
coaching sessions 
and Leadership 
Development to the 
Trust’s Disabled staff  

EDI Lead & 
Head of L&D 

November 
2022 

Career coaching is Trust a wide initiative however bespoke 
communications have been shared with the network to encourage 
further uptake from this group of staff. Of those who have enrolled to the 
coaching service 3.6% have a disability.  
 
On a quarterly basis both L&D and Talent teams to attend the staff 
network meetings to enable career information to be shared on a 
regular basis.  
 

Ongoing 
bespoke 
communication 
is needed with 
this cohort 

Advance equality 
of opportunity 

Indicator 6: 
Strengthen the links 
with the Wellbeing 
team and look for 

Wellbeing 
Lead & EDI 
Lead 

Ongoing Inclusion and Engagement Advisor Role commenced in April which is 
supporting in bringing these two services together. Joint projects have 
been launched including Menopause awareness, reviewing 
engagement events to support accessibility and developing robust 

Completed – 
Business as 
Usual 
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Theme 
Indicator and 

Action 
Lead/s Timeline Update 

RAG 

opportunities for 
collaborative 
working 

support passports. Further plans are being implemented to further bring 
the structure and workstreams of these two teams together.  

Advance equality 
of opportunity 

Indicator 8: Continue 
to promote and 
embed Reasonable 
Adjustments Plan to 
ensure increased 
use, quarterly 
briefings 

AD of HR 
Ops, 
Disability 
Champion & 
EDI Lead 

Quarterly The Reasonable Adjustments Plan document was reviewed and 
updated over the Autumn of 2022 and sessions were delivered to 
provide managers and HR team with insight to the revised 
documentation.  
 
Individuals who have utilised the documentation have been identified 
and arrangements being made for videos to be developed to share their 
story in and raise awareness. 
 
To make the document more impactful and user friendly for both 
individuals and their managers, a ‘Supporting You’ passport has been 
developed. This interactive document covers general health & 
wellbeing/ menopause and working carers in addition to reasonable 
adjustments.  
 
Positive feedback has been received by staff networks and members of 
the wellbeing and engagement steering committee. Plans being 
finalised to communicate across the Trust.  

Development of 
support 
documents 
complete and is 
yet to be 
launched, and 
so will be part of 
2023/2024 
action plan 

Advance equality 
of opportunity 

Indicator 8: 
Investigate separate 
budget for 
reasonable 
adjustments, as 
recommended by 
WDES 

EDI Lead Autumn / 
Winter 
2022 

Working with finance to establish next steps to obtain a central 
reasonable adjustment budget as it was agreed at the March EDI 
steering group that this should sit independently from the £45,000 non-
pay budget that was agreed for 23/24. 

Outstanding  

Advance equality 
of opportunity 

Indicator 8: Develop 
a business case for 
the EDI and Staff 
Network budget, in 
addition to staffing 
costs. 

EDI Lead Autumn / 
Winter 
2022 

A substantive increase in EDI establishment has been secured via a 
business case – 1  full time band 6 and 1 fulltime band 4. Both roles 
have been recruited to with the band 4 postholder to start in 4th 
September.   
Non-pay budget of £45,000 was approved and will be governed by the 
EDI steering group. Budget utilisation has been developed and 

Completed 
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Theme 
Indicator and 

Action 
Lead/s Timeline Update 

RAG 

approved following further refinement after EDI steering group 
discussions.  

Advance equality 
of opportunity 

Indicator 9b: 
Implement agreed 
actions from the 
Safe Space 
sessions, including: 

- Review and 
champion 
flexible working 

- Buddying as 
part of 
Redeployment 
process 

AD of HR 
Ops 

Winter / 
Spring 
2023 

AD of HR Ops attends safe spaces regularly to feedback concerns and 
comments to inform HR practices. 
   
The network has been involved in reviewing and developing a number 
of policies to ensure they are developed with an EDI lens and is 
particularly inclusive of those with disabilities and LTCs. In particular the 
supporting attendance policy has been extensively reviewed and now 
includes greater provision for people with disabilities or LTC as well as 
greater clarity for managers in terms of applying the policy. To support 
the policy, template letters and forms have been collaboratively 
developed with softer, more compassionate tone as well as 
implementing more meaningful support measures.  
 
In November, a new flexible policy was implemented. Originally there 
where two policies, one for hybrid working and one for flexible working. 
These have now been combined and refreshed. A working group with 
representation from across the trust was involved and reviewed the 
policy before being ratified. Further updated version to be released 
imminently.  
 
New website has been developed that provides further information 
around the types of flexible working, highlighting the benefits of 
supporting colleagues to undertake flexible working. This also 
incorporates guidance and useful documents to further enable the 
facilitation of flexible working across the organisation and to engage 
with managers. The staff survey highlighted the need to do much more 
work in this area and as such a Trust wide working group has been 
launched, base line figures are being established and 
education/communication plan is being actioned. 
 
Redeployment process is being reviewed, with feedback being taken 
into account to inform best practice. This is however still outstanding 
and will be added to the action plan for 2023/24 

Progress being 
made, 
redeployment 
action to be 
incorporated 
into 2023/2024 
action plan  
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Theme 
Indicator and 

Action 
Lead/s Timeline Update 

RAG 

Eliminate 
unlawful 
discrimination, 
harassment and 
victimisation 

Indicator 2: Review 
recruitment practices 
and embed proposed 
changes into 
updated Recruitment 
Policy: 

• Review training 
for current and 
new panel 
members 

• Trial Inclusion 
Ambassadors 

• Focus on 
recruitment to 
Band 8b and 
above. 

AD of 
Recruitment 
& Retention 
and EDI 
Lead 

Winter 
2022 

The policy will be reviewed later this year – extension obtained in order 
to ensure all the developments to the Value Based Recruitment process 
is incorporated and is accurate. This will include enabling diverse 
representation for recruitment of all posts. However, this will not be in 
the form of an inclusion advisor/ambassador, as this doesn’t always add 
value and other trusts have reported a lack of divisional ownership. 
Instead to embed EDI practices, recruiting mangers will need to seek a 
diverse panel from their area whether that be internally or externally. As 
part of this there will be an element of scrutiny from the recruitment 
team to work with divisions to ensure it is as inclusive as possible.  
 
Moreover, the aim is to make training mandatory for all recruiting 
managers which would focus on supporting to reduce bias further.  
 
Currently, 8b and above posts have panels which compositions are 
diverse and stakeholder panels are also strongly encouraged.  
 
Pilots of VBR practices have been conducted for health care support 
workers, roles within clinical support and new EDI team members. 
Recruitment plan role this out more widely after the process is further 
refined shortly. 
 

Progress being 
made so will be 
part of 
2023/2024 
action plan 

Eliminate 
unlawful 
discrimination, 
harassment and 
victimisation 

Indicator 3: Explore 
the reasons for 
significantly higher 
likelihood of disabled 
staff entering the 
formal capability 
process, and put 
changes in place to 
mitigate this 

AD of HR 
Ops 

November 
2022 

Ops HR team are in the process of reviewing and the formal capability 
process in order to provide more support for all including more 
supportive provisions for disabled colleagues. 
 
The team have been working with managers to support distinguishing 
between poor performance due to conduct/capability, poor performance 
relating to a health condition or disability, and any personal factors that 
may be influencing the employee’s performance at work. 
 
A change in duties or working pattern to remove or reduce the effect of 
an employee’s disability or another mitigating factor, to allow them to 
fulfil their job role to the best of their ability, is strongly advocated by the 

Outstanding will 
be part of 
2023/2024 
action plan 
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Theme 
Indicator and 

Action 
Lead/s Timeline Update 

RAG 

operational HR team who work on an individual basis to ensure 
individuals have access to relevant support. 
 

Eliminate 
unlawful 
discrimination, 
harassment and 
victimisation 

Indicators 1 and 10: 
Continue to increase 
ESR disability data 
with the aim of 
exceeding national 
staff survey 
averages.  Aim to 
increase the 
numbers of Doctors 
sharing their 
disability status. 

Disability 
Champion & 
EDI Lead  

Ongoing All new members of the network are asked to check and up to date ESR 
records.  
 
Orange banners around EDI now, where feasible, encourage sharing 
status and include signposting to how to update ESR status – This will 
run quarterly moving forward. 
 
Signposting to encourage updating ESR is being reincorporated to the 
refreshed appraisal documents. 
 
EDI team are now part of the monthly Junior doctor induction 
programme, encouraging doctors to share status on ESR as well as 
part of the support sessions for clinical and non-clinical staff joining the 
Trust. 

BAU 

Foster good 
relations 

Indicator 5: Ask 
leaders with visible 
and/or 
hidden/invisible 
disabilities if they are 
content to share 
their lived 
experience stories 

Chief People 
Officer & EDI 
Lead 

Autumn 
2022 

To support developing an understanding and inclusive culture an EDI 
focused senior leader session took place which included senior leaders 
sharing their own personal experiences.  One of these individuals was 
our Deputy Chief Nurse who has a hidden disability, they shared their 
career journey and the impact that their disability has on their day to day 
work experiences. This was then communicated, with other colleagues 
lived experiences stories, Trust wide as part of Pride Disability month.  
 

Ongoing 

Foster good 
relations 

Indicator 7: 
Investigate funding 
for 4-6 awareness 
sessions on a range 
of disabilities  

EDI Lead Autumn / 
Winter 
2022 

In May, as part of Deaf Awareness week a Deaf Awareness workshop 
was facilitated.  
 
In June the senior leadership forum was focused on EDI covering 
aspects such as unconscious bias and incorporated staff stories 
including those with a disability and LTCs. 
 
In October, as part of National Arthritis Action week, Arthritis Action are 
providing a workshop to increase awareness and understanding as well 
as signposting the support available. 

Ongoing - 
Further 
sessions 
scheduled, with 
a more long-
term provision 
being 
implemented.  
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Theme 
Indicator and 

Action 
Lead/s Timeline Update 

RAG 

A speaker is booked for Disability history month and the 4th anniversary 
of Diversibility. 
 
Moreover to further support disability awareness, EDI section of Acorn 
has been developed to easily find EDI related videos and recorded 
sessions will be added. Access to the resources Skill Boosters has been 
renewed and these resources can be utilised to support education 
colleagues through Acorn as well.    
 
We are also working with Project Choice to roll out Trust wide sessions 
on disability awareness more generally facilitated by specialist 
speakers.  

Foster good 
relations 

Indicator 9b: Find an 
Executive Sponsor, 
ideally with lived 
experience of, or a 
close family member 
with, a disability 

EDI Lead & 
Disability 
Champion 

Autumn 
2022 

Chief People Officer has become the Executive sponsor.  Completed  
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Title of the paper: Workforce Race Equality Standard (WRES) 2022/2023 

Agenda Item: 29B 

Presenter: Andrew McMenemy, Chief People Officer 

Author(s): Alex Paice, Associate Director of OD & Culture  

Purpose: 
 

Please tick the appropriate box  

For approval 
 

 For discussion  For information 

X X  
 

Executive 
Summary: 
 

The purpose of this report is to inform the Trust Board of the results of Trust 
performance on the nine Workforce Race Equality Standard (WRES) metrics 
for 2022/2023. It also provides assurance that the Trust is actively striving to 
reduce the inequalities in the workplace.  

Notable positives include:  

• Indicator 1: Population of multicultural employees has increased from 
45.4% to 47.6%; 

• Indicator 2: A significant improvement has been seen in the relative 
likelihood of white applicants being appointed from shortlisting 
compared to multicultural applicants; 

• Indicator 3: Relative likelihood of multicultural colleagues entering the 
formal disciplinary process compared to white staff has decreased; 

• Indicator 4: Higher level of equitability being seen in regards to access 
to non-mandatory training and continuous professional development 
(CPD). 

 
Areas where metrics have deteriorated in comparison to 2022 include: 

• Indicator 5, 6 & 8: Bullying and harassment from patients, colleagues 
and managers have increased for multicultural colleagues; 

• Indicator 7: Percentage of multicultural colleagues believing that the 
Trust provides equal opportunities for career progression or promotion 
has fallen by 3% and is nearly 10% lower than for White colleagues. 

The action plan accompanying this report focuses on all nine of the WRES 
indicators, under the themes of:  

• Advance equality of opportunity; 
• Foster good relations between those who share a protected 

characteristic and those who do not, and; 
• Eliminate unlawful discrimination, harassment and victimisation. 

  
Many aspects of the priorities align with the People Strategy, recruitment and 
HR practices to support the wide scale cultural transformation needed to make 
the Trust a truly inclusive and positive place to work. 

Trust Board 

5 October 2023 
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Trust strategic 
aims:  
 
(please indicate 
which of the 4 
aims is relevant to 
the subject of the 
report) 

Aim 1 
Best care 

 
Objectives 1-4 

Aim 2 
Great team 

 
Objectives 5-8 

Aim 3 
Best value 

 
Objective 9 

Aim 4 
Great place 

 
Objective 10-12 

 X  X 
 

Links to well-led 
key lines of 
enquiry: 
 

☐Is there the leadership capacity and capability to deliver high quality, 

sustainable care? 

☐Is there a clear vision and credible strategy to deliver high quality, 

sustainable care to people, and robust plans to deliver? 

☐Is there a culture of high quality, sustainable care? 

☐Are there clear responsibilities, roles and systems of accountability to 

support good governance and management? 

☐Are there clear and effective processes for managing risks, issues and 

performance? 

☐Is appropriate and accurate information being effectively processed, 

challenged and acted on? 

☐Are the people who use services, the public, staff and external partners 

engaged and involved to support high quality sustainable services? 

☒Are there robust systems and processes for learning, continuous 

improvement and innovation? 

☐How well is the trust using its resources? 

Previously 
considered by: 

 

Committee/Group Date 

PERC  28/09/2023 
 

Action required: 
 

The Trust Board is asked to receive this report for information and approve this 
report for publication on the Trust website in line with statutory requirements. 
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Agenda Item: 29B 
 
Trust Board 

Title of paper  Workforce Race Equality Standard (WRES) 2022/2023 
 
Presented by: Andrew McMenemy, Chief People Officer 

 

1. Purpose  
 

There is an annual requirement for NHS Trusts to assess their performance against nine specified 

indicators of workplace experience. This is enables organisations to identify areas for further 

development and an opportunity to implement robust action plans to support meaningful 

improvement.   

Implementing the Workforce Race Equality Standard (WRES) is one of the mandated evidence-

based standards that is a requirement under the NHS standard contract. 

The main purpose of the WRES report is: 

• to enable the Trust to review their workforce data against nine mandatory metrics to 
compare the workplace and career experiences of BAME and white colleagues; 

• to track progress in reducing disparities and identify areas for further improvement; 

• to support the development of specific, meaningful action plans to further reduce the 
disparities in workplace experience multicultural and white colleagues; 

• to support in improving multicultural representation throughout the organisation, with 
particular focus on senior leadership roles. 
 

The report and associated action plan will be shared on the Trust website in line with statutory 

requirements. 

2. Background 

 
Enabling our diverse workforce to be healthy, motivated and feel both included and valued is 

crucial to delivering high quality patient care, increased patient satisfaction and improved patient 

safety. 

Historically, reports developed have used the acronym BAME (Black, Asian, Minority Ethnic) 

however to increase inclusivity, “multicultural” was voted by our staff network members to be the 

preferred terminology to use moving forward.  Consequently, this report will use this term to refer to 

this group of colleagues however the ‘BAME’ acronym will be used within charts, and graphs due 

to enable comparison of indicators with historical and national metrics.  
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Since 2017, all NHS healthcare providers have been required to publish WRES reports to support 

organisations with improving understanding of multicultural colleagues’ experiences and enable 

positive change through creating a more inclusive environment for individuals working, or seeking 

employment, within the NHS. 

This provides the Trust with an opportunity to review progress against workforce equality indicators 

year on year and build on progress achieved by developing further plans to support improving the 

lived experiences of multicultural colleagues. It also enables the opportunity to compare 

performance on a national and regional level.  

Of the nine WRES indicators, five focus on workforce data and associated organisational practices, 

four come via the national NHS Staff Survey, with questions exploring the themes around bullying 

and harassment and perceptions of equal opportunities for career progression or promotion. The 

last indicator focuses on representation at board level. 

2.1 Connect Staff Network 
The Trust’s multicultural Staff network, Connect, provides a pivotal route in the organisation for 
colleagues to come together, share experiences and enable voices to be heard in a 
psychologically secure environment. The network has gone from strength to strength with 600 
members from a wide variety of backgrounds and cultures as well as allies from across the Trust. 
 
Connect have developed an active and engaged steering committee with clearly developed 

objectives, identified priorities and areas of focus in order to provide a collective voice for the 

workforce to support real and meaningful change within the organisation.  

 

The Trust senior leadership have worked collaboratively with Connect to deliver transformational 

change and provide assurance of the organisations’ commitment to the EDI agenda. It has done 

this through:  

• Quarterly meetings scheduled with Connect steering group and the Chief Executive. These 
meetings are also attended by the Chief People Officer, Associate Director of OD & Culture 
and Associate Director of Operational HR. 

• The Staff Network Guardian for Connect is the Chief Nurse (who recently commenced at 
the Trust). In addition, the interim Chief Operational Officer has pledged to support and act 
as an advocate for the network. 

• Operational support is provided by the Associate Director of OD & Culture who meets 
monthly/six weekly with the Connect Chair to discuss progress on key actions, identify 
themes arising from safe spaces and plan future approaches to salient workstreams.  

 
In 2020, a fixed term (0.6 WTE) Connect Coordinator role was funded by Raise, the Trust’s charity, 
as a dedicated admin resource for the network. This has significantly enabled the network to 
develop and progress a number of meaningful achievements.  
 
To ensure there are sustainable provisions to support Connect, a business case was developed in 
October 2022 to build the substantive EDI provision by: 

• 1 WTE Engagement and Inclusion Advisor  

• 1 WTE Staff network coordinator 
 
Funding has been agreed from April 2023, and as such both of these roles will play a critical role in 
supporting the EDI lead role and the Connect Chair moving forward as well as working 
collaboratively with the wider staff networks. Moreover, a non-pay budget for all staff networks and 
Trust wide EDI initiatives have been confirmed, with £10,000 being specifically allocated to 
Connect to enable the continuation of the number of engaging, informative and celebratory events 
and initiatives.   
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3. Analysis of our performance against the WRES 2022 
 

 
Indicator 1: Staff from a multicultural background represent 47.6% of the workforce. This increase 
also represents year on year growth of multicultural colleagues joining the Trust, a 7.6% increase 
since 2020 and 2.6% between 2022 and 2023.  
 
Table 1. Year on year overall ethnicity breakdown 
 

  2020 2021 2022 2023 Change from 2022 to 2023 

BAME 40% 42% 45% 47.60% 2.6% 

White 53% 50% 48% 45.50% - 2.5% 

Not Known 7% 8% 7% 6.90% - 0.1% 

 
The overall multicultural representation at the Trust is significantly higher compared to the local 
community which is approximately 22% as well as the Hertfordshire and West Essex Integrated 
Care Board.  Whereby multicultural colleagues comprise 28% of the secondary care workforce. 
Instead, the Trust is more comparable to London (49.9%) rather than to the East of England 
(25.3%)  

 
Figure 1. Percentage representation by ethnicity at each Agenda for Change (AfC) pay band. 

From the graph above:  

• BAME colleagues at AfC Band 5 represent 66.4% – this is attributed to the large cohorts of 
internationally educated nurses that join the organisation.   Our data also indicates that 
BAME employees are underrepresented at more senior roles from AfC band 6 onwards. 

• There is considerably lower representation of BAMEs at Band 4 (27.4%) and Band 7 
(32.8%)  

• While there has been an increase in representation of multicultural colleagues within Band 
8a to VSM roles over the past few years the ‘ceiling effect’ is still apparent where 
proportional representation has yet to be achieved. 
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• Unknown ethnicity information is particularly high around the lower bands and some of the 
higher post (8c and VSM). This is an especially notable variance which could potentially 
skew the data further. 

Figure 2. Percentage representation by ethnicity at each AfC pay band, amongst non-
clinical staff. 

 

 
The overall multicultural representation for non-clinical roles is 24.1% which is a significant 
variation on the overall workforce across all AfC roles.  

Consequently, fig.2 above does not demonstrate the ceiling effect to the same extent as the 
proportional representation of 24.1% is being achieved across a number of bands including bands 
2 (24.7) 3 (25.2%), 5 (28.8%), 7 (28.7%), 9 (33%).  Nevertheless, overall representation still tapers 
off in relation to the higher bandings, as seen below, with the exception of band 9. 

Table 2. Non-clinical senior leader posts by ethnicity  
 

Non - clinical  BAME Unknown White  Total BAME Unknown White 

Band 8a 16 4 47 67 23.9% 6.0% 70.1% 

Band 8b 8 5 31 44 18.2% 11.4% 70.5% 

Band 8c 5 6 18 29 17.2% 20.7% 62.1% 

Band 8d 2  0 17 19 10.5% 0.0% 89.5% 

Band 9 4 1 7 12 33.3% 8.3% 58.3% 

VSM 3 2 12 17 17.6% 11.8% 70.6% 

 

Figure 3. Percentage representation by ethnicity at each AfC pay band, amongst clinical 
staff. 

29

Tab 29 2022/23 Workforce Race Equality Standard and Workforce Disability Equality Standard report

27 of 513 Trust Board Meeting in Public 5 October 2023-05/10/23



7 
 

 

The overall multicultural representation for clinical roles is 53.2%, higher than the overall workforce 

percentage.  

The graph shows: 

- Multicultural colleagues are overrepresented in the band 2 (56.7%) and particularly band 5  
(72.8%).  

- As mentioned previously, the very high number of multicultural colleagues in Band 5 roles 
is largely attributed to international nurses. This also indicates a lack of career 
development/progression for this group of colleagues. This picture aligns with the 
national picture whereby multicultural representation is highest in this banding, which is the 
base grade for registered nurses.   

- Proportional representation is only being achieved in band 3 with significantly less 
representation being seen from Band 7 onwards. 

 

Table 3. Clinical senior leader posts by ethnicity  

Clinical  BME Unknown White Total BME Unknown White 

Band 7 162 26 293 481 33.7% 5.4% 60.9% 

Band 8a 53 7 94 154 34.4% 4.5% 61.0% 

Band 8b 14  0 15 29 48.3% 0.0% 51.7% 

Band 8c 2 2 6 10 20.0% 20.0% 60.0% 

Band 8d 1 1 3 5 20.0% 20.0% 60.0% 

Band 9 1  0 2 3 33.3% 0.0% 66.7% 

 
Figure 4. Percentage representation by ethnicity and level of seniority for Doctors  
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The overall multicultural representation for all medical roles is 66.4%, with 7.1% unknowns and the 

remaining 26.5% being white.  

Table 4. Medical posts by ethnicity  

Doctors BME Unknown White Total BME Unknown White 

Career Grade  103 5 20 128 80.5% 3.9% 15.6% 

Consultant 192 11 111 314 61.1% 3.5% 35.4% 

Training 209 38 70 317 65.9% 12.0% 22.1% 

 

Multicultural representation is highest for doctors who are not in a formal training programme or in 

consultant posts. Further data cleansing exercises within ESR is needed in order to really 

understand this trend, as career grade doctors is a very broad category. It comprises of locally 

employed (previously referred to as Trust doctors) as well as specialist doctors who are very 

experienced and are in senior roles. There is a wide range of reasons behind why individuals may 

be in these posts including:  

• Chosen to ‘step off’ a training programme (i.e., F3 equivalent posts) to work more flexibly, 
work in a specific geographical location without having to rotate to different Trust etc; 

• Gain experience to enhance applications for a specialty training post;  

• Internationally educated graduates who may not be able to enrol onto deanery lead training 
programmes; 

• To focus predominantly on providing direct patient care and less on the other clinical and 
non-clinical responsibilities required of a consultant or trainee. 
 

To provide these doctors with continued professional development, the Trust provides a series of 

developmental sessions through HEE and Miad. As well as providing opportunities to attend 

Simulation and Human Factors training, which provides a safe and supportive environment within 

which they can develop their skills. Moreover, in line with consultants, they have access to a study 

budget of £1,000 per year and 30 days over a 3-year period.  
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The Trust also has an LED Tutor lead who supports these doctors through the appraisal process 

and provides additional career advice.  

Overview of Indicator Performance  

Reviewing the Workforce Race Equality Standard (WRES) Data for 2022/ 2023 against each of the 

key metrics have highlighted several notable improvements: 

 

• Indicator 1: Percentage of multicultural /White staff and VSM. 

 

Multicultural representation has increased further from 2022 and as such is higher than the 

national average (24.2%). Proportion of VSM roles being undertaken by multicultural 

colleagues have also increased (17.65%). As highlighted above there is still further work 

needed to obtain proportional representation across all bandings however year on year 

improvements are being seen. 

 

• Indicator 2: Relative likelihood of white applicants being appointed from shortlisting 

across all posts compared to BAME applicants. 

 

While multicultural applicants remain less likely to be appointed following shortlisting across 

all posts, the extent of the inequity has improved significantly compared to 2022 (reduced 

from 3.33 to 1.34). Moreover, this is below the national average of 1.54. This could be due 

in part to differing methodology of data collection. In 2022 all shortlisting and appointment 

data was drawn from Trac however it is important to note VSM, doctors and executive 

posts along with all international recruitment does not go through this system. 

Consequently, to support in mitigating this, 2023 data was obtained from TRAC for 

shortlisting and ESR for appointments. 75% of trusts have this imbalance where white 

applicants are more likely to be appointed and is considered the most difficult metric to 

change.  

 

• Indicator 3: Relative likelihood of BAME staff entering the formal disciplinary 

process compared to white staff. 

 

Similarly, to indicator 2, multicultural colleagues have an increased likelihood of entering a 

formal disciplinary process though the extent of the inequity has improved significantly 

compared to 2022 (reduced from 2.00 to 1.53). However, this is still higher than the national 

average. These figures include maintaining high professional standards (MHPS) cases in 

relation to doctors. While operational HR have progressed a number of key actions in 

relation to this metric, as highlighted within Appendix A, this will remain a focus within the 

2023/2024 action plan to further reduce this inequity.  

 

• Indicator 4: Relative likelihood of white staff accessing non-mandatory training and 

continuous professional development (CPD) compared to BAME staff. 

 

Again, multicultural colleagues are less likely to access non-mandatory training and 

continuous professional development (CPD), though year on year improvements are being 

seen and this aligns to the national average. However, while the data utilised is more 

insightful than previous reports, caution is needed with this data set as it is comprised of 

only individual CPD applications and does not incorporate apprenticeships, internal 

leadership courses and other internally run development sessions (i.e., simulation). To 

improve data collection moving forward all internal training that utilises CPD funding will 

need to capture demographic information to be eligible for future funding. Moreover 
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apprenticeships are now being processed by an online portal so ethnicity will be recorded 

for all applicants moving forward as well.  

 

Figure 5. Percentage representation by ethnicity of approved continuous professional 

development training 

 

While there is undoubtably additional work required to further improve the indicators above, the 

results regarding the below indicators have showed a decrease since 2022. 

 

• Indicator 5: Percentage of staff experiencing harassment, bullying or abuse from 
patients, relatives, or the public in last 12 months. 
 
Compared to 2022 there has been an increase across all ethnicity groups in the amount of 
bullying and harassment received from patients however multicultural colleagues are still 
more likely to receive such treatment compared to their white counterparts; a pattern that 
has been evident year on year. The score obtained in the 2023 survey is 1.4% higher than 
the national average. 
 

• Indicator 6: Percentage of staff experiencing harassment, bullying or abuse from 
staff in the last 12 months. 
 
93.5% of trusts, have a higher proportion of multicultural colleagues experiencing 
harassment, bullying or abuse from staff and our 2023 scores on this metric all demonstrate 
this (by 4.1%). Although we are below the national average, it remains a concern that more 
than 1 in 4 staff colleagues such behaviour. 
 

• Indicator 7: Percentage of staff believing that their trust provides equal opportunities 
for career progression or promotion. 
 
The trust is 1.7% higher than national average in regard to the percentage of multicultural 
colleagues believing that the trust provides equal opportunities for career progression or 
promotion however there is a significant difference of 9.6 % compared to white colleagues. 
Moreover, the fact this score is less than 50%, is particularly concerning. 
 

• Indicator 8: Percentage of staff personally experiencing discrimination at work from 
a manager/team leader or other colleagues. 
 
Similarly, to indicator 6, multicultural colleagues are still more likely to receive such 
treatment from managers than their white counterparts by 8.6%. The national average of 
multicultural colleagues is 17.3% compared to our local score of 15.1%.  
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• Indicator 9: Percentage difference between the organisations’ Board voting 
membership and its overall workforce. 
 
Multicultural representation in regard to Board voting membership is 25%, this is a 27.6% 
variance compared to the overall workforce demographics (47.6%). The variation since last 
year is due to a change in one unknown voting member, while multicultural and white 
number of voting members remains consistent. Despite being below the Trust average 
there are processes in place to encourage equality of outcome. These include: 
 

• Advertised in the same way as usual roles, via NHS jobs and where necessary 
advertised using recruitment agencies that utilise best practices in regards to EDI; 

• Interview panels are representative and robust stakeholder’s panels with diverse on 
all panels; 

• Non-executives are recruited in liaison with NHS Improvement (NHSI), who 
encourage diversity on interview panels; 

• A ‘pre-recruitment’ process where people can put themselves forward as Associate 
Non- Exec, shadow for six-months before applying for a full role. This supports 
people who do not have previous experience of Board membership.  
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Table 2. WRES Data (Workforce Race Equality Standard) Data 2022/23 

 WRES Indicator 
21/22 
White 

21/22 
BAME 

22/23 
White 

22/23 
BAME 

National 
Averages 

 Comment 

1 

Percentage of multicultural /White 
staff and VSM (please see figures 
on next page for details)  
 

• Overall 

 45.4%  47.6% 

 

↑ 

There has been year on year growth of multicultural 
colleagues joining the Trust. Overall multicultural 
representation at the Trust is significantly higher compared to 
the local community 

 • VSM (3 of 17)  15%  17.65% 

 

↑ 

Each VSM who joins and leaves equates to approx. 5.9%  
 
There is increased representation compared to last year, 
however this is still not proportional. 5 more VSM posts would 
need to appoint colleagues to achieve equitability that aligns 
with overall multicultural workforce percentage.  

2 

Relative likelihood of white 
applicants being appointed from 
shortlisting across all posts 
compared to BAME applicants 

- 3.33 - 1.34 
 

1.54 
↓ 

This is significantly lower that 2022 but still above the non-
adverse range of 0.8-1.2. 

3 
Relative likelihood of BAME staff 
entering the formal disciplinary 
process compared to white staff 

- 2.00 - 1.53 1.14 ↓ 
While this is an improvement on 2022, BAME colleagues are 
still 1.3 times more likely to enter the formal disciplinary 
process  

4 

Relative likelihood of white staff 
accessing non-mandatory training 
and continuous professional 
development (CPD) compared to 
BAME staff 

- 1.5 - 1.1 1.12 ↓ 

Again, this is a positive difference compared to 2022 however 
this data is comprised of only individual CPD training data 
and does not include apprenticeships and internal leadership 
development.  

5 

Percentage of staff experiencing 
harassment, bullying or abuse from 
patients, relatives, or the public in 
last 12 months 

28.1% 29% 28.9% 32.2% 
 

30.8% 
↑ 

Multicultural colleagues are still more likely to receive such 
treatment from the public compared to their white 
counterparts and 3.3% increase since 2022. This is also 
above the national average 

6 
Percentage of staff experiencing 
harassment, bullying or abuse from 
staff in the last 12 months 

23.4% 23.6% 22.8 26.7% 28.8% ↓ 
Multicultural colleagues are still more likely to receive such 
treatment from staff and increase 3.1% since 2022 but is 
below the national average.  

7 

Percentage of staff believing that 
their trust provides equal 
opportunities for career 
progression or promotion 

58% 50.3% 58.3% 48.7% 47% ↓ 

The trust is 1.7% higher than national average in regards to 
the percentage of multicultural colleagues believing that the 
trust provides equal opportunities for career progression or 
promotion but is significantly lower than white colleagues 
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8 

Percentage of staff personally 
experiencing discrimination at work 
from a manager/team leader or 
other colleagues 

6.9% 14.2% 6.5% 15.1% 17.3% ↓ 
Multicultural colleagues are still more likely to receive such 

treatment from managers (8.6%) than there white 
counterparts, though remains below the national average. 

9 

Percentage difference between the 
organisations’ Board voting 
membership and its overall 
workforce 

- -26.6% - - 27.6% - ↓ 

This variation from last year is due to a change one unknown 
voting member. Multicultural and White number of voting 
members remain the same to last year.  
 
Compared to overall workforce multicultural representation 
(47.6%) there is a 27.6% variance compared to the 25% 
multicultural representation within the Board.  

  

Notes on data sources: 
Indicators 1 and 9 - produced via the Electronic Staff Record (ESR) system from the reporting period of 1st April 2022 to 31st March 2023; 
Indicator 2 – Shortlisting was obtained via Trac, the recruitment system which is used for the majority of recruitment, with ESR used for appointments; 
Indicator 3 – collated and provided by the operational HR team; 
Indicator 4 - figures from the Healthcare Academy and CPD Portal;  
Indicators 5 and 8 - 2022 staff survey.  

National averages obtained NHS Workforce Race Equality Standard (WRES) 2022 data analysis report for NHS trusts as well as the National Staff Survey 
Benchmarking report 2022  
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4. 2021/2022 Action Plan & Progress Review  

The action plan developed last year was built on the progress made in previous years and was 

aligned to the Public Sector Equality Duty (PSED) themes of:  

• To advance equality of opportunity;  

• To foster good relations between those who share a protected characteristic and those who 

do not, and; 

• To eliminate unlawful discrimination, harassment and victimisation.  

Appendix A provides details on each individual action identified last year. A good proportion of the 

actions have been completed, although the extent of progress with some have been impacted by 

the changes within the EDI team. Moreover, two actions have extended over this reporting period 

due to the size of the body of work involved and to align with their ‘launch’ dates. These are: 

• The Trust-wide inclusive recruitment processes;  

• Embedding key EDI topics throughout the leadership programmes. 
 

Any outstanding aspects will be incorporated into the 2023/2024 plans.  

Beyond the specified actions there has been a variety of relevant activities that align to the aims of 

the WRES report. These include but not limited to: 

Raising Awareness  

Since the last report, a variety of different of events and campaigns have been facilitated to 

support raising awareness, understanding and fostering good relations between those who share a 

protected characteristic and those who do not.  Examples include: 

• Black History Month;  

• Global Workforce Celebrations; 

• Windrush 75th Celebrations;  

• South Asian History Month;  

• All Stars.  
 

These events are for all ethnicities, to not only celebrate the heritage of colleagues but also to build 
understanding and insight into different cultures. A prominent aspect of these events is enabling 
the voices of our multicultural colleagues though ‘Stories to tell’ - panel discussions.  
 
Facilitating the voices of Multicultural staff and actioning feedback  

A key priority within 2023 was to conduct an extensive review of HR processes and policies in 
order to support facilitating a just and compassionate culture. This piece has been undertaken 
collaboratively with staff network colleagues but particularly with Connect to ensure multicultural 
colleagues are not disproportionately impacted. Insights and feedback from ‘themed’ safe space 
sessions from the wider membership have also fed into this work. 

Following from discussions with Connect steering group, a diversity dashboard has been 
developed to provide transparency and to explore workforce data at a divisional level. This will be 
produced on a 6 monthly basis to enable the analysis of themes and trends in ‘real time’ to enable 
divisional focus and action to be taken. Metrics include proportion of multicultural colleagues in 
senior leadership roles as well as other key metrics around access to training and HR procedures. 
This divisional EDI focus will be further reinforced with related quarterly KPIs. This work will 
contribute to ensure principles of EDI become embedded as the personal responsibility of every 
leader within the organisation. 
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Our ever-developing Freedom to Speak Up (FTSU) service has proactively undertaken an 
extensive engagement campaign in order to encourage those from multicultural backgrounds to 
use the service. Aspects included specifically designed communications, attending staff network 
meetings on a regular basis and ensuring that FTSU champions were representative of the 
workforce in order to foster openness and create psychological safety.  

 

5. Priorities for 2023/2024 

 
The Trust has recently been accepted on to the Diversity in Health and Care Partners Programme 

which will help to support improving practice, frameworks and governance. The Trust has been 

accepted onto the programme based on our intent to develop our EDI Agenda.  

 

The action plan below has been similarly developed to ensure alignment with the PSED. Many of 

the actions depicted, transect across the entirety of the HR division and as such a collaborative 

approach was essential in order to ensure a transformational impact. Therefore, a WRES working 

group will be created in order for leads to discuss progress on their assigned actions and work 

more cohesively.  

 

Objective(s) Indicator and Action Lead/s Timeline 

To advance equality 

of opportunity & 

eliminate unlawful 

discrimination, 

harassment and 

victimisation 

All Indicators: Ensure that every board 
and executive team member have EDI 
objectives and are assessed against 
these as part of their annual appraisal 
process 

CPO / & Associate 
Director of People 
– OD + Culture 

March 
2024 

All Indicators: Protected time for 
network chairs 

Associate Director 
of People – OD + 
Culture 

April 2024 

To advance equality 

of opportunity 

Indicator 1 & 7: Develop a process to 
provide protected secondment 
opportunities for 6 to 12-month to 
support colleagues to gain exposure, 
experience, and ‘on the job’ 
development & education. 

Talent Manager  June 
2024  

Indicator 1&7: Train a minimum of 10 
multicultural colleagues to become 
career coaches to support career 
progression for other multicultural 
colleagues, acting as mentors/ role 
models and creating a psychologically 
safe environment. 

Head of L&D  March 
2024 

Indicator 1, 4 & 7: Launch training 
offer for the cohort of multicultural 
colleagues to further develop their 
skills to apply and interview for roles 
particularly focusing on obtaining roles 
8a and above. 

L&D Lead & Talent 
Managers 

November 
2023 

To eliminate unlawful 

discrimination, 

harassment and 

victimisation 

Indicator 2: Redesign recruitment and 
selection training, with a focus on 
incorporating EDI related aspects, with 
the view to mandating for all recruiting 
managers. 

Head of L&D, 
Head of 
Recruitment & EDI 
lead 

November 
2023 
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Objective(s) Indicator and Action Lead/s Timeline 

 

 

 

To eliminate unlawful 

discrimination, 

harassment and 

victimisation 

Indicator 2: Update Recruitment and 
Selection Policy, being more explicit 
around selecting and appointing 
procedures in line with EDI best 
practice principles. 

Head of 
Recruitment & EDI 
lead 

January 
2024 

Indicator 2: Further widen recruitment 
opportunities within local communities 
by attraction and recruitment events.  

Head of 
Recruitment & 
Talent Managers 

March 
2024 

Indicator 3: To implement a more 
robust process to capture data for 
both informal and formal cases in 
order to establish relative likelihood for 
informal processes and triage panels.  

HRBP – Corporate 
& Emergency 
Medicine  

November 
2023 

Indicator 3: Further develop triage 
panels through designing and 
implementing templates to support 
decision making as well as 
implementing cultural ambassadors.  

Associate Director 
of People – 
Operational HR 
 

February 
2024 

To foster good 

relations between 

those who share a 

protected 

characteristic and 

those who do not 

Indicator 3: Working with colleagues 
across the Trust to equip and 
empower them to undertake difficult 
conversations and to manage conflict 
locally in the first instance 

Head of L&D  August 
2024 

Indicator 3: Launch a campaign to 
elevate awareness around the 
mediation service available. 

HRBP of Clinical 
Support  

January 
2024 

To eliminate unlawful 

discrimination, 

harassment and 

victimisation 

Indicator 3: Implement regular case 
reviews with staff side to promote 
routine learning lead by the HR 
Business Partners 

• Particularly involving those 
cases involving multicultural 
colleagues to determine if the 
action was appropriate or to 
identify any underlying issues 

Employment 
Solicitor  

December 
2023 

To advance equality 

of opportunity 

 

Indicator 4: Improve data collection by 
ensuring demographic information is 
captured for all internal training that 
utilises CPD funding.  

Talent Manager   April 2024 

Indicator 4 & 7: Improve 
communications and publicity across 
the Trust around education and 
development opportunities to increase 
transparency as well as key EDI 
workstreams, network and 
achievements. 

Head of L&D and 
Talent Manager  

January 
2024 

Eliminate unlawful 
discrimination, 
harassment and 
victimisation 

Indicator 5: Evaluate the trial of body 
worn cameras for staff. 

Head of Security January 
2024  

To advance equality 

of opportunity & 

eliminate unlawful 

discrimination, 

Indicator 6 & 8: Key board members 
and Divisional triumvirates to 
demonstrate their commitment to anti-
racism and highlighting what actions 
will be taken through an Anti-racism 
pledge.  

Associate Director 
of People – OD + 
Culture  

October 
2023 
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Objective(s) Indicator and Action Lead/s Timeline 

harassment and 

victimisation 

Indicator 6 & 8: Develop an Antiracism 
Policy 

Associate Director 
of People – OD + 
Culture 

January 
2024 

To eliminate unlawful 

discrimination, 

harassment and 

victimisation 

 

To foster good 

relations between 

those who share a 

protected 

characteristic and 

those who do not 

Indicator 6 & 8:  Develop and 
implement an Anti-Racism Toolkit 

EDI Lead  March 
2024 

Indicator 6 & 8: To redesign through 
co-creation and launch Trust wide 
values and behaviours 

Associate Director 
of People – OD + 
Culture 

April 2024 

Indicator 6 & 8: Implement effective 
EDI training to support understanding 
across EDI outcomes, through 

• Refreshed online modules;  

• Further Cultural awareness 
sessions; 

• Embedded EDI + Wellbeing 
sessions for managers. 

Head of L&D & 
EDI Lead 

January 
2024 

Indicator 6 & 8: Increased focus on 
civility in the workplace including;  

• Roll out of a Trust wide 
campaign on Civility in the 
Workplace;  

• Implement findings of the NHS 
England Civility and Respect 
diagnostic tool; 

• Develop and embed new 
behavioural framework; 

• Encourage staff to report 
instances of discrimination and 
micro-aggression; 

• Implement a clear zero-
tolerance approach to bullying 
through the delivery of actions 
plans, guidance and a Trust 
wide ‘Big Conversations’  

Associate Director 
of HR Ops 
 
People Promise 
Manager  

July 2024 

To advance equality 
of opportunity 

Indicator 7: Further explore the 
reasons behind the deterioration of the 
perception of equal opportunities and 
career progression compared to the 
relative improvement in the recruitment 
metric. 

Talent Managers 
and Network 
Chairs 

December 
2023 

Indicator 7: Launch Talent-based 
appraisal documentation, incorporating 
new values and transferring on to 
Acorn 

Talent Managers 
and People 
Promise manager 

April 2024 

To advance equality 
of opportunity 

Indicator 9: Trust Board to consider 

whether any positive action can be 

undertaken in order to improve ethnic 

diversity when further Board positions 

arise.  

Chief People 
Officer  

June 
2024  
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6. Conclusions  
 

While it is important to recognise the achievements that have been made over the period of this 

report, it is vital to note that there is still a great amount of work needed to be undertaken to 

achieve the Trust’s strategic goals and truly embed EDI throughout the organisation.  

Further progressing the elements identified in the people strategy alongside strengthening values-

based recruitment and HR practices will be fundamental in achieving the wide scale cultural 

transformation needed to make the Trust a truly inclusive and positive place to work. 

7. Risks 

 
The above paper supports meeting the requirements of the standard NHS contract. The developed 

action plan for 2023 / 2024 help support mitigating the following risks: 

 

• Risk of not attracting and appointing a diverse range of individuals with the right skills 
and personal values that align with the Trust; 

• Risk of being unable to develop an inclusive and equitable organisation. As 

demonstrated by the gender/race pay gap, the workforce race and disability equality 

reports, disparities remain and whilst some progress has been made, it has been slow 

and is not consistent across all areas of the workforce; 

o This in turn could negatively influence the perceptions of prospective and 

current employees; 

• Risk in the ability that the Trust will be able to comprehensively support its diverse 

workforce, impacting staff experience/moral and ultimately negatively impacting 

turnover; 

• Risk in the Trust being able to meet the depicted Equality Delivery System criteria 

satisfactorily;  

• Risk that the Trust is unable to demonstrate to employees a serious commitment 

towards EDI, engagement and wellbeing. 
 

 

8. Recommendation  
 

Trust Board is asked to receive this report for information and approve this report for publication on 

the Trust website in line with statutory requirements. 

Name of Director Andrew McMenemy, Chief People Officer  

Title Workforce Race Equality Standard (WRES) 2022/2023 

Date: 31 August 2023  
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Appendix A - Workforce Race Equality Standard (WRES) – 2022/2023 Action Plan  

Theme Indicator and Action Lead/s Timeline Update  RAG 

Advance 
equality of 
opportunity 

Indicator 4: Include data 
on unsuccessful CPD 
applications in 2022/23 
WRES report.  

EDI Lead & 
Talent 
Manager/s 

Summer 2023 More demographic and banding details are now available on the 
system which will enable more detailed analysis of the data from 
23/24.   
 
The current configuration of the CPD application portal means 
that that the majority of individuals who have used the system 
have already had their training approved via the Training Need 
Analysis process. However, where applications where 
unsuccessful, in the majority of cases these were due to:  

- Duplicate applications; 
- Managers hadn’t approved before course start date; 
- Request not aligned to the financial year; 
- The funding exceeded departmental funding allocation;  
- redirecting to an apprenticeship route.   

