
 
 

 

A G E N D A 
 

Board of Directors 
A meeting will be held in Public at  
9.30am on Monday, 6 March 2017  

In the Board Room, Leighton Hospital  
 

  

 
 
 
 

Item 
No 

Title of Item Action Led by Page 
No 

1. Welcome and Apologies  
To welcome members of the public and attendees and to receive 
apologies for absence from Board Members. 
(to note) 
 

 
I 

 
Chairman 

09.30 

 
- 

2. Patient or Staff Story 
(to note) 

 
I 
 

Director of 
Nursing &Quality 

09.32 
 

 
- 

3. Board Members’ Interests (to note) 
To consider any 

 Changes to Directors’ interests since the last meeting 

 Conflicts of interest deriving from this agenda 
 

 
I 

 
Chairman 

09.40 

 

 
 
- 

4. 
 
 
 

Minutes of the Last Meeting 
To approve the minutes of the Board of Directors meeting held in 
Public on Monday, 6 February 2017 (attached) (to approve) 
 

 
A 

 
Chairman 

09.42 
 

 
 
 
 

5. Matters Arising and Action Log (attached) (to approve) A 
 

Chairman 
09.45 

 

 
 

6. Annual Work Programme    

  2017/18 Work Programme (attached) (to approve) 
 

I/A Chairman 
09.47 

 

7. Chairman’s Announcements 
(to note a verbal report) 
7.1         Board Away Day 
 
7.2         Board Committee Reviews 

 Remuneration Committee 

 Quality Governance Committee 
 
7.3         AQuA Board Development 
 

 
I 

 
Chairman 

09.50 

 
 
- 

8. Governors’ Items 
(to note a verbal report) 
8.1          Governor Committee Appointments     

8.2          Stakeholder Appointments 

 
 
I 

 
 

Chairman 
10.00 

 
 
 
- 

9. 
 
 
 
 
 
 
 

Chief Executive’s Report 
(to note a verbal report) 
 9.1              Contract Update and meeting with NHSI / NHSE 10 

February 

 9.2              Expert Determination Agreement (attached) (to note) 

 9.3              Cheshire & Merseyside Working Group Meeting re   

 
I 

 
Chief Executive 

10.10 

 
 
- 
 
 
 
 

Action Key  

A Approval  

I Information  

D Discussion 



 
 

 

Item 
No 

Title of Item Action Led by Page 
No 

                    5 Year Forward Plan  and Cheshire & Wirral      

Provider CEO Meeting            

 9.4             CQC Engagement Meeting 

 9.5             Joint Cheshire West and Chester and Cheshire East    

                   Health & Wellbeing Boards 

 9.6             Well Led Review  

 9.7             NHSI Progress Review Meeting  

 9.8             CCG Stakeholder Event: Connecting Care Programme  

10. CARING 
 

  
Director of  

 

 10.1 Quality, Safety & Experience Report (attached) 
(to note) 

I/D 
 

Nursing & Quality 
10.35 

     
 
 

 10.2 CQC Comprehensive Inspection Action Plan (to follow) 
(to note) 

I/D 
 

Director of 
Nursing &Quality 

10.45 

- 

11. 
 

SAFE 
 
11.1  Draft Quality Governance Committee notes  
 from the meeting held on 13 February (attached) 
 (to note) 

 
 
I 
 

 
 

Committee Chair 
10.50 

 
 
 
 

 

  
11.2 
 
 

 
Serious Untoward Incidents and RIDDOR Events 
(verbal) (to note/discussion) 
 

 
I/D 

 
 

Deputy Chief 
Executive/  

Medical Director 
10.55 

 
- 
 

 

12. 
  

RESPONSIVE 
 
12.1             Performance Report (attached) (to note)  
 
 
12.2  Draft Performance & Finance Committee notes   
 from the meeting held on 23 February 2017  
 (attached) (to note) 
                   
12.3             Legal Advice (verbal) (to note) 

 
 

I/D  
 
 
I 
 
 
I 

 

 
 

Chief Operating 
Officer 
11.05 

 
Committee Chair 

11.15 

 
Chief Executive 

11:20 
 

 
 
 
 
 
 
 
 
 
- 

 

13. WELL-LED 
 
13.1             Draft Transformation and People Committee notes 
                    from the meeting held on 9 February 2017  
                    (attached) (to note) 
 
13.2             Visits of Accreditation, Inspection or Investigation 

 Human Factors/Simulated Perioperative Crisis   
Training (verbal) (to note) 

 
13.3             Top 5 Strategic Risks – Q3 (attached) (to note) 
 
 
 
13.4             Corporate Governance Handbook (attached) (to note) 
 

 
 
I 
 
 
 
I 
 
 

          
  I/D 

 
 
 

 I/D 

 
 

Committee Chair 
11.25 

 
 
 

Chief Executive 
11.30 

 

Deputy Chief 
Executive/ 

 Medical Director 
11.35 

 

Deputy Chief 
Executive/ 

 Medical Director 
11.40 

 
 
 

 
 

 
 
 
 
- 
 
 
 
 
 
 
 
 



 
 

 

Item 
No 

Title of Item Action Led by Page 
No 

14. EFFECTIVE 
14.1            Consultant Appointments (verbal)(to note) 
   
 
 
14.2           Business Case – Electronic Document Management System  
                  (attached) (to approve) 

 
   I 

 
  

Deputy Chief 
Executive/ 

Medical Director 
11.50 

 

Deputy Chief 
Executive/ 

Medical Director 
11.55 

 
 

 
- 
 

 
 
 

15. Any Other Business (verbal)  
I/A/D 

 
Chairman 

12.05 

 

 
- 

16. Time, Date and Place of Next Meeting 
 
To confirm that the next meeting of the Board of Directors will take 
place in public, in the Board Room at Leighton Hospital, at 9.30am on 
Monday, 3 April 2017 
 

 
 
I 

 
 

Chairman 
 

 

 
Resolution: To exclude the press and public from the meeting at this point on the grounds that publicity of the 
matters being reviewed would be prejudicial to public interest, by reason of the confidential nature of business. The 
press and public are requested to leave at this point. 



Action No Date of 

Meeting

Action Lead Deadline Date Comments Date of Board 

meeting to be 

reviewed

Status

17/01/12.1.6 09/01/2017 Review of the acquisition of CCICP and any remaining risks. D Frodsham Following end of year May Open

17/02/9.5.5

06/02/2017 A letter in regard to the funding allocation for CCGs to be written to the 

local MPs from the Board 

D Dunn 28/02/2016 March

17/02/11.1.1
06/02/2017 Strategic Domains for 2017/18 to be reviewed at the next Board Away 

Day (P Dodds)

P Dodds 20/02/2016 March

17/02/15.1
06/02/2017 Email Provision business case to be reviewed by Mr Davis and then 

approved by the Chairman under Chairman’s Actions

M Oldham 06/03/2016 March

Board of Director Meeting held in Public (Action Log)



Board of Directors Workplan 2017 /18

Item
April May June July August Sept Oct Nov Dec Jan Feb March Apr June Oct Dec Feb

Patient/Staff Story x x x x x x x x x x x x

Chief Executive Report x x x x x x x x x x x x

Chairman's Report x x x x x x x x x x x x

Governor Report x x x x x x x x x x x x

Caring

CQC Registration biannual Report x x

Nursing and midwifery staffing comprehensive report  x

Patient Survey Results (National)    x       

Patient Quality Safety and Experience Report x x x x x x x x x x x x

Staff Survey  x

CQC Comprehensive  Inspection Action Plan x x

Safe

Health & Safety Update to Board  x   

SUI & RIDDOR x x x x x x x x x x x x

Quality Governance Committee x x x x x x x x x x x x

Effective

Consultant Appointments x x x x x x x x x x x x

Medical Staffing Update (Part II) x x x x x x x x x x x x

Responsive

Annual Budget/Planning/ Budget Pack x x  x

Quality Account x

Legal Advice x x x x x x x x x x x x

Performance & Finance Committee x x x x x x x x x x x x

Performance Report x x x x x x x x x x x x

Report on Use of Trust Seal x x x x

Corporate Trustee x x

Well-Led

Annual Budget/Contract Discussions x  x

Annual Plan (Extraordinary BoD Meetings) x x  x

Annual Report & Accounts x x

Audit Committee x x x x x x

Board Assurance Framework x x x x

Top 5 Risks x x x x

Trust Strategy   x x

Trust Strategy Update x x x x

Visits of Accreditation, Inspection or Investigation x x x x x x x x x x x x

Well-Led Governance Framework Self Assessment x

Corporate Goverance Handbook x

Transformation and People Committee x x x x x x x x x x x x

Board Sub-Committee Annual Review x
Workforce Race Equality Scheme x
Board Actions x x x x x x x x x x x x

Board of Director Meeting Board Away Day



 
 

 

Title of Paper :  
 

Expert Determination Agreement  

Author: 
 

Tracy Bullock 

Executive Lead: 
 

Tracy Bullock 

Type of Report: Concept Paper  

 Strategic Options Paper  

 Business Case  

 Information * 

 Review/Benefits/Audit  

Link to Strategic Objectives:  Link to Domain:  

Quality, Safety & Experience  Safe  

Strong Progressive FT * Effective  

Organisational Delivery  Caring  

Workforce Development & Effectiveness  Responsive   

Fit for Purpose Infrastructure  Well-Led * 

Emergency Preparedness    

Link to Board Responsibility: Performance  

 Accountability * 

 Strategy  

 Implementation  

Action Required: Decide  

 Approve   

 Note * 

 Recommend  

 Delegate  

Positive Benefit: Evidence of clear governance in the acceptance of the Expert 
Determination Agreement  
 

Risk: NIL 
 

To be published on Trust Website –complete version Y 

If no, to be published on Trust Website – redacted  

If not to be published complete or redacted, 
please detail the reason why 

 
 
 

Presented at Board Meeting of:  6 March 2017 

 

 

 



 

 

THIS EXPERT DETERMINATION AGREEMENT  
 
As Board is aware the Trust is in a contract dispute with its Commissioners, NHS 
Vale Royal and South Cheshire CCGs. Following a protracted process it has 
been agreed that Expert Determination will be undertaken and an Expert has 
been appointed through NHSI / E Contract Dispute Resolution Process.   
 
The process requires both parties to sign and agree the ‘Expert Determination 
Agreement’ and to state the governance process undertaken to enable the 
signing. Outlined briefly below is the process and outcome from the Trusts 
perspective. 
 
Unfortunately, the receipt of the Agreement arrived and required submission 
between formal Board of Director meetings therefore Board comments and 
agreement was undertaken virtually and the Chief Executive circulated the 
document to all Board members on the 13 February 2017. The document was 
also discussed at the Executive Director meeting on the 14 February 2017. 
 
No Board member objected to, or requested any changes to the agreement in 
any way. No changes or objections were raised at the Executive Director 
meeting.   
 
This very brief paper is to ensure that agreement to the Expert Determination 
Agreement is formally minuted at the Board of Directors meeting on 6 March 
2017 
 
Of note, the CCG made the following submission in respect of the Expert 
Determination Agreement:  
 
There are three issues which the CCG’s have with the present draft which are as 
follows: 
 
1. The materials, law and guidance relevant to the experts determination are 
clearly set out in clause 11.1. Clause 9.2.4 provides the expert with a discretion 
to seek guidance or input from NHSE or NHSI on matters relevant to the Issues 
in Dispute. The CCG’s are concerned by the inclusion of NHSE and NHSI in the 
experts independent determination, in particular given the exclusion of any 
liability by NHSE and NHSI in respect of any guidance or input they provide. The 
CCGs view is that it is for the expert to interpret the Contract by reference to the 
materials, law and guidance set out in clause 11.1 and not to seek further 
guidance or input from NHSE or NHSI regarding which the Parties in Dispute will 
have no opportunity to comment on or make further comment on. The CCG’s 
therefore wish to remove clause 9.2.4 and 7.5. The CCGs have received 
repeated assurances from NHSE/NHSI to date that the Issues in Dispute will be 
determined by an independent third party yet the inclusion of these clauses could 
appear to be contrary to that assurance. 
NB – this was rejected by the Expert 
 
2. The CCGs are unclear as to why the position in respect of both parties 
jointly bearing the cost of the expert (as detailed in GC 14.6) has been amended 
by clause 5.5. If a discretion is to be given to the expert to vary the costs position 
we would propose that it be restricted to circumstances in which one of the 
Parties in Dispute has acted vexatiously or unreasonably. Notwithstanding the 



CCG’s position that the position under GC14.6 should  be followed, as a 
compromise, the CCGs would agree to wording to provide a limited discretion to 
that effect (which has been included in the attached draft). 
NB – the Expert was satisfied with this providing the Trust was and we agreed. 
 
3. The direction for the parties to produce final versions of their statement of 
case by Friday 24 February appears not to be required as per my email earlier in 
the week and given the direction to submit the final versions on Friday 3rd March. 
The CCGs propose, (given the absence of various individuals involved in the 
dispute during half term), that this direction be removed and both parties submit 
their final versions of their statements of case on 3 March as per the timetable in 
the Agreement. 
NB – the Expert was satisfied with this providing the Trust was and we agreed. 
 
 
Tracy Bullock 
 
Chief Executive 
  
6 March 2017 



 

 

  

Board Report March 2017  

Quality: Safety and Experience 

 

(January 2017 data) 

 

This report provides an overview of performance relating to safety and experience in January 2017.   
 
Key messages for January are: 

 There were three serious incidents reported in month. 

 The Trust’s HSMR is 110.59 and places the Trust 119 out of 136 Trusts. 

 The Trust SHMI is currently 1.01 for the period July 2015 – June 2016.  

 No MRSA Bacteraemia cases have been reported in month. 

 No avoidable Clostridium Difficile cases have been reported in month.  

 19 complaints were received in month. 

 The Trust’s NHS Choices Star rating is currently 5 stars for Victoria Infirmary, and 4.5 stars for Leighton Hospital. 
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Contents 

Metric Page Number 

Quality & Safety Section: 

Patient Safety Harm Incidents  4 

Serious Incidents (including Never Events) 4 

Pressure Ulcers 5 

Patient Falls 6 

Medication 6 

CCICP Patient Safety Harm Incidents 7 

CCICP Serious Incidents (including Never Events) 7 

CCICP Pressure Ulcers 8 

CCICP Medication 8 

SHMI 9 

SHMI by Trust 9 

Crude Mortality 10 

HSMR by Trust 10 

MRSA 11 

C-Diff 11 

Stroke 12 

CQUIN 2016/17 - Health & Wellbeing Part 1a  13 

CQUIN 2016/17 – Health & Wellbeing Part 1b 13 

CQUIN 2016/17 – Health & Wellbeing Part 1c 14 

CQUIN 2016/17 – Sepsis 2a Part 1 14 

CQUIN 2016/17 – Sepsis 2a Part 2 15 

CQUIN 2016/17 – Sepsis 2b Part 1 15 

CQUIN 2016/17 – Sepsis 2b Part 2 16 

CQUIN 2016/17 – Antimicrobial Resistance and Stewardship Part 3a1 – Reduction in antibiotic consumption 16 

CQUIN 2016/17 – Antimicrobial Resistance and Stewardship Part 3b2 – Reduction in carbapenem 17 

CQUIN 2016/17 – Antimicrobial Resistance and Stewardship Part 3b3 – Reduction in piperacillin-tazabactam 17 

CQUIN 2016/17 – Antimicrobial Resistance and Stewardship Part b – Review of antibiotic prescriptions  18 

Safety Thermometer 19 

Registered Nurses day shift 20 

Registered Nurses night shift 20 

Support Worker day shift 21 

Support Worker night shift 21 

Staffing & Harm Data 22 

Safety Thermometer Ward Data 23 
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Contents (continued):  
 

Experience Section: 

Experience Indicators 24 

Monthly Complaints & Formal thank you letters 25 

Formal Complaints by Division 25 

Ombudsman 26 

Complaint Trends 26 

Closed Complaints 27 

Closed Complaints by Division 27 

Examples of Closed Complaints 28 

Number of Informal Concerns 33 

Informal Concern Trends 33 

New Claims received 34 

Claims closed with/without damages 34 

Value of Claims by month 35 

Top five Claims by Specialty 35 

Inquests concluded by Month 36 

NHS Choices Star Ratings 36 

NHS Choices Postings 37 

Friends & Family 37 

Friends & Family responses 38 

Compliments 38 
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Quality & Safety Section: 
 
Description                        Aggregate Position                                           Trend                    Variation 
 

 

 
 

 
 

 
 

 

 
 

 
 

 
 

  

The Trust’s aim 

is to reduce the 

number of 

harm incidents 

by the end of 

January 2018 

in comparison 

to the previous 

financial year.  

The aim was 

not achieved in 

month. 

Patient 

Safety 

Incidents 

resulting in 

harm. 

This chart demonstrates the total number of 
reported patient safety incidents which 
resulted in harm.   
 
For this financial year to date: 
97.3% (2040 incidents) have resulted in low 
harm 
1.4% (30 incidents) have resulted in 
moderate harm 
1.3% (27 incidents) have resulted in serious 
harm 
 
 

Degrees 

of Harm 

The Trust’s Sign 

Up To Safety 

aim is to have 

no serious 

incidents and a 

zero tolerance 

on Never Events 

by the end of 

January 2018. 

The aim is not 

currently being 

achieved. 

 

Serious 

Incidents. 

This chart demonstrates the number of incidents 
that have resulted in serious harm.  
Three serious harm incidents were reported in 
January 2017.  27 serious incidents have been 
reported for this financial year to date. 

 8 x Stage 3 pressure ulcers 

 7 x Patient falls resulting in fractured NOF 

 3 x Stage 4 pressure ulcer 

 2 x Treatment regime 

 1 x Delay in follow up appointment 

 1 x Medication Error 

 1 x Never Event wrong size implant inserted 

 1 x Never Event wrong site surgery 

 1 x Cardiac Arrest 

 1 x Delay in diagnosis 

 1 x Suicide 
 

Serious 

Incidents 
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Description                        Aggregate Position                                           Trend                    Variation 
 

 

 
 
 

 
 

 

 
 

 
 

 

 
 

  

The aim in the 
Trust’s Quality 
& Safety 
Improvement 
Strategy and 
Sign Up To 
Safety 
Campaign is to 
have no 
avoidable 
hospital 
acquired PU’s 
by the end of 
January 2018.  
 

The aim has 

not been 

achieved. 

 

Pressure 

Ulcer   

(PU) 

Incidents 

including 

avoidable 

pressure 

ulcers. 

 

For this financial year to date: 

 95.8% (227 PU’s) have resulted in low harm 
(defined as a patient that has developed a 
stage 2 or unstageable PU) 

 4.2% (10 PU’s) have resulted in serious harm 
(defined as a patient that has developed a 
stage 3 or 4 PU) 
 

In January 2017, 4 avoidable PU’s were reported, 
as shown by the blue bar on the chart. 
 

Improvement actions include:  

 Successful elements of the React to Red 
Collaborative have been rolled out across the 
Trust. This  has included: 
o  Implementation of the pressure ulcer 

safety cross 
o  Implementation of positional charts in bays 

and bed spaces 
 

Pressure 

Ulcers 
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Description                        Aggregate Position                                           Trend                    Variation 
 
 

 

 

  

Staffing 

Incidents 

The Trust’s 
aim within the 
Sign Up To 
Safety 
Campaign is 
to reduce 
inpatient falls 
by 10% by 
January 2018. 
 
The Sign up 
to Safety aim 
was  achieved 
in month.  
  

 

Patient 

Falls 

Incidents. 

 

For this financial year to date: 

 64.3% (411 falls) have resulted in no harm 

 32.6% (208 falls) have resulted in low harm 

 2.3% (15 falls) have resulted in moderate harm 

 0.8% (5 falls) have resulted in serious harm  
All patient falls are reviewed by the Patient Falls 
Prevention Group on a monthly basis.  

