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TRUST BOARD MEETING IN PUBLIC 

Wednesday 29th January 2020 
09:30 – 12.00 

Lecture Theatre, Education Centre, Level E, Queen Alexandra Hospital, 
Southwick Hill Road, Cosham, Portsmouth, PO6 3LY 

A G E N D A 

Item 
No. 

Time Item Enclosure 
Y/N & 

Number 

Presented 
by 

001.20 09.30 Welcome, Apologies and Declaration of 
Interests (to ascertain whether any Board 
Member has any conflict of interest with any 
items on the Agenda) 

N Chair 

002.20 09.32 
Minutes of the last meeting –  27th November 
2019 

1 Chair

003.20 09.35 Matters Arising/Summary of agreed actions 2 Chair

004.20 09.40 Notification of any other business N/A Chair

005.20 09.42 Chair’s opening remarks N/A Chair

006.20 09.50 Chief Executive’s Report 3 CEO 

007.20 10.00 
Care Quality Commission inspection report 
and ratings 

4 
To follow 

DGR 

STRATEGY 

008.20 10.10 Corporate Strategy update 5 DSP 

009.20 10.20 Board Assurance Framework 6 DGR 

010.20 10.25 Compassionate Care 7 CN 

011.20 10.35 Estate Strategy 8 CFO 

QUALITY, SAFETY AND PERFORMANCE 

012.20 10.45 

Quality and Performance Committee 
feedback  

 19th December 2019 (for information)
 23rd January 2020 (to follow)

9 
Committee 
Chair 

013.20 10.55 
Safety, quality and operational performance 
report analysis 

N** 
MD / COO 
/ CN 
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014.20 11.00 Research and innovation – quarterly report 10 MD 

015.20 11.10 Board Risk Register 11 DGR 

FINANCE AND INFRASTRUCTURE 

016.20 11.15 

Finance and Infrastructure Committee 
feedback 

 16th December 2019 (for information)
 28th January 2020 (verbal)

12 
Committee 
Chair 

017.20 11.25 Financial performance report analysis N** CFO 

WORKFORCE AND ORGANISATIONAL DEVELOPMENT 

018.20 11.30 

Workforce and Organisational Development 
Committee feedback 

 22nd January 2020 (verbal)
(including Freedom to Speak Up
Guardian)

13 
Committee 
Chair 

019.20 11.40 
Workforce and Organisational Development 
performance report analysis 

N** 
DWOD 

AUDIT AND GOVERNANCE 

020.20 11.45 
Audit Committee feedback (including 
revised financial and governance 
documents) 

14 
Committee 
Chair 

021.20 11.55 Usage of Company Seal 15 DGR 

022.20 12.00 
Opportunity for the public to ask questions 
relating to today’s Board meeting 

N Chair

SUSPENSION OF MEETING – 12.00 to 13.40 

FOR NOTING / INFORMATION 

023.20 13.40 Record of attendance 16 Chair 

024.20 13.40 Any other business N Chair 
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025.20 13.42 
Conclusions on key messages from the 
meeting – The Trust Board is asked to consider 
how it supported staff to look after patients and 
made decisions on the key challenges faced by 
the Trust. Appropriate actions in response 
should also be identified. 

N Chair

026.20 13.45 
Additions to Board Assurance Framework 
and Risk Register – The Trust Board is asked 
to consider whether, in light of matters 
discussed at the meeting, any further additions 
should be made to the Board Assurance 
Framework and/or Risk Register

N All 

Date of next meeting:  Wednesday 26th 
February 2020, Cosham Baptist Church, 48 
Havant Rd, Portsmouth PO6 2QZ 

N Chair

** Supported by the IPR Data Pack
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Trust Board Meeting in Public 
 

Held on Wednesday 27th November 2019 
Oasis Centre, Southwick Hill Road, PO6 3LY 

 
MINUTES 

 
Present: Melloney Poole  Chairman  
 Roger Burke-Hamilton  Non-Executive Director 
 Gary Hay  Non-Executive Director (from minute 260.19 onwards) 
 David Parfitt  Non-Executive Director 
 Martin Rolfe  Non-Executive Director 
 Christine Slaymaker  Non-Executive Director  
 Mark Cubbon  Chief Executive Officer (CEO) 
 John Knighton  Medical Director (MD) 

 Mark Orchard  Chief Financial Officer (CFO) 
 Liz Rix   Chief Nurse (CN) 

 
 
In Attendance: Nicole Cornelius  Director of Workforce and Organisational Development 
      (DWOD) 
  Penny Emerit  Director of Strategy and Performance (DSP) 
  Lois Howell   Director of Governance and Risk (DGR) 
  Hollie Joiner-Mason Patient (for minute 267.19) 
  Wendy Joiner-Mason Healthcare Support Worker (for minute 267.19) 
  Caroline O’Connor Patient Experience and Engagement Manager  
   (for minute 267.19) 
  Karen Price Learning Disability Nurse (for minute 267.19) 
  Sarah Thompson Head of Safeguarding (for minute 267.19) 
 Philip Young  Guardian of Safe Working Hours (for minute 264.19)  
 Dave Gordon Committee Clerk (minutes) 
 
 

 
Item No 

 
Minute 
 

253.19 Welcome, apologies and declarations of interest 
 
The Chairman welcomed everyone to the meeting, including members of the public. 
Apologies were received from Gary Hay (for items up to minute 260.19) & Inga Kennedy 
(Non-Executive Directors) and Nigel Kee (Interim Chief Operating Officer). No 
declarations of interest were made. 

  

254.19 Minutes of the last meeting – 27th October 2019 
 
The minutes of the meeting of 27th October 2019 were approved as a true and accurate 
record, subject to a clarification as to the relationship between divisions and care groups 
(minute 229.19).  

  

255.19 Matters arising / summary of agreed actions 
 
The Board noted the action log. The decision regarding Maggie’s Centre (minute 007.19) 
would be subject to further delay. 

  

Page 7 of 248



 

 

256.19 Notification of any other business 
 
No supplementary business was raised. 

  

257.19 Chairman’s opening remarks 
 
The Chairman highlighted the issue of ambulance delays, which would be covered in 
depth in the Chief Executive’s report (minute 258.19). The Board was reminded of its 
duties in ensuring that the discussion of this issue contained the requisite level of 
analysis for a matter of such importance for patient experience. In addition, the Care 
Quality Commission had provided preliminary feedback from its recent inspection which 
would inform the consideration given to agenda items at this meeting. 

  

258.19 Chief Executive’s Report 
 
The Chief Executive Officer addressed the following key issues: 
 
Ambulance handovers and the Emergency Department (ED): Lack of timely discharge of 
patients who were medically fit to leave the hospital had contributed to high levels of bed 
occupancy over recent months.  This had been a significant factor, amongst others, 
which were contributing to delays in the handover of patients from ambulances arriving 
on site. To ensure that safety was maintained in these circumstances, a series of 
measures had been adopted. Upon arrival, details of each patient were placed on the 
electronic patient management system; patients were seen and assessed within 15 
minutes, with the current average performance for this assessment standing at 11 – 12 
minutes. This ensured clinical oversight of patients waiting in ambulances and enabled 
prioritisation according to clinical need; however it was acknowledged that the present 
situation was not satisfactory in terms of patient and staff experience as well as for the 
ambulance service. Given this, both the Trust and the local healthcare system were 
committed to addressing the matter. 
 
A meeting had been held with NHS England and NHS Improvement on the necessary 
response. Given the deterioration in ambulance handover times since August 2019, this 
was now identified as a very high priority for the Trust. The potential for changes to the 
layout of the Emergency Department was being assessed, as were the processes 
involved in the treatment offered. The need for a response in the wider system was also 
recognised by all parties. Immediate actions had been taken; eight spaces would be 
added to the Emergency Department (three had already been put in place, with the 
remaining five in early December 2019). The bed base would be remodelled and 
reshaped, with a view to increasing the capacity on offer to the Medicine and Urgent 
Care division. This would provide an additional 18 – 20 beds and be implemented in 
January 2020. Director-level oversight across the pathway would also be increased, with 
the interim appointment of a Director of Emergency Care Improvement.  The Trust’s 
Director of Delivery would focus on improvements to flow within and beyond the Trust, 
and collaborate with system partners to achieve this.  
 
The Frailty Assessment Unit had been relaunched and now provided a Monday to Friday 
service, with plans in place to make this available seven days a week. This was assisting 
with the diversion from the main ED of an average of nine patients per day. There was 
further diversion of appropriate patients from the main ED to an ambulatory care service.  
The Chief Nurse and Medical Director had been charged with supporting the increased 
efficiency of the discharge process, which would help the ED with ensuring that 
ambulance handovers were prompt and effective. Out of hospital capacity modelling 
would be an area of focus, helping to ensure that the right facilities were available to 
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meet the needs of local patients being discharged by the Trust. This would be 
undertaken with system partners in advance of the next planning cycle. 
 
The referral of patients to suitable alternatives to the ED had seen activity. A media 
campaign on other options was underway, whilst a project with the GP Alliance 
redirecting patients to local practitioners had been launched; this had referred 
approximately 30 cases per day to a local GP practice. In addition, an existing system-
wide plan to reduce the number of patients who were medically fit for discharge but had 
to wait in hospital for suitable onward care to be arranged was being updated. Given the 
challenges faced in meeting this ambition, £2 million of system-funded investment would 
be devoted to the creation of additional capacity ahead of the peak of pressures 
associated with the winter period. The aim of this was to reduce the number of such 
patients within the Trust by 60 by the middle of December 2019. All organisations 
involved in this had a nominated responsible officer, with capacity in the community 
specified for particular cohorts of patients to receive assessment. Work with South 
Central Ambulance Service and commissioners was also being undertaken to ensure 
conveyances to the Trust were appropriately reduced. All these efforts were expected to 
reduce bed occupancy to 92% and ensure improved patient flow. 
 
The Chairman emphasised the importance of this matter; Board members would be 
attending the Emergency Department on 5th December 2019 as part of the new 
approach to Board Workshops. The Medical Director informed the Board that there had 
been a direct and clear focus on the management of risks associated with the plans 
outlined above in recent discussions. At present, the risks involved were primarily held 
within the ED, but also affected those in the community who were waiting for an 
ambulance; the intended improvement in patient flow would see these risks and their 
management dispersed more widely across the Trust. Given this, the new processes 
would require an explicit understanding and consideration of these factors and their 
impact. The sharing of responsibility, both on a departmental and individual level, was 
acknowledged and required ownership. The Chief Nurse added that clinical leadership at 
ward and departmental level was being emphasised, with meetings with front line staff 
being held on the matter. The organisation had also held joint meetings to consider the 
overall issues associated with patient flow. There had been positive engagement with 
this despite the risk implications for areas outside of the Emergency Department.  
 
The Chief Executive Officer noted the longevity of this issue at the Trust and the cultural 
challenges associated with implementing structural change. However, the commitment 
to implementing new policies and procedures was clear, as was the understanding of 
their necessity. The issue was not inefficient use of beds; the average length of stay at 
the Trust was currently below the national average. The requirement for the wider 
system to be involved was central to providing an improved experience for patients.  
 
Martin Rolfe referred to the complexities arising from this, with all parties requiring clarity 
on the anticipated impact of measures and the timeframes involved. The situation 
emerging would need close and detailed monitoring, as it was highly likely that new risks 
would become apparent which may not have been identifiable at the start of the process. 
This would require flexibility as subsequent adjustments may have to be made to 
policies and procedures; an open reporting culture would be imperative to support this. 
However, as Chair of the Quality and Performance Committee he was assured that all 
options were being evaluated and implemented as appropriate. The Medical Director 
recognised the need for all involved to have a conscious awareness of the possibility for 
unintended consequences to emerge. This had been included in discussions with clinical 
leaders, with daily reporting to be conducted as innovations were introduced.  
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Roger Burke-Hamilton sought assurance that clinical leaders would be empowered to 
act on issues they saw arising and avoid reversion to previous ineffective methods of 
working. The Medical Director informed the Board that the speed of response and 
reporting through the Operations Centre would support this; the weekly Incident Review 
Panel would also monitor progress and report to the Trust Leadership Team. The Chief 
Nurse assured the meeting that a ‘Plan, Do, Study, Act’ cycle was in place to ensure that 
matters which arose were acted upon immediately. A list of patients in the Emergency 
Department was also maintained with a view to ensuring that wards took patients 
proactively throughout the day rather than awaiting their referral by the Emergency 
Department. This was improving flow and ensuring ownership was taken at an earlier 
stage.  
 
The Chairman asked if the calculation of bed occupancy included patients in the 
Emergency Department who had been assessed and were awaiting a place in a ward. 
The Director of Strategy and Performance stated that this was not presently the case, 
and that reporting of bed occupancy was being reviewed. The Chief Executive Officer 
acknowledged the need for capacity modelling to become more sophisticated to avoid 
unrepresentative reduction in reported occupancy levels. The Chairman referred to 
nursing staffing and asked whether this was sufficient to cover the additional beds and 
trolley waits required overnight; the Chief Nurse assured the Board that the workforce 
establishment had been reviewed recently and was in line with this. However, it would 
be continuously reviewed as new working practices took effect.  
 
Christine Slaymaker inquired as to when metrics on the success of the system would be 
available, and sought examples of how improvements would be apparent in comparison 
with previous years. The Chief Executive Officer referred to the importance of avoiding 
unnecessary conveyances to the Emergency Department, and said that progress was 
being made in some areas which required consistent application across the system. In 
addition, the process changes would require an understanding of the different patient 
flows it would create in individual cases. This was already providing some instances of 
more timely access to urgent care within specific patient groups. The Frailty Assessment 
Unit was one example of this. In terms of metrics, the number of patients staying for 21 
or more days at the Trust should reduce; the trajectory for March 2020 had already been 
achieved. The GP referral pilot had also demonstrably reduced waiting times within that 
cohort. The Chairman informed the Board that performance was being monitored by the 
Regional Director, with the length of stay for patients and 60 minute ambulance holds 
being of particular interest.  
 
Prior to the Trust Board meeting on 29th January 2020, the metrics and measures being 
implemented relating to ambulance handovers would be shared with members. 

Action: CEO          
 
Operational pressures: The previous month had seen the Trust experiencing a sustained 
period of escalation. The primary factor in this situation had been the high level of bed 
occupancy, which had led to consequent issues regarding patient flow. This had been 
reflected in the Operational Pressure Escalation Levels for October 2019, which had 
continued to demonstrate similar trends in November thus far.    
 
Strategic partnership with University of Portsmouth: The Trust had been building a 
relationship with the local university for 10 years; this had now given rise to a formal 
partnership. This would involve the establishment of a shared entity; with three chairs to 
be appointed as part of this (emergency medicine, stroke & dementia and respiratory 
medicine); these roles and their funding would be evenly split between the Trust and the 
University. Each of these would also have a research associate and research nurse, with 
the plan being to have the system in place for September 2020. The potential this had to 
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enhance the service to the local community was welcomed by all parties.  
 
Constitutional standards: At present, the waiting list stood at over 3,500. This was 
currently diminishing, with the eventual ambition being to reduce this to less than 1,000. 
The Trust had been commissioned to produce entry and exit waiting list statistics for the 
financial year; however, this had identified issues in some areas (ear, nose & throat, 
dermatology and gynaecology). Work was ongoing with commissioners to resolve this.  
 
Care Quality Commission: The inspection period had been concluded in November 
2019, with the core services review and the well led element completed. High level 
feedback had been provided, with further responses from the Trust requested on 
supervised learning events and maternity services. In addition, the matter of evacuation 
for those using birthing pools in the event of an emergency was raised. Relevant training 
had been provided for the workforce in maternity, with the environment being reviewed 
in this context.  
 
At the time of the Care Quality Commission core services review, the Trust had 
experienced significant levels of operational pressure. Feedback had been given on the 
level of oversight of this issue and the entry points for patients. Information was provided 
on how privacy and dignity, as well as clinical oversight, were maintained for patients 
and a number of strands of information had been supplied as to the arrangements in 
place. The security of emergency drugs in resuscitation trolleys was also raised; 
immediate steps had been taken in line with Care Quality Commission observations. 
New trolleys would also be obtained by the Trust as part of this. 
 
The Care Quality Commission had noted that all staff seen during the inspection were 
positive and engaged with the process. The challenges within the Trust had been 
recognised, as had the steps being taken to resolve them. There was also clarity from 
staff as to the improvements they anticipated in the future. The Care Quality 
Commission had also observed good examples of multi-disciplinary work at the 
organisation, responsive treatment based on individual patient needs, and an overall 
improvement in the culture of care. Staff had reflected that senior leadership were 
present, accessible and listened to their concerns.  
 
With regard to the well led inspection, improvements in all the key lines of enquiry had 
been reported. Supplementary information had been provided on the oversight of risk, in 
particular in urgent care. The draft of the full report was due in late December 2019. 
 
Winter metrics: As requested by the Board, the Interim Chief Operating Officer had 
produced a series of metrics to assess the progress of the winter plan for 2019 – 20. 
These reported performance both within the Trust and across the local healthcare 
system. In particular, the indicators focused on patient flow into the Trust, through the 
Trust and then into the system. The six key areas were as follows: 
 

 Activity (attendances, conveyances and admissions); 
 Bed occupancy (overall total and specific performance in medicine); 
 Patients medically fit for discharge (number and bed days lost); 
 Mean admitted time in the Emergency Department; 
 Ambulance handover times (with 60 minute holds to be eliminated); and 
 Additional system capacity available 

 
The Board noted the Chief Executive Officer’s report. 
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259.19 Operational Planning – 2019/20 Mid-Year Review 
 
The Director of Strategy and Performance summarised the discussion at the Joint 
Chairs’ meeting, which evaluated the progress delivery of the Operating Plan 2019 – 20 
and considered planning for 2020 – 21. The meeting had not duplicated the work of 
committees, but provided triangulation of their viewpoints. There had been a consensus 
that projections had largely been borne out thus far; however, whilst assumptions had 
mostly been accurate those relating to operational performance had proved more 
difficult. As a result, the areas for improvement had been identified with one area of 
focus from each strategic aim nominated. It would then be vital that each team and all 
staff members understood their role in delivering this. Relevant success measures would 
be monitored to support this and applied across the Trust at all levels. Assurance would 
also be sought from the local healthcare system that the Trust’s strategic priorities 
aligned with theirs.  
 
Christine Slaymaker (who acted as Chair for the Joint Chairs’ meeting) concurred with 
this, noting that the meeting concluded that the Operating Plan had been broadly 
correct. Given this, it was important to maintain the contributory factors for this and not 
lose them in any revisions for 2020 – 21. In terms of improvements, more timeliness 
would assist with initial estimates; in particular, ensuring that business cases were 
included at the start of the financial year would increase control of fiscal matters. 
 
Roger Burke-Hamilton referred to the patient perspective and whether the language on 
strategic priorities reflected this sufficiently. The Director of Strategy and Performance 
agreed that this needed to be central to Trust activity; these statements would sit under 
the strategic aims and clarify the intended impact of Trust actions. Patient experience 
was also explicitly placed alongside safety in the aim of ‘supporting safe, high quality 
patient focused care’.  
 
The Board noted the report and agreed with the choice of areas for measurement of 
progress for next year. 

  
260.19 Board Assurance Framework 

 
The Director of Governance and Risk noted that the framework detailed risks to strategic 
objectives rather than operational matters. Of the 22 areas reported, 17 had remained 
on the same rating whilst five had decreased; the risk on IT had reduced significantly 
given the delivery of key projects. The deadline for BAF 1 (urgent care) had been 
amended given the need to implement the winter plan. A new risk (BAF 28, system 
partners and their ability to support Trust objectives) was proposed for inclusion to reflect 
the complexity of the local healthcare environment. In addition, the discussion on 
partnership working had led to the consideration of a further risk for inclusion in the 
iteration to be presented to Trust Board on 29th January 2020. 
 
(At this point, Gary Hay entered the meeting) 
 
David Parfitt asked if BAF 27 (pension taxation rules) required regrading. The Director of 
Governance & Risk  informed the Board that the impact of the recent changes had yet to 
become apparent; it would be rescored at this point, although that may not be in time for 
January 2020’s version. David Parfitt also sought assurance that scoring was a 
sufficiently precise mechanism for evaluation of progress. The Director of Governance 
and Risk assured the meeting that the headline ratings were backed by a more detailed 
analysis which was available upon request.   
 
The Board approved and adopted the Board Assurance Framework. 
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261.19 Workforce and Organisational Development Committee feedback 
 
The Chair of the Committee (Gary Hay) reported the discussion on the staff survey; the 
Staff Friends and Family Test had improved. However, the pace of this improvement 
remained relatively slow; it was expected that this would increase over the next year as 
the Culture Change programme became embedded. The decline in feedback on health 
and wellbeing had also been raised given the work the Trust had undertaken in the area 
recently. In light of the operational pressures discussed in minute 258.19, it was agreed 
that workloads may have had an impact. These matters would be reviewed in light of the 
National Staff Survey which would report to the Committee in March 2020. 
 
The report on employee relations had recorded no new employment tribunals in the 
previous quarter. This had raised questions about whether performance management at 
the Trust was sufficiently rigorous, which would be explored by divisions and reviewed 
by the Committee. Finally, the substantial drop in exception reporting to the Guardian of 
Safe Working Hours had been raised and would be discussed under minute 264.19. 
 
The self-assessment for flu vaccinations had been attached and included in Trust Board 
papers for publication in line with national requirements. 
 
The Board noted the update. 
 

  
 

262.19 Workforce and Organisational Development performance report analysis 
 
The Director of Workforce and Organisational Development informed the Board that the 
workforce establishment had increased by 21 posts. All such revisions were subject to a 
change control process; in future, rationale for the expansion would be included. In 
terms of financial control, some positions were funded externally whilst others were fixed 
term appointments. Bank fill continued to increase and stood at over 53%; whilst agency 
spend had risen slightly, it remained below trajectory and the run rate for 2019 – 20. 
 
Staff turnover continued to decline (11.4%) whilst sickness absence increased very 
slightly to 3.82%. Of the latter, the number of long term absences had declined whilst the 
short term figure had risen. Areas of particularly high absenteeism (e.g. healthcare 
support workers) had been addressed in conjunction with HR Business Partners and 
were improving. The appraisal compliance rate had slipped below the 85% target; whilst 
this statistic had been generally improving, concerns over the quality of the process had 
led to the commissioning of an audit. Essential skills training compliance was continuing 
to rise.  
 
Ward manager development had been identified as key in improving retention of staff. A 
two day programme had been attended by 30 delegates and covered a range of issues 
relating to their work. The first tranche of invitees had been selected based on ward 
metrics, with individual action plans drawn up for those in attendance. The Chief Nurse 
welcomed this given the importance of these individuals in delivering the Trust’s 
objectives; feedback indicated that attendees found the course very valuable and the 
content would continue to be developed for the next round in March 2020. 
 
The Board noted the update. 
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263.19 Medical revalidation – annual report  
 
The Medical Director introduced the report as the responsible officer. Doctors were 
statutorily obliged to revalidate on a five year cycle, with the system based on a 
summary of appraisals over that period. Responsible officers were then required to 
report to Trust Board on their activities on an annual basis.  
 
In particular, the Medical Director highlighted the decision not to include locums and 
short-term placement doctors in the appraisal and revalidation process. This had been 
taken on the basis that such professionals would have a different responsible officer, 
who it was their personal responsibility to secure. Those working via the internal bank 
would be supported; this was to incentivise such placements. The low number of 
concerns raised about doctors may be due to the emphasis on behaviours and value-
based recruitment; however, assurance on this was not yet available.   
 
The Board noted the report.  

  

264.19 Trust Guardian of Working Hours – quarterly update 
 
The Guardian of Safe Working Hours referred to the significant reduction of exception 
reports; this was atypical and potential reasons for it had been evaluated. Whilst the 
changeover of junior doctors in August 2019 and the new system for reporting had been 
considered, the former was an annual event and the latter was unlikely to have a major 
impact as those using it would have little experience of its predecessor. The matter had 
been raised at the Junior Doctors’ Forum in October 2019. The perception that staying 
late may be caused by an inability to manage workloads was raised; the Trust was keen 
to ensure that late working was not accepted as required practice. Staff would also be 
informed that reporting would not be used against them should they seek to progress 
their careers. It was possible that the decreased vacancy rate and better filling of rotas 
could have had some influence; however it was unlikely that this would be to the extent 
implied by the decrease in exception reporting. 
 
The Chairman sought guidance as to the Trust’s statistics relative to national or regional 
comparators. The National Guardian’s Forum did provide such information; however, it 
was likely that this quarter’s statistics would be outside the normal standards of 
deviation. The Medical Director confirmed that changes to the junior doctors’ contract 
may have some influence; this was a significant piece of work which would be analysed 
as it progressed. A Chief Resident had also been nominated to support the system.  
 
Gary Hay reflected the Workforce and Organisational Development Committee’s 
concerns that an absence of reporting could lead to the Trust losing some control over 
safe working hours and, consequently, patient safety. The Medical Director assured the 
Board that rotas at the Trust were compliant. However, it was recognised that an 
accurate understanding of the situation was imperative; a monthly forum was dedicated 
to the matter. The personal responsibility for participants to report into the system was 
also emphasised where possible. The Director of Governance and Risk raised the 
possibility of triangulating information from the Freedom to Speak Up Guardian, 
occupational health referrals and absences caused by stress to investigate the issue.  
 
The issue of locum working outside of the Trust was raised. The Director of Governance 
and Risk assured the Board that guidance for job planning included explicit reference to 
this issue. In particular, it stipulated that whilst such work was permitted, it must be fully 
declared and not to the detriment of individuals’ responsibilities at the Trust.   
 
The Board approved the report for publication. 
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265.19 Finance and Infrastructure Committee feedback 
 
The Chair of the Committee (Christine Slaymaker) outlined the position at the end of 
month seven, with the Trust in position to meet forecast in quarter three, However, it was 
recognised that quarter four may prove more challenging; there may be a requirement to 
adjust the plan at this point. In particular, the Cost Improvement Programme, the PFI 
Bond sale and winter pressures may place pressure on original projections. The 
Committee would be discussing pay at the meeting on 16th December 2019, as well as 
capital expenditure.  
  
The Financial Improvement Action Plan had been considered; the Committee felt that 
this had the potential to be used as the basis for the financial strategy. This would be 
considered by the Chief Financial Officer in conjunction with the Finance Director. The 
Digital Strategy was on track, which had contributed to the mitigation of the risk 
discussed in minute 260.19. The Estate Strategy had been discussed and was 
commended to the Trust Board for approval on 29th January 2020. In particular, its 
alignment with Trust objectives and community needs was welcomed. 
 
The Board noted the report. 

  

266.19 Financial performance report analysis 
 
The Chief Financial Officer confirmed that the month seven financial position remained 
favourable, as mentioned in minute 265.19. However, the extent to which the position 
was above projection had reduced from £200,000 to just over £120,000. Issues with the 
delivery of the Cost Improvement Programme had been particularly influential in this, 
with the unidentified £5 million of savings predominantly scheduled to be made in the 
second half of the year. Given this, the performance of the programme was now 
anticipated to be adverse to plan for the remainder of 2019 – 20.  
 
The current forecast of a £7.2 million deficit was based on the £5 million gap in the Cost 
Improvement Programme and £1.2 million expenditure arising from the implementation 
of the soft facilities management PFI benchmarking conclusions. The capacity issues 
raised in minute 258.19 accounted for the remaining £1 million. Given this, divisions 
were being asked to identify any reductions that could be made to expenditure to rectify 
the position. Non-recurrent expenditure had also been explored; thus far, these had 
provided the opportunity to revise the projected deficit to £3.1 million; discussions with 
commissioners would be undertaken with a view to further reductions. An updated 
position would be reported to the Finance and Infrastructure Committee on 16th 
December 2019. 
 
The Trust Board was required either to affirm the forecast or revise it by mid January 
2020. Given that there was no Board meeting scheduled before this date, the Chief 
Financial Officer sought the Board’s prior approval to the use of powers set out in 
paragraph 6.3 of the Trust’s Standing Orders to make a decision on this matter outside 
of the Board meeting.  In accordance with that provision, the Chief Executive Officer and 
Chairman would be authorised to make any appropriate decision after consultation with 
at least two Non-Executive Directors.  The outcome of any such decision would be 
reported to the Trust Board in January 2020.   

Action: CFO / CEO 
      
The Board noted the report and approved in advance the use of the powers set out in 
paragraph 6.3 of the Standing Orders. 
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267.19 Patient story 
 
A video was presented to the meeting, in which Hollie Joiner-Mason discussed her 
experience of care at the Trust. As well as autism, Ms Joiner-Mason had a number of 
physical conditions which varied in severity over time. Given this, she had been in 
attendance at the hospital and an in-patient on several occasions. Her experience of the 
care provided by the Trust had been variable during these periods; whilst some wards 
had provided compassionate care and involved her mother as appropriate, other areas 
had not attended to her personal requirements.  
 
Ms Joiner-Mason explained that she had a patient passport which provided details on 
her needs and personal preferences, but doubted the extent to which it had been used. 
The degree to which reasonable adjustments had been made to accommodate her 
needs was also raised as a concern. Ms Joiner-Mason also emphasised the importance 
to her and many other patients in receipt of regular care at home of maintain a 
relationship with those carers while she was an in-patient.   
 
The Chief Nurse summarised the issues arising from the video and acknowledged the 
requirement for a consistent approach in the deployment of Learning Disability Liaison 
Nurses. Support for patients with learning disabilities was required throughout the Trust, 
with training for staff to support this and modules on learning disability and autism to 
become mandatory. The patient story presented to the meeting would be included in 
messages for staff and had already been shared with areas identified as requiring 
improvement. 
 
Gary Hay asked about the carers who visited Ms Joiner-Mason; the Board was informed 
that regular carers could be funded to come into the hospital to support their clients as 
in-patients.  The Learning Disability Liaison Nurses had been present at the Trust for 10 
years; it was imperative to ensure that matrons made the best possible use of these 
specialists. However, at present this resource was limited to 1.8 full time equivalent 
posts; the liaison team may need to be expanded to support efforts in this area.     
 
An invitation was extended to Ms Joiner-Mason to become involved further in providing 
the patient perspective. She was also invited to attend a future meeting with the 
Learning Disabilities Team to evaluate progress made on the issues arising. 

  

268.19 Quality and Performance Committee feedback 
 
The Chair of the Committee (Martin Rolfe) recorded the Trust’s performance on falls 
resulting in moderate to severe harm, which currently stood at half the national average. 
Regarding sepsis, there had been a deterioration in compliance with the National Early 
Warning System 2; however, this had not been accompanied by an increase in cardiac 
arrest. As a result, it was posited that this had arisen from operational pressures and 
issues regarding the de-escalation process.  
 
The Mental Health Matron had taken post, a development which had been welcomed. In 
addition, all eight cancer standards were now being met. The procurement of the 
pharmacy robot had illustrated the need to ensure that such processes were constructed 
with a completion date in mind. On this basis, subsequent deadlines for the completion 
of supporting work were required to ensure the project was managed effectively. The 
Director of Strategy and Performance identified oversight of implementation, corporate 
planning and alignment with organisational priorities as issues emerging from this 
example. David Parfitt added that developing a plan for the next two to three years for 
capital investment would provide further support, as would training for relevant staff on 
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the formation of business cases. 
 
The Board noted the update.  

  

269.19 Safety, quality and operational performance report analysis 
 
The Medical Director focused on safety events at the Trust, with a never event involving 
the incomplete removal of a silicon catheter during an operation reported in October 
2019. This had resulted from a failure in the checking process and also replicated a 
similar incident from 2017. Given this, conscious focus on such verification procedures 
was the subject of a wide spread safety campaign in operating theatres. A dedicated 
safety team within the area had also been formed to implement improved processes. 
However, the reporting culture continued to develop positively, with reported incidents 
rising, the number of those resulting in harm decreasing, and the proportion of near miss 
events also rising. Executives were also informed of significant events rapidly. 
 
As discussed in minute 268.19, the issues relating to deteriorating patients had not led to 
adverse patient outcomes. The de-escalation process may be subject to amendment 
once a review had been conducted. Clinical leaders at the Trust had dedicated 
significant efforts to the matter over the last 18 months, with monthly reviews of the 
processes in operation. 
 
The Mental Health Liaison Team now provided near-continual cover and would become 
a Core 24 service in April 2020. The process to complete ligature risk assessments was 
underway and would employ a nationally recognised audit tool. The Chief Nurse added 
that dementia screening was marginally below the 90% target; attention was being given 
to those areas of under performance to rectify this. 
 
The Chief Executive Officer reported on operational performance, with work ongoing for 
speech and language therapy in the stroke department. Recruitment was anticipated to 
have a positive impact by February 2020 which would improve the Trust’s aggregate 
scoring. Scanning within an hour was also an area of focus for improvement for the 
Emergency Department, as well as direct admission to stroke unit beds.  
 
For urgent care, activity remained on plan at a level exceeding 2018 – 19 by 
approximately 3.5%. Referral to treatment was around 1,000 above plan, and would see 
significant efforts made to redress this. Cancer was set to continue its recent 
improvement trajectory in November 2019. The new 28 day measure had also seen 
positive developments, especially with regard to lung cancer. Whilst full details of the 
measure had not been provided, the fact that diagnostic capacity was available at an 
earlier stage should support the eventual requirements of the standard. In addition, there 
had been a significant reduction in the patients waiting diagnosis or treatment for the 
longest periods. The Trust was on track to deliver the DM01 standard (diagnostics 
waiting times and activity).            
 
The Board noted the report. 

  

270.19 Learning from deaths  
 
The Medical Director highlighted the planned investigation of a potential trend for 
emergency patients who had in place a Do Not Attempt Cardiopulmonary Resuscitation 
decision in place nevertheless to have been subjected to that treatment. This would be 
an area of specific focus for the Trust. There had been a rise in coronial referrals 
previously; this had now reduced towards a rate of 10%. There had been a rise in deaths 
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amongst patients identified as medically fit for discharge, but the pattern was closely 
aligned with the general increase in the number of patients who were medically fit for 
discharge. The Chairman raised this as a priority and a matter which had been identified 
by the End of Life Steering Group. The Medical Director informed the Board that he was 
intending to merge the Mortality Review Group with the End of Life Steering Group as 
part of the efforts to resolve this.  
 
No deaths had been reported in quarter two as having a probability of 50% or above that 
they could have been avoided. However, one previous case had been regraded as the 
result of a structured judgement review; this provided an example of the checks in place 
given the fact that the process inevitably included some level of subjectivity.  
 
The medical examiner process had now commenced and would be incorporated into the 
mortality review process. This had augmented the quality of discussions at panel 
meetings given the expert scrutiny given to medical notes before the event. His liaison 
with families after discussions was also offered and appreciated by those who accepted 
it; the timeliness and clarity provided was particularly noted.      
 
The Board noted the report.  

  

271.19 Record of attendance  
 
The record of attendance was noted. 

  

272.19 Any other business  
 
No other business was raised. 

  

273.19 Opportunity for the public to ask questions relating to today’s Board meeting  
 
The member of the public present asked if the process for ensuring that volunteers could 
be registered by the Trust could be quicker. The Chief Nurse recognised the importance 
of volunteers and the need to accelerate their appointment. As part of this, the matter 
was now included in consideration of patient experience to escalate its profile. A national 
charity (Helpforce) had been recruited to ensure that volunteers were receiving the most 
positive experience possible during their time at the Trust. 

  
274.19 Conclusions on key messages from the meeting  

 
The Chairman reiterated the importance of all concerned providing support for 
improvements in urgent care over the coming three months. She welcomed the level of 
information offered to the meeting which had facilitated an informed and detailed 
discussion. She also noted the impact of the patient story and the wider issue of 
compassionate care, an issue which would return to the Board on 29th January 2020. 
 
Roger Burke-Hamilton emphasised the importance of ensuring processes were properly 
embedded; this was in the context of the patient story and the fact that the patient 
passport had not been used on several occasions.  

  

275.19 Board reflections on the meeting 
 
These were included in minute 274.19. 
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276.19 Additions to Board Assurance Framework and Risk Register 
 
This was discussed under minute 260.19. 

  

 Date of Next Meeting: Wednesday 29th January 2020, 9.30 am in the Lecture Theatre, 
Education Centre, Level E, Queen Alexandra Hospital 
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ROLLING ACTION POINTS FROM: Trust Board Meetings in Public 

Minute Agenda Topic Summary of Action required Owner 
Due 
Date 

Update Status 

January 2019 

007/19 
Maggie’s Centre 
proposal 

The Heads of Terms are to return to the 
Board. DSP 

March 
2020 

DSP discussed with Maggie’s Director who 
confirmed the Maggie’s Board would be 
formally considering the next wave of Maggie’s 
Centres at their September or November 
Board meetings. 

Ongoing 

26th June 2019 

166.19 

Safety, quality 
and operational 
performance 
report analysis 

An external review of the incident 
management process would be 
commissioned and taken to the Quality 
and Performance Committee once 
complete. 

MD 
26th Feb 
2019 

The procurement process has been completed 
and the contract issued. Report expected late 
January 2020, to be considered by Quality and 
Performance Committee in February 2020. 

Ongoing 

30th October 2019 

236.19 
Compassionate 
care 

A series of indicators to be used in 
evaluating compassionate care would be 
brought back to Trust Board on 29th 
January 2020. 

CN 
29th Jan 
2020 

Included in agenda papers for 29th January 
2020 (item 009.20). Ongoing 

27th November 2019 

258.19 
Chief 
Executive’s 
Report 

Prior to the Trust Board meeting on 29th 
January 2020, the metrics and measures 
being implemented relating to ambulance 
handovers would be shared with 
members. 

CEO 
29th Jan 
2020 

Sent by email to Non-Executive Directors on 
20th January 2020. Complete 
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ROLLING ACTION POINTS FROM: Trust Board Meetings in Public 

266.19 
Financial 
performance 
report analysis 

The Trust Board was required either to 
affirm the forecast or revise it by mid 
January 2020… The outcome of any such 
decision would be reported to the Trust 
Board in January 2020.   

CEO / 
CFO 

29th Jan 
2020 

Based on financial results to the end of 
November 2019, the Trust is taking actions to 
close the Q4 financial gap to circa £2.5m and 
continues to pursue a range of further 
unquantified actions to close the residual gap to 
balance (with the exception of the £3m PFI 
bond sale). 

The Trust reaffirmed at Finance & Infrastructure 
Committee on 13 December 2019 that it 
remains committed to delivering its full year 
financial plan and therefore not revise its 
forecast at the end of Quarter 3. 

Complete 

Page 21 of 248



Enc. 3a 3b 4 

Enc. 3a 3b 4 33 

Title of report CHIEF EXECUTIVE’S REPORT 
Board / 
Committee 

TRUST BOARD – 29TH JANUARY 2020 

Agenda item 
number 

006.20 

Executive lead Mark Cubbon – Chief Executive Officer 

Author Mark Cubbon – Chief Executive Officer 

Date report 
written 

22nd January 2020 

Action required Noting 

Executive 
summary 

The Chief Executive has outlined issues of current interest to the Board, and 
indicated his top three areas of concern and clinical risk. 

Appendices 
attached 

Appendix A – Chief Executive’s report, 29th January 2020 

Recommendations There are no recommendations arising from this report. 

Next steps There are no prescribed actions following from this report. 

Links to Corporate Objectives (Please ) 

    

CQC Domains (Please ) 

Safe Effective Caring Responsive Well-Led 

    

Links to Board 
Assurance 
Framework 

The following risks relate to the identified concerns and clinical risks discussed at 
the end of the report: 

Board Assurance Framework: 1, 3, 4, 14, 16, 23 and 26 

Links to Corporate 
Risk Register 

The following risks relate to the identified concerns and clinical risks discussed at 
the end of the report: 

Corporate Risk Register ID: 1401, 1402, 1404, 1405 and 1413 

Compliance / 
Regulatory 
Implications 

There are no direct regulatory implications to this report. 

Enclosure Number 

3 
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Quality Impact 
Assessment 

There is no direct impact on quality arising from this report. 

Equality Impact 
Assessment 

No equality implications. 
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Chief Executive’s Board Report 

29 January 2020 

1. OPEL status 

As part of my routine report to the Trust Board I have committed to providing a monthly 
overview of our Operational Pressures Escalation Level (OPEL), which gives a good 
indication of flow across the QA site and across the Portsmouth and South East (PSEH) 
system. Below is an overview of the escalation status for December 2019. Further detail is 
provided by the Chief Operating Officer via the Integrated Performance Report (IPR): 

OPEL status No of days 

December 

OPEL 1 2 
OPEL 2 5 
OPEL 3 19 
OPEL 4 5 

The frequency of periods at OPEL 3 and 4 during December reflects the bed occupancy 
pressures across the hospital site. 

2. National Hip Fracture Database Annual Report 

I am delighted that the Trust’s excellent performance over a number of years in relation to 
the care we provide to patients following a hip fracture has been highlighted in the National 
Hip Fracture Database (NHFD) Annual Report. We have been singled out as one of the 
top two trusts in the country for low mortality in the 30 days after a hip fracture, and as one 
of the top 10 performing trusts for providing the best practice pathway for patients. 

This is a fantastic example of the entire multidisciplinary team (MDT) working together 
across divisions to deliver outstanding care and achieve great outcomes for our patients, 
and is testament to the incredible lengths individuals and teams go to every day to ensure 
some of our most vulnerable patients receive prompt and effective care. I was pleased that 
we were able to hold a celebration event with members of the team to thank them for their 
continued hard work. 

3. State-of-the-art new imaging equipment 

We have placed an order for two new state-of-the-art CT scanners which will replace two 
of our older existing scanners. This is an important step towards upgrading some of our 
most heavily used diagnostic equipment and is great news for patients and our radiology 
team.  It follows notification from NHS England and NHS Improvement in October that they 
wished to work with us to find a funding solution for the replacement of two CT scanners 
and three mammography units as part of a national drive to replace diagnostic equipment 
that is more than 10 years old.  
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4. Avoidable harm 

I have committed to providing an overview of harm incidents monthly as part of my routine 
report to the Trust Board. Further detail is provided by the Medical Director and Chief 
Nurse in the Integrated Performance Report (IPR). 

Monthly 

figure  

(December) 

Monthly 

trajectory 

Year to date 

position 

2019/20 

ceiling 

C Difficile 6 6 53 63 

MRSA 1 0 2 0 

Ecoli 2 n/a 45 n/a 

Community and hospital 
acquired category 3 and 4 
pressure ulcers   

4 0 42 n/a 

Falls which cause 
moderate, severe or 
catastrophic harm  

4 n/a 34 n/a 

Never Events  0 0 5 0 

5. 

6. 

7. 

Care Quality Commission comprehensive inspection report 

A team of inspectors from the Care Quality Commission (CQC) visited Queen Alexandra 
Hospital (QA) in October and November to carry out a comprehensive inspection of the 
Trust focusing on three areas – leadership, our use of resources and five core services: 
maternity, medicine and older people’s care, surgery, outpatients and emergency and 
urgent care. 

We expect the CQC’s final report to be published today (29th January). We have not yet 
received the final report, however an overview will be presented at the Board meeting. 

Flu vaccination rates 

The flu season continues and we have not yet seen the peak in cases we were expecting. 
We have made some good progress with our flu vaccination rates, with 76% of front line 
colleagues now having had the flu jab – 4,798 people. 
However I am mindful that there are still some of us who have not yet been vaccinated and 
I am encouraging everyone to take up the offer to help protect out patients, their families 
and themselves. Our workplace vaccinators can visit individuals and teams in their ward or 
department and our Occupational Health team is offering drop in sessions daily from 
Monday to Friday. 

Winter readiness across the Portsmouth and South East Hampshire system 

We are now within the peak winter period and have made a number of key changes 
around the hospital site to help improve flow, to ensure that patients arriving at our 
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10. 

Emergency Department (ED) via ambulance can be moved in to the hospital in a more 
timely way and that patients can be discharged promptly when they have received all of 
the acute care they need. Our ongoing programme of improvement continues to be 
implemented and we are working closely with all of our partners across the health and care 
system in Portsmouth and South East Hampshire (PSEH). 
 
One of the key elements of the system-wide plan was to ensure that there is more out of 
hospital capacity this winter and each of our partners has invested resources to generate 
capacity. While we have seen improvements, we are still not yet at the occupancy levels 
we require as part of the plan. We continue to work with our partners to improve. 
 
Winter is traditionally one of the most challenging periods in the NHS and I am grateful for 
the way in which the PSEH system and individuals and teams across the hospital site 
continue to work together to provide the best possible experience for our patients.  
 
Visit from Director General of the Defence Medical Services  

 

I was delighted to welcome Peter Homa, Director General of the Defence Medial Services 
to the Trust on 10th January. Peter, who also has a wealth of NHS experience including as 
former Chief Executive of Nottingham University Hospitals NHS Trust and former Chair of 
the NHS Leadership Academy, was accompanied by Air Commodore Clare Walton, 
Commander of the Joint Hospital Group, the Commanding Officer for the Joint Hospital 
Group (South), Commander Alister Witt, and our own Surgeon Captain Dr Barrie Dekker, 
Divisional Director of our Surgery and Outpatients division. This was a routine visit which 
provided a fantastic opportunity to share examples of the positive relationships we have 
built with our colleagues from the Armed Forces over many years. 
 
Supporting Innovation and Growth in Healthcare Technologies Project launch 

 

I was delighted to attend the launch of the Supporting Innovation and Growth in Healthcare 
Technologies (SIGHT) Project launch, an exciting new joint initiative with the University of 
Portsmouth and Clinical Research Network (CRN) Wessex. The SIGHT Project provides 
access to patient groups, clinicians and academics, offering small and medium sized 
businesses (SMEs) support they need to develop new and innovative ways of diagnosing 
and treating patients. By continuing to work collaboratively, we can fast track innovations to 
benefit our patients and communities, and potentially across the NHS. 
 
Academy of Medical Sciences report publication  

 

On 8th January The Academy of Medical Sciences published a major report that sets out a 
framework for improving the interface between academia and the NHS. It was great to 
have the opportunity to contribute to this report, which provides a good platform for how we 
further develop our academic links with the University of Portsmouth, building on our 
clinical and academic strengths to benefit patients, colleagues and students. 
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11. Focus on improving care for patients with learning disabilities

On 13 December we held an event to raise awareness and enhance understanding of the 
individual needs of patients with learning disabilities who receive care from us. We heard 
compelling stories from two our patients who have learning disabilities, Hollie Joiner-
Mason and David Moulder, who described their experience of receiving care at our 
hospital. We also welcomed Paula McGowan to the Trust to share the story of her son 
Oliver who had cerebral palsy, focal epilepsy and mild autism, and sadly  died in 2016, 
aged just 18. Paula has campaigned nationally and internationally to raise awareness of 
the needs of those who have learning disabilities and the importance of healthcare 
professionals being sufficiently trained to understand how to make reasonable adjustments 
to respond to those needs. 

I would like to thank Hollie, David and Paula for sharing their experiences and for a 
thought-provoking event. 

It was clear that while we get a lot of things right, there is more we need to do to ensure 
that we individualise the care we provide with greater consistency. Patients with learning 
disabilities can access any of our services at any time and we are working continually to 
improve the consistency of support we provide for patients who have a learning disability, 
their carers and families. 

12. Constitutional standards

Performance against constitutional standards is covered in the operational performance 
report from the Chief Operating Officer within the Integrated Performance Report (IPR). I 
am highlighting key areas below. 

The Trust continues to participate in a national pilot, during which reporting of the four-hour 
emergency care standard is suspended. However, improving performance in our urgent 
care pathway remains a significant area of focus. Urgent care performance is linked with 
flow throughout our organisation and the wider health and care system in Portsmouth and 
South East Hampshire (PSEH). Two key indicators relating to this are patients in a hospital 
bed who are Medically Fit For Discharge (MFFD), and the timeliness with which we are 
able to bring patients who arrive at our hospital by ambulance in to the Emergency 
Department (ED). 

In December an average of 1,268 bed days were lost due to patients being MFFD (an 
average of 175 patients), below our target of 110 patients/1,000 bed days or fewer. Further 
information on actions to address this are included in the Integrated Performance Report.  

Our ongoing programme of improvement to support work to increase flow has resulted in a 
significant reduction in waiting times for patients to be handed over to our care after 
arriving at our hospital via ambulance.  The learning from this is being developed as a new 
operating model for urgent care flow across the QA site.  

We continue to work closely with all of our partners across the health and care system in 
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Portsmouth and South East Hampshire (PSEH) to continue to improve. 
 
As part of our planning process for 2019/20 we agreed with commissioners that we would 
deliver the diagnostic standard for 99% of patients within six weeks and reduce our waiting 
list size to 33,488 and provide definitive treatment to 85% of cancer patients within 62 days 
of referral. 
 
We are working continually to improve, and have plans in place to return our performance 
in diagnostics to 99% overall. This standard was achieved in November but narrowly 
missed in December with performance of 98%, due to capacity constraints for patients 
requiring ultrasound and cardiac MRI scans. We have plans in place to deliver the 
standard in January.   

 
The number of patients on our waiting list for treatment remains higher than planned.  
Our provisional 18-week referral to treatment performance for December is 79.5%, against 
a trajectory of 82.8%. The waiting list size has reduced to 36,004 – 3,969 above trajectory. 
However we have plans in place to reduce the waiting list to 33,488 by the end of March – 
1,000 more than we had planned for. This is partly as a result of significant growth in 
demand in ophthalmology, dermatology, and ear, nose and throat specialisms. 
 
We had a trajectory that we would deliver the eight cancer standards from October. For 
December, provisional figures show that we achieved eight out of eight cancer standards, 
including our 62-day referral to treatment performance which met the 85% standard. We 
are expecting to deliver all eight standards for the remaining part of this financial year. 
 

13.   Penny Mordaunt, MP visit 

 

On 10th January we welcomed Penny Mordaunt, MP for Portsmouth North, to the QA 
site. Penny met with members of our Estates and facilities team and representatives 
from our PFI partners, Engie. I was delighted to have the opportunity to show Ms 
Mordaunt around parts of our site where Engie and Trust teams work together to 
ensure that the facilities we provide are of the highest possible standard for our 
patients, their families and carers and for us all to work in. 