Completed 

Advance 
equality of 
opportunity 

Indicators 5, 6, 7, 8, 9: 
Submit proposal for 
Staff Network Chairs 
protected time and 
budgets, including 
Connect. NB Connect’s 
charity budget due to 
be spent by Dec 2022. 

EDI Lead, in 
liaison with all 
Staff Networks 
Chairs 

November 2022 EDI staff network non-pay budget has been allocated (£45,000).  
Budget utilisation have been developed and approved by EDI 
steering group.  
 
 
Working with finance to establish steps to secure funding to 
enable protected time. 

Completed  

Protected 
time 
outstanding 

Advance 
equality of 
opportunity 

Indicator 7: Ensure 
higher take up of 
targeted coaching 
sessions to BAME staff 
employed at Band 8b-
8ds.   

Head of L&D Oct-Dec 2022 L&D have commenced regular reporting of the uptake of 
coaching by different groups of staff. There are currently 46 
clients being career coached (as opposed to clients of other 
types of coaching) of which 21 are from an ethnic background. 
 
Multicultural colleagues who are in roles ranging from 8b-8ds 
have all be directly contacted to invite them to be career 
coached.   
 
There are plans in place to raise Coaching Service capacity 
across the Trust in the medium term (Q3/Q4 23/24). However, in 

Ongoing 
targeted 
approach 
needed 
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Theme Indicator and Action Lead/s Timeline Update  RAG 

the interim if the demand overwhelms the Coaching Service’s 
capacity, then a coaching circle will be developed (train those 
requiring coaching in coaching skills and have them coach each 
other, overseen by group coaching provided by Head of L&D).  
 

Advance 
equality of 
opportunity 

Indicator 7: Explore the 
reasons for the pattern 
of Bands 5-7 Nurses 
from India and the 
Philippines, particularly 
retention and career 
progression:  

• Analyse data on 
recruitment, 
promotion and 
leavers; 

• Analyse formal or 
informal 
information about 
leaving reasons. 

EDI Lead, 
Workforce 
Information 
Manager, Head 
of Recruitment, 
AD of HR Ops 

Autumn 2022 Deep dive was undertaken with Recruitment & Workforce 
Information teams. An overview of this was:  

- Within the last reporting period 56 Filipino and 103 
Indian nurses left.  

- The main reason for both Filipino (62.5%) Indian (71.8%) 
nurses was relocation. This has been linked to cost of 
living in regards to cost of housing and the ability to get 
higher London weighting at Trusts not that far away.  

- Followed by promotion (12.5%, 4.9%), work life balance 
(5.4%, 6.8%), dependents (7.2%, 1.9%) 

 

 

Completed 

Advance 
equality of 
opportunity 

Indicator 7: Explore the 
reasons that BAME 
staff make up 59% of 
Consultants compared 
to 75% of Non-
Consultants. 

EDI Lead November 2022 A number of non-consultant doctors who are from multicultural 
backgrounds are SAS doctors or LED doctors (both non-training 
posts) and a high number of these doctors have graduated and 
trained overseas (International Medical Graduates - IMG).  
Due to the competitive nature of specialist training programmes 
it is not always possible for IMG doctors to immediately join 
training programmes and they will undertake SAS or LED posts 

Completed  

Filipino - leavers 2020/2021 2021/2022 2022/2023 Total Filipino - Leavers 2020/2021 2021/2022 2022/2023

Band 5 9 20 20 49 Band 5 18.4% 40.8% 40.8%

Band 6 3 4 7 Band 6 0.0% 42.9% 57.1%

Grand Total 9 23 24 56 Grand Total 16.1% 41.1% 42.9%

Indian - Leavers 2020/2021 2021/2022 2022/2023 Total Indian - Leavers 2020/2021 2021/2022 2022/2023

Band 3 1 1 2 Band 3 0.0% 50.0% 50.0%

Band 5 12 31 45 88 Band 5 13.6% 35.2% 51.1%

Band 6 5 7 12 Band 6 0.0% 41.7% 58.3%

Band 7 1 1 Band 7 0.0% 0.0% 100.0%

Grand Total 12 37 54 103 Grand Total 11.7% 35.9% 52.4%
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Theme Indicator and Action Lead/s Timeline Update  RAG 

to give them valuable NHS experience. The trust gets 
approached by doctors from these groups who would like to 
undertake clinical attachments/work shadowing to gain more 
experience. A process has been developed and where feasible 
these are facilitated.   
Moreover, the Trust provides these doctors with the opportunity 
to undertake development programmes through HEE.  The 
Trust also has a LED Tutor lead who supports these doctors 
through the appraisal process and offers career advice. The 
Trust provides the opportunity to attend Simulation and Human 
Factors, providing a safe and supportive environment within 
which they can develop their skills. 

Advance 
equality of 
opportunity 

Indicator 7: Targeted 
skills development and 
assessment days for 
BAME staff employed in 
Bands 7-8a (Medical 
and Non-Medical). 

Head of L&D  February 2023 Connect Chair has liaised with the Talent team in order to 
develop and schedule targeted skill days to support developing 
interview and assessment as safe spaces have indicated that is 
a significant area which is impacting on career progression. 
These have been scheduled and will become business as usual  
 
Moreover, L&D team have also relaunched interview and 
assessment sessions and those currently enrolled mirror Trust 
demographics.   
 
Lastly, VR training focusing on developing interview preparation 
and practice which took place in June for band 6s and above.   

Scheduled 
and so will 
be part of 
2023/2024 
action plan 

Advance 
equality of 
opportunity 

Indicator 7: Develop a 
new Talent-based 
appraisal content.  

Talent Team Summer 2023 Draft of a new Talent-based appraisal content been developed 
which also includes more reference to wellbeing and flexible 
working.  
 
A support guide has been developed to support both the 
appraisee and the appraiser. Inclusion of sign posting to ESR 
self-service to encourage sharing demographic information.  
 
Divisional, HRBP, staff side and staff network representatives to 
review and provide feedback before formalising and launching.  
 

Good 
progress 
but has yet 
to be 
launched 
and so will 
be part of 
2023/2024 
action plan 
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Theme Indicator and Action Lead/s Timeline Update  RAG 

Moreover, since the 2022 WRES report the Trust has invested 
in an online software to facilitate appraisals through Acorn – 
L&D and talent to work collaboratively to design format with 
software designers.  
 
Revised timeline developed to enable transfer across to an 
online system with alignment with the values refresh  

Advance 
equality of 
opportunity 

Indicator (several): 
Establish whether any 
ethnicities within the 
BAME demographic are 
over-represented in the 
most recent WRES 
report (indicators 1-4 
and 9). 

Workforce 
Information 
Manager & EDI 
Lead  

Autumn 2022  2021/2022 data was reviewed and in regard to overall workforce 
the 3 highest ethnicities excluding white British were Asian or 
Asian British – Indian colleagues (16.6%) followed by Asian or 
Asian British - Any other Asian background (9.6%) & Black or 
Black British – African (6.4%). 
 
Asian British – Indian & Pakistani and any other Asian 
background along with Black British – African are 
overrepresented in clinical Band 2 & 5 roles. 
 
In terms of Metric 9 – no ethnicity within the multicultural 
demographic was overrepresented.  

Completed 

Advance 
equality of 
opportunity 
and 
 
Eliminate 
unlawful 
discrimination, 
harassment 
and 
victimisation 

Indicators 1, 3, 4, 9: 
Evaluate WRES 
indicators at divisional 
level:  

• Indicator 1 and 
9, seniority 

• Indicator 3, 
disciplinary 

EDI Lead, 
supported by 
Workforce 
Information 
Mgr, AD of HR 
Ops and Head 
of L&D 

Autumn 2022  EDI dashboard has been created for the EDI steering group that 
provides more of a divisional focus of the distribution of where 
formal HR cases are arising from, and the seniority of 
multicultural in more detail.  
 
This will be updated, shared and reviewed on a 6 monthly basis 
to inform insight, discussion and next steps.  
 
Moreover, the following two elements have been added to the 
main IPR: 
- Multicultural staff wte as % of staff in post  
- Multicultural staff wte as a % of staff in post specifically band 
8a and above. 
Quarterly KPIs now include: 
- Likelihood of participating on leadership development  
programmes – Multicultural /Disability 

Completed  
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Theme Indicator and Action Lead/s Timeline Update  RAG 

- Metric 2 and Metric 3 to track variation through the year 

Foster good 
relations 

Indicator 6 and 8: 
Increase the number of 
staff participating in the 
bitesize Cultural 
Awareness training.  

EDI Lead and 
Head of L&D 

Ongoing The trust wide cultural awareness programme launched in 
September. Following initial launch content will be further 
reviewed and used as a basis for redesigning the online cultural 
awareness module to roll out such training in a variety of 
mediums. 
 
L&D facilitators have attended train the train the trainer courses 
which has enabled cultural awareness session to be 
incorporated in to the new leadership courses (band 2 to 8b) as 
well as essential line management training.  

Ongoing – 
Key EDI 
Objective 
and so will 
be part of 
2023/2024 
action plan 

Foster good 
relations 

Indicator 9: Extend the 
Trust’s reciprocal 
mentoring programme, 
to at least a further 10 
BAME staff and senior 
staff, using training 
such as the NHS 
Leadership Academy.  

EDI Lead  Jan 2023 Reciprocal mentoring programme relaunched in July with 42 
colleagues (22 pairs). Programme plan has been consolidated 
and will be regularly reviewed. A second cohort will be launched 
later in the year in order to extend the opportunity to others who 
have heard of the positive experiences staff network have had 
so far.   
The pilot focused on staff network members across protected 
groups – with the majority of the members coming from 
CONNECT.  

Ongoing 

Foster good 
relations and 
 
Eliminate 
unlawful 
discrimination, 
harassment 
and 
victimisation 

Indicator 5: Review and 
update training to 
support EDI outcomes 
in patient services, such 
as domain 1 of EDS 
and Making Local 
Healthcare Equal: 
Healthcare concerns in 
Black and Asian 
communities.  This may 
include: cultural 
competency; 
unconscious bias; anti-
racism; understanding 

EDI Lead and 
EDI Steering 
Group Chairs 

March 2023 Leadership Development Review Editorial Board has been 
established to facilitate co-creation of the new leadership 
programmes (bands 2 - 8b) and has provided the opportunity to 
embed and entwine key EDI elements throughout the 
programmes.  
 
Online training EDI resources have been obtained via Skill 
Boosters that cross-sect across all protected groups but has 
many relevant aspects that align with supporting improving the a 
number of the WRES Metrics – Further advertisement of these 
and embedding them into processes are needed to ensure they 
are impactful as possible.  
 
Moreover, elements will be incorporated within the essential line 
management training 

Good 
Progress 
being made 
– extent of 
redesign 
extends 
beyond this 
reporting 
period and 
so will be 
part of 
2023/2024 
action plan 
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Theme Indicator and Action Lead/s Timeline Update  RAG 

disparities and health 
inequalities. 

Eliminate 
unlawful 
discrimination, 
harassment 
and 
victimisation 

Indicators 2, 3, 4, 5, 6, 
7, 8: Confidential 
themes from Staff 
Network’s safe space 
sessions to be fed back 
to EDI Steering Group 
at least twice a year. 

Connect and all 
Staff Networks  

Bi-annually Safe Space session feedback has been shared in CEO + 
CONNECT Quarterly meetings. HR linking in with key 
representatives to inform learning and process 
 
Staff networks provide regular reports to the EDI steering group 
and include key themes that have arisen from safe space 
sessions.  

Ongoing  

Eliminate 
unlawful 
discrimination, 
harassment 
and 
victimisation 

Indicator 2: Review and 
update Recruitment 
Policy.  Consider 
diversity of panels for 
Band 8b and above; 
Inclusion Ambassadors; 
training for all panel 
members, current and 
future. 

Head of 
Recruitment 

Winter 2022 The policy will be reviewed later this year – extension obtained 
in order to ensure all the developments to the Value Based 
Recruitment process is incorporated and is accurate. This will 
include enabling diverse representation for recruitment of all 
posts. However, this will not be in the form of an inclusion 
advisor/ambassador, as this doesn’t always add value and other 
trusts have reported a lack of divisional ownership. Instead to 
embed EDI practices, recruiting mangers will need to seek a 
diverse panel from their area whether that be internally or 
externally. As part of this there will be an element of scrutiny 
from the recruitment team to work with divisions to ensure it is 
as inclusive as possible.  
 
Currently, 8b and above posts have panels which compositions 
are diverse and stakeholder panels are also strongly 
encouraged.  
 
Moreover, the aim is to make training mandatory for all 
recruiting managers which would focus on supporting to reduce 
bias further.  
 
Pilots of VBR practices have been conducted for health care 
support workers, roles within clinical support and new EDI team 
members. Recruitment plan role this out more widely after the 
process is further refined shortly.  

Good 
Progress 
being made 
– extent of 
redesign 
extends 
beyond this 
reporting 
period and 
so will be 
part of 
2023/2024 
action plan 
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Theme Indicator and Action Lead/s Timeline Update  RAG 

Eliminate 
unlawful 
discrimination, 
harassment 
and 
victimisation 

Indicator 3: Embed 
Connect proposed 
changes to disciplinary 
process from 
September 2021. 

AD of HR Ops August 2022  Disciplinary process have been reviewed and the policy has 
been developed collaboratively with many members of Connect 
and other networks.  
 
Triage panels are more diverse and are now comprised of EDI 
rep, HR rep, senior manager(s) and staff side rep.  
 
HR meeting with Connect chair to review feedback from safe 
spaces in order to also inform the HR processes.  These will 
take place reguallrly moving forward.  

Ongoing – 
further 
refinements 
necessary 
to support 
reducing 
metric 3  

Eliminate 
unlawful 
discrimination, 
harassment 
and 
victimisation 

Indicator 3: Identify 
relative likelihood of 
entering the triage 
process for BAME 
employees.  

AD of HR Ops Autumn 2022  In the process of exploring this action it became apparent that 
there is currently no central database that concisely records 
both informal, triage panels and formal processes in order to 
establish relative likelihood across every stage. 

Outstanding 

Eliminate 
unlawful 
discrimination, 
harassment 
and 
victimisation 

Indicator 5: Evaluate 
the trial of body worn 
cameras for staff. 

Head of 
Security 

Autumn 2022 There were 12 BWC's (Body Worn Cameras) allocated for the 
trial period: 
• CED 
• A&E in TAMS Majors and Resus 
• Casio 
• AAU Lvl1 
• Bed Managers 
 
Only staff in AAU Level 1 were using them correctly -so to 
ensure they are provided the best opportunity for success in the 
use of the BWC's, the team will be moving them all to ED before 
committing to going further. Going forward, new Security 
Service provider will supply all their own BWC's (though all data 
captured is owned by the Trust). 

Yet to be 
evaluated 
and 
embedded 

Eliminate 
unlawful 
discrimination, 
harassment 

Indicator 6 and 8: 
Enhance FTSU 
partnership working 
with staff networks and 
Staff Side colleagues. 

Freedom to 
Speak Up 
Guardian  

Autumn 2022 The guardian of FTSU attends staff network meetings, a 
minimum of once a year, and has supported with the facilitation 
of safe space forums the networks have run.  
  

Ongoing  
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Theme Indicator and Action Lead/s Timeline Update  RAG 

and 
victimisation 

The demographic composition of the champions aligns 
approximately with the workforce as a whole with 60% being 
female and 40% being male, 45% BAME and 55% white and 
other non BAME, groups such as Polish, Filipino etc. Moreover, 
recruitment of champions have also taken place from within 2 of 
the network groups (CONNECT +LGBT).  
 
The FTSU strategy has provided the opportunity to underpin our 
commitment to ensuring Equality Diversity and Inclusion is at 
the heart of this provision, where every member of the Trust has 
a voice that counts, through our FTSU service. 
 
The trust launched the ‘Difference Matters’ project in the 
Autumn of 2022 based on the National Guardian Office model, 
all staff from ethnic backgrounds received a questionnaire 
designed to establish what they knew about FTSU and whether 
they would feel safe to use it as a way of raising concerns. The 
feedback highlighted that a high proportion of staff responding 
have a good knowledge of the service and how to use it.  
The narrative feedback from the Difference Matters 
Questionnaires indicates that these staff feel that it is important 
but further work is underway to raise the profile for BAME 
colleagues:. 
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Executive 
Summary 
 

The purpose of the report is to provide an update to the Board on progress being made on the 
Strategic Objectives as evidenced by the supporting priority projects in the Better Care Delivered 
Differently Programme (BCDD). The main body of the report includes the delivery status of the 
trust’s strategic objectives and the status of priority projects under the Better Care Delivered 
Differently (BCDD) programme, providing assurance of the progress being made. 
 
The key, strategic objective, highlights in the report are as follows: 
Four strategic objectives are on target, and these are improving access to care, reducing 
inequalities, develop as a learning organisation and environmental sustainability. Culture of 
inclusion and diversity is not due to report this quarter and Digital and IT innovation is reported 
elsewhere. The strategic objectives that are not on target are summarised below with supporting 
detail contained in the main report: 
 
Objective 1 - Resilient Services 

• Full engagement and a way forward have not been achieved between the collaborative 
trusts. A meeting to progress this is set in early October 2023. 

 
Objective 4 - Transforming Services- Virtual Hospital 

• VH activity continues to increase, and the trajectory has been revised due to the initial 
business case targets for the staged delivery of activity being inaccurate. 

• The development of new pathways continues, which includes Trauma an Ortho, 
Colorectal, Diabetes, and Children and Young People. 
 

Objective 4 - Transforming Services- Maternity Services. 

• Trust remains fully compliant with Ockenden 1 and work is ongoing to finalise 
remaining open actions in Ockenden 2. 

• Vacancies, turnover and responsiveness to Friends and Family Tests remain below 
target but work is ongoing to mitigate. 
 

Objective 4- Transforming Services- Outpatients 

• Specialty level outpatient review meetings are facilitated, and actions are tracked 
monthly, with specific services being reviewed twice a month. 

• Outpatients follow up ratios, PIFU and remote outpatients’ attendances are currently 
reporting below expected target. 

 
Objective 5 – Best Value 

• The Trust has reported a £7.4m deficit position of income over expenditure, which was 
£5.2m away from the forecasted expectation. 

 
Objective 7- Improve Workforce Sustainability. 

• Turnover continues to reduce, as does the number of staff leaving the Trust within the 
first 12 months. 
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• Overall turnover rates for the Trust and for new staff are still below target and higher 
than the target. 

 
Objective 10 – New & Refurbished Hospitals 

• Approval of the OBC and a clear programme for the FBC and construction is yet to be 
agreed with regulators. 

• May 2023 saw the funding for the plans, for a new hospital at Watford, would be fully 
funded. 

 
The key, BCDD, highlights in the report are as follows: 
GREEN RAG: One Programme 
AMBER RAG: Four Programmes 
 
The BCDD Programmes that are currently reporting as AMBER are noted below: 
Programme 1 – Best Care 
P1.3 – Development of an elective system hub 

• The Final Business Case is currently being worked up and work is ongoing to finalise. 
This is expected to complete in Autumn 2023 and ongoing conversations are taking 
place to finalise the timeline. 

P1.5 – Remove multi appointment pathways (Urology) 

• Concerns that the Trust financial position can no longer support funding for this 
programme for the Financial Year an the upcoming. Work is ongoing to identify 
opportunities to use the allocated investment for this Financial Year, 

 
Programme 2 – Integrated Care 
P2.1 – Virtual Hospital 

• Overall VH activity remains under target with the current occupancy noted at 61%. 

• Financial constraints will restrict the development of the new Virtual Hospital, limiting 
the overall potential to achieve the trajectory. 

 
Programme 3 – Personalised Care 
P3.2 – Promote Inclusion Across our Services 

• Recommendations for the Healthwatch ‘Making Local Healthcare Equal’ Report are still 
to be actioned. 

• Whilst continual engagement has been taking place with the co-production board the 
most recent meetings have been stood down, due to industrial action, which increases 
the risk that the co-production methodology is not effectively employed to support the 
development of this work. 

 
Programme 4 – Consistent Care 
P4.2 – Theatre Productivity Improvement Programme 

• Key focus on two workstreams continues with a focus on booking and planning the on 
the day processes. 

• Work is ongoing to integrate process and policy as BAU with plans for regular 
stakeholder engagement and accountability of utilisation of productivity improvement. 

 

Trust strategic 
aims  
 
(please indicate which 
of the 4 aims is 
relevant to the subject 
of the report) 

Aim 1 
Best care 

 
Objectives 1-4 

Aim 2 
Great team 

 
Objectives 5-8 

Aim 3 
Best value 

 
 
 
 
 
 
 
 
 

Objective 9 

Aim 4 
Great place 

 
Objective 10-12 

✓ ✓ ✓ ✓ 
 

Links to well-led 
key lines of 
enquiry 
 
 

☐Is there the leadership capacity and capability to deliver high quality, sustainable care? 

☒Is there a clear vision and credible strategy to deliver high quality, sustainable care to people, 

and robust plans to deliver? 

☐Is there a culture of high quality, sustainable care? 

☒Are there clear responsibilities, roles and systems of accountability to support good 

governance and management? 
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☒Are there clear and effective processes for managing risks, issues and performance? 

☐Is appropriate and accurate information being effectively processed, challenged and acted 

on? 

☐Are the people who use services, the public, staff and external partners engaged and involved 

to support high quality sustainable services? 

☐Are there robust systems and processes for learning, continuous improvement and 

innovation? 

☒How well is the trust using its resources? 

Previously 
considered by 

 

Committee/Group Date 
  

  
 

Action required The Board is asked to note the progress made in the delivery of the Trust’s strategic objectives 
and the position of BCDD priority projects.  
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The sequencing of this report is strategic objectives 

delivery, followed by programme summaries of 

supporting BCDD priority projects

Strategic Objectives (Q1 2023 – 2024) & Better Care 

Delivered Differently Report
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2

Introduction
Our vision is to deliver the very best care for every patient, every day. The five-year Trust Strategy set in 2020 describes how we will achieve this,
through the delivery of our four ambitions of Best Care, Best Value, Great Team and Great Place.

Every two years the Trust agrees a set of objectives and the priority plans that will help us realise our vision. Refreshed in 2022, this second cycle of
strategic objectives reflect a complex and challenging set of circumstances post covid. Delivery of our strategic objectives will ensure we have
addressed both the immediate challenges and our long-term direction, to give us the confidence that we are taking the right steps towards our new
future.

The main body of the report includes the delivery status of the trust’s strategic objectives and the status of priority projects under the Better Care
Delivered Differently (BCDD) programme, providing assurance of the progress being made. The overall RAG ratings for our strategic objectives and
BCDD priority projects are noted below:

Strategic Objective Q1
23-24

1 Resilient Services A

2 Improving Access to Care G

3 Reducing Inequalities G

4

Transforming our Services (VH) A

Transforming our Services (Maternity) A

Transforming our Services (Outpatients) A

5 Best Value A

6 Culture of Inclusion & Diversity Not due

7 Improve Workforce Sustainability A

8 Develop as a Learning Organisation G

9 Digital IT & Innovation N/A 

10 New & Refurbished Hospital Buildings A

11 Reduce our Carbon Footprint G

BCDD Programme Jun 23 Sep 23

1 Best Care A A

2 Integrated Care A A

3 Personalised Care G A

4 Consistent Care A A

8 Redevelopment A G
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Strategic Objectives - Summary 

Objective 1 – Resilient Services. Amber RAG

Following initial discussions a follow up meeting has taken place with the CEOs and Strategy Officers of the collaborative trusts, but full engagement and a way forward has not been

achieved. To facilitate the next stage of the work and ongoing discussions a meeting with ENH and WHTH is taking place in early October to agree way forward. The outline delivery plan has

been submitted by the focus is likely to be fragile services, in the medium term.

Objective 2 - Improving Access to Care. Green RAG

Delivery has been closer to plan for first OP appointments with a relatively small shortfall. Work is ongoing to focus on increasing Patient Initiated Follow Up (PIFU) to reduce demand – this

has delivered a better uptake, but rates are below the requirement. The diagnostic and elective inpatient activity plans have been achieved. Noting RTT & Cancer waiting times, there were

0x104 week waiters in this period, and although there were 7x78 week waiters, this position is the lowest in the ICS and all patients have plans in place. Additionally, the reduction of cancer

long waits has been successful with fewer patients over 62 days than anticipated.

Objective 3 – Reducing Inequalities. Green RAG

The three commissioned services, to be reviewed FY23/24, have now been agreed internally and with the Integrated Care Board. These services have been identified as Maternity Services,

Diabetes Services and Gypsy and Traveller Empowerment. Work is now ongoing with the HR and OD team to align the deliverables of EDS Domains 1, 2 and 3 to ensure a timely submission

by the required deadline. Currently working with operational leads to create project groups to develop relevant evidence packs for each of the domain sub themes for EDS Domains 2 & 3.

Objective 4 – Transforming Our Services -Virtual Hospital (VH). Amber RAG

VH activity continues to increase, and the trajectory has been re-structured. The target for the staged delivery of beds was not initially thought through and the incrementation of capacity

to reach the delivery of beds target has therefore been re-structured as a result. VH activity data is noted as the last month of the current quarter to provide a long-view snapshot of the

overall position at the end of each quarter. This has been agreed as it provides a fairer representation of the overall position as opposed to a snapshot of the last day of the quarter or taking

the whole quarter where performance was improving.

Objective 4 – Transforming our services – Maternity. Amber RAG

The maternity incentive scheme has been published alongside the Core Competency Framework and SBLCB and a hybrid model has been agreed for the maternal medicine network. The 

Trust remains fully compliant with Ockenden 1 (which has now been closed) and work is currently ongoing to finalise the remaining open action in Ockenden 2. The team have transferred 

to IQIVIA connections, for Friends & Family Tests, and IQIVIA are supporting with ongoing staff engagement via bespoke workshops. Currently on track with the completion of all CQC must 

and shouldn’t do’s and are on track with the completion of all overdue reports.

Objective 4 – Transforming our services - Outpatients. Amber RAG

A trust wide outpatient plan has been developed and approved through internal governance. This plan has been approved by the WHTH CEO, at the beginning of August 2023, and currently 
spans up until March 2024. Specialty level outpatient review meetings are facilitated, and actions are tracked monthly and services, with specific concerns, are reviewed twice a month. The 
current priority is to discharge whenever clinically appropriate rather than move to PIFU. PIFU has now been rolled out to the majority of specialties and plans are in place to engage with 
those specialties that have not yet gone live.

3

The summary below provides highlights of progress against delivery plan for each strategic objective
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Strategic Objectives – Summary (continued)
Objective 5 – Best Value. Amber RAG
The Trust has reported a £7.4m deficit position of income over expenditure, which was £5.2m away from the forecasted expectation. The % of monthly phased efficiency targets met be
recurrent cash released was unmet for Q1 with 42% overall achievement and the % of phased efficiency target met by the aggregate of all four efficiency types was met for Q1 with 137%
overall achievement.

Objective 6 – Culture of inclusion and diversity. No RAG, Measures not due
The Workforce Equality reports for both race and disability (WDES & WRES) have been developed to closely identify all key indicators of staff experience and engagement for these two
protected groups.The EDI and Wellbeing team have been restructured in order to provide more cohesion and better support to colleagues, this includes implementing a staff network
coordinator to equally support all staff networks to develop, enable them to work more closely with other networks and improve internal working practices.

Objective 7 – Improve workforce sustainability. Amber RAG
Turnover continues to reduce and is now at 14% overall. The Trust also continues to see a reduction in staff leaving within the first 12 months (16.3%). Collaborative working with West
Herts College continues with teaching opportunities and virtual reality sessions for staff. The reward and recognition platform has been launched and Leadership Forums also continue
throughout the year. A refresh of the values and behaviours framework is anticipated with engagement sessions planned.

Objective 8 – Develop as a learning organisation. Green RAG
The coaching service now has 50 coaches with 10 more due to complete training mid Q3 and 20 more to commence training later in Q3. Advanced coaching courses are now confirmed
for Q3 and Q4 which will allow the overall number of coaches to grow exponentially in 2024. Immersive Virtual Reality training sessions have taken place with individuals, supported by
West Herts College, where individuals were encouraged to reflect on aspects of body language, communication style and emotional intelligence. These sessions had an attendance of
49% from staff who are registered as BAME, within the Trust.

Objective 9 – Digital IT & innovation. No RAG, Measures reported separately
No update.

Objective 10 – New and Refurbished Hospital Buildings. Amber RAG
In May 2023, the Secretary of State for Health and Social Care announced that the plans for the new hospital at Watford would be fully funded. The Trust’s redevelopment team continue
to work closely with the New Hospital Programme to further develop work as part of the Outline Business Case Process. Following approval of funding to create additional beds in the
Shrodells building and to deliver the Pathology essential services lab at Watford, construction work for both schemes is now underway and due to complete in early 2024. Plans for the
potential purchase of the land have been submitted with the aim of securing approval this year.

Objective 11 – Reduce our carbon footprint. Green RAG
Success Measure 3 has been completed and from the 1st September 2023, for a minimum of three years, all appropriate clinical waste is now going to an energy from waste facility. This
success measure has been achieved 1.5 years ahead of the originally noted 2025 date. Additionally, the LED installation is now complete at all three acute sites and work is ongoing to
extend the scheme into WACS, as this was not covered in the initial scheme. The anticipated target of a 5% decrease needs to allow a year, following implementation, to pull through the
anticipated savings. It has been agreed that the team will use the quarterly staff survey to include updates on the green plan due to the national yearly staff survey following a
standardised national template.
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5

Targets

Success measures Baseline Q1 2023-24 RAG

Agreement of acute strategy across three trusts and ICS - C

Set new measures based on actions from the strategy - A

Develop Delivery Plan - A

Agreement of acute strategy across three trusts and ICS: The overall scope of the project was extended, following submission of the strategy, to encompass the 
development of a delivery model and associated governance structure. Progress is formally noted under SM3 'Develop Delivery Plan'.

Set new measures based on actions from the strategy: Conversation has taken place with the chiefs, of each partner organisation, to establish the scope on what can and 
should be worked on immediately, plan being developed to review with chiefs.  To facilitate the next stage of the work a meeting with ENH and WHTH is taking place in 
early October 2023 to agree way forward. Our registration to join the NHSE Provider Collaborative was not accepted due to an application, from another trust, being 
accepted as part of the bid. This registration of interest was a one off and there is no further update to be made following the rejection of the submission.

Develop Delivery Plan: Outline delivery plan submitted; however, the focus is likely to be fragile services in the medium term. There is no further update to confirm, at this 
stage, for this piece of work.

Q1 23/24 - Narrative

Strategic Objective 1: Best Care – Resilient Services (Q1 2023-24) A

Objective 1
Identify services where demand, activity or workforce challenges create fragility and strengthen these through internal reorganisation or working with hospital partners, 
leading to improved patient outcomes

Supporting BCDD Projects:
P1.2 – Acute Services Strategy30
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6

Strategic Objective 2: Best Care – Improving access to care (Q1 2023-24) G

Q1 2023 – 24

Data Source Success measures
Baseline 
(Mar22)

Tar Act Var RAG

Activity Tracker

Achieve agreed activity plan (set in line 
with national expectations relating to 
the recovery of elective activity)

Outpatient 1st OPA rate 71.2% 45,305 44,324 -981 A

Outpatient follow up activity reduction 77.9% 61,334 76,031 14,697 R

Diagnostic activity rate 95.3% 31,897 34,750 2.853 G

Inpatient activity rate 75.8% 10.920 11,596 676 G

IPR
Reduction in RTT waiting times (excl 
patient choice)

104 week waits 27 0 0 0 G

IPR 78 week waits 111 0 7 7 A

IPR Reduction in Cancer waiting times
63+ day waits
(excl patient choice)

376 153 149 -4 G

Objective 2
Recover waiting times in line with national standards by increasing diagnostic capacity and elective activity
Encourage patients and staff to embrace digital technology to help people access healthcare 

Activity plan: Delivery has been closer to plan for 1st OP appointments with a relatively small shortfall.  Achievement of the follow up reduction target has been 
challenging, particularly since the drive to eradicate long waits increases demand for follow up reviews.  Focus on increasing patient initiated follow up to reduce demand 
has delivered better uptake, but rates are below requirement.  Diagnostic and elective inpatient activity plans have been achieved.

RTT & Cancer waiting times: There were 0 x 104 week waiters in this period, and although there were 7 x 78 week waiters, this position is the lowest in the ICS and all 
patients have plans in place.  Reduction of cancer long waits has also been successful, with fewer patients over 62 days than anticipated. 

Q1 23/24 - Narrative

Supporting BCDD Projects:
P1.3 – Development of an elective system hub, P4.2 – Theatre Productivity Improvement Programme, P8.4 – Expansion of Diagnostic Services at SACH30
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7

Q1 23/24 - Narrative

Strategic Objective 3: Best Care – Reducing Inequalities (Q1 2023-24) G

Objective 3
Reduce health inequalities by completing the Equality Delivery System (EDS) and agreeing an action plan for improvement

Targets

Success measures Q1 2023-24 RAG

Detailed measures to be based on the action plan
To confirm the three commissioned 

services for EDS Domain 1
C

EDS Domain 1 (Commissioned Services)
The three commissioned services to be reviewed FY23/24 have been agreed and confirmed with the Integrated Care Board. These services have been identified as 
Maternity Services, Diabetes Services, Gypsy and Traveller Empowerment. Work is now ongoing, in collaboration with the HR and OD team, to align the deliverables of 
EDS Domain 1 with the deliverables of EDS Domains 2 & 3 to ensure a timely submission by the required deadline.

EDS Domains 2 (Workforce, Health & Wellbeing) & 3 (Inclusive Leadership)
Work is ongoing to confirm the key stakeholders now that the commissioned services have been agreed. Reforming three working group into one staff engagement 
working group to have a more cohesive and effective approach with commencing the EDS actions and aligning with the wider EDI and engagement pieces. Currently 
working with operational leads to create project groups to develop relevant evidence packs for each of the domain sub themes, evidence has been collated throughout 
the year in readiness. 

Promoting Inclusion Across our Services
Work is ongoing to finalise the deliverables, outcomes and governance arrangements for this work. The initial meetings of the stakeholder group have taken place 
during Q2 with the outcomes for the work being confirmed. Strategic Objectives leads will also meet to plan out and confirm the success measure deliverables for the 
upcoming FY23/24 reporting.

Supporting BCDD Projects:
P3.1 – Equality Delivery System, P3.2 – Promote Inclusion Across our Services30
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8

Data source Success measures
Baseline

(April 2022)
Tar Act Var RAF

Infoflex Increase in the number of people treated in the virtual hospital or community services 69 No longer reported – replaced by below metric

Infoflex
Increase the number of VH beds utilised -
to be measured against target in new approved VH activity Trajectory

- 126 75 -51 A

tbc
Increased identification of patients with frailty and reduction in avoidable admissions for 
patients 65 + with moderate to high frailty scores

tbc The framework for metric reporting is being developed

Integrated Care - Virtual Hospital target to be achieved by January 2024

VH activity continues to increase, and the trajectory has been re structured. The target for the staged delivery of beds was not initially thought through and the incrementation of capacity 
to reach the delivery of beds target has therefore been re-structured as a result. VH activity data is noted as the last month of the current quarter to provide a long-view snapshot of the 
overall position at the end of each quarter. This has been agreed as it provides a fairer representation of the overall position as opposed to a snapshot of the last day of the quarter or taking 
the whole quarter where performance was improving.

Frailty H@H service was successfully implemented in June. An operational Manager and a Delivery & Performance Manager have been appointed specifically for VH (start September 23).
Hub staffing has successfully been increased and all Frailty posts have been recruited to, this includes an additional Frailty Consultant.

The development of new pathways continues, these include Trauma and Ortho, Colorectal, Diabetes and Children and Young People

Q1 23/24 - Narrative

Q1 2023-24

Strategic Objective 4: Best Care – Transforming our Services (Q1 2023-24)
Objective 4
Collaborate with partners in the South and West Herts Health and Care Partnership (SWHHCP) to: 
• Provide as much care and support as possible at patients’ homes or in community settings, reducing the need for emergency care and reducing lengths of stay and 

admissions
• Reduce the number of different outpatient appointments that people need to attend, which boosts efficiency, respects our patients’ time and reduces our carbon 

footprint
• Improve maternity services and reduce outcome inequalities between different population groups

A

Supporting BCDD Projects:
P2.1 – Virtual Hospital, P2.4 – Frailty Transformation, P2.5 – Respiratory Transformation, P2.6 – Multiple Long Term Conditions30
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Data source Success measures
Baseline
(Mar 22)

Tar Act Var RAG

Activity
Tracker

Outpatient follow up activity reduction 77.9% Provided as part of improving access to care metrics

SUS Outpatients Discharged After 1st Attendance ** - - 40.92% - G

SUS Outpatients Follow-Up Ratio ** - - 1.27 - A

EROC
Submission

Patient initiated Follow Up: Moving or discharging 5% of all outpatient attendances 
to PIFU pathways by March 2023

0.6%
(196)

5% 1.84% -3.16% R

EROC
Submission

Specialist Advice Requests: Deliver 16 specialist advice requests, including A&G, per 
100 outpatient first attendances by March 2023

4.7%
(634)

16% 51.24% 35.24% G

EROC
Submission

Ensure that 25% of all outpatient attendances are carried out remotely by March 
2023

25% 25% 12.5% -12.5% A

Trust wide outpatient plan developed and approved through Internal Governance. The plan was approved by Matthew Coats at the beginning of August 2023 and spans up until March 2024.
Specialty level outpatient review meetings facilitated and actions tracked monthly.  OP scorecard metrics reviewed monthly, if there are specific services concerns they will be reviewed twice 
a month.
A QI approach to support the 25% follow up reduction and initial working hypotheses will be tested but delayed due to data to support. Requested data has been escalated again and have an 
updated plan scheduled to be presented at the Elective Activity Group in October.
On the whole there is a high performance in first to follow up ratio’s and we remain in the top quartile nationally.  There are a few specialty areas that fall in the bottom quartile and work is 
commencing with these services to improve ratio's.
Our priority is to discharge whenever clinically appropriate rather than move to PIFU. PIFU has been rolled out to the majority of specialties and plans in place to engage with those specialties 
yet to go live. We have multiple enhanced community services that we discharge patients to who would in other ways have been suitable for PIFU.
Referral Assessment Services are set up in several services to help support a greater use of Advice & Guidance and straight to test as part of our wider transformation piece. Consultant 
Connect has now been commissioned for a further 3 years by the ICB to support A&G. Support work started with the regional Digital Elective Care team to increase virtual uptake (Remote 
Consultations). Also exploring opportunities for patient engagement in outpatient transformation work to manage patient expectation around face-to-face appointments due to patient 
fatigue with virtual process. Work underway with outpatient administrative team to ensure correct set up on EPR on a specialty-by-specialty basis.** No national targets set. Monitored 
internally against ICS HWE providers.

Q1 23/24 - Narrative

9

Strategic Objective 4: Best Care – Transforming our Services (Q4 2022-23) A

Q1 2023-24Outpatients

Supporting BCDD Projects:
P1.5 – Remove Same Day Multi Site Pathways (Urology)30
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Maternity Services - 4 pillars of Ockenden review ensure sustained continuous safety improvements in Maternity services are effectively monitored. Q1 2023 -24

Ockenden Review Pillar Data source Success measures
Baseline
(Mar 22)

Tar Act Var RAG

1: Fully funded safe
staffing

HR Midwifery vacancies 15.6% 15% 16% 1% A

HR Turnover rates (Maternity) 13% 13% 16.1% 3.1% A

2: A well trained
workforce

HR MDT training compliance 90.0% 90% 90% 0% G

3: Learning from
incidents

OD Launch of Digital Maternity System Target due Q4 2022-23 Implemented

OD Capacity to complete investigations within timeframes Target due Q3 2022-23 Metric being developed

4: Provisions for
listening to families
more effectively

Patient
Experience

Responsiveness to Friends and Family Test (FFT) real time
survey

>25%
(Survey collection rate)

>25% 2.1% -22.9% A

MVP No. Families engaged TBC In development

10

Q1 23/24 - Narrative

Fully funded safe staffing
The Maternity incentive scheme has been published alongside the Core Competency Framework and SBLCB. Additionally, a hybrid model has been agreed for the maternal medicine network. This will 
predominantly be with the East of England, providing families with the options to liaise with the North West London NHS. Phase 1 of the environment works have been completed and currently awaiting 
commencement of phase 2. Anticipated dates for these works are still TBC and are difficult to finalise, meetings have been arranged to take stock of all the outstanding work. As some of this work is also finance 
drive it will need to be reviewed, noting the trust's current financial position.

A well-trained workforce
Following completion of a JD for an EDI specialist in the LMNS confirmation of the funding is currently awaited and following the new funding arrangement, this is still under review. There is now the potential to 
review this position with the potential to source the position internally. The Trust remains fully compliant with Ockenden 1 and this has now been closed, work is currently ongoing to finalise the remaining open 
actions in Ockenden 2. A consolidated maternity action plan is currently being completed to focus on leadership development and maternal medicine.

Learning from incidents
Currently on track with the completion of all CQC must and should do's and on track with the completion of all overdue reports, as well as all opened Datix requests being noted as on track for completion. Risk 
assessments, in maternity, are captured in the maternity digital system. this system is audited and is currently noted at 100%.

FFT
We transferred to IQIVIA connections from Picker, who support our FFT Dashboard going Live 1st June 2023. IQIVIA are supporting our trust with a staff engagement piece. IQIVIA have also already signed up to 
hosting staff engagement workshops for the Trust with an initial meeting taking place with maternity leads to discuss a basic questionnaire, aimed at staff, to understand the challenges when collecting. It is noted 
that, as we are moving to a new system, the RAG rating will be reviewed in coming months. This has also been added onto the maternity Badgernet system where women have direct access so they can complete 
the survey. As a current update, August 2023 has seen a rise to 55 responses.

Strategic Objective 4: Best Care – Transforming our Services (Q1 2023-24) A

Supporting BCDD Projects:
P1.6 – Improve our Services for Pregnant Women30
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Q1 23/24 - Narrative

Strategic Objective 5: Best Value (Q1 2023-24) A

Objective 5
Ensure we can meet the health needs of our population within our budget on an ongoing basis.

Q1 2023-24

Data Success measures Baseline Tar Act Var RAG

Trust I&E
report

Balancing income with expenditure by the end of each financial 
year

-
Less than 10% adverse var on 

budgeted net
7.4m 5.2m R

Trust Board
report

Production of updated 10 year LTFM and assumptions - Board report issue Ongoing - N/A

Trust
efficiency
reports

% of phased efficiency target met by the aggregate of all four 
efficiency types

- 100% 137% 37% G

Trust
efficiency reports

% of monthly phased efficiency target met by recurrent cash 
release

- 25% 42% 17% G

TMC and FPC
reports

Business case evaluations reported to TMC and FPC - 2 0 -2 R

Trust Board 
report

% of annual ERF income earned - 25% 25% 0% G

Balancing income: At the end of Q1 (M3), the trust reported a £7.4m deficit position of income over expenditure. This was £5.2m away from the forecast 

expectation.

Production of updated 10 year LFTM: Ongoing.

% of phased efficiency target met by the aggregate of all four efficiency types: Met, 137% overall achievement.

% of monthly phased efficiency target met by recurrent cash release: Unmet for Q1, 42% overall achievement.

Business case evaluations reported to TMC and FPC: Delayed due to operational pressures, 2 were due in Q1 however 0 were presented.

% of annual ERF income earned: In line with the construct of our financial plan: 25% of ERF funding has been recognised at the end of Q1.

Supporting BCDD Projects:
P4.1 – Clinical Practice Groups30
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Following on from receiving the 2022 staff survey results the Workforce Equality reports for both race and disability (WDES + WRES) have been developed to closely 
identify  all key indicators of staff experience and engagement for these two protected groups. While certain indicators have seen an improvement compared to 2022 the 
three indictors mentioned within this objective have remained relatively stable or have seen some negative fluctuations. The WRES and WDES reports have outlined key 
actions that have been identified by key stakeholders and HR colleagues with papers to be presented to PERC/Board/ ICB Quality in September and October. WRES/ WDES 
working groups are being launched in order to ensure sustained progress is being made. 