 Successful initiatives from the One Step Ahead 
collaborative commenced roll out across the 
organisation in October 2016 including: 
o Toilet/commode tagging 
o Cohort of higher risk patients to increase 

supervision 
o Staff placement in bays to increase 

supervision 

o Safety crosses in all ward areas  

The Trust’s aim 
is to reduce 
medication 
incidents by 5% 
by the end of 
January 2018 in 
comparison to 
the previous 
financial year. 
 

The aim was 

not achieved in 

month. 

 

Medication 

Incidents. 

 

For this financial year to date: 

 92.9% (617 medication incidents) have 
resulted in no harm 

 7.1% (47 medication incidents) have 
resulted in low harm 

 0% (0 medication incidents) have resulted 
in moderate harm 

 0% (0 medication incidents) have resulted 
in serious harm  

 

Improvement actions include:  

 Development of an action plan to 
improve prescribing errors across the 
Organisation. This will be monitored by 
the Safety Medicines Practice Group 
and Executive Quality Governance 
Group. 

 

Medication 

Incidents 

Patient 

Falls 
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Description                        Aggregate Position                                           Trend                    Variation 
 

 

 
 

 

 
 

 
 

 

 
 

 
 

 

  

CCICP aims to 

be agreed. 

 

CCICP 

Patient 

Safety 

Incidents 

resulting in 

harm. 

 

This chart demonstrates the total number of 
reported patient safety incidents which resulted 
in harm.   
 
From October 2016 when the partnership 
commenced: 

 98.4% (248 incidents) have resulted in low 
harm  

 0% (0 incidents) have resulted in moderate 
harm  

 1.6% (4 incidents) have resulted in serious 
harm 

 

CCICP aims to 

be agreed.  

 

 

CCICP 

Serious 

Incidents. 

 

This chart demonstrates the number of 
incidents that have resulted in serious harm.  
 

Four serious incidents have been reported 
since October 2016 when the partnership 
commenced: 

 

 3 x Pressure Ulcer Developed in Care – 
Stage 3 

 1 x Pressure Ulcer Developed in Care – 
Stage 4 

CCICP 

Serious 

Incidents 

CCICP 

Degrees 

of Harm 
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Description                        Aggregate Position                                           Trend                    Variation 
 
 

 
 

  

Staffing 

Incidents 

CCICP aims 
to be agreed.  
 

 

CCICP 

Pressure 

Ulcer   

(PU) 

Incidents 

including 

avoidable 

pressure 

ulcers. 

 

Since October 2016 when the partnership 
commenced: 
 

 97.6% (161 PU’s) have resulted in low harm 
(defined as a patient that has developed a 
stage 2 or unstageable PU) 

 2.4% (4 PU’s) stage three or stage four PU’s 
have been reported 

 
 

CCICP aims 
to be agreed.  
 

 

CCICP 

Medication 

Incidents. 

 

From October 2016 when the partnership 
commenced: 

 100% (6 medication incidents) have resulted 
in no harm 

 0% (0 medication incidents) have resulted in 
low harm 

 0% (0 medication incidents) have resulted in 
moderate harm 

 0% (0 medication incidents) have resulted in 
serious harm  

 
 

CCICP 

Medication 

Incidents 

CCICP 

Developed 

in Care 

Pressure 

Ulcer 
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Description                        Aggregate Position                                           Trend                    Variation 
 
 

 
 

  

Staffing 

Incidents 

The Trust’s 
aim within the 
Sign Up To 
Safety 
Campaign is 
to have a 
SHMI at or 
below 1.0 
from April 
2015. 
 
The aim is 
currently not 
being 
achieved. 
  

 

Summary 

Hospital-

Level 

Mortality 

Indicator 

(SHMI). 

 

The chart demonstrates the Trust’s Summary 
Hospital-Level Mortality Indicator (SHMI) and 
calculated “excess deaths”.  
 
For the period July 2015 to June 2016, the 
Trust’s SHMI is 1.01 and “as expected SHMI 

The Trust’s 
aim within the 
Sign Up To 
Safety 
Campaign is 
to have a 
SHMI at or 
below 1.0 
from April 
2016. 
 
The aim is 
currently not 
being 
achieved 

Summary 

Hospital-

Level 

Mortality 

Indicator 

(SHMI) by 

Trust. 

 

The chart benchmarks the Trust’s latest 
SHMI against all NHS Trusts. 
 
MCHFT is shown as the yellow bar. 
 
The Trust’s SHMI is 1.01 for the time period 
July 2015 to June 2016 and places the Trust 
68 out of 136 Trusts. 
 

SHMI by 

Trust 

         = “higher than expected” 
 

= “as expected” 
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Description                        Aggregate Position                                           Trend                    Variation 
 
 

 
 

 

 
 

  

SHMI 

The Trust’s 
aim is to 
continually 
reduce its 
crude 
mortality rate. 
 

Crude 

Mortality. 

 

The chart benchmarks the Trust’s crude 

mortality rate for the period July 2015 to 

June 2016 against an executive peer and 

England average. 

The Trust (1.25%) is currently below the 
executive peer average of 1.39% and the 
England average of 1.25% and places the 
Trust 48 out of 136 Trusts. 

 

Crude 

Mortality 

The Trust’s 
aim is to have 
an HSMR 
<100. 
 
 

HSMR by 

Trust. 

The chart benchmarks the Trust’s HSMR 
against all NHS Trusts.  
 
MCHFT is shown by the amber bar. 
 
The Trust’s HSMR is 110.59 (July 2015 to 
June 2016) and places the Trust 119 out of 
136 Trusts. 

 

HSMR by 

Trust 
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Description                        Aggregate Position                                           Trend                    Variation 
 

 

 
 

 
 

 

 
 

 
 

 

 
 

 

  

The target for 

MRSA 

Bacteraemia 

is zero in 

2016/17.  

The target has 
not been 
achieved.  

 

MRSA 

Bacteraemia 

Cases. 

 

In this financial year there have been two 
confirmed MRSA bacteraemia cases 
reported. 
 
A root cause analysis has been undertaken 
for all confirmed MRSA bacteraemia cases 
and lapses in care have been addressed. 

 

MRSA 

The target is 
less than 24 
avoidable 
cases of 
Clostridium 
Difficile in 
2016/17. 
 
The target has 
been 
achieved.  
 

 

Clostridium 

Difficile toxin 

positive 

cases. 

 

In January 2017, no avoidable case was 
reported. However, one case is awaiting 
confirmation. 
 
Actions arising from review of the 
Clostridium Difficile cases include: 
 Ward Managers to reinforce the 

importance of accurate stool chart 

documentation  

 Ward staff to attend the weekly 

Clostridium Difficile Infection meetings  

to support ownership at a ward level 

 Matrons to lead on formal RCA process 

for all avoidable and unavoidable cases 

of  Clostridium Difficile 

 

Clostridium 

Difficile 
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Description                        Aggregate Position                                           Trend                    Variation 
 

 

 
 

 

 
 

 
 

 

 
 

 
 

 

  

As part of the 
Sentinal Stroke 
National Audit 
Plan (SSNAP) 
the Trust aim 
for 2016/2017 
is 90% of 
suspected 
stroke patients 
to be admitted 
directly to the 
stroke unit. 
 
The target was 
not achieved in 
month.  

 

Patients 

with a 

suspected 

stroke 

admitted 

directly to a 

specialist 

acute stroke 

unit 

 

In January 2017, 22 out of 31 patients (71%) 
were admitted directly to the stroke unit.   

 

Stroke 
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Description                        Aggregate Position                                           Trend                    Variation 
 

 

 
 
 

 
 

 

 
 

 
 

 
 

 

  

The CQUIN 
target for Health 
& Wellbeing Part 
1a is to have 
implemented the 
initiatives as 
agreed in the 
plan and actively 
promoted these 
initiatives to 
staff.  
 
The target was 
achieved in 
month. 

National 

CQUIN – 

Health & 

Wellbeing 

Part 1a 

The financial 
value for this 
CQUIN is 
£396,107. 
 

 

To achieve the CQUIN target for Health & Wellbeing Part 
1a the Trust must introduce a Health & Wellbeing initiative 
from two options provided. The Trust has chosen option 2. 

 Introduce a range of physical activity schemes for staff. 
Include an emphasis on promoting active travel, 
building physical activity into working hours and 
reducing sedentary behaviour  

 Improving access to physiotherapy services for staff. A 
fast track service for staff suffering from 
musculoskeletal issues to ensure staff are reviewed in 
a timely manner  

 Introduce a range of mental health initiatives for staff. 
Offer support to staff such as stress management 
courses, line management training, mindfulness 
courses and counselling services 

 

 

National 

CQUIN – 

Health & 

Wellbeing 

Part 1a 

The CQUIN 
target for Health 
& Wellbeing 
Part 1b is to 
have 
implemented all 
four outcomes 
as outlined in 
the CQUIN. 
 
The target was 
achieved in 
month. 

 

National 

CQUIN – 

Health & 

Wellbeing Part 

1b 

The financial 
value for this 
CQUIN is 
£396,107. 

 

To achieve the CQUIN target for Health & Wellbeing 
Part 1b the Trust must provide healthy food for NHS 
staff, patients and visitors 

 Banning price promotions on sugary drinks and 
foods high in fat, sugar and salt (HFSS)  

 Banning advertisement on NHS premises of sugary 
drinks and foods high in HFSS  

 Banning sugary drinks and foods high in HFSS from 
checkouts  

 Ensuring that healthy options are available at any 
point including those for staff working night shifts  

 

For quarter 3, the specific actions on the 
plan were delivered and RAG rated 
green. 
 

The Health & Wellbeing steering group 
monitors progress against the action 
plan and the group agrees the 
frequency of meetings to monthly. 
 

Actions taken to date include: 

 Launch of creative screen saver 
messages to support the themes of 
‘time to move’ and ‘think before you 
e-mail’. 

 Relaunch of the green walking route. 

 Promotion of the Cardinus stress 
risk assessment tool. 

 

For quarter 3, progress against the action 
plan is required, although there is no funding 
allocated to quarter 3. 
 

The Health & Wellbeing steering group 
monitors progress against the healthy eating 
plan. 
 

Actions taken to date include: 

 Agreement that no foods HFSF will be 
promoted within the Trust by in-house 
catering, the RVS or League of Friends. 

 Only healthy options have been promoted 
since 1st June 2016. 

 All confectionary has been moved away 
from till points. 

 National data collection return was 
completed and returned within the 
required timescales. 

National 

CQUIN – 

Health & 

Wellbeing 

Part 1b 



 

Page 14 of 34 

Board Papers – Quality, Safety & Experience Section: March 2017 
 
 
 
Description                        Aggregate Position                                           Trend                    Variation 
 

 

 
 
 

 
 

 

 
 

 
 

 
 

 

  

The CQUIN 
target for Health 
& Wellbeing 
Part 1c is to 
achieve an 
uptake of flu 
vaccinations by 
front line clinical 
staff of 75% by 
31st December 
2016. 
 
The target was 
achieved. 
 

National 

CQUIN – 

Health & 

Wellbeing 

Part 1c 

The financial 
value for this 
CQUIN is 
£396,107. 
 

 

To achieve the CQUIN target for Health & 
Wellbeing Part 1c the Trust must improve 
the uptake of flu vaccinations for front line 
clinical staff by December 2016. 
 
 

 

National 

CQUIN – 

Health & 

Wellbeing 

Part 1c 

The CQUIN 
target for 
Sepsis Part 2a 
Part 1 is for 
>90% of 
eligible 
patients to be 
screened for 
sepsis by the 
end of quarter 
four of 
2016/17.   
 
The target was 
not achieved in 
quarter. 
 

National 

CQUIN – 

Sepsis 

Emergency 

Departments 

2a Part 1: 

Screening 

The financial 

value for this 

CQUIN is 

£79,221. 

 

To achieve the CQUIN target for Sepsis 
Screening 2a  Part 1, a random sample of 50 
sets of notes are reviewed each month to 
ensure all patients presenting in emergency 
departments are screened for sepsis as part 
of the admission process, where this is 
appropriate. 
 

 

MCHFT achieved 75.6% uptake amongst front line 
healthcare workers by 31st December 2016 and 
therefore met the CQUIN target. 

 

 
 

 
National 

CQUIN – 

Sepsis 

Emergency 

Departments 

2a Part 1 
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The CQUIN 
target for 
Sepsis 2a 
Part 2 is for 
90% by the 
end of 
quarter 4. 
  
The target 
was not 
achieved in 
quarter. 
 

 

National 

CQUIN – 

Sepsis 

Emergency 

Departments 

2a Part 2: 

Antibiotic 

Administration 

The financial 

value for this 

CQUIN is 

£118,832. 

 

To achieve the CQUIN target for Sepsis 
Antibiotic Administration 2a Part 2, a 
random sample of 30 sets of notes, where 
clinical codes indicate sepsis, are reviewed 
each month to ensure patients receive 
antibiotics within 60 minutes of arrival at 
hospital and an empiric review within 3 
days of the prescribing of antibiotics. 
 

National 

CQUIN – 

Sepsis 

Emergency 

Departments 

2a Part 2 

 

The CQUIN 
target for 
Sepsis Part 2b 
Part 1 is for 
>90% of eligible 
patients to be 
screened for 
sepsis by the 
end of quarter 
four of 2016/17. 
 
The target was 
not achieved in 
quarter. 
 
 
 

National 

CQUIN – 

Sepsis 

Inpatients 2b 

Part 1: 

Screening 

The financial 

value for this 

CQUIN is 

£79,221. 

 

To achieve the CQUIN target for Sepsis 
Screening 2b  Part 1, a random sample of 
50 sets of notes are reviewed each month to 
ensure all inpatients are screened for 
sepsis, where this is appropriate. 
 
 

 
 

 

 

 

National 

CQUIN – 

Sepsis 

Inpatients 

2b Part 1 
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The CQUIN target for 
Sepsis  Inpatients 2b 
Part 2 is for >90% of 
eligible patients to 
receive antibiotics 
within 60 minutes of 
identification of 
sepsis and empiric 
review within 3 days  
by the end of quarter 
four of 2016/17.  
 
The target was 
achieved in quarter. 
 

 

National 

CQUIN – 

Sepsis 

Inpatients 2b 

Part 2: 

Antibiotic 

Administration 

The financial 

value for this 

CQUIN is 

£118,832. 

 

To achieve the CQUIN target for Sepsis 
Antibiotic Administration 2b Part 2, a random 
sample of 30 sets of notes, where clinical 
codes indicate sepsis, are reviewed each 
month to ensure patients receive antibiotics 
within 60 minutes of identification of sepsis 
and an empiric review within 3 days of the 
prescribing of antibiotics. 
 
 

The CQUIN 
target for 
antibiotic 
consumption 
Part 3a1 is for a 
reduction of 1% 
or more in total 
antibiotic 
consumption per 
1,000 
admissions. 
 
The target was 
not achieved in 
month. 

 

National 
CQUIN – 
Reduction in 
antibiotic 
consumption 
Part 3a1 
 
The financial 
value for this 
CQUIN is 
£79,221. 
 

To achieve the CQUIN target for antibiotic 
consumption Part 3a1, the Trust must have 
a reduction of 1% or more of total antibiotic 
consumption per 1,000 admissions.  
 

 
National 

CQUIN – 

Antibiotic 

consumption 

Part 3a 1 

 
 

National 

CQUIN – 

Sepsis 

Inpatient

s 2b Part 

2 
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The CQUIN 
target for 
antibiotic 
consumption 
Part 3a 2 is 
for a 
reduction of 
1% or more in 
carbapenem 
consumption 
per 1,000 
admissions. 
 
The target 
was achieved 
in month. 
 

 

National 
CQUIN – 
Reduction in 
carbapenem 
consumption 
Part 3a 2 
 
The financial 
value for this 
CQUIN is 
£79,221. 
 

To achieve the CQUIN target for 
antibiotic consumption Part 3a 2, the 
Trust must have a reduction of 1% or 
more of carbapenem consumption per 
1,000 admissions.  
 

The CQUIN 
target for 
antibiotic 
consumption 
Part 3a 3 is for 
a reduction of 
1% or more in 
piperacillin-
tazabactam 
consumption 
per 1,000 
admissions. 
 

The target was 
not achieved in 
month. 

 

National 
CQUIN – 
Reduction in 
piperacillin-
tazabactam  
consumption 
Part 3a 3 
 
The financial 
value for this 
CQUIN is 
£79,221. 
 

To achieve the CQUIN target for 
antibiotic consumption Part 3a 3, the 
Trust must have a reduction of 1% or 
more of piperacillin-tazabactam 
consumption per 1,000 admissions.  
 
 

 

National 

CQUIN – 

piperacillin-

tazabactam 

consumption 

Part 3a 3 

 
 

National 

CQUIN – 

carbapenem 

consumption 

Part 3a 2 
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The CQUIN 
target for 
empiric review 
of antibiotic 
prescriptions 
Part 3b is for an 
empiric review 
to be performed 
for at least 90% 
of cases in the 
sample. 
 
The target was 
achieved in 
month. 
 

 

National 
CQUIN – 
Empiric 
review of 
antibiotic 
prescriptions 
Part 3b 
 
The financial 
value for this 
CQUIN is 
£79,221. 
 

To achieve the CQUIN target for empiric 
review of antibiotic prescriptions Part 3b, 
a local audit of a minimum of 50 antibiotic 
prescriptions must be undertaken from a 
representative sample across all sites and 
wards. 
 
150 prescriptions were audited across all 
wards at MCHFT in quarter 3. 
 
An empiric review was documented in the 
medical notes within 72 hours of 
commencing treatment for 96% of audited 
prescriptions for antibiotics in quarter 3. 
 

 

National 

CQUIN – 

Empiric 

review 

Part 3b 
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>95% of 

patients to 

receive harm 

free care as 

monitored by 

the Safety 

Thermometer. 

 

Safety 

Thermometer 

- Harm Free 

Care. 

 

In January 2017, 98% of patients received 
harm free care as measured by the Safety 
Thermometer. 
 
The Safety Thermometer data is collected 
during the morning of the first Wednesday of 
each month and is collected by the nursing 
staff on duty on the ward assisted by the 
Divisional Senior Nursing Teams.  
 
Data is collected on the following each 
month: 

 Hospital Acquired Pressure Ulcers 

 Community Acquired Pressure Ulcers 

 Patient Falls (Including in and out of 
hospital falls) 

 Urinary Tract Infections 

 Catheters 

 Venous Thromboembolism (VTE) Risk 
Assessment 

 VTE Prophylaxis 

 Hospital Acquired VTE 

 Community Acquired VTE 
 
Actions taken include: 

 Review of data at appropriate Trust 
Groups 

 Production of ward level Safety 
Thermometers to aid local improvements 

Harm Free 

Care 



 

Page 20 of 34 

Board Papers – Quality, Safety & Experience Section: March 2017 
 
 
 

 
 

Description                        Aggregate Position                                           Trend                    Variation 

 

 

 
 

 
 

 

 
 

 
 

 
 

 

 

  Harm Free 

Care 

 Registered 

Nurses 

monthly 

expected 

hours by shift 

versus actual 

monthly 

hours per 

shift. Day 

time shifts 

only 

 

92.8% of expected Registered Nurse 
hours were achieved for day shifts. 
 
Any registered nurse numbers that 
fall below 85% are required to have 
a divisional review and an update of 
actions provided to the Director of 
Nursing & Quality and the Deputy 
Director of Nursing & Quality. 
 

Registered 

Staff Day 

Time 

 Registered 
Nurses 
monthly 
expected 
hours by shift 
versus actual 
monthly 
hours per 
shift. Night 
time shifts 
only 
 

97.7% of expected Registered Nurse 
hours were achieved for night shifts. 
 
 
 

 
Registered 

Staff Night 

Time 

The lowest staffing levels during 
the day were on Ward 7 at 82.2%.  
 