 
14. Shaping the Interim NHS People Plan 

 

The Interim NHS People Plan, published in June last year, outlined a commitment to 
developing a new core offer that sets out the support we can all expect to receive 
from the NHS as a modern employer. I was delighted that we were asked to be 
among a select group of NHS organisations taking part in a series of focus groups as 
part of ongoing work to progress this. During December a number of individuals from 
across the organisation took part in three focus groups held at the hospital by 
Malwina Paulus, Senior Strategic Workforce Lead at NHS England and NHS 
Improvement. It is fantastic that we were able to provide direct input into, and to help 
shape, the core offer. The final NHS People Plan is due to be published early this 
year. 
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15. Top three concerns

The top three concerns facing the Trust are: 

1. We are experiencing periods of heightened escalation levels. Our bed
occupancy is higher than we had planned for or expected, and this is a key
contributing factor to longer waits experienced by some patients accessing
our urgent care services. We are working with partners across the health and
care system to deliver improvements as an absolute priority.

2. Operational challenges are contributing to additional pressure on teams and
individuals across the organisation. Our focus remains on making
improvements and getting experience right for patients, but also on ensuring
that individuals and teams across the organisation are supported, particularly
throughout the winter period. We have a variety of wellbeing events and
initiatives in place.

3. Current pressures, including heighted escalation levels and greater demands
on our workforce, are contributing further risk to our operating and financial
plan for 2019/20. All options are being explored to mitigate any potential
deterioration in our position.

16. Top three clinical risks

There are three clinical risks I would like to bring to the Board’s attention, some of 
which echo those highlighted in recent months: 

1. Urgent care pressures are contributing to increased clinical risks due to longer
waiting times for some patients attending our Emergency Department (ED), either
as walk in patients or by ambulance. While there are additional measures in
place to mitigate those risks as much as possible, there is an increased risk
overall.

2. Sustained additional unscheduled care pressures during the peak winter period
have required significant changes to operating conditions across many areas of
the organisation. There are significantly increased numbers of escalation spaces
required, with knock-on effects such as increased patient moves and impact on
the elective operating programme. Bed occupancy levels have been consistently
high since Christmas, with potential consequent clinical risks. We have risk
assessments in place for all areas and we are working to limit the impact on
patient experience wherever possible.
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3. The risk posed to the continuity and sustainability of some key services by 
medical and workforce issues, including both national shortages of trained 
consultants and the ability to recruit to some positions locally. Novel and 
innovative approaches are being pursued in several areas to target these risks. 
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Enc. 3a 3b 4 

Enc. 3a 3b 4 

Title of report CORPORATE STRATEGY UPDATE: QUARTER 3 2019/20 
Board / 
Committee 

TRUST BOARD – 29TH JANUARY 2020 

Agenda item 
number 

008.20 

Executive lead Penny Emerit – Director of Strategy & Performance 

Author Penny Emerit – Director of Strategy & Performance 
Graham Terry – Head of Strategy 

Date report 
written 

21st January 2020 

Action required Discussion / Noting 

Executive 
summary 

This paper provides the quarterly update to the Trust Board on progress with 
implementing the Trust Strategy. This update reflects on activities and 
deliverables during Q3 2019/20 (year 2 of the strategy) and the link to the 
operational plan for 2019/20. This is supported by Appendix II the strategy 
implementation plan. 

The associated balanced scorecard has been included (Appendix I) which aligns 
the Trust five strategic aims including key performance metrics from the IPR and 
reflecting the risks to delivery of the strategic aims as identified in the Board 
Assurance Framework (BAF). 

Appendices 
attached 

Appendix A – Balanced Scorecard 
Appendix B – Strategy Implementation Plan 

Recommendations The Board is requested to note the content of the report 

Next steps The following actions will be taken after consideration of this report: 
a) Progress made for Q4 of 19/20 for year 2 of the strategy
b) Refresh actions undertaken as outlined in the paper
c) 20/21 Operating Plan alignment

Links to Corporate Objectives (Please ) 

    

CQC Domains (Please ) 

Safe Effective Caring Responsive Well-Led 

    

Enclosure Number 

5 
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Links to Board 
Assurance 
Framework 

As per the Balanced Scorecard contained within the report 

Links to Board Risk 
Register 

As per the Balanced Scorecard contained within the report 

Compliance / 
Regulatory 
Implications 

Not applicable 

Quality Impact 
Assessment 

No impact on quality 

Equality Impact 
Assessment 

No equality implications 
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Quarterly Corporate Strategy Update: Q3 2019/20 
Year 2 of the Trust Strategy – Working Together 

 

1. Purpose 

This paper provides an update to the Trust Board on progress with implementing the 
Trust Strategy. This is supported and complemented by an implementation plan 
which demonstrates the progress of identified actions supporting delivery of each 
aim. 
 
The associated balanced scorecard has been included which aligns the Trust’s five 
strategic aims with key performance metrics from the IPR and the risks to delivery of 
the strategic aims as identified in the Board Assurance Framework (BAF).  
 

2. Year 2 - Quarter 3 2019/20 Review  

Appendix II contains the overarching implementation plan for the strategy updated for 
quarter 3. This has been updated by each Executive lead for the relevant aim(s) to 
give a summary of progress to date. The key messages by strategic aim are outlined 
below: 

#1: Fulfil our role for the communities we serve 

 The Urgent Care Improvement Plan has been enhanced to include the 
development and implementation of an improvement plan to address ambulance 
handover delays, responding to the ongoing operational and system challenges. 
 

 In addition to the agreed Out of Hospital capacity that has been system funded for 
the 2019/2020 year, additional short term bed capacity has been opened to 
respond to current need. This is whilst ongoing bed capacity needs and options 
are progressed. This has been predominantly driven by certain schemes / 
capacity alternatives not coming online to the extent and in the timeframe they 
were required this year. 

 
 HIOW STP submitted the Strategic Delivery Plan (SDP) encompassing input from 

all partner organisations, of which the Trust is one. Within which key aspects and 
changes are signalled including: Acute Networks, ambition for outpatient 
transformation and headline assumptions regarding financial flows. 
 

#2: Support safe, high quality patient focused care 

 Following the engagement with staff and patients to reflect on what 
compassionate case means to them, a framework has been developed to 
articulate the behaviours that should be expected. This is being presented to Trust 
Board this month. 
 

 In support of embedding safety priorities the medical examiner role has been 
established and is compliant with the mandatory requirements and contact with 
families.  
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 End of Life care strategy for PSEH refreshed to develop education, training and 

the provision of an EOL dashboard for care at ward level, along with 
improvements in discharge and handover to community services 

 
 In advancing the training, education, research capabilities of the Trust, a 

Memorandum of Understanding has been signed with the University of 
Portsmouth to inform the strategic partnership. 

 
#3: Take responsibility for delivery of care now and in the future 
 
 The Trust remains on track at Quarter 3 to deliver the financial plan. Work 

continues within the Trust and with system partners to ensure the best possible 
position. 
 

 As mentioned above the Trust has submitted its financial plan as part of the STP 
submission for the NHS Long Term Plan. This is providing focus for the financial 
plan for 2020/21 as part of the operating plan. 

 
 Commercial opportunities are being explored, and will be highlighted next quarter 

with regard to a set of principles and priorities to take into 20/21. 
 
#4: Invest in the capability of our people to deliver on our vision 

 A number of key deliverables and activities have been undertaken this quarter 
including: Ward Manager development programme into second phase to support 
on-going development and reflective practice, Talent management lead appointed 
and in post, more than 150 staff attended 'inclusive leadership' summit in October 
and Black History month celebrated. Networks continue to meet and be involved 
in reviewing the organisational wide improvement plan. 
 

 Appraisal audit commissioned via audit committee which will identify where values 
based appraisal conversations are happening well and where we need to improve 
through an underpinning set of recommendations. 

 
 International recruitment and the reduction in use of agency continues to deliver 

benefits agreed as part of the 19/20 operating plan and the Workforce Strategy. 
This is being further supported by innovative campaigns on local trains and other 
media to attract local staff. Strong social media presence and further work being 
undertaken to attract staff. 

 
#5: Build the foundations on which our team can best deliver care 

 Estates Strategy was considered by Finance and Infrastructure Committee in 
November 2019 and will be recommended to Board this month. 
 

 Progress continues on the digital transformation solutions, with successful 
releases of Minestrone and Bedview delivering additional capability for Digital 
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Records & Interoperability and Enabling Hospital Flow & Integrated Care 
programmes. 

 A tender has been issued for a strategic partner to support the Trust to design and
implement 'Delivering Excellence', a Quality Management System incorporating
quality planning and strategy deployment, quality control and quality improvement,
connected to a corporate governance and performance management system to
support continuous improvement.

3. Enabling Strategies update
As reported previously, underpinning the main Trust strategy are a number of key
enabling strategies focusing in more detail on the deployment of specific aspects.
Much of this is reflected within the implementation plan summarised above, however
the following information seeks to highlight these under their specific headings and to
identify their oversight arrangements:

 Workforce and Organisational Development Strategy – as per the update
within the implementation plan, considerable progress is being made with this
enabling strategy, with the vision to ‘support and develop current and future
staff; working together as one team for the benefit of our patients and the
community’. This is being overseen by the Workforce Committee.

 Digital Strategy – This strategy is overseen by the IT Committee, reporting
into Finance & Infrastructure Committee (FIC). Headlines from the strategy
include:

o Reduced wasted clinical time by delivering patient information to
clinicians via Minestrone and Bedview. Releasing c.25,000 hrs per
annum.

o Minestrone improves efficiencies and patient safety through the
introduction of patient centric alerting, acknowledgement, and
escalation of expected results.

o Bedview supporting the reduction in lost bed-days.
o c400,000 patient correspondence letters no longer being manually

posted to GP surgeries
o Complete endpoint devices and campus fast network refresh is

underway (iDesktop v2)

 Estates Strategy – As referenced above, the strategy is being presented to
Trust Board this month, and will be supported by an implementation plan.
Ongoing oversight will be through the Estates Committee and into FIC

 Delivering Excellence – Following the agreement to pursue a strategic
partnership to support the development of a whole organisational approach to
embedding continuous improvement, a series of board and TLT workshops
and planning discussions have informed the specification of our requirements
to implement the next phase of improvement at PHT.

A tender has subsequently been issued for a strategic partner to work with
the Trust to co-design and deliver a quality management system across the
organisation that provides the ‘Delivering Excellence’ framework for
embedding improvement into the core planning and delivery of our services.

The adoption of the Delivering Excellence framework concerns the
infrastructure, organisational processes, skills and behaviours that deliver:

Page 36 of 248



o Deliberate strategic planning, deployment and delivery of Trust
priorities

o A daily focus on continuous improvement of quality for patients
o A clear approach to making step-changes to overall quality through

the use of improvement science.

The selection process includes staff across the organisation, and aims to 
award a contract by April 2020. 

 Commercial Strategy – An interim Commercial Director has been appointed
to undertake an initial review of the Trust’s current commercial projects /
opportunities. In turn this will become a prioritisation for next steps over the
short and medium term. The output from this ‘diagnostic’ stage will inform a
report to Trust Leadership Team in February 2020. In parallel and informed
by this exercise will be the development of a longer-term commercial strategy
with the aim of completing this by Q2 20/21.

 Finance Strategy – the key components of the Trust’s medium-term financial
model are being concluded as part of the national trajectory associated with
the Hampshire and Isle of Wight STP Long Term Plan. This is expected to be
concluded in line with the publication of national operational planning
guidance for 2020/21. At the present time therefore, a separate Finance
strategy is not being developed in isolation.

4. Focus for Q4 2019/20 and Year 3 of Strategy (2020/21)

Following the successful review up to Q2 (Month 6) of the operating plan 2019/20
position, as part of the joint committee chairs meeting, It was reported the key areas
of focus for the remainder of the year remains consistent with the previous strategy
update (these are updated and included below for ease of reference):

#1: Fulfil our role for the communities we serve

 Delivery of the Urgent Care Improvement Plan
o Measured through the reduction in ambulance handover delays as per

the Trust trajectory
o Reduction in the number of MFFD (and bed-days lost) working in

collaboration with system partners

#2: Support safe, high quality patient focused care 

 Reduce avoidable harm
 Continued implementation of the actions set out in the patient experience and

engagement board paper

#3: Take responsibility for delivery of care now and in the future 

 Deliver the Trust control total
 Deliver the capital programme and the associated benefits
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#4: Invest in the capability of our people to deliver on our vision 

 Continued delivery of the Trust recruitment plan for international nurse
recruitment

o Measured by the Trust band 5 nursing vacancies and reduction on
agency spend

 Improving the experience of staff at work
o Measured using Staff FFT responses

#5: Build the foundations on which our team can best deliver care 

 Continued progress on the strategic partnership for Delivering Excellence

In the last quarter’s report it was confirmed that the balanced scorecard will be 
reviewed in line with the above and for the on-going approach into 20/21 to reflect the 
key measures of success for each strategic aim. This will be shared for quarter 4 
19/20 paper, ahead of implementation from 1st April 2020. 

In entering the third year of the Working Together five year strategy a review of the 
implementation plan will be undertaken to ensure proposed actions continue to 
support delivery of the vision, values and aims in the current context. It was always 
the intent that the implementation plan be a live document requiring updating, to react 
to local and national landscape changes. This will be undertaken with each Executive 
lead and proposed changes shared with the Q4 report (which will additionally be able 
to reflect impact on the operating plan for 20/21 and the NHS Long Term Plan).  

Key Messages from Balanced Scorecard 

The balanced scorecard (Appendix I attached) summarises the key performance 
metrics against the five strategic aims and the associated risks to delivery as set out 
in the Board Assurance Framework (BAF). These have been modified slightly from 
last quarter and will be reviewed (as previously noted) in line with the refresh and 
focus for 20/21. 

As referenced in the previous update many of the decisions (underpinned by the 
Trust strategy) are being delivered through the operational plan for 2019/20. Each of 
the operating plan areas are reviewed in turn and linked to the scorecard, with the 
underlying performance and links to the BAF. 

Strategic Aim 1: “Fulfil our role for the communities we serve”: 
• As per previous quarters a number of the performance metrics set in line with

the Trust operating plan are shown in the balanced scorecard (e.g. waiting list 
size / RTT performance, DM01 and Cancer), and are shown at risk of being 
met. This corresponds to the risks identified in the BAF (3 amber risks and 1 
red for Urgent Care). Recovery actions are in place and reported to Board on 
a monthly basis through the Integrated Performance Report. 

Strategic Aim 2: “Support safe, high-quality patient focused care”: 
• As is evidence from the scorecard, there are no red risks on the BAF under

this strategic aim 2, and of the measurable performance indicators only one of 
these is reported as red, which is associated with Dementia Screening at 
85.6%. 

• As reported last time with an increased emphasis as part of the Trust strategy
to reduce and learn from incidents of harm, and to improve patient experience 
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many of the mitigations and steps being put in place are described further in 
the update. 

Strategic Aim 3: “Take responsibility for the delivery of care now and in the future”: 
• From the balanced scorecard all four risks are highlighted as amber (an

improvement on last quarter)

• In line with last quarter, as per BAF26 and current year end forecast is to
attain a breakeven position, and as such the Trust Control Total (supported
by access to external Provider Sustainability Funding)

Strategic Aim 4: “Invest in the capability of our people to delivery on our vision”: 
• Under this aim there are no red risks or and only one red performance

indicator (associated with sickness – for which the IPR and Workforce plan 
will be addressing) 

• There continues to be (as per the Workforce strategy and operational plan for
19/20) positive positions regarding recruitment & retention and agency spend 
(much as a consequence of International Nurse recruitment) 

Strategic Aim 5: “Build the foundations on which our team can best deliver care”: 
• Under this aim the risks associated with BAF2 (regarding the Information

management and technology (IM&T) specifically focusing on its IT systems 
and reporting) are being addressed and mitigated through the implementation 
of the digital strategy. As reported previously, for the risks associated with the 
ED physical environment, the Building Better Emergency Care Programme 
and Business Case will address this in the medium term.  

5. Conclusion
As is evident from the update, progress continues on the implementation and delivery
of the Working Together Strategy. The work underway to refresh and align the
actions and areas of focus for the next year(s) will be key, and to reconcile with the
Trust Operating Plan for 20/21 and the NHS Long Term plan commitments.
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No Ref RISK SUMMARY 
Aim affected Lead Current position 

Target 
1 2 3 4 5 Apr Aug Oct Jan 

1. BAF1
Urgent Care, Quality, Performance and Patient flow ✔ ✔ ✔ ✔ COO 16 16 16 16 ↔ 12 31.03.20 

2. BAF8 
Demand for mental health services in the Trust exceeds mental health 
resource available (capacity and quality) 

✔ ✔ ✔ ✔ MD 16 16 16 16 ↔ 12 31.08.20 

3. BAF28 
Pressures on system partners may compromise their ability to prioritise 
work streams and actions which support delivery of Trust objectives 

✔ ✔ ✔ ✔ ✔ CEO 12 12 ↔ 6 31.03.23 

4. BAF2 
The Trust’s ICT systems do not provide adequate support for delivery of 
Trust objectives 

✔ ✔ ✔ ✔ ✔ DSP 20 20 12 12 ↔ 4 31.03.20 

5. BAF7
Demand for capital spending in the Trust exceeds capital sums available ✔ ✔ ✔ CFO 12 16 12 12 ↔ 8 31.03.20 

6. BAF11 

There is a general lack of the awareness and specialist knowledge 
needed to deliver adequate safeguarding for patients and others to 
whom the Trust has a duty 

✔ ✔ ✔ CN 12 12 12 12 ↔ 8 31.08.20 

7. BAF23 

Governance systems across the Trust are ineffective in the delivery and 
monitoring of improvements and high standards of care, treatment and 
performance 

✔ ✔ ✔ ✔ ✔ DGR 12 12 12 12 ↔ 4 31.01.20 

8. BAF25
United Kingdom departure from the European Union ✔ ✔ ✔ ✔ ✔ COO 12 12 12 12 ↔ 6 31.03.20 

9. BAF26
Trust’s year-end financial forecast 19/20 ✔ ✔ ✔ ✔ ✔ CFO 15 15 12 9 ↓ 8 31.03.20 

10. BAF3 
There is a lack of attention to basic, compassionate care in some parts of 
the Trust 

✔ ✔ CN 12 12 12 9 ↓ 4 31.12.20 
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11. BAF14 
The Trust faces challenges in recruiting and retaining staff in a number of 
key areas 

✔ ✔ ✔ ✔ ✔ DWOD 20 12 9 9 ↔ 6 31.03.20 

12. BAF21
The Trust’s performance against key cancer standards is inconsistent ✔ ✔ COO 9 9 9 9 ↔ 6 31.12.19 

13. BAF16
The physical environment of the Emergency Floor is poor ✔ ✔ ✔ ✔ ✔ COO 9 9 9 9 ↔ 2 31.03.23 

14. BAF5
Organisational culture does not support efficient, effective operation ✔ ✔ ✔ ✔ ✔ DWOD 9 9 9 9 ↔ 4 30.09.20 

15. BAF17
The Trust’s senior leadership has been unstable ✔ ✔ ✔ ✔ ✔ CEO 9 9 9 9 ↔ 4 30.06.20 

16. BAF4
The Trust’s clinical strategies are poorly defined ✔ ✔ ✔ ✔ ✔ DSP 12 9 9 9 ↔ 8 31.03.20 

17. BAF27 
Reduced capacity arising from changes to application of pension taxation 
rules 

✔ ✔ DWOD 15 15 9 ↓ 8 31.03.20 

18. BAF9
Demand for radiology services exceeds radiological capacity ✔ ✔ ✔ COO 9 9 9 9 ↔ 6 30.06.20 

19. BAF6
Take up of mandatory and other important training is below target ✔ ✔ DWOD 12 12 12 8 ↔ 8 31.03.20 

20. BAF10 
There is insufficient evidence that the Trust’s emergency preparedness, 
response and resilience plans are embedded 

✔ ✔ ✔ COO 9 9 9 6 ↓ 6 31.03.20 

21. BAF18 
There is a lack of capacity and expertise in a number of key “back-office” 
functions, including Finance, HR and the Transformation Team 

✔ ✔ ✔ ✔ ✔ CFO 9 6 6 6 ↔ 4 31.03.20 

22. BAF15 
There is a perceived disconnect between the Trust Board and front line 
staff and teams 

✔ ✔ ✔ ✔ ✔ CEO 6 6 6 6 ↔ 4 31.12.19 

Page 42 of 248



23. BAF19 
There are concerns about the integrity of data in some non-18 week 
waiting lists 

✔ ✔ COO 16 12 8 4 ↓ 4 31.03.20 
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APPENDIX II Working Together Strategy: Implementation Plan

Strategic Aim #1: Fulfil our role for the communities we serve  

Owner: Mark Cubbon & Penny Emerit

# Outcome Y1 (2018/19) Y2 (2019/2020) Y3 (2020/2021) Y4 (2021/2022) Y5 (2022/23) Update on progress: Year 2 Q3 19/20

1.1.1

Understanding how our clinical 
specialties will best provide 
care for our local catchment 

Clinical Divisions continue to present the outcomes of their Clinical 
Service Reviews. This quarter these have included: Ophthalmology, 

Pathology and Stroke

Improve 
governance, 
policies and 
procedures 
within ED

1.2.1

Complete clinical service 
assessment for each service 

identifying where greater 
support can be provided, and 

opportunities for transformation 
and collaboration 

HIOW Strategic Delivery Plan outlined the vision for Acute Networks. To 
respond to this an Acute Network Board is being established, of which 

the Trust will be a key member

1.2.2
Support and enhance our 

regional services

Key strategic activity taken place over the last few months with regards 
it enhancing regional services include: As part of the cancer strategy 

development the business case approval for a Cancer Reporting 
System; progress being made with the Trust Imaging strategy (following 

their service review in Q2), Renal HD tender, advancements with the 
Trust Robotic strategy with critical business cases.

1.3.1

Work with Defence Medical 
Services to determine the our 

strategic role

1.3.2
Enhance and strengthen our 

existing relationship

Objective 1.1 Fulfil our role as the provider of timely, accessible care to the Portsmouth and South East Hampshire 

communities

Complete clinical services 
assessment and review

1.1.2
Enable seamless, patient-

focused care across the system

Develop effective Divisions
Deliver quick win improvements programmes to 

support flow in line with the revised Unscheduled

Care Plan

Deliver end to end patient flow transformation

1.1.3

Work with primary and 
community partners to make 
hospital capability available to 
help optimise care delivery in 

the community, so patients get 
the right care in the right place, 
with a focus on frail and elderly, 

and those experiencing long 
term conditions

Model system demand and capacity and redistribute services across the system as 
appropriate

Work with partners to develop an operating model for the ICP for patient benefit

Redesign of patient pathway in line with the ICP

Complete emergency pathway transformation including Emergency floor 
reconfiguration

Create new, flexible workforce models for ED

1.1.5
Deliver system-wide initiatives 

to improve urgent care
Urgent care transformation

Address capacity issues in urgent care

1.1.4

Optimise all aspects of flow of 
patients through the hospital 
from ED to discharge that are 

within our control to create 
seamless care between 

services

Review and develop new models of care focussed on flow for frailty and building capability 
with partners

Implement solution to provide transparent information on discharge, services available and 
capacity in and out of the hospital

Rebuild capacity for elective 
procedures

Implement initiatives to address 
variation in pre-operation 
assessment outcomes

Implement new outpatients model

Explore opportunities to maximise 
day surgery

Review Subspecialty Bed Base and reconfigure beds 
to match capacity
Address specific estates pressures 

to improve capacity

Lessons learnt shared, understood and built on at a system level
Objective 1.3 Strengthen our relationship with Defence Medical Services

Understand impact of the military 
workforce in the Trust

Restate importance of Defence Medical Services to the Trust

Re-design and implement new discharge processes

Objective 1.2 Work with partners, leading in the provision of the right specialist services in the region

Complete clinical services 
assessment and review

Provide appropriate support to services to retain their regional status

1.2.3

Drive system service planning 
across Hampshire and the Isle 

of Wight identifying which 
partner is best placed to 

provide services and supporting 
our partners to succeed

Define our role in service delivery with a focus on delivering system-wide specialist 
servicesExplore the need for an Integrated

Strategic Financial Plan
Determine appropriate support for Isle of Wight 

service model
Agree with partners joint strategic 

priorities including tangible goals for 
the next 5 years

Strengthen relationships with other health services and define our role in the system

1.1.6

As per 1.2.1

Regular meetings have been taking place between:
- the new Commanding Officer (Commander Alistair Witt) and CEO

- the new Officer in Charge of Nursing (Commander Steve Brodie) and 
the Chief Nurse.

NHS staff  engaging with the military training wing to share the good 
practice from the military preceptorship program. Active HR stance to 

accept consultant placement into the Trust (2 consultants confirmed for 
next year)

See 1.1.4

The ICP have reviewed out of hospital capacity and agreed changes to 
a pathway model for winter to include additionality of beds with the use 

of Jubilee House facility.

Additionally pathways have been changed to provide increased focused 
provision on ED redirect 

Urgent Care Improvement Board continues to provide oversight on the 
UC Improvement Plan. This now includes the development and delivery 

of the ambulance handover plan

SOC for Building Better Emergency Care was approved for submission. 
There have been two clinical summits and value stream mapping 

exercises. Ongoing engagement with NHSE/I

See 1.1.3 and 1.1.4

Progress of the local implementation of the national 100 day outpatient 
programme. This is focusing on 2 specialties - Dermatology and Renal. 

Oversight is being provided via the outpatient transformation 
programme

2020/21 planning looks to reflect the ambition of the NHS LTP and local 
transformation in the delivery of elective and outpatients
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APPENDIX II Working Together Strategy: Implementation Plan

Strategic Aim #2: Support safe, high quality patient focused care 

Owner: John Knighton & Liz Rix

# Outcome Y1 (2018/19) Y2 (2019/2020) Y3 (2020/2021) Y4 (2021/2022) Y5 (2022/23) Update on progress: Year 2 Q3 19/20

2.1.1
Shape and deliver the Quality 

Improvement Plan

Further revisions to quality governance have taken place during the last 
quarter.  A) membership of the Q&P Committee has been reduced to 
facilitate more effective conversations, focussed on improvement and 
assurance rather than process  B)  A Quality Delivery Group has been 
established and will meet from February onwards, enabling the DoGR 
and CN to provide focussed support and challenge to the divisions in 

respect of their quality improvement needs  C) the Heath map meeting 
has also been streamlined to create a forum for identification of the 
matters which need to be raised at the QDG.       An updated CQC 

inspection report will be published in January 2020, giving rise to a new 
range of quality improvement requirements, all of which will be 

incorporated into a "Must-Do" action plan (for monitoring via Q&P 
Committee), to be supported by a more broad-ranging quality 

improvement plan, to be developed in conjunction with the QI team      

2.1.2

Replicate high standards and best 
practice to reduce unnecessary clinical 

variation

A number of key process and outcome focused approaches review and 
assess variation and clinical practice to ensure best practice is spread 

across the Trust.
- Reviews undertaken by the Incident Review Panel, with the learning 

and outcomes shared
- The use of the heat map to track and monitor a number of metrics

- key commissioner forums including: Clinical Quality Review Meeting, 
where best practice case studies and learning is shared

Five GIRFT reviews were undertaken the quarter, that are being 
reported through to the Clinical Effectiveness Committee

Set process to 
determine data-
driven and risk-

mitigating quality 
priorities

Deliver a CQC 
Compliance 
Framework

2.1.5

Tailored quality of care targets 
embedded and understood in each 

service

Building on the work undertaken this year in moving away from 
traditional analysis and metrics for quality, to SPC outputs, at Board and 

Divisional level, there is now a drive to continue this and look more at 
clinical excellence as well as compliance. Work is underway to inform 

the future direction

Objective 2.1 Get the basics right - deliver high quality care across all clinical services

Deliver on areas identified in the Quality Improvement Plan

Replicate high standards and best practice across the Trust

2.1.3
Identify and support services to meet 

quality standards

Develop and embed Divisional 
Performance Framework and 

processes

Develop and embed Quality 
Governance procedures

Streamline contractual quality assurance processes 
(between CCGs and Regulator Bodies)

2.1.4
Embed safety priorities throughout the 

Trust to reduce variation

Embed safety priorities

Expansion of Senior Safety Team 
and process in place to share 

safety learnings

Set and continuously review Quality Metrics

See 2.1.1

The Medical Examiner roll out has been established and is compliant 
with the requirements and mandatory conversations with family

A focus on reducing avoidable harm is being embedded as part of 
planning process for 20/21. This will form part of the refresh going into 

the next quarter and next year,
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APPENDIX II Working Together Strategy: Implementation Plan

# Outcome Y1 (2018/19) Y2 (2019/2020) Y3 (2020/2021) Y4 (2021/2022) Y5 (2022/23) Update on progress: Year 2 Q3 19/20

Objective 2.1 Get the basics right - deliver high quality care across all clinical services

2.3.1 Embed research into everyday practice Key senior leader recognised for their contribution to research nationally

Implement new 
process to 

deliver system-
wide research 

support to 
services in the 

Trust

Objective 2.2 Build an environment and culture where patients, families and carers can take the lead in meaningful care

Objective 2.3 Utilise research, development and academic opportunities to support our core purpose

Develop robust research 
governance and effective 

communication and engagement 
procedures

2.2.1

Work with partners to support 
community wide programmes to 

enhance self care models of care and 
preventative models of care

Partner with health organisations to create personalised healthcare across the system

Support STP Clinical Executives preventative initiatives

Data analysis, research and engagement to define and identify priority areas, and to test 
initiatives and solutions

2.2.2
Support patients to make decisions and 

own their healthcare

Review and improve measurement of patient-reported outcomes

Increase and improve quality and quantity of engagement with patients, families, carers 
and the community

Review of complaints processes and procedures

2.2.4
Enhance end of life care strategies in 

Portsmouth and South East Hampshire

Embed refreshed end of life processes within the 
Trust

Create a culture of focusing on 'What matters to me' 
through patient discussions with a focus on both 

meaningful care and end of life

Work in partnership with the system to create 
consistency in end of life care

2.2.3
Build capability in staff to support 
discussions on appropriate care

Develop training programme to support staff to engage with patients, families and carers

Review volunteer programme, to improve the 
volunteering experience, provide training and support

Work with partners to implement initiatives to improve patient experience

2.3.2

Identify unmet needs in the pathway and 
provide research support to develop and 

test solutions

Identify research opportunities and implement programmes to support new ways of 
working

2.3.3

Partner with academic and research 
institutions to support improvement and 

innovation

Launch and implement Portsmouth 
Technology Trials Unit

Work with strategic partners to 
deliver training to support new 

workforce models

As per last report

The Trust has signed a Memordum of Understanding with the University 
of Portsmouth to form a strategic partnership

In line with the update last quarter, work continues with the 
implementation in regards to the use of technology (apps and digital 
solutions) to support patients in making decisions around their care.

During the next quarter there will be further work undertaken to assess 
what additional activities are taking place.

The Trust is actively part the newly established STP EOL Board looking 
at key aims including: education and training, system wide use of 

treatment escalation plans, review of themes of provision from national 
audit of End of life care.

PHT has also championed (with other providers) a local system EOL 
steering group for PSEH, which has been set up to review key system 
initiatives for EOL care, and ensuring the Trust continues to improve a 
system approach to EOL care with respect to education and training, 

transport, palliative care provision and Advanced care planning.

The 20/21 work plan has been revised with specific work streams to 
develop an EOL strategy in line with PSEH EOL strategy, education and 
training plan, provision of a qualitative EOL dashboard for EOL care at 

ward level at PHT. Roll out of AMBER through out AMU initially, 
improved discharge and handover of patients at EOL to community 

services and provide a clear SOP for community prescription charts for 
EOL patinets.

An engagment exercise has taken place asking staff & patients to reflect 
on what compassionate care means to them.  This has been developed 

into a compassionate behaviours framework which articulates the 
expected behaviours which will be socialised across the Trust and 

embedded within education and training. 

 The quality team have also visited Northumbria  to see their real time 
patient feedback system.  PHT will be adopting this model from April 20 
on eight wards initally (supported by Northumbria).  This feedback will 

form one part of a experince dashboard that the eight wards will receive 
to develop local improvement plans.
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APPENDIX II Working Together Strategy: Implementation Plan

Strategic Aim #3: Take responsibility for delivery of care now and in the future  

Owner: Mark Orchard

# Outcome Y1 (2018/19) Y2 (2019/2020) Y3 (2020/2021) Y4 (2021/2022) Y5 (2022/23) Update on progress: Year 2 Q3 19/20

Support Cost 
Improvement 
Programmes 
execution and 
monitoring to 
align with the 

Strategy

Aligned incentive 
contract 

negotiations

3.2.3

Provide the cost based 
information and tools for all staff 

to inform decision making

SLR is being routinely produced and a programme of clinical reviews is 
being led by the Clinical Director of Finance to inform how the 

information can be refined and used in service planning.

3.2.4

Embed the accountability and 
performance framework to 

monitor and hold account for 
service performance

The performance and accountability framework continues to be used 
with Divisions (and is used in turn at Care Group level). This will be 

refreshed in line with the 2020/21 annual plan. In addition, the 
framework and performance meetings will be extended to Corporate 

functions from April 2020.

3.1.2

Provide business principles and 
support, and commercial 

acumen, to secure best value, 
and deliver on key initiatives

Objective 3.1 Be financially sustainable, identifying opportunities for non-clinical income where appropriate

3.1.1

Shape and deliver on the 
'Finance Strategy', deliver on 

the 'Financial Improvement' and 
'Cost Improvement Programme' 

Plans both internally and 
system wide

Develop and deliver Finance Strategy

Achieve Financial Sustainability

Embed and refine Service Line Reporting and Service Line Management

Define new models of care and financial 
arrangements with the system

Negotiation of system contractual arrangements 
under the Integrated Care Partnership

Develop mechanisms and frameworks to foster and 
enhance a culture of accountability, teamwork and 

create transparency

Create and embed Passport to Manage and License 
to Lead

3.2.2

Deliver strategic activities that 
are aligned to achieve 

operational and financial 
sustainability

Put in place process to measure and track the (financial and other) 
benefits of innovation initiatives

Implement Model Hospital opportunities

Provide cost based information to support Trust decision making at all levels (service line 
reporting, service line management, space charging)

3.2.1

Establish a framework for an 
innovation agenda including 

decision making at each level of 
the Trust

Put in place framework and 
structures to support innovation 

initiatives
Provide staff with opportunities to contribute to 

innovation

Celebrate and share success in innovation

Business development plan and framework to support decision making 
on business opportunities

Exploration of business opportunities, new models of deliver, partnership opportunities and 
outsourcing arrangements

Objective 3.2 Empower staff to be responsible for service sustainability

5 Year LTP financial plan submitted                                                                                                                                                                                                                                                                                                                                     
2020/21 financial plans are being further refined as part of the Trust's 

planning process.                                                                              
2019/20 financial position is still on plan and we are working with system 

partners to secure the best possible position for Q4 and year end

Interim commercial lead is expected to start in January 2020.

Commercial principles and priorities to be agreed with the interim 
commercial lead expected to start in January 2020.

Capital Priorities Group has initiated work in 5 year planning and 
prioritisation, specifically in relation to equipment needs. Improving 

value/ CIP board considers Model Hospital opportunities, with a 
quarterly Model Hospital refresh reported to F&IC from January 2020.
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APPENDIX II Working Together Strategy: Implementation Plan

Strategic Aim #4: Invest in the capability of our people to deliver on our vision

Owner: Nicole Cornelious

# Outcome Y1 (2018/19) Y2 (2019/2020) Y3 (2020/2021) Y4 (2021/2022) Y5 (2022/23) Update on progress: Year 2 Q3 19/20

4.1.1
Re-launch and embed our 

values within the Trust

Business case in development to fully implement values based recruitment.  

Values have been integrated into all systems, processes, policies and staff 

development programmes

Appraisal audit commissioned via audit committee - date tbc.  Will identify 

where values based appraisal conversations are happening well and where we 

need to improve through an underpinning set of recommendations.

4.1.2
Deliver our Culture Change 

Programme

Phase 3 Change Agents recruited (18 in total). Initial mtg November and 

developing work programme for engaging with staff, managers and leaders. 

Further testing of the draft Leadership Behaviours model will commence in Q4 

which will set out the behaviours expected of leaders in service delivering our 

strategic priorities

Develop 
workforce 
strategy

Refresh 
recruitment plan

4.2.3

Foster a culture where 
achievements are celebrated 
and rewarded so we attract, 

retain, motivate and engage our 
workforce

2 new staff benefits implemented in 2019 (Car Lease and Home Electronics).  

Further being explored for implementation during 2020.  Staff recognition 

remains a key theme for the culture change agents.  A Long Service Board with 

more than 30ys service is now on display in C Level corridor and a PHT 40 

years plus celebration event hosted by the CEO.  

4.1 Embed a culture that supports the achievement of our vision

Embed our values to shape everyone's journey through the organisation 
from 'entry to exit'

Execution of culture audit and diagnostic to identify gaps, executing improvements before 
reassessment

4.1.3

Develop system and processes 
that support and reward 

collaborative working within the 
Trust and with partners, and 
publicise existing innovation 

and success

Deliver an effective divisional 
structure with process to support 

collaborative working

Leadership and management development

4.2 Adopt workforce models that reflect new models of care and service needs

4.2.1

Identify drivers of workforce 
challenges, recruitment and 

retention, and develop plans to 
respond to these

Embed effective annual workforce planning

NHSI Retention Collaborative Phase 3

Deliver International Recruitment 
Strategy

Implement Advanced Clinical Practice

4.2.5

Review collaborative workforce 
models and operational 

management relating to new 
models of care

Improve capacity of the Bank

Refresh STP Recruitment and Retention Programme

4.2.2

Embed best practice and 
streamlined recruitment 

processes

Ensure consistency of standards throughout the Trust

Internal and external recruitment opportunities explored and implemented

Refresh reward and recognition 
processes

4.2.4

Identify good practice models 
and develop frameworks to 

pilot, scale and expand these

Identify and recruit to new roles

Build multidisciplinary competency based workforce

Senior leadership programme due to complete in March 2020.  Provision for 

continuity contained within business planning and work commencing on 

development offer to those working in Tier 4.  

A number of key deliverables and activities this quarter include: Ward 

Manager development programme into 2nd phase to support on-going 

development and reflective practice, Talent management lead appointed and 

in post, >150 staff attended 'inclusive leadership' summit in Oct, Black History 

month celebrated,  Networks continue to meet and involved in reviewing the 

organisational wide improvement plan.

International recruitment and reduction in use of agency is delivering to the 

plan as agreed as part of the 19/20 operating plan and as part of the 

Workforce Strategy.

Exit interviews  being undertaken & feedback forms part of staff engagement.  

To be provided in the q'ly Employee Relations Report to W&OD Committee.   

As a consequence a retention plan created and being delivered focused on 

health & wellbeing.

Rostering system being rolled out in line with the Business Case in terms of 

ROI.  Full report to be provided to a future W&OD Committee.

To provide a sustainable supply of staff the following is in place: an ambitious 

overseas nursing programme (which has received national recognition), 

innovative campaigns on local trains and other media to attract local staff, 

Strong social media presence & further work being undertaken to attract staff 

including for the first time paid Facebook advertising, Instagram etc.  

Actual recruitment processes being developed to improve applicant 

experience.  Working with partner Trusts in the STP on streamlining processes 

and implementation of a collaborative bank planned for Apr 20 

Expanded apprenticeships as standards and providers are available eg. L6 

Health Care Science, Mammography and Adult Nursing.  

Physicians Associate training commenced with UoP and placements will be 

provided from April 2020 currently led by Director of Medical Education.  

Apprenticeship availability increasing as new standards and providers become 

available.  

The Registered Degree Nurse Apprenticeship (RDNA) has commenced this 

Sept. with the OU  with 19 apprentices.   

See 4.2.2
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APPENDIX II Working Together Strategy: Implementation Plan

# Outcome Y1 (2018/19) Y2 (2019/2020) Y3 (2020/2021) Y4 (2021/2022) Y5 (2022/23) Update on progress: Year 2 Q3 19/20

4.1 Embed a culture that supports the achievement of our vision

4.3.4

Effective training and 
development to support 

succession planning

Successful application to be a pilot Trust for the NHS Leadership Academy 

Talent Management Diagnostic tool. 

Succession planning for Exec Director posts underway with career 

conversations taking place in Q4.  Working with the SE Talent Management 

Board to support  development of a system talent pipeline for executive posts.  

The Afiina OD effective team based working model is being introduced in Q4 

with 18 team coaches recruited (as part of their day job) to undertake the role.

4.3 Support the development and capability of our people and value our staff

Implement succession planning initiatives

4.3.2

Collaborate with our partners to 
develop joint education, 

learning and development 
programmes

Deliver training programmes in the community to build 
capability in the system

Joint training initiatives implemented

4.3.3

Enhance management and 
leadership capability through 
mechanisms that support the 

identification, development and 
recognition of leaders

Implement Collective Leadership Strategy

Implement Board development 
programme

Implement Management and Leadership development 
programme

4.3.1

Enhance the professional and 
personal development of our 
workforce through initiatives 

that support supervision, 
mentoring and coaching

Increase opportunities for apprentices

Improve internal training and education

Joint procurement with Solent NHS Trust for Healthcare Support Worker L2 

and L3 apprentices & working across the STP/ SE region to procure for ODP 

and OT apprenticeships.  

Moved 8 newly recruited apprentices on to the OU registered degree nurse 

apprenticeship as Portsmouth 

Partnering with  PCC to provide training for staff working in the Care Sector 

with reciprocal training offered in return 

STP education collaboration to  increase student placements for future 

workforce, provision of mental health education and supporting national 

REPAIR programme on retention.

TB shaping development programme for 20/21 with alignment to strategic 

priorities and CQC well-led.  See above for other linkages / activities
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APPENDIX II Working Together Strategy: Implementation Plan

Strategic Aim #5: Build the foundations on which our team can best deliver care 

Owner: Mark Orchard & Penny Emerit

# Outcome Y1 (2018/19) Y2 (2019/2020) Y3 (2020/2021) Y4 (2021/2022) Y5 (2022/23) Update on progress: Year 2 Q3 19/20

5.1.1

Review estates profile across 
the Trust and reconfiguration of 

services

The Estate Strategy was approved by F&IC in November 2019 and will 
be presented to the Board of Directors for approval in January 2020.

Address current 
estates 

challenges

5.1.4

Deliver the best outcome from 
the PFI by effectively managing 

the contract

A series of facilitated PFI relationship reset meetings have been 
scheduled for January, February and March 2020. Additional resource is 

being secured to support the PFI interface from 2020 as part of 
developing the Trust's commercial approach.

5.2.1
Decision on IT and system 

investment 

Progress continues on the digital transformation solutions, with 
successful releases of Minestrone and Bedview delivering additional 
capability for Digital Records & Interoperability and Enabling Hospital 

Flow & Integrated Care programmes. In addition, Trust-wide roll-out of 
the Staff eRostering solution continues. Infrastructure improvements 

continue with the investment of additional Wi-Fi coverage and idesktop 
v2. 

5.2.5

Integrate IT and information 
solutions across the 

Portsmouth and South East 
Hampshire community, and 

beyond

Work has been completed to establish electronic correspondence 
between the Trust and local GP practices. EPRO letters are now being 
sent electronically from the Trust within 2 hours of issue in EPRO to GP 
Practice clinical systems (also providing improved IG). Work continues 
with the design and implementation of the Care & Health Information 

Exchange, the creation of a longitudinal patient record across the STP. 

Active contract management of the PFI to ensure best value

Objective 5.1 Optimise our estate portfolio and equipment

Develop and implement estates strategy

5.1.2 Review space utilisation

Governance arrangements to 
manage capital requests in place

Implement Bed Capacity Programme

Implement space charging

Implement Emergency Floor reconfiguration

5.1.3

Identify equipment needs for 
models of care, and refine 

asset replacement plan

Establish governance procedures for asset replacement

Objective 5.2 Enhance IT and information systems

Decision on digitisation programme, and implementation of programme of work

5.2.2

Assess current system, 
determine need and develop 
plan for capital investment

Necessary legacy IT and information system replacement

Implementation of necessary infrastructure improvements
Development of Cybersecurity 

framework and implementation of 
key initiatives

Implementation of asset tracking programme

Review of Managed Equipment Contracts and 
implementation of governance and support

Assess data and information 
gaps, and determine plan for 

embedding data and 
information in performance 

monitoring and decision making

Development and implementation 
of Information Strategy

Explore and support collaborative initiatives and system-wide solutions with partners

Replacement of legacy information system

Create systems and procedures to support evidence based decision 
making 

5.2.3

5.2.4

Develop governance 
arrangements to support data 
and information collection and 

modelling

Develop robust information governance

Define and embed data integrity standards

Divisional Service Development Proposals have been captured and are 
being validated. Work underway to prioritise and inform the 2020/21 

capital programme. 
Additional 12 beds capacity created from December 2019. Plans for an 

additional 60 bed capacity for winter pressures and life-cycle works 
being prepared for approval in January 2020 for delivery by November 

2020.

MES proposals being developed for a number of significant projects 
including Blood Science equipment, endoscopy washers and imaging. 

Procurement are leading.

Health System Lead Investment in Provider Digitisation workstreams 
(Digital Records & Interoperability, Enabling Hospital Flow & Integrated 
Care, Staff eRostering) continues. In addition, the first draft of the Cyber 

Security strategy has been completed.

Work to develop the Trust Information strategy is in progress.

As per last quarter
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APPENDIX II Working Together Strategy: Implementation Plan

# Outcome Y1 (2018/19) Y2 (2019/2020) Y3 (2020/2021) Y4 (2021/2022) Y5 (2022/23) Update on progress: Year 2 Q3 19/20

Objective 5.1 Optimise our estate portfolio and equipment

5.3.1

Develop framework to actively 
support sharing learnings and 

improvement programmes

Set up internal 
shared learning 

forum 

Provide training and joint 
learning programmes to embed 

continuous improvement 
activity in all staff

Implement paired learning programme - opportunity for peers to share training and insights

Quality improvement training cascaded to all staff

Develop framework to support staff 
to learn from mistakes and 

setbacks
Review and implementation of external best practice in priority areas

Objective 5.3 Embed improvement in how we work

Set up a continuous improvement committee and develop a framework to support, scale 
and replicate successful initiatives

5.3.2

Support staff to develop the 
solutions and apply 

improvements to issues across 
the Trust

5.3.3

Tender has been issued for a strategic partner to support the trust to 
design and implement 'Delivering Excellence', a Quality Management 

System incorporating quality planning and strategy deployment, quality 
control and quality improvement, connected to a corporate governance 

and performance management system to support continuous 
improvement.  Aiming for contract award April 2020

QI training curriculum refreshed to offer broader menu of training 
programmes aligned to identified priorities within specialties, care 

groups and Divisions.  
QI support to ED processes and bed occupancy workstreams linking 

with operational and quality governance initiatives. 
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Enc. 3a 3b 4 

Enc. 3a 3b 4   

 
Title of report BOARD ASSURANCE FRAMEWORK  
Board / 
Committee 

TRUST BOARD – 29TH JANUARY 2020 

Agenda item 
number 

009.20 

Executive lead Lois Howell – Director of Governance & Risk 

Author Lois Howell – Director of Governance & Risk  

Date report 
written 

20th January 2020 

Action required Approval 

Executive 
summary 

The Board Assurance Framework has been reviewed in full since its last 
presentation to the Trust Board in November 2019.  All risk scores have been 
considered and an update against each outstanding action has been provided. 
 
17 of the 23 existing risk ratings have remained the same, albeit that the reason 
for the scoring may have changed since last quarter’s report.   Six risk ratings 
have reduced.     The revised scoring and ranking of all risks is attached at 
Appendix A, along with a very brief rationale for current scoring. 
 
A heatmap of the current risk scores is attached as Appendix B. 
 
One risk is proposed for removal from the BAF, having reached its target rating: 

 BAF 19 - There are concerns about the integrity of data in some non-18 

week waiting lists 

o An internal audit report has found there is “reasonable 

assurance” that the waiting lists have been correctly complied.  

Appendices 
attached 

Appendix A – Summary of risks and progress 
Appendix B – Heatmap presentation of risks 

Recommendations The Board is recommended to approve and adopt the proposed BAF, and agree 
the removal from the BAF of BAF 19.  

Next steps The risks identified on the BAF will be managed in accordance with the risk 
management plans set out in the full document.  
 
Once approved, the BAF will be forwarded to the Finance & Infrastructure 
Committee with a recommendation that it is used to inform financial decisions.  
The BAF will also be forwarded to the Audit Committee, with a recommendation 
that it is used to inform audit planning. 

  

Enclosure Number 

6 
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Links to Corporate Objectives (Please ) 

 

 

 

 

 

 

 

 

 

 

     

CQC Domains (Please ) 

Safe 
 

Effective Caring Responsive Well-Led 

  
    

Links to Board 
Assurance 
Framework 

N/A 

Links to Corporate 
Risk Register 

Many of the BAF risks have associated Corporate Risk Register entries, indicated 
on the full BAF document. 

Compliance / 
Regulatory 
Implications 

The Trust is required by it Propvider Licence to maintain an effective system of 
internal control, of which the BAF is a key part.  

Quality Impact 
Assessment 

Effective management of the risks to delivery of the Trust’s strategic objectives 
will have a beneficial impact in all areas   
PATIENT EXPERIENCE: Moderate – Positive  
PATIENT SAFETY: Moderate – Positive  
CLINICAL OUTCOME: Moderate – Positive  
OPERATIONAL PERFORMANCE: Moderate – Positive  
IMPACT ACROSS TRUST AND WIDER HEALTH ECONOMY: Moderate – Positive  
ACCESSIBILITY / WAITING TIMES: Moderate – Positive  
STAFF: Moderate – Positive  

Equality Impact 
Assessment 

No equality implications identified. 
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No Ref RISK SUMMARY 
Aim affected 

Lead 
Current position 

Target 
1 2 3 4 5 Apr Aug Oct Jan  

1.  BAF1 

Urgent Care, Quality, Performance and Patient flow  ✔ ✔ ✔  ✔ COO 16 16 16 16 ↔ 12 31.03.20 

The number of Trust in-patients who are medically fit for discharge is still significantly above plan, leading to high bed-occupancy rates.  This, 
amongst other things, has contributed to delays in the handover of patients to the ED from ambulances, with consequent impacts on patient 
experience and flow through the whole of the urgent care pathway.  Although there have been considerable reductions in the frequency and 
duration of delays during December and January as a result of implementation of the Ambulance Handover Recovery Plan, performance in 
this regards is inconsistent, meaning that it is premature to reduce the risk rating at this point. 