The EDI and Wellbeing team have been restructured in order to provide more cohesion and better support to colleagues. This includes implementing a Staff network 
coordinator to equally support all staff networks develop, enable them  working more closely with networks to review and improving internal working practices.  We have 
commenced work to redevelop the values and behaviours and are working closely with all the networks as this is a core part of EDI, Inclusivity and Civility & Respect. Shine 
Recognition platform has been launched and more than half the workforce has signed up and used the platform - with on going methods in which to encourage utilisation 
planned.  First draft of 2024 events and safe spaces have been developed and is being co-created with networks.  Cultural awareness and reciprocal mentoring 
programmes have been launched 

Success measures last reported in Q4, following analysis and completion of the staff survey. No further data available until new staff survey analysis. Targets

Data source Success measures Baseline
Q1

2023-24
RAG

Staff Survey (results March 2023)
WRES Indicator - % of BME staff believing that the organisation provides equal opportunities for career 
progression or promotion from 50% towards 58% for white staff

50% N/A N/A

Staff Survey (results March 2023)
WDES Indicator - % of staff with Long Term condition or illness experiencing harassment, bullying or abuse 
from other colleagues in last 12 months from 26% towards 18% for those staff without LTC

26% N/A N/A

Staff Survey (results March 2023) Improved Staff Engagement Score in Staff Survey from 6.8 to 7 6.8 N/A N/A

Q1 23/24 - Narrative

12

Strategic Objective 6: Great Team – Culture of Inclusion & Diversity (Q1 2023-24)

Objective 6
Create and demonstrate a culture of inclusion and diversity where behaviours are consistent with our values and support the well being of our staff

N/A

Supporting BCDD Projects:
N/A – Supporting BCDD Projects subsumed into Divisional BAU in May 202330
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Success measures are set for achievement by March 2023. Q1 2023-24

Data source Success measures
Baseline

(April 2022) Tar Act Var RAG

ESR BI / Ledger Continued vacancy rates below 8% 8.4% 10% 7.1% -2.8% G

ESR BI Staff turnover rates overall under 13% 15.0% 13% 14% 1% A

ESR BI Turnover rate for new starters (first 12 months) towards 15% 20.4% 15% 16.3% 1.3% A

Turnover continues to reduce and is now 14% overall compared to 16.4% Q1 22/23. The Trust also continues to see a reduction for those leaving within the first 12 
months now 16.3% compared to 20.7% Q1 23-24. Hotspot areas are HCSW, AHPS and Nursing and Midwifery.  HRBPs are working with the divisions to develop plans to 
support, this includes visibility of leadership teams and reaching out discussions.  Flexible working group has commenced with a focus on self-rostering, improved 
support for managers and staff to negotiate flexible working requests, with a flexible working summit taking place in Oct to raise awareness. 

Collaborative working with West Herts college continues with teaching opportunities and virtual reality sessions for staff. Potential college funding to support improved 
skills training for HCSW joiners and placements for college students across the hospital.   Reward and recognition platform launched, Star of Herts event planned for 
September. Leadership forums continuing throughout the year with the next one planned for September. NHSE People Promise visit to the Trust coming up in October.   
Hot spot areas for vacancies are Midwifery, AHPs, Consultants and some corporate areas.  Consultant working group set up to proactively manage vacancies with HRBPs 
and Divisions.  Values and Behaviour framework refresh with engagement sessions planned.  Staff Survey results being communicated from board level through the 
Trust which will feed into the people promise initiative and aligned to the Trust's People Plan.  People, Education, Research Committee continues with regular updates 
on retention initiatives for assurance.

Q1 23/24 - Narrative

Strategic Objective 7: Great Team – Improve Workforce Sustainability (Q1 2023-24)
Objective 7
Address the challenge of workforce shortfalls through innovative staffing solutions and effective retention measures as well as proactively marketing the trust as an organisation where careers can be developed 
and nurtured

A

Supporting BCDD Projects:
N/A – Supporting BCDD Projects subsumed into Divisional BAU in May 2023

30

T
ab 30 B

etter C
are D

elivered D
ifferently update

16 of 513
T

rust B
oard M

eeting in P
ublic 5 O

ctober 2023-05/10/23



14

Q1 2023-24

Data source Success measures Baseline Tar Act Var RAG

Acorn and L&D Records
Improved diversity in staff involvement in non- mandatory training. (% of BAME staff taking 
up Acorn- recorded non-mandatory training matches or exceeds % of BAME workforce (45% 
in March 2022))

45% 45% 44% -1% A

Coaching
Service

Records

Increase in proportion of staff seeking support from new career coaching services. (one 
client receives 5 coaching sessions) - Coaching Service launched on 22/10/2021 baseline is 
usage to 1/4/22)

16 100 102 2 G

Staff Survey
The Staff Survey promise on ‘We are always learning’ to improve from a score of 5.4 to at 
least 5.6

5.4
New survey 

TBC
New survey 

TBC
New survey 

TBC
N/A

Coaching: The service now has 50 coaches with 10 more due to complete training mid-Q3 and 20 more to commence training later in Q3.  Advanced coaching courses 
now confirmed for Q3 and Q4 which will allow the number of coaches to grow exponentially in 2024 as there will be a larger number of senior coaches created by these 
advanced courses (and thus more coaches can be supervised). Client numbers also expected to grow considerably in Q2/Q3 as coaching is offered to delegates of the 
new leadership programmes.

Improved Diversity: The Trust worked with West Herts College to look at new ways of training our staff. Virtual Reality sessions were held on EDI, Leadership and 
Interview skills. These immersive training sessions, where individuals were encouraged to reflect on aspects of body language, communication style and emotional 
intelligence, had an attendance of 49%  from staff who are registered as BAME with the Trust. The sessions were marketed through the BAME network on a priority 
basis. There was reduced non-mandatory training activity and pressure on attendance in Q1 due to strike action. There was therefore less opportunity to attend but the 
figures for those months dropped by 1%. The L&D Team will continue to work with the EDI steering group to address this as the new leadership programmes have 
commenced. 

Staff Survey:  No update as the new staff survey is due to open shortly. 

Q1 23/24 - Narrative

Strategic Objective 8: Great Team – Develop as a learning organisation (Q4 2022-23)
Objective 8
Improve effective development opportunities for our staff to support innovation and enhance our culture as a learning organisation

G

Supporting BCDD Projects:
N/A – Supporting BCDD Projects subsumed into Divisional BAU in May 202330
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Data 
source

Success measures Baseline
Q1 2023-24 

Target
Q1 2023-24 

Actual Variance RAG

Volume of paper used across the organisation (target a % reduction)

Number of patients accessing the patient portal (need to confirm start date and some 
usage from other organisation’s implementations

Number of care staff accessing the Shared Care record (across the ICS) (we only went 
live in April so we would need to figure out a target)

Number of paper forms digitised within Cerner

% increase in a range of Cerner “lights on” metrics

No update for Q1 2023-24

Q1 23/24 - Narrative

Strategic Objective 9: Great Place – Digital & IT Innovation (Q4 2022-23)

Objective 9
Maximise the benefits of digital and IT innovation by fully optimising the benefits of EPR and the wider use of data to drive improved patient care

N/A

Supporting BCDD Projects:
N/A – Supporting BCDD Projects reported elsewhere30
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Q1 23/24 - Narrative

Strategic Objective 10: Great Place – New & Refurbished Hospital Buildings (Q1 2023-24) A

Objective 10
Deliver new and refurbished hospital buildings in the shortest timescale possible by securing funding for the preferred options for all three hospitals

Targets

Success measures Baseline Q1 2022-24 RAG

Capital allocation secured (dependent on NHP timelines) - A

OBC approved & clear programme for FBC and construction agreed with regulators (dependent on NHP timelines) - R

Enabling capital agreed and works completed to timetable (dependent on NHP approval) - A

Overall Programme: In May 23, the Secretary of State for Health and Social Care announced that the plans for the new hospital at Watford would be fully funded, with Prime Minister Rishi 
Sunak reiterating his support when visiting the site in June. The Trust's redevelopment team continue to work closely with the New Hospital Programme and to further develop work as 
part of the Outline Business Case process. The capital allocation success measure has therefore now been rated as Amber - this rating represents a prudent approach ahead of receiving 
business case approval. 

Watford Hospital / Emergency Care Enabling Schemes: Following the approval of funding to create additional beds in the Shrodells building and to deliver the pathology essential services 
lab at Watford, construction work for both schemes is now underway and due to complete early in 2024. Plans for the potential purchase of land have been submitted with the aim of 
securing approval this year.

Planned Care: To provide sufficient capacity to meet local demand, bids have been submitted for alternative funding for planned care services, where this is available. The future for St 
Albans lend themselves readily to these individual service bids, whereas the focus at Hemel Hempstead is on developing care pathways ahead of significant investment to consolidate the 
site. Enabling work on the electrical infrastructure and to temporarily relocate the fracture clinic at St Albans to support the Community Diagnostic Centre, is well underway ahead of the 
main works commencing. Plans are also in progress to provide additional surgical capacity at St Albans on behalf of the Integrated Care System, to create a new Endoscopy Suite and to 
refurbish existing space to provide a Urology Centre.

Supporting BCDD Projects:
P8.2 – Business Case for the Enabling Works30
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Q1 23/24 - Narrative

Strategic Objective 11: Great Place – Reduce our carbon footprint (Q1 2023-24) G

Objective 11
Reduce our carbon footprint (excluding redevelopment capital bids)

Targets

Data source Success measures Baseline
Q1 

2023-24
RAG

Staff survey
1) Increase in the number of staff aware of the Green Plan and their responsibility in achieving the 
Trust’s commitment to become one of the greenest acute hospital trusts in the NHS

TBD at initial staff 
survey

Q2 A

Green
dashboard

2) Lead a minimum of 8-10 programmes to reduce the use of single-use items in clinical services and 
settings

Nil Ongoing G

Green
dashboard

3) By 2025, 100% of appropriate clinical waste to be treated at an energy-from-waste recovery facility 0% 2025 C

Green
dashboard

4) 5% decrease in energy consumption N/A Q4 G

Green
dashboard

5) To reduce staff driving to work to 55% and patients driving to our hospitals to 75%
Staff 61%

Q2 A
Patients 79%

1) Anticipated that the team would initially run an item on the green plan in the national staff survey annually. However, as a standard national template is used for the national staff survey it was agreed that this 
would no longer be the way forward. It has been agreed that the quarterly staff survey will now be used. The team might not utilise each quarterly survey, for updates on the green plan, but are planning to 
incorporate sustainability awareness questions towards the end of autumn and winter. The original plan, as noted in the success measure, was not suitable for purpose and alternative solutions have had to be 
developed.

2) These programmes are in progress and currently investigating and progressing each of the active projects. Out of the 8-10 programmes noted, 5-6 programmes have been reviewed.

3) From the 1st September 2023, for a minimum of 3 years, all appropriate clinical waste is now going to an energy from waste facility. Noting this, the 2025 goal outlined in the success measure has been achieved 
1.5 years ahead of the original planned date.

4) The LED installation is now complete at all three acute sites. The initial scheme did not include WACS at Watford and the scheme is now looking to be extended to also include WACS. The target of a 5% decrease 
needs to allow a year, following implementation, to pull through the anticipated savings. The operation of the CHP could potentially hamper this effort but the degree in which it could do is currently not yet 
determined. 

5) Overall delays in the rollout of the ANPR could potential hamper being able to effectively determine the required figures.

Supporting BCDD Projects:
P8.5 – Implement the Green Plan30
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BCDD Projects - Project Lifecycle Stage and Overall RAG rating
The tables below outlines the project lifecycle stage and their Overall RAG rating for each project within Better Care Delivered Differently. 

Delivery (7)

Programme Ref Project Overall RAG rating

Best Care P1.2 ICS Acute Services Strategy GREEN

Integrated Care P2.1 Virtual Hospital (Phases 1-3) AMBER

Personalised Care P3.1 Equality Delivery System GREEN

Consistent Care P4.1 Clinical Practice Group GREEN

Redevelopment

P8.2 Business case for enabling works GREEN

P8.4 Expansion of Diagnostic Services at SACH GREEN

P8.5 Implement the Green Plan GREEN

Implementation Planning  (1)

Programme Ref Project Overall RAG rating

Best Care P1.6
Improve our services for pregnant 
women

GREEN

Planning (6)

Programme Ref Project Overall RAG rating

Best Care
P1.3

Development of an elective system 
hub

AMBER

P1.5
Remove same day multi-site pathways  
– Urology

AMBER

Integrated Care

P2.4 Frailty transformation GREEN

P2.5 Respiratory transformation GREEN

P2.6
Proactive management of patients 
with multiple Long-Term Conditions 
(LTCs) 

GREEN

Consistent Care P4.2
Theatre Productivity Improvement 
Programme

AMBER

Project Scoping / Initiation (1)

Programme Ref Project Overall RAG rating

Personalised Care P3.2 Promote Inclusion across our services AMBER
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BCDD Milestones – highlighted by exception
Although the following projects are not overall RAG rated RED, we are highlighting them for attention, based on RED milestone RAGS.

Programme Ref Project Project Lifecycle Delays in milestones

2. Integrated Care P2.1 Virtual Hospital Delivery

Milestone 1 (Ensure access for people who access their acute services in other acute 
trusts).

Discussions taken place between CLCH/WHTH & Royal Free Senior colleagues over 
last year. SWH VH Clinicians discussing options to progress equitable access across 
SWH.

3. Personalised Care P3.2 Promote Inclusion Across our Services Scoping

Milestone 2 (Set up initial internal workstreams (Race) to focus on the 
recommendations outlined in the Making Local Healthcare Equal Report.

Following review at the August 2023 stakeholder group it was noted that work 
should focus closer on the 3 EDS Domains for EDS Domain 1 (Commissioned 
Services) as opposed to focusing working on the 9 protected characteristics. The 
next meeting should provide confirmation on the way forward. Recommendations, 
from the Healthwatch report, are still to be actioned.

8. Redevelopment

P8.2 Business Case for the Enabling Works Delivery

Milestone 6 (Expansion of beds in Shrodells). 

The work is underway, however significant delays have occurred due to unforeseen 
difficulties with the condition of the existing building and compliance to fire 
regulations. The earliest completion date is 12th January 2024, there is a 6-week 
commissioning period required after this date, or late in the year, timing to be 
agreed with the COO.

P8.5 Implement the Green Plan Delivery

Milestone 5 (Development of the Green Travel & Access Strategy). 

The Travel & Access Strategy is yet to be submitted to Board and currently does 
directly sit with the green plan team. The status of this work needs to be confirmed.
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BCDD Risks & Issues – highlighted by exception 
Although the following projects are not Overall RAG rated RED, we are highlighting them for attention, based on HIGH (red) risks/issues indicated, with 
risk score RAG post-mitigation deemed MEDIUM (amber).

Programme Ref Project Project Lifecycle High (red) Risk indicated; risk score RAG post mitigation deemed Medium (amber)

1. Best Care

P1.3
Development of an elective surgical hub for 
the system

Planning
Risk: Currently no formal confirmation of the revenue investment.
Mitigation: This has been escalated across the ICB and will be reviewed as part of the OBC submission.

P1.3
Development of an elective surgical hub for 
the system

Planning
Risk: The timeline to deliver additional capacity.
Mitigation: Submitting OBC to NHSE/I on time and ensuring a robust programme that has undergone significant 
engagement.

P1.5
Remove multi-appointment pathways 
(Urology)

Planning
Risk: The Trust financial position can no longer support funding for this programme for the current FY and upcoming.
Mitigation: Project team to identify opportunities to use allocated investment for this FY for the Urology service as part 
of the wider scoping and vision.

P1.6 Improve our services for pregnant women
Implementation 

Planning

Risk: Recruitment and retention
Mitigation: Recruitment challenges are ongoing. Midwifery workforce is in line with birth rates and is being revised 
using birth rate plus.

3. Personalised Care P3.2 Promote Inclusion Across our Services Scoping
Risk: Lack of engagement with the co-production board would impact on the delivery of objectives.
Mitigation: Continual engagement is taking place with the board. This risk has been increased due to the recent co-
production meetings having to be stood down, due to ongoing industrial action.

8. Redevelopment

P8.2 Business Case for the Enabling Works Delivery
Risk: Trust to confirm the release of 44 beds (August 2024) to enable the removal of the surge units.
Mitigation: Ongoing service transformation activity to reduce the overall demand on beds at WGH.

P8.2 Business Case for the Enabling Works Delivery

Risk: Inflation and uncertainty in the contractor and supply chain market is leading to cost increase and programme 
delay across much of the trust’s internal capital programmes and enabling works for the redevelopment.
Mitigation: Engage with the marketplace to try and mitigate the excessive risk into project costs. Continue to investigate 
alternative procurement routes to ensure VFM.

P8.4 Expansion of Diagnostic Services at SACH Delivery

Risk: Inability to recruit a skilled workforce will impact efficient service delivery.
Mitigation: To explore new roles and new ways of working, supported by digital transformation, and implementing an 
apprenticeship programme. To expand international recruitment to include Radiographers and to explore opportunities 
via volunteer pools.

P8.4 Expansion of Diagnostic Services at SACH Delivery
Risk: An increase in revenue costs, due to the inability to recruit radiologists that can report on the increases in activity.
Mitigation: Potential increase in costs are being flagged, to relevant forum, ahead of time to raise awareness.

P8.4 Expansion of Diagnostic Services at SACH Delivery
Risk : Parking on SACH site.
Mitigation: Reviewing various on and off-site parking solutions. Will also work closely with the main contractor to 
minimise parking disruption.
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Ref Project Name
Project RAG Rating

Jun 2023 Sep 2023

P1.2 Acute services strategy G G

P1.3 Development of an elective system hub A A

June
2023

Sep
2023

A A

Reporting Month September 2023

Issues for Escalation

- N/A

Milestones/Key Achievements Next Period Planned activities 

P1.2 – The principles of governance framework has been agreed and a Programme Director has been 
appointed at ENH. Work is to be shared following a meeting with ICB Ophthalmology.

P1.3 – The scheme has devolved into two parts due to the funding envelope. The scheme now focuses on 
new additional theatres, additional recovery capacity and support staff areas only. Funding for the full and 
final scheme is under discussion.

P1.5 – Following approval of OBC the following approvals will take place: FBC to Committees (November 
2023), FPC to Board (December 2023), works commence (January 2024).

P1.6 – The maternity leadership programme (band 7 & 8) has now commenced. The Quad has received the 
first phase of the perinatal cultural programme and Phase 2 (part one) of the front entrance renovations at 
WACS has completed.

P1.2 – A further review of fragile services is to be undertaken confirming if other services should be 
included in addition to Ophthalmology. 

P1.3 - Workforce anaesthetic POA and orthopaedic workstreams to finalise future models.

P1.5 – Project team to identify opportunity to progress the project, even in part, this FY given the current 
£1.25m capital investment.

P1.6 - Currently awaiting commencement of part 2 of the Phase 2 renovation works to the WACS 
entrance, confirmed date for this work is still awaited and is difficult to finalise due to funding 
pressures.. A score survey is planned for autumn with a designated lead. Outcomes and 
recommendations of this survey will form part of the maternity EDI action plan.

BCDD Programme 1 – Best Care Programme SRO: Mary Bhatti

SRO Programme Summary Programme RAG Rating

Acute Services Strategy – Following completion of delivery and ratification of the strategy document, the scope of the project was extended to develop a delivery model 
and a governance structure. The outline delivery plan was submitted but the focus is likely to be fragile services in the medium term. A meeting is taking place with ENH 
and WHTH, early October 2023, to agree a way forward and to confirm interim objectives.

Development of an elective system hub – The FBC is currently being worked up as part of the three trust’s governance process, this is expected to complete in Autumn 
2023 and ongoing conversations are taking place to finalise the overall timeline. The demolition of Theatre 5 is now scheduled for November and the formal date is to be 
confirmed following the review of the master programme. Theatre 5’s demolition is on the critical path for construction of the elective care hub.

Remove same day multi-appointment pathways (urology) – The design has been reviewed and re-tendered whilst the OBC is refreshed to include the demand & 
capacity model and benefits realisation of cancer pathways aligned to the upcoming CDC at SACH. The GMP is expected to be returned at the end of October and, subject 
to this decision, a decision will need to be made by the trust to confirm if this project proceeds in this FY.

Improve our services for pregnant women – The Ockenden final action plan is near completion and the remaining actions are progressing and currently impose a low risk 
to the organisation. Additionally, the East Kent gap analysis has completed, and the trust has established processes in line with the noted recommendations.

Ref Project Name
Project RAG Rating

Jun 2023 Sep 2023

P1.5 Remove multisite appointments - urology A A

P1.6 Improve our services for pregnant women A G
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Ref Project Name
Project RAG Rating

Jun 2023 Sep 2023

P2.1 Virtual Hospital (VH): Phases 1-3 A A

P2.2 Virtual ward expansion Merged into P2.1
Merged into 

P2.1

June
2023

September
2023

A A

Reporting Month September 2023

Issues for Escalation

N/A

Milestones/Key Achievements Next Period Planned activities 

P2.1 & P2.2 – The first antibiotic at home option SWH task and finish group is in progress. The delivery plan and the 
revised ToR, for the VH strategy, have been approved by the VH Partnership Board. GP cover has been confirmed for the 
VH ARI pathways.

P2.4 – Positive feedback has been received from NHS on the Frailty VH model. The Frailty H@H team have increased 
capacity from 6-12 beds and the CLCH Frailty MDTs are currently working closely with the Frailty H@H team. The 
business case has been agreed for the Rapid Response Social Care team.

P2.5 – Demand and capacity modelling has been completed and the pathways have been agreed. It is noted that the 
current submission exceeds the awarded financial envelope.

P2.6 – The review of CLCH current complex case management service has been completed and the outputs of those 
discussions have been shared. Meeting has taken place with Dacorum leads to discuss the framework for the pilot and 
the PHM data has been refreshed and shared. 

P2.1 & 2.2 – to finalise the actions in the VH Delivery Plan and to review internal reporting, 
KPIs and milestones for the September VH Board. Work is ongoing to confirm roles and 
responsibilities for VH Ops Manager and VH Performance and Delivery Manager. Taks and 
finish groups are taking place for EM/SDEC pathway development.

P2.4 – Recruitment is ongoing for clinical posts for Frailty H@H. Work is ongoing to 
undertake a needs analysis to enable the development of the fall's prevention workstream. 
The team are working to set up a working group for MH/HPFT pathway development.

P2.5 – Several options are currently being considered in terms of next steps and associated 
teams will be working together to confirm the agreed way forward.

P2.6 – Work is ongoing to confirm which PCNs in Dacorum will take part in the pilot scheme 
and the team are currently working to re-scope the implementation plan.

BCDD Programme 2 – Integrated Care Programme SRO: Toby Hyde

SRO Programme Summary Programme RAG Rating

Virtual Hospital (VH) & Virtual Ward Expansion – SWH VH clinicians are discussing options to progress equitable access across SWH. The Frailty VH service soft launched 
on 26th June 2023 and staff for this service are now full recruited and awaiting final post holders to commence in post. The pilot is being developed for the Diabetes VH 
pathways and is to be funded with non-recurrent SWH VH underspend, the commencement is planned for October/November 2023.

Frailty – The development of the business case is currently on hold. Given the current financial situation it is noted that any schemes requiring additional investment are 
on hold. The Frailty Hospital@Home service has launched and most of the associated recruitment is now completed.

Respiratory Transformation – It has been agreed that there will be a staged approach to implementation for the service and clinical prioritisation has taken place to 
support.

Multiple Long-Term Conditions – Initial review undertaken which involves less speciality input and more development is currently needed but progress has been made. 
Work is ongoing to develop and submit the business case for sign off with the initial pilot scheduled to run for 12 months, but likely only in Dacorum.

Ref Project Name
Project RAG Rating

Jun 2023 Sep 2023

P2.4 Frailty G G

P2.5 Respiratory Transformation G G

P2.6 Multiple Long Term Conditions (LTC) G G
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Ref Project Name
Project RAG Rating

Jun 2023 Sep 2023

P3.1 Equality Delivery System 2022 Review G G

P3.2 Promote inclusion across our services A A

Jun 2023 Sep 2023

G A

Reporting Month September 2023

Issues for Escalation

N/A

Milestones/Key Achievements Next Period Planned activities 

P3.1 - All commissioned services have been identified and agreed for EDS Domain 1. 

P3.2 – Following discussions at the August 2023 Promote Inclusion Stakeholder Group meeting, 
a potential re-baseline of the success measures for this project is being reviewed. This is to 
consider the potential for this project to more closely look at EDS Domain 1 as opposed to the 
initially identified

P3.1 – For the leads of all 3 EDS domains to meet and map out the work required and 
develop a project plan to achieve the noted submission date. Work is ongoing to further 
develop the new staff networks.

P3.2 – To meet with the HR team, leading EDS Domains 2 & 3, to map out all of the EDI 
projects within the trust a formulate a forward plan to ensure all of these are achieved. To 
confirm dates and times of the ongoing EDI Steering Group and to align the internal 
stakeholder group with these dates.

BCDD Programme 3 – Personalised Care Programme SRO: Kelly McGovern

SRO Programme Summary Programme RAG Rating

Equality Delivery System (EDS) 2022 Review – EDS Domain 1: The three commissioned services that have been internally agreed and have also been 
agreed with Paul Curry (EDI Lead) at  the Integrated Care Board. The identified services are confirmed as Maternity Services, Diabetes Services, and 
Gypsy and Traveller Empowerment. EDS Domain 2 & 3: Work is ongoing to confirm the key stakeholders now that the commissioned services have 
been agreed. Reforming three working group into one staff engagement working group to have a more cohesive and effective approach with 
commencing the EDS actions and aligning with the wider EDI and engagement pieces. Currently working with operational leads to create project 
groups to develop relevant evidence packs for each of the domain sub themes, evidence has been collated throughout the year in readiness. 

Promote inclusion across our services – The Promote Inclusion Across our Services Stakeholder Group will provide oversight and expertise on progress 
promoting inclusion across our services. The first two meetings of this group have taken place and the group continue to further develop and refine 
the Terms of Reference and the Project Initiation Document. The membership of the group has been confirmed and the group have agreed to 
undertake an exercise to receive and review the health inequalities data that is currently held within the trust; initial conversations to be held with the 
complaints team to begin collating the associated inequalities data. Work is ongoing to finalise the action points that were outlined in the 2022 
Healthwatch ‘Making Local Healthcare Equal’ Report. 
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Ref Project Name
Project RAG Rating

Jun 2023 Sep 2023

P4.1 Clinical Practice Group(CPG) G G

P4.2 Theatre Productivity Improvement Programme A A

Jun
2023

Sep
2023

A A

Reporting Month September 2023

Issues for Escalation

None

Milestones/Key Achievements Next Period Planned activities 

P4.1 – Enhanced recovery pathways have been implemented as well as the Manual Vacuum 
Aspiration service. The Haematuria pathway has also restarted in September 2023. The 
community acquired pneumonia pathway costing has been implemented and the costing for 
all pathways is now in progress. Additionally, the CPG team have completed income and 
coding training, and QI modules are being delivered as part of the QI faculty.

P4.2 – Programme lead to propose options to systematically improve the theatre dashboard. 
For example, do WHTH procure version 3 or do we look to create in house modules to build 
on the existing version 2.

P4.1 – To initiate two new pathways (SDEC Headache and 1st seizure). Work is also ongoing
to formalise and develop the wheezy child co-production plan. To review audit outcomes 
for Miscarriage, CAP and Anaemia and to continue the digitalisation process for 3 year 1 
pathways. CPG leads are meeting in October 2023 for medicine and emergency medicine 
and their work is ongoing to plan and organise a joint QI/CPG event in November 2023.

P4.2 - To further embed median times across all clinical services and further roll out of 
communications and engagement activities. Work is ongoing to undertake a 3-6 month 
focus on theatre lists that continue to underperform.

BCDD Programme 4 – Consistent Care Programme SRO: Don Richards

SRO Programme Summary Programme RAG Rating

Clinical Practice Group: All nine pathways digitalisation progress is underway with six pathways completed. There are two pre-
approved SDEC (headache and first seizure) pathways to be initiated in October 2023 and the scoping of Children’s Emergency 
Department flow and the inpatient Diabetes pathway. The CPG finance officer is developing and implementing a costing strategy for 
three pathways (induction of labour, pulmonary embolism, frailty). A quarterly meeting has been implemented with the efficiency 
team to review cost saving opportunities for associated pathways. 

Theatre Productivity Improvement Programme: The key focus on two workstreams continues, with a focus on booking and planning 
on the day processes. Clinical engagement has been success and average utilisation is currently at 80% across the trust. The 
programme lead and surgical support services ADM are working to transition the programme and policy to BAU with plans for regular 
stakeholder engagement and accountability of utilisation of productivity improvements. This is planned to be monitored through the 
divisional Theatre Activity Group (TAG). 
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Business Case for Enabling Works - There have been delays to the completion of Pathology/Mortuary but it is still on track for the noted completion date. The design for 
the Vacuum Insulated Evaporator (VIE) is completed and BOC (largest supplier of industrial and medical gases in the UK) are approving the requested funding, in 
principle, noting that a business case will also need to be submitted to support the works. The earliest completion date for the expansion of beds in Shrodells is 12th

January 2024, there is a 6-week commissioning period required after this date to be agreed with the COO. An updated funding request for the enabling works has been 
submitted with an initial response received from The New Hospital Programme providing access to limited funding to develop the designs for the enabling works.

Expansion of Diagnostic Services at SACH – The Guaranteed Maximum Price has been returned by BAM construction and the Trust are currently reviewing the 
associated costs. The RIBA Stage 3 information pack has been issued to BAM construction. Additionally, the planning application was submitted, and Trust is in the 12-
week determination period and work is currently ongoing to cut down this period to meet the 27th October 2023 planning approval date. The team are currently working 
with supporting contractors to confirm. Currently awaiting sign off, for the design proposal of the corridor connection, with the clinical teams. Once this is achieved 
enabling works can progress, and is currently anticipated for four weeks of works. 

Implement the Green Plan – Re-usable cups have now been re-implemented and are in use and work continues to potentially make plant-based meals the default 
choice for patients. Work has now begun on considering the specification for tendering beyond the Mitie contract. Following the ICS initially declining the offer of 
financing a sustainable procurement specialist, confirmation has now been received that recruitment for a sustainable recruitment specialist can take place; the start 
date for this post is TBC. The ongoing status of the Travel & Access strategy is still unclear and needs to be confirmed. 

Ref Project Name
Project RAG Rating

Jun 2023 Sep 2023

P8.2 Business case for enabling works A G

P8.4 Expansion of diagnostic services at SACH G G

P8.5 Implement the green plan G G

Jun 2023 Sep 2023

A G

Reporting Month September 2023

Milestones/Key Achievements Next Period Planned activities 

P8.2 – Have provided final submission to the Joint Investment Sub-Committee to seek approval of the land 
transfer Business Case. The redevelopment team have relocated to WFC to further move the work forward.

P8.4 – The works laying concrete in the courtyard between Moynihan and Spice of Life building is now 
completed. Currently awaiting approval of a proposal to divert public and staff away from the Runcie Day 
area.

P8.5 - A bespoke update on the Green Plan is being developed for the October 2023 Trust Board meeting. 
There are ongoing initiatives around re-usable products which includes the walking aids re-use scheme, 
washable theatre caps, re-usable drapes and gowns, and re-manufacturing ablation catheters operated via 
Vanguard.

P8.2 - Aiming to get into contract for the works element of the elective care hub and CDC projects by 
the end of October. Further clarity required to purchase the additional land.

P8.4 – To review GMP costs returned by BAM construction and next steps to progress project delivery. 
Commencing enabling works for the scheme, temporary corridor connection and foundations for the 
new modular unit outside Runcie Wing. This is currently on track for September sign off.

P8.5 – Supporting capital projects are being developed for later this year. There are good priorities on 
the medicine optimisation regarding anaesthetic gases and continued progress for meter dose inhalers.

Issues for Escalation

N/A

BCDD Programme 8 – Redevelopment Programme SRO: Alex White

SRO Programme Summary Programme RAG Rating
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Thank you
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Title of the paper: Corporate Risk Register Report 

 

Agenda Item: 31 

Presenter: Dr Mike Van der Watt – Chief Medical Officer / Kelly McGovern – Chief 
Nurse 
 

Author(s): Brian Haig – Risk Lead 
 

Purpose: 
 

Please tick the appropriate box  

For approval 
 

 For discussion  For information 

✓ ✓  
 

Executive 
Summary: 
 

The purpose of this report is to provide an update on the status of the Corporate 
Risk Register (CRR) and Board Assurance Framework (BAF) to the Quality 
Committee. 
 
This report captures the decisions made by the Risk Review Group (RRG) on 
14 September 2023. Where applicable, decisions made by the RRG are 
highlighted in amber under the risk. The final data for this report was extracted 
from the Trusts Risk Management System (DCIQ) on 18 September 2023, with 
the updates made following the RRG meeting; a total of 20 open risks were 
registered on the Corporate Risk Register (CRR) at that time.  
 
In addition, the RRG reviewed escalated, de-escalated, closed, increased, 
reduced, and merged risks where applicable.  
 
The RRG discussed the following: 
 
During this reporting period, there was one (1) new risk for discussion: 
 
Risk ID 379 - No identified area for urology nephrostomy patients who 
require a day case bed post intervention of semi urgent procedures. 
 
Agreed Risk Score 16 (4 x 4) 
 
This was agreed for addition to the CRR.  
 
There was one risk which had its risk score reduced and removed from the CRR.  
 
Risk ID 36 Delay in the IOL pathway including transfer from the antenatal 
ward to delivery suite. 
 
Risk was reviewed and agreed to reduce it down to a score of 9, as a review of 
the process had not identified that the risk should remain at a higher level, as 
processes were robust and appropriate. It was therefore removed from the 
Corporate Risk Register. To be monitored through the Divisional Risk Register 
process.   
 
There were no risks with increased scores to be considered.  

Trust Board 
5 October 2023 
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There were no merged risks for consideration. 
 
There were no risks to be considered for closure. 
 
 

 
August 2023 RRG meeting 
 
During this reporting period, there was one (1) new risk for discussion, but which 
was not accepted onto the CRR: 
 
Risk ID 374 - Inability to book a recovery bed for patients requiring 
interventional radiology procedures. 
Proposed Risk Score 16 (4 x 4) 
The Group reviewed this risk, highlighting that additional work was being 
undertaken to progress this outside this meeting already. Given that this was a 
developing risk, a task and finish group was being convened, in order to propose 
and implement solutions and mitigation, it was decided that the risk would not 
be accepted onto the Corporate Risk register at this time but would be brought 
back to the Group in future for further consideration, if required.  
 
One (1) risk was discussed for a reduction in score and removal from the CRR, 
however after discussion it was decided that it would remain unchanged and 
remain on the CRR.  
 
Risk ID 348 - Insufficient Non-Medical Mortuary Staffing to meet HTA 
Standards 
Current Risk Score 16 (4 x 4) - Proposed Risk Score 12 (3 x 4) 
The Risk had been proposed for removal from the CRR with the risk score being 
reduced from 16 (4 x 4) to 12 (3 x 4). This had been proposed due to staff having 
been recruited. However, as they had not commenced working within the Trust, 
the risk could not be reduced at present and would therefore remain at the 
current level. Once the staff had started, consideration could be given to 
reducing the risk score. No change to risk score and would remain on CRR at 
present.  
 
There were no merged risks for consideration. 
 
There were no risks to be considered for closure. 
 
 

Trust strategic 
aims:  
 
(please indicate 
which of the 4 
aims is relevant to 
the subject of the 
report) 

Aim 1 
Best care 

 
Objectives 1-4 

Aim 2 
Great team 

 
Objectives 5-8 

Aim 3 
Best value 

 
Objective 9 

Aim 4 
Great place 

 
Objective 10-12 

✓ ✓ ✓ ✓ 
 

Links to well-led 
key lines of 
enquiry: 
 

☒Is there the leadership capacity and capability to deliver high quality, 

sustainable care? 

☒Is there a clear vision and credible strategy to deliver high quality, 

sustainable care to people, and robust plans to deliver? 31
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☒Is there a culture of high quality, sustainable care? 

☒Are there clear responsibilities, roles, and systems of accountability to 

support good governance and management? 

☒Are there clear and effective processes for managing risks, issues, and 

performance? 

☒Is appropriate and accurate information being effectively processed, 

challenged, and acted on? 

☒Are the people who use services, the public, staff, and external partners 

engaged and involved to support high quality sustainable services? 

☒Are there robust systems and processes for learning, continuous 

improvement, and innovation? 

☒How well is the trust using its resources? 

Previously 
considered by: 

 

Committee/Group Date 

Quality & Safety Committee 28 September 2023 
 

Action required: 
 

The Board is asked to receive this report for discussion of the corporate risk 
register. 
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Agenda Item: 31 
 
Trust Board –  5 October 2023 

 
Corporate Risk Register Report 

 
Presented by: Dr Mike Van der Watt – Chief Medical Officer / Kelly McGovern – Chief Nurse 

 

 
1. Purpose  

 
1.1 The purpose of this report is to provide the Quality Committee with an update on the status 

of the Corporate Risk Register (CRR) including current risk scores, new, escalated, de-
escalated, merged, increased, reduced, and closed risks. 
 

1.2 The final data for this report was extracted from the Trusts Risk Management system (DCIQ) 
on 18 September 2023, a total of 20 open risks were registered on the Corporate Risk 
Register (CRR) at that time.  

 

2. Background 

 
2.1 The CRR forms part of the Trust’s overall board assurance and integrated risk management 

arrangements. 
 
2.2 The Chief Medical Officer is the Trust’s delegated lead executive for risk management.  

 
2.3 The Quality Committee is the Board's subcommittee, which oversees assurance for risk 

management arrangements within the Trust. 
 

2.4 The CRR contains all risks rated 15 or above from each of the operational / divisional risk 
registers. The risk register is a ‘live’ repository of risks recorded on the Trust Risk 
Management system, and risk owners regularly review and update entries to reflect the 
current position of the risk. 
 

2.5 Divisions regularly review all their risks rated 12 and under on the risk register and those risks 
which have been on the register for over two years. 

 
2.6 Risks are closed as appropriate. Any outstanding risks are reported to the Risk Review Group 

(RRG) for discussion and, where necessary, escalated to this Committee to agree on future 
action. 

 

3. Corporate Risk Register 

 
3.1 Appendix 1 details a table representing risks and their associated score movement on the 

CRR by Division against each month since October 2022. 

 
3.2 Appendix 2 details a full summary of all corporate risks contained in the papers presented to 

the Risk Review Group on 14 September 2023.   

 31
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3.3 Appendix 3 shows KPI performance in relation to Risk Review status 
 

3.4 Appendix 4 Risks scores over the last 12 months (per Division) 
 

4. Risk activity 
 

4.1 During this reporting period, there was one (1) new risk for discussion, and this was 
accepted onto the CRR: 
 

4.2 Risk ID 379 - No identified area for urology nephrostomy patients who require a day 
case bed post intervention of semi urgent procedures. 
 
Agreed Risk Score 16 (4 x 4) 
 
Risk Score agreed and the risk was added to the CRR.  
 

4.3 There was one (1) risk which had its risk score reduced and removed from the CRR.  
 

4.4 Risk ID 36 Delay in the IOL pathway including transfer from the antenatal ward to 
delivery suite. 
 
Risk was reviewed and agreed to reduce it down to a score of 9, as a review of the process 
had not identified that the risk should remain at a higher level, as processes were robust 
and appropriate. It was therefore removed from the Corporate Risk Register. To be 
monitored through the Divisional Risk Register process.   
 
Risk score reduced from 15 (3 x 5) to 9 (3 x 3) and removed from CRR. 
 

4.5 There were no risks with increased scores.  
 

4.6 There were no merged risks for consideration. 
 

4.7 There were no risks to be considered for closure. 
 
 

5. Risk 
 
There is a risk that failure to keep effective oversight of the Trust’s key risks may lead to the 
Trust not achieving its organisational strategic aims and objectives. 
 

6. Recommendation 
 
The Board is asked to receive this report for discussion of the corporate risk register and 
board assurance framework. 
 

Dr Mike Van der Watt 
Chief Medical Officer 
 
18 September 2023  
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APPENDICES: 
 
Appendix 1 Risks and associated score on the CRR by Division against each month 
 
Appendix 2 Corporate Risk Register (by Division) 
 
Appendix 3 KPI performance regarding KPI Performance for Risk Reviews 
 
Appendix 4 Risks scores over the last 12 months (per Division) 
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Appendix 1 – Summary of the risk score movement of Risks currently on the Corporate Risk Register. 

Division   Oct-22 
Nov-

22 
Dec-22 Jan-23 Feb-23 Mar-23 Apr-23 May-23 Jun-23 Jul-23 Aug-23 Sep-23 

CLINICAL SUPPORT 
SERVICES 

 347                           20   ↑ 20  → 20  → 20  → 20  → 

348                           16 ↑ 16 → 16 → 16 → 16 → 

349                           15 ↑ 15 → 15 → 15 → 15 → 

CLINICAL INFORMATICS 
25 20 → 20 → 20 → 20 → 20 → 20 → 20 → 20 → 20 → 20 → 20 → 20 → 

27 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 

CORPORATE SERVICES  

35 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 

97 16 ↑ 16 → 16 → 16 → 16 → 16   16 → 16 → 16 → 16 → 16 → 16 → 

311         16 ↑ 16 → 16 → 16   16 → 16 → 16 → 16 → 16 → 16 → 

EMERGENCY MEDICINE 

20 16 → 16 → 16 → 16 → 16 → 16 → 16 → 16 → 16 → 16 → 16 → 16 → 

21 20 → 20 → 20 → 20 → 20 → 20 → 20 → 20 → 20 → 16 ↓ 16 → 16 → 

22 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 

23                         16 ↑ 16 → 16 → 16 → 16 → 16 → 

113 15 ↑ 15 → 15 → 15 → 15 → 15  → 15 → 15 → 15 → 15 → 15 → 15 → 

ENVIRONMENT 
34 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 

344                         20 ↑ 20 → 20 → 20 → 20 → 20 → 

MEDICINE  

153         16 ↑ 16 ↑ 16 → 16   16 → 16 → 16 → 16 → 16 → 16 → 

309             16   16  → 16   16  → 16  → 16  → 16  → 16  → 16  → 

SURGERY & CANCER 

359                                 20 ↑ 20 → 20 → 20 → 

369                                     16 ↑ 16 → 16 → 

379                       16 ↑ 

WOMEN’s & CHILDREN 

36 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 15 → 9 ↓ 

351                             16 ↑ 16 → 16 → 16 → 16 → 

119                             15 ↑ 15 → 15 → 15 → 15 → 
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APPENDIX 2 – Corporate Risk Register (by Division) 
 
 

RISK 
ID 

OPENED 
DATE 

RISK TITLE 

INITIAL 
RISK 

RATING 
SCORE 

UPDATE 
CURRENT 
RATING  

EXECUTIVE LEAD 

25 12/06/2017 

Trust Bleep 
System Failure 

leading to inability 
to utilise alert 

systems across 
the Trust 

20 

Awaiting validation of bleep holders from Emergency Planning and 

an agreed date for go live. 

Risk remains unchanged. 

20 
Paul Bannister - Chief 

Information Officer 

RRG MEETING UPDATE  

RRG noted update. Division provided an overview of the current activity. A more detailed update on timeframes was requested for next month’s RRG, to provide 

transparency on the factors delaying the risk being resolved, given the length of time the risk had been on the risk register.   

Current Risk 4 x 5 = 20 

 

27 20/05/2020 

Possibility of a 
Cyber Security 
Incident arising 
from 
vulnerabilities 
within our network 
connectivity 
systems. 

15 
The risk continues to be discussed and monitored at divisional 
level. There is no change to the score of this risk, which remains 
appropriate for the level of risk that is being managed at present. 

15 
Paul Bannister - Chief 

Information Officer  
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RRG MEETING UPDATE  

RRG noted the update on the risk and the work being undertaken, however the possibility of a cyber-attack is a continuing risk, given that the Trust has a 

number of different systems and hardware, and which are vulnerable in different ways to a cyber security incident. 

Current Risk 3 x 5 = 15 

  

 

 

 

 

347 11/05/2023 

Inadequate 
Mortuary facilities 
for the storage of 
bodies and 
postmortem tissue 
from the 
deceased 

20 
Business case for surge unit approved 31/8/23. this includes the 
rental of a surge unit to temporarily replace the decommissioned 
unit, until the move to ESL building in 2024. 

20 
Mary Bhatti – Acting Chief 

Operating Officer 

 
RRG MEETING UPDATE  

RRG noted the update on the risk and that there are ongoing discussions regarding progressing the improvements required. Firm timeline of implementation 

had not yet been agreed.  

Current Risk 4 x 5 = 20 

 

 

CLINICAL SUPPORT SERVICES 
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348 11/05/2023 

Insufficient Non-
Medical Mortuary 
Staffing to meet 
HTA Standards 

16 
Risk to stay in place until all 3 staff in post. band 4 start date 18/9 
band 7 start date 2/10 band 3 employment checks in progress. 

16 
Mary Bhatti – Acting Chief 

Operating Officer 

RRG MEETING UPDATE  

Risk update noted. Staff are yet to commence; therefore risk cannot be reduced at present.  

Current Risk 4 x 4 = 16  

 

349 11/05/2023 

Risk of the 
Mortuary 
premises not 
being fit for 
purpose. 

25 Business case for remedial work approved 31/8/23. 20 
Mary Bhatti – Acting Chief 

Operating Officer 

 

 
RRG MEETING UPDATE  

RRG noted the update on the risk and as per Risk 347 ongoing discussions for timeframe are being held.  

Current Risk 4 x 5 = 20 

  

 

 

 

CORPORATE SERVICES 
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35 
09/11/201

6 

Patients may 
have a poor 
experience due to 
long waits for 
elective care 

20 

Waiting lists for elective care continue to be above the level that the 

Trust would wish them to be. There is an extensive recovery plan in 

place, which is reported on regularly and which is adapted as 

required. Over the last month work by Surgery and Medicine 

Divisions has been undertaken to continue to reduce the waiting 

lists for patients waiting for elective care. Factors which impact 

include the continued strikes by Junior Doctors, as each period of 

strike activity will mean further delays and cancellations for patients 

awaiting elective treatment. 