 

Trend 
 
January 2017 92.8% 
 
December 2016 93.9% 
 
November 2016 94.8% 
 
 
 

Trend 
 
January 2017 97.7% 
 
December 2016 99% 
 
November 2016 100% 
 

The lowest staffing levels during 
the night were on Ward 12 at 
75.3% 
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Healthcare 

Assistant 

monthly 

expected 

hours by shift 

versus actual 

monthly 

hours per 

shift. Day 

time shifts 

only 

 

99.5% of expected HCA hours were 
achieved for day shifts.  
 
The NICU staffing is low for unqualified 

staff, particularly on the day shift. 

However, assurance can be provided 
that clinical care has not been 
compromised during January 2017. 

 

Support 

Worker 

Day Time 

Healthcare 
Assistant 
monthly 
expected 
hours by shift 
versus actual 
monthly 
hours per 
shift. Night 
time shifts 
only 
 

106.8% of expected HCA hours were 
achieved for night shifts. 
 
For areas with over 100% staffing levels 
for HCA’s this is reviewed and is 
predominately due to wards requiring 1 to 
1 specials for patients following a risk 
assessment or to increase staffing 
numbers when there are registered 
nursing gaps that are not filled. 
 
 

 

Support 

Worker 

Night 

Time 

The lowest staffing levels during 
the day were on NICU at 44.3% 
 
 
 
 

 
 
 

The lowest staffing levels during 
the night were on NICU at 75.8% 
 
 
 
 
 
 
 
 
 

 

Trend 
 
January 2017 106.8% 
 
December 2016 102.4% 
 
November 2016 107.2% 
 
 
 
 
 

 

Trend 
 
January 2017 99.5% 
 
December 2016 97.8% 
 
November 2016 99.3% 
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Ward 
Name 

Main 
Specialties 

Day Night Day Night Care Hours Per Patient Day 

Qualified Unqualified Qualified Unqualified Qualified Unqualified Qualified Unqualified 
Cumulative 
count over 
month of 

pts at 
23:59 each 

day 

Q
u

a
li

fi
e
d

 

U
n

q
u

a
li
fi

e
d

 

Overall 
Planned Actual Planned Actual Planned Actual Planned Actual Fill Rate Fill Rate Fill Rate Fill Rate 

MCHT 
 

43868.6 40691 32154.2 32003.6 25303.8 24733.8 17096.9 18254.5 92.8% 99.5% 97.7% 106.8% 15785 4.1 3.2 7.3 

AMU 
Gen. 
Medicine 

2011.3 1889.3 1519 1482.3 1898.8 1715 1519 1494.5 93.9% 97.6% 90.3% 98.4% 899 4.0 3.3 2011.3 

CAU Paeds 2790.5 2790.5 907.5 907.5 1771 1771 322 322 100.0% 100.0% 100.0% 100.0% 503 9.1 2.4 2790.5 

Critical 
Care 

Gen. 
Medicine 

4021.5 4021.5 686.5 686.5 2489 2489 0 0 100.0% 100.0% 100.0% - 255 25.5 2.7 4021.5 

Elmhurst Rehab 871.5 865.5 2232 2172 775 762.5 1550 1562.5 99.3% 97.3% 98.4% 100.8% 898 1.8 4.2 871.5 

Ward 1 
Gen. 
Medicine 

2187.5 2025 1162.5 1187.5 1519 1482.3 759.5 771.8 92.6% 102.2% 97.6% 101.6% 863 4.1 2.3 2187.5 

Ward 10 
SAU 

Gen. Surg 1500 1785 930 1387.5 580.7 805.5 290.4 571.4 119.0% 149.2% 138.7% 196.8% 534 4.9 3.7 1500 

Ward 10 
SSW 

Gen. Surg 
& Urology 

1709 1581 992 1016 635.5 635.5 317.8 338.3 92.5% 102.4% 100.0% 106.5% 672 3.3 2.0 1709 

Ward 12 
Gen. Surg 
& Gynae 

2235 2035 1984 1912 953.3 717.5 635.5 738 91.1% 96.4% 75.3% 116.1% 931 3.0 2.8 2235 

Ward 13 Gen. Surg 2280 1984 1984 1952 953.3 779 635.5 707.3 87.0% 98.4% 81.7% 111.3% 959 2.9 2.8 2280 

Ward 14 
Gen. 
Medicine 

1710 1500 1488 1500 744 756 1116 1092 87.7% 100.8% 101.6% 97.8% 976 2.3 2.7 1710 

Ward 15 
Trauma & 
Ortho 

2242.5 1946.5 2728 2528 953.3 840.5 953.3 891.8 86.8% 92.7% 88.2% 93.5% 951 2.9 3.6 2242.5 

Ward 18 
Gen. 
Medicine 

1397.5 1322.5 1550 1893.8 759.5 747.3 759.5 1078 94.6% 122.2% 98.4% 141.9% 768 2.7 3.9 1397.5 

Ward 2 
Gen. 
Medicine 

1800 1525 1550 1550 759.5 931 1139.3 1176 84.7% 100.0% 122.6% 103.2% 953 2.6 2.9 1800 

Ward 21B Rehab 1304 1135 1813.5 1794 775 762.5 775 825 87.0% 98.9% 98.4% 106.5% 685 2.8 3.8 1304 

Ward 23 Obstetrics 1238 1238 785.3 785.3 764.7 764.7 764.7 764.7 100.0% 100.0% 100.0% 100.0% 533 3.8 2.9 1238 

Ward 26 Obstetrics 3249 3249 633.3 633.3 2725.7 2725.7 382.3 382.3 100.0% 100.0% 100.0% 100.0% 173 34.5 5.9 3249 

Ward 4 
Gen. 
Medicine 

1710 1518 1860 1716 744 732 1488 1452 88.8% 92.3% 98.4% 97.6% 947 2.4 3.3 1710 

Ward 5 
Gen. 
Medicine 

2452.5 2127.5 1550 1550 1519 1396.5 759.5 771.8 86.7% 100.0% 91.9% 101.6% 931 3.8 2.5 2452.5 

Ward 6 
Gen. 
Medicine 

2042.5 1830 1937.5 1943.8 1519 1384.3 759.5 869.8 89.6% 100.3% 91.1% 114.5% 855 3.8 3.3 2042.5 

Ward 7 
Gen. 
Medicine 

1752.5 1440 1550 1681.3 759.5 759.5 1139.3 1433.3 82.2% 108.5% 100.0% 125.8% 955 2.3 3.3 1752.5 

Ward 9 
Trauma & 
Ortho 

1694 1398 1488 1360 635.5 615 317.8 471.5 82.5% 91.4% 96.8% 148.4% 532 3.8 3.4 1694 

NICU Paeds 1669.8 1484.7 823.1 364.8 1069.5 1161.5 713 540.5 88.9% 44.3% 108.6% 75.8% 12 220.5 75.4 1669.8 
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Ward Name Main Specialties 

Safety Thermometer Results 

Hospital Acquired Pressure Ulcers Patient Falls resulting in harm CAUTI New VTE 

MCHFT 
 

0.4% (4) 0.74% (7) 0.21% (2) 0.43% (4) 

AMU Gen. Medicine 0% (0) 0% (0) 0% (0) 0% (0) 

CAU Paeds 0% (0) 0% (0) 0% (0) 0% (0) 

Critical Care Gen. Medicine 0% (0) 0% (0) 0% (0) 0% (0) 

Elmhurst Rehab 0% (0) 0% (0) 0% (0) 0% (0) 

Ward 1 Gen. Medicine 0% (0) 3.57% (1) 0% (0) 0% (0) 

Ward 10 SAU Gen. Surg 0% (0) 0% (0) 0% (0) 0% (0) 

Ward 10 SSW Gen. Surg & Urology 0% (0) 0% (0) 0% (0) 0% (0) 

Ward 12 Gen. Surg & Gynae 0% (0) 0% (0) 0% (0) 0% (0) 

Ward 13 Gen. Surg 0% (0) 0% (0) 0% (0) 0% (0) 

Ward 14 Gen. Medicine 0% (0) 3.23% (1) 0% (0) 0% (0) 

Ward 15 Trauma & Ortho 9.38% (3) 3.12% (1) 0% (0) 0% (0) 

Ward 18 Gen. Medicine 0% (0) 0% (0) 0% (0) 0% (0) 

Ward 2 Gen. Medicine 0% (0) 0% (0) 0% (0) 0% (0) 

Ward 21B Rehab 0% (0) 0% (0) 0% (0) 0% (0) 

Ward 23 Obstetrics 0% (0) 0% (0) 0% (0) 0% (0) 

Ward 26 Obstetrics 0% (0) 0% (0) 0% (0) 0% (0) 

Ward 4 Gen. Medicine 0% (0) 0% (0) 0% (0) 0% (0) 

Ward 5 Gen. Medicine 3.12% (1) 0% (0) 0% (0) 9.38% (4) 

Ward 6 Gen. Medicine 0% (0) 0% (0) 0% (0) 0% (0) 

Ward 7 Gen. Medicine 0% (0) 0% (0) 0% (0) 0% (0) 

Ward 9 Trauma & Ortho 0% (0) 5.26% (1) 0% (0) 0% (0) 

NICU Paeds 0% (0) 0% (0) 0% (0) 0% (0) 

DN – Alsager District Nursing 0% (0) 0% (0) 0% (0) 0% (0) 

DN – Ashfields District Nursing 0% (0) 3.7% (1) 0% (0) 0% (0) 

DN – Church View District Nursing 0% (0) 0% (0) 0% (0) 0% (0) 

DN – Danebridge District Nursing 0% (0) 0% (0) 0% (0) 0% (0) 

DN – Eaglebridge District Nursing 0% (0) 0% (0) 0% (0) 0% (0) 

DN – Firdale District Nursing 0% (0) 1.59% (1) 0% (0) 0% (0) 

DN – Grosvenor / Hungerford District Nursing 0% (0) 0% (0) 0% (0) 0% (0) 

DN – Middlewich District Nursing 0% (0) 0% (0) 0% (0) 0% (0) 

DN – Rope Green District Nursing 0% (0) 0% (0) 0% (0) 0% (0) 

DN – Winsford District Nursing 0% (0) 0% (0) 1.85% (1) 0% (0) 

Intermediate Care District Nursing 0% (0) 10% (1) 10% (1) 0% (0) 
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Experience Section: 

Indicators 
YTD 
16/17 

Last four months 

Oct-16 Nov-16 Dec-16 Jan-17 

Complaints received by month 228 25 20 13 19 

Complaints being reviewed by the Ombudsman   6 6 3 3 

Closed complaints by month 256 24 35 23 11 

Contacts raising informal concerns 834 76 64 68 102 

Compliments received in month 1531 171 100 374 172 

Number of new claims received in month 37 3 3 6 3 

Number of claims closed  23 1 1 0 4 

Number of inquests concluded 14 1 1 2 5 

NHS Choices - Star Ratings (Leighton)   4 4 4 4.5 

NHS Choices - Star Ratings (VIN)   4.5 4.5 4.5 5 

NHS Choices - Number of new postings 90 11 12 9 9 

F&FT Response Rate ED, MIU, UCC and Assessment Areas*   4% 5% 4% 4% 

Proportion of positive responses ED, MIU, UCC and Assessment Areas   95% 95% 96% 96% 

F&FT Response Rate Inpatients and Daycases   20% 23% 29% 22% 

Proportion of positive responses Inpatients and Daycases   98% 98% 98% 98% 

F&FT Response Rate Outpatients   4% 8% 5% 5% 

Proportion of positive responses Outpatients   96% 96% 95% 97% 

F&FT Response Rate Maternity - Birth   16% 19% 15% 14% 

Proportion of positive responses Maternity - Birth   100% 98% 97% 100% 

F&FT Response Rate Community (CCICP)    10% 25% 18% 21% 

Proportion of positive responses Community (CCICP)   96% 92% 88% 90% 

      *ED = Emergency Department; MIU = Minor Injuries Unit; UCC = Urgent Care Centre   
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Monthly Trust 

complaints 

received by 

the Trust 

 

19 complaints were received in January 2017 which 
covered 68 categories.  The highest categories were: 
  

 Communication 

 Nursing Care 

 Inappropriate Discharge  
 
Highest 3 areas receiving complaints/issues were: 

 

 ED: 6 complaints/ 12  issues 

 Ward 9: 1 complaint/ 10   issues 

 Ward 5: 2 complaints/ 5   issues 

 

Formal 

Complaints 

Number of 

formal 

complaints by 

Division 
This graph shows the breakdown of complaints by 
month for each division. 
S&C:    5  
DCSS:    1   
W&CD:    4 
MECD:   8 
CCICP:   1 
E&F:   0 
Corporate Services: 0  
 
Examples of complaints for January 2017 
S&C – Alarm bells not being responded to on the 
wards 
DCSS – No communication following OP clinic 
W&CD – Poor care received on induction ward 
MECD – Delay in care in the ED 
 

Formal 

Complaints 

by Division 
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Complaints 

being 

reviewed by 

the Public 

Health Service 

Ombudsman 

(PHSO)  

 

In January 2017   3 complaints were active with the 

PHSO 

 

Ombudsman 

Complaint 

Trends and 

number of 

issues 

 

The main trends in January 2017 were:  

 

 Communication: 11 complaints /   16 issues 

 

 Nursing Care: 8 complaints /   11 issues 

 

 Inappropriate Discharge 5 complaints /  5  

issues 

 

Complaint 

Trends 



 

Page 27 of 34 

Board Papers – Quality, Safety & Experience Section: March 2017  

Description                        Aggregate Position/Description                                         Trend                     
 

 

 
 

 
 

 
 

 

 
 

 
 

 

 

 

 

 

 

 

 

 

  

Closed 

Complaints 

 

11 complaints were closed in January 2017. 

Closed 

Complaints 

Division Upheld 
Partially 
Upheld 

Not 
Upheld 

Withdrawn 
Ref 
HR 

Sub-
Total 

Medicine and 
Emergency Care 

3 1 0 0 0 4 

Surgery and 
Cancer 

1 1 0 0 0 2 

Diagnostics & 
Clinical Support 
Services 

1 0 1 0 0 2 

Women’s and 
Children’s 

0 1 1 0 0 2 

Estates & 
Facilities 

1 0 0 0 0 1 

CCICP 0 0 0 0 0 0 

 
Total closed  

 
11 

Closed 

Complaints 

by Division 

 

The Table provides a breakdown of closed 
complaints by division, demonstrating those 
complaints which were upheld, not upheld or partially 
upheld. 

 



 

Page 28 of 34 

Board Papers – Quality, Safety & Experience Section: March 2017  
 

Complaints closed by Division 

Details of Complaints removed under Section 40 of the Freedom of Information Act  
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Informal 

Concerns 

Numbers 

 

The number of contacts raising informal concerns for 

January 2017 was 102, an increase of 34                        

on the previous month.  

The Surgery and Cancer Division has received the 

largest number of contacts with 38 people raising 49 

individual concerns.  In addition, the Division of 

Medicine and Emergency Care have received 49 

individual concerns. 

 

Informal 

Concerns 

Feedback 

Feedback 

Informal 

Concerns 

Trends 

 

Communication was the highest trend for informal concerns in 

January 2017, with 20 of the 39 issues raised belonging to the 

Surgery and Cancer Division. Five of these issues belong to 

ophthalmology. 

Of the 27 issues relating to appointments, 15 were for the 

Division of Medicine and Emergency Care, 6 relating to 

respiratory.  

Of the 12 issues relating to attitude of staff, 5 were for the 

Division of Medicine and Emergency Care.         

 

Informal 

Concerns 

Trends 
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New claims 

received 

 

Narrative and Graph removed under Section 43 of the 
Freedom of Information Act. 

 Claims 

                    Graph removed under Section 43 of the Freedom of Information Act. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Claims 

closed 

with/without 

damages 

 

3 clinical negligence claims were closed in January 
2017, of which 1 was upheld and 2 were repudiated. 
 
2 employer’s claims were closed, both of which were 
repudiated. 

 Closed 

Claims 
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Narrative and graph removed under Section 40 and 

Section 43 of the Freedom of Information Act. 

Value of 

Claims 

Top five 

claims by 

Specialty 

 

Narrative and graph removed under Section 43 of the 
Freedom of Information Act. 

Top 5 

Claims by 

Specialty 

Value of 

claims 

closed by 

month 
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Number of 

Inquests 

concluded 

by month 

 

5 inquests were concluded in January 2017 and the 

Coroner delivered the following conclusions: 

Accidental death x 3 

Narrative x 2 

 
Inquests 

NHS 

Choices 

Star Ratings 

 

Leighton Hospital is rated at 4.5 stars.  

Victoria Infirmary, Northwich is rated at 5 stars. 

The above ratings are based on 247 postings received 
to date.                                                   

 

NHS 

Choices – 

Star 

Ratings 
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NHS 

Choices 

postings 

 

There were 9 postings on NHS Choices in January 2017. 
Examples of feedback included: 
“Very happy to be cared for by this team. no matter what 
time of the day they couldn't do enough for anybody ,also 
like to mention even though there shift had finished they 
stayed and finished off there jobs !” Cardiology 
 
“Could not fault the care I received from start to finish, 
staff were very informative about the procedure I was 
having and the aftercare” Treatment Centre  
 
“They identified the genuine need of a painful broken limb 
and we were seen to and very efficiently treated and 
discharged in less than 1hr! fantastic service and the 
utmost praise to all that are working on such stretched 
resources!..” A&E 

 

 

NHS 

Choices - 

Postings 

The Family 

and Friends 

Test  asks 

patients if this 

would   

recommend  

our hospital 

services to a 

friend or 

relative based 

on their 

treatment and 

experience 

 

In January 2017 the Trust has scored the following 

positive response scores : 

Inpatients and day cases      98% 

Emergency care /Assessment areas    96% 

Outpatients        97% 

Maternity      100% 

CCICP        90% 

1967 responses were received (excluding CCICP) and 
97% of those patients would recommend our hospital 
services.  439 patients responded for CCICP. 

 

Family & 

Friends 

Test 
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Number of 

responses 

received for 

IP, Day 

Case, ED, 

maternity 

compared 

to eligible 

patients 

January 
2017 % 

Response 

Total 
Responses 

received 

How many 
would 

recommend 

Ward/Dept 

A&E , UCC 
& MIU 

4% 218 210 

Inpatients 
& 
Daycases 

22% 834 817 

Maternity 14% 32 32 

Outpatients 5% 778 752 

CCICP 21% 439 395 

 

Family & 

Friends 

Test 

 

Compliments 

received 

There were 172 compliments/thank-you’s received for 
January 2017. 
 
‘Please pass on my thanks to the operating theatre staff 
who dealt with my case and to all of the staff and 
volunteers on Ward 11 for the excellent quality of care I 
received. I felt in competent and caring hands from 
arrival to departure. I would particularly like to thank the 
registrar and the anaesthetist because both were very 
calm, very clear and very kind in the way they prepared 
me for the operation.’ 
 