2.  BAF8 

Demand for mental health services in the Trust exceeds mental health 
resource available (capacity and quality) 

✔ ✔ ✔  ✔ MD 16 16 16 16 ↔ 12 31.08.20 

Although a number of key new or reinstated / revised services have started, their consistency and resilience is not assured, and not all 
patients received an optimum service.  In the opinion of the Medical Director, it is premature to reduce the risk rating until these issues are 
addressed. 

3.  BAF28 

Pressures on system partners may compromise their ability to 
prioritise work streams and actions which support delivery of Trust 
objectives 

✔ ✔ ✔ ✔ ✔ CEO   12 12 ↔ 6 31.03.23 

Challenges in delivery remain across the local system, and continue to affect partners’ ability to support PHT priorities and/or system targets, 
including recent non-delivery of additional out-of-hospital capacity in line with the Urgent Care Recovery Plan.  

4.  BAF2 

The Trust’s ICT systems do not provide adequate support for delivery 
of Trust objectives 

✔ ✔ ✔ ✔ ✔ DSP 20 20 12 12 ↔ 4 31.03.20 

As indicated in the previous update, although there have been significant improvements in IT performance in a number of areas, and 
commitment to the utilisation of agreed investment in IT and associated infrastructure, IT users are not all consistently experiencing an 
enhanced service.  The risk rating will reduce further as developments are implemented. 

5.  BAF7 

Demand for capital spending in the Trust exceeds capital sums 
available 

 ✔ ✔  ✔ CFO 12 16 12 12 ↔ 8 31.03.20 

Although the Trust has secured a number of key investments in year (including national ICT funding), not all applications for support have 
been successful and the scale of other anticipated support is not yet clear.  It is expected that this rating will reduce at the next report when 
a number of key national spending programmes are confirmed.   

6.  BAF11 

There is a general lack of the awareness and specialist knowledge 
needed to deliver adequate safeguarding for patients and others to 
whom the Trust has a duty 

✔ ✔  ✔  CN 12 12 12 12 ↔ 8 31.08.20 

Although safeguarding practice across the Trust has considerably improved, the Head of Safeguarding believes it is not appropriate to reduce 
the risk rating further until Safeguarding Training level 3 training is developed and implemented amongst key staff (target date as indicated). 
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7.  BAF23 

Governance systems across the Trust are ineffective in the delivery and 
monitoring of improvements and high standards of care, treatment 
and performance 

✔ ✔ ✔ ✔ ✔ DGR 12 12 12 12 ↔ 4 31.01.20 

Early indications from the 2019 CQC inspection and the Trust’s own well-led review are broadly positive, but revisions to quality governance 
arrangements introduced in January 2020 have yet to embed.  The rating is expected to reduce at the next report. 

8.  BAF25 
United Kingdom departure from the European Union ✔ ✔ ✔ ✔ ✔ COO 12 12 12 12 ↔ 6 31.03.20 

Trust risk assessments are up to date, and will be kept under review as national guidance and requirements are issued. 

9.  BAF26 

Trust’s year-end financial forecast 19/20 ✔ ✔ ✔ ✔ ✔ CFO 15 15 12 9 ↓ 8 31.03.20 

Delivery of the Trust’s forecast in Q1, Q2, and Q3 means that the risk of failing to deliver against the total 19/20 forecast has reduced.  
Performance in Q4 may yet compromise delivery of the year-end target, so the rating has not been reduced to the target score. 

10.  BAF3 

There is a lack of attention to basic, compassionate care in some parts 
of the Trust 

 ✔  ✔  CN 12 12 12 9 ↓ 4 31.12.20 

Initial feedback from the 2019 CQC inspection is broadly positive, and the Trust’s own indicators (eg, reduction in falls and pressure 
damage), support the view that care is improving.  Increases in the number of permanent staff in post have contributed to these 
improvements.  The rating is expected to reduce further once the Chief Nurse’s Compassionate Care programme is introduced and taking 
effect. 

11.  BAF14 

The Trust faces challenges in recruiting and retaining staff in a number 
of key areas 

✔ ✔ ✔ ✔ ✔ DWOD 20 12 9 9 ↔ 6 31.03.20 

As previously reported, the number of nursing vacancies has reduced considerably, to positive effect.  However, there remain pockets of 
high vacancy levels in a number of specialities, and particularly amongst medical staff.  The Workforce team will implement a recruitment 
campaign focussed on medical staff in 2020. 

12.  BAF21 

The Trust’s performance against key cancer standards is inconsistent  ✔ ✔    COO 9 9 9 9 ↔ 6 31.12.19 

The Trust has met all eight cancer standards in Month 6, but has again achieved only seven in Month 7.  Delivery of the 62 day standard 
remains a challenge in a small number of pathways, which compromises the Trust-wide performance.  Focus on improving performance and 
resilience in those pathways is continuing. 

13.  BAF16 

The physical environment of the Emergency Floor is poor ✔ ✔ ✔ ✔ ✔ COO 9 9 9 9 ↔ 2 31.03.23 

The rating for this risk is unlikely to change significantly until the major redevelopment is complete.  Mitigation measures are in place and 
refinements to the pathways through the ED unit are frequently implemented.   

14.  BAF5 

Organisational culture does not support efficient, effective operation ✔ ✔ ✔ ✔ ✔ DWOD 9 9 9 9 ↔ 4 30.09.20 

Initial feedback from the 2019 CQC inspection and 2019 staff survey is positive in this regard, but until the associated reports are published, 
assurance that this position has improved is limited.   The rating is expected to reduce at the next report. 
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15.  BAF17 

The Trust’s senior leadership has been unstable ✔ ✔ ✔ ✔ ✔ CEO 9 9 9 9 ↔ 4 30.06.20 

It is expected that this risk rating will reduce once there is a permanent COO and a permanent Director of Communications & Engagement in 
post.  Interviews for the latter role are due to take place at the end of January. 

16.  BAF4 

The Trust’s clinical strategies are poorly defined ✔ ✔ ✔ ✔ ✔ DSP 12 9 9 9 ↔ 8 31.03.20 

Resolution of this risk is closely associated with the outcome of discussions about the extent and nature of the Trust’s anticipated alignment 
with other partners in the Hampshire & Isle of Wight system.   Decisions in this area will inform the development of clinical strategies. 

17.  BAF27 

Reduced capacity arising from changes to application of pension 
taxation rules 

✔ ✔    DWOD 
 

15 15 9 ↓ 8 31.03.20 

The Trust has implemented a local alternative to the standard NHS pension scheme arrangements (compliant with national requirements 
and guidance), but it is not yet clear whether this will completely address the risk of reduced capacity.   Uptake of the alternative 
arrangements and its impact on capacity will be monitored.  

18.  BAF9 

Demand for radiology services exceeds radiological capacity   ✔ ✔  ✔ COO 9 9 9 9 ↔ 6 30.06.20 

Replacement of some key items of equipment has been agreed, however, a number of items of imaging equipment are breaking down on a 
frequent basis, as itemised in the divisional risk register.  An application for capital for replacement of mammography equipment has 
recently been denied (an appeal is in process).  While the Trust is failing the DM01 diagnostic waiting time standard (due to cardiac MRI 
capacity), it is premature to reduce the risk rating. 

19.  BAF6 

Take up of mandatory and other important training is below target  ✔  ✔  DWOD 12 12 12 8 ↓ 8 31.03.20 

Mandatory training is at the required level, and has been so for several months.  This risk is now at its target rating, and if it remains at this 
level, will be proposed for removal from the BAF at the next report. 

20.  BAF10 

There is insufficient evidence that the Trust’s emergency preparedness, 
response and resilience plans are embedded. 

✔ ✔ ✔   COO 9 9 9 6 ↓ 6 31.03.20 

This risk rating has reduced, thanks to the conduct of a large-scale exercise to test plans.  This risk is now at its target rating, and if it remains 
at this level, will be proposed for removal from the BAF at the next report. 

21.  BAF18 

There is a lack of capacity and expertise in a number of key “back-
office” functions, including Finance, HR and the Transformation Team 

✔ ✔ ✔ ✔ ✔ CFO 9 6 6 6 ↔ 4 31.03.20 

There has been progress in the re-structure of the Information and Performance functions, but the exercise is not yet complete and not all 
posts are filled.  It is expected that this will be complete by the time of the next report to Board, meaning that the rating for this risk can 
then reduce.    

22.  BAF15 

There is a perceived disconnect between the Trust Board and front line 
staff and teams 

✔ ✔ ✔ ✔ ✔ CEO 6 6 6 6 ↔ 4 31.12.19 

Initial feedback from the 2019 CQC inspection and the 2019 staff survey suggests that this position has improved, but the associated reports 
have yet to be published.  It is anticipated that the rating can be reduced once such assurance is available.  
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23.  BAF19 

There are concerns about the integrity of data in some non-18 week 
waiting lists  

✔ 
  

✔ COO 16 12 8 4 ↓ 4 31.03.20 

An internal audit report has Identified no material concerns with the process by which the waiting lists are compiled and managed, or with 
the content of the current waiting lists.  In light of this assurance, the risk rating has reduced to its target score, and removal of the risk from 
the BAF is recommended.  
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Board Assurance Framework appendix B - Heatmap 

   Likelihood score 

Im
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Rare Unlikely Moderate Likely Certain 

Negligible 1 2 3 4    BAF 19 5 

Minor 2 4 6    BAF 15     BAF 10 8      BAF 19    BAF 6 10 

Serious 3 6    BAF 18 9      BAF 4     BAF 10                          

BAF 9     BAF 5     
BAF 16   BAF 17   
BAF 21   BAF 14 
BAF 3      BAF 26 
                BAF 27 

12   BAF 6     BAF 11                                           

BAF 26   BAF25 
BAF 7     
BAF 28         

15 

Major 4 8 12   BAF 3     BAF 23   

BAF 2 

16   BAF 1   BAF 8  

              

20   

Catastrophic 5 10 15  BAF 27 20   25 
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Enc. 3a 3b 4 

Enc. 3a 3b 4 

Title of report COMPASSIONATE CARE 
Board / 
Committee 

TRUST BOARD – 29TH JANUARY 2020

Agenda item 
number 

010.20 

Executive lead Elizabeth Rix – Chief Nurse 
Author Tina Hetherington – Deputy Chief Nurse 
Date report 
written 

20th January  2020 

Action required Noting 
Executive 
summary 

In October 2019 a paper was presented to Board which provided an 
overview of the existing processes in place that measure patient 
experience, exploring where there may be opportunities to improve upon 
how we deliver compassionate care and how this could be measured 
alongside existing patient experience metrics.   

This paper describes to the Board the work and its findings that has taken 
place so far, and then provides details on the next steps of development of 
a patient experience dashboard which includes real time feedback from 
patients.  

The Quality Team have engaged with staff and patients across the Trust to 
understand what compassionate means to people.  The results of this has 
been developed into a framework which will form the basis of a 
comprehensive peer review  of ‘observations of care’ programme, our real 
time feedback surveys and will be embedded into existing educational 
programmes.  

To strengthen the Trusts existing feedback processes, there are 
opportunities to move to a real time feedback system across the inpatient 
wards.  

With support from Northumbria NHS Foundation Trust, a real time patient 
feedback system will be developed and implemented at the Trust from 
April 2020, initially across 8 inpatient wards. 

The results of the feedback will be shared with the clinical teams within six 
hours and the ward will receive a monthly experience dashboard which will 
give them a comprehensive insight into the experience of their patients.  
The Quality team will support the development of local action plans that 
will respond to the feedback from our patients. 

The paper also describes how there is a requirement to support our staff to 
deliver compassionate care and how this can be achieved through 
education and training and reward and recognition, linked to Phase 3 of 
the culture change programme.   

Enclosure Number 

7 
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Appendices 
attached 

Appendix A – Compassionate Behaviours Framework 
Appendix B – Compassionate Questionnaire  

Recommendations It is recommended that the Board note the report and approve the next 
steps detailed in the main body of the report.      

Next steps The subsequent actions are outlined in the executive summary above. 

Links to Corporate Objectives (Please ) 

    

CQC Domains (Please ) 

Safe Effective Caring Responsive Well-Led 

    

Links to Board 
Assurance 
Framework 

BAF3 
BAF4 

Links to Corporate 
Risk Register 

NIL 

Compliance / 
Regulatory 
Implications 

NIL 

Quality Impact 
Assessment 

PATIENT EXPERIENCE: Major  
PATIENT SAFETY: Moderate  
CLINICAL OUTCOME: Minor Change – Positive 
OPERATIONAL PERFORMANCE: Minor Change – Positive  
IMPACT ACROSS TRUST AND WIDER HEALTH ECONOMY: Moderate 
ACCESSIBILITY / WAITING TIMES: No impact on quality 
STAFF: Moderate 

Equality Impact 
Assessment 

No equality implications. 
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Appendix A: Compassionate behaviours framework 

‘With Compassion’ framework for observations of care 

Pillars of compassionate 
care 

Kate Granger Framework 

What  staff told us they 
will do 

Our patients said this looked like…. 

Communication 
I will always listen to you 

when you are talking 

 Introducing yourself using the ‘hellomynameis’ approach
 Ask me what  I would like to be called
 Listen to me and include me in conversations
 Use eye contact, smile and use touch or hold my hand when needed
 Involving me in social conversations

The Little things 

I will always do my best to 
understand what matters 
to you and treat you with 

kindness 

 Ask me what really matters to me today; it may not always be about my
care.

 Help me with the little things such as  tuning a radio to my favourite station,
organising a haircut, helping me contact my family

 Sitting down with me at my level when you speak to me

Patient at the heart of the 
decision 

I will always ensure that I 
respect your wishes in 

everything I do 

 Find out what my wishes are and share these with your colleagues
 Help me understand what is happening to me today
 If I ask, please keep my family included in my care

See Me 
I will always see you as a 

person not a patient 

 Call me by my name, not my bed number.
 Remember the person I am, I was this person before I was a patient
 Try to walk in my shoes and think about how I am feeling in hospital
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Appendix 2: Compassionate Questionnaire  

Thanks for taking part in our questionnaire.  We would like you to: 
Answer all questions by placing a “X” in the relevant boxes 

Did you have confidence and trust in the nurses looking after you? 
☐ Yes, all of the time 

☐ Most of the time 

☐ Sometimes 

☐ Never 

Did you have confidence and trust in the doctors treating you? 
☐ Yes, all of the time 

☐ Most of the time 

☐ Sometimes 

☐ Never 

Did you have confidence and trust in the decisions made about your care? 
☐ Yes, all of the time 

☐ Most of the time 

☐ Sometimes 

☐ Never 

Do you feel you were given enough privacy when being examined or treated? 
☐ Yes, all of the time 

☐ Most of the time 

☐ Sometimes 

☐ Never 

Did staff work well together as a team? 
☐ Yes, all of the time 

☐ Most of the time 

☐ Sometimes 

☐ Never 

Did one member of staff say one thing and then another say something different 
regarding your care? 

☐ Yes, all of the time 

☐ Most of the time 

☐ Sometimes 

☐ Never 

When you needed attention did you receive help in a reasonable time? 
☐ Yes, all of the time 

☐ Most of the time 

☐ Sometimes 

☐ Never 

When you had an important question to ask did you get answers in a way you could 
understand? 

☐ Yes, all of the time 

☐ Most of the time 

Your care 
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☐ Sometimes 

☐ Never 

If you needed to discuss any concerns was a member of staff available for you to 
speak to? 

☐ Yes, all of the time 

☐ Most of the time 

☐ Sometimes 

☐ Never 

Did you get enough help from staff to eat your meals? 
☐ Yes, all of the time 

☐ Most of the time 

☐ Sometimes 

☐ Never 

☐ I did not need any help 

How would you rate the hospital food? 
☐ Excellent 

☐ Very Good 

☐ Good 

☐ Poor 

☐ Very Poor 

Were you offered a choice of food? 
☐ Yes, all of the time 

☐ Most of the time 

☐ Sometimes 

☐ Never 

Did you receive your choice of food? 
☐ Yes, all of the time 

☐ Most of the time 

☐ Sometimes 

☐ Never 

 

Were you bothered by noise at night from hospital staff? 
☐ Yes, all of the time 

☐ Most of the time 

☐ Sometimes 

☐ Never 

Your Food 

Your Ward 
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Have you been told how to take your medication in a way you could understand? 
☐ Yes, all of the time 

☐ Most of the time 

☐ Sometimes 

☐ Never 

Has a member of staff explained the purpose of your medication in a way you 
understand? 

☐ Yes, all of the time 

☐ Most of the time 

☐ Sometimes 

☐ Never 

What was the best thing about your experience during your stay? 
---------------------------------------------------------------------------------------------------------------------------  
---------------------------------------------------------------------------------------------------------------------------  
---------------------------------------------------------------------------------------------------------------------------  
---------------------------------------------------------------------------------------------------------------------------  
---------------------------------------------------------------------------------------------------------------------------  

What one thing could we have done better? 
---------------------------------------------------------------------------------------------------------------------------  
---------------------------------------------------------------------------------------------------------------------------  
---------------------------------------------------------------------------------------------------------------------------  
---------------------------------------------------------------------------------------------------------------------------  
---------------------------------------------------------------------------------------------------------------------------  

 

Do you have any of the following long-standing conditions (cross all boxes that apply) 
☐ Prefer not to say 

☐ No, I do not have a long standing condition 

☐ Deafness or severe hearing impairment  

☐ A long standing physical disability  

☐ A mental health condition 

☐ Blindness or partially sighted  

☐ A Learning Disability 

☐ A long standing illness 

Your Medication 

Your Comments 

About You 

This section is optional, however, it is useful for us to identify that we have 
received feedback from a variety of different people representative of our 
local population. 
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What is your gender? 
☐ Male 

☐ Female 

☐ Other 

☐ Prefer not to say 

What is your age range? 
☐ 15 – 29 ☐ 60-74 

☐ 30 – 44 ☐ 75-89 

☐ 45 – 59 ☐ 90 and over 

To which of these ethnic groups would you say you belong? 
☐ White British  ☐ White and Asian 

☐ White Irish  ☐ Any other Mixed background 

☐ Any other White background ☐ Chinese 

 ☐ Black British   ☐ Asian British  

☐ Black Caribbean   ☐ Indian  

☐ Black African  ☐ Pakistani  

☐ Any other Black background ☐ Bangladeshi  

☐ White and Black Caribbean ☐ Any other Asian background 

☐ White and Black African   ☐ Any other ethnic group 

Which of the following do you consider describes your sexuality? 
☐ Heterosexual / straight ☐ Other 

☐ Gay / Lesbian  ☐ Prefer not to say 

☐ Bisexual 
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‘With Compassion’ - Report to Board 

Introduction 

Compassion is a value which is recognised by all staff and patients yet it can be difficult to 
describe. It occurs between two people and it is fixed in a particular time and place. It is 
represented in many ways which can include spoken word, a smile, an act of kindness, or by 
just listening to another person. It is an experience in which one person recognises and 
responds to the suffering of another person by giving emotional energy. 
 
Compassion can be considered as how care is given through relationships based on 
empathy, respect and dignity.  It is often thought to be a form of intelligent kindness, and is 
central to how patients and their families perceive their care. It can be seen from our own 
patient feedback that for the majority of patients and carers, staff attitudes play a vital role in 
shaping the final perception of their experience of care. 
 
There is a wealth of evidence that clearly demonstrates that patients and families want good 
communication, considerate staff interactions and to be given as much information as 
possible.   
 
In October 2019 a paper was presented to Board which provided an overview of the existing 
processes in place that measure patient experience, exploring where there may be 
opportunities to improve upon how we deliver compassionate care and how this could be 
measured alongside existing patient experience metrics.   

This paper describes to the Board the work and its findings that has taken place so far, and 
then provides details on the next steps of development of a patient experience dashboard 
which includes real time feedback from patients.  

Staff and patient engagement 

The Quality team have engaged with a variety of staff across the organisation in order to 
explore further what compassion means to them.  This engagement has taken place through 
a number of focus groups, trolley dashes, and 1-1 conversations.  Additionally the team have 
attended a number of team meetings and forum events.  

The team have gathered insight from all staff groups, across clinical and non-clinical teams, 
ranging from reception staff through to ward based multi-disciplinary teams.  There has been 
the opportunity to attend events with our military colleagues and also our colleagues in 
Engie. 

During these events The Quality team asked a number of questions with the staff involved in 
order to explore their thoughts on compassion and what behaviours they felt they should 
expect in themselves and their colleagues when delivering compassionate care.   Below are 
examples of the dialogue that was shared by staff at these events: 

‘It’s thinking about you can make a difference to someone.  There was this time, an 

extremely ill patient, he was so worried on the phone, I was able to get him seen that day for 

a procedure, it felt so rewarding to help him.  He was so grateful that I had managed to sort it 

out.  It was really about putting myself in his shoes’ – Admin staff member 
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‘When you see people looking lost around the place, we have Volunteers and way finders. 

But people still get lost.  We should always stop and ask them if they need help, it’s just 

about customer care really.  They might be really upset or just had bad news.’ .Engie Staff 

Member 

‘Listen to our patients and hear the worries they might have.  Really get to know what is 

important and then need to make time to just listen – not always to act, sometimes we forget 

that.  But sometimes patients just need someone to talk it through, especially when they 

have a lot to consider’. Matron 

‘Compassion can be touching someone on the shoulder – eye contact, when they really 

need it.  Using non-verbal communication is so important; you can make a patient feel more 

relaxed with a smile.  It’s really powerful’. Ward team member 

‘Compassion is connecting with the person behind the illness and understanding and 

showing sympathy and concern, not only for their symptoms and disease but the 

psychosocial consequences of that disease’ Consultant 

‘You have to ask yourself, am I being kind here?  Is this how I want to be treated?  

Sometimes it’s just so busy and it’s easy to forget because there is just so much to do.  But I 

always try to be kind, and I reminded my colleagues to do the same’ Clinical Nurse 

Specialist  

Alongside staff feedback, The Quality Team gained insight from our patients and their 
families to understand their thoughts of compassion and what they would expect to see from 
staff when they are delivering compassionate care.   

This feedback was gathered as part of the Trust wide Quality Review Process held in 
December 2019.   A team of volunteers, supported by clinical staff, visited clinical areas and 
surveyed our patients.    Below are examples of the dialogue that was captured: 

‘I have felt compassion when I have been treated with kindness, especially when I was 
included in conversations and doctors introduced themselves and used my name.  When my 
family have been involved in the discussions that have made me feel so much better, and 
when the staff have made the effort to do that, it has helped me so much, sometimes I forget 
things the Doctor has said you see’. 

 
‘It’s things like when the water jug is just put down – some pour water some don’t and don’t 
always communicate or smile.  It makes you feel like you are a bit of a nuisance and 
uncomfortable.  I know they are busy, but it does make such a difference.  When the staff 
smile and say ‘hello’ to you, you know you are going to get good care that day’. 
 
‘I want to be treated as a person and not just a patient in a bed, and to be spoken to like a 
human being.  When they introduce themselves you feel at ease.  Sometimes I’ve been 
embarrassed and they have tried to help me, using humour.  That’s been kind; I know they 
are trying to make me less embarrassed.  They are thinking of me’.  
 
‘But most staff are very good, but once, I was blamed for having my leg in the wrong place 
when using the bedpan when it spilt. It wasn’t my fault, but it made me upset’.   
 
On reviewing all staff and patient feedback the Quality team undertook an analysis of the 
findings.  Key words and phrases were grouped together and there was recognition of 
common themes.     
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This has been developed into a framework (appendix 1) which defines not only how our staff 
said they would deliver compassion but also what this means for our patients.  
 
This framework will form the basis of a comprehensive peer review of ‘observations of care’ 
programme, our real time feedback surveys and will be embedded into existing educational 
programmes.   
 
Real time feedback 

Patient’s experience of their care offers a valuable insight as to whether the care provided is 
exceeding expectations, or where it may be falling short.  This insight helps wards and 
departments understand their own performance but allows for targeted improvements and 
support if needed.   

To strengthen the Trusts existing feedback processes, there are opportunities to move to a 
more efficient and effective method of gaining feedback. 

The Quality Team visited Northumbria NHS Trust in December 2019 to learn more about 
their local systems that provide real time feedback from inpatients.  

The system gathers feedback from more than 50,000 people every year, measuring what 
matters most to patients in a variety of ways and at different points of care.   Key to this is 
the feedback that the patients provide is fedback to the clinical teams within six hours of 
speaking to the patient.  

This has been hugely successful, and in 2018, Northumbria were ranked 10th in the CQC 
National Inpatient Survey.  Prior to implementing real time feedback they were ranked at 
111th nationally. 

There is a significant opportunity for the Trust to adopt a similar approach, and as part of the 
working arrangement that the Trust has with Northumbria, they will be providing us with the 
support to implement this process from April 2020.   

This valuable insight into what matters to our patients, and our ability to act on this in real 
time will further complement the ‘with compassion’ campaign.  

The initial phase of real time feedback will be rolled out across eight inpatient wards. These 
wards will receive twice monthly visits and at least 15 patients per visit will be surveyed 
against a number of questions that are reflective of the National Inpatient Survey.  The 
questions that will be used are detailed in Appendix 2. 

The ward will receive a report and verbal feedback that day and will also receive a monthly 
report of their performance.   Once there is adequate data this will also be reported within a 
SPC (statistical process monitoring) chart which will allow the ward team to analyse patterns 
determine and measure the impact of their improvement plans. 

At six months a review will take place of the initial eight wards with a further phased 
approach to ensure a full roll out across all inpatient wards to be completed.  There is an 
implication for the resource required to fully roll this out, however this will be considered as 
part of a wider PALS/complaints workforce redesign. 
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Measurement 

The eight wards in the initial phase of real time feedback implementation, will be provided 
with a monthly experience dashboard that includes their performance of the following 

- Real time feedback scores 
- Observations of care findings 
- Compliments, complaints and PALS  

The ward will also agree one local patient experience priority that they wish to measure. (In 
the example below the ward have decided to measure how many ‘Forget me Knot’ Dementia 
passports they complete this month). 
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Figure 1: Draft monthly dashboard received by wards 

Once adequate data is collected the ward will also receive a monthly SPC chart to plot 
performance and understand variation overtime.  This will form part of the monthly data set  
that wards will receive through the ward accreditation process allowing for the ward team to 
triangulate their patient experience data with other performance data. 

 

 

Figure 2: Monthly SPC chart plotting real time experience scores 

By focussing on the eight pilot wards the Quality team will support the ward teams in 
triangulating the data and devise local improvement plans in response to the feedback that 
patients have shared.   
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This measurement will form part of the ward accreditation scheme, where patient experience 
will be an outcome standard within the framework.   This defined standard, alongside 
supporting the teams to use the data to make improvements will link closely to the Trusts 
anticipated ‘Delivering Excellence’ programme. 

Performance and progress will be monitored through the Quality Delivery group. 

 
Education and development 
 
To raise awareness of compassionate behaviours, there is an opportunity to link these into a 
number of existing educational programmes that currently take place.  
 
This approach, rather than designing a separate educational model, will support and embed 
these behaviours as part of daily work, rather than a concept that should be viewed in 
addition.    
 
The Trust uses simulation training to deliver a number of educational programmes.  The 
behaviours will be referred to and form part of simulation training for Dementia Care, 
Deprivation of Liberty (DOLS) training and falls awareness training. 
 
There are many occasions when our staff are caring for patients and their families where 
they are involved in having distressing or difficult conversations.     
 
The analysis from complaints that took place in the October demonstrated that on some 
occasions, our patients have felt that they have not been listened to during these 
conversations.   
 
This has, at times, resulted in patients or their family feeling further levels of distress. It is 
recognised that this can result in a poor patient experience, but also that some staff find 
such situations very difficult to manage.   
 
There is an opportunity to support our staff to develop further skills which would improve 
their confidence within these situations. An evidence based training programme has been 
identified that addresses this.      
 
This programme will teach clinical and non-clinical staff at all levels the communication skills 
to provide person-centred support to someone with emotional concerns.  This will be 
delivered by 12 staff with specific training within the organisation and will initially be focused 
on the eight wards that will be part of the real time feedback first phase. 
 
Reward and recognition 

Within the discovery phase of the culture change programme, a cultural audit was 
undertaken by Trust’s Change Agents during the period April to October 2018.  Analysis of 
the findings demonstrated that there were mixed views by staff of our current reward and 
recognition processes.     

Many staff highlighted that they would like a simple thank from their manager, especially 
when they had stayed later to care for patients.    

It is imperative that there is a clear link to the ‘with compassion’ campaign to reward and 
recognition.   
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A structured approach to the observations of care will provide leaders with an opportunity to 
provide staff with real time feedback, and will recognise staff’s behaviours and actions that 
demonstrate compassion.  Leaders will be encouraged to use the existing ‘Thank you’ cards 
as part of this process.  It will also provide an immediate opportunity to discuss feedback that 
indicates care has not been delivered with compassion.  

Linked specifically to rewarding and celebrating compassionate care, there is an opportunity 
for the Trust to develop a ‘With Compassion’ award which will recognise and reward staff 
who have delivered extraordinary compassionate care, nominated by anyone in the 
organisation - patients, family members, other clinicians and staff. 

This would form part of the existing reward and recognition programmes and will link into the 
current work being undertaken by the culture change agents. 

Conclusion 

This paper provides an update to the Board on the work that has been undertaken so far as 
part of the ‘with compassion’ campaign.    

The Quality team have engaged with both staff and patients across the organisation in order 
to explore further what compassion means to them. Following this a framework of what 
compassion looks like and the behaviours that enable it has been developed. 

There is a requirement to support our staff to deliver compassionate care through education 
and there is also an opportunity to link reward and recognition to compassion 

With support from Northumbria NHS Foundation Trust, a real time patient feedback system 
will be developed and implemented at the Trust from April 2020, initially across 8 inpatient 
wards. 

An experience dashboard will be developed for the first eight wards on a monthly basis 
which measure patient experience from a number of insights, including real time feedback, 
findings from observations of care, PALS and complaints and locally agreed feedback 
systems that the ward identify as important to them. This will form part of the IPR as we 
implement across all inpatient wards. 

The Quality team will support these wards in using this measurement to develop local 
improvement plans which will be in response to the insight our patients have shared. 

 
 
Action from the Board 
 
The Board is asked to note the report and approve the next steps detailed in the main body 
of the report.      
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Appendix A: Compassionate behaviours framework 
 

‘With Compassion’ framework for observations of care 

 

Pillars of compassionate care 
Kate Granger Framework 

What  staff told us they will 
do 

Our patients said this looked like…. 

 
 
 

Communication 
 

 

 
 

I will always listen to you 
when you are talking 

 
 

 Introducing yourself using the ‘hellomynameis’ approach 
 Ask me what  I would like to be called  
 Listen to me and include me in conversations  
 Use eye contact, smile and use touch or hold my hand when needed  
 Involving me in social conversations 

 
 

The Little things 
 
 

I will always do my best to 
understand what matters to 

you and treat you with 
kindness 

 Ask me what really matters to me today; it may not always be about my care.  
 Help me with the little things such as  tuning a radio to my favourite station, 

organising a haircut, helping me contact my family 
 Sitting down with me at my level when you speak to me 

 
Patient at the heart of the 

decision 
 

I will always ensure that I 
respect your wishes in 

everything I do 

 
 Find out what my wishes are and share these with your colleagues 
 Help me understand what is happening to me today 
 If I ask, please keep my family included in my care 

 
 

See Me 
 

I will always see you as a 
person not a patient 

 Call me by my name, not my bed number. 
 Remember the person I am, I was this person before I was a patient 
 Try to walk in my shoes and think about how I am feeling in hospital 
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Appendix B: Compassionate Questionnaire  

Thanks for taking part in our questionnaire.  We would like you to: 

Answer all questions by placing a “X” in the relevant boxes 

Did you have confidence and trust in the nurses looking after you? 

☐ Yes, all of the time 

☐ Most of the time 

☐ Sometimes 

☐ Never 

Did you have confidence and trust in the doctors treating you? 

☐ Yes, all of the time 

☐ Most of the time 

☐ Sometimes 

☐ Never 

Did you have confidence and trust in the decisions made about your care? 

☐ Yes, all of the time 

☐ Most of the time 

☐ Sometimes 

☐ Never 

Do you feel you were given enough privacy when being examined or treated? 

☐ Yes, all of the time 

☐ Most of the time 

☐ Sometimes 

☐ Never 

Your care 
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Did staff work well together as a team? 

☐ Yes, all of the time 

☐ Most of the time 

☐ Sometimes 

☐ Never 

Did one member of staff say one thing and then another say something different 
regarding your care? 

☐ Yes, all of the time 

☐ Most of the time 

☐ Sometimes 

☐ Never 

When you needed attention did you receive help in a reasonable time? 

☐ Yes, all of the time 

☐ Most of the time 

☐ Sometimes 

☐ Never 

When you had an important question to ask did you get answers in a way you could 
understand? 

☐ Yes, all of the time 

☐ Most of the time 

☐ Sometimes 

☐ Never 

If you needed to discuss any concerns was a member of staff available for you to 
speak to? 

☐ Yes, all of the time 

☐ Most of the time 

☐ Sometimes 

☐ Never 
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Did you get enough help from staff to eat your meals? 

☐ Yes, all of the time 

☐ Most of the time 

☐ Sometimes 

☐ Never 

☐ I did not need any help 

How would you rate the hospital food? 

☐ Excellent 

☐ Very Good 

☐ Good 

☐ Poor 

☐ Very Poor 

Were you offered a choice of food? 

☐ Yes, all of the time 

☐ Most of the time 

☐ Sometimes 

☐ Never 

Did you receive your choice of food? 

☐ Yes, all of the time 

☐ Most of the time 

☐ Sometimes 

☐ Never 

Your Food 
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Were you bothered by noise at night from hospital staff? 

☐ Yes, all of the time 

☐ Most of the time 

☐ Sometimes 

☐ Never 

Have you been told how to take your medication in a way you could understand? 

☐ Yes, all of the time 

☐ Most of the time 

☐ Sometimes 

☐ Never 

Has a member of staff explained the purpose of your medication in a way you 
understand? 

☐ Yes, all of the time 

☐ Most of the time 

☐ Sometimes 

☐ Never 

What was the best thing about your experience during your stay? 

---------------------------------------------------------------------------------------------------------------------------  

---------------------------------------------------------------------------------------------------------------------------  

---------------------------------------------------------------------------------------------------------------------------  

---------------------------------------------------------------------------------------------------------------------------  

---------------------------------------------------------------------------------------------------------------------------  

Your Medication 

Your Comments 

Your Ward 
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What one thing could we have done better? 

---------------------------------------------------------------------------------------------------------------------------  

---------------------------------------------------------------------------------------------------------------------------  

---------------------------------------------------------------------------------------------------------------------------  

---------------------------------------------------------------------------------------------------------------------------  

---------------------------------------------------------------------------------------------------------------------------  

 

Do you have any of the following long-standing conditions (cross all boxes that apply) 

☐ Prefer not to say 

☐ No, I do not have a long standing condition 

☐ Deafness or severe hearing impairment  

☐ A long standing physical disability  

☐ A mental health condition 

☐ Blindness or partially sighted  

☐ A Learning Disability 

☐ A long standing illness 

What is your gender? 

☐ Male 

☐ Female 

☐ Other 

☐ Prefer not to say 

What is your age range? 

☐ 15 – 29 ☐ 60-74 

☐ 30 – 44 ☐ 75-89 

☐ 45 – 59 ☐ 90 and over 

About You 

This section is optional, however, it is useful for us to identify that we have received 

feedback from a variety of different people representative of our local population. 
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To which of these ethnic groups would you say you belong? 

☐ White British     ☐ White and Asian  

☐ White Irish     ☐ Any other Mixed background 

☐ Any other White background   ☐ Chinese 

 ☐ Black British      ☐ Asian British  

☐ Black Caribbean     ☐ Indian  

☐ Black African     ☐ Pakistani  

☐ Any other Black background  ☐ Bangladeshi  

☐ White and Black Caribbean  ☐ Any other Asian background 

☐ White and Black African    ☐ Any other ethnic group 

 

Which of the following do you consider describes your sexuality?  

☐ Heterosexual / straight   ☐ Other  

☐ Gay / Lesbian     ☐ Prefer not to say  

☐ Bisexual  
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Enc. 3a 3b 4 

Enc. 3a 3b 4   

 
Title of report ESTATE STRATEGY 
Board / Committee TRUST BOARD – 29TH JANUARY 2020 
Agenda item number 011.20 

Executive lead Mark Orchard, Chief Financial Officer 

Author John A’Court, Director of Estates and Facilities 
Trevor Mose, Head of Capital and Property Development 
Clare Semke, Associate Director of Communications and Engagement 

Date report written 3rd December 2019 

Action required For approval by the Trust Board. 

Executive summary The Trust’s Estate Strategy is attached for consideration and approval. 
 
The final draft was approved by the Finance & Infrastructure Committee on 26th 
November 2019, subject to a small number of minor typographical amendments 
which have since been addressed. Earlier drafts, informed by clinical and 
operational service priorities, were scrutinised by the Trust Leadership Team on 
both 5th and 19th November 2019. 
 
Summary 
The Estate Strategy describes six key Principles which will be used to assess future 
site developments (Section 5.2): 
 
1. Optimise the use of the built resources to meet clinical need (particularly in 

light of the PFI site cost) 
2. Improve the stakeholder experience in relation to the estate 
3. Maximise the contribution of the estate to the objectives of the Hampshire 

and Isle of Wight Sustainability and Transformation Partnership (STP) 
4. Deliver value for money from the PFI project agreement 
5. Drive improvements in the environmental sustainability of the estate 
6. Improve the benchmark performance of the estate against the Trust’s peers 
 
The Principles in Action section (Section 5.3) map these six principles to the Trust’s 
overarching strategic aims, and illustrates how these apply to three programmes 
of work by ways of example. 
 
Section 6 (How will we get there?) highlights seven work-streams that will be 
underpinned by an Estate Strategy Implementation Plan in order to take the 
strategy into action. This is then supported by a number of site illustrations which 
form the basis of Development Control Plans (Section 6.3) and includes: 
 

 Existing site usage: a broad illustration of existing clinical, non-clinical, 
residential and plant/ services usage across the main QAH site 

 Site constraints: an updated mapping of site mains service infrastructure, 
together with known site constraints e.g. East Ward Block lifecycle 
requirements and ambulance bay overcrowding 

 Access points on and off the site: for public and staff members by type 

 Site development strategy: a high level mapping of strategic intent for use of 
the site by zones e.g. main QAH building prioritised for clinical services, West 
peripheral zone potential for development 

Enclosure Number 
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The Service Development Priorities section (Section 7) summarises the key 
divisional priorities that will be used to inform annual capital investment priorities 
for the Trust. The principal estate programmes include: 
 

 Building Better Emergency Care (supported by £58m national investment) 

 Creating additional bed capacity (including temporary and longer-term decant 
ward provision) 

 Operating theatres expansion 

 Diagnostic imaging investment 

 Pharmacy service developments 

 PFI obligations (including lifecycle works programme) 

 Research and development expansion 

 Sustainability initiatives 

 Charity funded priorities (including the gardens and well-being projects) 

 Enabling programmes such as a review of office/ non-clinical accommodation 

 Estate infrastructure such as electrical supply enhancement and switchboard 
replacement 

 
The final site illustration (inside back cover, ahead of Section 8) summarises key 
developments as they relate to the site, including the three short-listed location 
options for the new Emergency Department development, the potential for 
commercial development at North Entrance (and Main Entrance), potential 
expansion of North and/ or multi-story public car parks to achieve planning 
consent for site development, and the preferred location of a potential Maggies 
Centre. 
 

Appendices attached Appendix A – Estate Strategy 

Recommendations For approval by the Trust Board. 

Next steps Estate Strategy Implementation Plan to be received by the Finance & 
Infrastructure Committee for oversight, as a key component of the Estates 
quarterly infrastructure and performance report. 
 
Formal review of the strategy to be overseen by the Finance & Infrastructure 
Committee at the end of two years i.e. January 2022. 
 

Links to Corporate Objectives (Please ) 

     
     

CQC Domains (Please ) 

Safe Effective Caring Responsive Well-Led 
     

Links to Board Assurance Framework BAF24 

Links to Corporate Risk Register Operational and financial delivery. 

Compliance / Regulatory Implications Financial Control Total and Use of Resources. 

Quality Impact Assessment No change. 

Equality Impact Assessment No change. 
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Notes for the reader:  

The Estate Strategy is intended to provide an accessible explanation of the priorities the Trust has 
for the management and improvement of its property and buildings. It is one of the enabling 
strategies supporting the Trust’s Working Together strategy. This document draws from a 
substantial body of supporting information and analysis that for brevity and accessibility has been 
moved to a separate volume. Together the available information satisfies the requirements of the 
Department of Health and Social Care’s Estate Code in relation to its expectations of a good 
estate strategy.  Further information is available on request.  
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1 Welcome 
Our Estate Strategy will guide improvements to the built environment across the 
Trust’s property portfolio over the next five years. Implementation of our Estate 
Strategy will demonstrate commitment to our organisational strategic vision of 
working together to drive excellence in care for our patients and communities. 

 
The Trust wants to ensure that all sites where we 
see and treat patients and our teams work are of 
a sufficient standard to ensure safety and positive 
experience. An efficient, well designed and well 
maintained estate is at the heart of positive 
patient experience and ensuring our patients 
receive the best possible care. It is also a 
powerful motivator for staff, aiding recruitment 
and retention and a positive work experience. 

We are fortunate in Portsmouth to have benefited 
from a significant investment in the Queen 
Alexandra Hospital site, funded by the 
Government’s Private Finance Initiative (PFI) in 
2009.  

However, even the new estate is now over 10 
years old and there is now a need for lifecycle 
works to be undertaken. These works will in time 
require the temporary decant of wards and 
departments while improvement works take place. 
This challenge is amplified by rising demand for 
services and high occupancy rates across the 
estate.  

New and exciting ambitions for the future of our 
services have been set out, many of which 
require new or reconfigured space.  Planning for 
these schemes requires careful consideration and 
co-ordination to ensure the limited resources 
available to the Trust are used effectively.  

The Estate Strategy provides a vision for the 
future and sets out the key principles that will 
guide our priorities over the next five years and 
beyond.  It is consistent with and supports the 
ambitions set out in overarching Trust strategy, 
Working Together. 

The Estate Strategy will support our ongoing 
financial and environmental sustainability and 
provide the foundations for the delivery of our 
future clinical strategies.  

The Estate Strategy supports our desire to fulfil 
our role as an anchor institution for Portsmouth 
and the wider area.  It sets out a commitment to 
work with other public sector partners to make the 
most efficient use of the Estate and future-proof 
access to services in the years ahead. 

This strategy is supported by a series of plans 
that depict how our estate may develop over the 
plan period. 

 
  
Mark Orchard 

Chief Financial Officer  
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2 Introduction 
2.1 Where does the Estate Strategy fit in? 
The Estate Strategy sets out our vision for the development of the physical built environment over the next 
five years and how all space will be utilised. It relates to land, buildings and facilities. The strategy sets out 
the key principles that will underpin decisions concerning the provision, purpose and utilisation of space by 
the Trust. It is built on a foundation of data and information about performance of the estate combined with 
the articulated ambitions of individual departments.  

The strategy recognises the critical role that the built environment plays in the quality of care we provide 
and the experience of our patients. The strategy sets out the principles that will guide decisions about the 
estate and enable delivery of the Trust’s clinical strategies both now and in the future.  

The Estate Strategy is an enabling strategy to the Trust’s organisational strategy Working Together and sits 
alongside documents including the Digital Strategy and Workforce and Organisational Development 

Strategy. 

The Estate Strategy sets out a planned approach to the development of the Trust’s property assets over 
the next five years. It has been developed in consultation with stakeholders from across the organisation 
and has been informed by the outputs of patient engagement and feedback. 

Implementation of the proposals within the strategy will rely on a number of conditions being satisfied: 

 The success of ongoing relationships with the Project Co. who have responsibility for managing and 
maintaining the estate 

 The Trust securing the necessary funding to support schemes through its capital programme or 
other funding as well as ongoing revenue 

 Schemes gaining the necessary statutory consents and approvals 

2.2 How the Estate Strategy has been developed 
This strategy has been developed following extensive evidence gathering to determine the current state of 
the estate. This has included:  

 Six-Facet surveys – independent assessments of condition, suitability, utilisation, quality, 
compliance and performance 

 Patient-Led Assessments of the Care Environment (PLACE) assessments, including facilities 
services, catering and cleanliness 

 Benchmarking against NHS National Model Hospital data 
 Financial analysis of costs  
 A detailed understanding of the Estate from site visits and engagement with patients, visitors and 

staff on the ground 

The Estate Strategy will be supported by an Implementation Plan and programme of service developments. 
The Implementation Plan will identify the key projects, outcomes and milestones the Trust is committed to 
achieve over the next five years. A long-list of service development proposals has been identified through 
engagement exercises with individual departments and is being prioritised according to risk, benefit, 
financial viability and deliverability. The proposed programme relies on sufficient funding being identified 
and schemes being supported by robust business cases as they are developed.  
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3  Setting the scene 
3.1 Trust profile

Portsmouth Hospitals NHS Trust (PHT) is the largest employer in Portsmouth, with more than 7,600 staff. 
We are fortunate to have more than 700 volunteers who make a huge contribution to the Trust, and more 
than 1,000 staff delivering the Trust’s services on behalf of the Project Co’s main contractor (Engie).  

We provide comprehensive secondary care and specialist services at Queen Alexandra Hospital, serving 
about 675,000 people across Portsmouth and South East Hampshire. We also provide some tertiary 
services to a catchment area of more than 2m people.  

Queen Alexandra Hospital is the Trust’s main site comprising 168,000m2 of space accommodating clinical 
and administrative services and valued at over £340m.  

The hospital was established more than a century ago as a military hospital. Today it is one of the largest, 
most modern hospitals in the region, with 1,200 beds housed in light, bright, infection resistant en-suite 
wards. The current hospital was first opened by HRH Princess Alexandra in 1980. 

The Trust benefitted from a substantial financial investment in 2009 via the Government’s Private Finance 
Initiative (PFI).  The project resulted in services previously delivered from three hospitals being centralised 
in a brand new hospital building on the Queen Alexandra Hospital site, wrapping and integrating with a 
number of the original blocks which were substantially refurbished.   

While the Trust runs the services delivered in the hospital, the site is let to the Project Co. which owns and 
manages the building. Project Co. employs a Facilities Management Service Provider (Engie) which 
delivers services on its behalf. In return the Trust pays an annual premium that includes both the build 
financing costs and the Facilities Management services fee. Ten years on from the original build and 
following the financial collapse of the previous contractor, Carillion, new relationships are being forged to 
strengthen our partnership for the benefit of patients and staff. 

Included within our modern buildings at Queen Alexandra Hospital are: 

 28 operating theatres
 Two purpose-built interventional radiology suites
 Four state-of-the-art linear accelerators
 Two MRI scanners and three CT scanners
 A PET scanner

In 2018/19 we: 

 Delivered over 5,300 babies
 Saw 625,000 outpatients
 Performed over 61,000 day case operations
 Saw almost 120,000 patients in our Emergency Department (ED) and
 Dealt with over 72,000 emergency admissions

Page 88 of 248



6 

The Trust: 

 Was the first Trust in the UK to provide robot-assisted surgery on the NHS

 Is home to the Wessex Kidney Centre, the third largest renal unit in England, providing a
comprehensive renal service to about 2.4m adults across Hampshire, the Isle of Wight and adjacent
parts of Wiltshire, West Sussex, Berkshire and Surrey

 Is a designated cancer centre serving a population of approximately 80,000 within southern
Hampshire. The centre is part of the Central and South Coast Cancer Network

 Has a significant reputation for our award winning clinical research and academic partnerships
integrated into practice. We are ranked second among all large Acute Trusts in England for
research recruitment, and the top acute Trust in the country when the complexity of our research
projects is considered using criteria set by the National Institute of Healthcare Research

 Is proud to host the largest of the five Ministry of Defence Hospital Units in England (Joint Hospital
Group (South)), treating current and former members of the armed forces and their families and
training clinicians. More than 200 military medical personnel – a mix of Doctors, Nurses, Healthcare
Assistants, and Allied Healthcare Professionals from the Royal Navy, Royal Air Force and Army –
work alongside NHS colleagues to care for our patients. Working at Queen Alexandra Hospital
means these dedicated military clinicians can maintain and develop their skills, ensuring they are
ready to provide care to armed forces personnel wherever they are deployed worldwide.

The Trust’s estate is a critical element in the delivery of high quality services.  Its condition, suitability and 
cost all impact on patient experience, staff working in our buildings and the ability to meet demand. Our 
long term relationship with Project Co. has 20 years left to run and there is a continued need to ensure the 
success of the new relationships with Engie, who have been awarded the contract post Carillion. 
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3.2 Peripheral sites

The Trust also delivers services through a network of peripheral sites with a total (gross internal) area of 
approximately 25,000m2. These properties are predominately leasehold and serve a range of clinical and 
back office requirements including renal dialysis, birthing centres, Portsmouth Enablement Centre and 
outpatient facilities.   

The only site for which the Trust holds a freehold outside of Queen Alexandra Hospital is at Rodney Road 
in Portsmouth where part of the former St Mary’s Hospital is held, providing accommodation for back office 
services including IT and outpatient booking. The Trust will continue to ensure that the vision is robustly 
applied to all service delivery locations to continue to ensure the safety of staff and patients.  
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3.3 National policy landscape 
Both national policy and local mandate will remain key drivers in helping to shape and deliver this strategy 
over the next five years. Those most notable include: 

 The Carter Review (2016) which resulted in more robust benchmarking to identify and tackle 
unwarranted variation in costs between comparable Trusts   

 The Naylor Review (2017) which established the foundation for a more strategic approach to NHS 
Estate 

 The NHS Long Term Plan (2019) which requires the NHS to make better use of capital investment 
and its existing assets to drive transformation, and focus on improving safety, transforming the 
patient pathway and working environment, with resulting benefit of reducing future revenue 
operating costs 

 Health Building Note 008 (Estate Strategies) Department of Health and Social Care guidance on the 
preparation of Estate Strategies 

 Hampshire & Isle of Wight Sustainability & Transformation Partnership (STP) Estate Strategy, sub-
regional partnership of NHS organisations 

As future strategies, policies and mandates develop the Trust will adapt and adopt the associated activity 
as part of this strategy. 