As outlined in the last review, the delays are occurring now and are 

not the risk, the future risk continues to be that more patients will 

become dissatisfied with the delays that they are experiencing and 

this will result in increased complaints, PALS contacts, negative 

social media comments, all of which impact upon the reputation 

and standing of the Trust. To a certain degree the public and 

patients are accepting of the fact that delays will occur, and this 

may be seen as the new normal. Especially given that the support 

of junior doctors strikes means that patients will accept that this 

causes some delays. 

This will need to be monitored through feedback and this risk may 

go one of two ways, it may reduce in that it is accepted as Business 

as usual, in which case the risk reduces significantly or alternatively 

it may result in increasing dissatisfaction manifesting itself. At this 

time however, it is difficult to gauge what the baseline is. This risk 

was created when the C19 Pandemic began, however we have 

now moved to a period when we live with this and although still a 

factor, it is not what it once was with regard to impact and the 

cause for delays/cancellations. 

This remains a reputational risk as Patients and the Community 

may lose confidence in the ability of the Trust to deliver quality 

care. Going forward the recovery plan remains in effect and the 

Divisions continue to report on this through governance processes. 

15 
Mike Van der Watt – 
Chief Medical Officer 
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RRG MEETING UPDATE  

Risk update noted. Discussion was undertaken regarding concerns from across the Board and QSG as to how reviews of patients who are waiting to be 

seen is being undertaken. It was agreed that this was challenging and a wide-ranging issue.   

Current Risk 3 x 5 = 15  

 

 

97 11/08/2022 

Staff Turnover 
Rates (overall 
numbers/turnover 
within specific 
staff 
groups/leavers in 
first year of 
employment) 

16 

Turnover over continues to fall with and is now 13.8% against a 13% 

target. 

For those leaving within first 12 months, this had fallen to 15.6% as 

WHTHT ranks 2 /5 in the ICS. 

EM, CSS WACS and Corporate are above target of 13% 

Staff groups with highest turnover are HCSWs, AHPs, Nurses and 

Midwives 

Key drives are taken from staff survey, pulse surveys and leavers 

analysis. 

“You said we did” campaign to develop and implement actions from 

staff survey results. 

People promise focus for year 2 is on flexible working, values and 

behaviours and career development. 

Winter planning summit to identify workforce pressures and staffing 

needs.  

16 
Andrew McMenemy 

– Chief People 
Officer 

 

 

 

 
RRG MEETING UPDATE  

Risk update noted. RRG would wish to consider this for reduction at the next meeting.  

Current Risk 4 x 4 = 16  
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311 05/12/2022 

Effects of 
Workforce 
Wellbeing on 
Operational 
Services  

16 

A continued focus is on measuring our success & impact. We will 

achieve this by; 

- A wellbeing and engagement dashboard developed to start 

measuring what we do has an impact in order to strengthen our 

wellbeing offering and meeting the needs of our workforce. This will 

be shared at the Wellbeing & Engagement steering group meeting 

once a quarter. 

- To better inline our impact and improvement we will be including 
sickness absence rates related to Mental Health & stress and time 
to recruit which supports staff shortages 

16 
Kelly McGovern – 

Chief Nurse 

 

 

 

 

 
RRG MEETING UPDATE  

Risk update noted. Risk is being further discussed by Executive lead and Deputy People Persons for review going forward.   

Current Risk 4 x 4 = 16 

 

 

 

 

EMERGENCY MEDICINE 
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20 12/04/2022 

Reduced patient 
flow through the 
Emergency 
department (ED) 

15 

Score, mitigation and controls remain unchanged. Interim surge 
plans are in place to enable estates work within the trust. Flow 
continues to be challenged for a variety of factors which are 
discussed and monitored through Hospital Efficiency Group (HEG). 
The Trust 'boarding' plan is currently under review. 

15 
Kelly McGovern – 

Chief Nurse 

RRG MEETING UPDATE  

Risk update noted as was the ongoing activity to manage the risk. A 4-to-6-week rest plan was being implemented and which would impact on this area, 

however it would take several months to see if this improved the position.  

Current Risk 3 x 5 = 15  

 

 

 

21 12/04/2022 

Failure to meet 
performance KPIs 
within the 
Emergency 
Department (ED) 

20 

Score, mitigation and controls remain unchanged. The Emergency 
Department continue to focus on Quality Improvement 
projects/initiatives within the TAM area to support non-admitted 
performance, this includes the presence of a consultant or SDM 
approving investigations. Performance is discussed weekly at 
Access meetings and Monthly IPR with relevant senior management 
teams in attendance and is also discussed with the wider teams on 
a regular basis. 

16 
Mary Bhatti – Acting 

Chief Operating 
Officer 

RRG MEETING UPDATE  

Risk update noted as was the ongoing activity to manage the risk.  

Current Risk score 4 x 4 = 16 
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22 12/04/2022 

Challenges in 
meeting the 
needs of Mental 
health Patients 
within the 
Emergency 
Medicine division 

15 

Score, mitigation and controls remain unchanged. The division 
continues to await the completion of the mental health room within 
the Emergency Department. There are plans for a mental health 
room in AAU level 1 with dates of completion to be confirmed. This 
will support the demand for safe spaces for patients with mental 
health concerns that are admitted into our care. Patients who are 
admitted with mental health concerns and await transfer to HPFT 
facilities are escalated and reviewed daily through operational 
meetings this includes the number and complexity of patients. 
Specific mental health training is being provided by HPFT which 
senior nurses and clinicians will be completing. 

15 
Kelly McGovern – 

Chief Nurse 

RRG MEETING UPDATE  

Risk update noted. Meeting with external Mental Health team had taken place in order to continue to improve links, working practices on how to assess 

patients. This was part of the ED refresh plan.  

Current risk 3 x 5 = 15 

  

 

23 11/08/2022 

The impact on the 
Emergency 
department of the 
Watford UTC 
inconsistent 
adherence to 
patient pathways, 
processes and 
escalation 

16 

Score, mitigation and controls remain unchanged. Since the 
changes within the Management team at Greenbrook, regular 
meetings have been re-established these are focused on an 
improvement plan with specific KPIs and working with WHTHT 
towards WHTH undertaking the initial assessment of patients with a 
planned date of 18.10.23. 

16 
Mary Bhatti -  Acting 

Chief Operating 
Officer 

RRG MEETING UPDATE  

Risk update noted. 

Current risk 4 x 4 = 16 
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113 11/08/2022 

Impact on Patient 
Safety / 
Experience due to 
the need to use 
Triage and 
Ambulant Majors 
(TAM) as an adult 
ED assessment 
area, for which it 
is not designed 

15 

Score, mitigation and controls remain unchanged. Medicines can 
ow be stored in room with air conditioning. The phasing of the 
additional works required on the environment as in place with 
fortnightly meetings between ED and projects. 

15 
Kelly McGovern - 

Chief Nurse  

RRG MEETING UPDATE  

Risk update noted. ED reset plan being enacted.  

Current risk 3 x 5 = 15 

  

 

 

 

34 26/08/2021 
Electrical 
infrastructure risks 
on the SACH site 

15 
Risk was reviewed on the 4/9/23 with the HOE - the SACH Risk 

has been reduced in score and continues to be monitored in line 
15 

David Ambrose –
Director of 

Environment   

 

ENVIRONMENT 
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with work as it progresses at SACH . This has enabled works to 

commence at WGH. 

The Additional HV network cabling and Transformer works 

commenced in early June 2023 for PMOK and AAU on the WGH 

site. 

Monitoring continues to schedule other works as capacity allows , 

building greater resilience for the site. 

Score remains the same due to the level of progress with these 
works  

RRG MEETING UPDATE  

Risk update noted. 

Current Risk 3 x 5 = 15 

  

 

 
 

344 09/04/2023 

Risk of fire during 
refurbishment 
project - Shrodells 
Building 

20 

Risk was reviewed with FSM. 

Score remains the same, work is progressing, decision to keep the 

score at 20 is to be able to monitor and then assess the risk levels 

in line with works as they are completed. 

This risk is a priority item for discussion at the monthly Compliance 
Clinic with the FSM 

20 
David Ambrose –

Director of 
Environment  

 

 

 

 

RRG MEETING UPDATE   
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Risk update noted. Risk may be able to be reduced soon as work continues to progress. 

Current Risk 4 x 5 = 20 

  

 

 

 

359 25/05/2023 

Possibility of 
patients coming to 
harm and missed 
cancers due to a 
lack of tracking on 
the cystoscopy 
PTL as a result of 
data quality 
issues. 

20 No change over the summer period since last review. 20 
Mike Van der Watt – 
Chief Medical Officer 

 

 

 

 

 

 

 

 

  
RRG MEETING UPDATE  

Risk update noted. Further discussion with CMO to take place.  

Current Risk 4 x 5 = 20  

  

 

 

SURGERY & CANCER  
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369 10/07/2023 

Insufficient 
anaesthetic 
staffing levels 
impacting on 
patient care 

20 30.08.23 Work continues with recruitment 16 

Andrew 
McMenemy – 
Chief People 

Person 

RRG MEETING UPDATE  

Risk update noted. 

Current Risk 4 x 4 = 16  

 

379 14/09/2023 

No identified area 
for urology 

nephrostomy 
patients who 
require a day 
case bed post 
intervention of 
semi urgent 
procedures. 

16 

Unable to accommodate Nephrostomy patients, who are often 

older frail patients with cancer, who require semi urgent planned 

interventional procedures. 

Cause:   

No ring-fenced beds within trust. Day surgery have been unable 

to offer the beds required for procedures. Large number of 

16 
Dr Mike Van der 

Watt - CMO 
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radiology procedures are booked on Thursday & Fridays (as per 

Dr job plans) and are the busiest days for day surgery so unable 

to offer beds. Increase activity in day surgery. 

Effect:   

Urology team - Time management required chasing for beds.  

Creating unnecessary additional work. Receiving pressure from 

oncology team as delaying some patient’s chemotherapy 

treatment. Radiology team - having to go back and forth to 

referring teams and associated team - (including bed booking 

teams, POA, day surgery ACU etc),  to agree dates for patients 

procedures.   

Patient - poor patient experience - Additional stress caused to 

patients (majority of patient are elderly and /or have cancer): *   

Admission via A&E / *   Delay of procedure for nephrostopy. 

Currently 50 patients waiting radiology interventional 

procedures.  (Link to separate risk raised in radiology). 

Impact: 

Patient:  Delayed further could result in a blocked nephrostomy 

and emergency admission and infection. Physiological harm to 

urology patients. Quality of life 

Cancellation of elective patients 

Staff morale/frustration as no system in place and staff frustrated 

by constantly chasing.  Time management of Dr's who are 

required to chase various individuals to try and find beds for 

these patients, completing administrative tasks instead of 

looking after in patients and expediting their discharges. 

RRG MEETING UPDATE  

New risk. Accepted onto the CRR.  

Current risk 4 x 4 = 16  
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36 01/04/2019 

Delay in the IOL 
pathway including 
transfer from the 
antenatal ward to 
delivery suite. 

16 

There is a working group which is in the process of reviewing 

different aspects of the pathway including method of induction, 

location of induction and women’s experience of induction.  There 

are several strands of improvement taking place as part of this 

including outpatient induction of labour for eligible women.  

The risk is reviewed at the departmental governance meeting 2-3 
monthly and the working group discusses this as part of their work 
monthly. 

9 
Kelly McGovern – 

Chief Nurse 
 

 
RRG MEETING UPDATE  

Risk was agreed to be reduced to 9 (3 x 3) and removed from the CRR.  

Current risk 3 x 4 = 9  

 

 

119 WACS 

Potential risk to 
patient safety due 

to the high 
vacancy rate 

across Paediatric 
Nursing 

20 
29/08/2023 - No change over the summer period since last review. 
Recruitment fayre in London September 2023. 

15 
Kelly McGovern – 

Chief Nurse  

 
RRG MEETING UPDATE  

Risk update was noted, and controls are appropriate at this time.   

Current risk 3 x 5 = 15  

 

 

WOMEN’S AND CHILDREN 
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351 
WACS 

ENVIRONMENT 

Relocating 
Special Care 

Baby Unit and 
Transitional  Care 
due to renovation 
works required to 
address the poor 

and ageing 
infrastructure of 
the current unit 

20 

Decant of NICU completed. Mitigation with regards to power 
and medical gases in place. Additional security and support in 
form of 24/7 security guard and porter and ward clerk in place. 
Comms plan executed = external partnerships of ODN LMNS 
MVP and PANDR. Weekly steering groups continue and work 
well. Daily huddles continuing to monitor service pressures. 
Storage of consumables poses an Infection control issue - 
working with IPC team and procurement to identify solution. 

15 
David Ambrose –

Director of 
Environment 

RRG MEETING UPDATE  

Work continues, and risk is being monitored, controls are appropriate at this time.  

Current risk 3 x 5 = 15  

 

Appendix 3 KPI Performance 

 

  
Risk 

Score 
  

Division 
Total 
Risks 

1-3 4-6 8-12 15-25 Reviews in date % in date 

WACS 24 0 2 19 3 19 80% 

Emergency Medicine 17 1 1 10 5 12 88% 

Medicine 8 0 3 5 0 7 88% 

SAC 25 1 8 13 3 25 100% 

Environment 39 0 6 31 2 32 100% 

CSS 49 1 7 39 2 47 42% 

ICT 29 0 8 19 2 27 93% 

Corporate Services 44 4 13 25 3 26 59% 

Finance 20 0 6 14 0 20 100% 
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Appendix 4 Direction of Travel 

Risks scores over the last 12 months (per Division) Total number of Risks open, Risk score unchanged, Risk score decreased, score increased and number 
closed 
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Executive 
Summary 
 

 

Standing Financial Instructions (SFIs) are crucial policies and procedures 

adopted by NHS Trusts to ensure financial responsibility and accountability. 

This paper presents the updated SFIs discussed at Trust Management 

Committee on 13th September and the Audit Committee on 14th September. 

The updates were made to complement the Trust's recently agreed high 

impact financial change programme. 

 

Updates to SFIs 

The updated SFIs cover various areas, including general budgetary control, 

tendering and ordering, temporary staff control procedures, substantive staff 

control procedures (including recruitment), non-pay spending controls, and 

signing of new contracts. These updates have been made to align with the 

Trust's financial change programme. 

 

Updates to SO’s and Scheme of Delegation 

In addition, there have been some minor textural changes to the standing 
orders and scheme of delegation, which are set out as track changes in the 
paper.    
 

Recommendations and Changes following Audit Committee 

During the Audit Committee meeting, the Chair recommended a series of 

minor changes and clarifications to the SFIs, which have been updated. 

Additionally, RSM (our local counter fraud team) have recommended changes 

to enhance procedures and controls in countering fraud and corruption. These 

encompass Trust Board responsibilities, Audit Committee responsibilities, and 

both internal and external audit responsibilities. The enhanced procedures and 

controls aim to ensure a robust approach in preventing and detecting 

fraudulent activities. 
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All changes made since the Audit Committee meeting are documented in the 

attached document. These changes are marked as tracked changes for easier 

identification. 

Trust strategic 
aims  
 

Aim 1 
Best care 

 
Objectives 1-4 

Aim 2 
Great team 

 
Objectives 5-8 

Aim 3 
Best value 

 
Objective 9 

Aim 4 
Great place 

 
Objective 10-12 

✓ ✓ ✓ ✓ 
 

Links to well-led 
key lines of 
enquiry 
 
 
 
 

☐Is there the leadership capacity and capability to deliver high quality, sustainable 

care? 
☐Is there a clear vision and credible strategy to deliver high quality, sustainable care 

to people, and robust plans to deliver? 
☐Is there a culture of high quality, sustainable care? 

☒Are there clear responsibilities, roles and systems of accountability to support good 

governance and management? 

☒Are there clear and effective processes for managing risks, issues and 

performance? 

☒Is appropriate and accurate information being effectively processed, challenged and 

acted on? 

☐Are the people who use services, the public, staff and external partners engaged 

and involved to support high quality sustainable services? 

☒Are there robust systems and processes for learning, continuous improvement and 

innovation? 

☒How well is the trust using its resources? 

 

Previously 
considered by 

 

Committee/Group Date 

Audit Committee  14 September 2023 
 

Action required 

 

The reviewed and updated SFIs presented in this paper reflect the 

commitment of the Trust to maintain financial responsibility and accountability. 

The Board is requested to approve the revised SFIs, SO’s and Scheme of 

Delegation in line with the Trust's commitment to governance and financial 

stewardship. 
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STANDING 
FINANCIAL 

INSTRUCTIONS 
 

2023-24 

 
Change History - 
Version 2.0     Expired March 2014 
Version 3.0  Version 1.5 updated as detailed in schedule B 
Version 4.0  Version 1.6 updated as detailed in schedule B 
Version 5.0    Version 1.7 updated as detailed in schedule B 
Version 6.0 Version 1.8 updated as detailed in schedule B 
Version 7.0 Version 1.9 updated as detailed in schedule B 
Version 8.0 Version 2.0 updated as detailed in schedule B 
Version 9.0 Version 2.1 updated as detailed in schedule B 
Version 10.0 Version 2.2 updated as detailed in schedule B 
 

 
 
 

ID Number Version 10.0 

Author‟s name Don Richards 

Author‟s job title Chief Financial Officer 

Division Corporate 

Department Finance 

Version number Version 10.0 

Ratifying Committee Audit Committee 

Ratified date 14 September 2023 

Review date August 2024  

Name of manager responsible for review Philip Ridout    

Job title of manager responsible for review Financial Accountant       

Email address for this manager p,ridout1@nhs.net 

Referenced (Yes/No) Yes 

Key words (to aid searching) All staff, disciplinary, delegated, authorised 

User Group All Staff 
Equality Impact Assessment Completed Yes 

 
The Trust is committed to promoting an environment that values diversity. All staff are responsible for 
ensuring that all patients and their carers are treated equally and fairly and not discriminated against on the 
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grounds of race, sex, disability, religion, age, sexual orientation or any other unjustifiable reason in the 
application of this policy, and recognising the need to work in partnership with and seek guidance from other 
agencies and services to ensure that special needs are met. 
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STANDING FINANCIAL INSTRUCTIONS 
 

 
SFI 
Number 

 

Description 
Page 

Number 

 Introduction 3 

1 Audit and counter fraud services 6 

2 Allocations, planning, budgets, budgetary control, and monitoring 10 

3 Annual accounts and reports 13 

4 Bank and government banking service 14 
5 Income, fees and charges and security of cash, cheques and other 

negotiable instruments 

16 

6 Contracts for the provision of healthcare services 18 

7 Payment and terms of service of directors and employees 19 

8 Non-pay expenditure 22 

9 Tendering and contracting for non-pay expenditure 26 

10 Employment of temporary staff 35 

11 Capital investment, private finance, and leasing 37 

12 Property, plant and equipment and intangible asset registers, and 
security 

40 

13 Management of inventories (including stores and stocks) 42 

14 Disposals and condemnations, losses and special payments 43 

15 Computerised systems and freedom of information 45 

16 Patients' property 47 

17 Acceptance of gifts by staff and link to standards of business conduct 48 

18 Retention of records 49 

19 Risk management and insurance 50 

Sch A Bank authorisation and access to public dividend capital or loans 
agreed by the department of health 

52 

Sch B Summary of version updates 53 

Sch C Capital Charity Process – Flow Diagram  54 
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INTRODUCTION 
 
Governance Framework 

 
These Standing Financial Instructions (SFIs) are issued in accordance with the Trust 
(Functions) Directions 2000 issued by the Secretary of State which require that each Trust 
shall agree SFIs for the regulation of the conduct of its Members and Officers in relation to 
all financial matters with which they are concerned. They shall have effect as if incorporated 
in the Standing Orders (SOs). 

 

Purpose 
 
These SFI’s are issued for the regulation of the conduct of the Trust. They are designed to 
ensure the Trust’s financial transactions are carried out in accordance with the law and 
Government policy in order to achieve probity, accuracy, economy, efficiency and 
effectiveness in the way the Trust manages public resources. They should be used in 
conjunction with the Reservation of Powers and Scheme of Delegation. 

 

Authority and Compliance 
 
These SFI’s identify the financial responsibilities that apply to everyone working for the Trust 
and its constituent organisations including Trading Units. They do not provide detailed 
procedural advice and should be read in conjunction with the detailed departmental and 
financial procedure notes. All financial procedures must be approved by the Chief Financial 
Officer. 

 
All aspects of these SFIs are relevant to both Trust spending and charitable funds for which 
the Trust Board is responsible as corporate trustee. 

 

Should any difficulties arise regarding the interpretation or application of any of the SFIs then 
the advice of the Chief Financial Officer must be sought before acting. The users of these 
SFIs should also be familiar with and comply with the provisions of the Trust’s SOs. 

 

Failure to comply with SFIs and SOs can in certain circumstances be regarded as a 
disciplinary matter that may be subject to a full investigation and appropriate disciplinary 
action, which could result in dismissal. Where failure to comply constitutes a criminal offence 
it may result in criminal investigation, and criminal sanctions will be considered and applied 
as appropriate. 

 
Overriding Standing Financial Instructions – 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 shall be reported to the next formal meeting of 
the Audit Committee for referring action or ratification. All members of the Board and all staff 
have a duty to disclose any non-compliance with these SFIs to the Chief Financial Officer as 
soon as possible. The Chief Financial Officer will report all potential breaches of the SFIs to 
the LCFS.  

 

Monitoring of compliance is also the responsibility of all staff. The Chief Financial Officer 
should be advised of any refraction. In addition, compliance is monitored by the Finance 
Department on an on-going basis. 
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Responsibilities and delegation 
 
The Trust Board 

 
The Board exercises financial supervision and control by:  

 

• formulating the financial strategy. 

• requiring the submission and approval of budgets within approved allocations/overall 
income. 

• defining and approving essential features in respect of important procedures and financial 
systems (including the need to obtain value for money). 

• defining specific responsibilities placed on members of the Board and employees as 
indicated in the Reservation of Powers and Scheme of Delegation document. 

 

In addition  
 

• The board and non-executive directors should provide clear and demonstrable support and 

strategic direction for counter fraud, bribery, and corruption work. 

• The board will review the proactive management, control and the evaluation of counter fraud, 

bribery, and corruption work. 

The board and non-executive directors will scrutinise NHSCFA assessment reports, where 
applicable, and ensure that the recommendations are fully actioned. 
 
The Board has resolved that it may only exercise certain powers and decisions in formal session. 
These are set out in the Reservation of Powers and Scheme of Delegation document. All other 
powers have been delegated to such other Committees as the Trust has established. 

 

The Chief Executive and Chief Financial Officer 
 

The Chief Executive and Chief Financial Officer will, as far as possible, delegate their detailed 
responsibilities, but they remain accountable for financial control. Within these SFIs, it is 
acknowledged that the Chief Executive is ultimately accountable to the Board, and as 
Accountable Officer, to the Secretary of State, for ensuring that the Board meets its obligation to 
perform its functions within the available financial resources. The Chief Executive has overall  
executive responsibility for the Trust’s activities; is responsible to the Chairman and the Board for 
ensuring that its financial obligations and targets are met and has overall responsibility for the 
Trust’s system of internal control. 

 

It is a duty of the Chief Executive to ensure that Members of the Board, employees, and all new 
appointees are notified of, and put in a position to understand, their responsibilities within these 
Instructions. 

 

The Chief Financial Officer  
 

The Chief Financial Officer is responsible for: 

 
• implementing the Trust’s financial policies and for coordinating any corrective action 

necessary to further these policies. 

• 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 
instructions. 

• ensuring that sufficient records are maintained to show and explain the Trust ’s 
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transactions, to disclose, with reasonable accuracy, the financial position of the Trust at 
any time. 

 

Without prejudice to any other functions of the Trust, and employees of the Trust, the duties of 
the Chief Financial Officer include: 
 

   the provision of financial advice to other members of the Board and employees. 

   the design, implementation and supervision of systems of internal financial control. 
   the preparation and maintenance of such accounts, certificates, estimates, records, and 

reports as the Trust may require for the purpose of carrying out its statutory duties. 
   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. 

   ensuring that the Internal Audit is adequate and meets the NHS mandatory audit 
standards. 

   deciding at what stage to involve the police in cases of misappropriation and other 
irregularities not involving fraud or corruption. 

   ensuring that an annual internal audit report is prepared for the consideration of the Audit 
Committee and the Board. The report must cover: 

 
o A clear opinion on the effectiveness of internal control in accordance with current 

assurance framework guidance issued by the Department of Health including for 
example compliance with control criteria and standards. 

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

o a detailed plan for the coming year. 

 

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

 
o access to all records, documents and correspondence relating to any financial or 

other relevant transactions, including documents of a confidential nature. 
o access at all reasonable times to any land, premises or members of the Board or 

employee of the Trust. 
o the production of any cash, stores, or other property of the Trust under a member 

of the Board and an employee's control, and 
o explanation of any matter under investigation. 

 

Board Members and Employees 
 

All members of the Board and employees, severally and collectively, are responsible for: 

• the security of the property of the Trust, avoiding loss. 

• exercising economy and efficiency in the use of resources. 

• conforming with the requirements of SOs, SFIs, Financial Procedures and the 
Reservation of Powers and Scheme of Delegation. 

• in carrying out a financial function, ensuring the form in which financial records are 
kept and the manner the duty is performed is to the satisfaction of the Chief Financial 
Officer. 

 

Contractors and their employees 
 

The Chief Executive will ensure any contractor or employee of a contractor who is empowered 
by the Board to commit the Trust to expenditure or who is authorised to obtain income shall be 
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covered by these instructions. It is the responsibility of the Chief Executive to ensure that such 
persons are made aware of this. 

 

STANDING FINANCIAL INSTRUCTION NO. 1 

 

AUDIT AND COUNTER FRAUD SERVICES 
 

1.1 Audit Committee  
 
1.1.1 In accordance with Standing Orders, the Board shall formally establish an Audit 

Committee, with clearly defined terms of reference and following guidance from the 
latest NHS Audit Committee Handbook and the Cabinet Office Combined Code of 
Corporate Governance, which provide an independent and objective view of internal 
control. 

 

1.1.2 The Committee shall review the establishment and maintenance of an effective 
system of integrated governance, risk management and internal control. This should 
cover the whole of the Trust’s activities (both clinical and non-clinical) that supports 
the achievement of the Trust’s organisational objectives. The committee is also 
responsible for: 

 

• overseeing Internal and External Audit services. 

• reviewing financial and information systems, monitoring the integrity of the annual 
financial statements and reviewing significant financial reporting judgments. 

• monitoring compliance with Standing Orders and Standing Financial 
Instructions. 

• reviewing schedules of losses and compensations and making 
recommendations to the Board. 

• reviewing the arrangements in place to support the Assurance Framework process 
prepared on behalf of the Board and advising the Board accordingly. 

• reviewing the information to support the annual governance statement 
prepared on behalf of the Board and advising the Board accordingly, and 

• examining areas of compliance (not just financial). 
 

1.1.3 The committee will be supported by the Finance department and the Trust Secretary 
to ensure that it is fully informed of activity in other sub-committees and so it may take 
action, through the Trust Secretary where appropriate, to discharge its duties robustly.  
If the Audit Committee and Trust Secretary are confident that an issue can be 
resolved at sub-committee level, it need not be brought to the Board. Where there is a 
high level of risk, it will be referred to the Board for debate and decision. 
 

1.1.4 Where the Audit Committee considers there is evidence of ultra vires transactions, 
evidence of improper acts, or if there are other important matters that the Committee 
wishes to raise, the Chairman of the Audit Committee should raise the matter at a full 
meeting of the Board. Exceptionally, the matter may need to be referred to the 
Department of Health via the Chief Financial Officer in the first instance. 
 

1.1.5 It is the responsibility of the Chief Financial Officer to ensure an adequate Internal 
Audit service is provided and the Audit Committee shall be involved in the selection 
process when/if an Internal Audit service provider is changed. 

 

2.0.0  

1.1.6 The Audit Committee are responsible for seeking assurance that the Trust has adequate 
arrangements in place for countering fraud and bribery and compliance with NHSCFA 
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requirements. This will include but is not limited to reports from the LCFS, the annual self-
assessment submission to NHSCFA (counter fraud functional standard return), and from 
NHSCFA inspection reports. 

 

Actions resulting from counter fraud activity including NHSCFA quality assessment reports will 

be monitored 

The Committee is also responsible for approving the annual counter fraud work plan and the 

outcomes of all anti-fraud and bribery work within the Trust. 

 

 

 

 

2.11.2 Role of Internal Audit 
 
2.1.11.2.1 Internal Audit will review, appraise and report upon: 

 

 

• the extent of compliance with, and the financial effect of, relevant established 
policies, plans and procedures. 

• the adequacy and application of financial and other related management controls. 

• the suitability of financial and other related management data. 

• the extent to which the Trust’s assets and interests are accounted for and 
safeguarded from loss of any kind, arising from: 
 

o fraud and other offences. 
o waste, extravagance, inefficient administration. 
o poor value for money or other causes. 

 

• Internal Audit shall also independently verify the Assurance Framework Statements 
of Internal Control and registration with the Care Quality Commission. 

• The efficient use of resource and achievement of value for money. 

• The suitability, reliability and integrity of management information systems. 

• The management of risk within the Trust. 

• Should any suspicions of fraud, bribery or corruption be identified by Internal Audit 
these must be referred to LCFS immediately. 

 
2.1.21.2.2 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 Officer must be notified 
immediately. 

 
2.1.31.2.3 The Chief Internal Auditor will normally attend Audit Committee meetings and has a 

right of access to all Audit Committee members, the Chairman and Chief Executive of 
the Trust. 

 

2.1.41.2.4 The Chief Internal Auditor shall be accountable to the Chief Financial Officer. The 
reporting system for internal audit shall be agreed between the Chief Financial Officer, 
the Audit Committee, and the Chief Internal Auditor. The agreement shall be in writing 
and shall comply with the guidance on reporting contained in the NHS Internal Audit 
Standards. The reporting system shall be reviewed at least every three years. 

 

1.2.5 The designated officers must carry out agreed audit recommendations within the 
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timescale for action agreed in audit reports. Failure to do so shall be reported to the 
Audit Committee and if unresolved escalated to the Chief Executive who shall take 
action to ensure compliance with the recommendations. 

 
 

2.21.3 External Audit 
 

2.2.11.3.1 The External Auditor is appointed by the Trust as from 1 April 2017 under the 
Local      
Audit and Accountability Act 2014. The Audit Committee must ensure a cost-efficient 
service. If there are any problems relating to the service provided by the External 
Auditor, then this should be raised with the External Auditor and referred on to the 
Audit Committee if the issue cannot be resolved. The Audit Committee manages the 
terms of engagement of the External Auditor and reviews their work and findings. 
For further details on External Auditor please refer to terms of reference for the Audit 
Committee available from the Trust offices at Watford General Hospital. 
 
Should any suspicions of fraud, bribery or corruption be identified by Internal Audit 
these must be referred to LCFS immediately. 

 

 

2.31.4 Fraud, Bribery and Corruption 
 

2.3.11.4.1 “Fraud” shall mean any person who dishonestly makes a false representation to 
make a gain for themselves or another, or who dishonestly fails to disclose to another 
person information which he is under a legal duty to disclose or commits fraud by abuse 
of position including any offence as defined in the Fraud Act 2006. 
 

2.3.21.4.2 ““Bribery” shall mean any person giving or receiving a financial or other advantage in connection 
with the "improper performance" of a position of trust, or a function that is expected to be 
performed impartially or in good faith, including any offence as defined under the Bribery Act 

2010.Bribery”, shall mean giving or receiving a financial or other advantage in 
connection with the "improper performance" of a position of trust, or a function that is 
expected to be performed impartially or in good faith. 
 

2.3.31.4.3 The Bribery Act 2010 replaces the fragmented and complex offences at common 
law, the Public Bodies Corrupt Practices Act 1889 and in the Prevention of Corruption 
Acts 1889-1916.  The 2010 Act broadly defines the sections below: 

(1) to give, promise or offer a bribe.  
(2) to request, agree to receive or accept a bribe.  
(3) bribing a foreign public official, and  
(4) failure of a commercial organisation to prevent bribery being undertaken on its 
behalf. 

 
2.3.41.4.4 The Bribery Act 2010 makes corrupt activity in the public sector a criminal offence 

and the Act includes reversal of the normal presumption of innocence so that where a 
payment is made to an employee of a public body it is for the defence to prove that the 
payment was not illegal.  
 

2.3.51.4.5 It is a common law offence of bribery to bribe the holder of a public office and it is 
similarly an offence for the office holder to accept a bribe.  
 

1.4.6 The Trust will be liable to prosecution if a person associated with it bribes another 
person intending to obtain or retain business or an advantage in the conduct of 
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business for that organisation, unless it can show that despite a particular case of 
bribery it nevertheless had adequate procedures in place to prevent persons 
associated with it from bribing. 

 
To demonstrate that the Trust has in place sufficient and adequate procedures, as required by 
the Bribery Act 2010, and to show openness and transparency, all staff are required to comply 
with the requirements of the Standing Financial Instructions. For a more detailed explanation, 
see the Trust’s Counter Fraud Policy and Anti-Bribery Policy. 

 
2.3.81.4.7 In line with their responsibilities, the Trust Chief Executive and Chief Financial Officer 

shall monitor and ensure compliance with the NHSCFA requirements under the 
Government Functional Standard GovS013: Counter Fraud, primarily using a local risk-
based approach to fraud, in conjunction with its LCFS., the Trust Chief Executive and 
Chief Financial Officer shall monitor and ensure compliance with Directions issued by 
the Secretary of State on fraud, bribery and corruption and the NHS Counter Fraud 
Authority Standards for Providers. 

 
2.3.91.4.8 The Trust shall nominate a suitable person to carry out the duties of the Local 

Counter Fraud Specialist as specified by the NHS Counter Fraud Authority guidance. 
 
2.3.101.4.9 The LCFS shall report to the Trust Chief Financial Officer and shall work with staff in 

NHS Counter Fraud Authority (NHS CFA) in accordance with the NHS Counter Fraud 
and Corruption Manual. The CFS shall report to the Trust Chief Financial Officer and 
shall work with staff in the NHS Counter Fraud Authority in accordance with the 
Standards for Providers. The Chief Financial Officer shall decide at what stage to 
involve the police in any investigation.  

 
2.3.111.4.10 In accordance with the Counter Fraud Policy and Anti-Bribery Policy, 

suspected offences of fraud or bribery should be reported to the Trust’s LCFS for formal 
investigation. The Chief Financial Officer should inform the LCFS of any referrals 
received directly. 
 

2.3.121.4.11 The Trust will ensure that policies and procedures for all work related to fraud 
and bribery are implemented. The Trust will consider the major findings of 
investigations and respond accordingly. 
 

2.3.131.4.12 The LCFS will attend audit committee meetings on a periodic basis and 
provide a written report, at least annually, on counter fraud work within the Trust or as 
specified in the contract. 
 

2.3.141.4.13 The Trust is required to complete the Counter Fraud Functional Standard Return 
(CFFSR), a self-assessment tool developed by the NHSCFA, to measure the 
effectiveness of counter fraud processes and demonstrate the level of compliance with 
NHSCFA requirements on an annual basis.The Trust is required to complete the Self-
Review Toolkit (SRT), a self-assessment tool developed by the NHS Counter Fraud 
Authority, to measure the effectiveness of counter fraud processes and demonstrate the 
level of compliance with NHS Counter Fraud Authority Standards on an annual basis. 
 

 

2.41.5 Security Management 
 
2.4.11.5.1 In line with their responsibilities, the Trust Chief Executive will monitor and ensure 

compliance with Directions issued by the Secretary of State on NHS security 
management. 

 
2.4.21.5.2 The Trust shall nominate a suitable person to carry out the duties of the Local 
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Security Management Specialist (LSMS) as specified by the Secretary of State in 
guidance on NHS security management. 

 
2.4.31.5.3 The Trust shall nominate a Non-Executive Director to be responsible to the Board 

for NHS security management. 
 
2.4.41.5.4 The Chief Executive has overall responsibility for controlling and coordinating 

security. However, key tasks are delegated to the Security Management Director 
(SMD) and the appointed Local Security Management Specialist (LSMS). 
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STANDING FINANCIAL INSTRUCTION NO 2 
 

ALLOCATIONS, PLANNING, BUDGETS, BUDGETARY CONTROL AND MONITORING 
 

2.1 Preparation and Approval of Annual Plans and Budgets 
 
2.1.1 The Chief Executive, with the assistance of the Chief Financial Officer shall, prior to the 

start of the financial year, compile and submit to the Board a plan that takes into account 
relevant financial and non-financial targets.  The plan will contain: 

 

• a statement of the significant assumptions on which it is based. 

• details of major changes in workload, delivery of services or resources required to 
achieve the plan. 

 
2.1.2 The Chief Financial Officer will, on behalf of the Chief Executive, prepare and submit 

Revenue & Capital Budgets for approval by the Board.  Such budgets will: 
 

• be in accordance with the aims and objectives set out in the plan.  

• be in accord with workload and manpower plans. 

• be produced following discussion with appropriate budget holders.  

• be prepared within the limits of available funds; and 

• identify potential risks. 
 

2.1.3 All budget holders will participate in the budget setting process, agree, and sign up to their 
 allocated budgets at the commencement of each financial year. 

 
2.1.4 The Chief Financial Officer shall monitor financial performance against budget and plan, 

periodically review them, and report to the Board. As a consequence, the Chief Financial 
Officer shall have right of access to all records that may have an implication of a financial 
nature. 

 
2.1.5   The Chief Financial Officer has a responsibility to ensure that adequate training is delivered 

on an on-going basis to budget holders to help them manage their budgets successfully. 

 
2.2 Budgets 

 
2.2.1 The Chief Executive may delegate the management of a budget to permit the 

performance of a defined range of activities. This delegation must be in writing and be 
accompanied by a clear definition of: 
 

• the budget holder. 

• the amount of the budget. 

• the purpose(s) of each budget heading; individual and group 

responsibilities; authority to exercise virement; achievement of planned 

levels of service; the provision of regular reports. 

 

2.2.2 The Chief Executive and delegated budget holders must not exceed the budgetary total 
or virement limits set by the Board.  

All budget holders are required to manage spend within the allocated budget. Should a 
manager be under pressure to exceed the budget the budget holder is required to explore 
all safe options to manage and move budgets and service demand. 
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 Should this not be possible a business case would need to be completed and 
approved for increased budget (de-minimis £5,000) in accordance with section 2.2.6 
below. No spending in excess of budget can be permitted without approval in line with SFI 
2.2.6. Additional controls are described below to ensure that spending only takes place 
after explicit approval. 
 

If a Trust Business Case approval requires a spending or a contractual change in excess 
of £1m (see 2.2.6) or a change to the Trust’s Annual Plan or current Long Term Financial 
Model, then the case must be approved by the Trust Board. 

 

2.2.3 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. 

 

2.2.4 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 Officer. 

2.2.5 The Chief Executive shall require the Chief Financial Officer to devise and maintain 
systems of budgetary control in accordance with the above and in addition to include: 

 
      monthly financial reports to the Board in a form approved by the Board containing: 

 
o income and expenditure to date showing trends and forecast year-end 

position. 
o movements in working capital. 
o movements in cash and capital. 
o capital project spend and projected outturn against plan. 
o explanations of any material variances from plan. 
o details of any corrective action where necessary and the Chief Executive's 

and/or Chief Financial Officer's view of whether such actions are sufficient 
to correct the situation. 

• the issue of timely, accurate and comprehensible advice and financial reports to 
each budget holder, covering the areas for which they are responsible; 

• investigation and reporting of variances from financial, workload and manpower 
budgets; 

• monitoring of management action to correct variances; and 
• arrangement for the authorisation of budget transfers. 

 
2.2.6 In carrying out their delegated responsibility each Budget Holder is responsible for 

ensuring that: 

 

• any planned overspending or reduction of income that cannot be met by 
virement is incurred only with prior approval of relevant business cases: 

 

Delegation Limit 

Divisional Finance Performance Review 
meetings (for revenue expenditure) and 
Capital Finance Planning Group (for 
capital expenditure) 

£0 - £150,000 

Trust Executive Committee £150,001 up to £1,000,000 

Trust Board (Revenue) Over £1,000,001 

Trust Board (Capital) Over £1,000,000 up to £15,000,000 
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NHS England & Improvement (Capital) Over £15,000,000 
 

1 
The Trust Board’s objectives ensure that agreement supports the delivery of the approved Annual Plan. 

 

• 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 rules of 
virement; 

• no permanent employees are appointed without the approval of the Chief 
Executive or other approval mechanisms in force from time to time other than 
those provided for within the available resources and manpower establishment  
as approved by the Board. 

 

2.2.7     The Trust Executive is responsible for recommending to the Board cost improvements, 
cost savings and income generation initiatives in accordance with the Annual Plan, 
for monitoring implementation and delivering of associated performance. 

 

2.2.8 Capital Expenditure: the general rules applying to delegation and reporting shall also 
apply to capital expenditure. (see also SFI No. 11 Capital Investment, private financing 
and leasing) 

 

2.3 External financing limits (EFLs) and External Borrowing 
 

2.3.1 The Chief Executive shall require the Chief Financial Officer to ensure the Trust does not 
breach the Trust’s EFL as set by the Department of Health and Social Care (DHSC), or 
NHS England and NHS Improvement (NHSEI). All external borrowing to be authorised 
by the Board and agreed through the EFL with the Department of Health and Social Care 
(see also SFI 4.5). 

 

2.4 Monitoring Returns 
 

2.4.1 The Chief Executive is responsible for ensuring that all required monitoring forms are 
submitted to the requisite monitoring organisation in a timely manner. 

 

STANDING FINANCIAL INSTRUCTION NO. 3 

 

ANNUAL ACCOUNTS AND REPORTS 
 
3.1 Role of Chief Financial Officer 

 
      3.1.1   The Chief Financial Officer, on behalf of the Trust, will: 

 
3.1.1 Prepare financial returns in accordance with the accounting policies and guidance given 

by the Department of Health and the Treasury, the Trust’s accounting policies, and 
generally accepted accounting practice. 

 

3.1.2 Prepare and submit annual financial reports to the Department of Health certified in 
accordance with current guidelines. 

 

3.1.3 Submit financial returns to the Department of Health* in accordance with the timetable 
prescribed. 

 
3.1.4 Ensure the Trust’s Annual Accounts are audited by an auditor appointed by the Trust 

Board. The Trust’s audited Annual Accounts are presented at the Annual General 
Meeting of the Board and made available to the public. 
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3.2 Annual report 
 

3.2.1 The Trust will publish an Annual Report, in accordance with guidelines on local 
accountability, and present it at a public meeting. The document will comply with the 
Department of Health's Manual for Accounts and other relevant good practice. 

 

(*Reference to Department of Health and Social Care may be read as appropriate reporting 
body such as the Trust Development Agency or NHS England and NHS Improvement 
(NHSEI)) 
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STANDING FINANCIAL INSTRUCTION NO. 4. 
 

BANK AND GOVERNMENT BANKING SERVICE 
 

4.1 General 
 
4.1.1 The Chief Financial Officer is responsible for managing the Trust’s banking arrangements 

and for advising the Trust on the provision of banking services and operation of accounts. 
This advice will consider guidance / Directions issued from time to time by the Department 
of Health. In line with Cash Management in the NHS the Trust will minimise the use of 
commercial bank accounts. 

 

4.1.2 The Board shall approve the banking arrangements. 
 

4.2   Bank and Government Banking Service Accounts 
 
4.3 The Chief Financial Officer is responsible for all bank accounts and the Government 

Banking Service (GBS) accounts including: 
 

• establishing separate bank accounts for the Trust’s non-exchequer funds; 
ensuring payments made from bank or consolidated GBS accounts do not 
exceed the amount credited to the account except where arrangements have 
been made. 

• reporting to the Board all arrangements made with the Trust’s bankers for 
accounts to be overdrawn. 

• monitoring compliance with Department of Health guidance on the level of 
cleared funds. 

 

4.4 Banking Procedures 
 
4.4.1 The Chief Financial Officer will prepare detailed instructions on the operation of bank and 

GBS accounts which must include: 
 

• the conditions under which each bank and GBS account is to be operated. 

• those authorised to sign cheques or other orders drawn on the Trust’s accounts 
within delegated limits as set out in schedule A. 

 
4.4.2 The Chief Financial Officer will ensure the Trust’s commercial bank accounts are 

operated in accordance with signed mandates. 
 
4.4.3 The Chief Financial Officer must advise the Trust’s bankers in writing of the 

conditions under which each account will be operated. 
 
4.4.4 All funds shall be held in accounts in the name of the Trust. No officer other than the 

Chief Financial Officer shall open any bank account in the name of the Trust. 
 

4.4.5 The Chief Financial Officer shall be authorised to make payments using BACs and 
CHAPS and to establish appropriate procedures in accordance with locally agreed 
arrangements. 

 

4.4.6 All payment instruments shall be treated as controlled stationery and be the 
responsibility of the Head of Operational Finance who will maintain records as 
prescribed by the Chief Financial Officer. 
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4.4.7 Where payments are made by direct debit, each mandate shall be approved by the 
Chief Financial Officer and shall be recorded in a register. Payments shall be verified 
against such approvals on a periodic basis. 

 

4.4.8 The Chief Financial Officer will review the commercial banking arrangements of the Trust 
at regular intervals to ensure they reflect best practice and represent value for money. 
Where appropriate, competitive tenders shall be sought, this is not necessary for GBS 
accounts. 