 

Compliments 
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Mid Cheshire Hospitals  
NHS Foundation Trust 

 
 

CQC  Comprehensive Inspection  
October 2014 

  
Action Plan  

 

As at February 2017 
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Standard/Process/ 
Issue/Gap Identified 

Action Required 
*RAG 
Rating 

Responsible 
Lead 

Timescales 
(by end of):  

Responsible 
Committee 

Progress / 
Closure 

Date & Evidence 
(embed evidence into 

document) 

Actions the Trust MUST take to improve 

1. Ensure that 
medical staffing is 
sufficient to 
provide 
appropriate and 
timely treatment 
and review of 
patients at all 
times including 
and out of hours 

 
 
2. Ensure that 

medical staffing is 
appropriate at all 
times including 
medical trainees, 
long-term locums, 
middle grade 
doctors and 
consultants 

a.  Complete the development 
of the 7 day working 
business case for the 
Medicine and Emergency 
Care Division 

 

Chief Operating 
Officer 

April 2015 
July 2015 

Board of Directors 

Closed 

7_7 Stage 1 Buisness 
Case.doc

 

b.  Explore the possibility of 
establishing regional non 
training grade junior doctor 
rotations 

 

 

Medical Director 
August 2015 
November 

2015 

Senior Medical 
Leadership Group 

Closed 
MCHFT Medical 
Director has taken 
on responsibility 
for arranging the 
Medical Directors 
Forum meetings 
for Cheshire and 
Merseyside. This 
topic will be 
included as an 
agenda item at the 
meetings. 

c.  Work with HEE (NW) 
around the equitable 
provision of junior doctors  

 

 

Medical Director  August 2015 
Senior Medical 

Leadership Group 

Closed 

1c evidence.docx

 
d.  Raise awareness with NHS 

England 
 

Medical Director January 2015  
 

Closed 
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Issue/Gap Identified 

Action Required 
*RAG 
Rating 

Responsible 
Lead 

Timescales 
(by end of):  

Responsible 
Committee 

Progress / 
Closure 

Date & Evidence 
(embed evidence into 

document) 

 
e.  Raise awareness with 

General Medical Council 
 
 
 
 

 

Medical Director January 2015  

 
Closed 

Meeting Note 
Employer Liaison Service - Jan 2015.docx

 
f.  Raise at next NHS England 

Quality Surveillance Group 
meeting 

 
Area Team 
Director of 

Nursing  
February 2015  

Closed 

2f. QSG Minutes 
February 2015 Final Mid Cheshire Only.doc

 
g.  Develop a Workforce Plan 

to include alternative roles 
 

Director of 
Service 

Transformation 
and Workforce 

Complete 
Workforce 
Assurance 
Committee 

Closed 

2D Workforce 
plan.docx
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Standard/Process/ 
Issue/Gap Identified 

Action Required 
*RAG 
Rating 

Responsible 
Lead 

Timescales 
(by end of):  

Responsible 
Committee 

Progress / 
Closure 

Date & Evidence 
(embed evidence into 

document) 

h. Implement recruitment and 
retention plan 

 Develop a microsite and 
marketing of Trust 

 Establish a process to 
offer recruitment 
premiums for “hard to 
recruit” posts 

 Actively pursue 
international recruitment 

 

Director of 
Service 

Transformation 
and Workforce 

March 2015 
Workforce 
Assurance 
Committee 

Closed 
Recruitment 
Premia in place. 
Microsite live 
http://www.live-the-

good-life.co.uk/ 

e 

2e RRP.doc

 
International 
recruitment 
already in place 

2h International 
Recruitment.docx

. 

3. Improve patient 
flow throughout the 
hospital to reduce 
the number of 
patient bed moves 
and patients’ 
length of stay – 
particularly in the 

a. To hold the Bed 
Productivity Transformation 
Board accountable for 
improvements in “access 
and flow” 

 

Chief Operating 
Officer 

March 2015 
Performance and 

Finance Committee 

Closed 
Included within the 
Terms of 
Reference of the 
now renamed 
Access and Flow 
transformation 
work stream. 

http://www.live-the-good-life.co.uk/
http://www.live-the-good-life.co.uk/
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*RAG 
Rating 

Responsible 
Lead 
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Responsible 
Committee 
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Closure 

Date & Evidence 
(embed evidence into 

document) 

medical division 

 
b. Review the Patient 

Placement Policy 
 

Chief Operating 
Officer 

March 2015 
May 2015 

Performance and 
Finance Committee 

Closed 

Patient Placement 
Policy v4 EMB.doc

 
 

c. Increase Clinical Site 
Manager cover to 24/7 

 

Chief Operating 
Officer 

Complete N/A 

Closed 

OOHP service review 
September 2014 v3.doc

 
d. Finalise the medical 

specialty bed base to align 
numbers to requirements 
(subject to Consultant 
recruitment) 
 

 

Divisional 
General 

Manager, 
Medicine and 

Emergency Care 
Division 

August 2015 
October 2015 

Divisional Board 

Closed 
Plans to reduce 
gastroenterology 
bed base agreed 
and implemented 
mid October 2015. 
Increased care of 
the elderly bed 
base and 
respiratory bed 
base also agreed 
and implemented. 
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*RAG 
Rating 
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Lead 
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Responsible 
Committee 
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Closure 

Date & Evidence 
(embed evidence into 

document) 

e. Review specialty length of 
stay and establish plans to 
address outliers 
 

 

Divisional 
General 

Manager, 
Medicine and 

Emergency Care 
Division 

 
 

August 2015 
January 2016 

Bed Productivity 
Transformation 

Board 
Access and Flow 
Transformation 

Board 

Closed 
Specialty length of 
stay is monitored 
through Divisional 
Board.  Additional 
monitoring through 
the Trusts access 
and flow 
transformation 
workstream is now 
being 
implemented.  
Consultant 
recruitment and 
improved ward 
discharge 
processes has had 
a positive impact 
on LOS in August. 
Achievement 
against the new 
KPIs for LOS will 
be reported 
through to the 
transformation 
board. 

f. Increase Consultant 
numbers through the 

 Chief Operating 
Officer 

April 2015 
July 2015 

Board of Directors 
Closed 

See 1a for 
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Responsible 
Lead 
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Responsible 
Committee 

Progress / 
Closure 

Date & Evidence 
(embed evidence into 

document) 

development of a 7 day 
working business case for 
the Medicine and 
Emergency Care Division 

evidence 

g. Inject pace into Connecting 
Care Programme 

1. Admission avoidance – 
Provider Board to 
implement Integrated 
Teams   
 
 
 
 
 

2. Expediting safe and 
effective discharge – 
Commissioners to 
produce outcome 
framework for Urgent 
Care Rapid Response.  
Provider Board to lead 
implementation of  
Urgent Care Rapid 
Response 
 
 

3. Connecting Care Board 

 

CEO – MCHFT 
(In partnership 

with Connecting 
Care Board 
members) 

 
 
 

June 2015 
 
 
 
 
 
 
 

December 
2015 

June 2016 
 
 
 
 
 
 
 
 
 

March 2016 

Connecting Care 
Programme Board 

Action 1 
Closed 

1. Roll out 
Programme for 
Integrated 
Teams agreed 
over three 
phases.  To 
conclude by 
end March 
2016 

2. Draft outcome 
f/w reviewed at 
Feb 2015 
CCB.  
Following 
update, CCPB 
to be 
commissioned 
to develop 
service  

 
 

3. NHSIQ 
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*RAG 
Rating 

Responsible 
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Responsible 
Committee 
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Closure 

Date & Evidence 
(embed evidence into 

document) 

(CCB)  to be held to 
account for delivery of 
the CCB Strategy 
 
 
 
 
 
 

4. CCB to hold Provider 
Board to account for 
delivery of Integrated 
Teams & UCRR 

 
 
 

 
 
 
 
 
 
 
 
 

December 
2015 

facilitated 
development 
sessions for 
CCB – 
concluded 
March 15.  
Outcome will 
be w.h.e. 
strategy. 
 

4. Governance 
arrangements/
ToR between 
CCB & CCPB 
reviewed & 
updated.  
Changes to 
Alliance 
contract to be 
made.    

 

 h. To conduct Lean System 
Review of discharge 
process 

 

Local Authority 
Director of 

Commissioning 
March 2016 

Connecting Care 
Programme Board 

May 2016 update 
CEO received 
information from 
Cheshire East that 
this piece of work 
had not 
commenced, and 
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Standard/Process/ 
Issue/Gap Identified 

Action Required 
*RAG 
Rating 

Responsible 
Lead 

Timescales 
(by end of):  

Responsible 
Committee 

Progress / 
Closure 

Date & Evidence 
(embed evidence into 

document) 

that they will 
contact CEO again 
with further 
update. 
 February 2017 
update 
Actions in relation 
to 3.g 1 were 
closed in June 
2015. 
Remaining actions 
3.g 2 – 4 and h 
have been 
included in work 
ongoing with 
CCICP Community 
Teams and 
Emergency 
Department Front 
of House to review 
alternatives to 
admission: 
-SAFER Bundle 
and Red & Green 
implemented 
-Weekly MDT in 
place of all long 
stay patients 
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Standard/Process/ 
Issue/Gap Identified 

Action Required 
*RAG 
Rating 

Responsible 
Lead 

Timescales 
(by end of):  

Responsible 
Committee 

Progress / 
Closure 

Date & Evidence 
(embed evidence into 

document) 

Discharge Steering 
Group set to report 
to and with 
oversight from 
A&E Delivery 
Board with senior 
CCG, acute, and 
Local Authority 
representation.  
Community teams 
and care built 
through CCICP. 
This action is now 
CLOSED 

 i. Discharge CQUIN to 
include elements for 
primary care as well as 
secondary care  

 
Director of 

Nursing & Quality 
MCHFT/ 

Executive Nurse 
CCG 

May 2015 
August 2015 

Joint CCG / 
MCHFT Quality 

Group 

Closed 
Discharge CQUIN 
contains four 
elements which 
have been 
approved. 

4. Take action to 
clear the backlog 
of discharge letters 
and implement an 
effective system 
for managing 
discharge letters 
so that GPs 

a. Utilise additional staff to 
clear the backlog 

 
Divisional 
General 

Manager, 
Medicine and 

Emergency Care 
Division 

August 2015 
December 

2015 
Divisional Board 

Closed 
Initial backlog has 
been cleared 
Monitoring 
continues to 
ensure that 
improvements are 
sustainable.  
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*RAG 
Rating 

Responsible 
Lead 

Timescales 
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Responsible 
Committee 

Progress / 
Closure 

Date & Evidence 
(embed evidence into 

document) 

receive accurate 
and robust 
information about 
their patients in a 
timely way 

Updated version 
divisional scorecard.xlsx

 
 

b. Work with HEE (NW) 
around the equitable 
provision of junior doctors 

 

Medical Director August 2015  
Senior Medical 

Leadership Group 

MCHFT CEO 
chairing a Medical 
Workforce sub-
group of the 
LWEG specifically 
aimed at ensuring 
the equitable 
provision of junior 
doctors across 
Cheshire and 
Mersey 

c. Recruit to alternatives roles 
to replace / support junior 
doctors 

 
Divisional 
General 

Manager, 
Medicine and 

Emergency Care 
Division 

Complete Divisional Board 

Closed 
Advanced 
Practitioners in 
post within 
Cardiology, Acute 
Medicine and 
Emergency 
Department  

d. Develop and implement a 
Consultant led QA process 
for discharge letters 

 
Associate 

Medical Directors 
August 2015  
October 2015 

Divisional Boards 
Closed 

Audit process 
developed. 
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Committee 

Progress / 
Closure 

Date & Evidence 
(embed evidence into 

document) 

incorporating GP feedback. Update April 2016 
Audit undertaken 
and results to be 
shared with 
divisions 

4d e discharge 
audit.docx

4d Table 3.docx

Audit action 
plan..xlsx

 
e. Include the review of 

turnaround times in weekly 
Performance Meetings 

 

Chief Operating 
Officer 

Complete 
Performance and 

Finance Committee 

Closed 

4 f example 
Agenda.docx

 
5.  Ensure that 

escalation areas 
are appropriate 
environments for 
the care of patients 
and provide them 

a. Introduce the “ golden 
patient” to ensure patients 
do not remain in the 
Primary Assessment Area 
beyond 23 hours 

 Divisional 
General 

Manager, 
Medicine and 

Emergency Care 
Division 

Complete Divisional Board 

Closed 

MCHFT  SOP for PAA 
V 4  0 November  2014.doc
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with ready access 
to bathing and 
toilet facilities. 

b. Review the Patient 
Placement Policy 

 
Chief Operating 

Officer 
March 2015 
May 2015 

Performance and 
Finance Committee 

Closed 
See 3b for 
evidence 

c. During winter, relocate the 
Primary Assessment Area 
to a ward area with full 
facilities for patients  

 

Chief Operating 
Officer 

February 2015 
Performance and 

Finance Committee 

Closed 
 

PAA relocated to 
ward 2 for winter 

14/15 

d. Secure support from 
Community Voluntary 
Service for internal 
volunteering service 
 
 

 

Director of 
Nursing & Quality 

September 
2015 

December 
2015 

Patient Experience 
Committee 

Closed 
 

Leighton OWS 
Annual Perforamce Report 2015 Final Draft.docx

 
Action the hospital SHOULD take to improve:  

Trust: 

6.  Consider 
improving 
arrangements for 
clinical supervision 
to ensure they are 
appropriate and 
support staff to 
effectively carry 
out their 
responsibilities, 

a. Produce a guidance 
document that describes to 
staff all the elements of 
support that are available to 
them and how to access 
them. 

b. Provide the document to 
staff at Induction and 
Mandatory Training 
sessions 

 

Assistant Director 
of Organisation 
Development 

July 2015 
Workforce 
Assurance 
Committee 

Closed 

6. Staff Support 
Poster.jpg
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document) 

offer relevant 
development 
opportunities and 
enable staff to 
deliver care safely 
and to an 
appropriate 
standard.  

7.  Ensure that, where 
patients are 
deemed not to 
have capacity to 
consent, staff are 
establishing and 
acting in 
accordance with 
the best interests 
of the patient and 
that this is 
appropriately 
documented.  

 

a. Ensure that the 
requirements from staff and 
appropriate documentation 
is core within the dementia 
care bundle 

 

Director of 
Nursing & Quality 

Complete 
Dementia 

Operational Group 

Closed  

 
b. Capacity and Best Interests 

training to be included in 
Mandatory Training for 
identified clinical staff 

 

Director of 
Nursing & Quality 

Complete 
Dementia 

Operational Group 

Closed  

 
 

c. Develop and implement a 
carer guideline 
 
 
 

 

Director of 
Nursing & Quality 

Complete 
Dementia 

Operational Group 

Closed  

 

In Emergency & Urgent Care Services: 

8.  Ensure that all Undertake a review of  Divisional March 2015 Divisional Board Closed 
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staff complete their 
mandatory training 
in a timely manner. 

Mandatory Training to align the 
training to shift patterns and to 
incorporate the use of e-learning 
where appropriate 

General Manager Review complete. 
Trial undertaken of 
long day 
provisions.  
E-learning 
modules now 
available  

8. Evidence.docx

Long day mandatory 
training for division   agenda and survey form 2015.docx

 
9.  Consider updating 

the sudden death 
checklist for 
paediatrics to 
include a “do not 
leave child alone” 
section  

Update the sudden death 
checklist and implement 

 

Director of 
Nursing & Quality 

April 2015 
Safeguarding 
Committee 

Closed 
 

9 Death Check List 
Child  Sudden Death.doc
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10.  Ensure they have 
a list of appropriate 
staff that have 
been trained with 
the required scene 
safety and 
awareness 
training. 

 
 

This action is no longer 
applicable as MCHFT does not 
provide this service 
 
 
 
 
 

 

N/A N/A N/A Closed 

In Medical Care Services:  

11.  Ensure timely 
access to 
treatment for upper 
gastrointestinal 
bleeds and stroke 
thrombolysis, 
including out of 
hours.  

 

a. Develop a partnership 
agreement with UHNM for 
the management of out of 
hours upper GI bleeds  

 

Clinical Lead for 
Gastroenterology 

April 2015 
 
 
 
 
 
 

August 2015 
October 2015 

Combined MCHFT 
/ UHNM Board 

Closed 
Partnership 
arrangement in 
place with UHNM 
from October 2015 

GI Bleed Final 
Version.docx

 
 

b. Expand the number of 
Consultant 
Gastroenterologists to 
provide an in house 24/7 
upper GI bleed service 

 

Clinical Lead for 
Gastroenterology 

April 2017 
 

Divisional Board 

 
Covered within the 
7/7 Business Case 
 – see 1a above. 
GI bleed list to be 
made available at 
08:30 each 
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morning from 
January 2015 for 
urgent GI bleed 
patients. 
 
Update as at June 
2016: 
 1 substantive 
consultant 
recruited; 2 
candidates 
shortlisted for 
interviews in July. 
Update as at 
February 2017: 
 2 substantive 
consultants now in 
post; job 
descriptions for 
further 3 WTE 
awaiting College 
approval and then 
will be advertised 
April/May 2017 

c. Develop a partnership 
agreement with UHNM to 
support 24/7 stroke 
thrombolysis at MCHFT  

 
Clinical Lead for 

Elderly Care 
Medicine 

September 
2015 

April 2016 
Will be in place 

Combined MCHFT 
/ UHNM Board 

Agreement 
reached in 
principle with 
UHNM – formal 
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by 4 July ratification 
awaited. Task and 
finish group 
implemented with 
scheduled 
completion date of 
April 2016 
Go live date will be 
4 July  
CLOSED 
Shared pathway 
implemented with 
UHNM on 4th July 
2016.  
Thrombolysis 
available on site at 
MCHFT 24/7 
through a 
telemedicine link 
with UHNM.  
Confirmed strokes 
who will benefit 
from access to a 
stroke consultant 
are subsequently 
transferred to 
UHNM for their 
first 24-48 hours of 
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care 

12.  Ensure action is 
taken to improve 
outcomes for 
patients with 
diabetes or who 
have had a stroke.  

 

a. Refresh and deliver the 
action plan arising from 
National Diabetes Audit 

 

Divisional 
General Manager 

April 2016 
August 2016 
April 2017 

Divisional Board 

 
Action plan 
refreshed and 
being ratified at 
divisional 
Governance 
meeting on 8th 
December 2015. 
Advert out for 
diabetic specialist 
nurse. 
Update June 2016 
– DSN appointed 
and commenced in 
post.  Action plan 
now to be 
refreshed following 
this appointment 
Update February 
2017 -  Diabetic 
Specialist Nurse 
appointed and 
action plan from 
National Diabetes 
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Audit currently 
under review by 
DSN, Consultant 
Lead and Matron 
Lead. 

b. Commence the Advancing 
Quality diabetes pathway 
during 2015/16 

 

Divisional 
General Manager 

To be 
determined 
when AQ 
confirm 

regional roll 
out date. 

Divisional Board 

 
Advancing Quality 
diabetes pathway 
commenced in 
June 2015 which 
will be reported in 
the CQUIN 
quarterly reports. 

c. Deliver the action plan 
arising from the SSNAP 
Audit 

 

Divisional 
General Manager 

June 2015 
October 2015 

April 2016 
Divisional Board 

Stroke services 
currently 
undergoing a full 
service review 
which will impact 
on delivery of 
SSNAP.  In the 
interim 
performance is 
being monitored 
through the 
SSNAP task and 
finish group. 
Overall rating 
increased to 



 

Document owner: Director of Nursing & Quality – February 2017 v25  
Page 21 of 31 

Standard/Process/ 
Issue/Gap Identified 

Action Required 
*RAG 
Rating 

Responsible 
Lead 

Timescales 
(by end of):  

Responsible 
Committee 

Progress / 
Closure 

Date & Evidence 
(embed evidence into 

document) 

category “C” from 
Q2 2015/16 
Update required 
following go live of 
agreed pathway. 
Update February 
2017: 
Funding secured 
to allow inpatient 
access to clinical 
psychological care. 
Shared post with 
CCICP confirmed. 
CWP recruiting to 
the post. It is 
anticipated that the 
post will be filled 
by the end of the 
financial year. 
To date there has 
been access to 
physiotherapy only 
at the weekend. 
However, there is 
currently a 3 
month trial for OT 
support at the 
weekend. Await 
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outcome. 
 Booklet being 
updated to reflect 
the new ESD 
service and 
repatriation details. 
Changes to the 
booklet will be 
reviewed at 
relevant panels. 

 

d. Implement the stroke 
pathway booklet. 