 
3.4 Working with our partners 
The Trust continues to play an active role in the Hampshire and Isle of Wight Sustainability and 
Transformation Partnership’s estate sub-group, sharing best practice and identifying opportunities for closer 
working between organisations across the region.   

Key relationships include: 

Organisation Nature of relationship 

NHS Improvement 
/ NHS England 

Key national organisation overseeing NHS organisations, 
supporting transformation and improvement 

Hampshire and Isle 
of Wight STP 

The STP group is the key regional governance group seeking to 
realise efficiency and improvement in healthcare services across 
the Hampshire and Isle of Wight 

Clinical 
Commissioning 
Groups 

Clinically-led statutory NHS bodies responsible for the planning and 
commissioning of healthcare services  from the Trust  

Primary Care 
Networks 

Groups of GP surgeries working together to deliver healthcare to 
the community 

NHS Providers NHS organisations providing acute, ambulance, community and 
mental health services in the region 

NHS Acute 
providers 

Acute hospitals providing complementary services or centres of 
specialty for the sub-region 

University of 
Portsmouth 

Strategic partner in relation to research and innovation 

Local Authorities Local councils providing social care, public health services and 
strategic planning 

Hampshire Fire & 
Rescue Service / 
Hampshire Police 

Blue light emergency service partners providing assurances in 
respect of fire safety and public safety 
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4    Where we are now 
 

4.1 Our current performance 

The current performance of the estate is based on the analysis of a wide range of primary and secondary 
data including: 

 Premises Assurance Model – analysis of key data that compares the performance of the Trust 
against the Department of Health and Social Care’s Model Hospital 

 Six-facet survey – assessment of condition, function, suitability, occupancy, compliance and 
sustainability 

 Patient-Led Assessments of the Care Environment (PLACE) surveys – patient led assessment of 
care environment focussing on food, cleanliness, accessibility, condition, privacy and dementia 

 Facilities helpdesk  - information about reports to the Facilities Management helpdesk 
 Lifecycle plans – analysis of the long term deterioration of the estate and planned replacement 
 Fire inspections – feedback from fire safety inspections 
 Care Quality Commission inspection reports 
 Patient satisfaction surveys, complaints and compliments 

 

Summary of key headlines for the Queen Alexandra site: 

Theme Current Assessment Current plans to address 

Condition 

In total 95% of assets are assessed as 
being Condition B (sound, operationally 
safe, minor deterioration).  Of these 21% 
will require replacement within the next 
five years at an estimated £26m.   
 
There are 5% of assets (by number) at 
Condition C (assets will require 
replacement within the next contract year) 
at a value of £4.5m and D (imminent risk 
of failure / penalty and end of life) at a 
value of £100k, primarily relating to the 
residential blocks – Connaught and York, 
the Function Room and Victoria House. 

Project Co. has responsibility for ensuring 
the condition of the estate is maintained at 
Level B and carries the risk where it is not.  
They have a programme of planned 
repairs that will ensure the condition needs 
are addressed. 
 
The Trust has responsibility to ensure that 
areas requiring life-cycle repairs are made 
available.  A number of options for 
additional bed capacity and office 
accommodation are being reviewed to 
enable essential maintenance.  

Functional 
Suitability 

The buildings are considered to be 
satisfactory with the exception of the 
Poswillo where major change is needed. 
 
The Function Room has already been 
refurbished and repurposed as office 
accommodation.   

 
Poswillo House is occupied by a third party 
provider and has been for the last 20+ 
years.  Its future use is subject to a review.  
 

Space 
utilisation 

Bed occupancy across the hospital is 
consistently high limiting access for new 
patients and the ability to undertake 
essential maintenance.  
 
In total 59% of the estate is considered to 
be “fully used,” primarily the main blocks, 
with 19% identified as stretched or 
overcrowded and 23% under-used or 

Options for better use of existing and the 
provision of additional bed capacity are 
being urgently reviewed. 
 
A more detailed review of space utilisation 
has already been undertaken for non-
clinical office space to identify potential 
opportunities to increase utilisation and 
create more clinical space within the 
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empty including Rehab, Victoria House, 
Gloucester House and the Function Room.  
Empty and under-utilised space is below 
the peer group average.  
 
In total 22% of the main hospital building is 
assigned to non-clinical uses - significantly 
below the peer group average.   

hospital.   
 
Further analysis is required of clinical 
areas, meeting and training rooms.   
Proposals to roll out automatic monitoring 
of occupancy are being developed.  

Quality 

Overall quality is considered to be 
acceptable with only general maintenance 
required.  Notable exceptions are Poswillo 
which is considered in need of capital 
investment and 27% of buildings having 
an issue with heating, lighting and or 
ventilation including rehab, and the 
retained estate east and centre block. 

Poswillo is under review with the provider.  
 
The need to address heating and 
ventilation within the retained estate is 
recognised within the proposed service 
developments.   

Statutory 
compliance 

Compliance across the estate is currently 
considered acceptable (satisfactory).  
However, within the strategy period it is 
expected that 50% of the estate will 
require compliance works to address 
water, fire and electrical risks to ensure 
ongoing compliance.  Planned works to 
address identified fire risk will continue to 
be a priority. 

Project Co. is responsible for ensuring 
ongoing compliance of the estate and 
managing the risk. Project Co. has a 
programme of fire improvement works that 
is being carried out and monitored by the 
Trust and Hampshire Fire and Rescue 
Authority. 

Environmental 

The majority of the site performs well in 
relation to energy consumption. However 
centre and east ward blocks, Lancaster 
House and Cambridge House all perform 
well below the expected standard.   
 
Waste volumes and costs demonstrate the 
potential to reduce costs by increasing 
recycling activity. 
 
Traffic congestion impacts on patient 
experience and bus service reliability. 
Availability of car parking is a significant 
issue for patients, staff and visitors 

The environmental and energy 
performance of the retained estate is 
recognised as needing attention. The 
peripheral buildings are below modern 
standards and it is a commitment within 
the strategy to address this.  
 
Project Co is committed to a programme to 
introduce LED lighting and install solar 
energy installations across the Queen 
Alexandra Site. 
 
Measures to improve traffic flow and 
parking availability are being progressed. 

Value for 
money 

Benchmarking data for comparable Trusts 
has identified that the Trust performs less 
well in respect of the cost of soft services 
such as waste, water, food and cleaning 
and better in respect of Hard FM and 
maintenance. 

A review of value for money data has 
suggested a range of potential 
opportunities which are currently being 
evaluated with our PFI partners. Further 
investigation is needed to understand 
where any improvements might be made. 

Patient 
experience 

Perception of the condition and 
appearance of the estate has remained 
stable and above the national average 
based on the outputs of the 2018 Patient 
Led Assessments of the Care 
Environment (PLACE) survey.   
 
Declining performance in other elements 
of PLACE including patient perception 
towards food, cleanliness, accessibility, 
privacy and dignity and dementia have all 
declined below the national average since 
2017 and are under review. 

The PLACE survey is currently underway 
for 2019 and results will help understand 
the significance of the decline reported in 
2018.   
 
The Estates and Facilities team will be 
seeking to address any concerns with the 
soft facilities services that remain as a 
priority alongside the implementation of 
this strategy.  
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4.2 Value for Money Assessment 

Detailed analysis is undertaken using national Model Hospital benchmarks that provide a relative 
assessment of performance.  These have been used to identify areas that are successful and where 
improvement can be made when compared against the “best in class.”  A summary of the value for money 
for each of the assets occupied by the Trust is shown below:  

Site 

Hard 
Facilities 

Management 
costs (£) 

Soft 
Facilities 

Management 
costs (£) 

Estates 
and 

Facilities 
financing 
costs (£) 

Total 
(£) 

Gross 
Internal 

Area 
(m2) 

Cost 
per m2 

(£) 

Queen Alexandra 
Hospital 11,247,734 25,910,401 34,726,556 71,884,691 146,297 491 

Rodney Road 
Education Centre 111,466 29,206 309,542 450,214 2,845 158 

Community 
hospitals :       

St Mary’s Hospital 246,387 414,397 409,496 1,070,279 3,576 299 
Gosport War 
Memorial Hospital 176,184 382,714 337,198 896,096 1,238 724 

Petersfield 
Community Hospital 82,342 133,007 141,995 357,344 481 743 

Fareham 
Community Hospital 14,877 80,680 225,634 321,191 661 486 

Other sites : 
      

Mitchell Way 68,483 13,636 319,263 401,382 2,273 177 
Railway Triangle 108,889 76,351 245,965 431,205 1,165 370 
Hedge End - 
Procurement / 
Pharmacy 

71,028 28,927 221,316 321,270 1,482 217 

Dialysis - Totton 39,745 32,268 24,692 96,705 900 107 
Dialysis - Bognor 5,359 39,482 159,394 204,235 1,400 146 
Dialysis - IOW 6,085 466 111,954 118,505 2,087 57 
Fort Southwick Staff 
Car parks - 243,983 482,676 726,659 - NA 

TOTAL 12,178,577 27,385,517 37,715,682 77,279,776 164,121 471 
 Data derived from 2019 Department of Health and Social Care Estates Returns Information Collection  

The costs of the large hospital sites used by the Trust are typically higher than the peer group average 
(large acute hospitals with PFIs outside of London). Cost benchmarking in respect of Queen Alexandra 
Hospital suggests that the Trust is relatively expensive in relation to waste, water and soft facilities 
management costs (2017/18 data).  The overall premium paid by the Trust to service the PFI contract is 
however outweighed by generally strong performance in other measures such as productivity and use of 
space, service quality and in relation to relative levels of backlog maintenance and condition.   

We continue to engage with the annual NHS Estates Return (known as ERIC) which informs the national 
Model Hospital benchmarks established following the Carter Review.  The Trust is seeking to engage 
proactively in this process to identify further areas for improvement and exemplars from whom lessons can 
be learnt.  
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Working together to ensure the Trust’s 
services are provided in an environment 

conducive to the highest possible quality of 
care and experienc now and in the future 

5 Where do we want to be? 
5.1 Our vision 

Our vision is aligned to the Trust’s' ambition for the organisation:  

 

Working together  

Delivery of the vision will require a truly holistic approach to the use of space and assets.  It will require 
close collaboration across organisations, services and individual departments to realise synergies, adopting 
a flexible approach to design and use and encourage more sharing. It will require that sovereignty over 
space is relaxed and decisions over how space is used are based on objective judgements about current 
service requirements and not simply possession or occupation rooted in past decisions. 

An environment conducive to the highest quality of care 

The strategy recognises that quality of care is enhanced 
by good design by ensuring staff and contractors have the 
things they need where they need them.  By minimising 
transfers and planning efficient patient pathways 
productivity can be improved to make more time available 
for patient care. 

…and experience 

At the same time it is important that facilities maintain 
privacy and dignity and provide space to support staff 
wellbeing. The vision will require a truly patient centred 
approach to design that acknowledges the experiential 
factor in addition to what fits where so that the experience 
of our patients, from the time they arrive on site to the 
front door and beyond, is a positive one.  

Now and in the future 

The strategy seeks to deliver against the very many urgent and pressing demands consistent with a 
modern day acute hospital whilst ensuring flexibility for the future. Maintaining and developing an Estate 
that can be adapted to accommodate new technologies and deliver new treatments.  To support the 
pressures of an ageing population with more complex health needs and enable integration of service 
delivery across the healthcare system. 
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5.2 Strategic Principles 

To support our vision we have adopted six key principles.  Although the estate may appear to be a static 
immovable feature on the landscape, the way in which it is used needs to be increasingly flexible.  The 
following principles will be used to help assess how well new ideas fit with the overall strategy and vision.  

1 Optimise the use of the built resources to meet clinical need 

Property and buildings are a significant financial burden to the Trust and it is therefore imperative that 
space usage is understood and monitored.  The cost of space will continue to be managed centrally but will 
increasingly be allocated to individual departments through service line reporting to ensure a clear link and 
inform service strategies.  The use of peripheral sites will be monitored to ensure value for money and 
every attempt will be made to maximise the use of Queen Alexandra Hospital for clinical, rather than non-
clinical uses.  

Queen Alexandra Hospital is a premium facility by virtue of the PFI financing arrangement.  It is therefore 
imperative that the space within the area managed by the PFI is fully utilised and that the Trust continues to 
ensure that the space is allocated for the delivery of clinical priorities that deliver value for the Trust.  This 
principle will ensure action is taken to avoid premium space being occupied by low value activities where 
there is a clear clinical need and that such uses are proactively relocated to less valuable parts of the 
estate.  

2 Improve the stakeholder experience in relation to the estate 

The Estate Strategy must deliver tangible improvements to patient experience across the site, measured by 
the Patient-Led Assessments of the Care Environment (PLACE) survey.  Initiatives focussed on addressing 
these issues should be given priority and implemented quickly. While PLACE places a heavier emphasis on 
the services provided within buildings (cleaning, catering and patient care), rather than the buildings 
themselves, it is recognised that the patient experience is core to the overall Trust strategy and can be 
relatively easily improved. The Trust will continue its ongoing audit programme of the patient environment 
which reviews catering, cleanliness and condition on a continuous basis. 

3 Maximise the contribution of the estate to the objectives of the Hampshire 

and Isle of Wight Sustainability and Transformation Partnership 

The Trust (and Queen Alexandra Hospital in particular) fulfils a key role in the wider healthcare system.  
The strategy aims to ensure that decisions relating to how the estate is used and develops are positively 
contributing to the wider ambitions of the region and facilitating ambitions and objectives of the healthcare 
system as a whole.  A key element of this system based approach is the Building Better Emergency Care 
programme.  The programme will improve patient pathways and outcomes in support of urgent care needs 
across the local system. 

4 Deliver value for money from the PFI project agreement  

Key to delivering value for money under the PFI is to ensure Project Co. delivers its comprehensive 
lifecycle programme and other planned maintenance.  The Trust must do everything reasonably possible to 
enable lifecycle activity to take place which will necessitate managing expectations of service users around 
works on site and focussing effort towards creating capacity to enable decant of wards and offices.  
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5 Drive improvements in the environmental sustainability of the estate 

The Trust recognises that its activities have both direct and indirect environmental impacts and sees the 
protection of the environment as an integral part of good institutional practice.  The Estate Strategy will 
seek to deliver tangible reduction in our carbon footprint, energy usage; water usage and waste produced. 
Whilst these reductions are beneficial to the environment and sustainability, the Trust would naturally 
expect to see a reduction in the costs of these services.  Through close collaboration with our PFI partners 
the Trust will realise these benefits which will then be passed on to our staff, patients and the wider 
community which we serve while ensuring the long term sustainability of the Trust. The strategy therefore 
aims to ensure the efficiency of the Estate whilst keeping in line with the Trusts value to always improve.   

6 Improve the benchmark performance of the estate against the Trust’s peers  

Overall performance places the Trust below many of its peers in value for money terms.  The Estate 
Strategy will target efforts to address these shortcomings where it is considered reasonable to and there 
are opportunities to improve performance for the public good. 

5.3 Principles in Action:  

The following table shows how the Estate Strategy’s six strategic principles will deliver against the Trust’s 
overarching strategic aims: 

 

 
Role 

 
Safe, high 

quality 

 
Sustainability 

 
Our People 

 
Foundations 

1. Optimise the use of space 
to meet clinical need     

2. Improve the perception of 
stakeholders in relation to 
the estate  

    

3. Maximise the contribution to 
the healthcare system     

4. Deliver value for money 
from the PFI project 
agreement 

    

5. Drive improvements in 
environmental sustainability     

6. Improve the benchmark 
performance of the estate 
against the Trust’s peers 
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As individual schemes and initiatives are identified, they too will be assessed against their contribution to 
this overarching framework.  To illustrate this, a number of examples are given below: 

Building Better Emergency Care: We have been allocated £58m in capital investment from the 
Department of Health and Social Care to develop new emergency facilities at Queen Alexandra Hospital. 
Our current Emergency Department is 40 years old, was not designed for the number of patients we now 
see, and the layout does not support the delivery of care in the way we would choose to deliver services for 
our patients in the future. 
 
1. Optimise the use of space by redesigning the space used to manage emergency and unscheduled 

visits to Queen Alexandra Hospital 
2. Support the delivery of improvements to patient flow and reduce waiting times  
3. Deliver on a significant priority for the Hampshire and Isle of Wight Sustainability and Transformation 

Partnership 
4. Seek to realise efficiencies through the ongoing management of the emergency department by the PFI 

provider 
5. Deliver improved environmental performance of the emergency department through new ventilation and 

lighting systems 
6. Drive improvements in the Trust’s benchmarked performance in relation to backlog maintenance 
 

 

Creating additional bed capacity: Additional bed capacity within the main hospital footprint will allow 
wards to be temporarily relocated and enable essential backlog maintenance and PFI lifecycle works to be 
addressed. The project will ensure and enable:  
 
1. Continued availability and use of significant parts of the main hospital site by enabling necessary 

backlog maintenance to be carried out  
2. Essential works to take place to existing wards addressing underlying risks to patient safety and 

resulting in improved environment for patients and support clinical quality 
3. The Trust to continue to deliver the capacity necessary to support the acute needs of the Hampshire 

and Isle of Wight health system 
4. Project Co. to carry out lifecycle works and ensure the Trust benefits from the investment required by 

the PFI project agreement 
5. Works to take place that will deliver environmental improvements to lighting and ventilation that will 

improve the trusts overall performance 
6. Further improvements in the Trust’s benchmarked performance in relation to backlog maintenance, 

percentage of space allocated to clinical purposes and provide additional capacity 
 
 

 
Operating Theatre Expansion: The delivery of two new operating theatres will provide significantly 
enhanced capacity when required and will enable ongoing maintenance to be carried out. The project will:  
 
1. Result in space being repurposed from non-clinical to clinical uses, further improving the Trust’s 

standing in this key metric and delivering against the NHS Long Term Plan for making better use of 
existing assets 

2. Provide enhanced capacity to improve upon waiting lists and patient flows. 
3. Deliver a key action set out in the Hampshire and Isle of Wight Sustainability and Transformation 

Partnership Estate Strategy 
4. Enable Project Co. to carry out deferred life-cycle works and ensure the Trust benefits from the 

investment required by the PFI project agreement 
5. Deliver the latest high performing facilities for patient care  
6. Provide the Trust with long term capacity to meet demand for interventions 
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5.4 What this will mean for me? 

What this will mean for patients 

 It will be easy to access the hospital and find your way around
 You will reflect positively on the condition of the building including its cleanliness and comfort
 You will have access to toilets and changing facilities that provide you with dignity and privacy
 Food will be of high quality
 You will have access to amenities to get refreshment and basic supplies or to relax outside in the

grounds

What this will mean for staff 

 You will have space suited to the activities you undertake
 You will be asked to share space with others
 You will have places to relax away from the workplace
 You will be given the opportunity to influence designs for space that affects you
 You will be expected to actively contribute to improve environmental sustainability

What this will mean for the Trust and the wider healthcare system 

 The overall quality of the estate serving the area will be improved and will satisfy all aspects of
statutory compliance and minimises risk to patients and staff

 The estate will support increased clinical effectiveness, delivery of cost improvement plans and
future clinical strategies

 The Trust will deliver key elements of the Hampshire & Isle of Wight Sustainability and
Transformation Partnership Estates Strategy including Building Better Emergency Care

 The Trust will improve relationships with system partners and explore opportunities to share
facilities for mutual benefit

Page 99 of 248



17 

6 How will we get there? 

6.1 Delivering the Estate Strategy 

The Estate Strategy will be supported by a robust Implementation Plan setting out short and long term 
proposals. The following workstreams have been identified as key to the successful delivery of this strategy 
and will form the basis of the Implementation Plan.  Each heading describes how it contributes to the 
strategic principles set out in this strategy. 

Workstream Outcomes to Achieve Highlights 

Making the best use of 
space (Strategic Principle 
1 and 6) 

 Corporate ownership of space
and clear processes for
requests for change of use,
alterations and additional
space

 Clear understanding of
occupancy and utilisation of
clinical and non-clinical space

 Policies and procedures for
occupation, management and
maintenance of the estate

 Office accommodation  that
enables a modern workplace
culture

 High levels of utilisation of
staff residences

 Introduction and promotion of
Corporate Landlord model

 Strategy for monitoring
occupancy and utilisation

 Clear processes for the
allocation of space

 Office accommodation strategy
and standards reviewed and
agreed

 Review of criteria for access to
staff accommodation

Making the most of the 
PFI (Strategic Principle 2, 
4 and 6) 

 Improved relationships
between Project Co. and the
Trust.

 Improved Engie performance
against contract

 Helpdesk performance is high
 Planned and preventative

maintenance including life-
cycle programme delivered to
plan

 Review of PFI communication
processes

 Effective monitoring of
contractual performance

 Review value for money
 Improved cross-team working

within estates and Project Co.
 Defects programme delivered
 Early engagement on life-cycle

schemes
 the Trust identifies solutions to

decant

Environmental 
sustainability (Strategic 
Principle 2, 5 and 6) 

 Reduced congestion at Queen
Alexandra Hospital

 Clear parking policies for all
staff

 Range of initiatives in place to
support sustainable travel

 Estates & Facilities Team
sufficiently resourced to deliver

 Develop a Sustainable
Development Management Plan

 Develop a Green Travel Plan
for the Trust

 Review car parking policies for
staff and patients

 Implement improvements to
address congestion

Getting the most out of the 
estate (Strategic Principle 
2 and 6)  

 Reduced exposure to risk
 Reduced resource

requirements through simpler
processes and fewer meetings
/ reports

 Clearer understanding across
organisation of estates team

 Key focus on estates risks to
ensure improved assurance on
day-to-day issues affecting
safety of staff and patients

 Implement improved  PFI and
internal governance

 Review of all existing policies
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function and role and greatly 
Improved customer focus 
through clearer processes 

 Improved efficiency of 
processes and greater 
visibility of changes taking 
place amongst staff and 
patients  

 High levels of engagement 
with departmental leadership 
 

delivered within year 1 
 Publication of Estates and 

Facilities Service Level 
Agreement to the Trust and 
third parties occupying Trust 
space 

 Review of communication on 
estates matters affecting staff 
and patients 

 Review of intranet content 

Getting things done 
(Delivery of new works 
and projects) (Strategic 
Principles 1, 2, 3, 4, 5 and 
6) 

 Improved departmental 
engagement in prioritisation 

 Rolling forward plan for capital 
programme 

 Clinical needs met 
 Office accommodation needs 

articulated and a plan put in 
place to deliver 

 

 Service developments 
assessed and prioritised 

 Estates priorities reflected in 
trust capital programme  

 Projects delivered to time and 
budget 

 Office accommodation strategy 
produced 

Peripheral sites (Strategic 
Principle 2, 5 and 6) 

 Compliance risks addressed 
at peripheral sites 

 Peripheral sites users feel 
better supported 

 Clear arrangements in place 
for occupation of third party 
sites and vice versa 

 Clear agreements in place 
setting out terms of occupation 
with all hosts 

 Maintenance contracts in place 
for peripheral sites where 
required 

Commercial opportunities 
(Strategic Principle 2, 4 
and 6) 

 Increased opportunity to 
generate income from the 
estate and reduced running 
costs 

 Engagement with Trust 
commercial strategy 

 Review of potential retail and 
other commercial projects with 
PFI partners 

 

6.2    Delivering key dependencies  

The Estate Strategy is one of several enabling strategies for the Trust.  As a result there is a significant 
amount of inter-dependency that needs to be recognised and considered in the development of this 
strategy.  The following describes the major stakeholders in the strategy and how they can support. 

Project Co. is responsible for running the facilities at Queen Alexandra Hospital, responding to day-to-day 
service requests and delivering life-cycle replacement of plant and equipment.  Maintaining a positive 
working relationship with strong governance and partnering will ensure continued success of the PFI 
project.   

Healthcare system partners have a key role to play in working with the Trust.  NHS Commissioners are 
key to helping the Trust manage demand on its services and ensuring delivery of stretching targets, NHS 

Providers work in partnership with the Trust, often sharing buildings and services to meet demand.  The 
increased integration will rely on effective and effective space planning and scheduling.  

The IT Digital Team is leading on the Trust’s Digital Strategy which will support organisation-wide change 
to paper-light and paper-less service delivery, reducing demand for storage and transfer of paper records.  
Projects to roll out new software and hardware will also be key to modernising office environments and 
enabling new ways of working.  IT is critical to the introduction of new communications systems across the 
Trust. 
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The South of England Procurement Service supports the purchase and supply of services and 
equipment. Delivery of a number of the ambitions of this strategy will rely on timely procurement and 
collaboration. 

The Human Resources and Organisational Development teams are leading on the Workforce & 
Organisational Development Strategy including the recruitment of international nurses and medical staff.  
Close collaboration is needed to ensure that additional staff can be accommodated in both residential and 
office capacity.  The Estate Strategy seeks a cultural shift in the way we work to support better use of 
space.  

The Finance department supports the Trust to manage its use of resources.  The success of this strategy 
will be dependent on the availability of funding and ensuring the Trust is ready to bid for additional funding 
when it becomes available.  The introduction of service-line reporting will identify the cost of space leading 
to improvements in how it is used.  

6.3 Development Control Plans 
The best way to illustrate how this strategy will inform future site development is through a series of plans.  
The following plans have been provided to illustrate the key site features of the main Queen Alexandra 
Hospital Site as follows: 

 Existing site usage: plan depicting the primary purpose of each functioning building on the site 
 Site constraints: plan showing the physical and legal infrastructure constraints that limit or increase 

the cost and complexity of development in certain parts of the site  
 Transport strategy: access to, from and through the site is of critical importance and this plan shows 

transport routes, parking capacities and pedestrian and cycling infrastructure  
 Proposed site development strategy: plan showing the strategic intent for development across the 

site  
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7  Service development priorities  
As part of the development of this strategy individual departments have been asked to present their service 
development aspirations. These have been assessed and prioritised through a series of meetings to 
determine those that most effectively meet the Trust’s strategic ambitions. The long list of potential 
developments has been ranked as short, medium and long term goals to support future bids for funding. 
The schemes are identified on a series of Development Control Plans for the site which in combination with 
the site strategy provide a masterplan for the site’s future development.  

The long list of service developments has been gathered through engagement during the development of 
this strategy. Engagement included: 

 A review of clinical service strategies (2017-2022)  
 Outputs of business planning workshops (November 2018) 
 Face-to-face meetings with individual departments (May / June 2019)  
 Online survey  to identify priorities (July 2019) 
 Validation by departmental management teams (August 2019 and October 2019) 
 Validation by the Trust’s Capital Priorities Group and Trust Leadership Team (September and 

October 2019) 

The prioritised proposals will subsequently be used to inform the Trust’s capital programme and establish a 
five-year investment strategy for the Trust. 

Each of the emerging priorities for the Trust will be subject to more detailed feasibility and viability and a 
subsequent business case for funding.  The process by which schemes are ultimately selected will be as 
follows: 

 Schemes potential identified and submitted by service sponsor 
 Scheme priority validated, logged and reviewed against other Trust priorities 
 Successful business case secures funding  
 Priority schemes promoted through the Trust’s capital programme 
 Scheme designed and delivered 

The following reflect the principal estate programmes that are currently being developed or considered by 
the Trust:  

Building Better Emergency Care 

We have been allocated £58m in capital investment from the Department of Health and Social Care to 
develop new emergency care facilities at Queen Alexandra Hospital. Our current Emergency Department is 
forty years old, was not designed for the number of patients we now see, and the layout does not support 
the delivery of care in the way we would choose to deliver services for our patients into the future. 

This investment gives us an opportunity to re-think how we organise emergency care and design our new 
facilities to match. This is part of a much wider programme to transform emergency care at QA and across 
Portsmouth and South East Hampshire.  

The Trust Board approved the strategic outline case in September 2019 and the business case is currently 
being progressed with a view to begin construction in 2021.  The build element of this project will have a 
significant impact on the site depending on its location and demand for new infrastructure.  Location options 
include displacing significant parking capacity and will need to propose suitable mitigation linked to the 
parking and travel strategy.  
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Creating additional bed capacity 

The Trust is committed to providing additional ward capacity to enable essential repairs and maintenance 
to be undertaken across the original parts of the Queen Alexandra Hospital. Backlog maintenance will then 
be completed by the Project Co. once the Trust can make space available. The additional beds will ensure 
that life-cycle repairs can be completed in a timely way and may give rise to additional capacity to relieve 
temporary pressures on space across the region over the winter period.   

Operating Theatre Expansion 

The Hampshire and Isle of Wight Sustainability and Transformation Partnership is supporting the provision 
of additional operating theatre capacity within the Trust. This scheme is currently in design and will bring 
into clinical use an area of the main Queen Alexandra Hospital currently used for offices during 2020.  

Diagnostic Imaging 

Access to timely diagnostic imaging including CT, MRI, mammography and x-ray is critical to ensuring 
efficient patient pathways and reducing time in critical services, especially cancer care. A number of 
schemes are being progressed to enhance imaging and reporting facilities across the Trust.  Electrical 
infrastructure capacity will be critical to increasing the number of scanners as well as finding space for 
large, heavy and sensitive equipment. 

Pharmacy Strategy 

Timely access to medicines is important to both service delivery and the ability of the Trust to discharge 
patients in an efficient way. A number of schemes are underpinning the long term sustainability of the 
Trust’s pharmacy service including the future of the Pharmacy Manufacturing Unit at Railway Triangle, the 
new Distribution Centre at Matrix Park and work to the on-site pharmacy at Queen Alexandra Hospital.   

PFI Obligations 

The Trust has a key role in enabling the Project Co. to deliver its commitments on the lifecycle programme 
and other planned works.  A number of significant schemes are under development including replacement 
of the steam-duct providing heat to the hospital, refurbishment of the staff residences and updating fire 
precautions.  A number of areas within the original blocks at Queen Alexandra Hospital require re-wiring 
and full refurbishment including the East Ward Block and Ophthalmology department.  Implementation of 
the planned lifecycle is often dependent on the availability of decant space. 

Research and Development 

The Trust has a significant and growing reputation for research which it is keen to develop.  The extension 
of our existing partnership with the University of Portsmouth offers new and exciting opportunities including 
exploring options for creating a research technology centre at the Queen Alexandra Hospital site. 

Ophthalmology Redevelopment 

The ophthalmology department is in part of the Queen Alexandra Hospital requiring significant 
refurbishment. It is also likely to be impacted by the proposed Emergency Department scheme.  The Trust 
is considering options for the redevelopment of the service.  

Endoscopy Services 

The Trust is currently delivering improvements to support the endoscopy service. There are however a 
number of proposals being considered to expand and redevelop the service to address the future service 
strategy. 
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Delivery of the above major schemes will be dependent on the Trust progressing a number of the 

following enabling schemes:  

Office Accommodation 

In order to enable delivery of the strategic developments, the Trust needs to provide decant office 
accommodation both on-site at Queen Alexandra Hospital and off-site.  This work will provide alternative 
capacity in support of projects as well as freeing up space for clinical usage within the main footprint.  
Success of this programme will depend on the Trust adopting a range of smart-working measures 
supported by technology and changes to working practices. 

Estates Infrastructure Projects 

Many of the key strategic developments will demand enabling infrastructure works to be completed in 
advance. These will include work to increase electrical capacity to the Queen Alexandra Hospital site and 
implementation of a new telephone infrastructure, measures to improve site accessibility for less able 
patients and staff and improve wayfinding for the public.  Work is also needed to address building condition 
needs at the peripheral sites.    

Sustainability Initiatives 

Delivery of the Trust’s ambitions for environmental sustainability will be underpinned by joint work with the 
University of Portsmouth and Portsmouth City Council on climate change, air quality, travel and parking.  A 
programme of measures is envisaged to tackle traffic congestion on site, manage demand for parking and 
promoting sustainable forms of travel.  The Trust will also be working with the Project Co. to install LED 
lighting across the Queen Alexandra Hospital site as well as other energy saving initiatives.  

Other Schemes 

A number of other schemes are being developed to enhance patient experience and support services.  
These include refurbishments of the Macmillan Centre, introduction of a disabled persons’ Changing Places 
WC facility, provision of landscaped gardens to celebrate organ donations and to enhance the experience 
of children staying at Queen Alexandra Hospital.  The Trust is also working with other charities to realise 
significant enhancements to the site including the Maggie’s Cancer Charity.  

Car parking 

The Trust must continue to manage growing public and staff demand for parking on the Queen Alexandra 
Hospital Site.  A number of the principal developments will impact upon the availability of parking which 
needs to be managed.  A number of proposals are being considered to expand or re-provide spaces to 
ensure availability for those who need it.   
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8 What happens next? 
The strategy itself will be reviewed after two years to check that it remains consistent with national 
standards and requirements. The Estates and Facilities team will develop the Implementation Plan and 
Service Development Priorities which will inform the detailed Development Control Plans. 

Thank you for taking the time to read this document.  If you have any questions relating to this document 
please contact the Estates and Facilities Team on 02392 286603 or email 
development.admin@porthosp.nhs.uk  
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Chair: MARTIN ROLFE 

Lead Officer: LOIS HOWELL – DIRECTOR OF GOVRNANCE & RISK 

Agenda Item 
Number: 

012.20 

 
 

Appendix 1: Agenda 

 
Please see attached agenda (Appendix A) for details of the matters considered at the meeting. 
 

 
Agenda 
item 

Items of particular note: 

193.19 Revisions to quality governance arrangements 

The revised terms of reference for the Quality Assurance Committee were approved, and other 
revisions to quality governance were endorsed. 

 

194.19 Integrated Performance Report 

SLE: 

The significant reduction in outstanding SLEs was noted and welcomed. 

 

Safety incidents and Never Events: 

The committee reflected on the need to change the culture approach to use of checklists. It 
was noted that the Trust should not rely on the introduction of a checklist to deliver safety 
improvements. An element of mindfulness and / or insight is necessary and needs to be 
developed. Senior leaders’ responsibility for role-modelling such behaviour was emphasised. 

 

Medication Safety incidents: 

The committee discussed the increase in reported medication incidents. The Medical Director 
pointed to the very small numbers of moderate or serious incidents, and commended the 
overall increase as evidence of an improved reporting culture. The need for assessment and 
review of the diabetes service and the way it operates was noted. Work in this area is planned. 

 

Deteriorating patients / sepsis: 

A revised approach to presentation of the relevant metrics was welcomed. The changes will 
enable the committee to build a clearer picture of how the Trust cares for and treats patients at 
risk of deterioration. The importance of treating the ‘whole patient’ rather than relying on data 

Enclosure Number 

9 
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Agenda 
item 

Items of particular note: 

was also acknowledged. 

 

Safeguarding: 

The continued increase in reporting was commended. 

 

Urgent Care: 

The impact of the Ambulance Handover Recovery Plan was noted and commended, 
particularly in the context of significant pressure on the ED and record number of ambulance 
conveyances and other patients. The impact on other areas of the Trust was considered, and it 
was acknowledged that although risk and pressure has increased outside the ED, this is a 
reasonable position given the benefits to patients. The impact will continue to be monitored, 
while plans to ensure sustainability us maintained. 

 

Cancer access standards: 

The cancer patient treatment list is at its lowest for several months, and the number of patients 
waiting more than 62 days is also considerably reduced, despite the failure to achieve the 
standard in November. The need for a more strategic approach to sustained delivery of these 
standards was discussed. Executives will revise reporting in this regard. 

 

Diagnostic access standard: 

There is a risk to delivery of the trajectory for improvement during December and January as a 
result of significantly reduced capacity in the (externally provided) cardiac MRI pathway. 
Mitigation of harm for individual patients is in place. 

 

Stroke care standards: 

The improvement from level C to Level B was welcomed and commended. 

 

196.19 Quality Report – Patient safety 

The data included was noted, but the committee welcomed plans for the report to become 
more analytical, which would improve the committee’s ability to have effective oversight of 
safety in the Trust. 

 

197.19 Board Risk Register 

The committee approved the updated Board Risk Register and agreed to recommend it to the 
Trust Board. 

 

198.19 Portsmouth & South East Hampshire Urgent Care Improvement Plan 

The benefits of the impact of improvements made as a result of delivery of the plan on the 
success of the Ambulance Handover Recovery Plan were noted. 

 

199.19 Seven day services self assessment 

Plans to enhance further the seven day provision of services were noted. The need to devote 
significant resource to addressing associated issues was highlighted. 
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Agenda 
item 

Items for escalation to the Trust Board: 

197.19 That the Trust Board adopts the Board Risk Register as set out in item 197.19. 
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QUALITY AND PERFORMANCE COMMITTEE 
 

Thursday 19th December 2019 
09:30 – 12:00  

Trust HQ Meeting Room, Level F, Queen Alexandra Hospital 
 

A G E N D A 
 

Item No. Time Item Enclosure  
No. 

Presented 
by 
 

 
 

190.19 09.30 

 
Welcome, apologies and declaration of 
interests  
 

 
N 

 
Chair 

191.19 09.32 

 
Minutes of the last meeting  
18th November 2019 
 

1 Chair 

192.19 09.33 
 
Matters arising/summary of agreed actions 
 

2 Chair 

193.19 09.35 

 
Further revisions to quality governance 
arrangements 
 

3 DGR 

 
QUALITY 
 

194.19 09.45 

 
Quality and performance integrated 
performance report 
 

 
To follow 

 
COO/MD/CN 

195.19 
 

10.30 
 

Quality assurance and improvement 4 DDGR 

196.19 10.40 Quality report – patient safety 5 ACNPS 

197.19 10.50 Corporate Risk Register 6 DGR 

 
 
PERFORMANCE 
 
 

198.19 11.00 

 
Portsmouth and South East Hampshire Urgent 
Care improvement 
 

7 DSP 

199.19 11.10 
 
Seven Day Services self assessment 
 

8 AMD 
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POLICIES 

200.19 11.20 
Business Continuity and Contingency Planning 
policy 

9 EPRR Lead 

201.19 11.30 
Procedural Documents Development and 
Management policy 

10 HGQ 

202.19 11.40 Management of Safety Learning Events policy 11 ACNPS 

COMMITTEE FEEDBACK 

 
203.19 

 
11.50 

Committees Report to the Quality and 
Performance Committee: 

 Data Protection and Data Quality 
Committee 

 Emergency Preparedness, Resilience and 
Response Group 

 Formulary and Medicines Group 
 Mortality Review Group 

 

 
12 

 

 
204.19 

 
11.58 

 
Additions to Board Assurance Framework 
and/or Board Risk Register and referrals to the 
Audit Committee – The Committee is asked to 
consider whether, in light of matters discussed at 
the meeting, any further additions should be made 
to the Board Assurance Framework and/or Risk 
Register and any items for referral to the Audit 
Committee 
 

 
N 

 
All 

 
205.19 12.00 

 
Any other business 
 

 
N 

 
Chair 

 
206.19  

 
Feedback to Trust Board 
 

 
N 

 
Chair/DGR 

 
Date of next meeting: Thursday 23rd January 2020, 09:30, E Level Boardroom, 
Education Centre, QAH 

 

 
Chair 
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Enc. 3a 3b 4 

Enc. 3a 3b 4 

Title of report RESEARCH AND INNOVATION – QUARTER 2 2019 / 20 
Board / 
Committee 

TRUST BOARD – 29TH JANUARY 2020 

Agenda item 
number 

014.20 

Executive lead Dr John Knighton – Medical Director 

Author Dr Alice Mortlock – Research and Development Manager 

Date report 
written 

20th January 2020 

Action required Discussion / Noting 

Executive 
summary 

 When compared to other large acute Trusts, PHT is currently ranked third
for patient recruitment into research studies (Chart 1) and is on track to
meet our annual recruitment target (Chart 4).

 Nationally, when compared to all Trusts, PHT is ranked number 21 for
patient recruitment, this rises to 18 when adjusted for complexity
weighted recruitment (Chart 2).

 Within the Wessex region, PHT is one of only two Trusts currently
meeting their recruitment (Chart 3). Recruitment within the Wessex
region has slowed this financial year, reflecting a national trend.

 In the last quarter, 100% of commercial studies recruited to time and
target, exceeding national benchmarks set at 80%.

 The MANDARA study sponsored by Astra-Zeneca recruited the first global
respiratory patient in October (A Randomised, Double-blind, Active-
controlled 52-week Study with an Open-label Extension to Evaluate the
Efficacy and Safety of Benralizumab Compared to Mepolizumab in the
Treatment of Eosinophilic Granulomatosis with Polyangiitis (EGPA) in
Patients Receiving Standard of Care Therapy).

 The SIGHT project launched in November 2019. This is a 3 year, £1.8m
project aimed at improving the competitiveness of small and medium
sized enterprises (SMEs), in collaboration with the University of
Portsmouth. To date, 19 companies have signed up to the scheme.

 The Redcapp data management platform is now live and fully
operational, providing an effective data management solution for the
Portsmouth Technologies Trials Unit that is in line with MHRA regulatory
requirements.

 PHT continues to deliver high impact research and offer more patients
the opportunity to take part in studies. A patient story is included from
the ALTTO Breast cancer study.

 Researchers from PHT produce a high number of quality academic
articles; a recent publication from Endoscopy is featured.

Enclosure Number 

10 
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 The department was awarded two HSJ awards in November 2019;
Professor Anoop Chauhan, Director of Research and Innovation, was
named Clinical Leader of the Year and The Modern Innovative Solutions
to Improve Outcomes in Asthma, Breathlessness and COPD (MISSION
ABC) project was announced as winner of the Acute Sector Innovation of
the Year category.

 Paul Kalra has been awarded an honorary Professor title from the
University of Portsmouth in recognition of his academic achievements.

 The R&I department has secured new grant income from GSK and i4i,
totalling in excess of £1M. Grants are also under review with Asthma UK,
the MRC and the NIHR Research for Patient Benefit Programme.

 PHT and the University of Portsmouth will be holding their joint annual
research conference in June 2020.

Appendices 
attached 

There are no appendices to this report. 

Recommendations The Board is recommended to note this report. 

Next steps The following actions will be taken after consideration of this report: 
a) Progress the collaboration with the University of Portsmouth.
b) Develop more home grown research to support PHT recruitment and

retain our national position.

Links to Corporate Objectives (Please ) 



CQC Domains (Please ) 

Safe Effective Caring Responsive Well-Led 



Links to Board 
Assurance 
Framework 

Not applicable. 

Links to Board Risk 
Register 

Not applicable. 

Compliance / 
Regulatory 
Implications 

All research contracting is supported by NHS South of England Procurement 
Services. 

Quality Impact 
Assessment 

No impact on quality. 

Equality Impact 
Assessment 

No equality implications. 
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Research & Innovation Performance and 

Impact Board Report 

Quarter 2 

Financial Year 2019/2020 

Data obtained:  25 Oct 2019 
Research and Innovation Office 

research.office@porthosp.nhs.uk 

Tel: 023 9228 6236 
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SECTION 1: NATIONAL POSITION

CHART 1: PHT POSITION IN ENGLAND BY 2019/2020 RECRUITMENT (LARGE ACUTE TRUSTS ONLY n=42) 

Source: NIHR Open Data Platform 25 October 2019 

CHART 2: PHT POSITION IN ENGLAND 2019/2020 RECRUITMENT (ALL TRUSTS  n=42) 

Source: NIHR Open Data Platform 25 October 2019 
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CHART 3: WESSEX NHS TRUSTS NIHR PORTFOLIO RECRUITMENT SET AGAINST WESSEX CLINICAL 

RESEARCH NETWORK (CRN) TARGETS 

 

 
   Source: NIHR Open Data Platform 25 October 2019 

 

 

SECTION 2: LOCAL PERFORMANCE 
 
 
CHART 4: PHT PORTFOLIO MONTHLY AND CUMULATIVE RECRUITMENT SET AGAINST WESSEX CLINICAL 
RESEARCH NETWORK (CRN) TARGET 

 

Chart 4 shows all PHT monthly and cumulative Porfolio recruitment for April 2019 to September 2019 against the recruitment goal set by the 

Clinical Research Network (CRN) Wessex. Porfolio recruitment includes all patients and staff recruited into high quality research studies as 

defined by the National Institute of Health Research (NIHR) and adopted onto the NIHR Portfolio. This chart does not include recruitment into 

other studies i.e student studies etc (non-portfolio). 

 

Source: Edge data platform 
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SECTION 3: RESEARCH IMPACT 
 

Patient story: ALTTO Breast Cancer Trial 

Lynda took part in the ALTTO Breast Cancer Trial at QA Hospital. The trial was a randomised study, which compared 

different combined and individual uses of lapatinib and trastuzumab in the treatment of patients with breast cancer. 

When Lynda was diagnosed with breast cancer, she asked her consultant if there were any trials she could take part 

in as she thought there was nothing she could do to stop her being diagnosed with cancer, but she could potentially 

play a part in improving outcomes for others in the future.  

Lynda recently received the ten year all clear from the Oncology Department and said the care she received during 

the trial was fantastic and it felt like the extra support really helped with her treatment. During the trial, Lynda’s 

husband who had also been diagnosed with cancer sadly passed away and Lynda said the Research Nurses were 

incredibly supportive in helping her to continue.  

As part of the trial, Lynda completed chemotherapy alongside one of the medications being trialled for six months, 

before being tested again and moved onto radiotherapy alongside another of the medications. After another six 

months she was moved onto combined medication following success elsewhere in the study. Lynda said she felt 

involved, informed and supported throughout. 

Lynda would encourage others to ask about trials while in hospital and for staff to inform patients about anything 

they could be eligible for. Lynda said the most important part to her was the way the team supported her 

emotionally throughout the trial and she never felt like anything was too much of an ask. 

 

ACADEMIC IMPACT: The ABBA Trial 

A feasibility trial of Acetic acid-targeted Biopsies versus nontargeted quadrantic biopsies during BArrett's 

surveillance: the ABBA trial. Longcroft-Wheaton G1, Fogg C1,2, Chedgy F1, Kandiah K1, Murray L1, Dewey A2, Barr H3, 

Higgins B4, Poller D1, Jankowski J5, DeCaestecker J6, Bhandari P1; ABBA Study Group. 

The ABBA Trial was funded by a grant from the NIHR Research for Patient Benefit Programme (RfPB), awarded to 
Professor Bhandari and the endoscopy research team at PHT. The project has recently reported in the Journal 
Endoscopy (Endoscopy. 2020 Jan;52(1):29-36. doi: 10.1055/a-1015-6653. Epub 2019 Oct 15). 

The aims of this study were to compare neoplasia detection rates for nontargeted biopsies versus acetic acid-
targeted biopsies during Barrett's surveillance and to explore feasibility, patient/clinician experience, acceptance, 
and barriers/enablers to study participation and implementation of the acetic acid technique. 
 
This was a mixed-methods feasibility study including a pilot multicenter, randomized, crossover trial with qualitative 
interviews. 200 patients were recruited from 6 centers. The study demonstrated the feasibility of performing a 
crossover endoscopy trial in Barrett's surveillance. Low neoplasia yield makes this design necessary and qualitative 
results demonstrated patient and clinician acceptance. Results suggest that the acetic acid technique could result in 
cost savings, providing the lack of missed pathology can be proven in a fully powered definitive trial. 
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Board Risk Register update  

1. The Board should be assured of the continued focus on the identification, recording and management 

of risk across the Trust.    

In line with the Trust’s risk management strategy, the Board Risk Register is an amalgamation of all 

operational risks which require Trust level management and oversight, plus those risks on divisional risk 

registers which, although managed at divisional level, are rated as “high”.   

 

2. Presented to the Board today at Appendix B is the most recent iteration of the Board Risk Register, 

updated to reflect the risks added since it was last presented to the Board in September 2019 and to 

show the revised ratings of existing risks, and at appendix A is a heat-map style presentation of the 

same information.   

 

3. There have not been any new risks added to the Board Risk Register since the last report however,     

BRR 6 has been updated to acknowledge the effect of poor flow within the Trust on patients in the 

community waiting for an ambulance. 

 
Three risks have decreased in score: 

BRR 9      Damage to Trust reputation arising from non compliance with internal policy and Nice 

Guidance relating to restraint. 12 (4x3 previously 16 4x4)   

BRR 10    Risk of reputational harm to regulatory relationships should Trust not deliver break even 

plan, jeopardising PSF/FRF up to £17m in 2019/20. 12 (4x3 previously 16 4x4)   

BRR 32    Inconsistent application of Mental Capacity Act could result in regulatory non-compliance 

and prosecution. 8 (4x2 previously 12 4x3)   

4. Four risks have been closed: 

BRR 35    Risk of sub optimal care for children & young people if we cannot provide the required 

psychiactric specialist (Responsible Clinician). 

BRR 36    Patient safety may be compromised due to the excess demand across clinical areas for SLT 

services. 

BRR 37    Mismanagement of care of mental health patients arising from removal of CAMHS service 

from ED.   

BRR 38    Risk of enforcement action/financial penalty from the ICO for failing to meet SAR deadlines. 

 

The Board will note that two of the closed risks are associated with management of the care of patients 

with mental health needs.  There is assurance that these risks are being managed effectively. 

 

5. The Board will also note that the highest risks are associated with continued high demand for services in 

Quarter 3, service interruption due to ageing equipment/plant, safeguarding patients with mental 

health needs and effects of consultants reducing additional work in excess of contracted hours.  

 

6.  Management of all other risks continues, and oversight is maintained via the Divisional Performance & 

Accountability meetings and the Quality Heat Map meeting. 
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Board Risk Register December 2019  
Appendix A – Heatmap 
 

   Impact/Consequence Score 

Li
ke

lih
o

o
d

 s
co

re
 

 1. Insignificant 2. Minor 3. Moderate 4. Major 5. Extreme 

5. Almost Certain: 

Will undoubtedly 

happen 

5 10 
 

15 
7, 8, 

20 
1, 2  

25 

4. Likely: Will 

probably happen 
4 8 12 

9 (↓), 10 (↓), 19, 

23, 24, 25,  

16 
3, 4, 5, 6 

20 

 3. Possible: Might 

happen occasionally     
3 6 

 

9 
26, 27, 28, 29, 30, 
31,  

12 
11, 12, 13, 14, 15, 16, 17, 

18, 20, 21, 22 

15 
 

2. Unlikely: Do not 

expect it to happen 
2 4 6 

 

8 
32 (↓), 33, 34 

 

10 

1. Rare: This will 

probably never 

happen 

1 2 3 4 5 

 KEY (↓number) 
(↑number)  

Risk score has decreased since previous report 
Risk score has increased since previous report 

 Closed Risks since last 

report 

35, 36, 37, 38 – refer to full report for details. 
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Page 1 015.20b Board Risk Register

N.o ID Opened

Initial 

Risk 

Score

Title Division & Care Group Review Date Last updated
Rating 

(current)

Movement 

since last 

report

Movement 

over time
Additional actions planned

Risk level 

(Target)
Target Date

1 1404 14/11/2018
16

(4x4)

Regulatory impact of breaching constitutional standards 

relating to access to ED.
Corporate Services 20/01/2020

Annie Green 

09/12/2019 

20

(4x5) 
Further implementation of the urgent care delivery plan and the winter 

plan.