 

4.5 External Borrowing and Public Dividend Capital 
 
4.5.1 The Chief Financial Officer will advise the Board concerning the Trust’s ability to pay 

interest on and repay the Public Dividend Capital and any Department of Health Loans 
and advise the Board of the Trust’s borrowing limit as set by the Department of Health. 

 

4.5.2 The Chief Financial Officer is also responsible for reporting periodically to the Board 
concerning outstanding loan balances and interest payments. 

 
4.5.3 All external borrowing must be approved by the Board. 

 

4.6 Charitable Donations and Funds Held in Trust 
 
4.6.1 Standing Orders outline the Trust’s responsibilities as a corporate trustee for the 

management of funds it holds on trust. 
 

4.6.2 The discharge of the Trust’s corporate trustee responsibilities is distinct from Its 
responsibilities for exchequer funds and may not necessarily be discharged in the same 
manner, but 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. 
 

4.6.3 The Chief Financial Officer shall ensure that each trust fund which the Trust is responsible 
for managing is managed appropriately regarding its purpose and requirements. 

 
4.6.4 The trustee responsibilities must be discharged separately, and full recognition given to 

the Trust’s dual accountabilities to the Charity Commission for charitable funds held on 
trust and to the Secretary of State for all funds held on trust. 
 

4.6.5 The Schedule of Matters Reserved to the Board and the Scheme of Delegation make clear 
where decisions regarding the exercise of discretion regarding the disposal and use of the 
funds are to be taken and by whom. The Board of Directors must take account of that 
guidance before acting. 

 
4.6.6 In so far as it is possible to do so, most of the sections of these Standing Financial 

Instructions will apply to the management of funds held on trust. 
 

4.6.7 The over-riding principle is that the integrity of each Trust fund must be maintained, and 
statutory and Trust obligations met. Materiality must be assessed separately from 
Exchequer activities and funds. 

 
4.6.8 The charitable funds associated with the Trust are administered by the Trust Board as 

corporate trustee. The Charitable Fund operates general funds, held in a separate bank 
account not to be confused with those operated by the Trust for its Exchequer funds.  
The opening of Bank accounts is the sole responsibility of the Chief Financial Officer. 
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STANDING FINANCIAL INSTRUCTION NO. 5 

 

INCOME, FEES AND CHARGES AND SECURITY OF CASH, CHEQUES AND OTHER 
NEGOTIABLE INSTRUMENTS 
 
5.1 Income Systems 

 
5.1.1 The Chief Financial Officer is responsible for designing, maintaining, and ensuring 

compliance with systems for the proper recording, invoicing, collecting, and coding of all 
monies due, including NHS, commercial and Development (R&D) income. 

 

5.1.2 The Chief Financial Officer is also responsible for the prompt banking of all monies 
received. 

 

5.2   Fees and Charges 
 
5.2.1 The Chief Financial Officer is responsible for approving and regularly reviewing the 

level of all fees and charges other than those determined by the Department of Health 
or by Statute. Independent professional advice on matters of valuation shall be taken 
as necessary. Where sponsorship income (including items in kind such as subsidised 
goods or loans of equipment) is considered the Trust’s commercial sponsorship policy 
must be fully complied with. 

 
5.2.2 All employees must inform the Chief Financial Officer promptly of money due arising 

from transactions which they manage, including all contracts, leases, tenancy 
agreements, private patient undertakings and other transactions. 

 
5.2.3 All employees must seek the advice of the Chief Financial Officer in advance of 

entering into service agreements or contracts for the provision of patient or other 
services. Agreement to service agreements or contracts is subject to the boundaries 
of delegated authority.  

 
5.2.4 No employee, except within the boundaries of any delegated authority, can confirm or 

agree with a third party a reduction or waiver to the Trust’s normal charges, without 
the prior express authority of the Chief Financial Officer. 
 

5.3   Debt Recovery 
 
5.3.1 The Chief Financial Officer is responsible for the appropriate recovery action on all 

outstanding debts. 
 

5.3.2 Income not received should be dealt with in accordance with losses procedures. 
 
5.3.3 Overpayments should be detected (or preferably prevented) and recovery initiated. 

 
5.3.4 The Head of Operational Finance has delegated authority from the Chief Financial 

Officer to authorise write offs of irrecoverable debts once all methods of recovery 
including use of external debt recovery services have been exhausted. 

 
5.4 Raising of credit notes against invoices 

 
5.4.1 When credit notes are raised against the sales ledger the approval limits are as follows: 

 

32

Tab 32 Review and approval of updated standing orders, standing financial instructions and scheme of delegation.

20 of 513 Trust Board Meeting in Public 5 October 2023-05/10/23



SFI/ Version 9.0 

 Ratified by: Audit Committee 

 Date of Ratification: September 
2022 

Date of Review: August 2023 

 

 

 

 

Page 19 of 59 
 

 

    

                         

 

5.5 Security of Cash, Cheques and other Negotiable Instruments 
 

5.5.1  The Chief Financial Officer is responsible for: 
 

• approving the form of all receipt books, agreement forms, or other means of 
officially acknowledging or recording monies received or receivable. 

• arranging for the ordering and secure control of any such stationery. 

• the provision of adequate facilities and systems for employees 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. 

• prescribing systems and procedures for handling cash and negotiable securities on 
behalf of the Trust. 

 

5.5.2 Official money shall not under any circumstances be used for the encashment of 
private cheques or IOUs. 

 
5.5.3 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 Officer. 

 
5.5.4 Any loss or shortfall of cash, cheques or other negotiable instruments however 

occasioned shall be reported to the Chief Financial Officer. 
 
5.5.5 The opening of incoming post should where possible be undertaken by two officers 

unless otherwise formally agreed by the Chief Financial Officer. All cash, cheques and 
postal orders and other forms of payment received by an officer is passed to cashiers 
who will then enter immediately in an approved form of register. 

 
5.5.6 An official receipt shall be made out by the cashier for every sum of cash received and 

shall show the type of remittance and the reason for payment. 
 
5.5.7 The opening of cash tills and other coin operated machines and the counting and 

recording of takings shall be recorded by two officers together. Both shall sign the 
records and the keys shall be held by a separate nominated officer. 

 
5.5.8 The Chief Financial Officer shall ensure that there is a system for recording the 

transfer of custody of cash, cheques, and other negotiable instruments from one 
person to another, and in what circumstances such records should be made. 

 
5.5.9 Any employee who has any indication that the safe custody of cash, etc. on the Trust’s 

premises or in transit may be at risk, must immediately notify the Chief Financial 
Officer or the Head of Operational Finance. 

Delegation Limit

Head of Financial Accounts £0- £50,000

Head of Operational Finance £50,001-£100,000

Associate Director of Finance greater than £100,000

Delegation Limit

Head of Financial Accounts £0-£50,000

Head of Operational Finance £50,001-£100,000

Associate Director of Finance £100,001-£500,000

Chief Financial Officer greater than £500,000
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5.5.10 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. 
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STANDING FINANCIAL INSTRUCTION NO. 6 

 

CONTRACTS FOR THE PROVISION OF HEALTHCARE SERVICES 
 
6.1 The Chief Executive, as the Accountable Officer, is responsible for ensuring the Trust enters 

into suitable Contracts, with ICS (formerly Commissioners), using the standard NHS 
contract terms and conditions, detailing the basis on which the Trust will provide healthcare 
services. Contracts will take account of national policies and initiatives at the time of 
negotiation. Any variations to the standard terms and conditions will be approved in 
accordance with the Scheme of Delegation. 

 
6.2 The Chief Executive has delegated the Chief Financial Officer as the officer responsible for 

negotiating contracts for the provision of services to patients in accordance with the Annual 
Plan. The contracts are to include the costing and pricing of services, payment terms and 
conditions and arrangements for contract amendments. 

 
6.3 Contracts should be so devised as to achieve activity and performance targets, minimise 

risk, and maximise the Trust’s opportunity to generate income. The Chief Financial Officer 
will produce local tariffs in accordance with NHS guidelines, for services outside the scope 
of the national tariff. 

 

6.4 The Chief Financial Officer shall ensure that a summary of the Trust’s agreed contracts is 
reported annually to the Board, prior to the start of the financial year. The Chief Financial 
Officer shall also produce regular reports to the Board detailing actual and forecast contract 
income with a detailed assessment of the variable elements of income. 
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STANDING FINANCIAL INSTRUCTION NO. 7 

 

PAYMENT AND TERMS OF SERVICE OF DIRECTORS AND EMPLOYEES 
 

7.1   Remuneration Committee 
 
7.1.1 The Board should formally agree and record in the minutes of its meetings, the terms of 

reference of the Remuneration Committee, specifying which posts fall within its area of 
responsibility, its composition, and the arrangements for reporting. 

 
7.1.2 In accordance with Standing Orders, the Board shall formally establish as a delegated 

function a Remuneration Committee, the terms of reference will: 
 

• advise the Board about  determine appropriate remuneration and terms of service for 
the Chief Executive and Executive Directors and other senior employees as necessary 
on: 
o all aspects of salary (including any performance-related elements/bonuses). 
o provisions for other benefits, including pensions and cars; and 

o arrangements for termination of employment and other contractual terms. 

• make such recommendations to the Board on the remuneration and terms of service of 
Executive Directors and other senior employees to ensure they are fairly rewarded for 
their individual and collective contribution to the Trust - having proper regard to the Trust’s 
circumstances and performance and to the provisions of any national arrangements for 
such members and staff where appropriate. 

• Advise on and oversee appropriate contractual arrangements for such staff including 
the proper calculation and scrutiny of termination payments taking account of such 
national guidance as is appropriate. 

• Report in writing to the Board its advice and its bases about remuneration and terms of 
service of directors and senior employees. 

 
7.1.3 The Trust will pay allowances to the Chairman and Non-Executive Directors of the Board in 

accordance with instructions issued by the Secretary of State. 
 

7.1.4 The committee will be responsible for authorising pay awards for all staff with significant 
financial responsibilities. 

 

7.2 Funded Establishment 
 
7.2.1 The funded establishment is to be contained within the Annual Financial Plan. 

 
7.2.2 The funded establishment of any department may not be varied without the prior approval 

of the Chief Executive. Virements of pay budgets is permissible within the Trusts virement 
policy. However, virements must not reduce clinical budgets below levels of safe clinical 
staffing as agreed by the Trust Board. This also applies to skill mix within budgets which can 
be authorised by the budget-holder, provided this meets the service specifications. 

 

7.3 Staff Appointments and Redundancies 

7.3.1 No dDirector or employee may engage, re-engage, or re-grade employees, either on a 
permanent or temporary basis, or hire agency staff, or agree to changes in any aspect of 
remuneration unless: 
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• it is within the approved budget and funded establishment and the dDirector or employee 
has appropriate delegated responsibility. 

• the proposal conforms to establishment control procedure in place at the time. 

• associated costs are budgeted for through approved virement. 

 

7.3.2 All vacancies must be approved by the Vacancy Panel, with the exception of posts where 
there is a high level of vacancy (as defined by HR). This is currently: 

• All existing /established frontline nursing posts (bands 2-6) 

• Existing / established radiographers (band 5 only) 

• Existing / established Occupational Therapists and Physiotherapists (band 5 only) 
 

7.3.3 All consultant appointments whether new or replacement must be supported by a Trust 
Business Case. A Trust Business Case for a consultant appointment must be approved by 
TMC before the appointment can be made Replacement posts are approved by the 
Divisional Performance Review Group. New posts must be approved by the Trust 
Executive Committee. 
 

7.3.4 No dDirector or employee must commit the Trust to any redundancy, early retirement, or 
negotiated employment termination settlement without the approval in advance of the 
Chief Financial Officer and Chief People Officer or the Vacancy Panel. 
 

7.3.5 All interim arrangements for staff with significant financial responsibilities must be on 
payroll. 
 

7.3.6 All appointments with a gross cost of more than £100,000 per annum must be     
supported by a business case and approved by the Divisional Financial Performance 
Group.   

 

7.4 Processing of Payroll 
 

7.4.1 The Chief Financial Officer is responsible for specifying timetables for submission of properly 
authorised time records and other notifications.  These include: 

 

• the final determination of pay and allowances.  

• making payment on agreed dates. 

• agreeing method of payment; and 

• issuing instructions (as listed in SFI 7.4.2). 
 

7.4.2 The Chief Financial Officer will issue instructions regarding:  

 

• verification and documentation of data. 

• the timetable for receipt and preparation of payroll data and the payment of employees 
and allowances. 

• maintenance of subsidiary records for superannuation, income tax, social security and 
other authorized deductions from pay. 

• security and confidentiality of payroll information. 

• checks to be applied to completed payroll before and after payment. 

• authority to release payroll data under the provisions of the Data Protection Act; 

methods of payment available to various categories of employee and officers; 

procedures for payment by cheque, bank credit, or cash to employees and officers. 
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• procedures for the recall of cheques and bank credits, pay advances and their 

recovery. 

• maintenance of regular and independent reconciliation of pay control accounts, 

separation of duties of preparing records and handling cash.  

• a system to ensure the recovery from those leaving the employment of the Trust of 
sums of money and property due by them to the Trust; and  

• Salary sacrifice schemes which the Trust’s staff are using. 
 

7.4.3 Budget Holders have delegated responsibility for: 
 

• submitting time records, and other notifications in accordance with agreed timetable 

• completing time records and other notifications in accordance with the Chief Financial 
Officer's instructions and in the form prescribed by the Chief Financial Officer. 

• submitting termination forms in the prescribed form immediately upon knowing the 
effective date of an employee's or officer’s resignation, termination, or retirement.  

7.4.4 Where an employee fails to report for duty or to fulfill obligations in circumstances that 
suggest they have left without notice, the Chief Financial Officer must be informed 
immediately. 

 

7.4.5 Regardless of the arrangements for providing the payroll service, the Chief Financial Officer 
shall ensure that the chosen method 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. 

 

7.5 Contract of Employment 
 

7.5.1 The Chief People Officer is responsible for: 
 

• ensuring that all employees are issued with a Contract of Employment in a form 
approved by the Board and which complies with employment legislation. 

• dealing with variations to, or termination of, contracts of employment. 
 

7.6 Staff Expenses 
 
7.6.1 The Chief Financial Officer shall be responsible for establishing procedures for the 

management of expense claims submitted by Trust employees. The Chief Financial Officer 
shall arrange for duly approved expense claims to be processed through the Trust’s payroll 
system. The Trusts expenses policy can be found on the Intranet. 
 

7.6.2 Expense claims shall be authorised in accordance with the Scheme of Delegation. 
 

7.6.3 Travel expenses will be settled as determined by the Trust’s expenses system unless a clear 
explanation is provided and approved in accordance with the Scheme of Delegation. 

7.6.4 The Chief Financial Officer shall refer to the Trust’s general policies on staff expenses and 
may reject expense claims where there are material breaches of Trust policies. In this regard 
the Chief Financial Officer shall liaise with the Chief Executive where appropriate. 
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7.7 Substantive Staff Control Procedures 
 

7.7.1 Substantive staff may only be employed with budgetary provision to cover 
employment costs 

7.7.2 Where a vacant budgeted position is available but overspends elsewhere in the 

department have consumed the funds otherwise available, an explanation of the 

overspend and recovery proposal must be included within vacancy panel recruitment 

forms.  

7.7.3 Where budgetary provision is not available due to the absence of an established post, 

SFI 2.2.6 provides details on how additional budgetary provision may be obtained in 

unusual circumstances. 

7.7.4 Routine HR recruitment processes must be followed to support the employment of 
substantive staff. 
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STANDING FINANCIAL INSTRUCTION NO. 8  

NON-PAY EXPENDITURE 

8.1 Delegation of Authority 
 
8.1.1 All employees have a responsibility to ensure the Trust is only committed to budgeted 

expenditure. 
 

8.1.2 No employee shall commit or authorise expenditure without written delegated authority to do 
so. 

 
8.1.3 As part of the approval of annual budgets as set out in SFI No. 2, the Board will approve non-

pay budgets. 
 

8.1.4 Budget holders have delegated authority to commit or authorise non pay expenditure up to 
the budget for the purpose of the budget subject to the limits set out in paragraph 8.1.7. 

 
8.1.5 Virement of budget is permissible within the Trust’s virement policy. 
 

8.1.6 Total spending after virement in excess of the delegated budget must be approved by the 
Chief Executive or Board, as below 

 
Delegation Limit 

Chief Executive £0 -  £1,000,000 

Trust Board More than £1,000,000 (including Business Case) 

 

8.1.7 Most goods or services will be ordered by Hertfordshire and West Essex NHS Procurement 
Service (“H&WE ICS NHS Procurement Service”) following a requisition raised by requisitions.  
The limits budget holders may authorise in a single requisition are as follows: 

 
Employee Limit 

Budget holder £25,000 

Associate Directors / Divisional Directors / Divisional Managers / 
Deputy Directors / Heads and Deputy Heads of Departments 

 

£100,000 

 Directors and Chief Officers £250,000 

Chief Executive and Chief Financial Officer £1,000,000 

 

Trust Board or Trust Chairman in conjunction with the Chief 
Financial Officer 

More than 

£1,000,000 (no 
limit on inter NHS 

contracts) 

 

Note that requisitions are raised when budgetary provision in line with SFI 2.2 allows.  

 

 

8.1.8 A single requisition may involve, for example, the requisition of a contract involving a number 
of annual payments. These payments must be added together to determine the limit. 

 
8.1.9 Requisitions may not be split or otherwise placed in a manner devised to avoid the financial 

limits tabled above. 
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8.1.10 An Order for goods or service may result in a contract or license is to be signed by both the 
Trust and the supplier. These documents may only be signed in accordance with the 
delegated limits tabled below. 

 

Employee Limit 

Chief Officer (i.e. a Director directly reporting to the Chief 
Executive) 

£250,000 

Chief Executive or Chief Financial Officer £1,000,000 

 

Chief Executive (after approval by the Board or Trust Chairman 
in conjunction with the Chief Financial Officer) 

More than 

£1,000,000 (no limit 
on inter NHS 

contracts) 
 

8.1.11 Most invoices relating to goods requisitioned and purchased via an Order issued by H&WE 
ICS NHS Procurement Service do not require authorisation. H&WE ICS NHS Procurement 
Service matches the confirmation of receipt with the invoice and invoice value and resolves 
any differences. Occasionally H&WE ICS NHS Procurement Service will seek budget holder 
assistance with this. 

 

8.1.12 Where there is an ongoing contract and an order has not been matched, the delegated limits 
for confirming the Trust is required to make payment are set out below. 

 
Employee Limit 

Employee delegated by budget holder £1,000 

Budget holder £25,000 

Associate Directors / Divisional Directors / Divisional Managers / 
Deputy Directors / Heads and Deputy Heads of Departments 

 

£100,000 

Chief Executive / Chief Financial Officer (or nominated deputies)  £1,000,000 

Chief Executive / Chief Financial Officer Collectively No limit 
 

 

8.1.13 The Chief Financial Officer is responsible for maintaining the lists of employees and their 
delegated limits. Managers are responsible for advising the Chief Financial Officer of all 
changes (see paragraph 8.3 below). 

 

8.1.14 Over £50,000 contracts for management consultancy will require approval from NHSE if the 
Trust is in receipt of financial support. Under £50,000 will need approval of Chief Executive 
and Chief Financial Officer collectivelyTrust Executive Committee sign off. 

 

8.2 Procedures for obtaining Goods and Services 
 
8.2.1 In choosing the item to be supplied (or the service to be performed) the advice of 

Procurement (H&WE ICS NHS Procurement Service) shall be sought. This is to obtain 
value for money and as far as possible meet the sustainability obligations of the Trust. 

 

8.2.2 The only exception to the above is the Pharmacy. Pharmacy is permitted to procure drugs 

without seeking the advice of Procurement (H&WE ICS NHS Procurement Service). 

 
8.2.3 Where the advice of Procurement (H&WE ICS NHS Procurement Service) is not 

acceptable, the Chief Financial Officer (and/or the Chief Executive) shall be consulted 
and may approve procurement contrary to the advice received. 
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8.2.4 Goods may not be taken on trial or loan in circumstances that could commit the Trust 

to a future uncompetitive purchase. 
 

8.2.5 The procedure that Procurement (H&WE ICS NHS Procurement Service) shall follow to 
raise Official Orders and the employees’ role in this is set out in SFI No. 9 and 10. 

 

8.2.6 No Order shall be issued for any item or items to any firm which has made an offer of gifts, 
rewards or benefit to directors or employees, other than isolated gifts of a trivial character 
or inexpensive seasonal gifts, such as calendars, conventional hospitality such as lunches 
in the course of working visits. 

 
8.2.7 These SFIs apply equally to goods or services relating to charitable expenditure (see SFI 

No. 9.10.3 for delegated limits). 
 

8.3 Confirmation of Receipt of Goods and Services 
 
8.3.1 The system for receipt of goods and services shall provide for: 

 

• a list of Trust employees authorised to certify invoices (see paragraph 8.1.8). 

• certification that goods have been duly received, examined and are in accordance with 

specification and the prices are correct. 

• certification that 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. 

• 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 been checked as regards 

quantity, quality, and price and the charges for the use of vehicles, plant and machinery 

have been examined. 

• where appropriate, that the expenditure is in accordance with regulations and all 

necessary authorisations have been obtained. 

• the account is arithmetically correct; the account is in order for payment. 

• instructions to employees regarding the handling and payment of accounts within the 

Finance Department. 

 

8.4 Payment for Goods or Services 
 

8.4.1 All contracts, for example’ leases, tenancy agreements and other commitments, which 
may result in a liability, shall be notified to the Chief Financial Officer. 
 

8.4.2 The Chief Financial Officer is responsible for the prompt payment of accounts and 
claims these shall be in accordance with contract terms, or otherwise, in accordance 
with national guidance. 

 

8.4.3 The Chief Financial Officer is responsible for designing and maintaining a system of 
verification, recording and payment of all amounts payable. 

 
8.4.4 The Chief Financial Officer is responsible for designing and maintaining procedures 

regarding the use and control of purchasing cards. 
 

8.4.5 Prepayments are only permitted where exceptional circumstances apply. In such instances: 
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• the budget holder 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 prepayment agreement unable to meet their 
commitments; 
 

• the Chief Financial Officer may approve the prepayment, permitting the prepayment 
arrangement to progress if: 
 

o the proposed arrangements takes into account the EU public procurement 
rules where the contract is above a stipulated financial threshold; and 

o the financial advantage outweighs the disadvantages. 
 

• the budget holder is responsible for ensuring that all items due under a prepayment 
contract are received and they must immediately advise the appropriate Director or Chief 
Executive if problems are encountered. 

 

8.5 Petty Cash 
 
8.5.1 Purchases from petty cash are restricted in value and by type of purchase as tabled below 

and must be supported by receipt(s) and certified by a budget holder within their delegated 
limit. (see 8.1.7 above) 

 
Description Amount 

Return of Patients Cash Up to the amount of cash 
deposited for Safe keeping 

Payment of Patients Fares or Funeral 
expenses for which the Trust is liable 

Up to the amount of fares paid or funeral 
expense 

All other petty cash payments £100 
 

8.5.2 The Chief Financial Officer will determine record keeping and other instructions relating to 
petty cash. 
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STANDING FINANCIAL INSTRUCTION NO. 9  

TENDERING AND CONTRACTING FOR NON-PAY EXPENDITURE 

9.1 Duty to comply with Standing Orders and Standing Financial Instructions 
 

9.1.1 The procedure for making all contracts by or on behalf of the Trust shall comply with 
these SOs and SFIs (except where SO 4.13 Suspension of Standing Orders is applied). 

 
9.1.2 All contracts will: 

 

• be within the Trust’s powers as delegated by the Secretary of State.  

• comply with relevant Department of Health guidance as advised by the Director of 
Procurement (H&WE ICS NHS Procurement Service). 

• incorporate such of the Standard NHS terms and conditions as are applicable; and 

• endeavour to obtain best value for money. 

•  
 

9.1.3 These SOs and SFIs apply also to where the Trust elects to invite tenders for the supply 
of health care services. 

 
9.1.4 Directives by the Council of the European Union or its legal replacements promulgated 

by the Department of Health prescribing procedures for awarding all forms of contracts 
shall have effect as if incorporated in these SOs and SFIs. 
 

9.1.5 All purchases must be in line with Standing Financial Instructions. 

• For any purchase the manager must assure him or herself that the purchase provides 

sound value for money. 

• For purchases in excess ofgreater than £10,000 but less than £50,000 three written 

quotations are required from the relevantseparate suppliers. 

• Purchases in excess of £50,000 a formal tender is required. This may be satisfied by 

procuring with the use of a procurement framework if the terms of the framework are 

adhered with. (Contact the Procurement Department for advice). 

 

9.2 Procedure for procurement of non-pay items (other than the “employment of 
temporary staff” - see SFI No. 10) 
 

9.2.1 SFI No. 8.2.2 refers to procedures concerning the procurement of drugs. In this instance 
the Trust is not required to use H&WE ICS NHS Procurement Service. The head of 
pharmacy is to follow similar procurement procedures as those set out below. 

 

9.2.2 The budget-holder or other employee within their delegated limit (see SFI No. 8.1.7) 
will requisition H&WE ICS NHS Procurement Service to order the required goods or 
services. 

 

9.2.3 H&WE ICS NHS Procurement Service will follow the process as set out in the flow charts 
for the procurement of goods or services dependent on the likely cost as tabled below. 
(based on prevailing public procurement thresholds) 

 

Limits Procedure 
£0 - £10,000 excluding VAT Obtain best value 

32

Tab 32 Review and approval of updated standing orders, standing financial instructions and scheme of delegation.

32 of 513 Trust Board Meeting in Public 5 October 2023-05/10/23



SFI/ Version 9.0 

 Ratified by: Audit Committee 

 Date of Ratification: September 
2022 

Date of Review: August 2023 

 

 

 

 

Page 31 of 59 
 

NO NO 

£10,000 to £50,000 excluding VAT Quotations: At least 3 to be issued  
and at least 3 returned 

£50,000 excluding VAT to Current FTS 
Threshold Limit excluding VAT 

Formal tendering: At least 4 tenders to be 
issued and at least 3 returned 

More than Current FTS Threshold Limit excluding 
VAT 

Formal tendering complying with 
FTS 

Works £10,000 to Current FTS Limit which 
excludes VAT 

Formal tendering: At least 4 tenders to be 
issued and at least 3 returned 

FTS Threshold Link which shows current limits www.gov.uk/guidance/public-sector-

procurement-policy 

   

The procurement team endeavours to support the Trust in obtaining three quotes to meet 
SFI compliance requirements. Where this is not possible due to timescales, evidenced 
efforts to obtain additional quotations, patient and staff safety requirements, etc., and where 
no framework options exist, a waiver will be required for processing in the £10k-£50k 
threshold. 
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Note that the references above concerned OJEU have now been superseded by the 
Appropriate Relevant Regulations since BREXIT. The regulations followed are now the 
following: 

• Public Contracts Regulations 2015 

• Utilities contracts regulations 2016 

• Concessions Contracts Regulations 2016 
 

 

 

9.2.4 H&WE ICS NHS Procurement Service to use their knowledge base and compiled 
catalogues of suppliers and prices to obtain best value. 

9.2.5 A minimum of three written quotations are required where the contract value is 
expected to be between £10,000 and £50,000 (excluding works). 

 
9.2.6 Competitive quotations should: 
 
• be obtained based on specifications or terms of reference prepared by, or on behalf of, 

the budget-holder. 
• be in writing. 
• be treated as confidential and should be retained for inspection; and 
• be evaluated by Procurement and the quote which gives the best value for money should 

be selected. 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 the choice made, and the 
reasons why should be recorded in a permanent record. 

 

9.2.7 Items estimated to be below the limit set in this SFI that subsequently exceed the limit 
shall be reported to the Chief Financial Officer and Audit Committee along with 
circumstances where formal tendering procedures have been waived. 

 
9.2.8 Where the likely contract value exceeds £50,000 for goods or services and £10,000 

for  
works, formal tendering will be undertaken. 

 
9.2.9 Following receipt of a requisition for goods or services likely to cost more than £50,000 

and requisitions for works in excess of £10,000, H&WE ICS NHS Procurement Service  
will advise the budget-holder that a formal tender is required and request details of the 
project team to be involved in completing this. H&WE ICS NHS Procurement Service 
will lead the tendering process on behalf of the budget-holder. 

 
9.3 Procedure for tendering 

 
9.3.1 All tenders will be undertaken through the public sector e-tendering portal Atamis. 

This will enable: 
 

• the required levels of calls for competition a supplier information database. 

• a process to request for prequalification information evaluation of Expression of 

Interest & prequalification creation of quotation / tender documents. 

• an invitation to Tender receipt of Tenders opening Procedures. 

• an evaluation award and ratification contract management; and archiving of 

Tender documentation. 

 

9.3.2 Tenders will be returned to an electronic safe and locked until the due date for the 
receipt of bids from invited suppliers: 
 

• As soon as practicable after the date and time stated as being the latest time for 
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the receipt of tenders, the tenders shall be opened by the Director of Procurement 
(H&WE ICS NHS Procurement Service) as the Chief Executive nominated 
representative. Should the Director of Procurement (H&WE ICS NHS 
Procurement Service) not be available the task may be further delegated to a 
H&WE ICS NHS Procurement Service staff member trained in the use of the 
Atamis e-tendering portal.  

 
 

9.3.3 The Director of Procurement (H&WE ICS NHS Procurement Service) as guardian 
for the Atamis e-tendering portal system is responsible for ensuring all tenders are 
treated as confidential and retained for inspection. The system provides a register 
of: 

 

• The name of all firms or individuals invited to tender. 

• The names of firms or individuals from which tenders have been received. 

• The date the tenders were opened. 
 

9.3.4 There is generally no discretion to receive tenders after the due date. In exceptional 
circumstances the Director of Procurement (H&WE ICS NHS Procurement Service ) may 
approve the inclusion of a late tender. The request will include an explanation of the 
exceptional circumstance and assurance that the tender process has not been 
compromised. 

 
9.3.5 Acceptance of tender 

 

• If fewer than three tenders are received, the Chief Executive, Director of Procurement or 
Chief Financial Officer 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. 

• Any discussions with a tenderer which are deemed necessary to clarify technical aspects 
of the tender before the award of a contract will not disqualify the tender. 

• The most economically advantageous tender shall be accepted as determined by the 
tender evaluation criteria set by the tender project team at the start of the tender 
process. 

• No tender shall be accepted which will commit expenditure more than 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. 

• The use of these procedures must demonstrate that the award of the contract was the 
most economically advantageous tender. 

 

9.3.6 The Director of Procurement (H&WE ICS NHS Procurement Service) as the Chief Executive 
nominated officer responsible for tendering will report to the Trust Board on an exceptional 
circumstance basis as required by the Chief Executive. 

9.4 Firms invited to quote or tender 
 
 
9.4.1 Procurement follow the guidance of the following bodies/frameworks 

• Government frameworks 

• Construction line Procure 22 

• Crown Commercial Service frameworks 

• EOECPH - East of England Collaborative Procurement Hub NHSSC 

– NHS Supply Chain 

• Other relevant compliant frameworks 
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9.4.2 The Director of Procurement (H&WE ICS NHS Procurement Service) will determine which 
route to market may be used. 

 
9.4.3 The Director of Procurement (H&WE ICS NHS Procurement Service) shall ensure all 

tenders provide open competition and comply with relevant DH guidance.  This does not 
preclude the assessment at either or both pre-qualification questionnaire or evaluation of 
tender of contractor suitability in for example: 

 

• experience and qualifications understanding of the Trust’s needs. 

• feasibility and credibility of proposed approach viability to deliver the goods or services 

• health and safety record environmental considerations. 

• financial standing (Chief Financial Officer responsibility) clinical governance (Chief 

Medical Director responsibility). 
 

9.4.4 Exceptions to usual procurement arrangements – Tender Quotation Waiver Request 
 

• The waiving of competitive tendering procedures should not be used to: 
o avoid competition.  
o be for administrative convenience.  
o award further work to a consultant originally appointed through a competitive 

procedure. 

• Where it is decided that competitive tendering is not applicable and should be waived, 
the fact of the waiver and the reasons should be documented using a waiver form 
obtained from the Director of Procurement (H&WE ICS NHS Procurement Service).  
 

9.4.5. The Chief Financial Officer should ensure that the waiver register includes details of 
previous waivers to the same supplier. Where procurement contest the use of the waiver 
there should be a clearly documented escalation to the signatories to set out the risks 
identified. 

 
9.4.6 Authorised waivers are reported to the Audit Committee at each relevant meeting. 
 
 

9.5 Where it is not possible to obtain three quotations/tenders. 
 

• This may occur where the goods or services are only available from a single supplier. 

• In very exceptional circumstances where formal tendering procedures would not be 
practicable or the estimated expenditure or income would not warrant formal 
tendering procedures, the circumstances must be detailed in an appropriate Trust 
record. 

• Where specialist expertise is required and is available from only one source. 

• When an unforeseeable task is required for a recently completed project and engaging 
different consultants for the new task would be inappropriate. 

• Where 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. 

• For the provision of legal advice and services from a legal firm or partnership 
commissioned by the Trust. 

• Where permitted by DH guidance, details of must be documented in waiving formal 
tendering. 

• Where a tender process has been properly followed, but insufficient returns have been 
received. 

• Where the Chief Executive recommends urgent capital works that need to be carried out.  
In this case, written confirmation must be obtained from the Chief Executive and 

32

Tab 32 Review and approval of updated standing orders, standing financial instructions and scheme of delegation.

37 of 513Trust Board Meeting in Public 5 October 2023-05/10/23



SFI/ Version 9.0 

 Ratified by: Audit Committee 

 Date of Ratification: September 
2022 

Date of Review: August 2023 

 

 

 

 

Page 36 of 59 
 

forwarded to the Chief Financial Officer with an agreed timetable for completion of 
procedures as detailed in SFI 9.2.           

 

             
9.5.1 Please see 9.2 for quotation/tender limits. 
 

9.5.2 It is Trust policy that all requests to progress with waivers must receive prior 
approval through the waiving of Standard Financial Instructions ’ procedure. All 
such Non Competitive Action (NCA) will require the completion of a Waiver Form. 
Waiver forms still require authorisation in line with the Trust’s Scheme of 
Delegation. This is set out in the table below: 

 
Revenue Spend Trust Money 

Director of Procurement (H&WE ICS NHS 
Procurement Service) 

£0 - £50,000 

Chief Executive or Chief Financial Officer £50,000 - £100,000 

Chief Executive and Chief Financial Officer 
Collectively 

£100,000 - £500,000 

Board/Chairman Above £500,0000 

 

Any waivers requiring Board approval will be sent to the Chief Financial Officer by 
procurement with a covering narrative asking for the waiver request to be taken to the 
Board for formal approval. 
 

9.5.3 It should be noted that Relevant Procurement Law applies at all times and in particular 
to proposed procurements in excess of the financial threshold appertaining at the  time 
(FTS Limits January 2022 Supply, Services and Design Contracts £138,760, Works 

£5,336,937). The link is as follows: Public procurement policy - GOV.UK (www.gov.uk) 
 

9.5.4 Relevant Procurement Law cannot be waivered and the Trust Procurement will 
advise Budget holders as to how compliance can be achieved. 

 
9.5.5 It should be noted that procurements estimated to be below limits set out as above for 

which formal tendering procedures are not used which subsequently prove to have a 
value above such limits shall be reported to the appropriate Trust Senior Officer. 

 

9.5.6 The Audit Committee may, at its discretion, invite regular users of the waiver and 
non-competitive action procedures to explain the need and to advise how this action 
may be avoided. 

 
9.5.7 The Director of Procurement will provide a bi-monthly report to the Audit Committee 

detailing the use made of NCA and an annual report highlighting an analysis by 
budget holder and the reason for the use of waivers. 
 

9.6 Acceptance of a quote or tender 
 
9.6.1 Following evaluation and provided the winning quote or tender is within budget an official 

order is raised. Official orders must: 
 

• be consecutively numbered. 

• be in a form approved by the Chief Financial Officer, state the Trusts terms and 
conditions of trade, and 

• only be raised by those authorised by the Chief Executive. 
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9.6.2 Those authorised by the Chief Executive are: 

 

• Procurement (H&WE ICS NHS Procurement Service).  

• Pharmacy (for procurement of drugs). 
 

9.6.3 Verbal orders may only be issued very exceptionally by an employee listed in 9.6.1 and 
only in cases of emergency or urgent necessity. These must be confirmed by an official 
order and clearly marked “Confirmation Order”. 

9.7 Auctions 
 
9.7.1 Should the Trust choose to access Auctions (of any kind) as a process for procurement, 

this must be done through H&WE ICS NHS Procurement Service and the Chief Financial 
Officer must be assured the process complies with best practice guidelines.
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9.8 Disposals 
 

9.8.1 Competitive tendering or quotation procedures shall not apply to the disposal of:    
 

• 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 
Director of Procurement (H&WE ICS NHS Procurement Service). 

• obsolete or condemned articles and stores, which may be disposed of in accordance 
with the supplies policy of the Trust. 

• items to be disposed of with an estimated sale value of less than £5,000. 

• items arising from works of construction, demolition, or site clearance, which should be 
dealt with in accordance with the relevant contract. 

• land or buildings concerning which Department of Health guidance has been issued 
which shall be disposed of in compliance with such guidance. 

9.9 In-house Services 
 

9.9.1 The Chief Executive shall be responsible for ensuring that best value for money can be 
demonstrated for all services provided on an in-house basis. The Board may also 
determine from time to time that in-house services should be market tested by competitive 
tendering. 

 

9.9.2 In all cases where the Board determines that in-house services should be subject to 
competitive tendering the following groups shall be set up: 
 

• specification group, comprising the Chief Executive or nominated lead oOfficer and 
specialist. 

• in-house tender group, comprising a nominee of the Chief Executive and technical 
support; and, 

• evaluation team, comprising normally a specialist officer, supplies officer and a Chief 
Financial Officer representative. 

 

9.9.3 Each group shall work independently of each other and individual Officers may be a 
member of more than one group, but no member of the in-house tender group may 
participate in the evaluation of tenders. 

 

9.9.4 The evaluation team shall make recommendations to the Board. 
 

9.10 Applicability to funds held in trust 
 
9.10.1 Standing Order No.4.6.1 outlines the Trust’s responsibilities as a Corporate Trustee for the 

management of funds it holds on trust. 
 
9.10.2 The Authority and Compliance section at the start of these SFIs makes it clear SFIs apply 

equally to charitable funds. In addition, there shall be full compliance with the legal 
requirements and best practice required by the Charity Commission. 

 

9.10.3 The Chief Financial Officer shall ensure that each trust fund that the Trust is responsible for 
managing is managed appropriately regarding its purpose and to its requirements. 
Delegated limits for funds are: 
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Employee Limit 

Fund manager £1,000 

Divisional Clinical Director/Executive Director/Divisional Manager £5,000 

Chief Financial Officer £25,000 

Charitable Funds Committee £100,000 

Board of Trustee No limit up to 
available funds 

 

9.11 Contract and Contract Variation 
 

9.11.1 Any legally binding agreement voluntarily entered into by two or more parties that places 
an obligation on each party to do or not do something for one or more of the other parties 
and that gives each party the right to demand the performance of whatever is promised to 
them by the other parties.  
 

9.11.2 To be valid, all parties must be legally competent to enter a contract, neither the objective 
nor any of the obligations or promised performances may be illegal, mutuality of the 
agreement and of its obligations must exist, and there must be consideration. 

 
9.11.3 For contract variation, please refer to the specific NHS Terms and Condition of contract, if 

you have bespoke Terms and Conditions refer to the section on variations. 
 

9.12 Framework 
 
9.12.1 A framework agreement is an umbrella agreement between one or more contracting 

authorities and one or more economic operators setting out all or some of the terms on which 
the parties can enter into contracts (call-offs) throughout the term of the umbrella agreement. 
 

9.12.2 Call-offs are based on the terms of the framework agreement and may be either direct award 
or through further competition. 

 
9.12.3 The terms of the framework agreement must be adhered to. 

 
9.12.4 For further details on procurement please visit http://www.hertsprocurement.nhs.uk 

  
 

STANDING FINANCIAL INSTRUCTION NO.  10 

 

EMPLOYMENT OF TEMPORARY STAFF 
 

10.1 Personnel and Agency or Temporary Staff Contracts  
 

10.1.1 To ensure the Trust achieves best value and that where appropriate DBS checks have been 
made temporary staff will only be employed in accordance with this SFI. 
 

10.2 Temporary Medical Staff 

10.2.1 Budget holders within their delegated limit and budget constraint may request the 
employment of temporary staff. All such requests must be approved by the Chief Medical 
Officer (CMO) during normal working hours. The Medical Staffing Department will co-
ordinate all requests for temporary medical staff made during normal working hours and 

32

Tab 32 Review and approval of updated standing orders, standing financial instructions and scheme of delegation.

41 of 513Trust Board Meeting in Public 5 October 2023-05/10/23

http://www.hertsprocurement.nhs.uk/


SFI/ Version 9.0 

 Ratified by: Audit Committee 

 Date of Ratification: September 
2022 

Date of Review: August 2023 

 

 

 

 

Page 40 of 59 
 

present these to the CMO for approval.  
The Medical Staffing Department will confirm whether the gap requiring temporary cover 

should be covered by existing job plans.  

Consequently, all requests for temporary medical staff made during normal working hours 

must be directed to the Medical Staffing department.  

 

10.2.2 Temporary medical staff requested outside of normal working hours must be approved by 
the Senior Manager On call ir the nominated deputy. The Medical Staffing Department must 
secure email confirmation of approval by the Senior Manager On call before booking 
temporary staff outside of normal working hours.  

 

o Any requests for temporary medical staff made outside of normal working hours must be 

summarised by the Medical Staffing Department for approval by the CMO the following 

day. 

 

 

10.3 Temporary Nursing Staff 

10.3.1 Temporary nursing staff requests must be authorised by the Chief Nurse or her nominated 
deputy at the daily rota review meetings. Any requests for temporary nursing staff in 
excess of this agreement need to be approved by the Senior Manager On Call. 
 
The Nursing Workforce manager will summarise all temporary nursing requests made for 
the previous day to be discussed at each daily ward rota review meeting. 
 
 

10.3.2 All requests for temporary staff must be made through the Trust’s temporary staff provider.  
 
10.3.3 Any two of the following directors must approve the rate of pay for the shift where it is in 

excess of the agreed rate card1,  
 

• Chief Financial Officer 

• Chief People Officer 

• Chief Medical Officer 

• Chief Operating Officer  
 

10.3.4 Should temporary staff not be available via the Trust’s nominated bank temporary staff 
provider, budget holders, within their delegated limit and budget constraint, may employ 
staff from agencies where a framework agreement is in place. The request must be 
authorised by the Vacancy Review Panel.  Once authorised, the booking must be placed 
via the Trust’s mandated booking system. 

 
10.3.5 The maximum rates set for grades and specialties will be in line with nationally mandated 

restrictions and will be reviewed periodically. The agreed rates will be available from the 
Chief Financial Officer.  Under any other circumstance, approval of the Chief Executive is 
required. 

 

10.3.6 The Chief Financial Officer will be responsible for managing the agency spend to a limit if 
set by NHS Improvement. 

 

                                                
 
 

32

Tab 32 Review and approval of updated standing orders, standing financial instructions and scheme of delegation.

42 of 513 Trust Board Meeting in Public 5 October 2023-05/10/23



SFI/ Version 9.0 

 Ratified by: Audit Committee 

 Date of Ratification: September 
2022 

Date of Review: August 2023 

 

 

 

 

Page 41 of 59 
 

10.4 Interim Managers 

10.4.1 Managers are required to enter into formal contract for all interims either (a) NHS framework 
contract (b) Trust standard contract or (c) a negotiated contract approved by the Chief 
People Officer and Chief Financial Officer. 

 
10.4.2 Purchase orders raised cannot be greater than £100,000 or six months of service. Any 

variation to this contract in excess of £100,000 or six months of service to be reported to 
the Trust’s Remuneration Committee. 

 
10.4.3 All interim staff contracts must be submitted to the Chief Financial Officer via the submission 

of the necessary approval forms and processes as mandated by the Chief Executive Officer. 
 

10.4.4 As stated under HMRC Regulation IR 35, any temporary appointments of staff and 
engagement agreed via a personal service company, partnership, nationally mandated off 
payroll engagement rules apply.  
 

10.4.5 The Trust is responsible for deducting the tax and national insurance relevant to these off-
payroll engagements. 

 
10.4.6 Prior to agreeing such appointments, the Trust’s interim staff co-ordinator and the Head of 

Operational Finance must be notified in order to carry out tests using the HMRC toolkit.  Any 
decision will be assured by using an IR35 specialist who will issue a certificate of the 
decision. The correct tax and national insurance will be deducted at source. 

 
10.4.7 Further guidance is available on the HMRC website https://www.gov.uk/guidance/ir35-find-

out-if-it-applies. 
 
10.5 Interim contracts and non clinical agency 

 
o All new non  clinical agency appointments need to be approved by the CFO and CPO. 

o For any Interim staff arrangement expected to cost the Trust in excess of £10,000, 3 

competitive quotations must be obtained. 

o All Interim candidates on proposed daily rates must be interviewed before appointment. 

o Managers are required to enter a formal contract for all Interims. There are three options 

available (a) NHS framework contract, (b) Trust standard contract, (c) A negotiated 

contract approved by the Director of OD and Chief Financial Officer. 

o The formal contract must be approved by the Chief Financial Officer and the Chief People 

Officer before commencement.  

o After selection and agreeing a contract, a formal requisition must be raised to raise an 

order to the supplying company. The value of the order must not exceed £100,000 or 6 

months of service. 

o Details of the order must be sent to the relevant Human Resources Business Partner to 

ensure that any necessary requirements (eg DBS checks) are completed 
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STANDING FINANCIAL INSTRUCTION NO.  11 

 

CAPITAL INVESTMENT, PRIVATE FINANCE AND LEASING 
 

11.1 Capital Investment 
 
11.1.1 The Chief Executive: 

 

• 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. 