 

Divisional 
General Manager 

Complete Divisional Board 

Closed 

Stroke Unit 
Leaflet.docx

 
In Surgery Services: 

13.  Ensure that 
appropriate action 
is taken to reduce 
the number of 
patients that 
underwent elective 
surgery and were 
readmitted to 
hospital following 
discharge.  

a. The Surgery & Cancer Sub-
Divisional Governance 
Committees will review the 
readmissions data and take 
any required action, 
reporting by exception to 
the Divisional Board 

 

Divisional 
General Manager 

February 2015 Divisional Board 

Closed 

13a Ortho 
Governance Agenda 16.03.15.doc

 

b. Implement a process where 
all readmissions are 
reviewed by a senior nurse 
during their stay 

 

Lead Nurse Complete Divisional Board 

Closed
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Flow Chart - 
Readmission review by Senior Nurse.doc

 

c. Develop an action plan to 
ensure compliance with 
national guidance (e.g. 
NICE CG74 – surgical site 
infection)   

 

Lead Nurse Complete Divisional Board 

Closed 

MCHFT Gap 
Analysis-Action Plan Orthopaedic SSI Weekly update 9th July 2013.doc

 

14.  Continue to 
monitor and fully 
implement the 
proposed actions 
in order to reduce 
the number of 
cancelled 
operations and 
improve theatre 
utilisation  

a. To hold the Surgical 
Transformation Board 
accountable for 
improvements in theatre 
utilisation and cancelled 
operations 

 

 

Chief Operating 
Officer 

Complete 
Performance and 

Finance Committee 

Closed 

Surgey 
Transformation ToR 0 4.doc

 

Surgical 
Transformation Group_Agenda Template.docx

 
b. To monitor daily all 

cancelled operations (both 
reportable and non-
reportable) to identify 
specific trends 

 

 

Divisional 
General Manager 

Complete Divisional Board 

Closed 
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c. To review the POAC 
workforce and operational 
model   

 

 

Lead Nurse February 2015 Divisional Board 

Closed 
 

Review 
completed

14c POAC 
Review.doc

 

d.  To undertake pre-op phone 
calls for specific cohorts of 
patients to improve theatre 
utilisation  

 

 

Lead Nurse Complete Divisional Board 

Closed 

Pre op  
Phonecalls.docx

 

Elective Orthopaedic 
Ward Pre op phone calls December 2014.docx

 

In Maternity and Gynaecology Services:  
 

15.  Review and 
improve the 
provision of 
Consultant 

a. To undertake a review of 
the required Consultant 
anaesthetic sessions          

 

Divisional 
General Manager 

Complete Divisional Board 

Closed  

Business Case 
Anaesthetic Services to Maternity v8.pdf
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anaesthetic 
sessions for 
elective caesarean 
sections to provide 
a more responsive 
service for women. 

See Appendix 7 

b. To submit a Business Case 
to the Board of Directors for 
the additional Consultant 
anaesthetic sessions  

 

Divisional 
General Manager 

November 
2014 

Board of Directors 

Closed 
Business Case 
presented to Board 
of Directors 
November 2014- 
Approved in 
principle subject to 
available funding. 

Business Case 
Anaesthetic Services to Maternity v8.pdf

 
In Services for Children and Young People: 

16.  Consider reviewing 
safeguarding 
children training to 
ensure that the 
format, content 
and duration is in 
line with best 
practice guidance, 
in particular the 
provision of inter-
agency training, 
and that the time 
allowed for level 3 
training is 

To undertake a review of  
Safeguarding Children Level 3 
training to consider: 

 A multi-agency approach 

 The length and content 
of the training  

 

Director of 
Nursing & Quality 

February 2015 
Safeguarding 
Committee 

Closed 
 

16 Training Event 
Properties Form - L3.doc

 



 

Document owner: Director of Nursing & Quality – February 2017 v25  
Page 26 of 31 

Standard/Process/ 
Issue/Gap Identified 

Action Required 
*RAG 
Rating 

Responsible 
Lead 

Timescales 
(by end of):  

Responsible 
Committee 

Progress / 
Closure 

Date & Evidence 
(embed evidence into 

document) 

appropriate to 
support the 
learning needs of 
staff  

 

17.  Ensure that 
safeguarding 
concerns are 
reported via the 
incident reporting 
systems to make 
sure that incidents 
are fully 
investigated, and 
provide assurance 
that all relevant 
staff are aware of 
lessons learned. 

 

a. Undertake a review of the  
current reporting process 

 

Director of 
Nursing & Quality 

January  2015 
Safeguarding 
Committee 

Review 
undertaken and 
new single form 
implemented (see 
17b) as a result 

b. Develop and implement 
new single form  

 

 

Director of 
Nursing & Quality 

January  2015 
Safeguarding 
Committee 

Closed  

17b Safeguarding 
Notification.docx

 
c. Develop a review process 

and implement sharing of 
lessons learned from 
incidents 

 

Director of 
Nursing & Quality 

February 2015 
Safeguarding 
Committee 

Closed  

17c Lessons Learned 
example.ppt

 

In Out Patients and Diagnostic Imaging Services:  

18.  The Trust should 
take action to 
ensure that waiting 
times for out 
patient clinics are 

a. To hold the OPD 
Rationalisation Group 
accountable for 
improvements in waiting 
times and clinic over runs 

 

Director of 
Finance 

Complete 
Performance and 

Finance Committee 

Closed 

 20% reduction 
in cancellations 
delivered; 

 Reports on 
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improved and that 
clinics do not over 
run leading to 
cancellation of 
appointments.  

 

 follow up 
access times 
monitored 
through weekly 
performance 

Evidence – KPIs 

 
a. Deliver a reduction in DNA 

rates by: 

  Reviewing the Access 
Policy to ensure better 
utilisation of slots 

  Auditing the notice 
period for 
appointments 

  Increasing the impact 
of the Telephone 
Remind Service  

 

Divisional 
General Manager 

September 
2015 

January 2016 
February 2016 

OPD 
Rationalisation 

Group 

Closed following 
May 2016 update 
New governance 
structure in place 
for the OPD 
Rationalisation 
Group to ensure a 
divisional / sub-
speciality focus on 
performance 
against the OPD 
KPI’s (DNA, 
Cancellation, 
Utilisation and 
Clinic start & finish 
times).  
 
DNA Performance 
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Dec:  9.28% 
Jan:  8.67% 
Feb: 7.29% (part 
month) 
 
May Update: 

Dec:  9.26% 
Jan:  8.66% 
Feb: 7.07% 
Mar: 6.49% 
 

OPD Rationalisation 

CQC update.doc
 

OPD Rationalisation 
CQC Update.doc

 
 

b. Refine the appointment 
process to improve 
compliance with an “agreed 
appointment” 

 

 

Divisional 
General Manager 

December 
2015 

 

OPD 
Rationalisation 

Group 

See above 
embedded 
document for 
update.   
Appointment 
process has been 
refined, and audit 
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of impact is 
regularly 
undertaken.   
 

c. Comply with the national e-
referral system when it is 
introduced 
 
 
 
 

 

Divisional 
General Manager 

March 2016 
October 2015 

OPD 
Rationalisation 

Group 

completed 
Trust has 
representation on 
Regional Project 
Group and is fully 
compliant with 
national e-learning 
system 

Elmhurst Intermediate Care Centre: 

19.  The provider 
should ensure that 
soiled linens are 
stored in a secure 
and appropriate 
manner.  

 

NHS Properties to build a 
covered linen store  
 

 

Divisional 
General 

Manager/Director 
of Estates 

Awaiting date 
from NHS 
Properties 

Divisional Board  

completed 

20.  The provider 
should ensure 
there are clear 
plans in place to 

a. Undertake a review of all 
outstanding equipment and 
complete testing 

 

Lead Nurse February 2015 Divisional Board 

Closed 

20a evidence 
completed.docx
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address and 
manage identified 
risks. In particular 
the trust should 
ensure that 
outstanding 
portable appliance 
testing is 
completed 

b. Ensure arrangements for 
PAT testing in place to 
maintain testing 

 

Lead Nurse January 2015 Divisional Board 

 
Closed 

 
Elmhurst facility is 
part of the Trust 
PAT testing 
schedule 

21.  The provider 
should ensure 
there are robust 
processes in place 
for staff to receive 
“lessons learned” 
feedback from 
incidents 

a. Ensure “lessons learned” 
feedback is a standing 
agenda item for the local 
unit meeting and shared 
governance meeting 

 

Lead Nurse February 2015 Divisional Board 

 

05 02 15 Agenda 
Elmhurst Governance Meeting.doc

 
Closed 

b. To share “lessons learned”  
feedback at handover 

 

Lead Nurse February 2015 Divisional Board 05 02 15 Agenda 
Elmhurst Governance Meeting.doc

 
Closed 

22.  The provider 
should ensure that, 
where patients are 
deemed not to 
have capacity to 
consent, staff are 
establishing and 
acting in 
accordance with 

 
See Action 7 
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the best interests 
of the patient and 
that this is 
appropriately 
documented. 

23.  The provider 
should consider 
providing all staff 
with appropriate 
dementia care 
training. 

To agree a training plan for all 
staff and implement through 
mandatory training 

 

Lead Nurse 
December 

2014 
Divisional Board 

Closed 
Elmhurst staff 
included in the 
Trust wide plan 
which is now part 
of mandatory 
training 

23 evidence.docx
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Performance Report

The MCHT Monthly Performance Report has been developed to integrate key domains of 

Quality and Safety, Performance and Corporate into one consistently presented report.  

It has been developed to provide an over arching view of performance against Trust 

priorities as set out in the  NHS Improvement Compliance Framework, NHS Operating 

Framework, CCG CQuIN and Annual Plan.

The Monthly Performance Report will focus upon delivery of service improvements 

within 3 key domains:

The delivery of the service improvements within the 3 key domains are also reflected in 

the Board Assurance Framework which identifies where the organisation has insufficient 

assurance in delivering the strategic objectives of the organisation.

Within this Performance Report the indicators  within each domain are presented on a 

summary page with the current month and year to date performance given.  All 

indicators are measured against a NHS Improvement, national, peer or locally agreed 

target. A further analysis of all measures within each domain is then provided with 

supporting trend information and narrative.  Performance against each indicator is rated 

as either red/green against the year to date or single month/quarter target as 

appropriate.  Supporting narrative is provided on an exception basis.

This report is an evolving summary of overall Trust Performance, therefore measures, 

targets and reporting periods will be refined over time. A supporting and more

detailed quality and safety report will be presented separately.  This is also under further 

review.

Tracy Bullock

Chief Executive

Board 
Performance

Organisation
al Delivery 

Corporate



Exec Summary

Indicator Standard YTD Jan-17

Urgent referrals seen in 2 wks (%) 93.00% 98.02% 97.66%
No of Patients Seen 7,374 642

No of Breaches 146 15

62 day from urgent GP (%) 85.00% 92.67% 90.91%
No of Patients Seen 567 44

No of Breaches 42 4

62-day wait for first treatment from NHS Cancer Screening Service referra 90.00% 95.05% 93.33%
No of Patients Seen 91 8

No of Breaches 5 0.5

A&E <4hrs Standard (%) 95.00% 89.27% 84.48%
A&E Attendances LH & MIU (% to plan) 101.57% 100.36%

A&E Attendances LH & MIU (Vol) 68,411 6,743

Incomp Pathways <18wk (%) 92.00% 94.17% 95.32%
>6wk Diagnostic Waits (%) 1.00% 0.39% 0.18%
Total Patients Waiting for a First Outpatient Appointment 7,205

Indicator Standard YTD

Sickness absence Rolling 12 Month 3.92%
Turnover Rolling 12 Month 10.67%

YE Rating

Indicator Plan Actual Forecast Plan Forecast

Finance

Use of Resource Rating 3 3

Capital Service Capacity 4 3 4 0.80 0.85

Liquidity 4 4 4 -23 -23 

I&E Margin 3 3 3 -0.32% -0.30%

Distance from Financial Plan 0 1 1 0.00% 0.01%

Agency Spend 1 2 3 0.00% 28.73%

YTD Target YTD Actual YTD Variance FY Target FY Forecast FY Variance

Cost Improvement Scheme Total (£000's) 2,763 2,764 1 3,315 3,279 -36 
Revenue Generation Scheme total (£000's) 2,942 1,906 -1,036 3,689 2,276 -1,412 

Commission Contact Income SC & VR (£000's) 127,224 130,803 3,579

Contract Income (£'000) Net of Drugs 160,515 158,445 -2,070 

Pay to Budget  (£000's) -127,647 -125,291 2,356

Non Pay to Budget  (£000's) Net of Drugs -46,703 -48,118 -1,415 

Agency Trajectory  (£000's) -5,249 -6,003 -754 

Organisational Delivery

YE Metric

Cancer

Unplanned Activity

Planned Activity

Workforce

Corporate

YTD Rating

In January, the Trust delivered 4 of the 5 NHS Improvement performance indicators (as revised in the Single 

Oversight Framework); the compliance indicator not met was the A&E 4-hour waiting time target, with 

performance at 89.27% 

This was against a backdrop of a very challenging month for the ED departmentt, however performance remains 

in the top quartile nationally. 

The Trust achieved the RTT 18 week referral target for incomplete pathways, with performance at 95.32%. The 

Trust did not achieve the admitted and non-admitted elements of RTT which are no longer monitored in the 

Single Oversight Framework. 

In Diagnostics, 0.18% of patients waited longer than 6 weeks in the January reporting period.  Cancer services 

continue to perform strongly across all key performance indicators, with all services performing consistently 

above target. 

The volume of GP referrals  continued to be below target  in January compared to recent months. 

Elective activity was considerably below plan in January for inpatients, however  daycase  activity, was high due 

to pre-planned utilisation of capacity with day cases as opposed to inpatients,  in order manage bed capacity 

demands. The  Trust has been challenged with a number of unplanned ward closures for infection control, 

The UoRR metric is 3, primarily a result of the override resulting from the 

Liquidity rating of 4.  The liquidity rating is a result of working capital 

equivalent to -20 days of operating expenditure, prior to the support of the 

working capital facility provided by NHSI.

The Trust's normalised I&E position is a deficit of £1,006k against a planned 

deficit of £755k The main areas resulting in this worse than planned position, 

excluding drugs offsets are Contract Income (£2.1M), Other Income £0.4M, 

Pay £2.4M, Non-Pay (£1.4M) and Depreciation £0.5M.

The variance on South Cheshire & Vale Royal contract is a result of 

significantly different planning assumptions relating to growth.

The position assumes  receipt of the STF monies, equating to £5.0M year

to date, there are risks associated with achieving criteria  for the remainder of 

the year, particularly around  the contract dispute.

The Trust is meeting its CIP target but will not deliver the Revenue Generation 

due to gaps in the clinical workforce.

The Trust is currently £754k behind its Agency spend trajectory which for the 
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Triggers

Operational

Finance & 

Resource

Operational Performance

Target Actual Apr 16 May 16 Jun 16 Jul 16 Aug 16 Sep 16 Oct 16 Nov 16 Dec 16 Jan 17 Feb 17 Mar 17

1% 0.39% 1.22% 0.49% 0.18% 0.16% 0.21% 0.11% 0.63% 0.13% 0.24% 0.18%

85% 92.67% 91.49% 96.55% 89.47% 92.81% 89.76% 95.24% 95.37% 92.74% 93.67% 90.91%

90% 95.05% 94.74% 77.78% 100.00% 92.31% 90.00% 100.00% 100.00% 100.00% 100.00% 93.33%

92% 94.17% 94.65% 94.80% 93.95% 93.99% 93.52% 93.50% 93.49% 94.47% 94.26% 95.32%

95% 89.27% 89.78% 85.57% 87.46% 88.86% 93.12% 92.18% 89.21% 93.33% 89.25% 84.48%

88.0% 89.0% 92.0% 95.0% 95.0% 95.0% 92.0% 92.0% 92.0% 93.5% 92.0% 92.8%

Financial & Resource Unit YE Plan YE Forecast YE Rating YTD Plan YTD Actual YTD Rating

0.0x 0.80 0.85 4 0.80 1.43 3

days -23 -23 4 -21 -20 4

Financial 

Efficiency % -0.32% -0.30%
3

-0.93% -0.62%
3

% 0.00% 0.01% 1 0.00% 0.31% 1

% 0.00% 28.73% 3 0.00% 23.36% 2

3 3

Monthly Trend

Maximum 6 week wait for Diagnostic 

procedures

Current YTD

Poor levels of overall financial performance (avg score of 3 or 4).  Very poor performance (score of 4) in any individual metric.  Potential value for money concerns.

Financial 

Sustainability

All Cancers: 62-day wait for first treatment from 

urgent GP referral (%)

All Cancers: 62-day wait for first treatment from 

NHS Cancer Screening Service referral (%)

18 weeks from point of referral to treatment - 

patients on an incomplete pathway (%)

A&E - maximum waiting time of 4 hours from 

arrival to admission/transfer/discharge (%)

Capital Service Capacity

Liquidity

Distance from Financial Plan

Agency Spend

Overall UOR Rating

A&E STF Trajectory

For providers with Sustainability and Transformation Fund (STF) trajectories in any metric: failure to met the trajectory for this metric for at least two consecutive months 

(quarterly for quarterly metrics), except where the provider is meeting the NHS Constitution standard. 

Financial Controls

I&E Margin

The Trust operational trigger rating continues as RED as a result of the 3 successive quarters failure of a primary target (A&E 4-hour waiting time). 

The Trust has a Use of Resource rating of 3 cumulative and is forecasting a rating of 3 for the full year.  This results in a 'trigger' on the Finance & Resource theme.  This is primarily driven by the 

liquidity rating as a result of our underlying low cash balance for which the Trust is receiving targeted support  in the form of a working capital facility.  The Trust is worse than plan for its I&E margin 

ytd but is expected to meet its control total plan by year end.  The Agency trajectory target is currently not being met with a worsening position since October.

Page 2



Headline Measures

Target Actual Jan 16 Feb 16 Mar 16 Apr 16 May 16 Jun 16 Jul 16 Aug 16 Sep 16 Oct 16 Nov 16 Dec 16 Jan 17 Monthly Trend

93% 98.02% 96.01% 98.15% 96.61% 97.09% 97.55% 96.86% 98.20% 98.55% 98.25% 98.60% 98.79% 98.93% 97.66%

7374 576 702 708 755 774 795 666 685 687 713 743 652 642

146 23 13 24 22 19 25 12 10 12 10 9 7 15

53.7% 65.6% 63.8% 58.7% 64.5% 62.0% 51.1% 0.0%

85% 92.67% 90.83% 96.15% 93.41% 91.49% 96.55% 89.47% 92.81% 89.76% 95.24% 95.37% 92.74% 93.67% 90.91%

Commentary

Primary Measures

62 day wait for 1st treatment from urgent GP referral 

for suspected cancer (% to Target)

Number of Breaches

Current YTD Rolling 13 months

Urgent GP referrals seen within 2 weeks (% to Target)
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The Trust continues to perform strongly against the national cancer targets, with all performance targets being met consistently.
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Headline Measures

Target Actual Jan 16 Feb 16 Mar 16 Apr 16 May 16 Jun 16 Jul 16 Aug 16 Sep 16 Oct 16 Nov 16 Dec 16 Jan 17 Monthly Trend

95% 89.27% 93.46% 90.10% 84.52% 89.78% 85.57% 87.46% 88.86% 93.12% 92.18% 89.21% 93.33% 89.25% 84.48%

7,788 463 696 1,215 709 1,128 934 854 503 570 813 443 753 1,081

Plan Actual Jan 16 Feb 16 Mar 16 Apr 16 May 16 Jun 16 Jul 16 Aug 16 Sep 16 Oct 16 Nov 16 Dec 16 Jan 17 Monthly Trend

101.57% 98.3% 101.7% 102.2% 99.2% 106.3% 101.7% 99.7% 100.2% 104.1% 104.1% 97.9% 101.8% 100.4%

66,868     68,411 6,565         6,522         7,215         6,533         7,454         6,995         7,207         6,826         6,815         7,024         6,218         6,596         6,743         

Major 58.04% 62.6% 61.8% 58.3% 59.6% 54.8% 56.6% 58.0% 59.6% 57.6% 59.0% 60.4% 59.3% 56.2%

Minor 35.48% 32.1% 31.8% 34.3% 34.9% 38.1% 37.9% 36.6% 35.6% 37.7% 35.0% 33.8% 32.7% 32.1%

Resus 3.42% 3.8% 4.2% 4.8% 3.5% 4.6% 3.5% 3.4% 2.5% 2.3% 3.1% 2.8% 4.2% 4.1%

Unknown/UCC 3.06% 1.5% 2.2% 2.7% 2.0% 2.5% 2.0% 2.0% 2.3% 2.3% 2.9% 3.1% 3.8% 7.6%

Commentary

Primary Drivers

Rolling 13 monthsCurrent YTD

A&E - >4 hr wait time from arrrival to admission/ 

transfer/ discharge (% to Target)

A&E Attendances Leighton & MIU (No.)
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January was a challenging month for Accident and Emergency, with an outbreak of influenza affecting three wards concurrently and placing significant pressures on bed capacity.Bed pressures had a 

significant impact on the congestion of A&E over the month and consequently performance fell considerably.  