8

(4x2)
01/04/2020

2 87 02/01/2015
16

(4x4)

Potential patient harm if water quality fails and 

endoscopes are unavailable to clinical departments; 

delaying procedures. 

Clinical Delivery Division - 

Critical Care, Theatres, 

Anaesthetics & HSDU

31/03/2020
Annie Green 

09/12/2019 

20

(4x5) 
Washers have been approved for Gosport.

Business case being prepared for a MES for the main hospital.

4

(4X1)
31/12/2020

3 1535 02/05/2019
16

(4x4)

Compromised care of patients with primary mental 

illness due to lack of specialist knowledge, provision 

and training.

Corporate Services 20/01/2020
Annie Green 

09/12/2019 

16

(4x4) 

Business case submitted for additional specialist resource for both 

adults and children.

Enhanced training on Mental Health Act, management of restraint and 

further de-escalation techniques scheduled for key staff in August 

2019.

E-Learning module completed to be introduced for all staff as a 

mandatory requirement.

Core 24 std bid accepted to be fully implemented by March 2020.

New Matron apointed - potential to reduce risk next review

8

(4x2)
01/04/2020

4 1409 14/11/2018
16

(4x4)

Poor patient experience due to breakdown in 

sterilisation & high level disinfection equipment whilst 

awaiting replacement  

Clinical Delivery Division - 

Critical Care, Theatres, 

Anaesthetics & HSDU

31/12/2019
Cate Leighton

21/11/2019

16

(4x4) 
Business case to be re-submitted for financial year 2020/21.Install 

equipment once procured

8

(4x2)
01/06/2020

5 1407 14/11/2018
16

(4x4)

Risk of patient harm due to prescription or dispensing 

errors due to increased pressure on acute pharmacy 

service

Clinical Delivery Division - 

Pharmacy
17/01/2020

Kieran Hand

18/11/2019

16

(4x4)  Pharmacy robot to be fully installed by September 2020.
8

(4x2)
01/12/2020

6 1405 14/11/2018
16

(4x4)

Mismanagement of patient care in urgent care pathway 

and community as a result of poor flow across the 

Trust.

Corporate Services 06/01/2020
Annie Green 

10/12/2019 

15

(3x5) 
Further implementation of the winter plan. 

Additional capacity from system planned for 19/20           

6

(3x2)
01/04/2020

7 1605 14/06/2019
15

(3x5)

Trust not achieving required performance if clinicians 

do not work over contractual requirements due to 

pension tax rules.

Corporate Services 06/01/2020
Annie Green 

10/12/2019 

15

(3x5) 

Further investigation and system working planned.  NHS Improvement 

and NHS England are undertaking surveys to assess the impact the 

pension annual allowance is having on Trusts ability to deliver 

performance.

6

(3x2)
14/06/2020

8 1107 07/04/2018
16

(4x4)

Potential severe harm to patient if patient self harm risk 

assessment is not completed.
Corporate Services 20/01/2020

Annie Green 

05/12/2019

15

(5x3) 

Risk assessment policy and associated action plan has been 

completed, to be ratified by MHCB.

ED/AMU to audit compliance with required self harm risk 

assessments.

Priority areas agreed following mental health incident report, Phase 1 

by end of November, Phase 2 by end of December.

Mental health matron commences December 2019.

10

(5x2)
30/03/2020

9 1534 02/05/2019
15

(3x5)

Damage to Trust reputation arising from non 

compliance with internal policy and Nice Guidance 

relating to restraint.

Corporate Services 20/01/2020
Annie Green 

05/12/2019

12

(4x3) 

All use of handcuffs to be ceased in February 2020.

Engie contract review to determine role of security staff in the use of 

restrictive practice.

Review restrictive practice policy to include standardised debrief, 

further amendments to be added.

New style security uniforms to be launched end November 2019. 

6

(3x2)
30/03/2020

10 1413 14/11/2018
15

(5x3)

Risk of reputational harm to regulatory relationships 

should Trust not deliver break even plan, jeopardising 

PSF/FRF up to £17m in 2019/20

Corporate Services 20/01/2020
Annie Green 

05/12/2019

12

(4x3) 

Ensure delivery of income elements of 2019/20 Operating Plan.

Implement actions identified in the conduct of mid-year review 

reported to F&I Committee in October

8

(4X2)
01/04/2020

11 1682 06/08/2019
12

(4x3)

Risk of service interruption if 2019/20 flu outbreak is 

severe and causes reduced staffing levels.
Corporate Services 06/01/2020

Annie Green

10/12/2019

12

(4x3) 
Flu vaccination programme for all staff.

EPPR planning.

8

(4x2)
27/04/2020

12 1683 06/08/2019
12

(4x3)

Risk of patient harm or mismanagement of care if 

2019/20 flu outbreak is severe and causes hospital to 

become overcrowded.

Corporate Services 06/01/2020
Annie Green

10/12/2019

12

(4x3) 
Flu vaccination programme for all staff.

EPPR planning.

8

(4x2)
27/04/2020
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Page 2 015.20b Board Risk Register

N.o ID Opened

Initial 

Risk 

Score

Title Division & Care Group Review Date Last updated
Rating 

(current)

Movement 

since last 

report

Movement 

over time
Additional actions planned

Risk level 

(Target)
Target Date

13 1406 14/11/2018
16

(4x4)
Patient harm arising from lack of timely discharge Corporate Services 06/01/2020

Annie Green

10/12/2019

12

(4x3) 

New plans for 19/20 are being updated and additional capacity in 

place.

Implement 2019/20 Winter Plan

8

(4x2)
30/12/2019

14 1444 14/12/2018
12

(4x3)

Risk of service interruption arising from inadequate 

working capital 
Corporate Services 06/01/2020

Annie Green

10/12/2019

12

(4x3) 

Further monitoring of cost improvement programme and spending.

Approved Trust Board mandate to seek additional working capital 

where we need to repay loans where external financial support is not 

forth coming.

On-going dialogue and communication with NHS Improvement 

through appropriate channels.

4

(4x1)
01/04/2020

15 1583 30/05/2019
12

(4x3)

Risk of poor patient experience if Trust has insufficient 

capital to provide required equipment/ICT and upgrade 

ED floor

Corporate Services 06/01/2020
Annie Green

10/12/2019

12

(4x3) 

Conduct mid-year review of all capital expenditure by project type to 

determine ability to deploy national funding with in the year,  and to 

confirm how to deploy slippage across other internally funded capital 

projects.

Develop and implement 5 year capital strategy to support Trust 

strategy.

Investigate and pursue as appropriate managed equipment service 

contracts 

8

(4x2)
01/04/2020

16 1401 01/01/2018
16

(4x4)

Harm to health and wellbeing of staff arising from 

sustained unplanned pressure on services
Corporate Services 06/01/2020

Annie Green

25/11/2019

12

(4x3) 
New roster system to be introduced Trust wide.

2019/20 cross organisational Winter plan being agreed and 

implemented.

8

(4x2)
31/03/2020

17 1402 14/11/2018
16

(4x4)

Mismanagement of patient care, poor experience and 

patient harm arising from lack of suitably trained 

nursing staff.

Corporate Services 20/01/2020
Annie Green 

25/11/2019 

12

(4x3) 

Implement outcome of staffing and skill mix review.

Further recruitment on-going.

Monitor for a further 2 months with a view to reduce to target risk 

score.

8

(4x2)
30/03/2020

18 1451 27/12/2018
12

(4x3)

Risk of serious mismanagement of patient care if 

shortages of essential supplies and/or staff occur 

should UK leave the EU.

Corporate Services 31/01/2020
Annie Green

10/12/2019

12

(4x3) 
Implementation of national guidance as it is issued. 

EU exit has been delayed to 2020 at the earliest.

4

(2X2)
01/04/2020

19 243 08/06/2016
9

(3x3)

Inadequate local induction potentially impacting on 

patient safety and staff performance
Corporate Services 31/01/2020

Michelle Lobo 

26/11/2019 

12

(3x4) 

Local Induction is being championed by the Trust's Change Agents 

who are meeting with L&D in April to discuss options for improvement.

New survey of staff and managers and correlate with previous result 

to identify further improvement actions.

Waiting for feedback from change agents - Meeting planned for 

January 2020.  Brief overview of survey revealed that standard is 

variable across the trust

6

(3x2)
31/12/2020

20 651 01/02/2017
12

(4x3)

Financial loss arising from cost of sourcing asceptic 

pharmacy services externally if PMU fails.

Clinical Delivery Division - 

Pharmacy
03/02/2020

Annie Green

10/12/2019

12

(4x3) 

Business case for re-build of asceptic pharmacy unit in development 

and expected to be submitted to Board December 2019.

PMU to develop emergency contingency plan.

8

(4x2)
02/12/2020

21 648 13/04/2017
12

(4x3)

Risk of patient harm from prescribing, dispensing and 

administration errors due to lack of electronic 

prescribing system.

Clinical Delivery Division - 

Pharmacy
24/02/2020

Annie Green

10/12/2019

12

(4x3)  Risk remains until system in place, due May 2020.
3

(3x1)
01/07/2020

22 240 01/04/2016
20

(4x5)

If Cardiac Day Unit beds are used as escalations 

spaces there is a risk to delivery of RTT

Medicine & Urgent Care 

Division - Medicine
26/09/2019

Annie Green

10/12/2019

12

(4x3) 
8

(4x2)
01/04/2020
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Page 3 015.20b Board Risk Register

N.o ID Opened

Initial 

Risk 

Score

Title Division & Care Group Review Date Last updated
Rating 

(current)

Movement 

since last 

report

Movement 

over time
Additional actions planned

Risk level 

(Target)
Target Date

23 1092 14/03/2018
20

(4x5)

Monitoring of medicines refrigerators across the Trust is 

inconsistent creating a risk from incorrect medicine 

storage.

Clinical Delivery Division - 

Pharmacy
20/01/2020

Annie Green 

04/09/2019

12

(3x4) 

A separate fridge action plan to be progressed with the Trust-wide 

fridge inventory to ensure hard-wiring and removal of any combination 

locks.

Pharmacy ward audit completed 29 August 2019, action plan to be 

agreed following outcome.

8

(2X4)
30/12/2019

24 1417 14/11/2018
16

(4x4)

Patient harm arising from inadequately maintained 

equipment due to lack of capacity in Clinical 

Engineering.

Corporate Services 31/12/2019
Tanya Mapp

18/11/2019

12

(3x4)  Improve central oversight of equipment
12

(3X4)
01/04/2020

25 230 01/07/2015
15

(3x5)

Risk of staff injury due to exposure to violent or 

threatening behaviour
Corporate Services 31/03/2020

Jenny Michael

12/11/2019

12

(3x4) 
Respect and protect & 7 point action plan being developed. 

SayWay monitoring points to be introduced.

9

(3X3)
31/12/2020

26 1411 14/11/2018
16

(4x4)

Risk of harm if first dose of antibiotics is delayed for in-

patient and community patients with suspected sepsis.
Corporate Services 04/11/2019

Annie Green 

02/09/2019 

9

(3x3) 

The Deteriorating Patient Group is re-evaluating the method of data 

collection for Q2.

Increasing number of nursing staff with IV competency.

Junior Doctors induction competency developed  commenced Aug 19 

6

(3X2)
30/12/2019

27 1533 02/05/2019
15

(3x5)

Patient harm arising from inappropriate management of 

mechanical restraint.
Corporate Services 24/02/2020

Annie Green 

10/12/2019

9

(3x3) 
Review contract with Engie.

Mechanical restraint to be ceased from February 2020.

6

(3x2)
01/04/2020

28 1110 10/04/2018
12

(3x4)

Inadequate provision of supervision to staff may lead to 

poor decision making and patient harm
Corporate Services 30/01/2020

Annie Green 

05/12/2019

9

(3x3) 

Supervision arrangements to be introduced in adult areas as per child.

New adult safeguarding lead to be assigned responsibility for area of 

work.

6

(3X2)
30/03/2020

29 652 13/04/2017
12

(3x4)

Poor patient experience and risk of harm due to 

Insufficient POD lockers for Trust-wide Self-medication 

results in delay to meds

Clinical Delivery Division - 

Pharmacy
30/12/2019

Annie Green 

10/12/2019

9

(3x3) 

Spec for new lockers to be approved and established Trust-wide 

followed by inventory and survey of Trust wide locker status.

Individual clinical areas to be then set an action plan to resolve.

3

(3x1)
01/04/2020

30 699 05/05/2017
15

(3x5)

Risk of patients being harmed by their medicines due to 

PHT partial compliance with NICE guidance NG5.
Corporate Services 03/02/2020

Annie Green 

04/09/2019 

9

(3x3) 

Much of this will be resolved with the introduction of an EPMA system 

and a separate software system to enable refer of patients to 

community pharmacists for follow up with their medicines post-

discharge: Pharmoutcomes.

6

(3x2)
30/03/2020

31 1482 26/01/2019
16

(4x4)

Service interruption due to inability to provide bespoke 

IV chemotherapy products due to failure of Pharmacy 

Manufacturing Unit.

Clinical Delivery Division - 

Pharmacy
31/01/2020

Kieran Hand

18/11/2019

9

(3x3) 

Information from external consultants provides reassurance that the 

majority of products made by the pharmacy aseptic manufacturing unit 

can be sourced on the commercial market within an acceptable 

timeframe.

9

(3x3)
01/12/2020

32 1412 14/11/2018
16

(4x4)

Inconsistent application of Mental Capacity Act could 

result in regulatory non-compliance and prosecution.
Corporate Services 20/01/2020

Annie Green 

05/12/2019 

8

(4x2) 

Further spread training and awareness programmes. 

E-Dols project to be fully launched.

No further mitigating actions, risk tolerated.
8

(4x2)
30/03/2020

33 1439 11/12/2018
8

(4x2)

Disruption of service provision due to failure of 

Endoscope Washer Disinfectors.

Clinical Delivery Division - 

Critical Care, Theatres, 

Anaesthetics & HSDU

16/03/2020
Tanya Mapp

18/11/2019

8

(4x2) 
Business case to be resubmitted for financial year 2020/21 for 

replacement of water plant and washers.

4

(4x1)
01/04/2020

34 1403 14/11/2018
20

(4x5)

Patient harm arising from inconsistent application of 

policy on non-18 week waiting lists
Corporate Services 20/01/2020

Annie Green 

10/12/2019

8

(4x2)  No further actions required following completion of harm reviews.
8

(4x2)
01/04/2020
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Page 4 015.20b Board Risk Register

N.o ID Opened

Initial 

Risk 

Score

Title Division & Care Group Review Date Last updated
Rating 

(current)

Movement 

since last 

report

Movement 

over time
Additional actions planned

Risk level 

(Target)
Target Date

35 1664 22/07/2019
12

(4x3)

Risk of sub optimal care for children & young people if 

we cannot provide the required psychiactric specialist 

(Responsible Clinician).

Corporate Services
Annie Green 

05/12/2019 

8

(4x2)

Risk mitigated - responsible clinician in post.

8

(4x2)
31/12/2019

36 1254 13/07/2018
16

(4x4)

Patient safety may be compromised due to the excess 

demand across clinical areas for SLT services

Clinical Delivery Division- 

Therapies

Annie Green 

03/12/2019 

9

(3x3)

Risk mitigated - vacancies recruited to.
6

(3x2)
30/10/2019

37 1443 13/12/2018
9

(3x3)

Mismanagement of care of mental health patients 

arising from removal of CAMHS service from ED  

Medicine and Urgent Care 

Division - Urgent Care

Annie Green 

10/12/2019 

9

(3x3)

Risk currently mitigated - CAMHS Liaison in place 4 pm to midnight 

7/7. 
3

(3X1)
01/04/2020

38 1393 07/11/2018
16

(4x4)

Risk of enforcement action/financial penalty from the 

ICO for failing to meet SAR deadlines
Corporate Services

Annie Green 

10/12/2019 

8

(4x2)
Risk mitigated - backlog cleared.

8

(2X4)
29/01/2020

RISK CLOSED

RISK CLOSED

RISK CLOSED

RISK CLOSED
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Appendix 1: Agenda 

 
Please see attached agenda (Appendix A) for details of the matters considered at the meeting. 
 

 
Agenda 
item 

Items of particular note: 

160.19 
 

Month 8 Integrated Finance Report 
The month had been £29,000 ahead of plan. This left the cumulative position had improved to 
£152,000 above budget for 2019 – 20.  The meeting also noted that all four divisions had 
achieved their cost improvement trajectory for month 8. Given this, he was confident that the 
year-end forecast did not require adjustment at this stage.    

 

160.19 
 

2019 – 20 full year forecast update 
The Chief Financial Officer reported that the Trust’s gross position remained largely unchanged 
from the previous month; this would leave the organisation with a gap of £7.1 million. Since the 
previous report to the Committee, the shortfall projection had reduced from £3.1 million (at the 
time of the mid-year review) to £2.475 million with further mitigation being put in place. As a 
result, the year-end forecast would not be revised.   

 

160.19 
 

Capital expenditure 
The Trust was forecast to spend a total of £21.5 million. This was an under spend of £1.1 
million against the original plan of £22.6 million. There had been an over spend of £227,000 on 
the internal capital resource limit, contrasted with a more significant under spend of £1.35 
million in relation to the external public dividend capital.  
 

160.19 
 

Service Line Reporting 
Digital management teams have been working closely to ensure the system functioned as 
effectively as possible, whilst local and national pilots were also helping to refine the process. 
As an example, the robotics case had allowed the Trust to examine the situation retrospectively 
and predictively, using previous information to analyse potential areas for deployment and 
probable demand patterns. Links with other initiatives (e.g. use of resources, Getting It Right 
First Time) were supporting efforts to deploy the information strategically. Digital management 
teams with undertaking the technical aspects of data analysis as well as meeting with divisional 
teams to discuss their findings and ensure information was deployed productively.  

Enclosure Number 

12 
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COMMITTEE GOVERNANCE REPORT 
TO TRUST BOARD 

 

Agenda 
item 

Items of particular note: 

161.19 
 

Annual Operating Plan 
Checkpoint meetings were being held with each division to ensure that priorities were clearly 
established, and that each area was aware of the objectives of the others. These meetings 
would include corporate teams and be concluded by the end of December 2019. This would 
lead to a series of capital and revenue prioritisation sessions in early 2020. The Trust 
Leadership Team would then consider the conclusions of this process at a corporate level. 
Following this, a report on the matter would be taken at Finance and Infrastructure Committee 
in February 2020. 
 
The Trust’s projections would be aligned with those of the Sustainability and Transformation 
Partnership. As part of this, the Partnership’s priorities to be included in the initial 
considerations for 2020 – 21. However, the differences between the Partnership’s overall 
position and the Trust’s specific situation within that also required recognition. Overall, the 
Trust’s relatively close adherence to plan in 2019 – 20 did give rise to some confidence that the 
process had improved and would continue to provide insight into likely activity levels in 2020 – 
21.   
 

161.19 
 

Business cases: 
 
Endoscopy scopes 
Three main areas had been raised to be addressed in this business case; the level of prior 
scrutiny to which the case had been subject, establishing that capital investment was better 
value than leasing and the availability of capital. The first two areas had been included in the 
version presented to the Committee, with further information regarding the accessibility of 
capital awaited. Given the scrutiny provided by the Business Case Review Sub-Committee, the 
Committee approved the business case involving the leasing of endoscopy scopes. 
 
SWASH Radiology Information Service 
The quality and safety standards of the proposed supplier were met by its inclusion on the NHS 
Framework. However, the Committee requested that in future such cases include explicit 
details on assurance provided prior to the meeting on the cover sheet to assist the Committee 
in its duties. The Committee approved the business case.     
 
SWASH Data Warehouse 
The proposal would allow radiological images to be stored and shared across the network. This 
would assist with ensuring patients’ information followed them across their journey and thus 
prove beneficial to prompt care and outcomes. A decision would be made on 28th January 2020 
regarding recommending the proposal to Trust Board.  
 
Da Vinci Robot:   
The Committee approved the procurement of the Da Vinci Robot.      
 
CT from NHS Diagnostic Fund:   
The Committee supported the decision which was made.     
 

162.19 
 

Estate Strategy update 
The Director of Estates and Facilities informed the Committee that progress was being made 
on capital schemes. A new PFI governance structure had been implemented and had been 
aligned with Trust-wide systems. Trust Board would be given visibility of decisions as they 
arose on the basis of appropriate prioritisation. This would be based on a consideration as to  
whether the Board should be informed or was being asked to make a decision and whether the 
risk needed to be seen and understood at Board level.    
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COMMITTEE GOVERNANCE REPORT 
TO TRUST BOARD 

 

Agenda 
item 

Items for escalation to the Trust Board: 

 None on this occasion 

 
Agenda 
item 

Recommendations: 

 None on this occasion 
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FINANCE & INFRASTRUCTURE COMMITTEE 

A G E N D A 
Monday 16th December 2019  

1pm – 4pm  
Trust HQ Meeting Room, Level F, Queen Alexandra Hospital  

 

Agenda 
Item no. 

Agenda Item Decision/ 
Discuss/ 
Approval/ 

Noting/ 
Information  

Encl. Time Lead 

155.19 Welcome and Apologies 
 

Noting No 1.00 Chair 
 

156.19 Conflicts of interest  
 

Noting No 1.02 Chair 

157.19 Minutes from 26th November 2019 
 

Approval Yes 1.05 Chair 

158.19 Action Log from 26th November 2019 
 

Discussion/ 
decision 

Yes 1.10 Chair 

159.19 Lead Executive Summary  
 

Discussion/ 
Noting 

Yes 1.15 CFO  

160.19 
 

 

Finance 
1. Month 8 Finance Report  
2. 2019/20 Full year forecast update 
3. Capital Expenditure update 
4. Service Line Reporting / PLICS 

 

Discussion/ 
Noting 

 
 

 
 

 
Yes 

To follow 

Yes 
Yes 

 

1.35 
 
 

 

 
DDF 
DDF 
DDF 
HFP 
 

161.19 Investment 
1. Annual Operating Plan: progress update 
2. Contracts Register 
3. Business Case Review Sub-Committee 
4. Endoscopy scopes 
5. SWASH Radiology Information Service 
6. SWASH Data Warehouse 
7. Da Vinci Robot  
8. CT from NHS Diagnostic Fund 

 

Discussion/ 
Noting 

 
Yes 

Verbal 
Yes 
Yes 
Yes 

To follow 

Yes 
Yes 

 

2.35  
DSP 
DPCS 
DSP 
COO 
COO 
COO 
DSP 
CFO 

162.19 Infrastructure 
1. Estate Quarterly Report  
2. Sub Committee feedback for noting 

 Capital Priorities Sub-Committee 
 Estates and Facilities Committee  
 IT Committee 

Discussion/ 
Decision 

 
Yes 

 
Yes 
Yes 
Yes 

 

3.10  
DEF 
 
DEF 
DEF 
DSP 
 

163.19 Committee Admin 
1. Work plan – to be reviewed and consideration given 

to the next agenda 
2. Receipt of Board Assurance Framework 

 

 
 

Decision 
 

 

 
Yes 

 
Yes 

 

3.40 
 

 
Chair 
 
Chair 
 

164.19 Additions to the Board Assurance Framework and/or 
Risk Register,  and for referring to the Audit Committee 
– The Committee is asked to consider whether in light of matters 
discussed at the meeting any further additions should be made to the 
Board Assurance Framework and/or Risk Register, and should any  items 
be referred to the Audit Committee 

Decision Yes 3.45 Chair 

165.19 Any Other Business 
 

Discussion No 3.50 Chair 

166.19 Items to be raised with the Trust Board 
 

Decision No 3.55 Chair 

167.19 Date of Next Meeting: 
Extraordinary meeting: Monday 13th January 2020 (12 – 
1pm), E Level Boardroom, Education Centre, Level E, QAH 
Tuesday 28th January 2020 (1pm – 4pm),  
E Level Boardroom 

Noting No 4.00 Chair 
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Enc. 3a 3b 4 

Enc. 3a 3b 4   

 
Title of report FREEDOM TO SPEAK UP 

 
Board / 
Committee 

WORKFORCE AND ORGANISATIONAL DEVELOPMENT COMMITTEE –  
22ND JANUARY 2020 
 

Agenda item 
number 

018.20 

Executive lead Lois Howell – Director of Governance and Risk 

Author Jenny Michael – Freedom to Speak Up Guardian 

Date report 
written 

14th January 2020 

Action required Discussion / Noting 

Executive 
summary 

This report will outline the progress, successes and challenges of the FTSU 
agenda for Q2 (July – Sept 2019) in line with DATA submission for the national 
Guardians Office. 
 
Q3 DATA due for submission to NGO end of January 2020 
Q4 DATA due for Submission to NGO end of April  
The late collection is due to an update of DATA systems within the NGO office. 
 
In order to try coincide reporting with DATA collection the next report due in Aril 
2020 will contain the overall DATA for 2019/20 
  
The Freedom To Speak Up Guardian and advocates continue to undertake 
regular activities across the organisation including training for a variety of staff 
groups across the organisation(1.0) 
 
A total of 14 concerns were raised during this period which was significantly 
lower than Q1. This however does not give cause for concern at this stage. 
 
2 anonymous concerns were raised via DATIX during this period. 
 
2 concerns were raised relating to patient safety, however these were 
predominantly related to resourcing that individuals felt impacted on the delivery 
of patient care. In all of these cases information was shared with the relevant 
areas for review and feedback to individuals/teams concerned. 
 
A number of new documents / publications have been release by the National 
Guardians office, which include, a revised Self review tool for boards, a Freedom 
to Speak Up index (4.0). The FTSUG will review these and ensure that any 
identified recommendations or key learning  forms part of the  ongoing action 
plan and 2019 priorities 
 
 
 

Enclosure Number 

13 

 

Page 136 of 248



  

 
Benchmarking FTSU against other Trusts of similar size is challenging because of 
the nature and set up of FTSU arrangements in each organisation differs greatly, 
however a small selection of Trust have been compared based on Q2 DATA(3.0). 
There is no significant indication that PHT falls outside of any figures reported as 
comparison. 
 
Freedom to Speak up background and PHT arrangement for FTSU are detailed in 
Appendix A. 
 

Appendices 
attached 

Appendix A – Freedom to Speak Up background and arrangements at the Trust. 
 
 

Recommendations The Committee is recommended to note the report. 
 

Next steps There are no prescribed actions resulting from the consideration of this report. 
 

Links to Corporate Objectives (Please ) 

 

 

 

 

 

 

 

 

 

 

  
 

   

CQC Domains (Please ) 

Safe 
 

Effective Caring Responsive Well-Led 

 

 
   

Links to Board 
Assurance 
Framework 

There are no matters reported to Freedom to Speak Up which require additions 
to the Board Assurance Framework. 

Links to Board Risk 
Register 

There are no matters reported to Freedom to Speak Up which require additions 
to the Board Risk Register. 

Compliance / 
Regulatory 
Implications 

Freedom to Speak Up was initiated in 2014 following a review by Sir Robert 
Francis and is overseen by NHS Improvement. 

Quality Impact 
Assessment 

No additional impact on quality arising from this quarter’s report. 
 

Equality Impact 
Assessment 

No additional equality implications arising from this quarter’s report. 
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Glossary 

 

1. FTSU Activities Q2 

 The FTSU Guardian continues to provide support and guidance across the organisation to a 
variety of staff groups and teams. Periodical walkabouts are undertaken throughout the 
Trust by both the Guardian and Advocates to raise awareness. FTSU sessions delivered for 
paediatric admin staff 

 FTSU representation at BAME meetings 

 FTSU sessions delivered at 7 corporate induction days for new starters 

 FTSU presentation London for HSJ awards  

 Regional FTSU meeting 

 FTSU stand at Hospital open day 
 

 

2. Speaking up DATA 

FTSUG’s are required to keep records of all cases with which they have had dealings in their role as 

Guardian. This includes those that have raised concerns with advocates. Data is collected from the 

FTSUG’s on a quarterly basis, collated and publicised on the CQC website. 

 2.1 National DATA  

Q2 data headlines from Trusts 

 3,486 cases were raised to Freedom to Speak Up Guardians / ambassadors / champions 

 846 of these cases included an element of patient safety / quality of care 

 1,246 included elements of bullying and harassment 

 127 related to incidents where the person speaking up may have suffered some form of 

detriment 

 455 anonymous cases were received 

 2 organisations did not receive any cases through their Freedom to Speak Up Guardian 

 202 out of 226 NHS trusts sent returns 

2.2 PHT DATA Q2 

Throughout the year communication of the FTSUG and Advocates and the promotion of the service 

has been influential on the number of cases that have been seen to date. 

FTSU Freedom to Speak up 

FTSUG Freedom to Speak Up Guardian 

NGO National Guardians Office 

NHSi NHS Improvement 

NED Non-executive Director 
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The figures detailed below are representative of those that have been recoprded for Q2 (July - Sept 

2019). These figueres will be submitted to the NGO once the new DATA submission process is 

complete. 

A total of 16 concerns have been raised. 14 direct via Freedom to Speak Up and two that were raised 

anonymously via DATIX .  Whilst this is significantly lower that Q1, it is acknowledged that Q1 was 

significantly high owing to the ‘collective’ group of 16 that met with FTSU to share concerns – these 

are recorded, in line with NGO requirements as individual contacts. 

2.2 a) Cases by staff group 

 

2.2 b) Cases per division 

 

2.2 c) Anonymous cases per division 
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2.2 d) Cases by type 

 

Key themes from ‘other’ category 

 Management of sickness absence and lack of engagement with supporting OH 

recommendations for reasonable adjustments 

 Flexible working 

 Performance management 

 Work life balance 

 Exit interviews 

2.2 e) Case status Q2 concerns 

 Closed 10 

 Ongoing 4 

2.2 f) Total cases to date seen by FTSUG & Advocates 

Whilst the FTSGU sees a significant number of the cases the FTSU Advocates provide a crucial role in 

providing support and guidance at a local level. Currently there are 20 Advocates within the team. 

 

Whilst the FTSGU sees a significant number of the cases the FTSU Advocates provide a crucial role in 

providing support and guidance at a local level. Without the network of Advocates the additional 

workload for the FTSUG would be significant. 
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2.2 g) Percentage of cases based on headcount of staffing groups 

  Total #   

Staff group     

Add Prof Scientific and Technic 304 0.99% 

Additional Clinical Services 1793   

Administrative and Clerical 1445 0.28% 

Allied Health Professionals 389 0.51% 

Estates and Ancillary 9   

Healthcare Scientists 231   

Medical and Dental 1237   

Nursing and Midwifery Registered 2345 0.17% 

Students 2   

Grand Total 7755 0.18% 

 

Like many Trusts the cases that go through the FTSU route to raise concerns are very broad. The 

numbers of patient safety concerns, raised via this route continues to remain low in comparison to 

those that are related to behaviours or other organisational factors. 

Those that are classified as other vary in their nature with the top themes being: 

 Sickness absence management 

 Role clarity 

 Work- life balance 

 Environment/working conditions 

Almost all of these concerns are either appropriately managed with support at a local level or given 

appropriate support and guidance in line with relevant trust policies. 

Of the patient safety concerns that have been raised one was resolved, two are being managed as 

part of a wider scope of safer staffing and the fourth is undergoing a clinical audit. 

Incidents relating to behaviours are managed in line with PHT bullying & harassment and grievance 

policies. 

3.0 Benchmarking based on Q2 DATA 

It is difficult to benchmark FTSU DATA against other Trusts because Trusts throughout the country 

will have different set ups for their FTSU agenda. For example: 

 Some may have full time FTSUG’s 

 Others will like us have a network of FTSU champions / advocates 

 There are differences in number of sites FTSUG’s have to work across 
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The table below gives a brief indicator of a selection of NHS Acute Trusts that are deemed as 

medium in size. The figures were taken from Q2 2019/20 DATA submission to the NGO. 

NHS Acute Trust 
Based on medium between  
5,000 & 10,000 staff 

Total 
Cases 

Raised 
Anonymously 

Element of 
patient 
safety 

Element of 
bullying or 
harassment 

Suffering 
detriment 

Brighton & Sussex 12 0 0 2 1 

Dartford & Gravesham 21 0 2 11 0 

East Lancashire 15 0 5 5 0 

Hampshire Hospitals 15 0 1 2 1 

Northwest Anglia 31 12 10 10 0 

Oxford 4 0 0 4 4 

Portsmouth Hospitals 16 2 2 3 0 

 

4.0 Recent publications for review from NHSi and national Guardians Office 

The following publications have recently been released from the national Guardians office and NHSi: 

 Updated self review tool and Guidance for Boards on Freedom to Speak Up 

 Freedom to Speak Up Index Report 

 Prescribed Persons report 2019 

 National Guidelines for the delivery of FTSU training in the Health sector 

All of these will be reviewed and subsequent recommended actions required will form part of the 

ongoing FTSU action plan for the year. 

5.0 Key priorities for 2020 

 To review and support the board to complete the updated FTSU self review tool 

 To analyse the FTSU index produced by the National Guardians office 

 To review the training recommendations as set out by NHS 

 To ensure that the FTSU agenda does not lose momentum and that staff continue to be 

encouraged and supported to raise concerns within the workplace 

 To review the points of access to raising concerns with a view to one centralised point if 

agreed 

 To ensure that there is better triangulation of information between FTSU, HR, BAME, Aquilis, 

patient safety to enable the Trust to identify specific areas or departments of concern – 

FTSU now forms part of the quality heatmap 

6.0 Challenges 

There have been no significant challenges to note over this period. General challenges that all FTSUG 

have include: 

 Ensuring there is adequate support and guidance for staff who do not hold union 

membership for matters related to their employment. 

 Empowering staff to take forward concerns of poor behaviour 
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7.0 Feedback on the use of FTSU service 

Feedback from those that have access the service continues to be positive, with no negative 

responses to date. Examples of feedback include: 

 ‘’I just wanted someone to listen to me – thank you’ 

 ‘I felt really well supported’ 

 ‘I feel more positive that our culture is changing’ 

 ‘I feel like a weight has been lifted from my shoulders’ 

 ‘I have been really well supported’ 

 ‘I was given confidence to take some actions forward’ 

 

“I felt very overwhelmed by my circumstances, I found trying to find out about my rights 

really difficult and I was under quite a lot of stress in my workplace. After speaking with 

Jenny it put my mind at ease and I felt so much more supported I was able to continue 

working as the stress nearly made me very ill”.  

8.0 Other progress to date 

On the commencement of post the FTSUG developed an action plan to promote the service and 

insure that PHT is in line with recommendations from NGO and NHSI, progress against the plan has 

remained well on target. 

8.1 FTSU training/awareness 

FTSU Training continues to be delivered to all new starters as part of our induction training, is also 

included in the setting direction sessions for new nursing staff and is part of the annual essential 

update. The FTSUG and advocates continue to deliver awareness sessions to all staff groups within 

departments as requested. FTSU is not yet included within junior doctors induction however the 

FTSUG attempts to attend as many of the induction days as possible to introduce herself and the 

team. 

PHT current compliance with FTSU is 93% 

8.2 Networking 

Excellent links have been made and continue with a variety of relevant groups including JCNC, trade 

union representatives, the BAME network group, culture change group and diversity & inclusion 

lead. 

8.3 Access to FTSU 

Staff can access FTSU by confidential email or by phone/mobile. In addition to this a means of 

reporting has recently been included within DATIX. This allows staff to raise a concern direct to the 

Guardian through the DATIX portal. This system gives the option to raise a concern anonymously. 

Concerns via DATIX are just starting to be raised with the majority of these being anonymous. 
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8.4 Contribution to cultural change 

The role of Freedom to Speak Up forms part of a wider move across the Trust to create an open and 

honest culture and as such the FTSUG and Advocates will continue to support and have input into 

the culture change programme. Many of the items that are brought to the FTSUG or Advocates are 

similar to those that were identified within phase 1 of the culture change programme EG: Work life 

balance, flexible working, HR policies and processes. 

8.5 Monitoring progress against best practice 

Alongside both regional and national FTSU meeting the FTSUG continues to share and learn from 

best practice across other organisations. 

The NGO over the past year has undertaken a number of case reviews within other NHS Trusts over 

the past year. 

When these reviews are published the recommendations are reviewed by the FTSUG to ensure that 

PHT are working towards or have in place items that have been identified as requiring improvement 

or action. Further details of case reviews and outcomes can be seen on the NGO web pages 
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9.0  FTSU Action Plan 2019 

 

Action Target  Date Measure of 
Success 

Update January Update June/July Update September/October 

To review and support the 

board to complete the updated 

FTSU self review tool 

 

January 2020 Self review 
completed and 
actions identified 
form part of 
2019/2020 action 
plan 

Transfer of 
previous 
completed self 
review tool to 
new format in 
progress 

  

To analyse the FTSU index 

produced by the National 

Guardians office 

 

January 2020 Key 
recommendations 
identified and 
included within 
2019/20m action 
plan. 
Improvements 
within key staff 
survey questions 
 

This will be 
reviewed 
alongside 2019 
staff survey 
results when 
published 

  

Review National Guidelines for 

the delivery of FTSU training in 

the Health sector 

 

July 2020 Evidence that 
FTSU in 
incorporated into 
all levels of 
training – 
particularly 
leadership & 
management 
across the 
organisation 
 

Training review 
is in progress 
awaiting 
training 
guidance to be 
published from 
NHSi 
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To continue to raise the profile 
of FTSU. working towards 
raising concerns being business 
as usual 
 

Continuous 
but reviewed 
alongside 
next staff 
survey 
results 

Evidence of 
increased 
reporting of 
concerns via 
guardian and 
other means such 
as DATIX. 
Improvement in 
staff survey key 
themes. Increase 
in key indicator 
scores within staff 
survey 

FTSU continues 
to be well 
promoted 
throughout the 
organisation 
with increased 
numbers of 
requests for 
department 
specific training 
for both raising 
and responding 
to concerns 

  

To further review the Raising 
Concerns Policy  
 

November 
2019 

Reviewed & 
ratified policy 
available to all 
staff 

Policy meets 
the 
requirement of 
NGO and is in 
line with NHSI 
standard 
template 

Policy will be 
reviewed in 2019 

As required 
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Appendix A 

FTSU Background 

Following on from the Mid Staffordshire NHS Foundation Trust public inquiry Sir Robert Francis 

made recommendations designed to make the culture of the NHS patient focused, open and 

transparent – one in which patients are always put first and their safety and the quality of their 

treatment are the priority. For this to succeed there needs to be recognition of the contribution staff 

can make to patient care through speaking up. 

In his speaking up review published in 2015 it set out 20 key recommendations that would enable 

organisations to foster a culture of safety with openness and transparency, where staff are valued 

and their concerns are listened to and acted upon. To support this NHS trusts were required, as part 

of the NHS standard contract, to have Freedom to Speak up Guardians in post by October 2016. 

 

The freedom to Speak Up (FTSU) Guardian works alongside Trust leadership teams to support the 

organisation in becoming a more open and transparent place to work, where all staff are actively 

encouraged and enabled to speak up safely. 

The Guardian provides independent, impartially and objective advice to all staff groups about the 

process of raising concerns at work, at any stage of raising a concern. 

 

Freedom to Speak Up Guardians help: 

 Protect patient safety and the quality of care 

 Improve the experience of workers 

 Promote learning and improvement 

By ensuring that: 

 Workers are supported in Speaking up 

 Barriers to speaking up are addressed 

 A positive culture of speaking up is fostered 

 Issues raised are used as opportunities for learning and improvement 

 

Portsmouth Hospital NHS trust (PHT) appointed its first Guardian to the role in late 2016. The post 

holder continued until stepping down in January 2018. 

Following an open application process the Trusts current Guardian was appointed in January 2018.   
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FTSU Arrangements PHT 

FTSU accountability arrangements and structure 

In line with NHSi and NGO recommendations the FTSU Guardian has direct access to both the Chair 

and the CEO. The Trust has a named executive lead and NED. 

CEO & Chair – Are accountable for ensuring that FTSU arrangements meet the needs of the staff 

within the Trust, that the annual report contains information about FTSU. Both the CEO and chair 

are key sources of advice and support for the Guardian and should meet with them regularly. The 

FTSUG and CEO meet on a monthly basis and the Guardian has access to meet with the chair as 

required. 

Exec Lead – Provides leadership and oversees the supportive arrangements for speaking up within 

the Trust. The FTSUG and named exec meet on a monthly basis. 

NED – Acts as an independent advisor and is available to the FTSUG and the CEO to seek second 

opinions and support in progressing complex matters. The independent NED also acts as an 

independent route between the Trust and any party who raises concerns. 

 

 

Other executive members and leads - The FTSUG has open and supported access to all other board 

members and Divisional Executive Leads as required. 

 FTSUG – In line with NGO recommendations was selected following an open application process and 

is responsible for: 

 Supporting any worker to raise concerns.  

 Collating and recording details of those that raise concerns for the purpose of learning and 

data collection 

 Provide a quarterly FTSU report to the Board and Workforce and Organisational Committee 

 Liaising with managers, human resources, staff bodies and union representatives as required 

ensuring that where workers raise concerns relevant to their employment that they are 

provided with appropriate guidance and support.  

 Sending quarterly data to the NGO office 

 Ensuring that the board are informed of areas of significant concerns or concerns that may 

have direct impact on patient safety or staff wellbeing. 

Freedom to 
Speak Up 
Guardian 

Trust Chair 

CEO 

Director of integrated 
Governance 

NED 

Freedom to Speak up 
Advocates 
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 Maintaining and developing mechanisms for raising concerns. 

 Proactively promoting a culture of speaking up 

 Undertake FTSU educational and awareness programmes throughout the organisation 

 Provide support and guidance to the FTSU Advocates 

FTSU Advocates 

To support the role of the FTSUG, a network of FTSU advocates have been developed across the 

organisation. There are currently 20 advocates in post from a variety of clinical and non-clinical 

backgrounds across a selection of grades, including our BAME staff group. A selection of the more 

experienced advocates are confident, with support, to oversee cases that come to them where as 

others hold more of a signposting role. The Advocates undertake these posts in a voluntary capacity 

and whilst they do not have protected time to undertake the role they are supported to participate 

by the departments in which they work, allowing them time to fulfil the role as required. 

The Guardian holds monthly meetings for the Advocates. These meeting provide opportunities for 

information sharing and learning alongside guidance, peer and emotional support. 

FTSU Regional Meetings 

The FTSUG attends the South East (west) regional meetings when they are held. These meetings 

provide the FTSUG with an excellent opportunity to form supporting links with other FTSUG’s within 

the region along with a mechanism for sharing ideas and best practice. Outcomes from these 

meetings are shared with the FTSU Advocates. 
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Committee: AUDIT COMMITTEE  

Date of Meeting: 13TH JANUARY 2020 

Meeting Receiving 
Report: 

TRUST BOARD – 29TH JANUARY 2020 

Chair: DAVID PARFITT 

Lead Officer: LOIS HOWELL – DIRECTOR OF GOVERNANCE AND RISK 

Agenda Item 
Number: 

020.20 

 
 

Appendix 1: Agenda 

 
Please see attached agenda (Appendix A) for details of the matters considered at the meeting. 
 
The Standing Orders, Standing Financial Instructions and an extract from the Reservation of Powers are 
also attached to this report.  
 

 
Agenda 
item 

Items of particular note: 

005.20 
 

External Audit: 

The draft external audit plan for 2020/21 was approved. 

0xx.19 
 

Internal Audit Draft Plan 2020/21: 

The draft was approved in principle, subject to minor amendments requested by TLT. The 
committee also sought further information on previous plans and their outcome to enable a 
more strategic view of the proposal. 

007.20 Internal Audit – Progress Report: 

The committee noted that completion of the plan within the financial year was expected. 

008.20 Internal Audit – Recommendations Tracker: 

The committee noted the updates provided. The dependence of progress in a number of 
recommendations on the implementation of the cyber security strategy was raised. An update 
on expected publication date for the cyber security strategy will be provided. 

The committee required an update to the tracker before the next meeting. 

009.20 Clinical Audit Plan Update: 

The committee noted that the delivery of the plan is broadly on track. 

 

Enclosure Number 

14 
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COMMITTEE GOVERNANCE REPORT 
TO TRUST BOARD 

 

Agenda 
item 

Items of particular note: 

010.20 Counter Fraud – Progress Report: 

The committee welcomed the update provided. 

011.20 United Kingdom departure from the EU – overseas patients income: 

The committee noted the description of processes in place to ensure recovery of charges from 
overseas patients not entitles to NHS treatment. 

012.20 Prime financial policies for renewal and approval Standing Orders and Standing Financial 
Instructions: 

The committee sought a clearer presentation of the changes to the Standing Order Policy and 
the Standing Financial Instructions. Revised versions will be circulated to committee members 
outside the meeting.  

The committee made no recommendations to the Board about whether or not the documents 
should be approved, but referred the decision to the Board itself.  The revised, annotated 
versions are attached for the Board’s consideration and approval. 

Reservation of Powers and Scheme of Delegation Policy: 

The committee agreed to recommend the revised policy to the Board, subject to the reservation 
to the Board of  

 the power to approve the annual report and accounts 
 the power to approve the annual quality account. 

 
Agenda 
item 

Items for escalation to the Trust Board: 

 None on this occasion. 

 
Agenda 
item 

Recommendations: 

012.20 The Audit Committee recommends that the Board adopts the revised Reservation of Powers / 
Scheme of Delegation, subject to the minor amendments: 

1) Reservation to the Board of the approval of the annual accounts 
2) Reservation to the Board of the approval of the quality accounts 

 

The Audit Committee recommends that the Trust Board considers the revised Standing Order 
Policy and the Standing Financial Instructions and determines whether or not these should be 
approved.  
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Audit Committee 
 

Monday 13th January 2020 
09:00 – 12:00 

E Level Boardroom, Education Centre, QAH 
 

  Encl Lead 

001.20 Welcome, Apologies for Absence, Declaration of Interests 
 

No Chair 
 

002.20 Any other business not raised in advance of the meeting 
 

No Chair 

003.20 Minutes from 14
th

 October 2019 
 

Yes Chair 

004.20 Action Log from 14
th

 October 2019 
 

Yes Chair 

005.20 External audit – 2019 – 20 Audit Plan 
 

Yes Ernst & Young 

006.20 Internal audit – draft plan proposal for 2020 – 21 
 

Yes TIAA 

007.20 Internal audit progress report 
 

Yes TIAA 

008.20 Internal audit – recommendations tracking 
 

Yes DGR 

009.20 Clinical audit plan update  
 

No DGR 

010.20 Counter fraud – progress report (2019 – 20 quarter 3) 
 

Yes CFS 

011.20 United Kingdom departure from European Union – overseas patients 
income 
 

Yes COO 
 

012.20 Prime financial policies for renewal and approval Yes HFA 
 

013.20 SFI compliance report Yes 
 

HFA 

014.20 Debt update and write off  Yes HFA 
 

015.20 Receipt of Board Assurance Framework Yes DGR 
 

016.20 Work plan Yes DGR 
 

017.20 Additions to the Board Assurance Framework and/or Risk Register – The 

Committee is asked to consider whether, in light of matters discussed at 
the meeting, any further additions should be made to the Board Assurance 
Framework and/or Risk Register 
 

No All 

018.20 Referrals from other committees and/or the Trust Board  
 

No DGR 

019.20 Any other business 
 

No All 

020.20 Date of Next Meeting: Monday 23
rd

 March 2020 9:00am,  
E Level Boardroom, Education Centre, QAH 

  

 Meeting Close 
Opportunity for discussions with internal and external auditors 
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STANDING ORDERS 

 
 

 
Version 12 

Name of responsible (ratifying) committee Trust Board 

Date ratified TBC 

Document Manager (job title) Head of Financial Accounting 

Date issued TBC 

Review date TBC 

Electronic location Management Policies 

Related Procedural Documents 
Standing Orders, Detailed Scheme of delegation, 
Reservation of Powers to the Board of Directors and 
Delegation of Powers. 

Key Words (to aid with searching) 

Standing Financial Instructions; SFIs;  Central financial 
control; Financial management; Financial policy; 
Directors of Finance; Management structure; 
Accountability; Legal liability; Financial audit; Risk 
management; Financial information systems; 
Budgetary control; Asset management; Gifts; 
Charitable funding. 

 
Version Tracking 

Version Date Ratified Brief Summary of Changes Author 

11 01/02/18 Updated to reflect new regulations and legislation L Williams 

10 02/06/16 Minor terminology updates Head of Financial 
Accounting 

9 28/11/13 Updating some terminology and new sections on 
eProcurement and electronic auctions. 

Head of Financial 
Accounting 
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QUICK REFERENCE GUIDE 

 
FOREWORD 

 
  NHS Trusts need to agree Standing Orders (SOs) for the regulation of 

their proceedings and business.  Regulation 19 of the NHS Trusts 
(Membership and Procedure) Regulations 1990 (SI(1990)2024) 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). The Codes of 
Conduct and Accountability (EL(94)40) require Boards to adopt  
schedules of reservation of powers and delegation of powers. 

   
  The above documents, together with Standing Financial Instructions, 

provide a regulatory framework for the business conduct of the Trust.  
They fulfil the dual role of protecting the Trust's interests and protecting 
staff from any possible accusation that they have acted less than 
properly. 

   
  The Standing Orders, Scheme of Reservation of Powers to the Board and 

Detailed Scheme of Delegation and Standing Financial Instructions 
provide a comprehensive business framework.  All executive and non-
executive directors, and all relevant members of staff, should be aware of 
the existence of these documents and, where necessary, be familiar with 
the detailed provisions. 

   
The Standing Orders incorporate provisions of the National Health 
Service Trusts (Membership and Procedure) Regulations 1990 
SI(1990)2024 as amended by SI(1990)2160 and SI(1996). 
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1.  INTRODUCTION 

 
Statutory Framework 

 
The Portsmouth Hospitals NHS Trust (the Trust) is a body corporate, which was established 
under the SI 1992 (2506) National Health Service Trust (Establishment) Order 1992 (the 
Establishment Order).  