• will delegate responsibility to a named individual for the delivery of all stages of capital 
schemes and for ensuring that schemes are on time and to cost. 

• shall ensure that the capital investment is not undertaken without confirmation of 
sufficient funding to meet any future revenue consequences, including capital charges. 

 
11.1.2 The approval of a capital programme shall not constitute approval for expenditure on any 

scheme. Scheme agreement will be in accordance with the delegated limits tabled below; 
however, expenditure may not be committed until the Chief Financial Officer has issued 
capital expenditure approval (see paragraph 11.4.3) 

 
Delegation – Trust * Limit (excluding VAT) 

Capital Finance Planning Group £5,000- £150,000 
Trust Executive Committee £150,000 - £1,000,000 

Trust Board More than £1,000,000 

NHS Improvement In excess of Trust delegated limit 
    

 

 The expenditure limits for the Charity are reflected in SFI section 9.10.3 above.    

 

11.1.3 For every capital expenditure proposal, the Chief Executive shall ensure that a Capital 
Approval Document and where necessary a pre-business case document (for schemes 
over £5k but less than £150k) or detailed Business Case (for schemes over £150k) is 
produced.  This will be submitted to the relevant groups and committee for approval.  The 
business case must include: 
 

• an option appraisal of potential benefits compared with known costs to determine the 
option with the highest ratio of benefits to costs. 

• the involvement of appropriate Trust personnel and external agencies, appropriate 
project management and control arrangements. 

• that the relevant budget manager has certified to the future costs and revenue 
consequences detailed in the business case. 

 

11.1.4 For capital schemes where the contracts stipulate stage payments these shall comply with 
any relevant DH guidance. 
 

11.1.5 The Chief Financial Officer shall operate the construction industry tax deduction scheme in 
accordance with HMRC. 

 

11.1.6 The Chief Financial Officer shall regularly report expenditure and commitment against 
authorised expenditure to the Trust Board. 
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11.2 Post Project Evaluation 
 

11.2.1 Post project evaluation will be undertaken on all programmed capital investments and 
where the Business Case is approved by the Board the post project evaluation will be 
reviewed by the Board. 

 

11.2.2 The project evaluation shall as a minimum consider: 
 

• the extent to which the original objectives have been met. 

• the cost and the extent to which value for money can be demonstrated. 

• the outcome compared with, the do nothing or do minimum option; risk. 

• user satisfaction. 

• procurement route. 

• implementation compared with plan; time and resources; and lessons 

learnt. 

11.3 Private Financing (including Leasing) 
 

11.3.1 The Trust should normally test for PFI or leasing when considering capital procurement. 
When the Trust proposes to use PFI or leasing (regardless of whether the lease is an 
operating or finance lease), the following procedures shall apply: 

 

• the proposal must obtain approval commensurate with that which is required were the 

assets, goods or services to be obtained by outright purchase. 

• the budget holder for the associated PFI/Lease cost must authorise that the costs are 

acceptable within their managed budget. 

• the Chief Financial Officer shall demonstrate that the financing represents value for 

money and genuinely provides the desired transfer of risk; and 

• any finance or lease document must be signed by the Chief Financial Officer and where 

this is more than the Chief Financial Officer’s delegated limit, by the Chief Executive 

also. 

 

11.3.2 In all other respects the procurement process contained within SFI 9 applies to PFI and 
Leasing. 

 

11.3.3 All PFI contracts must be approved by the Board. 
 

11.4 Capital Delegated Limits 

 
11.4.1 All initial allocations for capital schemes within the constraints of the Board approved 

programme will be set by Finance. 
 

11.4.2 Following a tendering/quotation action and the approval of a business case, a Capital 
Expenditure Approval Request Form must be approved by the Chief Financial Officer and 
a Capital Approval Number (CAN) set up on the financial ledger for a purchase order to 
be raised. See the flow diagram (paragraph 11.4.4) below detailing the process to be 
followed before any capital commitment can be made. 
 

11.4.3 The limits set out below relate to the subsequent authorisation of all requisitions, orders 
and invoices. All procurement is subject to the procedures set out in SFI No. 9. 

 

Employee Limit 
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Project Manager £100,000 

Chief Executive / Director / Project 
Director / Head of Operational Finance 

£1,000,000 

Chief Executive 
collectively 

/ Chief Financial Officer No limit 

 
11.4.4 Any waivers raised should be in accordance with SFI 9 section 9.5. 

 
 
 
 

Option to tender 
at this stage as 

per SFI 9 

Contract approved 

Order raised  

Tender or Waiver (see SFI 9) 

Capital Approval Form signed by CFO 

Capex needed 

WHHT Capital Process 

CFPG or TEC for addition to capital programme  

Pre Business Case form produced  
Rejected – 

See 
Schedule C 
for Charity 
approval 
process 

Outline Business Case produced  

Approved 

CFPG or TEC  approval 
(Refer 11.1.2)  

Approved 
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STANDING FINANCIAL INSTRUCTION NO.  12 

 

PROPERTY, PLANT and EQUIPMENT and INTANGIBLE ASSET REGISTERS, AND SECURITY 
 

12.1 Asset Registers 
 
12.1.1 The Chief Financial Officer is responsible for the maintenance of registers of assets and 

arranging for periodic physical checks of assets against the asset register. 
 

12.1.2 The Trust shall maintain an asset register recording fixed assets. The minimum data set to 
be held within these registers shall be as specified by the Department of Health Financial 
Reporting Manual (FReM). 

 
12.1.3 Additions to the fixed asset register must be clearly identified so that it may be physically 

verified by reference to: 
 

• Existence. 

• Suppliers’ invoices and other documentary evidence in respect of transfer of ownership. 

• stores, requisitions and wages records for own materials and labour including 

appropriate overheads; and, 

• lease agreements in respect of assets held under a finance lease and capitalised. 

 

12.1.4 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). 
 

12.1.5 The Chief Financial Officer shall approve procedures for reconciling balances on fixed 
assets accounts in ledgers against balances on fixed asset registers. 
 

12.1.6 The asset register will show: 
 

• The historical cost of each asset. 

• adjustments for valuation in accordance with FReM and Trust accounting policies; and, 

• depreciation in accordance with FReM and Trust accounting policies. 

 

12.1.7 The Chief Financial Officer shall calculate and pay capital charges as specified by the 
Department of Health. 

 

12.2    Security of Assets 
 
12.2.1 The overall control of assets is the responsibility of the Chief Executive. 
 

12.2.2 Asset control procedures (including plant, property and equipment, cash, cheques, and 
negotiable instruments, and also including donated assets) must be approved by the Chief 
Financial Officer. This procedure shall make provision for: 
 

• recording managerial responsibility for each asset; identification of additions and 

disposals. 

• identification of all repairs and maintenance expenses; physical security of assets. 

• periodic verification of the existence of, condition of, and title to, assets recorded;  

• identification and reporting of all costs associated with the retention of an asset; reporting, 

recording and safekeeping of cash, cheques, and negotiable instruments. 
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12.2.3 All discrepancies revealed by verification of physical assets to fixed asset register shall be 
notified to the Chief Financial Officer. 
 

12.2.4 Whilst each employee and officer have a responsibility for the security of property of the 
Trust, it is the responsibility of Board members and senior employees in all disciplines to 
apply such appropriate routine security practices in relation to NHS property as may be 
determined by the Board. Any breach of agreed security practices must be reported in 
accordance with agreed procedures. 
 

12.2.5 Any damage to the Trust’s premises, vehicles and equipment, or any loss of equipment, 
stores or supplies must be reported by Board members and employees in accordance 
with the procedure for reporting losses. 
 

12.2.6 Where practical, assets should be marked as Trust property. 
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STANDING FINANCIAL INSTRUCTION NO.  13 

 

MANAGEMENT OF INVENTORIES (including stores and stocks)  

 
13.1   Stores 

 
13.1.1 Stores, defined in terms of controlled stores and departmental stores (for immediate use) 

should be: 
 

• kept to a minimum. 

• subjected to annual stock take. 

• valued at the lower of cost and net realisable value. 
 

13.1.2 Subject to the responsibility of the Chief Financial Officer for the systems of control, 
overall responsibility for the control of stores shall be delegated to an employee by the 
Chief Executive. The day-to-day responsibility may be delegated to departmental 
employees and stores managers/keepers, subject to such delegation being entered in a 
record available to the Chief Financial Officer. The control of any Pharmaceutical stocks 
shall be the responsibility of a designated pPharmaceutical oOfficer, the control of any 
fuel oil and coal of a designated estates manager. 

 

13.1.3 The responsibility for security arrangements and the custody of keys for any stores and 
locations shall be clearly defined in writing by the designated manager/Pharmaceutical 
oOfficer. Wherever practicable, stocks should be marked as health service property. 
 

13.1.4 The Chief Financial Officer shall set out procedures and systems to regulate the stores 
including records for receipt of goods, issues, and returns to stores, and losses. 

 

13.2    Stocks 
 

13.2.1 Stocktaking arrangements shall be agreed with the Chief Financial Officer and there 
shall be a physical check covering all items in store at least once a year. 
 

13.2.2 Where a complete system of stores control is not justified, alternative arrangements shall 
require the approval of the Chief Financial Officer. 
 

13.2.3 The designated Manager/Pharmaceutical oOfficer shall be responsible for a system 
approved by the Chief Financial Officer for a review of slow moving and obsolete items 
and for condemnation, disposal, and replacement of all unserviceable articles. The 
designated oOfficer shall report to the Chief Financial Officer any evidence of significant 
overstocking and of any negligence or malpractice (see also overlap with SFI No. 14 
Disposals and Condemnations, Losses and Special Payments). Procedures for the 
disposal of obsolete stock shall follow the procedures set out for disposal of all surplus 
and obsolete goods. 
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STANDING FINANCIAL INSTRUCTION NO.  14 

 

DISPOSALS AND CONDEMNATIONS, LOSSES AND SPECIAL PAYMENTS 
 

14.1 Disposals and Condemnations 
 
14.1.1 The Chief Financial Officer must prepare detailed procedures for the disposal of assets 

including condemnations and ensure that these are notified to managers. When it is decided 
to dispose of a Trust asset, the Head of Department or authorised deputy will determine 
and advise the Chief Financial Officer of the estimated market value of the item, taking 
account of professional advice where appropriate. 

 
14.1.1 All unserviceable articles shall be: 

 

• condemned or otherwise disposed of by an employee authorised for that purpose by 
the Chief Financial Officer. 

• recorded by the Condemning Officer in a form approved by the Chief Financial 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 
employee authorised for the purpose by the Chief Financial Officer. 
 

14.1.2 The Condemning Officer shall satisfy himself as to whether there is evidence of negligence 
in use and shall report any such evidence to the Chief Financial Officer who will take the 
appropriate action. 

 

14.2 Losses and Special Payments 
 

14.2.1 The Chief Financial Officer must prepare procedural instructions on the recording of and 
accounting for condemnations, losses, and special payments. 

 

14.2.2 Any employee or officer discovering or suspecting a loss of any kind must immediately 
inform their head of department, who following investigation must inform the Chief Executive 
and the Chief Financial Officer and notify the employee discovering or suspecting the loss 
of their action. Where a criminal offence is suspected, the Chief Financial Officer must 
immediately inform the police if theft or arson is involved. In cases of fraud, bribery, and 
corruption or of anomalies which may indicate fraud, bribery or corruption, the Chief 
Financial Officer must inform the relevant LCFS in accordance with the Government 
Functional Standard GovS013: Counter FraudNHS Counter Fraud Authority Standards for 
Providers. All losses and Compensation claims will be reviewed by the Litigation 
Department / Patient Affairs before sending to Finance for final approval and payment. 
 

14.2.3 The Chief Financial Officer must notify the NHS Counter Fraud AuthorityLCFS and the 
External Auditor of all frauds. 
 

14.2.4 For losses apparently caused by theft, arson, neglect of duty or gross carelessness, except 
if trivial, the Chief Financial Officer must immediately notify the Board. 

 
14.2.5 The write-off of losses will be approved within the delegated limits set out below and 

reported to the audit committee for review. 
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DESCRIPTION 

 
£000 

 
£0
00 

 
£000 

Cash Losses (Theft 
Fraud, Salary 
Overpayments, Losses of 
Cash) 

0-1 

Head Of Financial 
Accounts/Charity  

1-10 
Head of Operational 

Finance 
 

 

10-50 
Chief 
Finan
cial 

Office
r 

 
>50 
Board 

Loss or damage to 
personal property or 
effects 

0-1 

Head Of Financial Accounts/ 
Charity  

1-10 

Head of Operational 
Finance 

10-50 

Chief 
Finan
cial 

Office
r 

 
>50 
Board 

 
Bad Debts and Abandoned 
Claims 

0-50 
Head of Operational 

Finance 

50-
250 
Chief 
Financi
al 
Officer 

 
>250 
Board 

Fruitless Payments 
(including Abandoned 
Capital Schemes) 

0-50 
Estates Director 

50-
100 

Chief 
Finan
cial 

Office
r 

100-250 

Chief 
Executive 

Loss of Damage to 
Trust Buildings, 
Property, Equipment 

0-50 
Estates Director 

 
>5

0 
Bo
ard 

 
 

 
Loss of Stock 

0-50 
Relevant Divisional Director 

 
>5

0 
Bo
ard 

 
 

Extra Contractual 
Payments to 
Contractors 

0-50 
Chief Financial Officer 

 
>5

0 
Bo
ard 

 
 

 
 

14.2.6 The Chief Financial Officer shall be authorised to take any necessary steps to safeguard 
the Trust’s interests in bankruptcies and company liquidations. 

 

14.2.7 For any loss, the Chief Financial Officer should consider whether any insurance claim 
can be made. 

 
14.2.8 The Chief Financial Officer shall maintain a Losses and Special Payments Register in 

which write-off action is recorded. 
 

14.2.9 No special payments exceeding delegated limits shall be made without the prior approval 
of the Department of Health. 

 

14.2.10 All losses and special payments must be reported to the Audit Committee at every 
meeting. 
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STANDING FINANCIAL INSTRUCTION NO. 15  

COMPUTERISED SYSTEMS AND FREEDOM OF INFORMATION 

15.1 Responsibilities and duties of the Chief Financial Officer 
 
15.1.1 The Chief Financial Officer, who is responsible for the accuracy and security of the 

computerised financial data of the Trust, shall: 
 

• devise and implement any necessary procedures to ensure adequate (reasonable) 
protection of the Trust’s data, programs and computer hardware for which the dDirector 
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. 

• ensure that adequate (reasonable) 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. 

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

• ensure that an adequate management (audit) trail exists through the computerised 
system and that such computer audit reviews as the Chief Financial Officer may consider 
necessary is being carried out. 

 
15.1.2 The Chief Financial Officer shall ensure that new financial systems and amendments to 

current financial systems are developed in a controlled manner and thoroughly tested prior to 
implementation. Where this is undertaken by another organisation, assurances of adequacy 
must be obtained from them prior to implementation. 
 

15.1.3 Where computer systems have an impact on corporate financial systems the Chief Financial 
Officer shall ensure that: 

 

• systems acquisition, development and maintenance are in line with corporate policies 
such as an IM&T Strategy. 

• data produced for use with financial systems is adequate, accurate, complete and timely, 
and that a management (audit) trail exists. 

• such computer audit reviews as are considered necessary are carried out. 
 

15.1.4 The Chief Financial Officer shall ensure that contracts for computer services for financial 
applications with another health organisation or any other agency shall clearly define the 
responsibility of all parties for the security, privacy, accuracy, completeness, and timeliness 
of data during processing, transmission, and storage. The contract should also ensure rights 
of access for audit purposes. 
 

15.1.5 Where another health organisation or any other agency provides a computer service for 
financial applications, the Chief Financial Officer shall periodically seek assurances that 
adequate controls are in operation. 
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15.2 Responsibilities and duties of other Directors and Officers in relation to computer 
systems of a general application. 

 
15.2.1 The Chief Executive will ensure each system is the responsibility of a designated officer. 
 
15.2.2 Each designated officer will ensure the information contained is necessary for the operation 

of Trust business and as far as possible is accurate and up to date. 
 

15.2.3 All Trust systems are operated in accordance with relevant Trust practices. 
 

15.2.4 Each designated officer shall ensure that risks to the Trust arising from the use of each system 
are effectively identified and considered and appropriate action taken to mitigate or control 
risk. This shall include the preparation and testing of appropriate disaster recovery plans. 

 

15.3 Freedom of Information 
 
15.3.1 The Chief Information Officer and SIRO as the Chief Executive’s nominated officer, shall 

publish and maintain a Freedom of Information (FOI) Publication Scheme, or adopt a model 
Publication Scheme approved by the information ICS Commissioner. The Publication 
Scheme is a complete guide to the information routinely published by the Trust it describes 
the classes or types of information publicly available. 
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STANDING FINANCIAL INSTRUCTION NO.  16 

 

PATIENTS' PROPERTY 
 

16.1 The Trust has a responsibility to provide safe custody for money and other personal 
property (hereafter referred to as "property") that is either handed in by patients, in the 
possession of unconscious or confused patients, or found in the possession of patients 
dying in hospital or dead on arrival. 

 

16.2 The Chief Executive is responsible for ensuring that patients or their guardians, as 
appropriate, are informed before or at admission that the Trust will not accept responsibility 
or liability for patients' property brought into Health Service premises, unless it is handed 
in for safe custody and a copy of an official patients' property record is obtained as a 
receipt by: 

 

• notices and information booklets; (notices are subject to sensitivity guidance) 

hospital admission documentation and property records. 

• the oral advice of administrative and nursing staff responsible for admissions. 
 
16.3 The Chief Financial 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 staff whose duty is to administer, in any way, the 
property of patients. Due care should be exercised in the management of a patient's 
money to maximise the benefits to the patient. 

 
16.4 Where Department of Health instructions require the opening of separate accounts for 

patients' moneys, these shall be opened and operated under arrangements agreed by the 
Chief Financial Officer. 

 
16.5 In all cases where property of a deceased patient is of a total value more than £5,000 (or 

such other amount as may be prescribed by any amendment to the Administration of 
Estates, Small Payments, Act 1965), 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. 

 
16.6 Staff 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. 

 
16.7 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. 
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STANDING FINANCIAL INSTRUCTION NO.  17 

 

ACCEPTANCE OF GIFTS BY STAFF AND LINK TO STANDARDS OF BUSINESS 
CONDUCT 
 

17.1 The policy on acceptance of gifts, hospitality and sponsorship is detailed in the Trust’s 
Conflicts of Interest policy. This policy is also relevant in respect to bribery prevention.  
 

17.2 All Trust employees should be aware that they are responsible for public funds. Where staff 
wish to offer hospitality to third parties this shall be approved in accordance with the Scheme 
of Delegation, having due regard for materiality and intention and must comply with the 
Trust’s Anti-Bribery and Conflicts of Interest Policy. The Trust Secretary shall be responsible 
for ensuring that all senior managers retain full records of all hospitality provided, with clear 
explanations of the hospitality offered, names of all Trust employees and third parties 
involved, and the financial cost incurred by the Trust. 

 

17.3 It is an offence to offer, promise or give a financial advantage, or request, agree to receive 
or accept a financial or other advantage where the offeror or recipient believes, intends, or 
knows that the financial or other advantage will lead to improper performance of a relevant 
function. For further information on the Bribery Act 2012, please refer to the Trust’s Anti 
Bribery  Policy. 

 

17.4 All staff must be aware of the potential risks in accepting gifts, hospitality, and sponsorship, 
even where they have acted in good faith. All staff must comply with the Trust’s Conflicts of 
Interest Policy. 

 

17.5 The Trust Secretary must be formally notified of, and is responsible for maintaining a register 
of, all offers of gifts and hospitality, both accepted and rejected. 

 
17.6 Compliance with the Conflicts of Interest Policy must be reported to the Audit Committee 

regularly. 

32

Tab 32 Review and approval of updated standing orders, standing financial instructions and scheme of delegation.

55 of 513Trust Board Meeting in Public 5 October 2023-05/10/23



SFI/ Version 9.0 

 Ratified by: Audit Committee 

 Date of Ratification: September 
2022 

Date of Review: August 2023 

 

 

 

 

Page 54 of 59 
 

 

STANDING FINANCIAL INSTRUCTION NO. 18  

RETENTION OF RECORDS 

18.1 The Chief Executive shall be responsible for maintaining archives for all records required to 
be retained in accordance with Department of Health guidelines. 

 
18.2 The records held in archives shall be capable of retrieval by authorised persons. 
 
18.3 Records held in accordance with latest Department of Health guidance shall only be 

destroyed at the express instigation of the Chief Executive. Detail shall be maintained of 
records so destroyed. 

 

18.4 The Chief Financial Officer shall provide advice on the retention of financial records. 
 

STANDING FINANCIAL INSTRUCTION NO.  19 

 

RISK MANAGEMENT AND INSURANCE 
 

19.1 Programme of Risk Management 
 

19.1.1 The Chief Executive shall ensure that the Trust has a programme of risk management, in 
accordance with current Department of Health assurance framework requirements, which 
must be approved and monitored by the Board. The risk management strategy is 
approved at Risk Review Group and ratified at the Integrated Risk & Governance 
Committee a sub-committee of the Board. Due consideration should also be given to Risk 
Evaluation for Investment Decisions (REID) which outlines best practice governance and 
decision making processes (http://www.monitor- 
nhsft.gov.uk/sites/default/files/Monitor%20Investment%20Risk%20Evaluation.pdf) 

 
19.1.2 The programme of risk management shall include: 

 

• a process for identifying and quantifying risks and potential liabilities; engendering 
among all levels of staff a positive attitude towards the control of risk. 

• 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; contingency plans to 
offset the impact of adverse events; audit arrangements including Internal Audit, 
clinical audit, health and safety review. 

• a clear indication of which risks shall be insured; arrangements to review the Risk 
Management programme. 

 

19.1.3 The existence, integration and evaluation of the above elements will assist in providing a 
basis to make an Annual Governance Statement on the effectiveness of Internal Control 
within the Annual Report and Accounts as required by current Department of Health 
guidance. 

 

19.2 Insurance: Risk Pooling Schemes administered by NHS Resolution 
 
19.2.1 The Board shall decide if the Trust will insure through the risk pooling schemes, 
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administered by NHS Resolution, or self-insure for some or all the risks covered by the 
risk pooling schemes. If the Board decides not to use the risk pooling schemes for any of 
the risk areas (clinical, property and employers/third party liability) covered by the scheme 
this decision shall be reviewed annually. 

 

19.3 Insurance arrangements with commercial insurers 
 

19.3.1 There is a general prohibition on entering into insurance arrangements with commercial 
insurers. There are, however, three exceptions: 
 

• The Trust may enter commercial arrangements for insuring motor vehicles owned by 
the Trust including insuring third-party liability arising from their use. 

• where the Trust is involved with a consortium in a Private Finance Initiative contract 
and the other consortium members require that commercial insurance arrangements 
are entered into; and 

• where income generation activities take place, income generation activities should 
normally be insured against all risks using commercial insurance. If the income 
generation activity is also an activity normally carried out by the Trust for a NHS 
purpose the activity may be covered in the risk pool. Confirmation of coverage in the 
risk pool must be obtained from the Litigation Authority. In any case of doubt 
concerning a Trust’s powers to enter into commercial insurance arrangements the 
Chief Financial Officer should consult the Department of Health. 
 

19.3.2 The Trust has a specialist broker in place to deal with all commercial insurance, and all 
insurance should be managed through this broker. 

 
 

19.4 Arrangements to be followed by the Board in agreeing Insurance cover 
 

19.4.1 Where the Board decides to use the risk pooling schemes administered by NHS 
Resolution, the Chief Financial Officer shall ensure that the arrangements entered into are 
appropriate and complementary to the risk management programme. The Chief Financial 
Officer shall ensure that documented procedures cover these arrangements. 

 

19.4.2 Where the Board decides not to use the risk pooling schemes administered by the NHS 
Litigation Authority for one or other of the risks covered by the schemes, the Chief 
Financial Officer shall ensure that the Board is informed of the nature and extent of the 
risks that are self-insured because of this decision. The Chief Financial Officer will draw 
up formal documented procedures for the management of any claims arising from third 
parties and payments in respect of losses which will not be reimbursed. 
 

19.4.3 All the risk pooling schemes require Scheme members to make some contribution to the 
settlement of claims (the deductible). The Chief Financial Officer should ensure 
documented procedures also cover the management of claims and payments below the 
deductible in each case. 
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Schedule A 

 

Bank Authorisation and Access to Public Dividend Capital or Loans agreed by the 
Department of Health 

 
Government Banking Services (GBS) Bank accounts 

The signatory panel is for authorising the transfer of funds from the Trust's bank 
account in settlement of a Trust liability(s) that has been authorised in accordance 
with the Trust's SFIs. 

 
Authorisation shall be any one of the following signatories 

• Chief Executive 

• Chief Financial Officer 

• Head of Operational Finance 

• Senior Finance Managers (≥Grade 7)) 
 

Commercial Bank 

The signatory panel is for authorising the transfer of funds from the Trust's commercial bank 
account, in settlement of a Trust liability(s) that have been authorised in accordance with the 
Trust's SFIs. These payments will usually be urgent payments or transactions with non-UK 
organisations. 

 
Name (Signatory) Group 
Chief Executive A 

Chief Financial Officer A 
Head of Operational Finance B 
Senior Finance Manager ≥Grade 7 B 

 
Signing Limits 
Up to £19,999.99 Any Two signatories 
£20,000 - £49,999.99 Two signatories of which one must be an “A‟ 
£50,000 and over Two signatories both of which one must be an “A‟ 

 

Public Dividend Capital 

The signatory panel is for transferring to the Trust’s bank account additional public dividend capital 
and/or loans agreed by the Department of Health. 

 

Authorisation shall be any two of the following signatories: 

 
• Chief Executive 

• Chief Financial Officer, Chief Operating Officer, Chief Medical 
Officer  

• Chief Nurse and Director of Infection Prevention and Control 
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Schedule B 
 

 
Version 2.0 Updates 
 

  The SFIs were reviewed and the changes are detailed below. Changes are 
minor and mainly updating with better controls as suggested and reflecting any 
changes to current legislation. 

 
SFI 7.2  Previously no virements between the funded establishment was permitted in the 

SFIs. In practice the re-organisation within teams and divisions takes place. The 
changes in 7.2.2 reflect the current practice of the virement of monies within a 
departmental budget. 

 
SFI 9  Minor changes include the changes in the name of the procurement portal from 

Bravo to Atamis, and the changes from EU/OJEU references to appropriate 
relevant regulations (post BREXIT)- see SFI 9. 

 
SFI 9.5.2 The increase in the limits of authorisation on the waiver process for revenue 

spend, so that now the Chief Executive and the Chief Financial Officer 
collectively have the power to approve waivers between £100,000 and £500,000 
(previously between £100,000 and £250,000). 

 
Schedule C The Charity (RAISE) has changed its grant making process, and a revised grant 

application process flowchart is incorporated within the SFIs (see schedule C) 
 
Version 9.0 updates 
 
  Changes apart from those mentioned below are minor reflecting changes in 

names of committees and/or post names 
 
SFI 2.2.6 The delegated responsibility for the Trust Board for capital has been increased 

from between £1-£5m to £1m-£15m 
 
SFI 7.3.2 The section has been amended to reflect current practice identifying posts for 

which the vacancy panel does not have to approve certain, high level vacancy, 
posts. 

 
SFI 8 and 9 Reflects changes in name of relevant entity where applicable. 
 
Version 10.0 updates 
 
SFI 5.4.1 This section has been amended to reflect current processes of the authorization 

levels in the raising of credit notes 
 
SFI 2.2  Budgets – this section has been amended to improve the controls over budgets 

so that any overspends on budgets have more senior budget authorisations. 
Similarly SFI9 tendering the approval limits have been amended 

 
SFI 7.7 and 8.1 Processes have been tightened up in the authorisation of new 

substantive posts and in the authorisation of temporary nursing and medical 
staff 

SFI 1.4  Amendments and changes in wording have been made re fraud and bribery as 
recommended by the Trusts internal auditors 

SFI 7.1.2 The Board have formally delegated to the Remuneration Committee the setting  
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of the appropriate remuneration levels of Executive Directors and Senior Board 
members. 

 

Schedule C 
 West Herts Charity Capital Process 
 
 

APPLICATION REJECTED 
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The Trust is committed to promoting an environment that values diversity. All staff are responsible 
for ensuring that all patients and their carers are treated equally and fairly and not discriminated 
against on the grounds of race, sex, disability, religion, age, sexual orientation or any other 
unjustifiable reason in the application of this policy, and recognising the need to work in partnership 
with and seek guidance from other agencies and services to ensure that special needs are met.  
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Foreword to Standing Orders  
 
NHS Trusts are required by law to make Standing Orders, which regulate the way in which 
the proceedings and business of the Trust will be conducted. Regulation 19 of the NHS 
Trusts (Membership and Procedure) Regulations, 1990 (as amended) requires the meetings 
and proceedings of an NHS trust to be conducted in accordance with the rules set out in the 
Schedule to those Regulations and with Standing Orders made under Regulation 19(2).  
 
These Standing Orders and associated documents are extremely important. High standards 
of corporate and personal conduct are essential in the NHS. As the NHS is publicly funded, it 
is accountable to Parliament for the services it provides and for the effective and economical 
use of taxpayers’ money. The Standing Orders, Standing Financial Instructions, procedures 
and the rules and instructions made under them provide a framework and support for the 
public service values which are essential to the work of the NHS of:  
 

• Accountability – the ability to stand the test of Parliamentary scrutiny, public judgements 
on propriety and professional codes of conduct.  

• Probity – an absolute standard of honesty in dealing with the assets of the Trust; integrity 
in decisions affecting patients, staff and suppliers, and in the use of information acquired 
in the course of NHS duties.  

• Openness – transparency about NHS activities to promote confidence between the 
organisation and its staff, patients and the public.  

 
Additional documents, which form part of these “extended” Standing Orders are:  
 

• Standing Financial Instructions, which detail the financial responsibilities, policies and 
procedures to be maintained by the Trust.  

• Reservation of Powers and Schedule of Delegation, which are designed to facilitate 
devolved decision making and personal accountability and set out delegated levels of 
authority and responsibility.  

 
These extended Standing Orders set out the ground rules within which Board, Chief Officers 
Executive Directors and staff must operate in conducting the business of the Trust. 
Observance of them is mandatory. Such observance will mean that the business of the Trust 
will be carried out in accordance with the law, Government policy, the Trust’s statutory duties 
and public service values.  
 
As well as protecting the Trust’s interests, Standing Orders, Standing Financial Instructions 
and Reservation of Powers and Schedule of Delegation protect staff from any possible 
accusation of having acted less than properly. All executive Chief Officers and Non-
Executive Directors and senior staff are expected to be aware of the existence of these 
documents, understand when they should be referred to and, where necessary and 
appropriate to their role, make themselves familiar with the detailed provisions. 
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1. Interpretation and Definitions 
 
1.1. Save as otherwise permitted by law, at any meeting the Chair of the Board of the Trust 

shall be the final authority on the interpretation of the Standing Orders (on which they 
should be advised by the Chief Executive). 
 

1.2. In these Standing Orders, words importing the masculine gender only shall include the 
feminine gender; words importing the singular shall import the plural and vice-versa. 
References to any statutory body shall be deemed to include any successor body or 
bodies which may from time to time assume all or substantially all of the functions of that 
original statutory body. 
 

1.3. References to any statute or statutory provision shall be deemed to include any 
instrument, order, regulation or direction issued under it and shall be construed to 
include a reference to the same as it may have been, or may from time to time be, 
amended, modified, consolidated, re-enacted or replaced. 

 
1.4. Any expression to which a meaning is given in the National Health Service Acts 1977 

and 2006, National Health Service and Community Care Act 1990, Health and Social 
Care Act 2012, Health and Care Act 2022 and other Acts relating to the National Health 
Service or in the Financial Regulations made under the Acts shall have the same 
meaning in these Standing Orders and in addition: 

 
a) “Accounting Officer” means the Chief Executive and Accountable Officer who is  

responsible and accountable for funds entrusted to the Trust. The Accounting 
Officer is responsible for ensuring the proper stewardship of public funds and 
assets. 

 
b) “Board” means the Chair, Chief Officers Executive Directors and Non-Executive 

Directors of the Trust, collectively as a body. 
 

c) “Budget" means a resource, expressed in financial terms, proposed by the 
Trust for the purpose of carrying out, for a specific period, any or all of its functions.  

 
d) “Budget holder” means the Chief Officer Executive Director or employee with 

delegated authority to manage finances (income and expenditure) for a specific area 
of the organisation’s budget.   

 
e) “Chair of the Board (or Trust)” is the person appointed by the 

NHSE Appointments Commission on behalf of the Secretary of State for Health & 
Social Care to lead 
the Board and to ensure that it successfully discharges its overall responsibility for 
the Trust as a whole. The expression “the Chair of the Trust” shall be deemed 
to include the Vice Chair of the Trust, if there is one, if the Chair is  
absent from the meeting or is otherwise unavailable. 

 
 

f) “Commissioning” means the process for determining the need for and for obtaining 
the supply of healthcare and related services for the Trust within available resources. 

 
g) “Committee” means a Committee or sub-Committee created and appointed by the 

Board. 
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h) “Committee members” means persons formally appointed by the Board to sit on or 
to chair specific Committees. 

 
i) “Contracting and procuring” means the systems for obtaining the supply of good, 

materials, manufacturing items, services, building and engineering services, works of 
construction and maintenance and for disposal of surplus and obsolete assets.  

 
j) “Chief Financial Officer” means the Chief Officer  executive director with 

responsibility for ensuring the Trust meets its statutory duties in relation to finance 
 

k) “Employee” means an employee of the Trust or any other person holding a paid 
appointment or office with the Trust. 

 
l) “Executive Chief Officer Director” means an executive member of the Board who 

is either an executive member of the Board or is to be treated as such 
by virtue of regulation 1(3) (i.e. the Chair of the Trust or any person nominated 
by such a Committee for appointment as a Trust member). 

 
m) “Funds held on trust” shall mean those funds which the Trust holds on date of 

incorporation, receives on distribution by statutory instrument or chooses 
subsequently to accept under powers derived under S.90 of the NHS Act 1977, 
and now contained under Schedule 2, paragraph 12; Schedule 6, paragraph 8; 
and Schedule 5, paragraph 8 of the NHS Act 2006, as amended. Such funds may 
or may not be charitable. 

 
n) “HSCA 20125” means the Health and Social Care Act 20125. 

 
o) “Member” means a Chief Officer n executive or non-executive member of the Board 

as the 
context permits. Member in relation to the Board does not include its Chair. 

 
p) “Membership and Procedure Regulations” means National Health Service 

Trusts (Membership and Procedure) Regulations (SI 1990/2024) and subsequent 
amendments. 

 
q) “Motion” means a formal proposition to be discussed and voted on during the course 

of the meeting. 
 

r) “Nominated officer” means an officer charged with the responsibility for discharging 
specific tasks within Standing Orders and Standing Financial Instructions.   

 
s) “Non-Executive Director” means a member of the Board who is not an officer of the 

Trust. 
 

t) “Officer” means employee of the Trust or any other person holding a paid 
appointment or office with the Trust. 

 
u) “Officer member” means a member of the Trust who is either an officer of the Trust 

or is to be treated as an officer by virtue of regulation 1(3) (i.e. the Chair 
of the Trust or any person nominated by such a Committee for appointment as a 
Trust member). 

 
v) “SFIs” means Standing Financial Instructions. 
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w) “Trust” means West Hertfordshire Teaching Hospitals NHS Trust. 
 

x) “Trust Secretary” means a person appointed to act independently of the Board to 
provide advice on corporate governance issues to the Board and the Chair and 
monitor the Trust’s compliance with the law, Standing Orders, Department of Health 
and Social Care or other regulatory body governance.  

 
y) “Vice Chair” means the non-officer member appointed by the Board to 

take on the Chair’s duties if the Chair is absent for any reason. 
 
2. INTRODUCTION  
 
2.1  Statutory Framework  

 
2.1.1 The West Hertfordshire Hospitals NHS Trust is a statutory body that came into 

existence on 23 March 2000 under West Hertfordshire Hospitals NHS Trust 
(Establishment) Order SI 2000/732 (the Establishment Order).  

2.1.2 The name was subsequently changed on 1 December 2021 to The West 
Hertfordshire Teaching Hospitals NHS Trust (the Trust) under The West Hertfordshire 
Hospitals National Health Service Trust (Establishment) (Amendment) Order SI 
2021/1314 (the Teaching Establishment Order). 
 

2.1.3 The principal places of business of the Trust are Watford General Hospital, Vicarage 
Road, Watford, Hertfordshire, WD18 0HB; Hemel Hempstead Hospital, Hillfield Road, 
Hemel Hempstead Herts, HP2 4AD and St Albans City Hospital, Waverley Road, St 
Albans Hertfordshire AL3 5PN. 
 

2.1.4 NHS Trusts are governed by Act of Parliament, mainly the National Health Service 
Act 1977 (NHS Act 1977), the National Health Service and Community Care Act 1990 
(NHS & CC Act 1990) as amended by the Health Authorities Act 1995, the Health Act 
1999, the National Health Service Act 2006 (including amendments by the Health and 
Social Care Act 2012) and the Health and Care Act 2022.  

2.1.5 The functions of the Trust are conferred by the above legislation. 
 

2.1.6 As a statutory body, the Trust has specified powers to contract in its own name and to 
act as a Corporate Trustee. In the latter role it is accountable to the Charity 
Commission for those funds deemed to be charitable as well as to the Secretary of 
State. 
 

2.1.7 The Trust also has statutory powers under Section 28A of the NHS Act 1977, as 
amended by the Health Act 1999 and as now contained under Sections 256 and 257 
of the NHS Act 2006, to fund projects jointly planned with local authorities, voluntary 
organisations and other bodies. 
 

2.1.8 The NHS Membership and Procedure Regulations 1990 requires the Trust to adopt 
Standing Orders for the regulation of its proceedings and business. The Trust must 
also adopt Standing Financial Instructions as an integral part of Standing Orders 
setting out the responsibilities of individuals. 
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2.1.9 The Trust will also be bound by such other statutes and legal provisions that govern 
the conduct of its affairs. 
 

2.1.10 Should any difficulties arise regarding the interpretation or application of any of the 
Standing Orders, advice should be sought from the Trust Secretary before acting.  
The user of these Standing Orders should also be familiar with and comply with the 
provisions of the Trust’s SFIs.  Note in particular procedures for tendering, quotations 
and contracts and the Schedule of Powers Reserved to the Board. 
 

2.1.11 Failure to comply with the Standing Orders, Standing Financial Instructions or 
Scheme of Delegation can, in certain circumstances, be regarded as a disciplinary 
matter that could result in dismissal.   
 

2.1.12 All members of the Board and employees have a duty to disclose any non-
compliance with these Standing Orders to the Trust Secretary as soon as possible.   

 
2.2  Equality and Human Rights 

 
2.2.1 The Trust recognises that all sections of society may experience prejudice and 
 discrimination.  This can be true for service delivery and employment. The Trust is 
 committed to equality of opportunity and anti-discriminatory practice both in the 
 provision of services and in our role as a major employer.  The Trust believes that all 
 people have rights to be treated with dignity and respect.  The Trust is working 
 towards and is committed to the elimination of unfair and unlawful discriminatory 
 practices.  All employees have responsibility for the effective implementation of the 
 policy.  They will be made fully aware of this policy and without exception must 
 adhere to its requirements.   
 
2.2.2 The Trust is also aware of its legal duties under the Human Rights Act 1998 and the 

Modern Slavery Act 2015. 
 
2.2.3. The Trust is committed to carrying out its functions and service delivery in line with 
 the Human Rights FREDA principles (i.e. Fairness, Respect, Equality, Dignity and 
 Autonomy).   
 
2.3  NHS Framework  
 
2.3.1 In addition to the statutory requirements the Secretary of State, through the 

Department of Health & Social Care, issues further directions and guidance. These   
are normally issued under cover of a Department Circular or Departmental Letter.  

 
2.3.2 The Code of Accountability requires that, inter alia, Boards draw up a schedule of 
 decisions reserved to the Board and ensure that management arrangements are in 
 place to enable responsibility to be clearly delegated to senior executives. These are 
 contained within the document ‘Reservation of Powers and Scheme of Delegation’. 
 The Code of Accountability also requires the establishment of Audit and 
 Remuneration Committees with formally agreed terms of reference. 
 
2.3.3 The Code of Conduct makes various requirements concerning possible conflicts of 
 interests of Board Members.  
 
2.3.4 The Code of Practice on Openness in the NHS sets out the requirements for public 
 access to information on the NHS.  As from 1 January 2005, this was superseded by 
 the Freedom of Information Act 2000. 
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2.4  Delegation of Powers  
 
2.4.1 The Trust has powers to delegate and make arrangements for delegation. These 
 Standing Orders set out the detail of these arrangements.  
 
2.4.2 Under the Standing Order relating to the Arrangements for the Exercise of Functions 

(Standing Order 6) the Trust is given powers to "make arrangements for the exercise, 
on behalf of the Trust of any of their functions by a committee, sub-committee or joint 
committee appointed by virtue of Standing Order 5 or by an officer of the Trust.  In   

            each case subject to such restrictions and conditions as the Trust thinks fit or as the   
            Secretary of State may direct.  
 
2.4.3 Delegated Powers are covered in a separate document (Reservation of Powers and 
 Scheme of Delegation), this document has effect as if incorporated into the Standing 
 Orders. 
 
2.5  Integrated Governance 
 
2.5.1 The Trust is committed to integrated governance which ensures that decision-making 
 is informed by intelligent information covering the full range of corporate, financial, 
 clinical, information and research governance.  Integrated governance better enables 
 the Board to take a holistic view of the organisation and its capacity to meet its legal 
 and statutory requirements and clinical, quality and financial objectives.   
 
3.   THE TRUST BOARD: COMPOSITION OF MEMBERSHIP 
 
3.1  Introduction 
 
3.1.1 All business shall be conducted in the name of the Trust.  All funds received in trust 
 shall be held in the name of the Trust as a Corporate Trustee.  In relation to funds 
 held on trust, powers exercised by the Trust as a Corporate Trustee shall be 
 exercised separately and distinctly from those powers exercised as a Trust.   
 
3.1.2 The powers of the Trust established under statute shall be exercised by the Board 
 meeting in public session except as otherwise provided for in Standing Order 5.  
 Directors acting on behalf of the Trust as a Corporate Trustee are acting as quasi-
 trustees.  Accountability for charitable funds held on trust is to the Charity 
 Commission and to the Secretary of State for Health.  Accountability for non-
 charitable funds held on trust is only to the Secretary to State for Health. 
 
3.1.3 The Trust has resolved that certain powers and decisions may only be exercised or 
 made by the Board in formal session.  These powers and decisions are set out in the 
 Scheme of Delegation of powers and have effect as if incorporated into the Standing 
 Orders.    
 
3.2  Composition of the Membership of the Board 
  
3.2.1 In accordance with the Teaching Establishment Order and Membership and 
 Procedure Regulations, the composition of the Board shall be: 
 
3.2.1.1 The Chair of the Board (appointed by NHSE);  
 
3.2.1.2 Up to 6 Non-Executive Directors (appointed by NHSE); 
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3.2.1.3 Up to 5 Chief Officers  Executive Directors (but not exceeding the number of Non-
Executive  Directors) including:  

 
a) the Chief Executive 
b) the Chief Medical Officer   
c) the Chief Financial Officer 
d) the Chief Nurse 

 
3.2.1.4 The Trust shall have no more than twelve and not less than eight members 
 (unless otherwise determined by the Secretary of State and set out in the Trust’s 
 Teaching Establishment Order or such other communication from the Secretary of 
 State). 

 
3.3  Appointment and tenure of the Chair and Members of the Board 
 
3.3.1 The appointment of the Chair and members are set out in the NHS Membership and 
 Procedure Regulations 2014.  
 
3.3.2 Regulation 7 of the Membership and Procedure Regulations sets out the period of 
 tenure of office of the Chair and members and Regulations 8 and 9 of the  Members 
 and Procedure Regulations set out provisions for the termination or suspension  of 
 office of the Chair and Members. 
 
3.4  Appointment and Powers of Vice-Chair 
 
3.4.1 For the purpose of enabling the proceedings of the Trust to be conducted in the 
 absence of the Chair, the Chair and members of the Board may appoint one of their 
 number, who is not a Chief Officer  Executive Director, to be Vice-Chair for such a 
period, not  exceeding the remainder of their term as a Non-Executive Director of the 
Board, as  they may specify on appointing them.  
 
3.4.2 Any Non-Executive Director so appointed may at any time resign from the office of 
 Vice-Chair by giving notice in writing to the Chair. The Chair and Board of Directors 
 may thereupon appoint another Non-Executive Director as Vice-Chair. 
 