Flow through the hospital  continues to be compromised by high levels of delayed discharges in January. These are at the highest level since July 2016 and more than double January 2016.  January  saw the 

level of medical outliers remain elevated due in large part to several unplanned ward closures in response to infection control measures, and the continued challenges around delayed discharge of patients.
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Secondary Drivers
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Headline Measures

Target Actual Jan 16 Feb 16 Mar 16 Apr 16 May 16 Jun 16 Jul 16 Aug 16 Sep 16 Oct 16 Nov 16 Dec 16 Jan 17 Monthly Trend

92% 94.17% 94.67% 95.16% 94.56% 94.65% 94.80% 93.95% 93.99% 93.52% 93.50% 93.49% 94.47% 94.26% 95.32%

156,651 14,365 15,096 15,435 17,025 16,956 17,358 17,158 16,688 15,923 14,876 14,191 13,780 12,696

9,129 766 730 839 910 882 1,050 1,032 1,081 1,035 969 785 791 594

1% 0.39% 0.65% 0.33% 0.98% 1.22% 0.49% 0.18% 0.16% 0.21% 0.11% 0.63% 0.13% 0.24% 0.18%

45,180 3,846 4,588 3,678 5,588 7,121 6,149 4,358 3,806 3,767 3,630 3,149 3,826 3,786

176 25 15 36 68 35 11 7 8 4 23 4 9 7

8,842 9,557 9,905 10,673 10,720 10,937 10,967 10,746 10,155 9,544 8,359 7,842 7,205

Commentary

Primary Drivers

Referral Breakdown

Jan 16 Feb 16 Mar 16 Apr 16 May 16 Jun 16 Jul 16 Aug 16 Sep 16 Oct 16 Nov 16 Dec 16 Jan 17 Monthly Trend

4,793 5,136 5,048 5,762 5,622 5,586 5,055 5,035 5,383 5,063 5,061 4,192 4,926

4,849 5,072 5,072 5,505 5,243 5,767 5,505 5,767 5,767 5,505 5,767 5,243 5,505

98.9% 101.3% 99.5% 104.7% 107.2% 96.9% 91.8% 87.3% 93.3% 92.0% 87.8% 80.0% 89.5%

2,643 2,872 2,980 3,196 3,465 3,370 3,151 3,298 3,277 3,263 3,135 2,821 3,200

2,535 2,656 2,656 3,222 3,069 3,376 3,222 3,376 3,376 3,222 3,376 3,069 3,222

104.3% 108.1% 112.2% 99.2% 112.9% 99.8% 97.8% 97.7% 97.1% 101.3% 92.9% 91.9% 99.3%

7,436 8,008 8,028 8,958 9,087 8,956 8,206 8,333 8,660 8,326 8,196 7,013 8,126

7,383 7,728 7,728 8,728 8,312 9,143 8,728 9,143 9,143 8,728 9,143 8,312 8,728

100.7% 103.6% 103.9% 102.6% 109.3% 98.0% 94.0% 91.1% 94.7% 95.4% 89.6% 84.4% 93.1%

64.5% 64.1% 62.9% 64.3% 61.9% 62.4% 61.6% 60.4% 62.2% 60.8% 61.7% 59.8% 60.6%

GP Actual

Other Actual

Total Actual

GP % of Total

Total Target

% to Target

GP Target

% to Target

Other Target

% to Target

Longest Wait Time (weeks) - under development

Rolling 13 months

Diagnostic Waiting Time

Waiters of 6 Weeks +

Total Number of Waiters

Total Patients Waiting for a First Outpatient 

Appointment

18 weeks from Referral to Treatment in Aggregate - 

Incomplete

Total 18 Weeks

No. > 18 Weeks

Current YTD

The Trust has made continued improvement in RTT performance over recent months, with the Incomplete pathways position for January passing target at 95.32%.   The imoprovement in performance 

has largely been driven by the reduction in long waiters in the specialty of Gastroenterology, which is now on track to achieve the 92% standard by the end of February.

GP referrals were significantly below plan in January, but to a lesser extent than December. 

Whilst the Trust has delivered the diagnostic wait time consistently since May, it is noted demand for MRI, CT and Ultrasound is increasing and there is a constraint with providing the clinical resources 

required to meet demand.  In January, 0.18% of patients waited longer than 6 weeks for their diagnostic tests.
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Primary Drivers

OP Attendance Breakdown YTD Jan 16 Feb 16 Mar 16 Apr 16 May 16 Jun 16 Jul 16 Aug 16 Sep 16 Oct 16 Nov 16 Dec 16 Jan 17 Monthly Trend

New Actual 27,849 6,651 6,767 6,890 7,218 7,208 7,533 6,530 6,851 7,565 7,421 7,306 6,255 6,867

New Target 28,374 6,405 6,683 6,710 6,970 6,693 7,329 7,002 7,333 7,337 7,081 7,408 6,747 7,138

% to Target 98.1% 103.8% 101.3% 102.7% 103.6% 107.7% 102.8% 93.3% 93.4% 103.1% 104.8% 98.6% 92.7% 96.2%

F U Actual 61,852 14,951 15,255 14,877 14,053 14,610 15,363 14,368 14,715 15,599 15,346 16,631 13,766 16,109

F U Target 63,571 14,567 15,028 15,293 15,478 15,342 16,457 15,807 16,498 16,540 15,894 16,549 15,170 15,958

% to Target 97.3% 102.6% 101.5% 97.3% 90.8% 95.2% 93.4% 90.9% 89.2% 94.3% 96.6% 100.5% 90.7% 100.9%

Total Actual 89,701 21,602 22,022 21,767 21,271 21,818 22,896 20,898 21,566 23,164 22,767 23,937 20,021 22,976

Total Target 91,945 20,972 21,711 22,002 22,447 22,035 23,786 22,809 23,831 23,876 22,975 23,957 21,917 23,096

% to Target 97.6% 103.0% 101.4% 98.9% 94.8% 99.0% 96.3% 91.6% 90.5% 97.0% 99.1% 99.9% 91.3% 99.5%

New % of Total 31.0% 30.8% 30.7% 31.7% 33.9% 33.0% 32.9% 31.2% 31.8% 32.7% 32.6% 30.5% 31.2% 29.9%

Elective Spells Breakdown YTD Jan 16 Feb 16 Mar 16 Apr 16 May 16 Jun 16 Jul 16 Aug 16 Sep 16 Oct 16 Nov 16 Dec 16 Jan 17 Monthly Trend

I P Actual 1,124 288 289 274 356 313 313 294 298 302 332 324 258 210

I P Target 1,415 377 394 394 348 332 365 348 365 365 352 369 335 359

% to Target 79.4% 76.4% 73.4% 69.6% 102.2% 94.4% 85.7% 84.4% 81.6% 82.7% 94.4% 87.9% 77.0% 58.5%

Daycase Actual 10,404 2,555 2,659 2,625 2,630 2,614 2,825 2,630 2,684 2,739 2,598 2,773 2,439 2,594

Daycase Target 11,396 2,649 2,758 2,793 2,580 2,462 2,738 2,660 2,818 2,818 2,834 2,952 2,717 2,892

% to Target 91.3% 96.5% 96.4% 94.0% 101.9% 106.2% 103.2% 98.9% 95.3% 97.2% 91.7% 93.9% 89.8% 89.7%

Total Actual 11,528 2,843 2,948 2,899 2,986 2,927 3,138 2,924 2,982 3,041 2,930 3,097 2,697 2,804

Total Target 12,811 3,026 3,152 3,187 2,928 2,794 3,103 3,008 3,183 3,183 3,186 3,321 3,052 3,252

% to Target 90.0% 94.0% 93.5% 91.0% 102.0% 104.8% 101.1% 97.2% 93.7% 95.5% 92.0% 93.3% 88.4% 86.2%

I P % of Total 9.8% 10.1% 9.8% 9.5% 11.9% 10.7% 10.0% 10.1% 10.0% 9.9% 11.3% 10.5% 9.6% 7.5%
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Primary Drivers
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Secondary Drivers

Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Monthly Trend

99.3% 102.8% 101.7% 99.0% 96.6% 97.0% 93.2% 92.5% 94.0% 93.7% 95.2% 94.2% 95.2%

76.7% 81.7% 82.8% 75.2% 76.9% 76.0% 76.7% 72.4% 71.0% 72.0% 73.4% 74.9% 84.6%

2.5 3.0 3.7 2.5 3.1 2.6 3.2 3.2 2.7 3.3 2.3 3.3 2.1

16.00 15 19 19 22 20 19 37 29 31 30 28 28 35

5 4 10 6 5 5 2 2 3 8 7 9 16

0.00% 0.00% 0.00% 2.94% 2.97% 3.24% 2.77% 2.91% 3.15% 3.29% 3.14% 3.46% 0.00%

0.00% 0.00% 0.00% 1.15% 1.21% 1.33% 1.65% 1.01% 1.16% 1.29% 1.37% 1.24% 1.75%

1.72% 1.56% 2.07% 0.84% 1.57% 1.09% 1.40% 0.98% 1.48% 1.16% 0.61% 2.12% 0.86%

71.6% 68.6% 72.2% 74.0% 71.7% 77.3% 74.9% 79.6% 76.6% 77.6% 75.7% 75.5% 71.4%

70.3% 69.8% 71.7% 70.0% 73.0% 71.7% 72.3% 74.4% 74.6% 77.2% 73.9% 72.6% 72.1%

8.57% 6.92% 6.16% 6.24% 6.11% 6.39% 6.34% 6.47% 6.72% 5.92% 6.15% 6.28% 6.13%

4.12% 4.60% 5.48% 5.93% 4.75% 4.87% 5.19% 5.99% 5.01% 5.36% 5.34% 5.56% 5.40%

TC Theatres

DNA (OP Efficiency)

Hospital Cancellation Rate (OP Efficiency)

Elective Inpatient Avg LOS (Days)

Readmission (Emergency Re-admissions after Planned Surgery)

30 Day Rate

7 Day Rate

Theatre Efficiency

Main Theatres

* reported from 16/17.  

One month delay
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Forecast

Operating Income

NHS Acute Activity Income

Elective 949 478 -471 9,465 8,810 -655 10,619 11,460

Non-Elective 4,349 4,251 -98 43,183 43,714 531 52,844 53,215

Maternity 1,028 1,010 -18 10,239 10,165 -75 11,944 12,138

Day cases 1,851 1,777 -73 17,889 17,362 -528 20,904 21,748

Outpatients 2,599 2,614 16 26,020 25,718 -302 30,911 31,340

A&E 615 694 78 6,606 6,878 272 8,342 7,887

Other NHS 7,148 7,173 25 58,244 54,960 -3,284 68,671 58,989

Total NHS Clinical Revenue 18,539 17,997 -542 171,646 167,606 -4,040 204,235 196,777

Other Operating Income 1,977 1,749 -228 19,115 19,233 118 23,333 22,302

TOTAL OPERATING INCOME 20,516 19,746 -770 190,761 186,839 -3,922 227,568 219,079

Operating Expenses

Employee Benefits Expenses (Pay) -14,116 -13,837 279 -127,647 -125,291 2,356 -152,703 -146,239 

Drugs -1,589 -1,394 195 -15,559 -13,361 2,198 -16,275 -18,709 

Clinical Supplies -1,442 -1,319 123 -15,375 -15,539 -164 -18,959 -18,415 

Non Clinical Supplies -315 -251 64 -2,563 -2,557 6 -3,146 -2,610 

Other operating expenses -2,727 -3,163 -436 -24,337 -25,940 -1,603 -31,077 -26,422 

TOTAL OPERATING EXPENSES -20,189 -19,964 225 -185,481 -182,688 2,793 -222,160 -212,395 

EBITDA 327 -218 -545 5,280 4,151 -1,129 5,407 6,684

Non Operating

Non Operating Income

Interest & Asset disposal 4 1 -3 40 22 -18 24 47

Non-Operating Expenses

Depreciation & Finance Leases -445 -314 131 -4,538 -4,061 477 -4,840 -5,651 

PDC Dividend Expense -158 -158 0 -1,580 -1,580 0 -1,787 -1,900 

Net Surplus/(deficit) before Exceptional Items -272 -689 -417 -798 -1,468 -670 -1,197 -820 

Provision against Contract dispute 0 0 0 0 -931 -931 -787 0

Reversal of 15/16 unused bad debt prov 0 0 0 0 1,050 1,050 1,050

Charitable Income 0 0 0 43 343 300 343 0

Net Surplus/(deficit) after Exceptional Items -272 -689 -417 -755 -1,006 -251 -591 -820 

Base Budget 

2016/17 £'000
Variance April to 

Jan (£'000)
2016/17 (£'000)

Month Year to Date

Plan Jan (£'000)

Operating

Actual Jan  

(£'000)

Variance Jan 

(£'000)

Plan April to Jan 

(£'000)

Actual April to 

Jan (£'000)

The Trust delivered a

£1.0M  deficit  cumulative against a 

planned deficit of £0.8M.  

The transfer of Community 

Services  (CS) on the 1st October is 

consolidated into the  reported 

position . The impact of community 

services is assumed to be cost 

neutral overall. 

Contract income is £5.0M worse 

than plan cumulative. Key 

variances include planned income 

and drugs.  

Other  is £0.1M better than plan 

cumulative as a result of training 

and nhs recharge  variances.

Pay  is £2.4M better than plan 

cumulative as a result of 

underspends in medical pay from 

unfilled vacancies and community 

services.

Non-Pay  is £0.4M better than plan 

cumulative as a result of high cost 

drugs (income offset)  and

Other (outsourcing).

The forecast position

remains to achieve plan, however 

risks remain in respect of 

achievement of CQUIN, the impact 

of winter pressures and the 

contract dispute.
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Operating

Operating Income

NHS Acute Activity Income

Elective 949 478 -471 9,465 8,810 -655 11,460

Non-Elective 4,349 4,251 -98 43,183 43,714 531 53,215

Maternity 1,028 1,010 -18 10,239 10,165 -75 12,138

Day cases 1,851 1,777 -73 17,889 17,362 -528 21,748

Outpatients 2,599 2,614 16 26,020 25,718 -302 31,340

A&E 615 694 78 6,606 6,878 272 7,887

Other NHS 4,984 5,009 25 49,338 46,054 -3,284 58,989

Total NHS Clinical Revenue 16,375 15,833 -542 162,740 158,700 -4,040 196,777

Other Operating Income 1,807 1,579 -228 18,434 18,549 115 22,302

Inter-Trust Income 48 48 0 191 191 0

TOTAL OPERATING INCOME 18,230 17,460 -770 181,365 177,440 -3,925 219,079

Operating Expenses

Employee Benefits Expenses (Pay) -12,385 -12,101 284 -120,476 -118,939 1,537 -146,239

Drugs -1,587 -1,394 193 -15,551 -13,358 2,193 -18,709

Clinical Supplies -1,397 -1,271 126 -15,196 -14,729 467 -18,415

Non Clinical Supplies -217 -220 -3 -2,171 -2,279 -108 -2,610

Other operating expenses -2,231 -2,605 -374 -22,353 -23,650 -1,297 -26,422

Inter-Trust Charges -82 -82 0 -327 -327 0

TOTAL OPERATING EXPENSES -17,899 -17,673 226 -176,074 -173,282 2,792 -212,395

EBITDA 331 -213 -544 5,291 4,158 -1,133 6,684

Non Operating

Non Operating Income

Interest & Asset disposal 4 1 -3 40 22 -18 47

Non-Operating Expenses

Depreciation & Finance Leases -445 -314 131 -4,538 -4,061 477 -5,651

PDC Dividend Expense -158 -158 0 -1,580 -1,580 0 -1,900

Net Surplus/(deficit) before Exceptional Items -268 -684 -416 -787 -1,461 -674 -820

Month Year to Date

Base Budget 

2016/17 £'000Plan Jan (£'000)
Actual Jan  

(£'000)

Variance Jan 

(£'000)

Plan April to Jan 

(£'000)

Actual April to 

Jan (£'000)

Variance April to 

Jan (£'000)
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Operating

Operating Income

NHS Acute Activity Income

Elective 0 0 0 0 0 0

Non-Elective 0 0 0 0 0 0

Maternity 0 0 0 0 0 0

Day cases 0 0 0 0 0 0

Outpatients 0 0 0 0 0 0

A&E 0 0 0 0 0 0

Other NHS 2,164 2,164 0 8,906 8,906 0 26,968

Total NHS Clinical Revenue 2,164 2,164 0 8,906 8,906 0 26,968

Other Operating Income 170 170 0 681 684 3 2,043

Inter-Trust Income 82 82 0 327 327 0 979

TOTAL OPERATING INCOME 2,416 2,416 0 9,914 9,917 3 29,990

Operating Expenses

Employee Benefits Expenses (Pay) -1,731 -1,736 -5 -7,171 -6,352 819 -21,731

Drugs -2 0 2 -8 -3 5

Clinical Supplies -45 -48 -3 -179 -810 -631

Non Clinical Supplies -98 -31 67 -392 -278 114

Other operating expenses -496 -558 -62 -1,984 -2,290 -306 -7,687

Inter-Trust Charges -48 -48 0 -191 -191 0 -571

TOTAL OPERATING EXPENSES -2,420 -2,421 -1 -9,925 -9,924 1 -29,989

EBITDA -4 -5 -1 -11 -7 4 0

Non Operating

Non Operating Income

Interest & Asset disposal 0 0 0 0 0 0

Non-Operating Expenses

Depreciation & Finance Leases 0 0 0 0 0 0

PDC Dividend Expense 0 0 0 0 0 0

Net Surplus/(deficit) before Exceptional Items -4 -5 -1 -11 -7 4 0

Month Year to Date

Base Budget 

2016/17 £'000Plan Jan (£'000)
Actual Jan  

(£'000)

Variance Jan 

(£'000)

Plan April to Jan 

(£'000)

Actual April to 

Jan (£'000)

Variance April to 

Jan (£'000)
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Contract Variable
Better/ (Worse) than 

Budget
Pay

Better/ (Worse) than 

Budget
Non-Pay

Better/ (Worse) than 

Budget
Total

Better/ (Worse) than 

Budget

Surgical & Cancer Div Mgt Divisional Management S&C 0 0 (104) (665) (326) (49) (24) (714) (454)

Endoscopy Endoscopy 5,183 0 (240) (2,342) (197) (1,001) 334 1,840 (103)

General Surgery Directorate General Surgery 13,750 102 (1,219) (6,647) 519 (1,474) 94 5,732 (607)

Head & Neck Directorate Head & Neck 4,461 343 (110) (1,985) 256 (662) (9) 2,156 138

Macmillan Cancer Centre Macmillan Cancer Centre 444 1,295 92 (669) 1 (1,087) (163) (17) (70)

Ophthalmology Ophthalmology 10,527 58 (57) (3,331) 232 (3,180) (93) 4,074 81

Orthopaedic Directorate Orthopaedics 16,643 247 (710) (5,051) 133 (3,106) (266) 8,733 (843)

Theatres & TC Theatres & TC 0 304 16 (6,074) (157) (2,399) (268) (8,170) (409)

Urology Directorate Urology 5,153 87 547 (2,262) 37 (312) (7) 2,666 578

Surgical and Cancer Division Surgery & Cancer 56,161 2,437 (1,786) (29,028) 498 (13,269) (402) 16,301 (1,690)

Contract Variable
Better/ (Worse) than 

Budget
Pay

Better/ (Worse) than 

Budget
Non-Pay

Better/ (Worse) than 

Budget
Total

Better/ (Worse) than 

Budget

Emergency Care Divisional Mgmn Divisional Mangement M&EC 0 23 23 (1,715) 169 (88) (46) (1,781) 146

Accident & Emergency Dir Emergency Department 10,631 645 547 (4,834) 260 (1,020) (97) 5,422 711

Anaesthetics & Critical Care Anaesthetics & Critical Care 5,365 52 146 (6,472) 9 (1,087) (285) (2,142) (130)

Medical Directorate General Medicine 33,024 227 (424) (18,903) 249 (3,934) 138 10,414 (37)

Urgent Care Centre Urgent Care Centre 813 0 (52) (296) 78 0 (40) 517 (15)

Emergency Services Division Medicine & Emergency Care 49,834 947 240 (32,221) 765 (6,129) (329) 12,430 675

Contract Variable
Better/ (Worse) than 

Budget
Pay

Better/ (Worse) than 

Budget
Non-Pay

Better/ (Worse) than 

Budget
Total

Better/ (Worse) than 

Budget

Wom Chil & sexl hlth Div Magmn Divisional Mangement W&C 0 9 9 (1,097) 2 (46) 112 (1,134) 122

Gum clinic GUM clinic 0 0 (5) 0 0 (37) (37) (37) (42)

Obstetric & Gynaecology Dir Obstetrics & Gynaecology 13,973 71 (646) (7,146) 11 (1,191) 230 5,707 (405)

Paediatric Directorate Paediatrics 9,700 97 680 (6,138) 116 (955) (135) 2,703 661

Women and Childrens Division Women and Children 23,674 177 37 (14,381) 128 (2,229) 171 7,240 337

Income Expenditure NET TOTAL

Income Expenditure NET TOTAL

Income Expenditure NET TOTAL

The Surgical Division is £1,690k worse than budget as at Month 10.  The key variances are General Surgery and Orthopaedic income worse than plan as a result of consultant vacancies in General Surgery 

and lower elective activity in Orthopaedics as a result of winter pressures.  Pay is better than plan as a result of medical vacancies and non-pay is worse than plan as a result of drugs costs in MacMillan, 

which is offset by income and surgical supplies costs in Orthopaedics and Theatres.