  
 The principal place of business of the Trust is Queen Alexandra Hospital, Cosham.  
 
 NHS Trusts are governed by statute, mainly the National Health Service Act 2006, as amended 
by the Health and Social Care Act 2012 (the 2006 Act) and the National Health Service Act 1977 
(the 1977 Act and together with the 2006 Act, the NHS Acts). 

   
 The statutory functions conferred on the Trust are set out in the Acts and in the Trust's 

Establishment Order.  
 

 As a body corporate the Trust has specific 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 for Health and Social Care. The 
Trust also has a common law duty as a bailee for patients' property held by the Trust on behalf of 
patients.  

 
 The Membership and Procedure Regulations 1990 (SI(1990) 2024) requires the Trust to adopt 

Standing Orders (SOs) for the regulation of its proceedings and business.  The "Directions on 
Financial Management in England" issued under HSG(96)12 in 1996, require Health Bodies to 
adopt Standing Financial Instructions (SFIs) setting out the responsibilities of individuals.  These 
directions are not mandatory on NHS Trusts but Trusts are asked to observe them and, as a 
matter of good practice, ensure they meet the standards they lay down. 

  
 NHS Framework  

 
 In addition to the statutory requirements the Secretary of State through the Department of Health 

and Social Care issues further requirements and guidance, normally under cover of a circular or 
letter. Many of these are contained within the  Corporate Governance Framework Manual 
(Finance).  The manual also contains a list of the main statutes and legislation relevant to NHS 
Trusts.  Guidance is also issued by NHS England and Improvement. 

 
Included in the Manual are the Codes of Conduct and Accountability for NHS Boards.  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 (a scheme of delegation). The code also requires the 
establishment of audit and remuneration committees with formally agreed terms of reference.  
The Code of Conduct makes various requirements concerning possible conflicts of interest of 
Board directors. 

  
Also included in the Corporate Governance Framework Manual (Finance) is the Code of Practice 
on Openness in the NHS, which sets out the requirements for public access to information on the 
NHS. 

 
 
  

Delegation of Powers  
 

 Under the Standing Orders relating to the Arrangements for the Exercise of Functions (SO 6.3) 
the Board exercises its powers to make arrangements for the exercise, on behalf of the Trust, of 
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any of its functions by a committee or sub-committee appointed by virtue of SO 6.4 or by an 
officer of the Trust, in each case subject to such restrictions and conditions as the Board thinks fit 
or as the Secretary of State may direct.  Delegated Powers are covered in a separate document 
(Reservation of Powers to the Board and Delegation of Powers). That document has effect as if 
incorporated into the Standing Orders.  

 
 

2. PURPOSE 

Standing Orders set out the composition and responsibilities of the Board of Directors and the 
code of conduct to which it should comply. They also set out how Board business should be 
conducted and contain the Trust’s rules in relation to procurement and tendering.  They should 
be used in conjunction with the Standing Financial Instructions, Reservation of powers to the 
Board and Delegation of Powers and the Detailed Scheme of Delegation adopted by the Trust, 
all of which have effect as if incorporated in these Standing Orders. 

 
3. SCOPE 

 
3.1 Standing Orders provide a regulatory framework for the business conduct of the Trust and 

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 procedure notes and the Code of Financial Procedures.  All financial 
procedures must be approved by the Chief Financial Officer. 

 
3.2 Should any difficulties arise regarding the interpretation or application of any of the Standing 

Orders then the advice of the Chief Financial Officer must be sought before acting.  The user of 
these Standing Orders should also be familiar with and comply with the provisions of the Trust’s 
Standing Financial Instructions. 

 
3.3 In the event of an infection outbreak, flu pandemic or major incident, the Trust recognises that it 

may not be possible to adhere to all aspects of this document. In such circumstances, staff 
should take advice from their manager and all possible action must be taken to maintain 
ongoing patient and staff safety. 

 

4. DEFINITIONS 

 
4.1 Save as permitted by law, at any meeting the Chair of the Trust shall be the final authority on the 

interpretation of Standing Orders on which they should be advised by the Chief Executive. 
 

4.2 Any expression to which a meaning is given in the NHS Acts or in the Regulations or Orders made 
under the Acts shall have the same meaning in this interpretation and in addition: 
 

  "ACCOUNTABLE  OFFICER" means the Officer responsible and accountable for funds entrusted to the 
Trust.  The Officer shall be responsible for ensuring the proper stewardship of public funds and 
assets.  For this Trust it shall be the Chief Executive. 

  "TRUST" means the Portsmouth Hospitals NHS Trust 
 

  "BOARD" means the Chair, executive directors and non-executive directors of the Trust collectively 
as a body  
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  "BUDGET" means a resource, expressed in financial terms, proposed by the Board for the purpose 
of carrying out, for a specific period, any or all of the functions of the Trust.  The budget should, 
wherever possible, be supported by budgets relating to workforce and activity. 

  "CHAIR" is the person appointed by the Secretary of State for Health and Social Care (delegated 
to NHS England & Improvement) to lead the Board and to ensure that it successfully discharges 
its overall responsibility for the Trust as a whole. The title, “the Chair of the Trust” shall be 
deemed to include the Deputy-Chair of the Trust if the Chair is absent from the meeting or is 
otherwise unavailable.  
 

  "CHIEF EXECUTIVE" means the chief officer of the Trust. 
 

"CHIEF FINANCIAL OFFICER" means the chief finance officer of the Trust advising the Board on 
financial matters. 
 

  "COMMITTEE" means a committee, group, or team appointed by the Trust. 
 

  "COMMITTEE MEMBERS" shall be persons formally appointed by the Trust to sit on or to chair specific 
committees.   
 

"DEPUTY-CHAIR" means the non-executive director appointed by the Trust to take on the Chair’s 
duties if the Chair is absent for any reason. 
 

  "DIRECTOR" means a person appointed as a director in accordance with the Membership and 
Procedure Regulations and includes the Chair. 

 
“Director of Governance and Risk” means a person appointed to provide advice to the Board 
and the Chair on corporate governance issues and to monitor the Trust’s compliance with the 
law, SOs, and Department of Health and Social Care guidance. 

  "ESTABLISHMENT ORDER" means the Portsmouth Hospitals National Health Service Trust 
(Establishment) Order 1992  (SI(1992)2506). 
 

  "FUNDS HELD ON TRUST" means those funds which the Trust holds at its date of incorporation, 
receives on distribution by statutory instrument, or chooses subsequently to accept under powers 
derived under the NHS Acts . Such funds may or may not be charitable. 
 

  "MEMBERSHIP AND PROCEDURE REGULATIONS" means the National Health Service Trust 
(Membership and Procedure) Regulations 1990 (SI(1990) 2024) and subsequent 
amendments. 

   

  "MOTION" means a formal proposition to be discussed and voted on during the course of a 
meeting. 
 

Page 159 of 248



Standing Orders Policy 
Version: 11 
Issue Date: 08 June 2018 
Review Date: 30 November 2019 (unless requirements change) 

Page 7 of 29 

  "NOMINATED OFFICER" means an officer charged with the responsibility of discharging specific 
tasks within SOs and SFIs. 

 

  "OFFICER" means an employee of the Trust or any other person holding a paid appointment or 
office with the Trust. 
 

  "SFIS" means Standing Financial Instructions. 
 

  "SOS" means Standing Orders. 

  
 The use of the masculine gender shall be interpreted to cover the feminine. 

 
5. DUTIES AND RESPONSIBILITIES 

 
5.1 The Board will function as a corporate decision making body, Executive 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. 

 
5.2 Executive Directors 

The Executive Directors shall exercise their authority within the terms of these Standing Orders 
and Detailed Scheme of Delegation. 

 
5.3 Chief Executive 
 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 Accountable 
Officer Memorandum for Trust Chief Executives. 

 
5.4 Chief Financial Officer 
 The Chief Financial Officer shall be responsible for the provision of financial advice to the Trust 

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. 

 
5.5 Non-Executive Directors 
 The Non-Executive Directors shall not be granted nor should 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 that has 
delegated powers. 

 
5.6 Chair 
 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. 

 
 The Chair shall liaise with NHS England & Improvement over the appointment of Non-

Executive Directors and once appointed, shall take responsibility, either directly or indirectly, for 
their induction, their portfolios of interests and assignments and their performance. 

 
 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 
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information and advice being made available to the Board to inform the debate and ultimate 
resolutions. 

 
6. PROCESS 

 
6.1 THE TRUST 

   
6.1.1 All business shall be conducted in the name of the Trust. 

 
6.1.2 All funds received in trust shall be in the name of the Trust as corporate Trustee.  In relation to 

funds held on Trust, powers exercised by the Trust as corporate Trustee shall be exercised 
separately and distinctly from those powers exercised as a Trust. 

 
6.1.3 The Trust has the functions conferred on it by the NHS Acts (as detailed in Section 1 above) and 

by its Establishment Order. 
 

6.1.4 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 and Social Care.  Accountability for non-charitable funds held on 
Trust is only to the Secretary of State for Health and Social Care.  

 
6.1.5 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 "Scheme of Reservation and 
Delegation of Powers to the Board and Detailed Scheme of Delegation" and have effect as if 
incorporated into the Standing Orders. 

6.1.6 Composition of the Trust - In accordance with the Establishment Order and Membership 
and Procedure Regulations the composition of the Board of the Trust shall be: 

 
 The Chair of the Trust 
 5 Non-Executive Directors 
 5 executive directors including: 

- the Chief Executive (the Accountable Officer) 
- the Chief Financial Officer 

  - a medical or dental practitioner 
  - a registered nurse or midwife 

 
6.1.7 Appointment of the Chair and Directors - The Chair and Non-Executive Directors are 

appointed by the Secretary of State, delegated to NHS England &  Improvement.  The Trust 
shall appoint a committee, whose members shall be the Chair and Non-Executive Directors of 
the Trust whose function will be to appoint the Chief Officer as a director of the Trust.   

 
6.1.8 Terms of Office of the Chair and Directors - The regulations governing the period of tenure of 

office of the Chair and directors and the termination or suspension of office of the Chair and 
directors are contained in the Membership and Procedure Regulations. 

 
6.1.9 Appointment of Deputy-Chair and Senior Independent Director - For the purpose of 

enabling the proceedings of the Trust to be conducted in the absence of the Chair, the directors 
of the Trust may appoint a non-executive director from amongst them to be Deputy-Chair for 
such a period, not exceeding the remainder of his term as non-executive director of the Trust, as 
they may specify on appointing him.  The non-executive directors can nominate one from 
amongst them to act as the Senior Independent Director.    

 
6.1.10 Any non-executive director so elected may at any time resign from the office of Deputy-Chair or 

that of Senior Independent Director by giving notice in writing to the Chair and the directors of the 
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Trust may thereupon appoint another non-executive director as Deputy-Chair in accordance with 
paragraph 6.1.9. 

 
6.1.11 Powers of Deputy-Chair - Where the Chair of an NHS Trust has died or has otherwise ceased 

to hold office or where he has been unable to perform his duties as Chair owing to illness, 
absence from England and Wales or any other cause, references to the Chair in the Schedule to 
these Regulations shall, so long as there is no Chair able to perform his duties, be taken to 
include references to the Deputy-Chair.  

 
6.1.12 Joint Directors - Where more than one person is appointed jointly to a post in the Trust which 

qualifies the holder for executive directorship or in relation to which an executive director is to be 
appointed, those persons shall become appointed as an executive director jointly, and shall 
count for the purpose of Standing Order 6.1.6 as one person. 

 
6.2. MEETINGS OF THE TRUST  
 
6.2.1 Admission of the Public and the Press – The public and representatives of the press shall be 

afforded facilities to attend all formal meetings of the Board but shall be required to withdraw 
upon the Board resolving as follows: 

 
“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 1960) 
 
6.2.1.1 The Chair (or Deputy-Chair) shall give such directions as he thinks fit in regard to the 

arrangements for meetings and accommodation of the public and representatives of the 
press such as to ensure that the Board’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: 

 
“That in the interests of public order the meeting adjourn for (the period to be specified) to 
enable the Board to complete business without the presence of the public” (Section 1 (8) 
Public Bodies (Admission to Meetings) Act 1960). 

 
6.2.1.2 Nothing in these Standing Orders shall require the Board to allow members of the public 

or representatives of the press to record proceedings in any manner whatsoever, other 
than writing, or to make any oral report of proceedings as they take place without the 
agreement of the Board. 

 
6.2.2 Calling Meetings - Ordinary meetings of the Trust shall be held at such times and places as the 

Board may determine. 
 

6.2.3 The Chair may call a meeting of the Board at any time.  If the Chair refuses to call a meeting 
after a requisition for that purpose, signed by at least one-third of the whole number of directors, 
has been presented to him, or if, without so refusing, the Chair does not call a meeting within 
seven days after such requisition has been presented to him, at the Trust’s Headquarters, such 
one third or more directors may forthwith call a meeting. 

 
6.2.4 Notice of Meetings - Before each meeting of the Trust, a notice of the meeting, specifying the 

business proposed to be transacted shall be issued to every member so as to be available to 
members at least three clear days before the meeting. 

 
6.2.5 Lack of service of the notice on any director shall not affect the validity of a meeting. 
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6.2.6 In the case of a meeting called by directors in default of the Chair, the notice shall be signed by 
those directors and no business shall be transacted at the meeting other than that specified in 
the notice. 

 
6.2.7 Failure to serve such a notice on more than three directors will invalidate the meeting.  A notice 

shall be presumed to have been served at the time at which the notice would be delivered in the 
ordinary course of the post. 

  
6.2.8 Setting the Agenda - The Trust may determine that certain matters shall appear on every 

agenda for a meeting of the Trust and shall be addressed prior to any other business being 
conducted.  (Such matters may be identified within these SOs or following subsequent resolution 
shall be listed in an Appendix to the SOs.) 

  
6.2.9 A director desiring a matter to be included on an agenda shall make his request in writing to the 

Chair or Director of Governance and Risk at least 15 working days before the meeting, subject to 
SO 6.2.  Requests made less than 15 working days before a meeting may be included on the 
agenda at the discretion of the Chair. 

 
6.2.10 Chair of Meeting - At any meeting of the Trust, the Chair, if present, shall preside. If the Chair is 

absent from the meeting the Deputy-Chair, if there is one and he is present, shall preside. If both 
the Chair and Deputy-Chair are absent another non-executive director shall be chosen to preside 
by those other directors present.  

 
6.2.11 If the Chair is absent from a meeting temporarily on the grounds of a declared conflict of interest 

the Deputy-Chair, if present, shall preside.  If the Chair and Deputy-Chair are absent, or are 
disqualified from participating, another non-executive director shall be chosen to preside by those 
other directors present. 

 
6.2.12 Annual Public Meeting - The Trust will publicise and hold an annual public meeting in 

accordance with the NHS Trusts (Public Meetings) Regulations 1991 (SI(1991)482). 
 
6.2.13 Notices of Motion - A director of the Trust desiring to move or amend a motion shall send a 

written notice thereof at least 15 working days before the meeting to the Chair or Director of 
Governance and Risk, who shall insert in the agenda for the meeting all notices so received 
subject to the notice being permissible under the appropriate regulations.  This paragraph shall 
not prevent any motion being moved during the meeting, without notice on any business 
mentioned on the agenda subject to SO 6.2.17. 

 
6.2.14 Withdrawal of Motion or Amendments - A motion or amendment once moved and seconded 

may be withdrawn by the proposer with the concurrence of the seconder and the consent of the 
Chair. 

 
6.2.15 Motion to Rescind a Resolution - Notice of motion to amend or rescind any resolution (or the 

general substance of any resolution) which has been passed within the preceding 6 calendar 
months shall bear the signature of the directors who gives it and also the signature of 3 other 
directors.  When any such motion has been disposed of by the Trust, it shall not be competent 
for any director other than the Chair to propose a motion to the same effect within 6 months. 
 The Chair however may do so if he considers it appropriate.  

 
6.2.16 Motions - The mover of a motion shall have a right of reply at the close of any discussion on the 

motion or any amendment thereto. 
 
6.2.17 When a motion is under discussion or immediately prior to discussion it shall be open to a 

director to move: 
  
 • An amendment to the motion. 
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 • The adjournment of the discussion or the meeting. 
 • That the meeting proceed to the next business. (*) 
 • The appointment of an ad hoc committee to deal with a specific item of business. 

 • That the motion be now put. (*) 
• A motion resolving to exclude the public and press 

 
  * In the case of sub-paragraphs denoted by (*) above, to ensure 

objectivity, motions may only be put by a director who has not previously 
taken part in the debate.  

 
 No amendment to the motion shall be admitted if, in the opinion of the Chair of the meeting, the 

amendment negates the substance of the motion. 
 
6.2.18 Chair’s Ruling - Statements of directors made at meetings of the Trust shall be relevant to the 

matter under discussion at the material time and the decision of the Chair of the meeting on 
questions of order, relevancy, regularity and any other matters shall be observed at the meeting. 

 
6.2.19 Voting - Every question at a meeting may be determined by a majority of the votes of the 

directors present and voting on the question and, in the case of any equality of votes, the person 
presiding may have a second or casting vote.  The following members of the Board are voting 
members: 

 
Chair 

 Chief Executive 
 All Non-Executive Directors 
 Chief Financial Officer 
 The Medical Director 
 Chief Operating Officer 

     Chief Nurse 
 

6.2.19.1 All questions put to the vote shall, at the discretion of the Chair of the meeting, be 
determined by oral expression or by a show of hands.  A paper ballot may also be used 
if a majority of the directors present so request. 

 
6.2.19.2 If at least one-third of the directors present so request, the voting (other than by paper 

ballot) on any question may be recorded to show how each director present voted or 
abstained.   

 
6.2.19.3 If a director so requests, his vote shall be recorded by name upon any vote (other than 

by paper ballot). 
 
6.2.19.4 In no circumstances may an absent director vote by proxy.  Absence is defined as being 

absent at the time of the vote. 
 
6.2.19.5 An officer who has been appointed formally by the Board to act up for an executive 

director during a period of incapacity or temporarily to fill an executive director vacancy, 
shall be entitled to exercise the voting rights of the executive director.  An officer 
attending the Board to represent an executive director during a period of incapacity or 
temporary absence without formal acting up status may not exercise the voting rights of 
the executive director. An officer’s status when attending a meeting shall be recorded in 
the minutes. 

 
6.2.20 Minutes - The Minutes of the proceedings of a meeting shall be drawn up and submitted for 

agreement at the next ensuing meeting where they will be signed by the person presiding at it. 
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6.2.20.1 No discussion shall take place upon the minutes except upon their accuracy or where 
the Chair considers discussion appropriate.  Any amendment to the minutes shall be 
agreed and recorded at the next meeting. 

 
6.2.20.2 Minutes shall be circulated in accordance with directors' wishes. Where providing a 

record of a public meeting the minutes shall be made available to the public (required by 
Code of Practice on Openness in the NHS). 

 
6.2.21 Joint Directors - Where a post of executive director is shared by more than one person: 

 
(a) both persons shall be entitled to attend meetings of the Trust: 
 
(b) either of those persons shall be eligible to vote in the case of agreement between them:  
 
(c) in the case of disagreement between them no vote should be cast; 

 
(d) the presence of either or both of those persons shall count as one person for the 

purposes of SO 6.2.29 Quorum. 
 

6.2.22 Suspension of Standing Orders - Except where this would contravene any statutory provision 
or any direction made by the Secretary of State, any one or more of the Standing Orders may be 
suspended at any meeting, provided that at least two-thirds of the Board are present, including 
one executive director and one non-executive director, and that a majority of those present vote 
in favour of suspension. 

 
6.2.23 A decision to suspend SOs shall be recorded in the minutes of the meeting. 

 
6.2.24 A separate record of matters discussed during the suspension of SOs shall be made and shall 

be available to the directors. 
 

6.2.25 No formal business may be transacted while SOs are suspended. 
 

6.2.26 The Audit Committee shall review every decision to suspend SOs. 
 

6.2.27 Variation and Amendment of Standing Orders - These Standing Orders shall be amended 
only if: 

 
 • a notice of motion under Standing Order 6.2.13 has been given; and 
 • no fewer than half the total of the Trust’s Non-Executive Directors vote in favour of 

amendment; and 
 • at least two-thirds of the directors are present; and 
 • the variation proposed does not contravene a statutory provision or direction made by the 

Secretary of State. 
 

6.2.28 Record of Attendance - The names of the directors present at the meeting shall be recorded in 
the minutes. 

 
6.2.29 Quorum - No business shall be transacted at a meeting of the Trust unless at least one-third of 

the directors are present including at least one executive director and one non-executive director. 
 
6.2.30 An officer in attendance for an executive director but without formal acting up status may not 

count towards the quorum. 
 

6.2.31 If a director has been disqualified from participating in the discussion on any matter and/or from 
voting on any resolution by reason of the declaration of a conflict of interest (see SO 6 or 7) he 
shall no longer count towards the quorum.  If a quorum is then not available for the discussion 
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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. The above requirement for at least one 
executive director to form part of the quorum shall not apply where the executive directors are 
excluded from a meeting (for example when the Board considers the recommendations of the 
Remuneration Committee). 

 
6.3. ARRANGEMENTS FOR THE EXERCISE OF FUNCTIONS OTHER THAN AT MEETINGS 

OF THE BOARD 
 

6.3.1 Subject to SO 6.1.7 and such directions as may be given by the Secretary of State, the Board 
may make arrangements for the exercise, on behalf of the Trust, of any of its functions by a 
committee or sub-committee, appointed by virtue of SO 6.4.1 or 6.4.2 below or by a director or 
an officer of the Trust in each case subject to such restrictions and conditions as the Board 
thinks fit.  The Board may also exercise its powers by written resolution, as indicated below at 
6.3.2 

 
6.3.2 Written Resolution – Subject to the exclusions and procedural requirements and procedural 

requirements cited below, the Board may exercise its decision making powers outside of a 
formal meeting of the Board by written resolution. 

 
6.3.2.1 This power may only be exercised if a majority of voting members of the Board agree, at a 

meeting of the Board, to its later use in specified circumstances. 
 
6.3.2.2 Agreement to use of the power, and voting on a motion by written resolution, may be indicated 

by e-mail but must be followed up by signed hard copy. 
 
6.3.2.3 A written resolution can take effect immediately upon receipt of all votes (or indications of 

abstentions) to be cast by Directors participating in the vote. 
 
6.3.2.4 The provisions of paragraph 6.2.19 ‘Voting’ apply to decisions made by written resolution. 
 
6.3.2.5 The passing of a motion by written resolution must be recorded at the next full meeting of the 

Board. 
 
6.3.2.6 The power to make a decision by written resolution must not be used as a means to avoid the 

Board’s obligation to make decisions in public. 
 
6.3.3 Emergency Powers - The powers which the Board has retained to itself within these Standing 

Orders (SO 6.1.5) may in emergency 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 the Chair shall be reported to the next formal meeting of the Board for 
ratification. 

 
6.3.4 Delegation to Committees - The Board shall agree from time to time to the delegation of 

executive powers to be exercised by committees or sub-committees, which it has formally 
constituted. The Board shall approve the constitution and terms of reference of these 
committees, or sub-committees, and their specific executive powers. 

 
6.3.5 Delegation to Officers - Those functions of the Trust which have not been retained as reserved 

by the Board or delegated to an executive committee or sub-committee shall be exercised on 
behalf of the Board by the Chief Executive. The Chief Executive shall determine which functions 
he will perform personally and shall nominate officers to undertake the remaining functions for 
which he will still retain accountability to the Board.  
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6.3.6 The Chief Executive shall prepare a Scheme of Delegation identifying his proposals which shall 
be considered and approved by the Board, subject to any amendment agreed during the 
discussion. The Chief Executive may periodically propose amendment to the Scheme of 
Delegation, which shall be considered and approved by the Board as indicated above.  

 
6.3.7 Nothing in the Scheme of Delegation shall impair the discharge of the direct accountability to the 

Board of the Chief Financial Officer or other executive director to provide information and advise 
the Board in accordance with any statutory requirements.  

 
6.3.8 The arrangements made by the Board as set out in the "Reservation and Delegation of Powers 

to the Board of Directors and Detailed Scheme of Delegation " shall have effect as if 
incorporated in these Standing Orders. 

 
6.4. COMMITTEES 

 
6.4.1 Appointment of Committees - Subject to SO 6.1.7 and such directions as may be given by the 

Secretary of State, the Trust may and, if directed by him/her, shall appoint committees of the 
Trust, consisting wholly or partly of directors of the Trust or wholly of persons who are not 
directors of the Trust. 

 
6.4.2 A committee appointed under SO 6.4.1 may, subject to such directions as may be given by the 

Secretary of State or the Trust appoint sub-committees consisting wholly or partly of members of 
the committee (whether or not they include directors of the Trust) or wholly of persons who are 
not members of the Trust committee (whether or not they include directors of the Trust). 

 
6.4.3 The Standing Orders of the Trust, as far as they are applicable, shall apply with appropriate 

alteration to meetings of any committees or sub-committee established by the Trust. 
 

6.4.4 Each such committee or sub-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. Such 
terms of reference shall have effect as if incorporated into the Standing Orders. 

 
6.4.5 Committees may not delegate their executive powers to a sub-committee unless expressly 

authorised by the Board. 
 

6.4.6 The Board shall approve the appointments to each of the committees, which it has formally 
constituted. Where the Board determines that persons, who are neither directors nor officers, 
shall be appointed to a committee, the terms of such appointment shall be determined by the 
Board subject to the payment of travelling and other allowances being in accordance with such 
sum as may be determined by the Secretary of State with the approval of the Treasury (see NHS 
& CC Act Sch 2 para 9). 

 
6.4.7 Where the Trust 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 Trust such appointment shall be made in accordance with the regulations 
laid down by the Secretary of State. 

 
6.4.8 The committees and sub-committees established by the Trust are:  
 

 Audit Committee (mandatory) 
 Appointments & Remuneration Committee (mandatory) 
 Finance and Infrastructure Committee 
 Quality & Performance Committee  
 Workforce & Organisational Development Committee 
 Charity Board of Trustees 
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Other advisory groups established to discharge the Board’s responsibilities include: 
 

 Trust Leadership Team 
 
6.4.9 Confidentiality - A member of a 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. 

 
6.4.10 A Director of the Trust or a member of a committee shall 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 shall resolve that it is 
confidential. 
 

6.5. DECLARATIONS OF INTERESTS AND REGISTER OF INTERESTS 
 

6.5.1 Declaration of Interests - The Code of Accountability requires Board directors to declare 
interests which are relevant and material to the NHS Board of which they are a director. All 
existing Board directors should declare such interests. Any Board directors appointed 
subsequently should do so on appointment. 

 
6.5.2 Interests which should be regarded as "relevant and material" are: 

 
 a) Directorships, including Non-Executive Directorships held in private companies or PLCs 

(with the exception of those of dormant companies). 
 b) Ownership or part-ownership of private companies, businesses or consultancies likely or 

possibly seeking to do business with the NHS. 
 c) Majority or controlling share holdings in organisations likely or possibly seeking to do 

business with the NHS. 

 d) A position of authority in a charity or voluntary organisation in the field of health and social 
care. 

 e) Any connection with a voluntary or other organisation contracting for NHS services. 
 

6.5.3 If Board directors have any doubt about the relevance of an interest, this should be discussed 
with the Chair or Director of Governance and Risk. 

 
6.5.4 At the time Board directors' 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. 

 
6.5.5 Board directors' directorships of companies likely or possibly seeking to do business with the 

NHS should be published in the Board's annual report. The information should be kept up to date 
for inclusion in succeeding annual reports. 

 
6.5.6 During the course of a Board meeting, if a conflict of interest is established, the Board director 

concerned should withdraw from the meeting and play no part in the relevant discussion or 
decision.  

 
6.5.7 There is no requirement for the interests of Board director' spouses or partners to be declared. 

Note however that SO 6.6 which is based on the Membership and Procedure regulations 
requires that the interest of directors' spouses and partners in contracts, if living together, should 
be declared. 

 
6.5.8 Register of Interests - The Chief Executive will ensure that a Register of Interests is established 

to record formally declarations of interests of directors. In particular the Register will include 
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details of all directorships and other relevant and material interests that have been declared by 
both executive and non-executive Board directors, as defined in SO 6.5.1. 

 
6.5.9 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. 
 
6.5.10 The Register will be available to the public and the Chief Executive will take reasonable steps to 

bring the existence of the Register to the attention of the local population and to publicise 
arrangements for viewing it. 

 
6.6. DISABILITY OF DIRECTORS IN PROCEEDINGS ON ACCOUNT OF PECUNIARY 

INTEREST 
 

The entire text of this section is based on the Membership and Procedure regulations. 
 

6.6.1 Subject to the following provisions of this Standing Order, if a director of the Trust has any 
pecuniary interest, direct or indirect, in any contract, proposed contract or other matter and is 
present at a meeting of the Trust at which the contract or other matter is the subject of 
consideration, he shall at the meeting and as soon as practicable after its 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. 

 
6.6.2 The Secretary of State may, subject to such conditions as he may think fit to impose, remove 

any disability imposed by this Standing Order in any case in which it appears to him in the 
interests of the National Health Service that the disability shall be removed. 

 
6.6.3 The Board may, by resolution duly moved seconded and carried, exclude a director from a 

meeting of the Trust while any contract, proposed contract or other matter in which he has a 
pecuniary interest, is under consideration. (Under Regulation 20 of the Membership and 
Procedure regulations Trusts may provide for such exclusion) 

 
6.6.4 Any remuneration, compensation or allowances payable to a director by virtue of paragraph 9 of 

Schedule 2 to the NHS & CC Act 1990 shall not be treated as a pecuniary interest for the 
purpose of this Standing Order. 

 
6.6.5 For the purpose of this Standing Order the Chair or a director shall be treated, subject to SO 

6.6.2 and SO 6.6.6, as having indirectly a pecuniary interest in a contract, proposed contract or 
other matter, if:  

 
 (a) he, or a nominee of his, is a director of a company or other body, not being a public body, 

with which the contract was made or is proposed to be made or which has a direct 
pecuniary interest in the other matter under consideration; 

  or 
 (b) he is a partner of, or is in the employment of a person with whom the contract 

was made or is proposed to be made or who has a direct pecuniary interest in the 
other matter under consideration; 

 
 and in the case of  persons living together the interest of one shall, if known to the other, be 

deemed for the purposes of this Standing Order to be also an interest of the other. 
 

6.6.6 A director shall not be treated as having a pecuniary interest in any contract, proposed contract 
or other matter by reason only: 

 (a) of his membership of a company or other body, if he has no beneficial interest in any 
securities of that company or other body; 
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 (b) of an interest in any company, body or person with which he is connected as mentioned 
in SO 6.6.5 above which is so remote or insignificant that it cannot reasonably be 
regarded as likely to influence a director in the consideration or discussion of or in voting 
on, any question with respect to that contract or matter. 

 
6.6.7 Where a director:  

 
 (a) has an indirect pecuniary interest in a contract, proposed contract or other matter by 

reason only of a beneficial interest in securities of a company or other body, and  
 

 (b) the total nominal value of those securities does not exceed £5,000 or one-hundredth of 
the total nominal value of the issued share capital of the company or body, whichever is 
the less, and  

 
 (c) if the share capital is of more than one class, the total nominal value of shares of any one 

class in which he has a beneficial interest does not exceed one-hundredth of the total 
issued share capital of that class,  

 
 this Standing Order shall not prohibit him/her from taking part in the consideration or discussion 

of the contract or other matter or from voting on any question with respect to it without prejudice 
however to his duty to disclose his interest. 

 
6.6.8 Standing Order 6.6 applies to a committee or sub-committee of the Trust as it applies to the 

Trust and applies to any member of any such committee or sub-committee (whether or not he is 
also a director of the Trust) as it applies to a director of the Trust. 

 
6.7. STANDARDS OF BUSINESS CONDUCT  

 
6.7.1 Policy - Staff must comply with the national guidance contained in HSG(93)5 `Standards of 

Business Conduct for NHS staff' and the Trust’s Standards of Business Conduct Policy.  The 
following provisions should be read in conjunction with this document. 

 
6.7.2 Interest of Officers in Contracts - If it comes to the knowledge of a director or an officer of the 

Trust that a contract in which he has any pecuniary interest not being a contract to which he is 
himself a party, has been, or is proposed to be, entered into by the Trust he shall, at once, give 
notice in writing to the Chief Executive of the fact that he is interested therein. In the case of 
married persons, or persons, living together as partners the interest of one partner shall, if known 
to the other, be deemed to be also the interest of that partner.  

 
6.7.3 An officer must also declare to the Chief Executive any other employment or business or other 

relationship of his, or of a cohabiting spouse or partner, that conflicts, or might reasonably be 
predicted could conflict with the interests of the Trust. Any interest so declared by staff should be 
entered in a register of interests of staff. 

 
6.7.4 In relation to the tendering of contracts, the sponsor, members of the Project Team and/or 

Evaluation Panel shall declare if they are subject to any conflict of interest. The Project Initiation 
Document and other procurement engagement documents shall reflect if any conflict exists and 
the actions taken by the Trust to mitigate the risks derivate of those conflicts 

 
6.7.5 Canvassing of, and Recommendations by, Directors in Relation to Appointments - 

Canvassing of directors of the Trust or members 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. 
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6.7.6 A director 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 Standing Order shall not 
preclude a director from giving written testimonial of a candidate's ability, experience or character 
for submission to the Trust. 

 
6.7.7 Informal discussions outside appointments panels or committees, whether solicited or 

unsolicited, should be declared to the panel or committee. 
 
6.7.8 Relatives of Directors or Officers - Candidates for any staff appointment shall when making 

application disclose in writing whether they are closely related to any director or the holder of any 
office under the Trust.  Failure to disclose such a relationship shall disqualify a candidate and, if 
appointed, render him/her liable to instant dismissal.   

 
6.7.9 The directors and every officer of the Trust shall disclose to the Chief Executive any relationship 

with a candidate of whose candidature that director or officer is aware.  It shall be the duty of the 
Chief Executive to report to the Trust any such disclosure made. 

 
6.7.10 On appointment, directors (and prior to acceptance of an appointment in the case of executive 

directors) should disclose to the Trust whether they are related to any other director or holder of 
any office under the Trust. 

 
Where the relationship of an officer or another director to a director of the Trust is disclosed, the 

Standing Order headed ‘Disability of directors in proceedings on account of pecuniary interest' 
(SO 6.6) shall apply. 

 
Relationships to which this order applies are those of husband/wife and partner or where either of the 

two or the spouse of either of them is the son or daughter or grandson or grand-daughter or 
brother or sister or nephew or niece of the other or of the spouse of the other. 

 
6.8. TENDERING AND CONTRACT PROCEDURE 
 
For specific information refer to the Expenditure and Procurement Procedural Document 

 
6.8.1 Duty to comply with Standing Orders and Local Policies - The procedure for making all 

contracts by or on behalf of the Trust shall comply with these Standing Orders (except where SO 
6.2.22 (Suspension of SOs) is applied), and shall be deemed to incorporate the Trusts SFIs.  
The Trusts Local Anti-Fraud, Bribery and Corruption policy shall also apply as appropriate. 

 
6.8.2 National Regulations Governing Public Procurement - Public Contracts Regulations 

(formerly known as OJEU) and related legislation promulgated by the Department of Health and 
Social Care prescribing procedures for awarding all forms of contracts shall have effect as if 
incorporated in these Standing Orders. 

 
6.8.3 The Trust shall comply as far, as is practicable with the requirements of the pre-contract 

procurement fraud and corruption guidance issued by NHS Protect in 2013. 
 
6.8.4 Prior to tenders being invited, it must be confirmed that funding approval has been granted by 

the relevant board or committee; the proposed goods, services or works have been adequately 
specified; as appropriate and any required statutory approvals have been obtained 

 
6.8.5 Formal Competitive Tendering (contract value of £50,000  inclusive of VAT or more) – 
  
6.8.5.1 General Applicability 
 
  The Trust shall ensure that competitive process is undertaken and tenders are invited for: 
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 -  the supply of goods, materials and manufactured articles; and 
 - for the tendering of services including all forms of managed services and consultancy services 

(other than specialised services sought from or provided by the DoH); and 
 
 -  for the design, construction and maintenance of building and engineering works (including 

construction and maintenance of grounds and gardens); and  
 
 - for disposals. 
 
6.8.5.2 Exceptions and instances where formal tendering don’t need to be applied 
 
 Formal tendering procedures need not be applied where: 
 
 (a) the estimated expenditure over the life of the contract or income of the projects is, or is 

reasonably expected to be, less than £4,999 (inclusive of VAT), Standing Financial Instruction re 
verbal and written quotation applies instead; 

 
 (b) the estimated expenditure over the life of the contract or income of the projects is, or is 

reasonably expected to be, from £5,000 to £49,999 (excluding VAT), Standing Financial 
Instruction re formal written quotations applies instead  

 
 
6.8.5.3 Formal tendering procedures may be waived by officers (and agreed with the Director of 

Procurement and Commercial services) to whom powers have been delegated by the Chief 
Executive without reference to the Chief Executive (except in (b) to (e) below) where: 

 
 (a) where the supply is proposed under special arrangements negotiated by the DoH in 

which event the said special arrangements must be complied with; or 
 

 (b) the timescale genuinely precludes competitive tendering. Failure to plan the work 
properly is not a justification for single tender; or 

 
 (c) specialist expertise is required and it is demonstrated that it is available from only one 

source; or 
 

 (d) the task is essential to complete the project, AND arises as a consequence of a recently 
completed assignment and engaging different consultants for the new task would be 
inappropriate; or 

 
 (e) there is a clear benefit to be gained from maintaining continuity with an earlier project. 

However in such cases the benefits of such continuity must outweigh any potential 
financial advantage to be gained by competitive tendering; or 

 
(f) where provided for in the Capital Investment Manual. 
 

6.8.5.4 The limited application of the single tender rules should not be used to avoid competition or for 
administrative convenience or to award further work to a consultant originally appointed through 
a competitive procedure.  

  
6.8.5.5  Where it is decided that competitive tendering is not applicable and should be waived by virtue of 

(b) to (e) above the fact of the waiver and the reasons should be documented and reported by 
the Chief Executive (if over £100,000) to the Board in a formal meeting, (if under £100,000 the 
Director of Procurement and Commercial Services will maintain this record). All tenders, 
including single tenders, should be subject to the appropriate NHS Conditions of Contract. 
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6.8.5.6 The waiving of competitive tendering procedures should not be used to avoid competition or 
 for administrative convenience or to award further work to a company originally appointed 
 through a competitive procedure. 

 
6.8.6 Fair and Adequate Competition 
 
 Except where SO 6.8.5.3, applies, the Board shall ensure that invitations to tender are sent to a 

sufficient number of firms/individuals to provide fair and adequate competition as appropriate, 
and in no case less than three firms/individuals, having regard to their capacity to supply the 
goods or materials or to undertake the services or works required. 

 
 
6.8.8 Contracting/Tendering procedures (specific information is contained on Appendix A) 
 

6.8.8.1 Verbal and written Quotations - are required under SFI 13 and where the intended 
expenditure or income (for the supplier or the Trust), is not expected to exceed £4,999. 
Competitive quotes are not required; however, a written quotation must be obtained from 
the preferred supplier 

 
6.8.8.2  Formal Written Quotations Where quotations are required under SFI 10.5 and where 

the intended expenditure or income (for the supplier or the Trusts is expected to be 
between £5,000 to £49,999  they should be obtained from at least three 
companies/individuals based on specifications or terms of reference prepared by, or on 
behalf of, the Board. 

 
6.8.9 Quotations should be in writing and, following the official process lead by the Procurement 

Department, subject to the appropriate NHS Conditions of Contract. No quotation shall be 
accepted which will commit expenditure in excess of that which has been allocated by the Trust 
and which is not in accordance with Standing Financial Instructions except with the authorisation 
of either the Chief Executive or Chief Financial Officer. 

 
6.8.10 All quotations should be treated as confidential and should be retained for inspection. 

 
6.8.11 The Chief Executive or nominated officer should evaluate the quotations and select that 

 which gives the best value for money (taking into account available weighting criteria). If this 
 is not the lowest then this fact and the reasons why the lowest quotation was not chosen 
 should be recorded. For competitive tendering exercises, a decision will be based on the 
 results of a pre-determined weighting criterion.  
 

6.8.12 The Chief Executive shall be responsible for ensuring that best value for money can be 
demonstrated for all services provided under contract or in-house. The Board may also 
determine from time to time that in-house services should be market tested by competitive 
tendering (SO 6.10). 

 
6.8.13 Private Finance - When the Board proposes, or is required, to use finance provided by the 

private sector the following should apply: 
 

 (a) The Chief Executive shall demonstrate that the use of private finance represents value 
for money and genuinely transfers risk to the private sector. 

 
 (b) Where the sum exceeds delegated limits, a business case must be referred to the 

appropriate Strategic Health Authority for approval or treated as per current guidelines. 
 

 (c) The proposal must be specifically agreed by the Trust in the light of such professional 
advice as should reasonably be sought in particular with regard to vires. 
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 (d) The selection of a contractor/finance company must be on the basis of competitive 
tendering or quotations. 

 
6.8.14 Contracts - The Trust may only enter into contracts within its statutory powers and shall comply 

with: 
 

 (a) these Standing Orders; 
 

 (b) the Trust's SFIs; 
 

 (c) EU Directives, National regulations and other statutory provisions;  
 

 (d) any relevant directions including the Capital Investment Manual, Medical Devices Policy  
and guidance on the Procurement and Management of Consultants; 

 
 (e) such of the NHS Standard Conditions of Contract as are applicable. 

 
 Where appropriate contracts shall be in or embody the same terms and conditions of contract as 

was the basis on which tenders or quotations were invited. 
 

6.8.15 In all contracts made by the Trust, the Board shall endeavour to obtain best value for money.  
The Director of Procurement and Commercial services shall nominate an officer who shall 
oversee and manage each contract on behalf of the Trust. 

 
6.8.16 Personnel and Agency or Temporary Staff Contracts - The Chief Executive shall nominate 

officers with delegated authority to enter into contracts for the employment of other officers, to 
authorise regrading of staff, and enter into contracts for the employment of agency staff or 
temporary staff. 

 
6.8.17 Healthcare Service Contracts - made between two NHS organisations for example with health 

authorities for the supply of healthcare services, may need to be procured as per procurement 
legislation and are subject to the provisions of the NHS and Community Care Act 1990, National 
Health Service Act 2006, and Health and Social Care Act 2012.  Such agreements do not give 
rise to contractual rights or liabilities but a dispute may be referred to Monitor 

 
6.8.18 The Chief Executive shall nominate officers with power to agree the provision of healthcare 

services with purchasers of healthcare.   
 
6.8.19 Cancellation of Contracts - Except where specific provision is made in model Forms of 

Contracts or standard Schedules of Conditions approved for use within the National Health 
Service and in accordance with Standing Orders 6.8.2 and 6.8.3, there shall be inserted in every 
written contract a clause empowering the Trust to cancel the contract and to recover from the 
contractor the amount of any loss resulting from such cancellation, if the contractor shall have 
offered, or given or agreed to give, any person any gift or consideration of any kind as an 
inducement or reward for doing or forbearing to do or for having done or forborne to do any 
action in relation to the obtaining or execution of the contract or any other contract with the Trust, 
or for showing or forbearing to show favour or disfavour to any person in relation to the contracts 
or any other contract with the Trust, or if the like acts shall have been done by any person 
employed by him or acting on his behalf (whether with or without the knowledge of the 
contractor), or if in relation to any contract with the Trust the contractor or any person employed 
by him/her or acting on his behalf shall have committed any offence under the Prevention of 
Corruption Acts 1889 and 1916 and other appropriate legislation. 

 
6.8.20 Contracts Involving Funds Held on Trust - contracts involving charitable funds shall comply 

with the requirements of the Charities Acts. The same procurement rules will apply to purchases 
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made from charitable funds and all whole life costing needs to be fully understood and agreed by 
the revenue budget holders prior to the item being purchased.    

 
6.9. DISPOSALS 

 
 Competitive Tendering or Quotation procedures shall not apply to the disposal of: 

 
 (a) any matter in respect of which a fair price can be obtained only by negotiation or sale by 

auction as determined (or pre-determined in a reserve) by the Chief Executive or his 
nominated officer; 

 
 (b) obsolete or condemned articles and stores, which may be disposed of in accordance with 

the policy of the Trust; 
 

 (c) items to be disposed of with an estimated sale value of less than £5, 000, this figure to be 
reviewed annually; 

 
 (d) items arising from works of construction, demolition or site clearance, which should be 

dealt with in accordance with the relevant contract; 
 
 (e) land or buildings concerning which DoH guidance has been issued but subject to 

compliance with such guidance. 
 

6.10. IN-HOUSE SERVICES 
 

6.10.1 In all cases where the Trust determines that in-house services should be subject to competitive 
tendering the following groups shall be set up: 

 
 (a) Specification group, comprising the Chief Executive or nominated officer(s) and 

specialist(s). 
 

 (b) In-house tender group, comprising representatives of the in-house team, a nominee of 
the Chief Executive and technical support. 

 
 (c) Evaluation group, comprising normally a specialist officer, a supplies officer and a 

Director of Finance representative. For services having a likely annual expenditure 
exceeding £500,000 a non-executive director should be a member of the evaluation 
team. 

 
6.10.2 All groups should work independently of each other but individual officers may be a member of 

more than one group.  No member of the in-house tender group may, however, participate in the 
evaluation of tenders. 

 
6.10.3 The evaluation group shall make recommendations to the Board. 

 
6.10.4 The Chief Executive shall nominate an officer to oversee and manage the contract. 

 
6.9. CUSTODY OF SEAL AND SEALING OF DOCUMENTS 

 
6.9.1 Custody of Seal - The Common Seal of the Trust shall be kept by the Director of Governance 

and Risk in a secure place and procedures for its release shall be maintained. 
 
6.9.2 Sealing of Documents - The Seal of the Trust shall not be fixed to any documents unless the 

sealing has been authorised by a resolution of the Board or of a committee thereof or where the 
Board has delegated its powers. Unless the Board otherwise direct the seal shall be affixed in 
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the presence of the Chair, or other Board member, and of the Chief Executive or other 
designated officer and it shall be attested by them as follows: 
 

“The Seal of the Portsmouth Hospitals NHS Trust was hereunto affixed in the presence of 
……………………..” 
 

6.9.3 Before any building, engineering, 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). 
  

6.9.4 Register of Sealing - An entry of every sealing shall be made and numbered consecutively in a 
book provided for that purpose, and shall be signed by the persons who shall have approved and 
authorised the document and those who attested the seal.  A report of all sealing shall be made 
to the Trust at least annuallyquarterly.  (The report shall contain details of the seal number, the 
description of the document and date of sealing). 

 
6.10. SIGNATURE OF DOCUMENTS 

 
6.10.1 Where the signature of any document will be a necessary step in legal proceedings involving the 

Trust, it shall be signed by the Chief Executive, unless any enactment otherwise requires or 
authorises, or the Board shall have given the necessary authority to some other person for the 
purpose of such proceedings. 

 
6.10.2 The Chief Executive or nominated officers shall be authorised, by resolution of the Board, to sign 

on behalf of the Trust any agreement or other document (not required to be executed as a deed) 
the subject matter of which has been approved by the Board or committee or sub-committee to 
which the Board has delegated appropriate authority. 

 
6.11. MISCELLANEOUS 

 
6.11.1 Standing Orders to be given to Directors and Officers - It is the duty of the Chief Executive to 

ensure that existing directors and officers and all new appointees are notified of and understand 
their responsibilities within Standing Orders and SFIs.  Updated copies 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 SOs. 

 
6.13.2 Documents having the authority of Standing Orders - Standing Financial Instructions and 

Reservation of Powers to the Board and Delegation of Powers shall have the effect as if 
incorporated into SOs. 

 
6.13.3 Review of Standing Orders - Standing Orders shall be reviewed bi-annually by the Trust. The 

requirement for review extends to all documents having the effect as if incorporated in SOs.  
 

6.14  Use of Electronic Tendering (e-tendering)  
 

The Trust shall use tendering procedures using electronic means, hereinafter referred to as e-
Procurement.  

 
6.15  Use of e-Procurement  
 

(i) The Director of Procurement and Commercial services or authorised member of staff, may 
conduct any tendering exercise or enter into any contract using e-tendering.  
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(ii) The Director of Procurement and Commercial services or authorised member of their staff, 
may only use e-tendering where:  
 
a) The e-tendering is to take place using a system approved by the Trust  
 
b) To do so would not significantly restrict or distort competition.  

 
6.16  Receipt and Custody OF TENDERS 

(i) No tender submitted using e-tendering will be considered unless it is received in the format 
requested by the Trust in the tender documents and at the electronic address specified by the 
Trust and unless it is received prior to the deadline for the receipt of tenders, as stated in the 
tender documents.  

 
(ii) The Director of Procurement and Commercial services or authorised member of their staff, 
shall ensure that each tender is kept unopened in a single secure electronic mailbox that 
cannot be opened before the deadline for the receipt of tenders.  
 
(iii) The system used must not allow the identity of the contractor submitting the tender to be 
revealed prior to the tender being opened after the deadline for the receipt of tenders.  
 
(iv) The Director of Procurement and Commercial services or authorised member of their 
staff, shall ensure that for each procurement project, the system used shall keep and, if 
required, produce a record showing the time and date of receipt of all tenders received.  
 
(v) Late tenders or tenders received in the wrong format or not at the notified address will not 
be considered as specified in the tender documents and they shall be returned to the tenderer 
with an explanation as to why that tender has not been considered.  

 
6.17  Opening of Tenders  
 

(i) All tenders for an e-tendering project shall be opened immediately one after the other 
during one session.  

 
6.18  Register of Tenders  
 

(i) Details of all tenders, which have been invited using e-tendering, will be entered in the 
Register of Tenders, held by the Director of Procurement and Commercial services  

 
6.19  ACCEPTANCE OF TENDERS 
 

Acceptance of tenders invited using e-tendering shall be made in accordance with Contract 
Standing Orders  

 
6.20  Use of Electronic Auctions  
 

The Trust at its discretion may, if the category of procured goods or service is suitable, use an 
electronic auction to obtain tender submissions as allowed by procurement legislation  

 
6.21. Tenders submitted by post 

 
6.21.1 Any tenders and tender processes that are requested to be submitted by post will be formally 

expressed by Procurement prior to any submission and Procurement process and will require 
Appendix A to be adhered to. 