3.4.3 In order to appoint the Vice-Chair, nominations will be invited.  Where there are 
 more than one nomination a postal vote will be conducted and the results will be 
 conducted and the results announced at the subsequent meeting of the Board.  In the 
 event of there being only one nomination and this is being acceptable to the Directors 
 present; the Board will be requested to confirm that person as Vice-Chair at the 
 meeting in which the nomination is made. 
 
3.4.4 Where the Chair of the Board has died or has ceased to hold office, or where he  has 
 been unable to perform his duties as Chair owing to illness or any other cause, the 
 Vice-Chair shall act as Chair until a new Chair is appointed or the existing Chair 
 resumes their duties, as the case may be; and references to the Chair in these 
 Standing Orders shall, so long as there is no Chair able to  perform those duties, be 
 taken to include references to the Vice-Chair. 
 
3.5  Joint Members  
 
3.5.1. Where the office of a member of the Board is shared jointly by more than  one 

person:  

32

Tab 32 Review and approval of updated standing orders, standing financial instructions and scheme of delegation.

73 of 513Trust Board Meeting in Public 5 October 2023-05/10/23



SO/ Version 2.87 
Ratified by: Trust Board 

Date of Ratification:  
Date of Review: August 20243 

 

 

Page 13 of 33 

 
a) Either or both of those persons may attend or take part in meetings of the 

Board;  
b) If both are present at a meeting they should cast one vote if they agree;  
c) In the case of disagreements no vote should be cast;  
d) The presence of either or both of those persons should count as the presence 

of one person for the purposes of Standing Order 4.11 Quorum; 
e) If only one person attends the meeting, they shall be entitled to cast a vote. 

 
3.6 Roles of Board Members  

 
3.6.1 The Board will function as a corporate decision-making body; Executive Chief Officers 
and Non- Executive Directors will be full and equal members. Their role as members of 
the  Board will be to consider the key strategic and managerial issues facing the Trust in 
 carrying out its statutory and other functions.  
 

a) Non-Executive Directors  
 

i. The Non-Executive Directors shall not be granted nor shall they seek to 
exercise any individual executive powers on behalf of the Trust. They may 
however, exercise collective authority when acting as members of or when 
chairing a Committee of the Trust which has delegated powers. 

 
b) Chair  

 
i. The Chair shall be responsible for the operation of the Board and chair all 

Board meetings when present. The Chair has certain delegated executive 
powers. The Chair must comply with the terms of appointment and with 
these Standing Orders. 

 
ii. The Chair shall liaise with NHSE  Improvement over the appointment of 

the Non-Executive Board members and once appointed shall take 
responsibility either directly or indirectly for their induction, their portfolios 
of interests and assignments and their performance.   

 
iii. The Chair shall work in close harmony with the Chief Executive and shall 

ensure that key and appropriate issues are discussed by the Board in a 
timely manner with all the necessary information and advice being made 
available to the Board to inform and debate and ultimate resolutions.   

 
c) Chief Officer Executive Directors  

 
i. Chief Officers Executive Directors shall exercise their authority within the 

terms of these Standing Orders and Standing Financial Instructions and 
the Reservation of Powers and Scheme of Delegation.  

 
d) Chief Executive  

 
i. The Chief Executive shall be responsible for the overall performance of 

the executive functions of the Trust. They are the Accountable Officer for 
the Trust and shall be responsible for ensuring the discharge of 
obligations under Financial Directions and in line with the requirements 
of the Accountable Officer Memorandum for Trust Chief Executives. 
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e) Chief Financial Officer  
 

i. The Chief Financial Officer shall be responsible for the provision of 
financial advice to the Trust and to its members and for the supervision of 
financial control and accounting systems. They shall be responsible along 
with the Chief Executive for ensuring the discharge of obligations under 
relevant Financial Directions. 

 
3.7  Corporate role of the Board  
 
3.7.1 All business shall be conducted in the name of the Trust. 
  
3.7.2 All funds received in trust shall be held in the name of the Trust as Corporate Trustee. 
 
3.7.3 The powers of the Trust established under statute shall be exercised by the Board 

meeting in public session except as otherwise provided for in Standing Order No. 2. 
 
3.7.4 The Board shall define and regularly review the functions it exercises on behalf of the 

Secretary of State. 
 
3.7.5 The Board should undertake a formal and rigorous annual evaluation of its own 
 performance and that of its Committees and individual directors. 
  
3.8  Schedule of Matters Reserved to the Board and Scheme of Delegation 
 
3.8.1 The Board has resolved that it may only exercise certain powers and decisions in 

formal session. These powers and decisions are set out in the ‘Reservation of Powers 
and Scheme of Delegation’ and shall have effect as if incorporated into the Standing 
Orders. Those powers that it has delegated to officers and other bodies are contained 
within this document.  

 
3.9       Lead Roles for Board Members 

 
3.9.1 The Chair will ensure that the designation of lead roles or appointments of Board 

members as required by the Department of Health and Social Care and NHS 
England/NHS Improvement or as set out in any statutory or other guidance will be 
made in accordance with that guidance or statutory requirement (e.g. appointing a 
Lead Board Member with responsibilities for Infection Control or Child Protection 
Services etc.). 

 
4.  MEETINGS OF THE TRUST 
  
4.1  Calling meetings  
 
4.1.1 Ordinary meetings of the Board shall be held at regular intervals at such times and 
 places as the Board may determine. 

  
4.1.2 The Chair may call a meeting of the Board at any time.  
 
4.1.3 One third or more members of the Board may requisition a meeting in writing. If the 
 Chair refuses, or fails to call a meeting within seven days of a requisition being 
 presented, the members signing the requisition may forthwith call a meeting.  
 
4.2  Notice of Meetings and the Business to be transacted  
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4.2.1 Before each meeting of the Board a written notice specifying the business proposed 
 to be transacted shall be delivered to every member either by hand, by electronic 
 means or post, so as to be available to members at least three clear days before the 
 meeting. The notice shall be authorised by the Chair and may be issued by an 
 officer authorised by the Chair.   

 
4.2.2 In the case of a meeting called by members in default of the Chair calling the 
 meeting, the notice shall be signed by those members.  
 
4.2.3 No business shall be transacted at the meeting other than that specified on the 
 agenda, or emergency motions allowed under Standing Order 4.6.  
 
4.2.4 A member desiring a matter to be included on an agenda shall make their request in 
 writing to the Chair at least 14 clear days before the meeting. The request should 
 state whether the item of business is proposed to be transacted in the presence of 
 the public and should include appropriate supporting information. Requests made 
 less than 14 days before a meeting may be included on the agenda at the discretion 
 of the Chair.  
 
4.2.5 Before each meeting of the Board a public notice of the time and place of the 
 meeting, and the public part of the agenda, shall be displayed at the Trust’s principal 
 offices at least three clear days before the meeting, (required by the Public Bodies 
 (Admission to Meetings) Act 1960 Section 1 (4) (a)).  
 
4.3  Agenda and Supporting Papers  

 
4.3.1 The agenda will be sent to members six days before the meeting and supporting 
 papers, whenever possible, shall accompany the agenda, but will certainly be 
 despatched no later than three clear days before the meeting, save in emergency.  
 
4.3.2 Requests made less than eleven days before a meeting may be included on the 
 agenda at the discretion of the Chair. 
 
4.3.3 In the event of a petition (i.e. a letter or form of request submitted by a member or 
 section of the public) being received by the Trust, the petition will be forwarded to the 
 Trust Secretary for advice as to the appropriateness of that request being included in 
 any part of the agenda for the Trust’s next Board meeting.   

 
4.4  Petitions 

 
4.4.1 Where a petition has been received by the Trust the Chair shall include the 
 petition as an item for the agenda of the next meeting.  
 
4.5  Notice of Motion 
  
4.5.1 Subject to the provision of Standing Orders 4.7, a member of the Board wishing to 
 move a motion shall send a written notice to the Chief Executive who will  ensure that 
 it is brought to the immediate attention of the Chair.  
 
4.5.2 The notice shall be delivered at least fourteen clear days before the meeting. The 
 Chief Executive shall include in the agenda for the meeting all notices so received 
 that are in order and permissible under governing regulations.  

This Standing Order shall not prevent any motion being withdrawn or moved without 
notice on any  business mentioned on the agenda for the meeting.  
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4.6  Emergency Motions  
 

4.6.2 Subject to the agreement of the Chair, and subject also to the provision of 
 Standing Order 4.7, a member of the Board may give written notice of an emergency 
 motion after the issue of the notice of meeting and agenda, up to one hour before the 
 time fixed for the meeting. The notice shall state the grounds of urgency. If in order, it 
 shall be declared to the Board at the commencement of the business of the meeting 
 as an additional item included in the agenda. The Chair's decision to include the  item 
 shall be final.  

 
4.7 Motions: Procedure at and during a meeting  
 
4.7.1 Who may propose 
 

a. The Chair of the meeting or any member of the Board present may propose a motion.  
Another member of the Board must second it. 
 

4.7.2 Contents of motions 
 

a) The Chair may exclude from the debate at their discretion any such motion of which 
notice was not given on the notice summoning the meeting other than a motion 
relating to:  
 

i. The reception of a report;  
ii. Consideration of any item of business before the Board;  
iii. The accuracy of minutes;  
iv. That the Board proceed to next business;  
v. That the Board adjourn;  
vi. That the question be now put.  

 
4.73    Amendments to motions  
 

a. A motion for amendment shall not be discussed unless it has been proposed and 
seconded.  
 

b. Amendments to motions shall be moved relevant to the motion, andmotion and shall 
not have the effect of negating the motion before the Board.  
 

c. If there are a number of amendments, they shall be considered one at a time. When a 
motion has been amended, the amended motion shall become the substantive 
motion before the meeting, upon which any further amendment may be moved.  
 

4.7.4   Rights of reply to motions  
 

a. Amendments  
 

i. The mover of an amendment may reply to the debate on their amendment 
immediately prior to the mover of the original motion, who shall have the right 
of reply at the close of debate on the amendment, but may not otherwise 
speak on it.  

 
b. Substantive/original motion  
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i. The member who proposed the substantive motion shall have a right of reply 
at the close of any debate on the motion. 

 
4.7.5  Withdrawing a motion 

 
a. A motion, or an amendment to a motion, may be withdrawn at any point of the 

proceedings of the Board.  
 
4.7.6 Motions once under debate 
 

a. When a motion is under debate, no motion may be moved other than:  
i. An amendment to the motion;  
ii. The adjournment of the discussion, or the meeting;  
iii. That the meeting proceed to the next business;  
iv. That the question should be now put;  
v. The appointment of an 'ad hoc' Committee to deal with a specific item of 

business;  
vi. That a member/director be not further heard;  
vii. A motion under Section l (2) or Section l (8) of the Public Bodies 

(Admissions to Meetings) Act l960 resolving to exclude the public, 
including the press (see Standing Order 2.17).  

 
b. In those cases where the motion is either that the meeting proceeds to the ‘next 

business’ or ‘that the question be now put’ in the interests of objectivity these should 
only be put forward by a member of the Board who has not taken part in the debate. 
 

c. If a motion to proceed to the next business or that the question be now put, is carried, 
the Chair should give the mover of the substantive motion under debate a right of 
reply, if not already exercised. The matter should then be put to the vote.  

 
4.8  Motion to Rescind a Resolution  
 
4.8.1 Notice of motion to rescind any resolution (or the general substance of any resolution) 

which has been passed within the preceding six calendar months shall bear the 
signature of the member of the Board who gives it and also the signature  of three 
other members of the Board, and before considering any such motion of which notice 
shall have been given, the Board may refer the matter to any appropriate Committee 
or the Chief Executive for recommendation.  

 
4.8.2 When any such motion has been dealt with by the Board, it shall not be permitted for 

any member of the Board other than the Chair to propose a motion to the same effect 
within six months. This Standing Order shall not apply to motions moved in pursuance 
of a report or recommendations of a Committee or the Chief Executive. 

 
4.9  Chair of meeting  
 
4.9.1 At any meeting of the Board the Chair, if present, shall preside. If the Chair is absent 

from the meeting, the Vice-Chair (if the Board has appointed one), if present, shall 
preside.  

 
4.9.2 If the Chair and Vice-Chair are absent, a Non-Executive Director member present 

shall preside. A Chief Officer n Executive Director may not chair.  
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4.9.3 The decision of the Chair of the meeting on questions of order, relevancy and 
regularity (including procedure on handling motions) and his interpretation of the 
Standing Orders shall be final. In this interpretation he shall be advised by the Chief 
Executive and the Trust Secretary and in the case of Standing Financial Instructions 
he shall be advised by the Chief Financial Officer. 

 
4.10    Chair's ruling  

 
4.10 The decision of the Chair of the meeting on questions of order, relevancy and 
 regularity (including procedure on handling motions) and their interpretation of the 
 Standing Orders and Standing Financial Instructions, at the meeting, shall be final. 
 
4.11     Quorum 
  
4.11.1 No business shall be transacted at a meeting unless the agreed quorum in the terms 
 of reference is in place. 

 
4.11.2 An officer in attendance for a Chief Officer n Executive Director on the Board but 

without formal acting up status will not count towards the quorum.  
 

4.11.3 If the Chair or a member of the Board has been disqualified from participating in the 
discussion on any matter and/or from voting on any resolution by reason of a 
declaration of a conflict of interest (see SO No.8) that person shall no longer count 
towards the quorum.  

 
4.11.4 If a quorum is not available for the discussion and/or the passing of a resolution on 

any matter, that matter may not be discussed further or voted upon at that meeting. 
Such a position shall be recorded in the minutes of the meeting. The meeting must 
then proceed to the next business.  

 
4.12   Voting  
 
4.12.1 Every question put to a vote at a meeting shall be determined by a majority of the 

votes of members of the Board present and voting on the question. In the case of an 
equal vote, the person presiding (i.e. the Chair of the meeting) shall have a second, 
and casting vote.  
 

4.12.2 At the discretion of the Chair all questions put to the vote shall be determined by  oral 
 expression or by a show of hands, unless the Chair directs otherwise, or it is 
 proposed, seconded and carried that a vote be taken by paper ballot.  

 
4.12.3 If at least one third of the members of the Board present so request, the voting on any 

question may be recorded so as to show how each member present voted or did not 
vote (except when conducted by paper ballot).  
 

4.12.4 If a member of the Board so requests, their vote shall be recorded by name. 
 
4.12.5 In no circumstances may an absent member of the Board vote by proxy. Absence is 

defined as being absent at the time of the vote.  
 

4.12.6 A manager who has been formally appointed to act up for a Chief Officer n Executive 
Director on the Board during a period of incapacity or temporarily to fill a Chief 
Officer’s n Executive Director vacancy shall be entitled to exercise the voting rights of 
the Chief Officer  Executive Member of the Board.  
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4.12.7 A manager attending the Trust Board meeting to represent a Chief Officer n 
Executive Director member of the Board during a period of incapacity or temporary 
absence  without formal acting up status may not exercise the voting rights of 
the Executive Chief Officer Director member of the Board of Directors. 
 

4.12.8 For the voting rules relating to joint members see Standing Order 3.5.  
 

4.13   Suspension of Standing Orders  
 
4.13.1 Except where this would contravene any statutory provision or any direction made by 

the Secretary of State or the rules relating to the Quorum (SO 4.11), any one or more 
of the Standing Orders may be suspended at any meeting, provided that at least two-
thirds of the whole number of the Board of Directors are present (including at least 
one Non Executive Director and one Chief Officer Executive Director member of the 
Board) and that at least two-thirds of those members present signify their agreement 
to such suspension. The reason for the suspension shall be recorded in the Board's 
minutes.  
 

4.13.2 A separate record of matters discussed during the suspension of Standing Orders 
 shall be made and shall be available to the Chair and members of the Board. 
 
4.13.3 No formal business may be transacted while Standing Orders are suspended.  

 
4.13.4 The Audit Committee shall review every decision to suspend Standing Orders. 
 
4.14   Variation and Amendment of Standing Orders 
  
4.14.1 These Standing Orders shall not be varied except in the following circumstances:  

 
a. Upon a notice of motion under Standing Order 4.7;  
b. Upon a recommendation of the Chair or Chief Executive included on the agenda for a 

meeting; 
c. That two thirds of Board members are present at the meeting where the variation or 

amendment is being discussed, and that at least half of the Non-Executive Directors 
vote in favour of the amendment;  

d. Providing that any variation or amendment does not contravene a statutory provision 
or direction made by the Secretary of State.  

 
4.15 Record of Attendance  
 
4.15.1 The names of the Chair and Non-Executive Directors, Chief Officers Executive 

Directors on the Board, Chief Officers Executive Directors without voting rights and 
Officers in attendance present at the meeting shall be recorded.  

  
4.16    Minutes  

 
4.16.1 The minutes of the proceedings of a meeting shall be drawn up and submitted for 
 agreement at the next meeting where the person presiding at it shall sign them. 
 
4.16.2 No discussion shall take place upon the minutes except upon their accuracy or where 
 the Chair considers discussion appropriate.  
 
4.16.3 Any amendment to the minutes as to their accuracy shall be agreed and recorded at 

the next meeting and the amended minutes shall be regarded as the formal record of 
the meeting. 
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4.17    Admission of public and the press  
 
4.17.1  Admission and exclusion on grounds of confidentiality of business to be 

transacted  
 

a. The public and representatives of the press may attend all meetings of the Trust, but 
shall be required to withdraw at the point at which the Chair declares:  
 

i. 'that representatives of the press, and other members of the public, be excluded 
from the remainder of this meeting having regard to the confidential nature of the 
business to be transacted, publicity on which would be prejudicial to the public 
interest', Section 1 (2), Public Bodies (Admission to Meetings) Act l960. 

 
ii. Guidance should be sought from Trust’s Freedom of Information Lead to ensure 

correct procedure is followed on matters to be included in the exclusion.  
 

4.17.2   General disturbances  
 

a. The Chair, Vice Chair or the person presiding over the meeting shall give such 
directions as they think fit with regard to the arrangements for meetings and 
accommodation of the public and representatives of the press such as to ensure that 
the Trust’s business shall be conducted without interruption and disruption and, 
without prejudice to the power to exclude on grounds of the confidential nature of the 
business to be transacted.  The public will be required to withdraw upon the Board 
resolving as follows:  
 

i. ‘That in the interests of public order the meeting adjourns for (the period to be 
specified) to enable the Trust Board to complete its business without the 
presence of the public'. Section 1(8) Public Bodies (Admissions to Meetings) 
Act l960’ 

 
4.17.3  Business proposed to be transacted when the press and public have been  
 excluded from a meeting  

 
a. Matters to be dealt with by the Board following the exclusion of representatives of the 

press, and other members of the public, as provided in (i) and (ii) above, shall be 
confidential to the members of the Board.   

 
b. Non-Executive Directors, Chief Officers Executive Directors and Officers or any 

employee of the Trust in attendance shall not reveal or disclose the contents of 
papers marked 'In Confidence' or minutes headed 'Items Taken in Private' outside of 
the Trust, without the express permission of the Chair.  This prohibition shall apply 
equally to the content of any discussion during the Board meeting which may take 
place on such reports or papers.   

 
4.17.4 Use of mechanical or electrical equipment for recording or transmission of  

meetings 
 

a. Nothing in these Standing Orders shall be construed as permitting the introduction by 
the public or press representatives, of recording, transmitting, videoing or similar 
apparatus into meetings of the Board or Committee. Such permission shall be 
granted only upon resolution of the Board.  
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4.17.5  Observers at Trust meetings  
 

a) The Board will decide what arrangements and terms and conditions it feels are 
appropriate to offer in extending an invitation to observers to attend and address any 
of the Board's meetings and may change, alter or vary these terms and conditions as  
it deems fit.  

 
4.18    Annual General Meeting 
 
4.1.8.1 The Trust will publicise and hold an Annual General Meeting in accordance with the 

 NHS Trust’s (Public Meetings) Regulations 1991 (SI (1991) 482).  The 
meeting shall  take place no later than 30 September each year.  The Annual Report 
and Annual  Accounts of the preceding year shall be presented at that meeting. The 
Trust is precluded from holding an AGM after this date if there is a delay to the 
production of audited accounts which is outside of the Trust’s control.  

 
5.  APPOINTMENT OF COMMITTEES  
 
5.1 Appointment of Committees  
 
5.1.1 Subject to such directions as may be given by the Secretary of State for Health & 

Social Care, the Board may appoint Committees of the Trust 
 
5.1.2 The Board shall determine the membership and terms of reference of Committees 
 and sub-Committees and shall if it requires to, receive and consider reports of such 
 Committees. 
 
5.1.3 The Standing Orders, as far as they are applicable, shall apply with appropriate 
 alternation to meetings of any Committees or sub-Committees established by the 
 Board.  Each such Committee shall have terms of reference and powers and be 
 subject to such conditions (such as reporting back to the Board), as the Board shall 
 decide.  Such terms of reference shall have effect as if incorporated into the Standing 
 Orders.   

 
5.1.4 The Board may elect to change the Committees, sub-Committees and joint-
 Committees of the Trust, as necessary, without requirement to amend these Standing 
 Orders.  
 
5.1.5 Any Committee or sub-Committee appointed under this Standing Order may, 
 subject to such directions as may be given by the Secretary of State or the 
 Board or other health bodies in question, appoint sub-Committees consisting 
 wholly or partly of members of the Committees or joint Committee (whether or not 
 they are members of the Trust or health bodies in question) or wholly of persons  who 
 are not members of the Trust or health bodies in question or the Committee of the 
 Trust or health bodies in question. 
 
5.1.6 Committees may not delegate their executive powers to a sub-Committee 
 unless expressly authorised by the Board. 
 
5.2  Joint Committees 
 
5.2.1 Joint Committees may be appointed by the Trust by joining together with other 

 Trusts consisting of, wholly or partly of the Chair and Board members.  Any joint 
Committee appointed under this standing order, subject to such directions as may be 
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given by the Secretary of State or the Board or other health bodies in question, 
appoint sub-Committees consisting wholly or partly  of members of the Committees or 
joint Committees. 

 
5.3  Confidentiality 
 
5.3.1. A member of a Committee or sub-Committee shall not disclose a matter dealt with by, 

or brought before, the Committee without its permission until the Committee shall 
have reported to the Board or shall otherwise have concluded on that matter.   

 
5.3.2 A Director Chief Officer of the Trust or member of a Committee or sub-Committee 

shall not  disclose any matter reported to the Board or otherwise dealt with by 
the Committee or sub-Committee, notwithstanding that the matter has been reported 
or action has been concluded, if the Board or Committee shall resolve that it is 
confidential.  

 
5.4   Applicability of Standing Orders and Standing Financial Instructions to  
 Committees  

 
5.4.1 The Standing Orders and Standing Financial Instructions of the Trust, as far as they 
 are applicable, shall as appropriate apply to meetings and any Committees 
 established by the Board. In which case the term “Chair” is to be read as a 
 reference to the Chair of the other Committees as the context permits, and the 
 term “member” is to be read as a reference to a member of other Committees also as 
 the context permits. (There is no requirement to hold meetings of Committees 
 established by the Board in public.)  
 
5.5  Terms of Reference  
 
5.5.1 Each Committee shall have such terms of reference and powers and be subject to 
 such conditions (as to reporting back to the Board), as the Board shall decide and 
 shall be in accordance with any legislation and regulation or direction issued by the 
 Secretary of State. Such terms of reference shall have effect as if incorporated into 
 the Standing Orders.  
 
5.6  Delegation of Powers by Committees to Sub-Committees  

 
5.6.1 Where Committees are authorised to establish Sub-Committees they may not 

delegate executive powers to the Sub-Committee unless expressly authorised by the 
Board.  
 

5.7  Approval of Appointments to Committees 
 

5.7.1 The Board shall approve the appointments to each of the Committees that it has 
 formally constituted.  
 
5.7.2 Where the Board determines, and regulations permit, that persons, who are neither 
 Non-Executive Directors, Chief Officers Executive Directors or otherwise an 
employee of the Trust,  shall be appointed to a Committee the terms of such 
appointment shall be within the  powers of the Board as defined by the Secretary of 
State.  
 
5.7.3 The Board shall define the powers of such appointees and shall agree allowances, 
 including reimbursement for loss of earnings, and/or expenses in accordance where 
 appropriate with national guidance.  
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5.8  Appointments for Statutory functions  

 
5.8.1 Where the Board is required to appoint persons to a Committee and/or to undertake 
 statutory functions as required by the Secretary of State, and where such 
 appointments are to operate independently of the Board such appointment shall be 
 made in accordance with the Regulations and Directions made by the Secretary of 
 State.  

 
 
 

5.9  Committees established by the Trust Board  
 

5.9.1. The assurance Committees established by the Board are: 
 

a. Audit Committee  
 

i. In line with the requirements of the NHS Audit Committee Handbook, NHS 
Codes of Conduct and Accountability, and the Higgs report, an Audit 
Committee will be established and constituted to provide the Board with an 
independent and objective review of its financial systems, financial 
information, organisational governance and compliance with laws, guidance, 
and regulations governing the NHS. The terms of reference will be approved 
by the Board and reviewed on an annual basis.  

ii. The Higgs report recommends a minimum of three Non-Executive Directors 
be appointed, unless the Board decides otherwise, of which one must have 
significant, recent and relevant financial experience.  

 
b. Remuneration Committee  

 
i. In line with the requirements of the NHS Codes of Conduct and Accountability, 

and the Higgs report, a Remuneration Committee will be established and 
constituted.   

ii. The Higgs report recommends the Committee be comprised exclusively of 
Non-Executive Directors, a minimum of three, who are independent of 
management.   

iii. The purpose of the Committee will be to advise the Board on appropriate 
remuneration and terms of service for the Chief Executive, Chief Officers  
Executive Directors and other Directors of the Trust, including: 
 

• Agree and review the overall remuneration policy of the Trust   

• Set the individual remuneration for Chief Officers Executive Directors   

• Ensure that appropriate and robust processes are in place to provide 
appropriate performance management of the Chief Executive 

• Agree compromise agreements, settlements and redundancy payments 
which require final approval by NHS Improvement/HM Treasury and any 
proposed termination payments to very senior management 
 

iv. The Committee shall report to the Board on the basis for its recommendations. 
The Board shall use the report as the basis for their decisions, but remain 
accountable for taking decisions on the remuneration and terms of service of 
Chief Officers Executive Directors and senior employees.  

 
v. Minutes of the Board’s meetings should record such decisions.  
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c. Charity Committee  

 
In line with its role as a Corporate Trustee for any funds held in trust, either as 
charitable or non-charitable funds, the Board will establish a Charitable Funds 
Committee to administer those funds in accordance with any statutory or other legal 
requirements or best practice required by the Charities Commission.  

 
 

d. Quality and Safety Committee 
 

The purpose of the Quality and Safety Committee is to provide the Board with 
assurance that high standards of safety and compliance, harm free, high quality, safe 
and effective services/clinical outcomes that are provided by the Trust and in 
particular, that adequate and appropriate governance structures, processes and 
controls are in place throughout the Trust. 

 
e. People, Education and Research Committee 

 
A Committee of the Board which provides assurance on all aspects of the workforce, 
organisational development and learning development and research.  

 
f. Finance and Performance Committee 

 
A Committee of the Board established to provide the Board with assurance on the 
financial strategy and plan to ensure long term financial viability and performance 
against the access standards.  

 
g. Redevelopment Programme Great Place Committee 

 
A Committee of the Board established to gain assurance on the delivery of the 
objectives of the hospital redevelopment and digital infrastructure programmes and to 
provide senior level leadership to shape and drive the implementation of the “Great 
Place” elements of the Trust’s strategy. 

 
5.10 Other Committees  

 
5.10.1 The Board may also establish such other Committees as required to discharge the 
 Trust's responsibilities.  

 
5.11 Confidentiality 
 
5.11.1 A member of a Committee will not disclose a matter dealt with by, or brought before, 
 the Committee without its permission until the Committee will have reported to the 
 Board or will otherwise have concluded on that matter. 
 
5.11.2 A Board or Committee member, or anybody attending a Committee meeting, will not 
 disclose any matter reported to the Board or otherwise dealt with by the Committee, 
 notwithstanding that the matter has been reported or action has been concluded, if 
 the Board or Committee will resolve that it is confidential. 
 
6.   ARRANGEMENTS FOR THE EXERCISE OF TRUST FUNCTIONS BY 
 DELEGATION  
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6.1 Delegation of Functions to Committees, Officers or Other Bodies  
 
6.1.1 Subject to such directions as may be given by the Secretary of State, the Board may 

make arrangements for the exercise, on behalf of the Board, of any of its functions by 
a Committee, Sub-Committee appointed by virtue of SO 5, or by an Officer of the 
Trust, or by another body as defined in SO 6, in each case subject to such restrictions 
and conditions as the Board thinks fit.  

 
6.1.2 Paragraph 18 of Schedule 4 of the NHS Act 2006 (as amended0 allows the functions 

of the Trust to be carried out jointly with any one or more of the following: NHS Trusts, 
NHSE  Improvement or any other body or individual.  (excluding Clinical 
Commissioning Groups). 

 
6.1.3. Regulation 16 of the NHS Membership and Procedure Regulations 2014 permits the 

Trust to make arrangements for the exercise of behalf of the Trust of any of its 
functions by a Committee appointed pursuant to Regulation 15 of the membership 
and Procedure Regulations.    

 
6.2 Emergency Powers and Urgent Decisions  
 
6.2.1 The powers which the Board has reserved to itself within these Standing Orders (see 

Standing Order 3) may in an emergency or for an urgent decision, be exercised by 
the Chief Executive and the Chair after having consulted at least two Non-Executive 
Directors. The exercise of such powers by the Chief Executive and Chair shall be 
reported to the next formal meeting of the Board in public session for formal 
ratification, unless the decision is confidential or concerns sensitive information in 
which case it will be reported to the next formal meeting of the Board in private.  

 
6.3  Delegation to Committees  
 
6.3.1 The Board shall agree from time to time to the delegation of executive powers to be 

exercised by other Committees or joint Committees, which it has formally constituted 
in accordance with Regulation 15 of the NHS Membership and Procedure 
Regulations 2014. The terms of reference of these Committees or joint Committees, 
and their specific executive powers shall be approved by the Board.  

 
6.3.2 When the Board is not meeting in public session, it shall operate as a Committee and 

may only exercise such powers as may have been delegated to it by the Board in 
public session.  

 
6.4 Delegation to Officers  
 
6.4.1 Those functions of the Trust which have not been retained as reserved by the Board 

or delegated to Committee or joint Committee shall be exercised on behalf of the 
Trust by the Chief Executive. The Chief Executive shall determine which functions 
they will perform personally and shall nominate officers to undertake the remaining 
functions for which they will still retain accountability to the Trust.    

 
6.4.2 The Chief Executive shall prepare a Scheme of Delegation identifying their proposals, 

which shall be considered and approved by the Board. The Chief Executive may 
periodically propose amendment to the Scheme of Delegation, which shall be 
considered and approved by the Board.   
 

6.4.3 Nothing in the Scheme of Delegation shall impair the discharge of the direct 
accountability to the Board of the Chief Financial Officer to provide information and 
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advise the Board in accordance with statutory or Department of Health and Social 
Care requirements. Outside these statutory requirements the roles of the Chief 
Financial Officer shall be accountable to the Chief Executive for operational matters.  

 
6.5  Reservation of Powers and Scheme of Delegation 
 
6.5.1 The arrangements made by the Board as set out in the Reservation of Powers and 

Scheme of Delegation document shall have effect as if incorporated into these 
Standing Orders.  

 
6.6 Duty to Report Non-Compliance with Standing Orders and Standing Financial 

Instructions  
 
6.6.1 If for any reason the SO and SFIs are not complied with, full details of the non-

compliance and any justification for non-compliance and the circumstances around 
the non-compliance, shall be reported to the next formal meeting of the Board for 
action or ratification. All members of the Board and employees of the Trust have a 
duty to disclose any non-compliance with the Standing Orders and SFIs to the Chief 
Executive as soon as possible.  

 
7.  OVERLAP WITH OTHER TRUST POLICY, STATEMENTS/PROCEDURES, 

REGULATIONS AND THE STANDING FINANCIAL INSTRUCTIONS  
 

7.1 Policy Statements: general principles  
 
7.1.1 The Board will from time to time agree and approve Policy Statements/ procedures, 
 which will apply to all, or specific groups of staff employed by the Trust. The decisions 
 to approve such policies and procedures will be recorded in an appropriate Board 
 minute and will be deemed where appropriate to be an integral part of the Trust's 
 Standing Orders   
            and SFIs.  The Board may delegate the approval of specific policies to its             
            Committees. 

 
7.2 Specific Policy Statements  
 
7.2.1 Notwithstanding the application of SO 7, the Standing Orders and Standing 
 Financial Instructions must be read in conjunction with the following Policy 
 Statements:  

 

• Conflicts of interest policy 

•  Anti-bribery policy; 

• The staff Disciplinary and Appeals Procedures adopted by the Trust both of 
which shall have effect as if incorporated in these Standing Orders. 

 
7.3 Standing Financial Instructions  
 
7.3.1 Standing Financial Instructions adopted by the Board in accordance with the 

Financial Regulations shall have effect as if incorporated in these Standing Orders.  
 
7.4 Specific Guidance  
 
7.4.1 Notwithstanding the application of SO 7, these Standing Orders and Standing 
 Financial Instructions must be read in conjunction with the following guidance and 
 any other issued by the Secretary of State for Health: 
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• Caldicott Guardian 1997; 

• Human Rights Act 1998; 

• Freedom of Information Act 2000; 

• The Public Contracts Regulations 2006; 

• Confidentiality:  NHS Code of Practice 2003; 

• Standards of Business Conduct for NHS Staff; 

• The NHS Constitution for England 2013. 
 

8.  DUTIES AND OBLIGATIONS OF BOARD MEMBERS/DIRECTORS AND SENIOR 
 MANAGERS AND ALL STAFF UNDER THESE STANDING ORDERS 

  
8.1 Conflicts of Interests  
 
8.1.1 Requirements for Declaring Conflicts of Interests and applicability to Board 

Members  
 
8.1.1.1  In addition to the statutory requirements relating to pecuniary interests dealt with in 

Standing Order 9, under the Trust’s Conflicts of Interests policy directors are required 
to declare interests which are relevant and material to the Board. All existing directors 
and any senior officers who may act up into a Chief Officer post n Executive Director 
post should declare such interests on an annual basis, or as otherwise recommended 
in the Policy. Any directors and senior officers appointed subsequently should declare 
these interests on appointment. 
 

8.1.2 Declarable interests – 
 
8.1.2.1 Interests that should be declared are: 
 

• Financial interests: Where an individual may get direct financial benefit from the 
consequences of a decision they are involved in making. 
 

• Non-financial professional interests: Where an individual may obtain a non-
financial professional benefit from the consequences of a decision they are 
involved in making, such as increasing their professional reputation or promoting 
their professional career. 
 

• Non-financial personal interests: Where an individual may benefit personally in 
ways which are not directly linked to their professional career and do not give rise 
to a direct financial benefit, because of decisions they are involved in making in 
their professional career. 
 

• Indirect interests: Where an individual has a close association with another 
individual who has a financial interest, a non-financial professional interest or a 
non-financial personal interest and could stand to benefit from a decision they are 
involved in making. 

 
8.1.2.2 Any member of the Board who comes to know that the Trust has entered into or 

proposes to enter into a contract in which he/she or any person connected with 
him/her (as defined in SO 8 and elsewhere) has any pecuniary interest, direct or 
indirect, the Board member shall declare his/her interest by giving notice in writing 
of such fact to the Trust as soon as practicable.  
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8.1.2.3 It is important to ensure that all declarations are submitted and up to date, to 
ensure the Trust has a robust system to prevent bribery. Trust employees should 
refer to the Trust’s Counter Fraud Policy and Anti-Bribery Policy for further 
information in relation to fraud and bribery offences. Failure to adhere to these 
policies could, depending upon the circumstances, amount to a criminal offence 
and lead to the individual(s) being subject to disciplinary action and/or criminal 
investigation.  

 
8.1.3 Advice on Interests  

 
8.1.3.1 Membership and Procedure regulations require that the pecuniary interest of 

directors’ spouses and cohabiting partners, in contracts should be declared.   Any 
members of the Board who comes to know that the Trust has entered into or 
proposes to enter into a contract in which he/she or any person connected with 
him/her has pecuniary interest, direct or indirect, the Board member shall declare 
his/her interest by giving notice in writing of such fact to the Trust as soon as 
practicable. 
 

8.1.3.2 If Directors have any doubts about the relevance of an interest, this should be 
discussed with the Chair of the Trust or with the Trust Secretary. Financial Reporting 
Standard No 8 (issued by the Accounting Standards Board) specifies that the 
potential level of influence, rather than the immediacy of the relationship is more 
important in assessing the relevance of an interest. 
 

8.1.4 Recording of interests in Board minutes  
 

8.1.4.1 At the time Board members' interests are declared, they should be recorded in the 
 Board minutes. Any changes in interests should be declared at the next Board 
 meeting following the change occurring and recorded in the minutes of that meeting.  
 
8.1.5 Publication of declared interests in Annual Report  
 
8.1.5.1 Board members' directorships of companies likely or possibly seeking to do business 
 with the NHS should be published in the Trust's annual report. The information should 
 be kept up to date for inclusion in succeeding annual reports. 

  
8.1.6 Conflicts of interest that arise during the course of a meeting  

 
8.1.6.1 During the course of a Board meeting, if a conflict of interest is established, the Board 
 member should declare such likely conflict of interest and withdraw from the meeting, 
 unless requested to remain by the Board members present.  The Director should play 
 no part in the relevant discussion or decision.   

 
8.2 Register of Interests 
  
8.2.1 The Chief Executive will ensure that a Register of Interests is established to record 
 formally declarations of interests of Board or Committee members. In particular the 
 Register will include details of all directorships and other relevant and material 
 interests that have been declared by both Non-Executive and Chief Officers 
Executive Directors.  
 
8.2.2 These details will be kept up to date by means of an annual review of the Register in 
 which any changes to interests declared during the preceding twelve months will be 
 incorporated.  
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8.2.3 The Register will be made available to the public. 
 
8.3  Standards of Business Conduct  
 
8.3.1 All staff must comply with the ‘Standards of Business Conduct for NHS staff’, ‘Code of 

Conduct for NHS Managers’ 2002 and the seven principles set out by the Committee 
on Standards in Public Life, published by the Professional Standards Authority, 
November 2012.  

 
8.3.2   All staff must declare any relevant and material interest, such as those described in 

Standing Order 8. The declaration should be made on appointment or, if the interest 
is acquired, or recognised subsequently, at that time to the Chief Officer  Executive 
Director, clinical director, or senior manager to whom they are accountable. Such 
director or senior manager shall ensure that such interests are entered in a Register 
of Interests, kept for that purpose.  

 
8.3.4 Officers who are involved in, have responsibility for, or are able by virtue of their role 

or functions to influence the placing of contracts by the Trust, may be required by the 
Trust to give statements from time to time, or in connection with particular contracts, 
confirming that they have no relevant or material interest to declare.   

 
8.3.5  If an officer becomes aware of a potential or actual contract in which he has an 

interest, he shall immediately advise the Trust Secretary. This requirement applies 
whether or not the officer is likely to be involved in administering the proposed, or 
awarded contract to which he has an interest.  

 
8.3.6  Gifts and hospitality shall only be accepted in accordance with the Trust’s Conflicts of 

Interest policy. Officers of the Trust shall not ask for any rewards or gifts; nor shall 
they accept any rewards or gifts of significant value. 

 
9. EXCLUSION OF CHAIR AND DIRECTORS IN PROCEEDINGS ON ACCOUNT OF 

PECUINARY INTEREST  
 
9.1.1. Subject to the following provisions of this SO, if the Chair or a member of the 
 Board of Directors, non-voting Chief Officer Executive Director or Trust employee has 
any  pecuniary interest, direct or indirect, in any contract, proposed contract or other 
 matter and is present at a meeting of the Board at which the contract or other matter 
 is the subject of consideration, they shall at the meeting and as soon as practicable 
 after it’s commencement disclose the fact and shall not take part in the consideration 
 or discussion of the contract or other matter or vote on any question with respect to it. 
 
9.1.2. The Secretary of State may, subject to such conditions as he/she may think fit to 
 impose, remove any disability imposed by this SO in any case in which it appears to 
 him/her in the interests of the National Health Service that the disability should be 
 removed.  
 
9.1.3. The Board may exclude the Chair member of the Board of Directors, non-voting 
 Chief Officer Executive Director or employee of the Trust from a meeting of the Board 
while any  contract, proposed contract or other matter in which he/she has a pecuniary 
interest  is under consideration.  
 
9.1.4. Any remuneration, compensation or allowance payable to the Chair or a Member 
 by virtue of Schedule 4 National Health Service Act 2006 shall not be treated as a 
 pecuniary interest for the purpose of this Standing Order.   
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9.1.5. This Standing Order applies to a Committee, Sub-Committee, Joint Committee or 
 Joint Sub-Committee as it applies to the Board and applies to a member of any such 
 Committee or Sub-Committee (whether or not he/she is also a member of the Board) 
 as it applies to a member of the Board.  
 
 
 
9.2       Powers of the Secretary of State for Health & Social Care 
 

a.  Power of the Secretary of State to remove disability 
 

i. Under Regulation 20(2) of the NHS Membership and Procedure Regulations 
2014, there is a power for the Secretary of State to, subject to any conditions 
the Secretary of State may think fit to impose, remove any disability imposed 
by Regulation 20, in any case in which it appears to the Secretary of State in 
the interests of the health service that the disability (which prevents a Chair or 
a member from taking part in the consideration or discussion of, or voting on 
any question with respect to, a matter in which he has a pecuniary interest) 
should be removed. 

 
 
9.3 Interest of Officers in Contracts  
 

a. Any officer or employee of the Trust who comes to know that the Trust has entered 
into or proposes to enter into a contract in which he/she or any person connected with 
him/her (as defined in SO 8) has any pecuniary interest, direct or indirect, the Officer 
shall declare their interest by giving notice in writing of such fact to the Chief 
Executive or Trust Secretary as soon as practicable.  

 
b. An Officer should also declare to the Chief Executive any other employment or 

business or other relationship of his/her, or of a cohabiting spouse, that conflicts, or 
might reasonably be predicted could conflict with the interests of the Trust.  

 
c. The Trust will require interests, employment or relationships so declared to be 

entered in a register of interests of staff.  
 

d. The Trust is required to disclose in its Annual Report and Annual Financial Accounts, 
material related party transactions in compliance with Financial Reporting Standards 
(FRS) 8: Related Party Disclosures. 
 

9.4  Tendering and contract procedure 
 
9.4.1. The procedure for making all contracts by or on behalf of the Trust shall comply with 
 these Standing Orders is applied).   
 
9.4.2 Full information on the Trust’s tendering and contract procedures can be found in the 
 Standing Financial Instructions. 
 
9.5 Canvassing of and Recommendations by Members in Relation to  

Appointments  
 

a. Canvassing of members of the Trust or of any Committee of the Trust directly or 
indirectly for any appointment under the Trust shall disqualify the candidate for such 
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appointment. The contents of this paragraph of the SO shall be included in 
application forms or otherwise brought to the attention of candidates.  
 

b. Members of the Trust shall not solicit for any person any appointment under the Trust 
or recommend any person for such appointment; but this paragraph of this SO shall 
not preclude a member from giving written testimonial of a candidate’s ability, 
experience or character for submission to the Trust.  
 

c. Informal discussions outside appointment panels or Committees, whether solicited or 
unsolicited should be declared to the panel or Committee 

 
9.6 Relatives of Members or Officers  

 
a. Candidates for any staff appointment under the Trust shall, when making an 

application, disclose in writing to the Trust whether they are related to any member or 
the holder of any office under the Trust. Failure to disclose such a relationship shall 
disqualify a candidate and, if appointed, render them liable to instant dismissal.  

 
b. The Chair and every member and officer of the Trust shall disclose to the Trust Board 

any relationship between themselves and a candidate of whose candidature that 
member or officer is aware. It shall be the duty of the Chief Executive to report to the 
Board any such disclosure made.  

 
c. On appointment, members (and prior to acceptance of an appointment in the case of 

Chief Officers Executive Directors) should disclose to the Trust whether they are 
related to any other member or holder of any office under the Trust.  

 
d. Where the relationship to a member of the Board is disclosed, the Standing Order 

headed Exclusion of Chair and Board Members in proceedings on account of 
pecuniary interest shall apply. (SO 9) 
 

9.7. Canvassing of and Recommendations by Board Members in Relation to 
Appointments 
 
a. Canvassing of a member of the Board or of any Committee of the Trust directly or 

indirectly for any appointment under the Trust shall disqualify the candidate for 
such appointment.  The contents of this paragraph of the Standing Order shall be 
included in application forms or otherwise brought to the attention of candidates. 

 
b. Members of the Board shall not solicit for any person any appointment under the 

Trust or recommend any person for such appointment; but this paragraph of this 
Standing Order shall not preclude a member from giving written testimonial of a 
candidate’s ability, experience or character for submission to the Trust.  

 
10.  CUSTODY OF SEAL, SEALING OF DOCUMENTS AND SIGNATURE OF    

 DOCUMENTS 
  
10.1 Custody of Seal  
 
10.1.1 The Chief Executive shall keep the Common Seal of the Trust, or a person nominated 
 by them such as the Trust Secretary, in a secure place. 