The Medicine & Emergency Care Division is £675k better than budget as at Month 10.  The main variances are better than plan on income in A&E as a result of higher non-elective admissions than plan.  

Lower non-elective admissions are being seen in recent months in General Medicine.  Pay is better than plan as a result of medical vacancies and non-pay is worse than budget as a result of drug costs which 

are part offset by income.

The Womens and Childrens Division is £337k better than budget as at Month 10.  The key variances are better than plan on income as a result of non-elective admissions in Paediatrics being higher than 

expected, offset by IVF income in Gynaecology being worse than plan.  There are no significant variances on the Pay and Non-pay lines.
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Contract Variable
Better/ (Worse) than 

Budget
Pay

Better/ (Worse) than 

Budget
Non-Pay

Better/ (Worse) than 

Budget
Total

Better/ (Worse) than 

Budget

Diag & Clinc Spt Sv Div Mgmnt Divisional Management D&S 0 0 0 (255) 7 (16) 9 (272) 16

Dermatology Dermatology 1,755 20 (17) (1,058) 69 (297) (16) 420 35

ECG department ECG 334 43 1 (825) 76 (66) (2) (514) 75

Elmhurst Elmhurst 1,661 128 (17) (1,266) (44) (311) 22 212 (39)

Integrated Discharge Integrated Discharge 0 7 7 (334) 7 (2) 1 (329) 16

Medical Records Department Medical Records Department 0 0 0 (1,363) (74) (186) (37) (1,548) (110)

Outpatients Outpatients 0 172 32 (436) 6 (58) (13) (322) 25

Pathology Directorate Pathology 9,948 3,263 (498) (8,002) 311 (7,559) 452 (2,350) 265

Pharmacy Departments Pharmacy 2,248 196 (827) (2,514) 77 (2,399) 687 (2,469) (63)

Radiology Directorate Radiology 3,099 634 277 (4,918) (93) (2,176) 230 (3,361) 414

Therapeutic Departments Therapies 0 175 8 (1,638) (20) (451) (55) (1,914) (67)

Victoria Infirmary Northwich Victoria Infirmary Northwich 1,736 34 (60) (1,400) (41) (237) 13 133 (88)

Diagnostics and Support Divisi Diagnostics and Support 20,781 4,673 (1,094) (24,009) 280 (13,759) 1,293 (12,314) 479

Contract Variable
Better/ (Worse) than 

Budget
Pay

Better/ (Worse) than 

Budget
Non-Pay

Better/ (Worse) than 

Budget
Total

Better/ (Worse) than 

Budget

Estates & Facilities Div Mgnt Divisional Management E&F 0 0 0 (397) 4 (149) (16) (546) (12)

Catering Directorate Catering 0 1,153 81 (1,206) (94) (1,105) (25) (1,157) (38)

Estates Departments Estates Departments 0 383 (32) (1,325) (69) (5,254) 65 (6,197) (37)

Hotel Services Domestics 0 2 (1) (1,141) (53) (14) (9) (1,153) (63)

Laundry Services Departments Laundry 0 1,022 17 (924) (86) (637) (1) (540) (69)

Security Security 0 1,398 67 (589) 34 (444) (19) 365 82

Site Services Porters 0 4 (3) (2,247) 58 (80) (16) (2,324) 40

Estates & Facilities Division Estates & Facilities Division 0 3,961 129 (7,829) (205) (7,684) (21) (11,552) (97)

Contract Variable
Better/ (Worse) than 

Budget
Pay

Better/ (Worse) than 

Budget
Non-Pay

Better/ (Worse) than 

Budget
Total

Better/ (Worse) than 

Budget

Executive Management Executive Management 0 0 0 (1,109) 27 (163) 18 (1,273) 45

Computer Services Computer Services 0 67 27 (1,078) 37 (1,449) (143) (2,460) (79)

Finance & Information Finance & Information 0 46 20 (2,365) (39) (532) 8 (2,851) (11)

Human Resources Human Resources 0 454 55 (1,768) 22 (349) 166 (1,664) 243

Risk Manangement & R&D Risk Management & R&D 0 410 (40) (1,272) 18 (7) 71 (868) 50

Quality Assurance Departments Nurse Management 0 398 346 (2,348) (317) (7,027) 1 (8,977) 30

Trust Central Expenditure Trust Central Expenditure 7,257 5,075 (2,729) (1,234) 367 257 1,591 11,355 (771)

Other Departments Other Departments 62 248 331 (296) 104 (621) (355) (608) 79

Corporate 7,319 6,700 (1,990) (11,472) 219 (9,892) 1,357 (7,345) (414)

Community 8,906 681 (0) (6,351) 820 (3,382) (819) (146) 0

EBITDA 166,674 19,575 (4,464) (125,292) 2,505 (56,345) 1,249 4,613 (710)

Income Expenditure NET TOTAL

Expenditure

ExpenditureIncome NET TOTAL

NET TOTALIncome

The Diagnostics Division is £479k better than plan as at Month 10.  The key variances include worse than plan on income as a result of Pharmacy drugs pass through costs lower than expected 

(offsetting cost underspend).  Pay is  worse than plan in Radiology as a result of locum costs for  vacancies  and agency costs for radiographer vacancies being offset by underspends in Pathology, 

Dermatology and Pharmacy from vacancies.  Non-Pay is better than plan as a result of drugs costs being lower than anticipated in Pharmacy and Pathology.

The Estates and Facilities Division is  £97k worse than plan as at Month 10.  The main variances include worse than plan on pay as a result of  agency costs in Laundry, Estates  and Catering. 

The Corporate Division is £414k  worse than plan as at Month 10.  The key variances are income on Trust Central as a result of the STF and CQUIN schemes non-achievement against plan and the  

provision against the contract dispute.  Pay and Non-Pay are better than plan as a result of vacancies and investment slippage. 
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Commissioner
FY Target 

(£'000)

YTD Target 

(£'000)

Final Actual 

(£'000)

Final Variance 

(£'000)

NHS South Cheshire CCG 99,841 83,248 84,937 1,689

NHS Vale Royal CCG 52,723 43,976 45,866 1,891

NHS Eastern Cheshire CCG 7,438 6,191 6,430 239

NHS West Cheshire CCG 2,871 2,394 2,512 118

NHS North Staffordshire CCG 2,036 1,695 1,603 -92 

Specialist Commissioning Group 7,578 6,335 6,801 466

NHS Commissioning Board 1,510 1,259 1,271 12

OTHER CCGs 2,236 1,862 1,928 66

Overseas Visitors Chargeable 0 0 0 0

NON-CONTRACT ACTIVITY 1,916 1,601 1,565 -36 

NON CCG SPECIFIC TARGETS 30,749 23,086 13,761 -9,325 

TOTAL 208,899 171,646 166,675 -4,972 

Other Contract Income
FY Target 

(£'000)

YTD Target 

(£'000)

YTD Actual 

(£'000)

Final Variance 

(£'000)

Bed Based Services 5,960 4,967 4,938 -29 

Adult & Neonatal Critical Care 8,040 6,726 6,735 9

Urgent Care Centre 1,007 840 840 0

Community Paediatrics 1,298 1,082 1,084 2

Direct Access Services 9,418 7,830 8,168 338

Unbundled Radiology 3,982 3,318 3,133 -186 

High Cost Drugs 13,357 11,131 8,229 -2,902 

Screening Programmes 1,473 1,228 1,228 0

Audiology 909 758 932 174

IVF 945 788 235 -553 

CQUIN 3,914 3,262 2,473 -789 

STF 6,500 5,417 5,010 -406 

Community Services 13,359 8,906 8,906 0

Other 2,392 1,993 2,119 126

TOTAL 72,556 58,244 54,029 -4,216 

The South Cheshire and Vale Royal contracts are significantly

over-performing their contract values. This is the result of a

material difference in the predictions of growth adopted by the

Trust and the CCGs. This difference is reflected in the Non-CCG

Specific target line.

Other commissioners are not showing any significant variances as 

this point.

In addition, a provision has been made against  the commissioner 

contract dispute showing in  the Non  CCG specific Actual.

Other contract income is showing £4.2M worse than plan.

An analysis of the key service lines identifies that this is primarily 

the result of High Cost Drugs where expenditure (and therefore 

recovery) predictions have not yet been seen related to new drugs 

and changes in use.  In addition, the provision agains the contract 

dispute  is recognised in other and is £0.9M.

Direct Access is better than plan whilst IVF is worse than plan.   

CQUIN is worse than plan due to the contract agreement and the 

failure of the Sepsis CQUIN.

STF is less than plan due to the failure of the A&E improvement 

trajectory.

Other includes the contract dispute provision and variations in year, 

including Q1/Q2 on Integrated Teams (£0.5M).
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Scheme Category YTD Target YTD Actual YTD FY Target FY Forecast FY Variance

Access & Flow 917 917 0 1,100 1,100 0

Drugs 250 209 -41 300 209 -91 

Non-Pay Efficiency 195 241 47 234 293 60

Nursing Agency 872 873 1 1,047 1,047 0

Pathology Efficiency 235 235 0 282 282 0

Pay Savings 19 19 0 23 23 0

Procurement 275 270 -5 330 325 -5 

TOTAL (£'000) 2,763 2,764 1 3,315 3,279 -36 

Scheme Category YTD Target YTD Actual YTD FY Target FY Forecast FY Variance

Best Practice Tariff 350 208 -142 420 250 -170 

Bowelscope QIPP 596 215 -381 856 259 -597 

ENT QIPP 71 0 -71 106 0 -106 

General Surgery QIPP 103 40 -63 123 59 -64 

Income Generation 403 600 197 484 700 216

Ophthalmology QIPP 49 32 -17 59 42 -17 

Orthopaedics QIPP 564 319 -245 676 354 -322 

Other Income 184 101 -84 221 138 -83 

Other QIPP 123 51 -71 144 58 -86 

Outpatients QIPP 250 131 -119 300 157 -142 

Theatres QIPP 250 210 -40 300 260 -40 

TOTAL (£'000) 2,942 1,906 -1,036 3,689 2,276 -1,412 

Cost Improvement Schemes 

Revenue Generation Schemes

0

100

200

300

400

Gross Cost Improvement Schemes £000's

Actual Budget

0

50

100
150

200

250
300

350

Revenue Generation Schemes £000's

Actual Budget

The Cost Improvement Programme is achieving  plan ytd and is forecast to acheive the full year target.

Revenue Generation schemes are £1.0M worse than plan cumulative as a result of not achieving the Orthopaedic QIPP and in addition, delays in accreditation 

are affecting the role out of Bowelscope at partner sites.
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WHOLE APPROVED 2017/18 2018 +

PROJECT SCHEME BROUGHT MONITOR CUMULATIVE BETTER/WORSE FORECAST TOTAL

PROPOSED FORWARD ANNUAL ACTUAL THAN BUDGET FORECAST FORECAST FORECAST

PLAN PLAN

ROLLOVER SCHEMES FROM 15/16 CAPITAL PROGRAMME

60 60 CAR PARK BARRIERS 0 60 0 60 30 30

2404 2404 MRI SCANNER 1836 126 76 50 126 1962

310 310 OPHTHALMOLOGY OUTPATIENTS 24 286 286 0 286 310

OTHER ROLLOVERS 15/16 0 -29 29 -35 -35

NEW WORKS

50 50 BISTRO & 2 OFFICES 50 0 50 25 25

35 25 BLOCK ME CONVERT TO OFFICES 35 112 -77 60 60

25 35 BLOCK MF CONVERT TO OFFICES 25 0 25 0 0

DR'S MESS INTO RMO'S 42 0 42 42 42

11 MATERNITY 11 0 11 0 0

COMPLIANCE ISSUES

6673 6673 ASBESTOS REMOVAL 5397 96 50 46 122 100 300 5919

7500 2544 WARD REFURBISHMENTS & FIRE COMPARTMENTATION 0 2544 1973 571 2350 2849 8952 14151
0

CLINICAL DEVELOPMENT

850 3RD CT ENABLING 850 0 850 0 850 850

70 CENTRALISED POAC 70 0 70 41 41

50 50 ED RAPID ACCESS BAYS 50 67 -17 61 61

1500 1500 MRI SCANNER 3RD BUILD 1500 0 1500 0 1500 1500

335 335 OPHTHALMOLOGY OUTPATIENTS - PHASE 2 335 30 305 150 134 284

98 98 SEXUAL HEALTH CLINIC 98 89 9 98 98
0

ENABLING

1500 250 DESIGN TEAM & PAINTERS 833 208 263 -55 300 250 750 2133

IM&T ROLLOVER SCHEMES FROM 15/16 CAPITAL PROGRAMME

26 ASCRIBE HANDOVER 10 13 0 13 13 23

42 42 DAWN 27 15 0 15 6 33

1223 693 INFRASTRUCTURE 605 22 -1 23 22 627

31 31 INTERSITE CONNECTIVITY 6 25 19 6 25 31

458 329 RADIOLOGY INFORMATION SYSTEM 230 228 59 169 228 458

72 72 STORAGE DATA ARCHIVING 21 51 24 27 51 300 372

1170 420 VOICE OVER IP 42 270 43 227 466 77 585

336 336 OTHER ROLLOVER IT SCHEMES 15/16 312 0 3 -3 3 315

IM&T NEW SCHEMES

600 CLINICAL PORTAL 400 0 400 0 1200 1200

1000 EDMS 0 0 0 0 1956 1956

244 E-HANDOVER 0 0 0 0 256 256

65 INTERFACING 45 20 25 65 40 80 185

75 IT APPLICATIONS 75 0 75 75 75 150 300

25 NET CALL / CALL CENTRE 25 0 25 25 25

30 PCTI / DOCMAN 30 0 30 24 24

350 ROSTERING SYSTEM 0 0 0 0 0

150 UPS 150 0 150 0 150 150

30 WIRELESS UPGRADE 0 0 0 30 30

ADDITIONAL

80 80 DISHWASHER 80 45 35 45 45

7 7 ECG SLEEP SYSTEM 7 7 0 7 7

MEC SOFTWARE FOR CARDIAC MONITORS 16 -16 16 16

LEASING ARRANGEMENTS

3000 500 MEC EQUIPMENT 0 0 0 500 500

3RD CT SCANNER 0 0 0 600 600

3RD MRI SCANNER 0 0 0 800 800

ACCESS CONTROL 0 0 0 100 100

LAUNDRY FINISHING 70 0 0 0 70 140

OPHTHALMOLOGY EQUIPMENT 150 0 0 0 150 300

REPLACEMENT CT SCANNERS 0 0 0 600 600
0

DONATED

BUILDIINGS 0

EQUIPMENT 0 28 0 0

BACKLOG MAINTENANCE

1075 422 MAINTENANCE 334 350 254 96 396 175 525 1430

6833 1054 GENERAL PROVISION 1711 864 513 351 1054 2250 4500 9515

38393 18320 TOTAL PROGRAMME 11608 9036 3947 5118 9027 11862 15557 48054

2016/17

The capital programme being less than 

anticipated by £5,118K compared to 

plan. The following schemes are 

underspent;  General Provision £487K, 

Ward Refurbishment £571K, Third CT 

Scanner enabling £850K, Third MRI 

Scanner £1500K, Ophthalmology 

Outpatients phase 2 £305K, Voice Over 

IP £227K, Clinical Portal £400K, 

Radiology Information System £169K 

and UPS £150K.

Accruals have been made for  

Theatres £72K, Ward 11 

refurbishment £165K , ME & MF 

Alterations £80K and  Ward 16 

£102K, other minor schemes  £72K. 
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Plan Apr to 

January 

(£'000)

Actual Apr to 

January 

(£'000)

Variance 

(£'000)

Forecast 

2016/17 

(£'000)

Assets

Assets, Non-Current 88,628 78,258 -10,370 80,878

Assets, Current

Trade and other Receivables 8,588 13,361 4,773 6,001

Other Assets (including Inventories  & Prepayments) 5,596 4,353 -1,243 4,933

Cash and Cash Equivalents 1,934 1,979 45 2,868

Total Assets, Current 16,118 19,693 3,575 13,802

ASSETS, TOTAL 104,746 97,950 -6,796 94,680

Liabilities
Liabilities, Current

Finance Lease, Current -325 -150 175 -885

Loans Commercial Current -2,133 -5,123 -2,990 -2,895

Trade and Other Payables, Current -14,894 -14,315 579 -13,951

Provisions, Current -121 -80 41 -231

Other Financial Liabilities -7,792 -9,168 -1,376 -7,573

Total Liabilities, Current -25,265 -28,835 -3,570 -25,535

Net Current Assets/(Liabilities) -9,147 -9,143 4 -11,733

Liabilities, Non Current

Finance Lease, Non Current -7,540 -3,737 3,803 -3,038

Loans Commercial Non-Current -9,260 -5,200 4,060 -5,623

Provisions, Non-Current -1,755 -1,651 104 -1,575

Trade and Other Payables, Non-Current 0 0 0 0

Total Liabilities Non-Current -18,555 -10,588 7,967 -10,236

TOTAL ASSETS EMPLOYED 60,926 58,527 -2,399 58,909

Taxpayers' and Others' Equity

Taxpayers Equity

Public dividend capital 75,157 75,157 0 75,157

Retained Earnings -23,943 -26,850 -2,907 -26,469

Donated asset reserve 0 0 0 0

Revaluation Reserve 9,709 10,220 511 10,221

TOTAL TAXPAYERS EQUITY 60,923 58,527 -2,396 58,909

TOTAL FUNDS EMPLOYED 60,923 58,527 -2,396 58,909

Assets Non-Current This mainly due to the capital programme being less than anticipated by 

£5,118K compared to plan. The following schemes are underspent;  General Provision £487K, 

Ward Refurbishment £571K, Third CT Scanner enabling £850K, Third MRI Scanner £1500K, 

Ophthalmology Outpatients phase 2 £305K, Voice Over IP £227K, Clinical Portal £400K, 

Radiology Information System £169K and UPS £150K.