 
7. TRAINING REQUIREMENTS 
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This document should be read in conjunction with the Trust’s, Reservation of Powers to the 
Trust Board, Standing Financial Instructions and Detailed Scheme of Delegation. 
 
 

8. REFERENCES AND ASSOCIATED DOCUMENTATION 

 
 NHS trust model standing orders, reservation and delegation of powers and standing financial 

Instructions  
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/
DH_4132059 
 

 Code of Accountability for Trust Boards –  
http://www.nhsbsa.nhs.uk/Documents/Sect_1_-_D_-_Codes_of_Conduct_Acc.pdf 
 
 

9. EQUALITY IMPACT STATEMENT 

 
Portsmouth Hospitals NHS Trust is committed to ensuring that, as far as is reasonably 
practicable, the way we provide services to the public and the way we treat our staff reflects 
their individual needs and does not discriminate against individuals or groups on any grounds. 
 
This policy has been assessed accordingly 
 
 
Our values are the core of what Portsmouth Hospitals NHS Trust is and what we cherish.  They 
are beliefs that manifest in the behaviours our employees display in the workplace.  
 
Our Values were developed after listening to our staff.  They bring the Trust closer to its vision 
to be the best hospital, providing the best care by the best people and ensure that our patients 
are at the centre of all we do. 
 
We are committed to promoting a culture founded on these values which form the ‘heart’ of our 
Trust: 
 
Respect and dignity 
Quality of care 
Working together 
Efficiency 
 
This policy should be read and implemented with the Trust Values in mind at all times. 
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10. MONITORING COMPLIANCE WITH PROCEDURAL DOCUMENTS 

 

 
This document will be monitored to ensure it is effective and to assure compliance. 

    
 

Minimum requirement  to 
be monitored 

Lead Tool Frequency of Report 
of Compliance 

Reporting arrangements Lead(s) for acting on 
Recommendations 

Internal Audit Head of 
Internal Audit 

Internal Audit Annually Policy audit  report to:  
 Audit Committee 

Head of Financial 
Accounting 

External Audit Statutory 
Auditor 

External Audit Annually Policy audit  report to: 
 Audit Committee 

Head of Financial 
Accounting 

Page 179 of 248



 

Standing Orders Policy 
Version: 11 
Issue Date: 08 June 2018 
Review Date: 30 November 2019 (unless requirements change) 

Page 27 of 29 

 
 
 
 
 
 

EQUALITY IMPACT SCREENING TOOL 

To be completed and attached to any procedural document when submitted to the 
appropriate committee for consideration and approval for service and policy 

changes/amendments. 

Stage 1 -  Screening  

 

Title of Procedural Document: Standing Orders Policy 
 

Date of assessment 01.02.2018 Responsible  
Department 

Finance 

Name of person 
completing 
assessment 

Lee Williams Job Title Head of Financial Accounting 

Does the policy/function affect one group less or more favourably than another on the 
basis of : 

 Yes/No Comments 

 Age No  

 Disability No  

 Gender reassignment No  

 Pregnancy and Maternity No  

 Race No  

 Sex No  

 Religion or Belief No  

 Sexual Orientation No  

 Marriage and Civil Partnership No  

If the answer to all of the above questions is NO, 
the EIA is complete. If YES, a full impact 
assessment is required: go on to stage 2, page 2 

 

  

More Information can be found be following the link 
below 
 
www.legislation.gov.uk/ukpga/2010/15/contents 
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Stage 2 – Full Impact Assessment 

What is the impact Level of 
Impact 

Mitigating Actions 

(what needs to be done to minimise / 
remove the impact) 

Responsible 
Officer 

  
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
  

 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

Monitoring of Actions 

The monitoring of actions to mitigate any impact will be undertaken at the appropriate level 
 
Specialty Procedural Document:  Specialty Governance Committee 
Clinical Service Centre Procedural Document: Clinical Service Centre Governance Committee 
Corporate Procedural Document: Relevant Corporate Committee 
 
All actions will be further monitored as part of reporting schedule to the Equality and Diversity 
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Committee 
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general update to job titles and organization names 

Head of Financial 
Accounting 
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QUICK REFERENCE GUIDE 
 
1. 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).  

  
2.  SFIs detail the financial responsibilities, policies and procedures adopted by 

the Trust.  They are designed to ensure that the Trust's financial transactions 
are carried out in accordance with the law and with Government policy in 
order to achieve probity, accuracy, economy, efficiency and effectiveness.  
They should be used in conjunction with the Reservation of Powers to the 
Board and the Scheme of Delegation adopted by the Trust. 

 
3.   These SFIs identify the financial responsibilities which 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. 

 
4. The failure to comply with SFIs and SOs can in certain circumstances 

be regarded as a disciplinary matter that could result in dismissal. 
 

5.  Overriding SFIs – 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 staff have a duty to disclose any non-compliance 
with these SFIs to the Chief Financial Officer as soon as possible. 
  

6. This document must be read in conjunction with: 
 

- Standing Orders 

- Scheme of Reservation and Delegation of Powers to the Board of 
Directors and Detailed Scheme of Delegation 

- Code of Financial Procedures 

- Expenditure and Procurement Procedural Document 
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1.  INTRODUCTION 

 
1.1 These 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 SOs.  

 
1.2 Save as otherwise permitted by law, at any meeting the Chair of the Trust 

shall be the final authority on the interpretation of SFIs and SOs (on which 
they should be advised by the Chief Executive). 

 
 

2. PURPOSE 

 
SFIs detail the financial responsibilities, policies and procedures adopted by 
the Trust in relation to the management of Taxpayers money.  They are 
designed to ensure that the Trust's financial transactions are carried out in 
accordance with the law and with Government policy in order to achieve 
probity, accuracy, economy, efficiency and effectiveness.  They should be 
used in conjunction with the Reservation of Powers to the Board and the 
Scheme of Delegation adopted by the Trust. 

 
3. SCOPE 

 
3.1 SFIs identify the financial responsibilities which 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. 

 
3.2 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 user of these SFIs should also be familiar with and comply 
with the provisions of the Trust’s SOs. 

 
3.3 In the event of an infection outbreak, flu pandemic or major incident, the 

Trust recognises that it may not be possible to adhere to all aspects of this 
document. In such circumstances, staff should take advice from their 
manager and all possible action must be taken to maintain ongoing patient 
and staff safety. 

 

4. DEFINITIONS 

 
4.1  Any expression to which a meaning is given in the National Health Service 

Act 1977, National Health Service and Community Care Act 1990 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 SOs and SFIs 
and in addition: 

 
 “Accountable Officer” means the NHS Officer responsible and accountable 

for funds entrusted to the Trust.  The officer shall be responsible for ensuring 
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the proper stewardship of public funds and assets.  For this Trust it shall be 
the Chief Executive. 

 
 “Associate Non-Executive Director” means a person appointed to perform 

specific statutory and non-statutory duties which have been delegated by the 
Trust Board for them to perform and these duties have been recorded in an 
appropriate Trust Board minute or other suitable record. 

 
 “Trust” means the Portsmouth Hospitals NHS Trust. 
 

 “Board of Directors” means the Chair, executive directors and non-
executive directors  of the Trust collectively as a body. 

 
“Budget” means a resource, expressed in financial terms, proposed by the 
Board for the purpose of carrying out, for a specific period, any or all of the 
functions of the Trust. 

 
 “Budget holder” means the director or employee with delegated authority to 

manage finances (Income and Expenditure) for a specific area of the 
organisation. 

 
 “Chair of the Board (or Trust)” is the person appointed by the Secretary of 

State for Health 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 the Chair is absent from the meeting or is otherwise unavailable. 

 
 “Chief Executive” means the chief officer of the Trust. 
 

“Quality and Performance Committee” means a committee whose 
functions are concerned with the arrangements for the purpose of monitoring 
and improving the quality of healthcare for which the Portsmouth Hospitals 
NHS Trust has responsibility. 

 
“Commissioning” means the process for determining the need for and for 
obtaining the supply of healthcare and related services by the Trust within 
available resources. 
 
 “Committee” means a committee or sub-committee created and appointed 
by the Trust. 

 
“Committee members” means persons formally appointed by the Board to 
sit on or to chair specific committees. 

 
“Contracting and procuring” means the systems for obtaining the supply of 
goods, materials, manufactured items, services, building and engineering 
services, works of construction and maintenance and for disposal of surplus 
and obsolete assets. 
 
“Deputy-Chair” means the non-executive director appointed by the Board to 
take on the Chair’s duties if the Chair is absent for any reason. 
 
“Chief Financial Officer” means the Chief Financial Officer of the Trust 
advising the Board on financial matters. 
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“Director of Governance and Risk” means a person appointed to provide 
advice to the Board and the Chair on corporate governance issues and to 
monitor the Trust’s compliance with the law, SOs, and Department of Health 
and Social Care guidance. 

 
 “Funds held on Trust” means 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, as amended.  Such funds may or may not be charitable. 

 
“Member” means executive or non-executive director of the Board as the 
context permits.  Member in relation to the Board does not include its Chair. 

 
  “Membership, Procedure and Administration Arrangements 

Regulations” means NHS Membership and Procedure Regulations (SI 
1990/2024) and subsequent amendments. 

 
 “Nominated officer” means an officer charged with the responsibility for 

discharging specific tasks within SOs and SFIs. 
 
 “Non-officer member” means a member of the Trust who is not an officer of 

the Trust and is not to be treated as an officer by virtue of regulation 1(3) of 
the Membership, Procedure and Administration Arrangements Regulations. 

 
“Officer” means employee of the Trust or any other person holding a paid 
appointment or office with the Trust. 

 
“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). 

 
  “SFIs” means Standing Financial Instructions. 
 

 “SOs” means Standing Orders. 
 

5. DUTIES AND RESPONSIBILITIES 

 
5.1 SFIs identify the financial responsibilities which 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. 

 
6. PROCESS 

 
6.1 General 

 
6.1.1 These 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 SOs.  
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6.1.2 These SFIs detail the financial responsibilities, policies and procedures 
adopted by the Trust.  They are designed to ensure that the Trust's financial 
transactions are carried out in accordance with the law and with Government 
policy in order to achieve probity, accuracy, economy, efficiency and 
effectiveness.  They should be used in conjunction with the Schedule of 
Decisions Reserved to the Board and the Scheme of Delegation adopted by 
the Trust. 

 
6.1.3 These SFIs identify the financial responsibilities which 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. 

 
6.1.4 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 user of these SFIs should also be familiar with and comply 
with the provisions of the Trust’s SOs. 

 
6.1.5 The failure to comply with SFIs and SOs can in certain circumstances 

be regarded as a disciplinary matter that could result in dismissal.  
Where a breach constitutes a criminal offence, the matter may be 
subject to a criminal investigation and will be handled in accordance 
with the Trust’s Code of Conduct and relevant legislation. 

 
6.1.6 Overriding SFIs – 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 staff have a duty to disclose any non-compliance 
with these SFIs to the Chief Financial Officer as soon as possible. 
  

6.1.7 Breach of SFI’s – The following are examples of events that will be 
considered a breach of SFIs: 
 

- Procurement pre-approval document (PAD) has not been completed for 
expenditure in excess of £5,000 

- A retrospective PAD has been completed because the end user/budget 
holder has already agreed and/or signed a contract with their preferred 
supplier.  This will include when an agreement has been made with the 
supplier without procurement input and/or under the supplier terms and 
conditions 

- The procurement process has not been followed and has been agreed 
without a competitive process with insufficient reasons to justify a waiver 
of SFI tendering requirements 

- Contracts agreed without all relevant approvals, including internal 
Committee approval and/or NHS Improvement 

- Trust staff making direct contact and agreements with agencies for the 
provision of temporary workers therein bypassing the process for 
engaging temporary workers 

- Failure to complete the monthly review of staff in post and completion of 
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the nominal roll return 

 
6.2 Responsibilities and delegation 
 
6.2.1 The Trust Board 
 
 The Board exercises financial supervision and control by: 

 
 (a) formulating the financial strategy; 

 
 (b) requiring the submission and approval of budgets within approved 

allocations/overall income; 

 (c) defining and approving essential features in respect of important 
procedures and financial systems (including the need to obtain value 
for money);  

 (d) defining specific responsibilities placed on members of the Board and 
employees as indicated in the Scheme of Delegation document. 

6.2.2 The Board has resolved that certain powers and decisions may only be 
exercised by the Board in formal session. These are set out in the 
‘Reservation of Powers to the Board’ document. All other powers have been 
delegated to such other committees as the Trust has established. 

 
6.2.3 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 the 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 Chair 
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. 

 
6.2.4 It is a duty of the Chief Executive to ensure that Members of the Board and, 

employees and all new appointees are notified of, and put in a position to 
understand their responsibilities within these Instructions. 

 
6.2.5 The Chief Financial Officer 

 
 The Chief Financial Officer is responsible for: 

 
 (a) implementing the Trust’s financial policies and for coordinating any 

corrective action necessary to further these policies; 

 (b) 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; 
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 (c) ensuring that sufficient records are maintained to show and explain 
the Trust’s transactions, in order to disclose, with reasonable 
accuracy, the financial position of the Trust at any time; 

 
 and, without prejudice to any other functions of the Trust, and employees of 

the Trust, the duties of the Chief Financial Officer include: 

 
 (d) the provision of financial advice to other members of the Board and 

employees; 

 (e) the design, implementation and supervision of systems of internal 
financial control;  

(f) 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. 

 

6.2.6 Board Members and Employees 
 
 All members of the Board and employees of the Trust, severally and 

collectively, are responsible for: 

 (a) the security of the property of the Trust; 
 
 (b) avoiding loss; 
 
 (c) exercising economy and efficiency in the use of resources;  
 

(d) conforming with the requirements of SOs, SFIs, Financial Procedures 
and the Scheme of Delegation. 

 
For all members of the Board and any employees who carry out a financial 
function, the form in which financial records are kept and the manner in 
which members of the Board and employees discharge their duties must be 
to the satisfaction of the Chief Financial Officer. 

 
6.2.7 Contractors and their employees 
 
 Any contractor or employee of a contractor who is empowered by the Trust 

to commit the Trust to expenditure or who is authorised to obtain income 
shall be covered by these instructions.  It is the responsibility of the Chief 
Executive to ensure that such persons are made aware of this. 

 
 
7. AUDIT 

 
7.1 Audit Committee 

 
7.1.1 In accordance with SOs, the Board shall formally establish an Audit 

Committee, with clearly defined terms of reference and following guidance 
from the NHS Audit Committee Handbook (2018), which will provide an 
independent and objective view of internal control by: 
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 (a) overseeing Internal and External Audit services; 
 

(b) reviewing financial and information systems and monitoring the 
integrity of the financial statements and reviewing significant financial 
reporting judgments. 

 
(c) 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; 

 
(d) monitoring compliance with SOs and SFIs; 

 
(e) reviewing schedules of losses and compensations and making 

recommendations to the Board; 
 

(f) Reviewing the arrangements in place to support the Assurance 
Framework process prepared on behalf of the Board and advising the 
Board accordingly. 

 
7.1.2  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 Chair 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 and Social Care. (To the Chief Financial Officer in the first instance.) 

 
7.1.3 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. 

 
7.2 Chief Financial Officer 

 
7.2.1 The Chief Financial Officer is responsible for : 

 
(a) 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; 

(b) ensuring that the Internal Audit is adequate and meets the NHS 
mandatory audit standards; 

(c) deciding at what stage to involve the police in cases of 
misappropriation and other irregularities not involving fraud or 
corruption; 

(d) ensuring that an annual internal audit report is prepared for the 
consideration of the Audit Committee.  The report must cover: 

  (i) a clear opinion on the effectiveness of internal control in 
accordance with current assurance framework guidance issued 
by the Department of Health and Social Care including for 
example compliance with control criteria and standards; 

(ii) major internal financial control weaknesses discovered; 
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(iii) progress on the implementation of internal audit 
recommendations; 

(iv) progress against plan over the previous year; 
(v) strategic audit plan covering the coming three years; 
(vi) a detailed plan for the coming year. 

 
7.2.2 The Chief Financial Officer or designated auditors are entitled without 

necessarily giving prior notice to require and receive: 
 

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

 
(b) access at all reasonable times to any land, premises or  members of 

the Board or employee of the Trust; 
 

(c) the production of any cash, stores or other property of the Trust under 
a member of the Board and an employee's control; and 

 
(d) explanations concerning any matter under investigation. 

 
7.3 Role of Internal Audit 

 
7.3.1 Internal Audit will review, appraise and report upon: 

 
(a) the extent of compliance with, and the financial effect of, relevant 

established policies, plans and procedures; 
 

(b) the adequacy and application of financial and other related 
management controls; 

 
(c) the suitability of financial and other related management data; 
 
(d) the extent to which the Trust’s assets and interests are accounted for 

and safeguarded from loss of any kind, arising from: 
 

(i) fraud and other offences; 
(ii) waste, extravagance, inefficient administration; 
(iii) poor value for money or other causes. 

 
(e) Internal Audit shall also independently verify the Assurance 

Statements in accordance with guidance from the Department of 
Health and Social Care. 

 
7.3.2 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. 

 
7.3.3 The Head of Internal Audit or representative will attend Audit Committee 

meetings and has a right of access to all Audit Committee members, the 
Chair and Chief Executive of the Trust. 

 
7.3.4 The Head of Internal Audit shall be accountable to the Chief Financial 

Officer.  The reporting system for internal audit shall be agreed between the 
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Chief Financial Officer, the Audit Committee and the Head of Internal Audit.  
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. 

 
7.4 External Audit  

 
7.4.1 The External Auditor is paid for by the Trust.  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 Chief Financial Officer if the issue 
cannot be resolved. 

 
7.5 Fraud and Corruption 

 
7.5.1 In line with their responsibilities, the Trust Chief Executive and Chief 

Financial Officer shall monitor and ensure compliance with the NHS 
standard contract. 

7.5.2 The Trust shall nominate a suitable person to carry out the duties of the 
Local Counter Fraud Specialist as specified by the NHS Standard Contract 
and the NHS Counter Fraud Authority (NHSCFA) Counter Fraud manual. 

 
7.5.3 The Local Counter Fraud Specialist shall report to the Trust Chief Financial 

Officer and shall work with staff in the NHSCFA in accordance with the 
NHSCFA Counter Fraud Manual. 

 
7.5.4 The Local Counter Fraud Specialist will provide a written report, at least 

annually, on anti-fraud, bribery and corruption work within the Trust. 
 
7.5.5 The Trust’s Local Fraud, Bribery and Corruption policy applies to all staff 

and must be read in conjunction with these SFI’s. 
 

7.6 Security Management 
 

7.6.1 In line with their responsibilities, the Trust Chief Executive will monitor and 
ensure compliance with the NHS Standard Contract.  

 
7.6.2 The Trust shall employ a suitable person to carry out the duties of the 

Accredited Security Management Specialist (ASMS) as specified by the 
NHS Standard Contract. 

 
7.6.3 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 Accredited Security 
Management Specialist (ASMS). 

 
8. ALLOCATIONS, PLANNING, BUDGETS, BUDGETARY CONTROL, AND 

MONITORING 
 

8.1  Preparation and Approval of Plans and Budgets 
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8.1.1 The Chief Executive will compile and submit to the Board an Annual 
Business Plan which takes into account financial targets and forecast limits 
of available resources.  The Annual Business Plan will contain: 

 
 (a) a statement of the significant assumptions on which the plan is based; 

 
 (b) details of major changes in workload, delivery of services or resources 

required to achieve the plan. 
 

8.1.2 Prior to the start of the financial year the Chief Financial Officer will, on 
behalf of the Chief Executive, prepare and submit budgets for approval by 
the Board.  Such budgets will: 

 
(a) be in accordance with the aims and objectives set out in the Annual 

Business Plan; 
 
(b) accord with workload and manpower plans; 
 
(c) be produced following discussion and agreement with appropriate 

budget holders; 
 
(d) be prepared within the limits of available funds;  
 
(e) identify potential risks and mitigations; 

  
(f) Have due consideration of the impact on the quality and safety of 

patient care; 
 

(g) Consider the need to enter into contracts with third parties and the 
process required to do so, including the time required. 

 
8.1.3 The Chief Financial Officer shall monitor financial performance against 

budget and plan, periodically review them, and report to the Board. 
 
8.1.4 All budget holders must provide information as required by the Chief 

Financial Officer to enable budgets to be compiled.  
 

8.1.5 Divisional Teams (or equivalents) will be required to sign off financial plans 
as part of the annual Team Commitments (as described within the Trust’s 
Performance Management Framework). 

 
8.1.6 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 successfully. 

 
8.2 Budgetary Delegation 
 
8.2.1 The Chief Executive may delegate the management of a budget to a budget 

holder to permit the performance of a defined range of activities.  This 
delegation must be in writing and be accompanied by a clear definition of: 
 
(a) the amount of the budget; 
(b) the purpose(s) of each budget heading; 
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(c) individual and group responsibilities; 
(d) authority to exercise virement; 
(e) achievement of planned levels of service;  
(f) the provision of regular reports. 
 

8.2.2 The Chief Executive and delegated budget holders must not exceed the 
budgetary total or virement limits set by the Board. 

 
8.2.3 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. 

 
8.2.4 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. 

 
8.3 Budgetary Control and Reporting 

 
8.3.1 The Chief Financial Officer will devise and maintain systems of budgetary 

control and financial reporting.  These will include: 
 

(a) monthly financial reports to the Board in a form approved by the Board 
containing: 

 
 (i) income and expenditure to date showing variances to plan, trends 

and forecast year-end position; 
 

(ii) movements in working capital; 
 
  (iii) movements in cash and capital;  

 
 (iv) capital project spend and projected outturn against plan; 
 
 (v) explanations of any material variances from plan; 
 
 (vi) 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; 

 
(b) the issue of timely, accurate and comprehensible advice and financial 

reports to each budget holder, covering the areas for which they are 
responsible; 

 
(c) investigation and reporting of variances from financial, workload and 

manpower budgets; 
 
(d) monitoring of management action to correct variances; and 
 
(e) arrangements for the authorisation of budget transfers. 

 
 

8.3.2  Each Budget Holder is responsible for ensuring that: 
 

(a) any likely overspending or reduction of income which cannot be met 
by virement is not incurred without the prior consent of the Board; 
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(b) 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;  

 
(c) no permanent employees are appointed outside the funded 

establishment without the approval of the Chief Executive and subject 
to any locally or Trust-wide established control panels (such as the 
Workforce Control Panels). 

 
(e) The systems of budgetary control established by the Chief Financial 

Officer are complied with fully. 

 
8.3.3 The Chief Executive is responsible for identifying and implementing cost 

improvements and income generation initiatives in accordance with the 
requirements of the  business plan  and a balanced budget. 

 
8.3.4 All employees of the Trust, especially those involved with the budgetary 

processes, have a responsibility to the Board for identifying all possible 
opportunities to make savings or to use resources more effectively.  All such 
opportunities should be brought to the attention of the appropriate Executive 
Director, Clinical Director ot Head of Service for consideration and possible 
inclusion in the plans of the CSC. 

 
8.3.5 The budgetary process requires adherence to particular timescales for the 

performance of routines and duties.  These timescales change periodically 
and will be issued by the Finance Department annually.  The Chief Financial 
Officer is responsible for issuing and reviewing guidance on budgetary 
timetables.  It is the responsibility of all Executive Directors, Clinical 
Directors and Heads of Service to adhere to such timetables and to inform 
the Chief Financial Officer of any reasons preventing the achievement of a 
specific deadline. 

 
8.3.6 The Trust Board is responsible for ensuring that the Trust’s financial 

performance is within the targets agreed by DH and NHSI.  In exercising this 
responsibility the Trust Board will be guided by the advice of the Chief 
Executive and the Chief Financial Officer. 

 
8.3.7 The Chief Financial Officer reserves the right to have access to all Budget 

Holders and has the authority to require explanations on performance, 
spending and income trends within the remit of the Budget Holder.  In 
normal circumstances access will be through the relevant Executive Director 
and or CSC General Manager. 

 
 
8.4 Virements 
 
8.4.1 Virement is defined as the transfer of budget sums within the areas for 

which a budget holder is responsible, or transfers to other budget holders, 
i.e. any redistribution of budgeted amounts. 

 
8.4.2 There are occasions where virement is generally appropriate.  These 

include: 
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(a) Adjustments to reflect changes that could not have been foreseen at the 
start of the financial year 
 

(b) Where planned actions by managers mean that resources previously 
allocated for one purpose are no longer required for that purpose 

8.4.3 There are occasions where virement is not generally appropriate.  These 
include: 

 
(a) Smoothing budget statements to mask underlying issues 

 

(b) Using fortuitous underspends to support pressures in other areas 

 
8.4.4 To maintain central control of funding and recognizing the need for the Trust 

to meet its statutory financial duties, limitations on the extent to which 
virement can be applied are needed.  These limits provide a degree of 
flexibility for budget holders while recognising the need for overall control of 
spending within the Trust. 

 
8.4.5 The following types of virement will generally not be considered unless a 

very strong case is made by the Budget Holder: 
 

(a) Virement between non-recurrent and recurrent resources 

  
(b) Virement between income and any other category 

 
8.4.6 The Trust Board has defined appropriate rules for virement between 

budgets.  These rules are based upon an escalating basis of significance of 
the virement: 

 
  

Virement Authorisation required by 

Budget moves between income, 
pay or non-pay 

Budget Holder and Chief Financial 
Officer 

Budget moves between pay to pay 
and non-pay to non-pay 

Divisional General Managers and or 
Specialty/Corporate Managers 

Re-phasing of budgets Budget Holder and Chief Financial 
Officer 

 
 
8.4.7 Budget virements are reported to the Finance and Infrastructure Committee 

and must follow agreed internal process (such as establishment controls).  
 
8.4.8 The Chief Executive and delegated budget holders must not exceed the 

budgetary total or virement limits set by the Trust Board. 
 
8.4.9 Any budgeted funds not required for their designated purpose/s revert to the 

immediate control of the Chief Executive, subject to any authorised use of 
virement. 
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8.4.10 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. 

 
8.4.11 Any virement movements will be reported to the Finance and Performance 

Committee. 
 
8.5 Reserves 
 
8.5.1 The Chief Financial Officer, on behalf of the Chief Executive, will endeavor 

to create such reserves as are deemed necessary to secure the ability of the 
Trust to meet its financial targets.  Reserves may include sums to cover 
future pay awards, price inflation, unforeseen contingencies, non-recurrent 
spending and other specific items as yet not allocated to individual budgets. 

 
8.5.2 The Chief Financial Officer may exercise discretion to partly or wholly 

allocate reserves directly to Divisions’s or subsequently allocate to specific 
budgets.  In these circumstances, a clear definition of the rules governing 
the authority to apply the reserve/s will be required. 

 
8.5.3 Applications to draw down reserves must follow the process specified by the 

Chief Financial Officer and be approved by the Chief Financial Officer. 
 
8.6 Revenue Business Cases 
 
8.6.1 Revenue business cases are required to allocate additional revenue funding 

from that specified in the annual budget setting process (including 
supporting invest to save proposals that require additional funding with a 
view to producing additional income/savings).  This will apply to the cost of 
an extension on an existing contract or purchase of goods/services with a 
value above the existing budget/pre-approval document. 

 
8.6.2 Any revenue business cases developed should have the support of the 

Divisional management team or Corporate Director as appropriate and 
should be in line with the Trust’s priorities. 

 
8.6.3 The Business Case Review Sub-Committee (BCRSC) will oversee the 

revenue business case approval process.  The BCRSC has delegated 
authority from the Board to approve business cases up to a set value as 
detailed in the Scheme of Reservation and Delegation of Powers to the 
Board.  This value may change as required and will be recorded in the 
procedural document for the submission and approval of business cases.  
BCRSC will report monthly to the Executive Management Team (EMT) 
Finance and Infrastructure Committee (FIC) to confirm decisions made at 
BCRSC and also take any business cases for revenue investment over the 
BCRSC limit for approval. 

 
8.6.4 NHSI are also required to approve any revenue business cases which 

exceed the Trust’s delegated limit following Trust Board approval being 
given.  This limit may be reduced at the discretion of NHSI where the Trust 
is reporting a year end deficit against plan. 

 
8.6.5 All revenue business cases have to go through all the relevant approval 

groups, dependent on values, e.g. a case of over £5m will require approval 
from BCRSC, who will recommend to FIC, who will recommend to Trust 
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Board for approval.  The case will then be recommended to NHSI for 
approval if required. 

 
8.6.7 The values quoted in 8.6.5 are inclusive of VAT and represent either 

totalannual expenditure or totalannual income level over the life of the 
contract.  No netting off between expenditure and income should be 
undertaken in identifying these annual values. 

 
8.6.8 Business cases which have both capital and revenue funding requirements 

should be fully completed (i.e. including all capital and revenue implications) 
and the capital funding source should be confirmed via the Capital Priorities 
Group (CPG) prior to the business case being finally approved. 

 
8.7 Capital Expenditure 

 
8.7.1 The general rules applying to delegation and reporting shall also apply to 

capital expenditure (the particular applications relating to capital are 
contained in SFI 19). 

 
8.8 Monitoring Returns 

 
8.8.1 The Chief Executive is responsible for ensuring that the appropriate 

monitoring forms are submitted to the requisite monitoring organisation in 
the format and timeframes required. 

 
8.8.2 The internal monitoring of the Trust’s and departmental business plans will 

take place through regular performance reviews at Executive level with 
appropriate support. 

 
9. ANNUAL ACCOUNTS AND REPORTS 

 
9.1 The Chief Financial Officer, on behalf of the Trust, will: 

 
(a) prepare financial returns in accordance with the accounting policies 

and  guidance given by the Department of Health and Social Care and 
the Treasury, the Trust’s accounting policies, and generally accepted 
accounting practice; 

 
(b) prepare and submit annual financial reports to the Department of 

Health and Social Care certified in accordance with current guidelines;  
 
(c) submit financial returns to the Department of Health and Social Care 

for each financial year in accordance with the timetable prescribed by 
the Department of Health and Social Care. 

 
9.1.1 The Trust’s annual accounts must be audited by an auditor appointed by the 

Audit Panel. The Trust’s audited annual accounts must be presented to a 
public meeting and made available to the public on the Trust’s external 
website in line with Department of Health and Social Care requirements.   

 
9.1.2 The Trust will publish an annual report, in accordance with guidelines on 

local accountability.  This will be presented to the Board for approval or to 
the Audit Committee as delegated by the Board for approval.  The annual 
report will also be presented at a public meeting. The document will comply 
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with the Department of Health and Social Care's Group Accounting Manual. 
 

10 BANK ACCOUNTS 
 

10.1 General 
 

10.1.1 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 take into account 
guidance and directions issued from time to time by the Department of 
Health and Social Care. In line with ‘Cash Management in the NHS’ Trusts 
should minimise the use of commercial bank accounts and consider using 
Government Banking System (GBS) accounts for all banking services. 

 
10.1.2 The Board shall approve the banking arrangements. 

 
10.2 Bank and GBS Accounts 

 
10.2.1 The Chief Financial Officer is responsible for: 

 
(a) bank accounts and Government Banking System (GBS) accounts; 
 
(b) establishing separate bank accounts for the Trust’s non-exchequer 

funds; 
 
(c) ensuring payments made from bank accounts do not exceed the 

amount credited to the account except where arrangements have 
been made;  

 
(d) reporting to the Board all arrangements made with the Trust’s bankers 

for accounts to be overdrawn.  
 
(e) monitoring compliance with DH guidance on the level of cleared funds. 

 
(f) establishing treasury policies and procedures to ensure effective 

management of cash and bank balances. 

 
10.2.2 All funds shall be held in an account 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. 

 
10.3 Banking Procedures 

 
10.3.1 The Chief Financial Officer will prepare detailed instructions on the 

operation of bank accounts which must include: 
 

(a) the conditions under which each bank account is to be operated; 
 
(b) those authorised to sign cheques or other orders drawn on the Trust’s 

accounts. 
 

10.3.2 The Chief Financial Officer must advise the Trust’s bankers in writing of the 
conditions under which each account will be operated. 
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10.3.3 Competitive tenders should be sought at least every five years.  The results 
of the tendering exercise should be reported to the Board. This review is not 
necessary for GBS accounts. 

 
10.3.4 The Chief Financial Officer will review the commercial banking 

arrangements of the Trust at regular intervals to ensure they reflect best 
practice and represent best value for money by periodically seeking 
competitive tenders for the Trust’s commercial banking business. 

 
10.4 Tendering and Review 

 
10.4.1 EU and National legislation on Public Procurement: the European Union 

Directive on the coordination of procedures for the award of public 
contracts and the national Public Contracts Regulations on their latest 
version will govern Public Procurement. Legislation, prescribing 
procedures for awarding all forms of contracts, shall have effect as if 
incorporated in these SFIs. Tendering and Contract procedure would be 
specified on the SOs. 

 
10.4.2  The Trust shall comply as far as is practicable with the requirements of the 

Department of Health "Capital Investment Manual" and “Estatecode” and shall 
consider the guidance "Best Practice in making Investments for NHS 
Foundation Trusts" and such other guidance as may be issued by the 
Independent Regulator from time to time in respect of capital investment and 
estate and property transactions. In the case of management consultancy 
contracts the Trust shall comply as far as is practicable with Department of 
Health and Social Care guidance "The Procurement and Management of 
Consultants within the NHS". 

 
10.5 Tender and Quotation Thresholds and Approval Limits for Supply of 

Goods/Service Contracts 
 
10.5.1  All contracts with a total contract value that exceeds £118,133 (excluding 

VAT) shall run a formal competitive process in line with pet Public Contracts 
Regulations (known as OJEU) and shall be advertised to the market except if 
utilizing a compliant framework agreement that allows for direct award without 
further competition. 

 
10.5.2 These values are for the total contract value, including if a requirement is split 

across multiple budget lines and includes any optional extensions to the 
contract. 

 
10.5.3 All contract approval requests will come via the Procurement Department 

under the pre-approval process.  For confirmation of the correct procurement 
process, please refer to the Expenditure and Procurement Procedural 
Document. 

 
10.5.4 Tender and quotation thresholds and approval limits are set out in the  
 
In all instances these values are for the total contract value, including if a requirement is split across several  

suppliers. All values must include all VAT implications       

For competitive quotations / tenders 
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Written Quotation Formal Written 
Quotation via the 
Procurement Dept 

Formal Written Competitive 
Tenders via the 

Procurement Dept 

Minimum number 
of quotations / 

tenders (all 
values)   

  

From £0 to £4,999 From £5,000 to 
£49,999 

From £50,000 upwards 3 
 

 
  

        

Approval authorisation to agreement via a competitive exercise       

Up to £5k Up to £1m** Over £1m    
  

Authorised signatory for value of non 
stock requisition 

Director of Finance 
or Chief Executive 
(once Head of 
Procurement 
approved) 

Trust Board Approval 

 

  

  

**  If part of an approved capital programme already signed off by the Director of Finance, Deputy Director of Finance or can sign off up to ££500k  
        

        

Head of Procurement signature is required on all Ratification Reports.      

        

Approval authorisation for single tender actions / waivers:      

Up to £100k Up to £1m** Over £1m      

Director of Finance (once Head of 
Procurement has approved) 

Director of Finance 
or Chief Executive 

Trust Board Approval 

 

 

 

  

** If part of an approved capital programme already signed off by the Director of Finance, Deputy Director of Finance  
can sign off up to £500k.        

        

Note: All contract approval requests will come via the Procurement  Department, who will forward them on to the necessary Approving Trust  
Officer. Thresholds for advertising in the Official Journal of the European  Union  is mandatory for all contracts with an expected award 
value of over £113K         

        

 
11. INCOME, FEES AND CHARGES AND SECURITY OF CASH, CHEQUES 

AND OTHER NEGOTIABLE INSTRUMENTS 
 

11.1 Income Systems 
 

11.1.1 The Chief Financial Officer is responsible for designing, maintaining and 
ensuring compliance with systems for the proper recording, invoicing, 
collection and coding of all monies due. 

 
11.1.2 The Chief Financial Officer is also responsible for the prompt banking of all 

monies received. 
 
11.1.3 Any income raised from income generation and from contracts with non 

NHS bodies will be reinvested in service provision. 
 
11.2 Fees and Charges 

 

Page 206 of 248



SFIs : Issue 9.0 – 01/02/18 
(Review date: 30/11/19 (unless requirements change)) 

Page 24 of 57 

11.2.1 The Trust shall follow the Department of Health and Social Care's Operating 
Framework and National Tariff Payment system in setting prices for NHS 
service agreements. 

 
11.2.2 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 and Social Care 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 guidance in the Department 
of Health and Social Care’s Commercial Sponsorship – Ethical standards in 
the NHS shall be followed. 

 
11.2.3 All employees must ensure that the appropriate Trust financial procedures 

are followed with regards to accurately and promptly recording any money 
due to the Trust arising from transactions which they initiate/deal with, 
including all contracts, leases, tenancy agreements, private patient 
undertakings and other transactions. 

 
11.2.4 The Chief Financial Officer shall be responsible for implementing any such 

guidance issued by the Department of Health and Social Care in relation to 
the costing and pricing of services, and in particular services provided to 
NHS commissioning bodies. 

 
11.2.5 Patient activity income will be subject to compliance with the latest 

applicable National Tariff Payment system guidance.  
 
11.3 Debt Recovery 

 
11.3.1 The Chief Financial Officer is responsible for the appropriate recovery action 

on all outstanding debts. 
 

11.3.2 The Chief Financial Officer shall establish procedures for the write off of 
debts after all reasonable steps have been taken to secure payment, 
including debt recovery by external organisations.  Where sums to be 
written off exceed £50,000 the Chief Financial Officer will seek the consent 
of the Chief Executive and Board.  

 
11.3.3 Income not received should be dealt with in accordance with losses 

procedures. 
 

11.3.4 Overpayments should be detected (or preferably prevented) and recovery 
initiated. 

 
12. SECURITY OF CASH, CHEQUES AND OTHER NEGOTIABLE 

INSTRUMENTS 
 

12.1 The Chief Financial Officer is responsible for: 
 

(a) approving the form of all receipt books, agreement forms, or other 
means of officially acknowledging or recording monies received or 
receivable; 

 
(b) ordering and securely controlling any such stationery; 
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(c) 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;  

 
(d) prescribing systems and procedures for handling cash and negotiable 

securities on behalf of the Trust. 
 

12.1 Official money shall not under any circumstances be used for the 
encashment of private cheques or IOUs. 

 
12.2 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. 

 
12.3 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. 

 
12.4 Any loss or shortfall of cash, cheques or other negotiable instruments, 

however occasioned, shall be reported immediately in accordance with 
losses procedures. 

 
12.5 All payments made on behalf of the Trust to third parties should normally be 

made using the Bankers Automated Clearing System (BACS) or by Faster 
Payments and drawn in accordance with these instructions, except with the 
agreement of the Chief Financial Officer, as appropriate, who shall be 
satisfied about security arrangements. 

 
12.6 To comply with money laundering legislation, under no circumstances will 

the Trust accept cash payments in excess of £10,000 in respect of any 
single transaction.  Any attempts by an individual to effect payment above 
this amount shall be notified immediately to the Chief Financial Officer. 

 
13. TENDERING AND CONTRACTING PROCEDURE  

 
13.1   Please refer to SOs policy 6.8 for detailedThe procedure  for making all 

contracts by or on behalf of the Trust shall comply with these Standing 
Orders and Standing Financial Instructions (except where the Suspension of 
Standing Orders is applied).  

 
13.2  Only NHS standard terms and conditions for procurement shall be agreed 

as per Department of Health and Social Care mandate.  The Procurement 
Department shall be involved when suppliers impose their own terms and 
conditions to ensure they do not leave the Trust subject to risks.  Committing 
to terms without procurement agreement shall be considered a breach of the 
SFIs. 

 
13.1.3 The Trust shall comply as far as is practicable with the requirements of the 

Department of Health and Social Care "Capital Investment Manual" and 
“Estatecode” and shall consider the guidance "Best Practice in making 
Investments for NHS Foundation Trusts" and such other guidance as may 
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be issued by the Independent Regulator from time to time in respect of 
capital investment and estate and property transactions. In the case of 
management consultancy contracts the Trust shall comply as far as is 
practicable with Department of Health and Social Care guidance "The 
Procurement and Management of Consultants within the NHS". 

 
13.1.4 All contracts with a total contract value that exceeds the Procurement 

Threshold shall run a formal competitive process in line with per Public 
Contracts Regulations (formerly known as  OJEU) and shall be advertised to 
the market except if utilising a compliant framework agreement that allows 
for direct award without further competition (these contracts are compliant 
with the procurement process set out in the Public Contracts Regulations).  

 
13.1.5 The Trust maintains transparent and integrated procedures and policies to 

ensure the control of all tendering activity is undertaken in full compliance 
with Trust Standing Orders/ Standing Financial Instructions and the Public 
Contracts Regulations. For further advice and guidance relating to e-
tendering/ quotation procedures staff should contact the Procurement Team. 

 
13.1.6 All contract approval requests will come via the Procurement Department 

under the pre-approval process. 
 
13.2 Public Contracts Regulations  

 
13.2.1 Public Contracts Regulations awarding all forms of contracts shall have 

effect as if incorporated in these Standing Orders and Standing Financial 
Instructions legislation Directives. 

 
13.3  Tenders and Quotations 
 
13.3.1  Quotations or Tenders will be instigated in accordance with Trust Standing 

Financial Instructions. All exceptions require prior approval by the Chief 
Financial Officer. 

 
13.3.2  In order to maintain appropriate separation of duties from the originating 

department (e.g. works contracts managed by Estates) the receipt and 
opening of all quotations and tenders over the value of £1,000 shall be 
obtained/ undertaken through Procurement, unless approved in advance by 
the Chief Financial Officer – for example where a lead NHS partner 
undertakes a similarly robust competitive process on behalf of the Trust. 

 
13.3.3  Purchases of any value with a new supplier will require Procurement   

involvement and approval prior to any commitment (verbal or written) being 
made. 

 
13.4  Authorisation and Validation Protocol 
 
13.4.1  Authorisation will be provided by completion of an electronic purchase 

requisition on the procurement system which is known as the ‘authority to 
buy’ (ATB) stage. Orders will be placed against compliant supplier contracts 
appropriate to the product/service in question. 
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13.4.2 Requirements for which there is no available/ suitable contract will not be 
sourced without the involvement of Procurement . Such requirements will be 
subject to competition in accordance with the following process: 

 
 By completion of the purchase requisition and/ or Pre-Approval Form 

as appropriate. 
 

 At the ‘initiation of tender’ stage, the relevant authorisation, according 
to value of expenditure, will be sought from the Budget Holder, and 
countersigned by Procurement  and Finance to proceed to tender. 

 
13.4.3 A copy of the signed contract will be provided to Procurement in each 

instance and details will be added to the contract register by Procurement. 
 
13.4.4 Purchases and/ or contracts for which the lowest offer is accepted will 

require Budget Holder and Procurement approval, but will not require further 
financial/ budgetary authorisation providing that the award value is in 
accordance with the original authorised value. 

 
13.4.5 If the value of expenditure is of a higher level than initially authorised then 

re-authorisation will be required in accordance with the Detailed Scheme of 
Delegation. 

 
 
 
 
13.5 Waiver of SFI’s 
 
13.5.1 SFI’s may only be varied or waived by the Chief Executive or Chief Financial 

Officer as follows: 
 

 On receipt of a completed pre-approval document with the ‘Standing 
Financial Instruction Waiver’ section completed with the appropriate 
authorisation as set out in the Detailed Scheme of Delegation. 

 A central Trust register of SFI Waivers for tenders/quotations will be 
maintained by Procurement   and reported to the Audit Committee 
where over £50,000. 

 Waiver of tender procedure is only permitted in exceptional 
circumstances for aggregated values for which Procurement 
Regulations apply. Waiver above this level will require final approval 
and authorisation by the Chief Executive Officer clearly stating the 
circumstances under which the Procurement Regulations are to be 
waived. 

 
13.6   Aggregation and Procurement Regulations 
 
13.6.1 Procurement Regulations will be applied to specified values, which are 

reviewed and published currently bi-annually. At these published levels for 
defined categories or types of product/service, prescribed processes apply. 

 
13.6.2 Aggregated value is the total value of the goods/ service to be contracted for 

the duration of the contract. This is not an annual value. 
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13.7 Exceptions and Instances where formal tendering/quotations need not 
be applied 

 
13.7.1 Public Contracts Regulations must be followed in all cases where a 

proposed tender has a value in excess of one of the Procurement 
thresholds. Advice as to the current Procurement thresholds can be 
obtained from Procurement. 

 
13.7.2 For procurement below those thresholds, competitive quotation and 

tendering procedures will be applied in accordance with the levels of 
expenditure as quoted in the Detailed Scheme of Delegation. Exceptions 
where formal quotation/ tendering need not be applied is where: 

 
 where the supply is proposed under special arrangements negotiated 

by the Department of Health (in which such special arrangements 
must be complied with); 

 where the supply is property rent, business and domestic rates and 
utilities 

 a consortium or a national arrangement is in place and a lead 
organisation has been appointed with Board approval to carry out 
tendering activity on behalf of consortium members 

 for disposals where conditions in these SFIs apply 
 where a framework agreement is in place through an organisation to 

which the Trust has access, and whereby the framework agreement is 
compliant with Procurement Regulations and expressly allows direct 
purchase without further competition.  This process requires approval 
from Procurement   prior to any agreement being placed 

 
13.7.3 Director approval is not required for non-competitive tendering under the 

above circumstances but approval must be sought with appropriate reasons 
given for non-application which must be fully documented and maintained by 
the Procurement Department. 

 
13.7.4 In addition formal tendering/ quotation procedures may be waived, subject to 

authorisation in advance by the Chief Financial Officer and or Chief 
Executive Officer, following review and approval by Procurement, in 
accordance with the procedure and policy detailed above 

 
13.7.5 The waiving of competitive tendering/quotation procedures should not be 

used to avoid competition or for administrative convenience or to award 
further work to a consultant originally appointed through a competitive 
procedure. Day to day management shall fall to Procurement, in regular 
consultations with Chief Financial Officer. 

 
13.7.6 Where it is decided that competitive tendering/ quotation is not applicable 

and should be waived, the fact of the waiver and the reasons should be 
documented and recorded in accordance with the above procedure. 

 
13.8 Fair and Adequate Competition 
 
13.8.1 Where competitive tendering is required the Trust shall ensure that 

responses are requested from a sufficient number suppliers/ individuals to 
provide fair and adequate competition as appropriate, and in no cases less 
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than two suppliers/ individuals, having regard to their capacity to supply the 
goods or materials or to undertake the services of works required. 

 
13.8.2 Subject to Public Contracts Regulations, the Trust shall ensure that the 

firms/ individuals invited to tender (and where appropriate quote) are among 
those on approved lists where such lists exist. 

 
13.9 Building and Construction Work 
 
13.9.1 Where Procurement Regulations apply, competitive tendering cannot be 

waived for building and engineering construction works and maintenance 
without the approval of the Independent Regulator. 

 
13.9.2 Where the estimated works value exceeds the Procurement threshold, a full 

open market competition will be undertaken in accordance with Public 
Contracts Regulations. A full and appropriate financial vetting exercise will 
be undertaken with the conclusions clearly documented within the tender 
recommendation report. 

  
13.9.3 Where the estimated works value is above £100,000 but below the 

Procurement threshold, invitations to tender shall be made only to firms 
included on either the Trust’s own database of contractors or those with a 
live registration on Constructionline. A financial vetting exercise will be 
undertaken by Procurement (for example, either by utilising an up-to-date 
Dun & Bradstreet report on the preferred contractor, or by positive 
verification of an up-to-date financial check on Constructionline), and 
documented within the tender recommendation report. 

 
13.9.4 Where the estimated works value is below £100,000 a risk-based approach 

to financial vetting will be undertaken based on advice from Procurement   
and documented within the tender recommendation report. 

 

13.9.5 For all works tenders/ quotations irrespective of value, new contractors will 
require Procurement involvement and approval prior to any invitation to 
tender being made. 

 
13.9.6 The Trust shall ensure that competitive tenders are invited for the design 

and construction and maintenance of building and engineering works 
(including construction and maintenance of grounds and gardens). 

 
13.10 Healthcare Services 
 
13.10.1 Where the Trust elects to invite tenders for the supply of healthcare services 

these Standing Financial Instructions shall apply as far as they are 
applicable to the tendering procedure. 

 
13.11 Items Which Breach Thresholds After Original Approval 
 
13.11.1 Items estimated to be below the limits set in the Detailed Scheme of 

Delegation  for which formal tendering procedures are not used which 
subsequently prove to have a value above such limits shall be reported to 
the Chief Financial Officer, and be included in the regular tender report to 
the Audit Committee. 
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13.12 Invitation to Tender 
 
13.12.1 All invitations to tender shall state that no tender will be accepted unless 

submitted either via the e-tendering system in use by the Procurement   
team, or in the case of framework agreements, using the framework 
provider’s e-tendering platform. 

 
13.12.2 Every tender for goods, materials, manufactured articles supplied as part of 

a works contract, services and disposals shall embody such of the main 
contract conditions as may be appropriate in accordance with the contract 
forms described in the following sections. 

 
13.12.3 Every tender for building or engineering works (except for maintenance 

work) shall embody or be in the terms of the current edition of one of the 
following: NEC3; JCT Minor Works; Association of Consulting Engineers 
(ACE); or other recognised contract applicable to the scheme.  The 
documents shall be modified and/ or amplified to accord with Department of 
Health and Social Care guidance and, in minor respects, to cover special 
features of individual projects. 

 
13.12.4 Every tender for goods, materials, services (including consultancy services) 

or disposals shall embody such of the NHS Standard Contract Conditions as 
are applicable.  Every tenderer must give a written undertaking not to 
engage in collusive tendering or other restrictive practices. Tendering based 
on other forms of contract may be used only after prior consultation with the 
Independent Regulator. 

 
13.13 Receipt and Safe Custody of Tenders 
 
13.13.1 Electronic tenders will be submitted to the Trust via the e-tendering system. 
 
13.13.2 The e-tendering system is used to record an audit trail of tender receipt and 

communications including responses to all clarification questions. The e-
tendering system will record a permanent audit trail of tender receipt 
including date and time received. 

 
13.13.3 All documents will be held securely on the e-tendering system which will not 

enable supplier tender documents to be accessed, viewed, moved, or 
printed prior to the agreed opening date and time. 