 
10.2   Sealing of Documents 
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10.2.1 Where it is necessary that a document shall be sealed, the seal shall be affixed by 
 the Chief Executive or his/her nominated representative and witnessed by an Chief 
Officer   
            Executive Director or Officer duly authorised by the Chief Executive. The witness  
            cannot be from the originating department. 
 
10.2.2 Before any building, engineer, property or capital document is sealed, it must be 
 approved and signed by the Chief Financial Officer (or an officer nominated by 
 him/her) and authorised and countersigned by the Chief Executive (or an officer 
 nominated by him/her who shall not be within the originating directorate) 
 
10.3 Register of Sealing  

 
10.3.1 The Chief Executive shall keep a Register in which they, or an Chief Officer  
Executive Director  Officer or Officer of the Trust authorised by them, shall enter a record 
of the sealing of every  document.  
 
10.3.2 An entry of every sealing shall be made and number consecutively in a book provided 
 for that purpose, and shall be signed by the person who shall have approved and 
 authorised the document and those who witnessed the seal.  A report of all sealings 
 shall be made to the Board via the Audit Committee on a quarterly basis.  The report 
 shall contain details of the seal number, the description of the document and date of 
 sealing. 
 
10.4 Signature of documents  
 
10.4.1 Delegated Authority in Legal Proceedings 
 
10.4.1.1Where any document will be a necessary step in legal proceedings on behalf of the 
 Trust, it shall, unless any enactment otherwise requires or authorises, be signed by 
 the Chief Executive or any Chief Officer Executive Director on the Board.   
 
10.4.1.2In land transactions, where the signing of certain supporting documents may be 
 required these will also be signed by the Chief Executive or Chief Officer Executive 
Director Board. 
 
11.  MISCELLANEOUS 

 
11.1 Joint Finance Arrangements  
 
11.1.1 The Board may confirm contracts to purchase from a voluntary organisation or a Local 

Authority using its powers under Section 28A of the NHS Act 1977. The Board may 
confirm contracts to transfer money from the NHS to the voluntary sector or the health 
related functions of local authorities where such a transfer is to fund services to 
improve the health of the local population more effectively than equivalent 
expenditure on NHS services, using its powers under Section 28A of the NHS Act 
1977, as amended by section 29 of the Health Act 1999.  All transactions must 
comply with the Trust’s Anti-Bribery Policy. 

 
11.2 Standing Orders to be given to Board Members and Officers  
 
11.2.1 It is the duty of the Chief Executive to ensure that existing Board Members and 
 officers and all new appointees are notified of and understand their responsibilities 
 within Standing Orders and Standing Financial Instructions. Updated copies 
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 shall be issued to staff designated by the Chief Executive. New designated 
 officers shall be informed in writing and shall receive copies where appropriate of 
 Standing Orders. 
 
 
11.3 Documents having the standing of Standing Orders  
 
11.3.1 Standing Financial Instructions and Reservation of Powers to the Board and 
 Delegation of Powers and the Detailed Scheme of Delegation shall have effect as 
 if incorporated into Standing Orders. 
 
11.4 Review of Standing Orders  
 
11.4.1 Standing Orders shall be reviewed annually by the  Audit Committee and 

recommended to the Board for approval. The requirement for review extends to all 
documents having the effect as if incorporated in Standing Orders. 
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RESERVATION OF POWERS AND SCHEME OF 
DELEGATION 

2023 - 24 
 
 
ID Number  Version 1.132 
Author’s name  Jean Hickman  
Author’s job title  Trust Secretary  
Division  Corporate  
Version number  Version 1.132 
Ratifying Committee  Board  
Ratified date   
Review date  August 20243 
Name of manager responsible for review  Barbara Anthony  
Job title of manager responsible for review  Trust Secretary  
Email address for this manager  Barbara.anthony@nhs.net  
Referenced (Yes/No)  Yes  
Key words (to aid searching)  Membership, quorum, duties, delegated  
User Group  All Staff  
Equality Impact Assessment Completed  Yes  

 
 
 

The Trust is committed to promoting an environment that values diversity. All staff are responsible for ensuring that all patients and their 
carers are treated equally and fairly and not discriminated against on the grounds of race, sex, disability, religion, age, sexual orientation or 
any other unjustifiable reason in the application of this policy, and recognising the need to work in partnership with and seek guidance from 
other agencies and services to ensure that special needs are met.  
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RESERVATION OF POWERS AND SCHEME OF DELEGATION 
 

INTRODUCTION 

The attached schedules set out the major delegations of authority which have been approved for operation within The West Hertfordshire NHS 
Teaching Trust. They are designed to facilitate devolved decision making and personal accountability. 

 
The Chief Executive is ultimately responsible for the management of the day to day operational services and the effective use of resources. 
This responsibility is, however, delegated to operational directors, supported by their management teams. 

 
Where the Trust Board or one of its committees has reached a decision under its terms of reference, the subsequent documentation 
committing the Trust to that decision will be signed by the Chair of the committee or the Chief Executive. 

 
It should be emphasised that the financial delegations in themselves give no power to act. The power to act up to the limits prescribed, derives 
from approved annual plans and budgets and, where applicable, authorised capital and revenue business cases. These financial  authorities 
form  part of the Trust’s overall financial control framework as set out in the Standing Financial Instructions and other procedural guidance 
notes. 

 
Each corporate function is constrained by its agreed annual plan, which governs manpower, facilities and financial resources. Corporate 
functions may not exceed agreed budgets or deviate from approved plans without prior agreement of the Chief Executive. 

 
All projects are bound by these schemes of delegation even where funded partly or wholly from charitable or third party funds.  Approval for 
business cases, and subsequent approval to commit expenditure must be in strict accordance with the detailed scheme of delegation, in addition 
to the requirement for approval to release funds which are set out in the Trust’s charity procedures. 

 
These schemes of delegation cover only matters delegated by the Trust to its senior officers. Each Chief Officer Executive Director is responsible 
for delegations within their function and should produce their own scheme of delegation, which should be distributed to all relevant staff. 

 
Director schemes of delegation may not exceed the limits set out in this framework but they may restrict delegation further.  All such schemes 
of  delegation should include  the  requirement  that  all  officers  with  delegated  authority  must  make formally documented  arrangements  to  
cover  their  delegations  in  circumstances  where  they  are absent for more than 48 hours. 
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SECTION 1 

MATTERS RESERVED TO THE BOARD 
 

 

 
DECISIONS RESERVED TO THE BOARD 

 
General Enabling Provision 
The Board may determine any matter for which it has delegated or statutory authority it wishes in full session, within 
its statutory powers. 

 
Regulations and Control 
1. Approve Standing Orders (SOs), matters reserved to the Board and Standing Financial 

Instructions for the regulation of its proceedings and business. 
2. Suspend Standing Orders. 
3. Vary or amend the Standing Orders. 
4. Ratify any urgent decisions taken by the Chair and Chief Executive in public session in accordance with SO 4.2 
5. Approve a scheme of delegation of powers from the Board to committees. 
6. Require and receive the declaration of Board members’ interests that may conflict with those of the Trust and 

determining the extent to which that member may remain involved with the matter under consideration. 
7. Approve arrangements for dealing with complaints. 
8. Adopt the organisation structures, processes and procedures to facilitate the discharge of 

business by the Trust and to agree modifications thereto. 
9. Receive reports from committees including those that the Trust is required by the Secretary of State or other 

regulation to establish and to take appropriate action on. 
10. Confirm the recommendations of the Trust’s committees where the committees do not have executive powers. 
11. Approve arrangements relating to the discharge of the Trust’s responsibilities as a corporate trustee for funds held on trust. 
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DECISIONS RESERVED TO THE BOARD 

 
Regulations and Control continued. 
12.Establish terms of reference and reporting arrangements of all committees that are established by the Board. 
13. Approve arrangements relating to the discharge of the Trust’s responsibilities as a bailer for patients’ property. 
14. Authorise use of the seal. 
15. Ratify or otherwise instances of failure to comply with Standing Orders brought to the Chief Executive’s attention in 

accordance with SO 6.6. 
16. Discipline members of the Board or employees who are in breach of statutory requirements or SOs. 

 
Appointments/Dismissal 
1. Appoint the Vice Chair of the Board. 
2. Appoint and dismiss committees (and individual members) that are directly accountable to the Board. 
3. Appoint, appraise, discipline and dismiss Chief Officers  Executive Directors (subject to SO 3.3). 
4. Confirm appointment of members of any committee of the Trust as representatives on outside bodies. 
5. Appoint, appraise, discipline and dismiss the Trust Secretary. 
6 Approve proposals of the Remuneration Committee regarding directors and senior employees and proposals of 

the Chief Executive for staff not covered by the Remuneration Committee. 

 
Strategy, Plans, Budgets and Capital 
1. Define the strategic aims and objectives of the Trust. 
2. Approve proposals for ensuring quality and developing clinical governance in services provided by the Trust, 

having regard to any guidance issued by the Secretary of State. 
3. Approve the Trust’s policies and procedures for the management of risk. 
4. Approve Outline and Final Business Cases for Capital Investment more than £1m. 
5. Approve Revenue and Capital Budgets. 
6. Approve annually the Trust’s proposed organisational development proposals. 
7. Ratify proposals for acquisition, disposal or change of use of land and/or buildings. 
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DECISIONS RESERVED TO THE BOARD 

 
Strategy, Plans, Budgets and Capital continued 

9. Approve the opening of bank accounts. 
10. Approve proposals on individual contracts (other than NHS contracts) of a capital or revenue nature amounting 

to, or likely to amount to over £1,000,000. 
11. Approve proposals in individual cases for the write off of losses or making of special payments above the limits 

of delegation set out in SFI No. 14. 
12. Approve individual compensation payments. 
13. Approve proposals for action on litigation against or on behalf of the Trust. 
14. Review use of NHS Resolution’s risk pooling schemes (LPST/CNST/RPST). 

Policy Determination 
1. Approve management policies including personnel policies incorporating the arrangements for the appointment, removal and 

remuneration of staff. 

 
Audit 
1. Approve the appointment (and where necessary dismissal) of External Auditors appointed by The Trust. Approval of 

external auditors’ arrangements for the separate audit of funds held on trust, and the submission of reports to the Audit 
Committee meetings who will take appropriate action. 

2. Receive the annual management letter from the external auditor and agreement of proposed action, taking account of the 
advice, where appropriate of the Audit Committee. 

 

32

T
ab 32 R

eview
 and approval of updated standing orders, standing financial instructions and schem

e of delegation.

100 of 513
T

rust B
oard M

eeting in P
ublic 5 O

ctober 2023-05/10/23



SoD/ Version 1.132 Ratified by: 

Date of Ratification:  

Date of Review: August 20243 

Page 7 of 33 

                                                                                                                                                          

 

 
 
 
 
 

 
DECISIONS RESERVED TO THE BOARD 

 
Annual Reports and Accounts 
1. Receipt and approval of the Trust's Annual Report and Annual Accounts. 
2. Receipt and approval of the Annual Report and Accounts for funds held on trust. 

 
Monitoring 
1. Receipt of reports as the Board sees fit from committees in respect of their exercise of delegated powers. 
2. Continuous appraisal of the affairs of the Trust by means of the provision to the Board as the Board may 

require from directors, committees, and officers of the Trust as set out in management policy statements. 
3. All monitoring returns required by the Department of Health and Social Care and the Charity Commission shall be 

reported, at least in summary, to the Board. 
4. Receive reports from Chief Financial Officer on financial performance against budget and Local Delivery Plan. 
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SECTION 2 
COMMITTEE DELEGATION 

 

REF COMMITTEE 
 

 
 
 
 
 
 
 
 
 
 
 

 
SFI 1.1 

 
 
 
 
 
 
 
 
 
 

 
AUDIT 
COMMITTEE 

The Committee’s role focuses on the scrutiny of all Trust’s activity. The Committee will: 

 
1 Oversee Internal and External Audit services, including local counter fraud services; 
2 Review financial and information systems and monitoring the integrity of the financial 

statements and reviewing significant financial reporting judgments; 
3 Review the establishment and maintenance of an effective system of integrated governance, risk 

management and internal control, across the whole of the organisation’s activities (both clinical and non-
clinical), that supports the achievement of the organisation’s objectives; 

4 Monitor compliance with Standing Orders and Standing Financial Instructions; 
5 Review schedules of losses and compensations and making recommendations to the Board; 
6 Review the arrangements in place to support the Board Assurance Framework process prepared on 

behalf of the Board and advising the Board accordingly; 
7 Receive and approve the Annual Audited Accounts; 
8 Scrutinise established sub committees; 
9 Receive assurance of compliance from financial audit, clinical audit, clinical governance and associated 

clinical risk assessment; 
10 Be supported by the finance department and the Trust Secretary to ensure that it is fully informed 

of activity in other sub-committees and so it may take action, through the Trust secretary where 
appropriate, to discharge its duties robustly. If the Audit Committee and Trust Secretary are 
confident that an issue can be resolved at sub-committee level, it need not be brought to the 
Board.  Where there is a high level of risk, it will be referred to the Board for debate and decision; 

11 Monitor the Auditor Panel to ensure it meets its terms of reference; 
12 Monitor that procedure in place for whistle-blowing are efficient and effective. 
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SFI 7.1 REMUNERATION 
COMMITTEE 

The Committee will: 
 
1. Agree and review the overall remuneration policy of the Trust   
2. Set the individual remuneration for Chief Officers  Executive Directors   
3. Ensure that appropriate and robust processes are in place to provide appropriate 

performance management of the Chief Executive 
4. Agree compromise agreements, settlements and redundancy payments which 

require final approval by NHS Improvement/HM Treasury and any proposed 
termination payments to very senior management 
 SFI 9.10 CHARITY 

COMMITTEE 
The Committee will: 
 
1. Management of charitable funds 
2. Ensuring best value of funds 
3. Encouraging further donations  
4. Monitoring systems comply with regulations and governance of NHS Charities 
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SECTION 3 

EXECUTIVE DELEGATION 

 

 
DELEGATED TO 

 
DUTIES DELEGATED 

 
CHIEF 
EXECUTIVE (CE) 

 
Accountable through NHS Accounting Officer to Parliament for stewardship of Trust resources 

 
CE & CHIEF 
FINANCIAL 

OFFICER (CFO) 

 
Ensure the accounts of the Trust are prepared under principles and in a format directed by the Department 
of Health and Social Care. Accounts must disclose a true and fair view of the Trust’s income and 
expenditure and its state of affairs.  Sign the accounts on behalf of the Board. 

 
CE 

 
Sign a statement in the accounts outlining responsibilities as the Accountable Officer. Sign a statement in the 
accounts outlining responsibilities in respect of Internal Control. 

 
 
 

CE 

 
Ensure effective management systems that safeguard public funds and assist the Trust Chairman to implement 
requirements of corporate governance including ensuring managers: 
• have a clear view of their objectives and the means to assess achievements in relation to those objectives 
• be assigned well defined responsibilities for making best use of resources 
• have the information, training and access to the expert advice they need to exercise their responsibilities effectively. 
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CHAIR 

 
Implement requirements of corporate governance. 

 

 
CE 

 
Achieve value for money from the resources available to the Trust and avoid waste and extravagance in 
the organisation's activities.  Follow through the implementation of any recommendations affecting good 
practice as set out in reports from such bodies as the Audit Commission and Care Quality Commission. 

 
CE / CFO 

 
CE has a primary duty to see that CFO discharges this function. 
The CFO has operational responsibility for effective and sound financial management and information. 

 
CE & CFO 

 
Ensuring that expenditure by the Trust complies with Parliamentary requirements. 

CE & CFO 
CE, supported by CFO, to ensure appropriate advice is given to the Board on all matters of probity, 
regularity, prudent and economical administration, efficiency and effectiveness. 

 

 
CE 

 
If CE considers the Board or Chairman is doing something that might infringe probity or regularity, he should 
set this out in writing to the Chairman and the Board. If the matter is unresolved, he/she should ask the Audit 
Committee to inquire and if necessary the NHS Improvement and Department of Health and Social Care. 

 
 

CE 

 
If the Board is contemplating a course of action that raises an issue not of formal propriety or regularity but affects the 
CE’s responsibility for value for money, the CE should draw the relevant factors to the attention of the Board. If 
the outcome is that the CE is overruled it is normally sufficient to ensure that advice and the overruling are 
clearly apparent from the papers. Exceptionally, the CE should inform NHS Improvement and the Department of 
Health and Social Care. In such cases, and the CE should as a member of the Board vote against the course of 
action rather than merely abstain from voting. 
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CE 

 
Is directly accountable to the Board for meeting their objectives and as Accountable Officer, to the Chief 
Executive of the NHS the performance of the organisation. For ensuring that its decisions are implemented, 
that the organisation works effectively, in accordance with Government policy and public service values and 
for the maintenance of proper financial stewardship. The Chief Executive should be allowed full scope, 
within clearly defined delegated powers, for action in fulfilling the decisions of the Board. 

ALL BOARD 
MEMBERS 

Subscribe to Code of Conduct. Board members share corporate responsibility for all decisions of the Board. 

BOARD 
Are required to meet regularly and to retain full and effective control over the organisation 

CHAIR AND NON 
EXECUTIVE/ 

OFFICER 
MEMBERS 

 
Chair and non-executive directors are responsible for  monitoring  the  executive  management  of  the 
organisation and are responsible to the Secretary of State for the discharge of those responsibilities. 

 
 
 

CHAIR 

 
The key responsibilities of the Chair: 
- leadership of the board, ensuring its effectiveness on  all  aspects  of  its  role  and setting 

its  agenda; 
- ensuring the provision of accurate, timely and clear information to directors; 
- ensuring effective communication  with staff, patients and the  public; 
- arranging the regular evaluation of the performance of the board, its committees and 

individual directors; 
- facilitating the effective contribution of non- executive directors and ensuring constructive relations 
between Chief Officers executive and non-executive directors. 
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BOARD 

 
It is the Board’s duty to: 

- be collectively responsible for adding value to the organisation, for promoting the 
success of the organisation  by directing  and supervising the organisation’s affairs 

- provide active leadership of the organisation within a framework of prudent and effective 
controls which enable risk to be assessed and  managed 

- set the organisation’s strategic aims, ensure that the necessary financial and human 
resources are in place for the  organisation to meet  its  objectives,  and  review  
management  performance 

- set the organisation’s values and standards and ensure that its obligations to patients, 
the local community and the Secretary of State are understood and met. 

 
Further details may be obtained from NHS Guide: The Healthy  NHS Board  Principles for Good Governance 
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NON EXECUTIVE 

DIRECTORS 

 
Non-Executive Directors are appointed by NHS Improvement to bring independent judgement to bear on 

issues of strategy, performance, key appointments and accountability through the Department of Health and 

Social Care to Ministers and to the local community. 

The duties of the non-executive directors are to: 
- constructively challenge and contribute to the development of strategy; 
- scrutinise the performance of management in meeting agreed goals and objectives and monitor 

the reporting of performance; 
- satisfy themselves that financial information is accurate and that financial controls and 

systems of risk management are robust and defensible; 
- determine appropriate levels of remuneration of executive Chief Officers directors and have 

prime role in appointing and where necessary , removing senior management and in 
succession planning and ; 

- ensure the board acts in the best interests of the public and is fully accountable to the public for 
the services provided by the organisation and the public funds it uses. 

Non-Executive directors also have a key role in assurance board committees: 
 
- Audit Committee 
- Remuneration Committee 
- Quality and Safety Committee 
- Finance and Performance Committee 
- Charity Committee 
- People, Education and Research Committee 
- Redevelopment Programme Great Place Committee 

 
 
 

Further details may be obtained from NHS Guide: The Healthy  NHS Board  Principles for Good 
Governance 
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SECTION 4 
STANDING ORDERS DELEGATION 

 
 

SO 
REF 

DELEGATED TO AUTHORITIES/DUTIES   DELEGATED 

3.3 BOARD Appointment of Vice Chairman 

3.3 CHAIR Chair all Board meetings and associated responsibilities. 

4.1 CHAIR Call meetings. 

4.10 CHAIR Give final ruling in questions of order, relevancy and regularity of meetings. 

4.12 CHAIR Having a second or casting vote 

4.13 BOARD Suspension of Standing Orders 

4.13 AUDIT COMMITTEE Audit Committee to review every decision to suspend Standing Orders (power to suspend 
Standing Orders is reserved to the Board) 

4.14 BOARD Variation or amendment of Standing Orders 

 

5.1 

 

BOARD 

Subject to such directions as may be given by the Secretary of State, the Board may appoint 
Committees of the Board. The Board shall approve the membership and terms of reference of 
Committees and shall if it requires to, receive and consider reports of such Committees. 

(Constitution and terms of reference of sub committees may be approved by the Chief Executive.) 
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6.1  

CHAIR & CHIEF 
EXECUTIVE 

 
The powers which the Board has reserved to itself within these SOs may in emergency or for 
an urgent decision be exercised by the Chief Executive and the Chairman after having 
consulted at least two Non Executive Directors. The exercise of such powers by the Chief 
Executive and Chairman shall be reported to the next formal meeting of the Board in public 
session for formal ratification the powers which the Board has retained to itself within these 
Standing Orders may in emergency be exercised by the Chair and Chief Executive. 

6.4  

CHIEF EXECUTIVE 

 
The Chief Executive shall prepare a Scheme of Delegation identifying his/her proposals  
that shall be considered and approved by the Board, subject to any amendment 
agreed during the discussion. 

 
6.6 

 
ALL 

 
Disclosure of non-compliance with Standing Orders to the Chief Executive as soon as possible. 

 
7.4 

 
ALL STAFF 

 
Comply with national guidance contained in HSG 1993/5 “Standards of Business Conduct for NHS 
Staff”. 

 

7.4 

 

THE BOARD 

 
The NHS Code of Accountability requires Board Members to declare interests which 
are relevant and material to the business of the Board. 

8.2 CHIEF EXECUTIVE Maintain Register(s) of Interests. 

 
9.6 

 
ALL 

Disclose relationship between self and candidate for staff appointment. (CE to report the 
disclosure to the Board.) 

 

 

 

 

10.1 CHIEF EXECUTIVE Keep custody of trust seal in safe place and maintain a register of sealing. 
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10.4 CHIEF EXECUTIVE/ 

Chief Officer 

EXECUTIVE 

DIRECTOR 

 

Approve and sign all documents which will be necessary in legal proceedings. 
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SECTION 5 

STANDING FINANCIAL INSTRUCTIONS DELEGATION 
 

 
Introduction CHIEF FINANCIAL OFFICER Approval of all financial procedures. 

 
Introduction 

 
CHIEF FINANCIAL OFFICER 

 
Advice on interpretation or application of SFIs. 

Introduction Authority 

and Compliance 

 
ALL MEMBERS OF THE BOARD & 
EMPLOYEES 

 
Have a duty to disclose any non-compliance with these 
Standing Financial Instructions to the Chief Financial 
Officer as soon as possible. 

 
Introduction 

 
CHIEF EXECUTIVE 

 
Responsible as the Accountable Officer to ensure financial targets and 
obligations are met and 

 

Introduction 

 
CHIEF EXECUTIVE & CHIEF 
FINANCIAL OFFICER 

 
Accountable for financial control but will, as far as possible, delegate 
their detailed responsibilities. 

 

Introduction 

 
CHIEF EXECUTIVE 

 
To ensure all Board members, officers and employees, present and 
future, are notified of and understand Standing Financial Instructions. 
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Introduction 

 
 
 
 
CHIEF FINANCIAL 
OFFICER 

Responsible for: 
a) Implementing the Trust's financial policies and coordinating corrective action; 
b) Maintaining an effective system of financial control including ensuring detailed 

financial procedures and systems are prepared and documented; 

c) Ensuring that sufficient records are maintained to explain Trust’s transactions and 

financial position; 

d) Providing financial advice to members of Board and staff; 

e) Design & implement systems for internal financial control. 

f) Maintaining such accounts, certificates etc as are required for the Trust to carry out its 

statutory duties. 

 

Introduction 

ALL MEMBERS 

OF THE BOARD 

AND 

EMPLOYEES 

 
Responsible for security of the Trust's property, avoiding loss, exercising economy and efficiency 
in using resources and conforming to Standing Orders, Financial Instructions and financial 
procedures. 

 
Introduction 

 
CHIEF EXECUTIVE 

Ensure that any contractors or employees 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. 

STANDING FINANCIAL INSTRUCTION NO. 1  
AUDIT AND COUNTER FRAUD SERVICES 

 
1.1 /1.1.4 

 
AUDIT COMMITTEE 

 
Provide independent and objective view on internal control and probity. 
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1.1.2 

 
AUDIT COMMITTEE CHAIR 

 
Where Audit Committee considers there is evidence of ultra vires 
transactions or improper acts the matter shall be raised at the next Board  
meeting. 

1.1.3 CHIEF FINANCIAL OFFICER AND 
TRUST SECRETARY 

 
Inform audit committee of activities of other Board sub committees 

1.1.5 CHIEF FINANCIAL OFFICER Ensure an adequate internal audit service, for which he/she is accountable, 
is provided (and involve the Audit Committee in the selection process 
when/if an internal audit service provider is changed.) 

1.4.3 CHIEF FINANCIAL OFFICER Decide at what stage to involve police in cases of misappropriation 
and other irregularities not Involving fraud or corruption. 

1.2 HEAD OF INTERNAL AUDIT  
Review, appraise and report in accordance with NHS Internal Audit Manual and best 
practice. 

1.4.1 CHIEF EXECUTIVE & CHIEF 
FINANACIAL OFFICER 

Monitor and ensure compliance with Secretary of State’s Directions on fraud 
and corruption including the appointment of the Local Counter Fraud 
Specialist. 

1.5.1  
CHIEF EXECUTIVE 
 
 
 
 

Monitor and ensure compliance with Directions issued by the Secretary of 
State for Health on NHS security management including appointment of 
the Local Security Management Specialist. 
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STANDING FINANCIAL INSTRUCTION NO. 2 
ALLOCATIONS, PLANNING, BUDGETS, BUDGETARY CONTROL AND MONITORING 

2.1.1 CHIEF EXECUTIVE 
& CHIEF 
FINANCIAL 
OFFICER 

Compile and submit to the Board an annual plan which takes into account relevant 
financial and non financial targets. 

 

2.1.2 

 
CHIEF FINANCIAL 
OFFICER 

Prepare and submit revenue and capital budgets to the Board in accordance with the 
Trust’s plan; Facilitating budget holders to agree and sign up to their allocated budgets at 
the commencement of each year. 

 

2.1.3 

 
CHIEF FINANCIAL 
OFFICER 

 

During the year monitor and challenge financial performance against budget and plan and report to 
the Board. 

2.1.4 CHIEF 
FINANCIAL 
OFFICER 

Ensure adequate on-going budget holder training 

2.2 ALL EMPLOYEES Ensure income and expenditure is contained within budgets as delegated by the Chief Executive and in 
accordance with the system devised by the Chief Financial Officer. 

2.2.7 TRUST Chief Officer 

EXECUTIVE 

Recommend to the Board and enact approved cost improvement, cost savings and income 
generation initiatives in accordance with the Annual Plan. 

 
2.3 

 
CHIEF FINANCIAL 
OFFICER 

 
Ensure the Trust does not breach its External Financing Limit and all external borrowing is 
authorised By the Board. 
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2.4 CHIEF EXECUTIVE Ensure all monitoring forms that the Trust is required to provide to external organisations are 
provided on a timely basis 

STANDING FINANCIAL INSTRUCTION NO. 3  
ANNUAL ACCOUNTS AND REPORTS 

 

3.1 

 
CHIEF FINANCIAL 
OFFICER 

On behalf of the Trust ensure Annual accounts are prepared and audited in accordance with 
Department of Health and Social Care’s timetable and adopted audit and accounting 
standards. 

3.2 CHIEF EXECUTIVE Publish an Annual Report that will include the Trust’s Annual Accounts and be in 
accordance with relevant legislation and present it at a public meeting. 

STANDING FINANCIAL INSTRUCTION NO. 4 
BANK AND GOVERNMENT BANKING SERVICE AND EXTERNAL BORROWING 

4.1 to 4.4 CHIEF FINANCIAL 
OFFICER 

Prepare and operate banking arrangements approved by the Board 

4.5 CHIEF FINANCIAL 
OFFICER 

Periodically report to the Board in respect of external borrowing. 

 
4.5.3 

 
BOARD 

 
Approve all external borrowing 

STANDING FINANCIAL INSTRUCTION NO. 5 
INCOME, FEES AND CHARGES AND SECURITY OF CASH, CHEQUES AND OTHER NEGOTIABLE INSTRUMENTS 

5.1 CHIEF FINANCIAL 
OFFICER 

Prepare and operate systems for recording, invoicing, collecting and coding of all income 
and ensure Prompt banking of all monies received. 
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5.2.1 CHIEF FINANCIAL 
OFFICER 

Approve and regularly review the Trust’s level of fees and charges. 

5.2.2 / 5.2.3 ALL EMPLOYEES Inform the Chief Financial Officer promptly of money due arising from any transaction initiated 
and only Initiate transactions within the boundaries of delegated responsibility. 

5.3 CHIEF FINANCIAL 
OFFICER 

Take action to recover outstanding debt and manage bad debt in accordance with losses 
and compensation procedure. 

 
5.4 

CHIEF FINANCIAL 
OFFICER 

Ensure the Trust operates secure procedures for cash and other negotiable instruments. 

STANDING FINANCIAL INSTRUCTION NO. 6 
CONTRACTS FOR THE PROVISION OF HEALTHCARE SERVICES 

 

6 

 

CHIEF EXECUTIVE 

 

Ensure the Trust enters into suitable contracts with its Commissioners 

6.4 CHIEF FINANCIAL 
OFFICER 

 
Ensure a summary of the Trust’s agreed contracts are reported annually to the Board 

STANDING FINANCIAL INSTRUCTION NO. 7 
PAYMENT AND TERMS OF SERVICE OF DIRECTORS AND EMPLOYEES 

7.1.1 BOARD Determine the terms of reference of the remuneration committee 

7.2 / 7.3 ALL BUDGET 
HOLDERS 

Ensure staffing levels do not exceed funded establishment as determined by the budgets delegated 
under SFI No. 2 
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7.4 CHIEF FINANCIAL 
OFFICER 

Issue instructions for the processing of pay 

7.4.3 ALL BUDGET 
HOLDERS 

Ensure times records, starter and leaver and other pay related information is passed to the Chief 
Financial Officer promptly. 

7.5 CHIEF PEOPLE 
OFFICER  

Ensuring all employees are issued with a contract of employment / variations / terminations in 
accordance with the Trust’s SFIs, 

7.6 CHIEF FINANCIAL 
OFFICER 

Establish and operate the Trust’s procedure for staff expenses 

 
STANDING FINANCIAL INSTRUCTION NO. 8  
NON – PAY EXPENDITURE 

8.1 CHIEF EXECUTIVE Determine, and set out the level of delegation of non-pay expenditure to budget managers, 
including a list of managers authorised to order, and the system for authorisation above that 
level. 

8.1.1 and 

8.3 

ALL EMPLOYEES Only commit or authorise expenditure where delegated to do so. 

 
8.1.9 

CHIEF FINANCIAL 
OFFICER 

 
Maintain a list of employees authorised to commit the Trust to an order and/or authorise the 
payment of an invoice 

8.2.1 BUDGET HOLDER In choosing the item to be supplied (or the service to be performed) seek the advice of the 
Head of Procurement (HSMC) 
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8.3.2 CHIEF FINANCIAL 
OFFICER 

Shall be responsible for the prompt payment of accounts and claims. 

8.3.5 BUDGET HOLDER Only commit the Trust to prepayments if approved by the Chief Financial Officer 

8.4 CHIEF FINANCIAL 
OFFICER 

Ensure and operate appropriate procedures in respect of petty cash. 

 
8.4 

 
ALL EMPLOYEES 

 
Only seek reimbursement from petty cash in accordance with the restricted values set out in the SFIs 

 
STANDING FINANCIAL INSTRUCTION NO. 9 
TENDERING AND CONTRACTING FOR NON PAY EXPENDITURE 

9 HEAD OF 
PROCUREMENT 
(HSMC) AND 
DELEGATED 
MANAGERS 
OTHER  

 
On behalf of the Chief Executive obtain quotations and where appropriate undertake 
tendering procedures in accordance with the Trust’s SOs and SFIs. Evaluate and award 
contracts in accordance with the SFIs 

 
9.4.3 

CHIEF FINANCIAL 

OFFICER /  

CHIEF MEDICAL 
OFFICER  

 
Ensure that appropriate checks are carried out as to the financial standing and financial capability of 
those firms that are invited to tender and where appropriate clinical governance checks should be 
carried out. 

9.9 CHIEF EXECUTIVE Ensure all in-house services provide best value for money. 
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9.10 CHIEF FINANCIAL 
OFFICER 

Ensure charitable funds are managed in accordance with the Trust’s SOs/SFIs and charity 
commission regulations. That each trust fund is managed appropriately with regard to its 
purpose and its requirements. 

 
STANDING FINANCIAL INSTRUCTION NO. 10  
EMPLOYMENT OF TEMPORARY STAFF 

10.1 ALL BUDGET 

HOLDERS 

Only obtain temporary personnel (in the first instance) from the Trust’s Staff Bank or 
approved agencies within delegated responsibility and budget constraints 

10.1 ALL BUDGET 

HOLDERS 

The Chief Executive shall nominate officers with delegated authority to enter into 
contracts of employment, regarding staff, agency staff or temporary staff service 
contracts. 

STANDING FINANCIAL INSTRUCTION NO. 11 

CAPITAL INVESTMENT, PRIVATE FINANCING AND LEASING 

 
11.1.1 

 
CHIEF EXECUTIVE 

Ensure appropriate appraisal and approval of capital investment and that each scheme 

has a Nominated officer to manage it. 

 

11.1.2 

 
CHIEF EXECUTIVE 

 
Ensure appropriate investment appraisal documentation is prepared and evaluated. That the pay 
back period is assessed and revenue consequences of  any capital investment is agreed prior to 
investment. 

11.1.4 CHIEF FINANCIAL 
OFFICER 

 
Operate of the construction of industry taxation deduction scheme in accordance with HMRC 
guidance. 

 
11.1.5 

CHIEF FINANCIAL 
OFFICER 

 
Report expenditure and commitment against authorised capital investment. 
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11.3.1 CHIEF FINANCIAL 
OFFICER 

On behalf of the Chief Executive issue the authority to commit capital expenditure 
Expenditure. Subsequent invoices to be approved within delegated limits set out in SFI No. 11 

11.2.3 BOARD All PFI proposals must be agreed by the Board. 

 
STANDING FINANCIAL INSTRUCTION NO. 12 
PROPERTY, PLANT AND EQUIPMENT and INTANTIGIBLE ASSET REGISTERS, AND SECURITY 

12.1 CHIEF FINANCIAL 
OFFICER 

 
Operate the Trust’s asset register of plant, property and equipment in accordance with the Trust’s 
SFIs 

 
12.1.7 

CHIEF FINANCIAL 
OFFICER 

Calculate and pay capital charges in accordance with Department of Health and Social Care 
requirements. 

 
12.2.1 

 
CHIEF EXECUTIVE 

 
Take overall responsibility for all assets. 

 
12.2.2 

 
CHIEF FINANCIAL 
OFFICER 

 
Approval of fixed asset control procedures. 

12.2.4 to 
12.2.6 

BOARD, Chief 
Officers 
EXECUTIVE 
MEMBERS AND 
ALL SENIOR 
STAFF 

 

Responsibility for security of Trust assets including notifying discrepancies to the Chief 
Financial Officer and reporting losses in accordance with SFI No.14. Where practical marking 
assets as Trust property. 
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STANDING FINANCIAL INSTRUCTION NO. 13 
MANAGEMENT OF INVENTORIES (including stores and stocks) 

 

13.1 

 

STORES 
MANAGER 

 

Delegated responsibility for control of stores (subject to CFO responsibility for systems of control). 

13.1.2 CHIEF FINANCIAL 
OFFICER 
 
 
 

Responsible for systems of control over stores and receipt of goods. 

 
13.1.2 DESIGNATED 

PHARMACEUTICAL 
OFFICER 

Responsible for controls of pharmaceutical stocks 

13.1.4 CHIEF FINANCIAL 
OFFICER 

Set out procedures and systems to regulate the stores. 

13.2.1 CHIEF FINANCIAL 
OFFICER 

Agree stocktaking arrangements. 

13.2.2 CHIEF FINANCIAL 
OFFICER 

Approve alternative arrangements where a complete system of stores control is not justified. 
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13.2.3 

 
CHIEF FINANCIAL 
OFFICER AND 
RELEVANT 
MANAGER 

 
Approve system  for  review  of  slow  moving  and  obsolete  items  and  for  condemnation,  
disposal and replacement of all unserviceable items. and report to CFO evidence of    
significant overstocking. 

 
STANDING FINANCIAL INSTRUCTION NO. 14 
DISPOSALS AND CONDEMNATIONS, LOSSES AND SPECIAL PAYMENTS 

14.1 CHIEF FINANCIAL 
OFFICER 

Prepare detailed procedures in accordance with SFIs for disposal of assets including 
Condemnations and ensure that these are notified to managers. 

 
14.2.1 

 
CHIEF FINANCIAL 
OFFICER 

 
Prepare procedures for recording and accounting for losses, special payments and 
informing police in cases of suspected arson or theft. 

 
14.2.2 

 
ALL EMPLOYEES 

 
Discovery or suspicion of loss of any kind must be reported immediately to either head of 
department or nominated officer. The head of department / nominated officer should then 
inform the Chief Executive and Chief Financial Officer. 

 
14.2.2 

 
CHIEF FINANCIAL 
OFFICER 

 
Where a criminal offence is suspected, CFO must inform the police if theft or arson is involved. 

In cases of fraud and corruption CFO must inform the relevant LCFS and NHS  Protect. 

14.2.3 CHIEF FINANCIAL 
OFFICER 

Notify LCFS and External Audit of all frauds. 
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14.2.4 

 
CHIEF FINANCIAL 
OFFICER 

 
Notify Board and External Auditor of losses caused theft, arson, neglect of duty or 
gross carelessness (unless trivial). 

 
14.2.5 

 
BOARD AND 
DELEGATED 
MANAGERS 

 
Approve write off of losses in accordance with delegated limits set out in SFI No. 14. 

14.2.7 CHIEF FINANCIAL 
OFFICER 

Consider whether any insurance claim can be made. 

14.2.8 CHIEF FINANCIAL 
OFFICER 

Maintain losses and special payments register. 

 
14.2.10 

 
CHIEF FINANCIAL 
OFFICER 

 
Report all losses and special payments to the audit committee 

 
STANDING FINANCIAL INSTRUCTION NO. 15 
COMPUTERISED SYSTEMS AND FREEDOM OF INFORMATION 

 
15.1 

 
CHIEF FINANCIAL 
OFFICER 

 
Responsible for accuracy and security of computerised financial data. 

15.1.2 CHIEF FINANCIAL 
OFFICER 

Ensure that new financial systems and amendments to current financial systems are 
developed in a controlled manner and thoroughly tested prior to implementation. Where 
this is undertaken by another organisation assurances of adequacy must be obtained from 
them prior to implementation. 
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15.1.

4 

and 

15.1.

5 

 
CHIEF FINANCIAL 
OFFICER 

 
Ensure that contracts with other bodies for the provision of computer services for financial 
applications clearly define responsibility of all parties for security, privacy, accuracy, 
completeness, 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. 

 

 
15.2 

 

 
CHIEF EXECUTIVE 

 
Ensure each System across the Trust has a designated manager responsible for it and that the 
systems contains as far as possible only necessary information that is accurate and up to 
date. There are disaster recovery procedures in place. 

 
15.3 

 
DIRECTOR OF 
COMMUNICATIONS 

 
Shall publish and maintain a Freedom of Information Scheme (FOI). 

 
STANDING FINANCIAL INSTRUCTION NO. 16  
PATIENTS’  PROPERTY 

16.2 CHIEF EXECUTIVE Responsible for ensuring patients and guardians are informed about patients’ money and 
property procedures on admission. 

 
16.3 

 
CHIEF FINANCIAL 
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). 

16.6 DEPARTMENTAL 
MANAGERS 

Inform staff of their responsibilities and duties for the administration of the property of patients. 
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STANDING FINANCIAL INSTRUCTION NO. 17   
ACCEPTANCE OF GIFTS BY STAFF AND LINK TO STANDARDS OF BUSINESS CONDUCT 

17.1 CHIEF FINANCIAL 
OFFICER 

Ensure all staff are made aware of the Trust policy on the acceptance of gifts and other benefits in 
kind. 

 
17.6 

 
TRUST 
SECRETARY 

 
Maintain a register of all gifts and hospitality both accepted and rejected 

 
STANDING FINANCIAL INSTRUCTION  NO. 18    
RETENTION OF RECORDS 

 
18.1 

 
CHIEF EXECUTIVE 

 
Retention of document procedures in accordance with Department of Health and Social Care 
guidelines 

 
18.2 and 
18.3 

 
CHIEF EXECUTIVE 

 
Ensure archived records may be retrieved only by authorised persons and authorise destruction 
of Records as appropriate when the request is outside that of Department of Health and Social 
Care guidelines. 

 
18.4 

 
CHIEF FINANCIAL 
OFFICER 

 
Advise on the retention of financial records 

 

STANDING FINANCIAL INSTRUCTION NO. 19  
RISK MANAGEMENT AND INSURANCE 

19.1 CHIEF EXECUTIVE Ensure the Trust has a programme of risk management in line with the Trust’s SFI. 
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19.1 BOARD Approve and monitor risk management programme. 

19.2 BOARD Decide whether the Trust will use the risk pooling schemes administered by NHS Resolution or self 
insure for some or all of the risks (where discretion is allowed). Decisions to self-insure should be 
reviewed annually. 

19.3 CHIEF FINANCIAL 
OFFICER 

Ensure commercial insurance is in place per the Trust’s SFIs and in all other circumstances consult 
with the Department of Health and Social Care on the use of commercial insurance before committing 
the Trust 

19.4 CHIEF FINANCIAL 
OFFICER 

Where the Board decides to use the risk pooling schemes administered by the NHS  Resolution, the 
Chief Financial Officer shall ensure that  the  arrangements  entered  into  are  appropriate  and 
complementary  to  the  risk  management  programme.  The Chief Financial Officer  shall  ensure 
that documented procedures cover these arrangements. result of this decision. The Chief Financial 
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 

 

 
Where  the  Board  decides  not  to  use  the  risk  pooling  schemes  administered  by  the  
NHS Resolution for any one or other of the risks covered by the schemes, the Chief Financial 
Officer shall ensure that the Board is informed of the nature and extent of the risks that are 
self insured as a 

 

19.4.3 CHIEF FINANCIAL 
OFFICER 

Ensure documented procedures cover the accounting treatment of amounts not recovered through risk 
pooling arrangements. 
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Please tick the appropriate box  
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Executive 
Summary 
 

 

To note in the public domain an outline of the matters covered in private, due 
to their confidential nature, since the last board meeting in public. 
 

Trust strategic 
aims  
 
(please indicate which 
of the 4 aims is 
relevant to the subject 
of the report) 

Aim 1 
Best care 

 
Objectives 1-4 

Aim 2 
Great team 

 
Objectives 5-8 

Aim 3 
Best value 

 
Objective 9 

Aim 4 
Great place 

 
Objective 10-12 

x x x x 
 

Links to well-led 
key lines of 
enquiry 
 
 
 
 

☒Is there the leadership capacity and capability to deliver high quality, sustainable care? 

☒Is there a clear vision and credible strategy to deliver high quality, sustainable care to people, and robust 

plans to deliver? 

☒Is there a culture of high quality, sustainable care? 

☒Are there clear responsibilities, roles and systems of accountability to support good governance and 

management? 

☒Are there clear and effective processes for managing risks, issues and performance? 

☒Is appropriate and accurate information being effectively processed, challenged and acted on? 

☒Are the people who use services, the public, staff and external partners engaged and involved to support 

high quality sustainable services? 

☒Are there robust systems and processes for learning, continuous improvement and innovation? 

☒How well is the trust using its resources? 

Previously 
considered by 

 

Committee/Group Date 

Trust Board Part 2 September 2023  
 

 
Action required 
 

 
The Board is asked to take the report for information of the matters discussed 
at the last meeting in private (Part 2) session.  
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ITEMS FOR DISCUSSION 

1 None 

ITEMS FOR INFORMATION AND ASSURANCE 

2 Feedback on Board ward and departmental visits 
The Board received feedback from visits by Board members to: 

• Katherine Ward 

• Medical Simulation 

• Delirium Pathway 

• Control Centre 

3 Serious Incidents report  

The Board received an update from the Chief Medical Officer about the serious 

incidents that had occurred during the reporting period.   

4 National Perinatal Mortality Review Tool (Quarterly) 
The Board received an update from the Chief Nurse about the perinatal deaths that 
had occurred during the reporting period.   

5 Mortuary Assessment Report 
The Board received an update from the Divisional Director of CSS regarding the 
report and the updated action plan.  

5 Finance update 
The Board received an update from the CFO on the Trust’s financial position.   

6 Strategy update 
The Board received an update from the Chief Strategy and Collaboration Officer.   

7 Health and Care Partnership update 
The Board received an update from the Chief Strategy and Collaboration Officer. 

8 Redevelopment update 
The Board received an update from the Chief Redevelopment Officer. 

9 Remuneration update 
The Board received an update from the Chair of the Committee on remuneration 
matters.  
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