 
13.14 Opening of Tenders and Register of Interests 
 
13.14.1 The system will not allow opening of responses without an identified 

Procurement   officer logged in. 
 
13.14.2 Tenders received via the e-tendering system will be opened by a designated 

officer in the Procurement  department. 
 
13.14.3 The system will keep an audit log of the date and time each document was 

opened and by whom. 
 
13.14.4 A full audit log and document repository will be held in the e-tendering 

system to detail: 
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a) the name of all firms and/or individuals invited; 
b) the names of firms and/or individuals from which tenders have been 
received; 
c) the date the tenders were opened; 
d) the person who opened the tender documentation; 
e) the price shown on each tender; 
f) the final contract, including a note where price alterations have been made 
on the tender. 

 
13.14.5 An audit log shall be maintained of all alterations to tender documents, and 

the final price shown shall be recorded. 
 
13.14.6 All clarification communications shall be sent via the e-tendering system and 

logged for future reference. 
 
13.14.7 A report shall be stored in the e-tender system if, on any one tender, price 

alterations are so numerous as to render the procedure above 
unreasonable. 

 
13.15 Admissibility 
 
13.15.1 If for any reason the designated officers are of the opinion that the tenders 

received are not strictly competitive (for example, because their numbers 
are insufficient or any are amended, incomplete or qualified) no contract 
shall be awarded without the approval of the Chief Executive. 

 
13.15.2 Where only one tender is sought and/or received, the Chief Executive and 

Chief Financial Officer shall, as far practicable, ensure that the price to be 
paid is fair and reasonable and will ensure value for money for the Trust. 

 
13.16 Late, Incomplete and Amended Tenders 
 
13.16.1 Tenders received after the due time and date, may be considered only if the 

Chief Executive, Chief Financial Officer or Director of Procurement and 
Commercial Services decides that there are exceptional circumstances e.g. 
where significant financial, technical or delivery advantages would accrue, 
and they are satisfied that there is no reason to doubt the bona fide status of 
the tenders concerned. The Chief Executive, Chief Financial Officer or 
Director of Procurement and Commercial Services shall decide whether 
such tenders are admissible and whether re-tendering is desirable.  Re-
tendering may be limited to those tenders reasonably in the field of 
consideration in the original competition.  It the tender is accepted, the late 
arrival of the tender should be reported to the Audit Committee at its next 
meeting. 

 
13.16.2 Technically late tenders (i.e. those despatched in good time but delayed 

through no fault of the tenderer) may at the discretion of the Chief Executive 
or Chief Financial Officer be regarded as having arrived in due time. 

 
13.16.3 Only in the most exceptional circumstances will a tender be considered 

which is received after the opening of the other tenders and only then if the 
tenders that have been duly opened have not left the custody of the 
designated officer or officers or if the process of evaluation and adjudication 
has not started. 
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13.16.4 Incomplete tenders (i.e. those from which information necessary for the 

adjudication of the tender is missing) and amended tenders (i.e. those 
amended by the tenderer on his own initiative either orally or in writing after 
the due term for receipt) should be dealt with in the same way as late 
tenders above. 

 
13.16.5 Where examination of tenders reveals errors which would affect the tender 

figure, the tenderer is to be given details of such errors and afforded the 
opportunity of confirming or withdrawing the offer. 

 
13.16.6 Necessary discussions with the tenderer of the contents of his tender, in 

order to elucidate technical points etc. before the award of a contract, need 
not disqualify the tenderer. 

 
13.16.7 While decisions as to the admissibility of late, incomplete or amended 

tenders are under consideration and while re-tenders are being obtained, 
the tender documents shall remain strictly confidential and held securely on 
the e-tendering system. 

 
13.17 Acceptance of Tenders 
 
13.17.1 The lowest tender, if payment is to be made by the Trust, or the highest, if 

payment is to be received by the Trust, shall be accepted unless there are 
good and sufficient reasons to the contrary.  Such reasons shall be set out 
in the recommendation report and fully supported by clinical or other 
stakeholder justification report if other than the lowest offer (purchase) or 
highest offer (sale) is preferred – recommendation reports will be submitted 
for each tender in accordance with reporting procedure set out above. 

 
13.17.2 It is accepted that for professional services such as management 

consultancy, the lowest price does not always represent the best value for 
money.  Other factors affecting the success of a project include:  

 
a) experience and qualifications of team members; 
 
b) understanding of client’s needs; 
 
c) feasibility and credibility of proposed approach; 
 
d) ability to complete the project on time. 

 
13.17.3 Where other factors are taken into account in selecting a tenderer, these 

must be clearly recorded and documented in the contract file, and the 
reason(s) for not accepting the lowest tender clearly stated. 

 
13.17.4 No tender shall be accepted which will commit expenditure in excess of that 

which has been allocated by the Trust and which is not in accordance with 
these Instructions except with the authorisation of the Chief Executive or 
Chief Financial Officer.  

 

Page 215 of 248



SFIs : Issue 9.0 – 01/02/18 
(Review date: 30/11/19 (unless requirements change)) 

Page 33 of 57 

13.17.5 The use of these procedures must demonstrate that the award of the 
contract was: 

 
a) not in excess of the going market rate/ price current at the time the 
contract was awarded; 
 
b) that best value for money was achieved. 

 
13.17.6 All tenders should be treated as confidential and should be retained for 

inspection. 
 
13.18 Financial Standing and Technical Competence of Contractors 
 
13.18.1 The Chief Financial Officer or Procurement Team  may make or instigate 

any enquiries deemed appropriate concerning the financial standing and 
financial suitability of preferred contractors. The Medical Director with lead 
responsibility for clinical governance will similarly make such enquiries as is 
felt appropriate to be satisfied as to their technical/ medical competence. 

 
13.19 Exceptions to Using Approved Contractors 
 
13.19.1 If in the opinion of the Chief Executive, Chief Financial Officer or 

Procurement   it is impractical to use a potential contractor from either the 
Trust’s own database of suppliers or those with a live registration on 
Constructionline (for example where specialist services or skills are 
required), the Chief Financial Officer should ensure that appropriate checks 
are carried out as to the technical and financial capability of those firms that 
are invited to tender or quote. 

 
13.19.2 An appropriate record in the contract file should be made of the reasons for 

inviting a tender or quote other than from the Trust’s own database of 
suppliers or those with a live registration on Constructionline. 

 
13.20 Compliance Requirements For All Contracts 
 
13.20.1 The Board shall comply with: 
 

a) the Trust’s Constitution, the Provider Licence Standing Orders and 
Standing Financial Instructions; 
 
b) Public Contracts Regulations and other statutory provisions; 
 
c) any relevant directions including the Capital Investment Manual, 
Estatecode and guidance on the Procurement and Management of 
Consultants; 
 
d) any relevant sections of the NHS Standard Contract Conditions as are 
applicable; 
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e) where appropriate contracts shall be in or embody the same terms and 
conditions of contract as was the basis on which tenders or quotations were 
invited; 
 
f) in all contracts made by the Trust, the Board shall endeavour to obtain 
best value for money by use of all systems in place.  The Chief Executive 
shall nominate an Officer who shall oversee and manage each contract on 
behalf of the Trust. 

 
13.21 Disposals 
 
13.21.1 Competitive Tendering or Quotation procedures shall not apply to the 

disposal of: 
 

a) 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 reserve) 
by the Chief Executive or nominated officer; 
 
b) obsolete or condemned articles and stores, which may be disposed of in 
accordance with the supplies policy of the Trust; 
 
c) items to be disposed of with an estimated sale value of less than £1,500, 
this figure to be reviewed on a periodic basis; 
 
d) items arising from works of construction, demolition or site clearance, 
which should be dealt with in accordance with the relevant contract; 
 
e) land or buildings concerning which DH guidance has been issued but 
subject to compliance with such guidance. 

 
13.22 In-house Services 
 
13.22.1 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 Trust may also determine from time to time that in-house service should 
be market tested by competitive tendering. 

 
13.22.2 In all cases where the Board determines that in-house services should be 

subject to competitive tendering the following groups shall be set up:  
 

a) Specification group, comprising the Chief Executive or nominated officer/s 
and specialist. 
 
b) In-house tender group, comprising a nominee of the Chief Executive and 
technical support. 
 
c) Evaluation team, comprising normally a specialist officer, a Category 
Manager and a Chief Financial Officer representative. For services having a 
likely annual expenditure exceeding £500,000, a Non-Executive Director 
should be a member of the evaluation team. 
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13.22.3 All groups should 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. 

 
13.22.4 The evaluation team shall make recommendations to the Board. 
     
13.22.5 The Chief Executive shall nominate an officer to oversee and manage the 

contract on behalf of the Trust. 
 
 
14. NHS SERVICE AGREEMENTS FOR PROVISION OF SERVICES  
 
14.1 Contractual Agreements 
 
14.1.1 The Chief Executive, as the Accountable Officer, is responsible for 

negotiating contracts with commissioners for the provision of services to 
patients in accordance with the Business Plan and for establishing the 
arrangements for providing extra-contractual services. 

 
 All NHS contracts should follow the National Standard Contract and will 

thus cover all the requirements for such Contracts. 
 
14.1.2 These contracts are legally binding and appropriate legal advice identifying 

the Trust’s liabilities under the terms of the contract should be considered 
as appropriate. 

 
14.1.3 In carrying out these functions, the Chief Executive should take into account 

the advice of the Chief Financial Officer regarding: 
 
 a) Costing and pricing of services 
 
 b) National Tariff Payment system 
 
 c) Payment terms and conditions 
 
 d) Penalty and fine implications 
 
 e) Billing systems and cash flow management 
 
 f) Any other matters of a financial nature 
 
 g) The contract negotiation process and timetable 
 
 h) The provision of contract data 
 

i) Contract monitoring arrangements 

 j) Amendments to contracts and extra-contractual arrangements 
 
k) Targets and performance/quality standards specified in the contract 
 
l) Any other matters relating to contracts of a legal or non financial 
nature 
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14.1.4 Contracts should be so devised as to minimise the risk whilst maximizing 

the Trust’s opportunity to generate income 
 
14.1.5 Any pricing of contracts at marginal cost must be undertaken by the Chief 

Financial Officer and, where material, reported to the Board. 
 
14.1.6 Contracts with NHS commissioning bodies require the signature of the Chief 

Executive or the Chief Financial Officer. 
 
14.2 Involving Partners and jointly managing risk  
 
 The National Operating Framework and the standard national model 

contracts set out the mechanisms governing the joint working of all parties.   
 

14.3 Reports to Board on Contractual Agreements 
 
14.3.1 The Chief Executive, as the Accountable Officer, will need to ensure that 

regular reports are provided to the Board detailing actual and forecast 
income from the contractual agreements.  This will include information on 
costing arrangements in line with the National Tariff Payment System.  
Where specific services are outside the scope of the National Tariff 
Payment system, all parties should agree a common currency for 
application across the range of contractual agreements. 

 
14.3.2 The report should also include information regarding the risks and 

mitigations in place relating to the contract. 
 
15. TERMS OF SERVICE, ALLOWANCES AND PAYMENT OF MEMBERS 

OF THE TRUST BOARD AND EXECUTIVE COMMITTEE AND 
EMPLOYEES 

 
15.1 Remuneration and Terms of Service (see overlap with SO No. 6.1) 
 
15.1.1 In accordance with SOs the Board shall establish an Appointments and 

Remuneration Committee, with clearly defined terms of reference, 
specifying which posts fall within its area of responsibility, its composition, 
and the arrangements for reporting.  (See NHS guidance contained in the 
Higgs report.) 

 
15.1.2 The Committee will: 
 

(a) advise the Board about determine appropriate remuneration and 
terms of service for the Chief Executive, other officer members 
employed by the Trust and other senior employees including:  

 
(i) all aspects of salary (including any performance-related 

elements/bonuses); 
 
(ii) provisions for other benefits, including pensions and cars; 
 
(iii) arrangements for termination of employment and other contractual 

terms; 
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(b) make such recommendations to the Board on determine the 
remuneration and terms of service of officer members of the Board 
(and other senior employees) to ensure they are fairly rewarded for 
their individual contribution to the Trust - having proper regard to the 
Trust’s circumstances and performance and to the provisions of any 
national arrangements for such members and staff where appropriate; 

 
(c) monitor and evaluate the performance of individual officer 

members (and other senior employees);  
 
(d) 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. 

 
15.1.3 The Committee shall report in writing to the Board 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 officer members. Minutes of the Board's meetings 
should record such decisions. 

 
15.1.4 The Board will consider and need to approve proposals presented by the 

Chief Executive for the setting of remuneration and conditions of service for 
those employees and officers not covered by the Committee. 

 
15.1.5 The Trust will pay allowances to the Chair and non-officer members of the 

Board in accordance with instructions issued by the Secretary of State for 
Health. 

 
15.2 Funded Establishment 

 
15.2.1 The workforce plans incorporated within the annual budget will form the 

funded establishment. 
 
15.2.2 The funded establishment of any department may not be varied without the 

approval of the Chief Executive as specified in the Scheme of Delegation or 
as determined by the workforce plan taking into account management of 
changes and business cases. 

 
15.3 Staff Appointments 

 
15.3.1 No officer or Member of the Trust Board or employee may engage, re-

engage, or re-grade employees, either on a permanent or temporary nature, 
or hire agency staff, or agree to changes in any aspect of remuneration: 

 
(a) unless authorised to do so by the Chief Executive or nominated officer; 

and 
 

(b) within the limit of their approved budget and funded establishment; 
and 

 
(c) it is in accordance with any local or Trust-wide controls placed on 

recruitment to vacant positions. 
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15.3.2 The Board will approve procedures presented by the Chief Executive for the 
determination of commencing pay rates, condition of service, etc, for 
employees. 
 

15.3.3 A manager may only action such a change against those cost 
centres/budgets for which they have formal responsibility. 

 
15.3.4 Advertisements for all posts must be placed via the Employee Resourcing  

Department. 
 

15.4 Processing Payroll 
 

15.4.1 The Chief Financial Officer is responsible for: 
 

(a) Performance managing the outsourced payroll provision to ensure it is 
in line with the contract and service continuity is maintained and where 
necessary reporting any variations to the contract or significant areas 
of risk in relation to the service to the Board. 

 
(b) specifying timetables for submission of properly authorised time 

records and other notifications; 
 
(c) the final determination of pay and allowances; 
 
(d) making payment on agreed dates;  
 
(e) agreeing method of payment. 

 
15.4.2 The Chief Financial Officer will issue instructions regarding: 

 
(a) verification and documentation of data; 
 
(b) the timetable for receipt and preparation of payroll data and the 

payment of employees and allowances; 
 
(c) maintenance of subsidiary records for superannuation, income tax, 

social security and other authorised deductions from pay; 
 
(d) security and confidentiality of payroll information; 
 
(e) checks to be applied to completed payroll before and after payment; 
 
(f) authority to release payroll data under the provisions of the Data 

Protection Act; 
 
(g) methods of payment available to various categories of employee and 

officers; 
 
(h) procedures for payment by cheque, bank credit, to employees and 

officers; 
 
(I) procedures for the recall of cheques and bank credits; 
 
(j) pay advances and their recovery; 
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(k) maintenance of regular and independent reconciliation of pay control 
accounts; 

 
(l) separation of duties of preparing records and handling cash;  
 
(m) 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. 
 

15.4.3 Appropriately nominated managers have delegated responsibility for: 
 

(a) submitting time records, and other notifications in accordance with 
agreed timetables; 

 
(b) 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;  

 
(c) submitting termination details on ESR Manager Self Service 

immediately upon knowing the effective date of an employee's or 
officer’s resignation, termination or retirement.  Where an employee 
fails to report for duty or to fulfill obligations in circumstances that 
suggest they have left without notice, the appropriate Director or 
Budget Holder must be informed immediately. 

 
15.4.4 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. 

 
15.5 Contracts of Employment 

 
15.5.1 The Board shall delegate responsibility to the Director of Workforce and 

Organisational Development for: 
 
 (a) ensuring that all employees are issued with a Contract of Employment 

in a form approved by the Board and which complies with employment 
legislation;  

 
 (b) dealing with variations to, or termination of, contracts of employment. 
 
16. NON-PAY EXPENDITURE 
 
16.1 Delegation of Authority 
 
16.1.1 The Board will approve the level of non-pay expenditure on an annual basis 

and the Chief Executive will determine the level of delegation to budget 
managers. 

 
16.1.2 The Chief Executive will set out: 
 
 (a) the list of managers who are authorised to place requisitions for the 

supply of goods and services;  
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 (b) the maximum level of each requisition and the system for 
authorisation above that level. 

 
16.1.3 The Chief Executive shall set out procedures on the seeking of professional 

advice regarding the supply of goods and services. 
 
16.2 Choice, Requisitioning, Ordering, Receipt and Payment for Goods and 

Services 
 
16.2.1 The requisitioner, in choosing the item to be supplied (or the service to be 

performed) shall always obtain the best value for money for the Trust.  In so 
doing, the advice of the Trust’s Procurement Department shall be sought.  
Where this advice is not acceptable to the requisitioner, the Director of 
Finance (and/or the Chief Executive) shall be consulted. 

16.2.116.2.2 The use of the Trust credit cards held by Procurement will only be 
used for travel bookings and very special purchases in some cases where 
there is clear justification for doing so.  Procurement should be consulted for 
advice. 

   
16.2.2 Under no circumstances should a requisition be split in such a way to 

circumvent particular spending limits attached as per the Scheme of 
Delegation. 

 
16.2.3 The Chief Financial Officer shall be responsible for the prompt payment of 

accounts, invoices  and claims.  Payment of contract invoices shall be in 
accordance with contract terms, or otherwise, in accordance with national 
guidance. 

 
16.2.4 The Chief Financial Officer will: 
 
 (a) advise the Board regarding the setting of thresholds above which 

quotations (competitive or otherwise) or formal tenders must be 
obtained; and, once approved, the thresholds should be incorporated 
in Scheme of Delegation and regularly reviewed; 

 
 (b) prepare procedural instructions or guidance within the Scheme of 

Delegation on the obtaining of goods, works and services 
incorporating the thresholds; 

 
 (c) be responsible for the prompt payment of all properly authorised 

accounts and claims; 
 
 (d) be responsible for designing and maintaining a system of verification, 

recording and payment of all amounts payable.  The system shall 
provide for: 

 
(i) A list of employees authorised to certify invoices and the value to 

which they can authorise. 
 
 (ii) Certification that: 
 

- goods have been duly received, examined and are in accordance 
with specification and the prices are correct; 
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- 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, 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.  

-  
(iii) A timetable and system for submission to the Chief Financial 

Officer of accounts for payment; provision shall be made for the 
early submission of accounts subject to cash discounts or 
otherwise requiring early payment. 

 
(iv) Instructions to employees regarding the handling and payment of 

accounts within the Finance Department. 
 

 (e) be responsible for ensuring that payment for goods and services is 
only made once the goods and services are received. The only 
exceptions are set out in SFI No. 16.2.4 below. 

 
16.2.4 Prepayments 
 
 Prepayments are only permitted where exceptional circumstances apply.  In 

such instances: 
 

 (a) Prepayments are only permitted where the financial advantages 
outweigh the disadvantages (i.e. cash flows must be discounted to 
NPV using the National Loans Fund (NLF) rate plus 2%).  

 
 (b) The appropriate officer must provide, in the form of a written report, a 

case setting out all relevant circumstances of the purchase.  The 
report must set out the effects on the Trust if the supplier is at some 
time during the course of the prepayment agreement unable to meet 
his commitments; 

 
 (c) The Chief Financial Officer will need to be satisfied with the proposed 

arrangements before contractual arrangements proceed (taking into 
account the EU public procurement rules where the contract is above 
a stipulated financial threshold);  

 
 (d) The budget holder is responsible for ensuring that all items due under 

a prepayment contract are received and they must immediately inform 
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the appropriate Director or Chief Executive if problems are 
encountered. 

 
16.2.5 Official orders 

 
 Official Orders must: 

 
(a) be consecutively numbered; 
 
(b) be in a form approved by the Chief Financial Officer; 
 
(c) state the Trust’s terms and conditions of trade;  
 
(d) only be issued to, and used by, those duly authorised by the Chief 

Executive. 
 

16.2.6 Duties of Managers and Officers 
 
 Managers and officers must ensure that they comply fully with the guidance 

and limits specified by the Chief Financial Officer and that: 
 
(a) all contracts (except as otherwise provided for in the Scheme of 

Delegation), leases, tenancy agreements and other commitments 
which may result in a liability are notified to the Chief Financial Officer 
in advance of any commitment being made; 

 
(b) contracts above specified thresholds are advertised and awarded in 

accordance with EU rules on public procurement; 
 
(c) where consultancy advice is being obtained, the procurement of such 

advice must be in accordance with guidance issued by the 
Department of Health and Social Care; 

 
(d) in accordance with the Trust’s Business Conduct Standards policy, no 

order shall be issued for any item or items to any firm which has made 
an offer of gifts, reward or benefit to directors or employees, other 
than: 

 
(i) isolated gifts of a trivial character or inexpensive seasonal 

gifts, such as calendars; 
 

(ii) conventional hospitality, such as lunches in the course of 
working visits; 

 
(e) no requisition/order is placed for any item or items for which there is 

no budget provision unless authorised by the Chief Financial Officer 
on behalf of the Chief Executive; 

 
(f) all goods, services, or works are ordered using an official purchase 

order except for purchases from petty cash or with explicit approval of 
the Chief Financial Officer. 

 
(g)  verbal orders must only be issued very exceptionally - by an 

employee designated by the Chief Executive and only in cases of 

Page 225 of 248



SFIs : Issue 9.0 – 01/02/18 
(Review date: 30/11/19 (unless requirements change)) 

Page 43 of 57 

emergency or urgent necessity.  These must be confirmed by an 
official purchase order and clearly marked "Confirmation Order"; 

 
(g) orders are not split or otherwise placed in a manner devised so as to 

avoid the financial thresholds; 
 
(h) goods are not taken on trial or loan in circumstances that could 

commit the Trust to a future uncompetitive purchase; 
 
(i) changes to the list of employees and officers authorised to certify 

invoices are notified to the Chief Financial Officer; 
 
(j) purchases from petty cash are restricted to a maximum value of £50 

and by type of purchase in accordance with instructions issued by the 
Chief Financial Officer; 

 
(k) petty cash records are maintained in a form as determined by the 

Chief Financial Officer. 
 

16.2.7 The Chief Executive and Chief Financial Officer shall ensure that the 
arrangements for financial control and financial audit of building and 
engineering contracts and property transactions comply with the guidance 
contained within CONCODE and ESTATECODE.  The technical audit of 
these contracts shall be the responsibility of the relevant Director. 

 
16.3 Joint Finance Arrangements with Local Authorities and Voluntary 
Bodies  
 
16.3.1 Payments to local authorities and voluntary organisations made under the 

powers of section 28A of the NHS Act shall comply with procedures laid 
down by the Chief Financial Officer which shall be in accordance with these 
Acts.  

 
17. EXTERNAL BORROWING 

 
17.1 The Chief Financial Officer will advise the Board concerning the Trust’s 

ability to pay dividend on, and repay Public Dividend Capital (PDC) and any 
proposed new borrowing, within the limits set by the Department of Health 
and Social Care. The Chief Financial Officer is also responsible for reporting 
periodically to the Board concerning the PDC debt and all loans and 
overdrafts. 

 
17.1.1 The Board will agree the list of employees (including specimens of their 

signatures) who are authorised to make short term borrowings on behalf of 
the Trust. This must contain the Chief Executive and the Chief Financial 
Officer.  

 
17.1.2 The Chief Financial Officer must prepare detailed procedural instructions 

concerning applications for loans and overdrafts. 
 

17.1.3 All short-term borrowings should be kept to the minimum period of time 
possible, consistent with the overall cashflow position, represent good value 
for money, and comply with the latest guidance from the Department of 
Health and Social Care. 
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17.1.4 Any short-term borrowing must be with the authority of two members of an 
authorised panel, one of which must be the Chief Executive or the Chief 
Financial Officer. The Board must be made aware of all short term 
borrowings at the next Board meeting. 

 
17.1.5 All long-term borrowing must be consistent with the plans outlined in the 

current LDP and be approved by the Trust Board. 
 

17.2 INVESTMENTS 
 

17.2.1 Temporary cash surpluses must be held only in such public or private sector 
investments as notified by the Secretary of State and authorised by the 
Board. 

 
17.2.2 The Chief Financial Officer is responsible for advising the Board on 

investments and shall report periodically to the Board concerning the 
performance of investments held. 

 
17.2.3 The Chief Financial Officer and Investment will prepare detailed procedural 

instructions on the operation of investment accounts and on the records to 
be maintained. 

 
18. FINANCIAL FRAMEWORK 

 
18.1 The Chief Financial Officer should ensure that members of the Board are 

aware of the Financial Framework. This document contains directions which 
the Trust must follow The Chief Financial Officer should also ensure that the 
direction and guidance in the framework is followed by the Trust. 

 
19. CAPITAL INVESTMENT, PRIVATE FINANCING, FIXED ASSET 

REGISTERS AND SECURITY OF ASSETS 
 

19.1 Capital Investment 
 

19.1.1 The Chief Executive: 
 

(a) 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; 
 

(b) is responsible for the management of all stages of capital schemes 
and for ensuring that schemes are delivered on time and to cost;  

 
(c) shall ensure that the capital investment is not undertaken without 

confirmation of purchaser(s) support and the availability of resources 
to finance all revenue consequences, including capital charges.  Any 
resource required outside of agreed budgets will be taken through the 
required authorization process; 

  
(d) That a capital investment programme, produced on an annual basis, is 

submitted to and approved by the Board prior to the start of the 
financial year. 
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19.1.2 The approval of a capital programme shall not constitute approval for 
expenditure on any scheme, i.e. a completed capital bid and, where 
applicable, capital business case will still be required. 

 
19.1.3 For every capital expenditure proposal the Chief Executive shall ensure: 

 
(a) a capital bid is prepared and approved through the agreed process;  

 
(b) all proposals to lease, hire or rent fixed asets have been subject to 

appraisal of their impact on the Trust’s ability to achieve its financial 
targets and, where appropriate, subject to legal advice from the 
Trust’s legal advisor on the terms of the proposed contract. 

 
19.1.4 For capital schemes where the contracts stipulate stage payments, the 

Chief Executive will issue procedures for their management, incorporating 
the recommendations of “Estatecode”. 

 
 

19.1.5 The Chief Financial Officer shall issue procedures for the regular reporting 
of expenditure and commitment against authorised expenditure. 

 
19.1.6 The Chief Financial Officer shall issue to the manager responsible for any 

scheme: 
 
(a) specific authority to commit expenditure; 
 
(b) authority to proceed to tender ( see overlap with SO 6.89); 
 
(c) approval to accept a successful tender (see overlap with SO 6.8). 
 

 The Chief Executive will issue a scheme of delegation for capital investment 
management in accordance with "Estatecode" guidance and the Trust’s 
SOs. 
 

19.1.7 The Chief Financial Officer shall issue procedures governing the financial 
management, including variations to contract, of capital investment projects 
and valuation for accounting purposes. These procedures shall fully take 
into account the delegated limits for capital schemes included in the NHS 
Improvement document “Capital regime, investment and property business 
case approval guidance for NHS trusts and foundation trusts”. 

 
19.2 Private Finance    

 
19.2.1 The Trust should normally test for PFI when considering capital 

procurement. When the Trust proposes to use finance which is to be 
provided other than through its Allocations, the following procedures shall 
apply: 

 
(a) The Chief Financial Officer shall demonstrate that the use of private 

finance represents value for money and genuinely transfers significant 
risk to the private sector. 

 
(b) Where the sum involved exceeds delegated limits, the business case 

must be referred to the Department of Health and Social Care or in 
line with any current guidelines. 
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(c) The proposal must be specifically agreed by the Board. 

 
19.3 Asset Registers 

 
19.3.1 The Chief Executive is responsible for the maintenance of registers of 

assets, taking account of the advice of the Chief Financial Officer 
concerning the form of any register and the method of updating, and 
arranging for a physical check of assets against the asset register to be 
conducted once a year. 

 
19.3.2 The Trust shall maintain an asset register recording fixed assets.  The 

minimum data set to be held within these registers is determined by 
International Accounting Standard (IAS) 16 which requires each asset 
component be treated separately for depreciation purposes. 

 
19.3.3 Additions to the fixed asset register must be clearly identified to an 

appropriate budget holder and be validated by reference to: 
 

(a) properly authorised and approved agreements, architect's certificates, 
supplier's invoices and other documentary evidence in respect of 
purchases from third parties; 

 
(b) stores, requisitions and wages records for own materials and labour 

including appropriate overheads;  
 
(c) lease agreements in respect of assets held under a finance lease and 

capitalised. 
 

19.3.4 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). 

 
19.3.5 The Chief Financial Officer shall approve procedures for reconciling 

balances on fixed assets accounts in ledgers against balances on fixed 
asset registers. 

 
19.3.6 The value of each class of asset will be determined by the Chief Financial 

Officer with reference to IAS 16 which states that revaluations should be 
carried out with sufficient regularity that the carrying amount does not differ 
materially from that which would be determined using fair value at the 
balance sheet date. 

 
19.3.7 The value of each asset shall be depreciated as determined by the Chief 

Financial Officer to comply with the requirements of IAS 16. 
 

19.3.8 The Chief Financial Officer of the Trust shall calculate and pay capital 
charges in accordance with Department of Health and Social Care 
requirements. 

  
19.4 Security of Assets 

 
19.4.1 The overall control of fixed assets is the responsibility of the Chief 

Executive. 
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19.4.2 Asset control procedures (including fixed assets, cash, cheques and 

negotiable instruments, and also including donated assets) must be 
approved by the Chief Financial Officer.  This procedure shall make 
provision for: 

 
(a) recording managerial responsibility for each asset; 
 
(b) identification of additions and disposals; 
 
(c) identification of all repairs and maintenance expenses; 
 
(d) physical security of assets; 
 
(e) periodic verification of the existence of, condition of, and title to, 

assets recorded; 
 
(f) identification and reporting of all costs associated with the retention of 

an asset;  
 
(g) reporting, recording and safekeeping of cash, cheques, and 

negotiable instruments. 
 

19.4.3 All discrepancies revealed by verification of physical assets to fixed asset 
register shall be notified to the Chief Financial Officer. 

 
19.4.4 Whilst each employee and officer has 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. 

 
19.4.5 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. 

 
19.4.6 Where practical, assets should be marked as Trust property. 
 
20. STORES AND RECEIPT OF GOODS 

 
20.1 General position 
 
20.1.1 Stores, defined in terms of controlled stores and departmental stores (for 

immediate use) should be: 
 

(a) kept to a minimum; 
 
(b) subjected to annual stock take; 
 
(c) valued at the lower of cost and net realisable value. 
 

20.2 Control of Stores, Stocktaking, condemnations and disposal 
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20.2.1 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 Pharmaceutical Officer; the control of any fuel 
oil and coal of a designated estates manager. 

 
20.2.2 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 Officer.  Wherever practicable, stocks should be 
marked as health service property. 

 
20.2.3 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. 

 
20.2.4 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. 

 
20.2.5 Where a complete system of stores control is not justified, alternative 

arrangements shall require the approval of the Chief Financial Officer. 
 

20.2.6 The designated Manager/Pharmaceutical Officer 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 Officer shall report to the Chief 
Financial Officer any evidence of significant overstocking and of any 
negligence or malpractice (see also overlap with SFI No. 21 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. 

 
20.3 Goods supplied by Supply Chain Co-ordination Ltd 

 
20.3.1 For goods supplied via the Supply Chain Co-ordination central warehouses, 

the Chief Executive shall identify those authorised to requisition and accept 
goods from the store.  The authorised person shall check receipt against the 
delivery note and advise Supply Chain Co-ordination of any differences. 
Once checked, delivery notes should be filed to provide an audit trail. 

 
 
21. DISPOSALS AND CONDEMNATIONS, LOSSES AND SPECIAL 
PAYMENTS 

 
21.1 Disposals and Condemnations 

 
21.1.1 Procedures 
 
 The Chief Financial Officer must prepare detailed procedures for the 

disposal of assets including condemnations, and ensure that these are 
notified to managers. 
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21.1.2 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. 

 
21.1.3 All unserviceable articles shall be: 

 
(a) condemned or otherwise disposed of by an employee authorised for 

that purpose by the Chief Financial Officer; 
 
(b) 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. 

 
21.1.4 The Condemning Officer shall satisfy himself as to whether or not there is 

evidence of negligence in use and shall report any such evidence to the 
Chief Financial Officer who will take the appropriate action.  

 
21.2 Losses and Special Payments  

 
21.2.1 Procedures 
 
 The Chief Financial Officer must prepare procedural instructions on the 

recording of and accounting for condemnations, losses, and special 
payments.   

 
21.2.2 Any employee or officer discovering or suspecting a loss of any kind must 

either immediately inform their head of department, who must immediately 
inform the Chief Executive and the Chief Financial Officer or inform an 
officer charged with responsibility for responding to concerns involving loss.  
This officer will then appropriately inform the Chief Financial Officer and/or 
Chief Executive.  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 and corruption or of anomalies which may indicate fraud or 
corruption, the Chief Financial Officer must inform the relevant LCFS and 
NHS Counter Fraud Service regional team in accordance with the NHS 
standard contract. 

 
 The Chief Financial Officer must notify the NHS Counter Fraud Service 

(NHS CFS) and the External Auditor of all frauds. 
 

21.2.3 For losses apparently caused by theft, arson, neglect of duty or gross 
carelessness, except if trivial, the Chief Financial Officer must immediately 
notify:  

 
(a) the Board, 
 
(b) the External Auditor, 
 
(c) the Internal Auditor 
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21.2.4 Within limits delegated to it by the Department of Health and Social Care, 
the Board shall approve the writing-off of losses. 

 
21.2.5 The Chief Financial Officer shall be authorised to take any necessary steps 

to safeguard the Trust’s interests in bankruptcies and company liquidations. 
 
21.2.6 For any loss, the Chief Financial Officer should consider whether any 

insurance claim can be made. 
 
21.2.7 The Chief Financial Officer shall maintain a Losses and Special Payments 

Register in which write-off action is recorded. 
 
21.2.8 No special payments exceeding delegated limits shall be made without the 

prior approval of the Department of Health and Social Care. 
 
21.2.9 All losses and special payments must be reported to the Audit Committee 

annually.  Accounts receivable write-offs are reported at every meeting. 
 
22. INFORMATION TECHNOLOGY 

 
22.1 Responsibilities and duties of the Director of Strategy 
 
22.1.1 The Director of Strategy, who is responsible for the accuracy and security of 

the computerised financial data of the Trust, shall: 
 

(a) devise and implement any necessary procedures to ensure  
appropriateadequate (reasonable) protection of the Trust’s data, 
programs  and computer hardware for which the Director 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; 

 
(b) ensure that approproateadequate (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; 

 
(c) ensure that appropriateadequate controls exist such that the computer 

operation is separated from development, maintenance and 
amendment; 

 
(d) ensure that an appropriateadequate management (audit) trail exists 

through the computerised system and that such computer audit 
reviews as the Director may consider necessary are being carried out. 

 
22.1.2 The Chief Financial Officer shall need to 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. 

 
22.1.3 The Director of Governance and Risk shall publish and maintain a Freedom 

of Information (FOI) Publication Scheme, or adopt a model Publication 
Scheme approved by the information Commissioner.  A Publication Scheme 
is a complete guide to the information routinely published by a public 
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authority.  It describes the classes or types of information about our Trust 
that we make publicly available. 

 
22.2 Responsibilities and duties of other Directors and Officers in relation 

to computer systems of a general application 
 

22.2.1 In the case of computer systems which are proposed General Applications 
(i.e. normally those applications which the majority of Trust’s in the Region 
wish to sponsor jointly) all responsible directors and employees will send to 
the Chief Financial Officer: 
 
(a) details of the outline design of the system; 
 
(b) in the case of packages acquired either from a commercial 

organisation, from the NHS, or from another public sector 
organisation, the operational requirement. 

 
22.3 Contracts for Computer Services with other health bodies or outside 

agencies 
 
22.3.1 The Director of Strategy 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. Contracts for Computer services and related information 
and technology shall be subject to Procurement Rules and shall be 
purchased according to this SFIs and the SOs 

 
22.3.2 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. 

 
22.4 Risk Assessment 

 
The Director of Strategy shall ensure that risks to the Trust arising from the 
use of IT 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. 

 
22.5 Requirements for Computer Systems which have an impact on 

corporate financial systems  
 
 Where computer systems have an impact on corporate financial systems 

the Chief Financial Officer shall need to be satisfied that: 
 

(a) systems acquisition, development and maintenance are in line with 
corporate policies such as an Information Technology Strategy; 

 
(b) data produced for use with financial systems is adequate, accurate, 

complete and timely, and that a management (audit) trail exists;  
 
(c) Chief Financial Officer staff have access to such data;  
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(d) such computer audit reviews as are considered necessary are being 
carried out. 

 
23. PATIENTS' PROPERTY  

 
23.1 The Trust has a responsibility to provide safe custody for money and other 

personal property (hereafter referred to as "property") handed in by patients, 
in the possession of unconscious or confused patients, or found in the 
possession of patients dying in hospital or dead on arrival. 

 
23.2 The Chief Executive is responsible for ensuring that patients or their 

guardians, as appropriate, are informed before or at admission 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, 
 
 that the Trust discourages patients from bringing in valuables and 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. 

 
23.3 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 in order to 
maximise the benefits to the patient. 

 
23.4 Where Department of Health and Social Care instructions require the 

opening of separate accounts for patients' moneys, these shall be opened 
and operated under arrangements agreed by the Chief Financial Officer. 

 
23.5 In all cases where property of a deceased patient is of a total value in 

excess of £5,000 (or such other amount as may be prescribed by 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. 

 
23.6 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. 

 
23.7 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. 

 
24. FUNDS HELD ON TRUST 

 
24.1 Corporate Trustee 

 

Page 235 of 248



SFIs : Issue 9.0 – 01/02/18 
(Review date: 30/11/19 (unless requirements change)) 

Page 53 of 57 

(1) Standing Order No. 6.1 outlines the Trust’s responsibilities as a 
corporate trustee for the management of funds it holds on trust.  

 
(2) The discharge of the Trust’s corporate trustee responsibilities are 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.   

 
The Chief Financial Officer shall ensure that each trust fund which the 
Trust is responsible for managing is managed appropriately with regard to 
its purpose and to its requirements. 

 
24.2 Accountability to Charity Commission  

 
(1) The trustee responsibilities must be discharged separately and full 

recognition given to the Trust’s accountabilities to the Charity 
Commission for charitable funds held on trust. 

 
(2) 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.  All Trust Board members and Trust officers must take 
account of that guidance before taking action.  

 
24.3 Applicability of SFIs to funds held on Trust 
 

(1) In so far as it is possible to do so, most of the sections of these SFIs will 
apply to the management of funds held on trust. 

 
(2) The over-riding principle is that the integrity of the Trust must be 

maintained and statutory and Trust obligations met.  Materiality must be 
assessed separately from Exchequer activities and funds. 

 
25. ACCEPTANCE OF GIFTS BY STAFF AND LINK TO STANDARDS OF 

BUSINESS CONDUCT 
 
25.1 The Chief Financial Officer shall ensure that all staff are made aware of the 

Trust policy on acceptance of gifts and other benefits in kind by staff. The 
Standards of Business Conduct policy follows the guidance contained in the 
Department of Health circular HSG (93) 5 ‘Standards of Business Conduct 
for NHS Staff’ and is also deemed to be an integral part of these SOs and 
SFIs. 

 
26. RETENTION OF RECORDS 

 
26.1 The Chief Executive shall be responsible for maintaining archives for all 

records required to be retained in accordance with Department of Health 
and Social Care guidelines. 

 
26.2 The records held in archives shall be capable of retrieval by authorised 

persons. 
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26.3 Records held in accordance with latest Department of Health and Social 
Care guidance shall only be destroyed at the express instigation of the Chief 
Executive. Detail shall be maintained of records so destroyed. 

 
27. RISK MANAGEMENT AND INSURANCE  

 
27.1 Programme of Risk Management 
 
 The Chief Executive shall ensure that the Trust has a programme of risk 

management, in accordance with current Department of Health and Social 
Care assurance framework requirements, which must be approved and 
monitored by the Board. 

 
 The programme of risk management shall include: 

 
a) a process for identifying and quantifying risks and potential liabilities; 
 
b) engendering among all levels of staff a positive attitude towards the 

control of risk; 
 
c) management processes to ensure all significant risks and potential 

liabilities are addressed including effective systems of internal control, 
cost effective insurance cover, and decisions on the acceptable level 
of retained risk; 

 
d) contingency plans to offset the impact of adverse events; 
 

e) audit arrangements including; Internal Audit, clinical audit, health and 
safety review; 

 
f) a clear indication of which risks shall be insured; 
 
g) arrangements to review the Risk Management programme. 
 

  The existence, integration and evaluation of the above elements will assist 
in providing a basis to make a statement on the effectiveness of internal 
control (Annual Governance Statement) within the Annual Report and 
Accounts as required by current Department of Health and Social Care 
guidance. 

 
27.2 Insurance: Risk Pooling Schemes administered by NHS Resolution 
 
 The Board shall decide if the Trust will insure through the risk pooling 

schemes administered by the NHS Resolution or self insure for some or all 
of 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.  

 
27.3 Insurance arrangements with commercial insurers 
 
27.3.1 There is a general prohibition on entering into insurance arrangements with 

commercial insurers. There are, however, three exceptions when Trust’s 
may enter into insurance arrangements with commercial insurers. The 
exceptions are: 
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(1) Trust’s may enter commercial arrangements for insuring motor 

vehicles owned by the Trust including insuring third party liability arising 
from their use; 

 
(2)  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  

 
(3) 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 NHS Resolution. 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 and 
Social Care. 

 
27.4 Arrangements to be followed by the Board in agreeing Insurance cover

  
 

(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. 

 
(2) Where the Board decides not to use the risk pooling schemes 

administered by NHS Resolution 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 as a 
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 which will not be 
reimbursed.   

 
(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. 

 
28 TRAINING REQUIREMENTS 

 
This document should be read in conjunction with the Trust’s, Scheme of 
Reservation of Powers to the Trust Board and Detailed Scheme of Delegation 
and SOs. 
 

29 REFERENCES AND ASSOCIATED DOCUMENTATION 

 
 

 Code of Accountability for Trust Boards –  

Page 238 of 248



SFIs : Issue 9.0 – 01/02/18 
(Review date: 30/11/19 (unless requirements change)) 

Page 56 of 57 

https://www.nhsbsa.nhs.uk/sites/default/files/2017-02/Sect_1_-_D_-
_Codes_of_Conduct_Acc.pdf 
 

30 EQUALITY IMPACT STATEMENT 

 
Portsmouth Hospitals NHS Trust is committed to ensuring that, as far as is 
reasonably practicable, the way we provide services to the public and the way 
we treat our staff reflects their individual needs and does not discriminate 
against individuals or groups on any grounds. 
 
This policy has been assessed accordingly. 
 
Our values are the core of what Portsmouth Hospitals NHS Trust is and what 
we cherish.  They are beliefs that manifest in the behaviours our employees 
display in the workplace.  
 
Our Values were developed after listening to our staff.  They bring the Trust 
closer to its vision to be the best hospital, providing the best care by the best 
people and ensure that our patients are at the centre of all we do. 
 
We are committed to promoting a culture founded on these values which form 
the ‘heart’ of our Trust: 
 
Respect and dignity 
Quality of care 
Working together 
Efficiency 
 
This policy should be read and implemented with the Trust Values in mind at all 
times. 
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31 MONITORING COMPLIANCE WITH PROCEDURAL DOCUMENTS 

 
 

This document will be monitored to ensure it is effective and to assurance compliance. 
 

Minimum requirement  to 
be monitored 

Lead Tool Frequency of Report 
of Compliance 

Reporting arrangements Lead(s) for acting on 
Recommendations 

Internal Audit Head of 
Internal Audit 

Internal Audit Annually Policy audit  report to:  
 Audit Committee 

Head of Financial 
Accounting 

External Audit Statutory 
Auditor 

External Audit Annually Policy audit  report to: 
 Audit Committee 

Head of Financial 
Accounting 
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Policy Area No. Decision Reserved to 
the Board 

Or Authority 
Delegated to: 

Further Details 

 

 1.18 Approve detailed financial policies. 

 

Audit Committee 
or Finance and 
Infrastructure 
Committee 

Dependent upon the policy 
being approved. 

 1.19 Final authority in interpretation of Standing Orders. 
 Chair 

Advised by the Chief 
Executive and Director of 
Governance and Risk). 

 1.20 Review decisions to suspend Standing Orders  Audit Committee  

 1.21 Execute Powers reserved to the Board outside of Board 
meetings. 

 Chair and Chief 
Executive 

At least two non-executive 
directors must be consulted. 

 1.22 Maintain the Register of Interests 
 

Director of 
Governance and 

Risk 

 

 1.23 Maintain an effective system of financial control.  Chief Financial 
Officer 

 

 1.24 Approve proposed prepayment arrangements.  Chief Financial 
Officer 

 

2. Meetings of 
the Trust 

2.1 Call Meetings.  Chair  

 2.2 Chair all Board meetings and associated responsibilities.  Chair  

 2.3 Give final ruling in questions of order, relevancy and 
regularity of meetings. 

 Chair 
 

3. Annual 
Reports, 
Accounts 
and Audit 

3.1 Receive and approve the Trust's Annual Report and 
Annual Accounts. 
 � Audit Committee 

 

 3.2 Receive and approve the Annual Report and Accounts for 
funds held on trust. 
 

 Charity Board of 
Trustees 
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Policy Area No. Decision Reserved to 
the Board 

Or Authority 
Delegated to: 

Further Details 

 3.3 Receive an annual report from the Internal Auditor and 
agree action on recommendations where appropriate. 
 

�  
 

 3.4 Agree the make up of the Audit Panel (responsible for the 
appointment and dismissal of the external auditors). 
 

�  
 

 3.5 Approval of external auditors’ arrangements for the 
separate audit of funds held on trust. 
 

 Audit Panel 
 

 3.6 Review the annual management letter received from the 
external auditor and agree proposed action, taking account 
of the advice, where appropriate, of the Audit Committee. 

�  
 

 3.7 Review the Trust’s annual accounts prior to submission to 
NHS Improvement/Department of Health & Social Care  Audit Committee 

 

 3.8 Ensure an adequate internal audit service is provided.  Chief Financial 
Officer 

 

 3.9 Approve the annual internal audit plan.  Audit Committee 
 

 3.10 Receive and approve the Trust’s Quality Account 
�  

 

4. Workforce 4.1 Appoint the Deputy Chair of the Board 
�  

 

 4.2 Confirm appointment of members of any committee of the 
Trust as representatives on outside bodies. �  

 

 4.3 Approve management policies including personnel policies 
incorporating the arrangements for the appointment, 
removal and remuneration of staff. 

�  
 

 4.4 Appoint, appraise, discipline and dismiss Executive 
Directors (subject to SO 6.1.7).  

Appointments 
and 

Remuneration 
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Enc. 3a 3b 4 

Enc. 3a 3b 4   

 
Title of report USE OF COMPANY SEAL 
Board / 
Committee 

TRUST BOARD – 29TH JANUARY 2020 

Agenda item 
number 

021.20 

Executive lead Lois Howell – Director of Governance and Risk 
 

Author Dave Gordon – Board Secretary  
 

Date report 
written 

1st April 2020 

Action required Noting 
 

Executive 
summary 

Under the Trust’s Standing Orders (section 6.11.4): 
 
“an entry of every sealing shall be made and numbered consecutively in a book 
provided for that purpose, and shall be signed by the persons who shall have 
approved and authorised the document and those who attested the seal.” 
 
As all such instances shall then be reported to the Trust, this report provides a 
catalogue of these entries since the last such usage of the Company Seal. 
 
This will subsequently be reported on an annual basis, providing a summary of 
the instances when the Company Seal was applied over the previous calendar 
year. 
 

Appendices 
attached 

Appendix A – List of sealed documents 
 

Recommendations The Board is asked to note the report. 

Next steps There are no actions arising from the consideration of this report. 
 

Links to Corporate Objectives (Please ) 

 

 

 

 

 

 

 

 

 

 

  
 

   

CQC Domains (Please ) 

Safe 
 

Effective Caring Responsive Well-Led 

  
 

   

Enclosure Number 

15 
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Links to Board 
Assurance 
Framework 
 

Not applicable. 

Links to Board Risk 
Register 

Not applicable. 

Compliance / 
Regulatory 
Implications 

Not applicable. 

Quality Impact 
Assessment 

No impact on quality. 
 

Equality Impact 
Assessment 

No equality implications. 
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Date Seal 
affixed 

Document 
 

Reference 
Number 
 

25th January 
2019 

Collateral agreement between Portsmouth Hospitals 
NHS Trust, The Hospital Company and Engie 
Services Ltd. 
 

1/19 

26th June 2019 Renewal of licence relating to car parks A – E at Fort 
Southwick 
 

2/19 

27th June 2019 Lease relating to Unit 1, Matrix Park, Segensworth 
 

3/19 

9th October 
2019 

Data sharing agreement between the Trust and Care 
UK Clinical Services 
 

4/19 

21st October 
2019 

Lease of nursery building at Queen Alexandra 
Hospital to Tops Day Nursery 
 

5/19 

7th November 
2019 

Deeds relating to retail and café units at Queen 
Alexandra site: 

 Café surrender deed 
 Retail surrender deed 
 Café headlease 
 Retail headlease 
 Side agreement 
 Café licence to underlet 
 Retail licence to underlet 
 Café direct deed 
 Retail direct deed 
 Café licence to alter 
 Retail licence to alter 

 

6/19 
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Executive Directors

Mark Cubbon              

Nicole Cornelius      X        

John Knighton         X     

Chris Adcock          

Theresa Murphy     

Liz Rix X  X  

Paul Bytheway         X 

Emma McKinney          

Lois Howell              

Penny Emerit             X 

Nigel Kee   X
Mark Orchard  

Non-Executive Directors

Melloney Poole              

Christine Slaymaker    X          

David Parfitt      X        

Gary Hay             x 

Inga Kennedy X X  X X  X   X  X  X
Martin Rolfe X X       X    x 

Roger Burke-Hamilton    X      X   



X

Attended

Apologies given

TRUST BOARD ATTENDANCE RECORD
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