In addition the plan was produced before the final position for 2015/16 was established which 

meant the opening balance was £1,614K in the plan more than the actual position which is 

mainly due to the revaluation completed at the end of 2015/16. The remainder relates to 

Finance leases of circa £3,600K where the lease has now been assed as an operating lease and 

not a finance lease or they have not started yet. This includes the replacement MRI Scanner 

£650K, Video Endoscopy £1,190K, 3rd MRI Scanner £650K, Medical imaging equipment £652K, 

Volumetric Pumps £282K, Ophthalmology Equipment £120K, Washer disinfectors £186K.

Trade Receivables mainly relates to the plan for Trade Receivables being produced before the 

final position for 2015/16 was established which has meant that the opening balance was 

£1,354K in the plan being more than the actual position in 2015/16. This was due to an 

adjustment for a bad debt of £1,450K at the year end. The main outstanding debts are mainly 

the over performance for South Cheshire CCG £2,200K, Vale Royal CCG £2,100K. However the 

plan assumed an outstanding debt for these two CCG’sof £2,500K. In addition there are 

outstanding debts for East Cheshire NHS Trust £1,100K, East Cheshire CCG £900K and an accrual 

of £2,100K for outstanding contract income for over-performance.  

Other Assets is less mainly due to delays in new operating leases £192K or delays in the receipt 

of invoices for rates, IT Maintenance and Radiology Maintenance and EBME Maintenance 

contracts, an assumption that maintenance contracts would increase due to the 3rd MRI Scanner 

and other pieces of equipment. In addition the plan was based on last year’s prepayment 

figures. In 2015/16 the prepayment figure included prepayment of £180K for a Therapies charge 

which is not included in 2016/17. 

Trade and Other Payables - Trade Creditors are less than anticipated due the increase in the 

number of creditors being paid.

Other Financial Liabilities is mainly due to the impact of the income tax and National Insurance 

for the new community staff not included in the plan. In addition accruals are higher due to an 

accrual for the new Community Services contract.  

Current Loans are higher than anticipated due to the Trust receiving a higher than anticipated 

Working Capital Facility and drawing down £997K more than anticipated in the plan and in the 

plan it was assumed that £2,000K was paid back. This has not happened due to the delay in the 

payment in the over performance invoices. 

Non Current Liabilities are due to Finance being classified as operating leases or delay in 

expected Finance leases, Loans are due to loans for the second ward, CT enabling, Clinical Portal 

and the  Third MRI  scanner not drawn down. The provisions are lower due to no inflationary 

increase in the Pension provision. 

Page 19



Plan Apr to Jan 

(£'000)

Actual Apr to 

Jan (£'000) Variance

Surplus/(deficit) after tax -1,797 -1,006 791

Non-cash flows in operating Surplus/(deficit) total 4,662 4,026 -636

Operating cash flows before movements in working capital 2,865 3,020 155

Increase/(Decrease) in working capital Total 2,448 -1,900 -4,348

Net cash inflow/(outflow) from operating activities 5,313 1,119 -4,194

Net cash inflow/(outflow) from investing activities total -9,153 -4,261 4,892

Net Cash inflow/(outflow) before financing -3,840 -3,141 699

Net cash inflow/(outflow) from financing activities Total 5,011 4,356 -655

Net increase/(decrease) in cash and cash equivalents 1,171 1,215 44

Opening cash balance 764 764 0

Closing cash balance 1,935 1,979 44
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Cash is £45K better than anticipated. This is due to the better than anticipated financial 

position offset by a lower than anticipated depreciation £735K. In addition the cash 

position has reduced due to the decrease in the working capital by around £4,400K, 

mainly due to the increase in debtors. This includes the over performance for South 

Cheshire CCG £2,200K, Vale Royal CCG £2,100K. However the plan assumed an 

outstanding debt for these two CCG’s of £2,500K. In addition there are outstanding 

debts for East Cheshire NHS Trust £1,100K, East Cheshire CCG £900K and an accrual of 

£2,100K for outstanding contract income for over-performance.  

The delay in the capital programme improves the cash position by £4,935K. However 

some of these schemes were to be funded via loans which as yet, have not been 

approved which reduce the improvement by £4,094K. The plan did anticipate that the 

working capital loan balance to be £2,500K at the end of January but this currently 

stands at £4,997K so improving the cash position by £2,497K.
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Headline Measures

YTD £000's Jan 16 Feb 16 Mar 16 Apr 16 May 16 Jun 16 Jul 16 Aug 16 Sep 16 Oct 16 Nov 16 Dec 16 Jan 17 Monthly Trend

120,629 11,637 11,443 11,980 11,964 11,866 12,055 11,964 12,056 12,024 12,019 12,166 12,131 12,385

118,940 11,568 11,655 12,214 11,755 11,794 11,934 11,783 11,689 11,925 11,892 12,241 11,825 12,102

1,689 69 -212 -235 208 72 121 181 367 99 127 -75 306 283

98.6% 99.4% 101.9% 102.0% 98.3% 99.4% 99.0% 98.5% 97.0% 99.2% 98.9% 100.6% 97.5% 97.7%

99.6% 99.4% 103.5% 107.1% 99.9% 104.9% 99.6% 99.2% 98.1% 98.9% 98.6% 101.6% 98.4% 97.0%

93.8% 96.8% 97.4% 100.8% 92.4% 87.6% 94.4% 94.3% 90.1% 98.4% 100.6% 94.9% 90.7% 94.4%

101.8% 102.5% 105.4% 98.2% 105.0% 102.8% 102.0% 101.1% 101.2% 100.2% 98.0% 104.2% 101.9% 101.2%

figures exclude Community Services

Primary Drivers
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Pay is better than budget by £1.7M as at Mth 10. There are significant underspends on Medical pay, Nursing pay is on  plan and other pay is over by  £0.7M  due to the vacancy target  not  being allocated to 

individual staff groups and pressures in agency for AHPs.

Nursing vacancies have continued to be high all year.  Nursing Agency spend has had a sustained reduction since April, however, bank use over establishment for HCAs continues to support one to one patient 

supervision.

Medical pay is underspent against budget (£2.0M) as a result of consultant and junior doctor vacancies being unable to be filled with substantive or acceptable locum arrangements .

The Agency trajectory is failing in month by £0.2M and cumulatively  by £0.8M. Earlier lower medical  agency costs are offset by increased spend in Gastroenterology and Endoscopy and new pressures  

Radiography and Therapy Services.
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Secondary Drivers

Agency Trajectory

YTD Jan 16 Feb 16 Mar 16 Apr 16 May 16 Jun 16 Jul 16 Aug 16 Sep 16 Oct 16 Nov 16 Dec 16 Jan 17 Monthly Trend

Plan -5,249 -595 -595 -593 -539 -572 -561 -515 -563 -525 -495 -477 -506 -495 

Actual -6,003 -784 -795 -1,079 -638 -416 -570 -611 -568 -540 -699 -721 -572 -668 

Variance -754 -189 -200 -486 -99 156 -9 -96 -5 -15 -204 -244 -66 -173 

Jan 16 Feb 16 Mar 16 Apr 16 May 16 Jun 16 Jul 16 Aug 16 Sep 16 Oct 16 Nov 16 Dec 16 Jan 17 Monthly Trend

4.03% 3.99% 3.99% 3.99% 3.97% 3.95% 3.92% 3.85% 3.78% 3.79% 3.80% 3.85% 3.92%

46 30 29 28 24 41 36 31 39 35 37 37 41

11.87% 11.91% 11.88% 11.82% 11.46% 11.58% 11.54% 11.14% 10.70% 10.51% 10.66% 10.85% 10.67%Turnover (Rolling 12 mths)
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Top Five Organisational Risks 

 

Mid Cheshire Hospitals NHS Foundation Trust’s Annual Governance Statement 2016/2017 

outlined the major risks to the organisation.  The table below outlines the top five 

organisational risks, risk rating and their link to the Board Assurance Framework. The list 

was reviewed at the January meeting of the Executive Quality Governance Group with the 

“Acquisition of East Cheshire community Services” risk replaced by “Sustainability of 

vulnerable clinical services” 

 

Table 1 

The risk is: Risk Rating Link to Board 

Assurance 

Framework 

The financial sustainability of MCHFT 25 
 F2 

 Q2 

Not delivering high quality clinical  

care 7 days per week 
20 

 W1 

 Q1 

 Q2 

 F1 

 D1 

The operational sustainability of 

MCHFT 
20  Q2 

 D1 

Non-delivery of the IT Strategy 20 
 Q2 

 I2 

Sustainability of vulnerable clinical 

services 
20  Q2 

 F4 

 

Each risk assessment details the following: 

 Controls in place to mitigate the risk 

 Action plan to address the gaps in control with a target date for completion 

 Where applicable links to other risks on the risk register 

 



 

 

Division Number Title Links on the Risk Register 
Risk 

Rating 
Current 
Score 

Target 
Score 

Next 
Review 

Date 
Owner 

Corporate 
Services 

CS0327 
Financial Sustainability of 
Mid Cheshire Hospitals 
NHS Foundation Trust 

CS0275 – Not delivering high quality clinical care 7 days per week 
Extreme 
Risk 

25 15 22/12/2016 
Director 
of 
Finance 

Corporate 
Services 

CS0275 
Not delivering high quality 
clinical care 7 days per 
week 

CS0311 – Loss of Foundation Doctor Posts to Mid Cheshire Hospitals NHS Foundation Trust  
CS0325 – Operational Sustainability of Mid Cheshire Hospitals NHS Foundation Trust 
CS0326 – Risk to the Trust of not delivering the IT Strategy 
CS0328 – Sustainability of vulnerable clinical services 
EC0329 – Delivery of the 4 hour standard 
EC0287 – Risks associated with insufficient numbers of junior doctors across the ECD Division 
EC0331 – Vacancies in a number of difficult to recruit Consultant posts within the Division 
EC0346 – Gastroenterology Service Provision at MCHFT 

Extreme 
Risk 

20 5 09/01/2017 
Medical 
Director  

Corporate 
Services 

CS0325 
Operational Sustainability 
of Mid Cheshire Hospitals 
NHS Foundation Trust 

CS0275 – Not delivering high quality clinical care 7 days per week 
CS0327 – Financial Sustainability of Mid Cheshire Hospitals NHS Foundation Trust 
CS0328 – Sustainability of vulnerable clinical services 
DC0887 – Consultant Histopathologist Capacity 
DC0923 - Dermatology Service Provision 
EC0329 – Delivery of the 4 hour standard 
EC0346 – Gastroenterology Service Provision at MCHFT 
SC0569 – Insufficient staffing within Inpatient locations 
CS0284 -  Recruitment to the number of Nursing Vacancies across MCHFT 

Extreme 
Risk 

20 15 28/03/2017 
Chief 
Operating 
Officer 

Corporate 
Services 

CS0326 
Risk to the Trust of not 
delivering the IT Strategy 

CS0275 – Not delivering high quality clinical care 7 days per week 
CS0297 -  Risks to the Continuity of MCHFT Critical Functions identified by the ICT Department 

Extreme 
Risk 

20 8 02/01/2017 
 
Head of 
ICT 

Corporate 
Services 

CS0328 
Sustainability of vulnerable 
clinical services 

 
  

15 28/01/2017 
Chief 
Operating 
Officer 
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CORPORATE GOVERNANCE HANDBOOK 
 
 
Overview 
The Strategic Vision of Mid Cheshire Hospitals NHS Foundation Trust (The Trust) is clear and 
simple, to deliver excellence in healthcare through innovation and collaboration. Our mission is to 
be a District General Hospital that delivers high quality, safe, cost effective and sustainable 
healthcare services; provides a working environment that is underpinned by values and 
behaviours; is committed to patient-centred care and treats staff and patients with dignity and 
respect. To deliver these goals, the Board of Directors is collectively responsible for the 
performance of the Trust and it must ensure that an effective system is in place to enable the 
discharge of its duties. 
 
Fig. 1 Key Roles of an Effective Board - The Healthy NHS Board (2013) 

 
 
NHS foundation trusts were created as new legal entities by the 2003 Act. The legislation 
constituted NHS foundation trusts with a governance regime that is fundamentally different from 
NHS trusts. NHS foundation trusts have both local and external accountabilities. The framework of 
local accountability is to members through a Council of Governors.   
 
Externally, while remaining part of the NHS, foundation trusts are authorised by, and accountable 
for the operation of their licence to, the Independent Regulator, Monitor, now part of NHS 
Improvement, rather than to the Secretary of State for Health.  Foundation trusts are free to decide 
locally how to meet their obligations. They have specified powers to enter into contracts in their 
own name and to act as Corporate Trustees. In the latter role they are accountable to the Charity 
Commission for those funds deemed to be charitable. 
 
The Trust is run by the Board of Directors, which is responsible for the quality of healthcare 
delivery and financial performance. The Board of Directors is accountable for the performance of 
the Trust, to NHS Improvement and locally to the Council of Governors.  Additionally, the Trust is 
accountable to the Care Quality Commission for the quality of its services. 
 
The Council of Governors links the Foundation Trust to its members and the community to ensure 
engagement and involvement of the public. The Council of Governors is chaired by the Chair of 
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the Foundation Trust. One of the Non-executive Directors is appointed as the Senior Independent 
Director to support relationships between the Board of Directors and the Council of Governors. It is 
the membership that elects the elected component of the Council of Governors. Any member of 
staff, patient or carer of the Trust, or member of the public who live in the local area can choose to 
become a member of the Trust. 
 
Strong direction and leadership from the Board of Directors, Executive Management Team and 
Clinical Leaders is key to ensuring a positive impact on quality and safety across the organisation 
this is underpinned by ‘good corporate governance’ which is a fundamental cornerstone for the 
success of Mid Cheshire Hospitals NHS Foundation Trust.  
 
Fig.2 NHS Leadership Academy Leadership Framework 2011 
 

 
 
Associated Key Documents 

 Risk Management Strategy (2014-2017) 

 MCHFT Constitution (2016) 

 Quality & Safety Improvement Strategy (2014-2016) 

 Procedure for the Establishment and Function of Committees or Groups (2014).  

 Data Quality Policy (2016) 

 Risk Assessment Procedure (2016) 

 Incident Reporting, Management, Analysis and Improvement Policy (2014) 

 Freedom of Information Act & The Environmental Information Regulations Policy (2016) 

 Major Incident Plan (2013) 

 Strategic Continuity Plan (2014) 

 Being Open Policy including the Duty of Candour (2016) 

 Confidentiality and Data Protection (2015) 

 Health & Safety Policy (2016) 
 
Glossary  
Refer to page 194 
References 
Refer to page 197 
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Board of Directors 
Standing Orders 
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Document owner: Head of Integrated Governance 

Corporate Governance Handbook Version 4 (November 2013) 

 

 Board of Directors Standing Orders:  
   
 Contents Page No 
   
1 Introduction 7 
1.1 Statutory Framework  
1.2 Principal Purposes  
1.3 NHS Codes  
1.4 Documents incorporated into Standing Orders  
1.5 Powers  
1.6 Delegation of Powers  
1.7 Emergency Powers  
1.8 Derogation of Standing orders   
1.9 Amendment of Standing Orders  
   
2 Interpretation 10 
   
3 The Board 10 
3.1 Composition of the Board  
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1 Introduction 
 Corporate governance is the means by which boards lead and direct their 

organisations so that decision-making is effective and the right outcomes are 
delivered in line with the guiding principles set out in the NHS Constitution. In the 
NHS this means delivering safe, effective services in a caring and compassionate 
environment in a way that is responsive to the changing needs of patients and 
service users. Robust governance structures should encourage proper engagement 
with stakeholders and strong local accountability. 

 
1.1 Statutory Framework 
 Mid Cheshire Hospitals NHS Foundation Trust (the Trust) is a public benefit 

corporation. It was established, and it functions, in accordance with the provisions of 
the National Health Service Act 2006 (hereafter referred to as the 2006 Act). The 
primary duty of the Board of Directors is to promote the success of the organisation 
so as to maximise the benefits for the members of the Trust as a whole and for the 
public who will be treated by the Trust. Furthermore, the Monitor Foundation Trust 
Code of Governance (2013) states that every NHS Foundation Trust should be 
headed by an effective board of directors that is collectively responsible for the 
performance of the NHS FT.  

 The purpose of these standing orders is to ensure:  

 the regulation of the Trust’s Board of Directors’ proceedings and business.  

 that, along with the Council of Governors and the Trust overall, the Board achieves 
the highest standard of corporate governance and conduct.  

  
1.2 Principal Purposes 
 The Board of Directors is a unitary Board that has overall responsibility for running 

the affairs of the Trust. Its role is to: 

 ensure compliance with the Trust Constitution, the Provider Licence, statutory 
requirements and contractual obligations 

 ensure the quality and safety of health care services, education and training 

 ensure the Trust functions effectively, efficiently and economically 

 set and communicate the Trust strategic direction and vision with due regard to 
the views of the Council of Governors 

 define and demonstrate the culture and values of the organisation  

 manage and minimise risk  
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 make well-informed and high-quality decisions based on intelligent information 

 assess performance against agreed objectives and targets 

 ensure that action is taken to eliminate or minimise, as appropriate, adverse 
deviations from objectives 

 ensure and review that the highest standards of Corporate Governance are 
applied throughout the organisation. The Board shall at all times seek to comply 
with the NHS Foundation Trust Code of Governance which builds on the UK 
Corporate Governance Code  

 have regard to the NHS Constitution in performing the Trust’s NHS functions 
  

  1.3 NHS Codes 
 Directors must behave in accordance with the seven Nolan principles of behaviour in 

Public Life: 

 
   
Fig 3. The Nolan Principles, Public Standards Committee 1995 
 

1.4 Documents Incorporated into Standing Orders 
The Board shall approve, and from time to time revise Schedules to the standing 
orders of the Board of Directors, such as Committee Terms of Reference, which shall 
have effect as if incorporated into standing orders: 

 The Standing Financial Instructions; 

 The Standing Financial Instructions for Non-Financial Risk; 

 The Reservation of Powers to the Board of Directors; 

 The Delegation of Powers from the Board of Directors; 
 

New or revised Financial Codes of Procedures shall have effect as if incorporated 
into standing orders by virtue of the Director of Finance & Strategic Planning issuing 
them and reporting their issue to the Board through the Audit Committee. 

1.5 Powers 
The Board of Directors shall exercise the powers of the Trust established under 
statute, in accordance with the terms of its NHS Provider Licence and its 
Constitution. The Board shall be required to retain full and effective control over the 
Trust. The Board has resolved that certain powers and decisions may only be 
exercised by the Board in formal session. These powers and decisions are set out in 
Reservation of Powers to the Board and Delegation of Powers from the Board, and 
have effect as if incorporated into these standing orders. 

 
 As a statutory body, the Trust has specified powers to contract in its own name, and 

all business shall be conducted in the name of the Trust.  
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 The Chairman and Non-executive directors are responsible for providing direction to  
and monitoring the performance of, the executive management of the Trust. 

  
The Trust also has a common law duty as a Bailee for patients’ property held by the 
Trust on behalf of patients. All such funds received in trust shall be held in the name 
of the Board as corporate trustee.   
 
In relation to funds held on trust, powers exercised by the Board as corporate trustee 
shall be exercised separately and distinctly from those powers exercised as a NHS 
Trust. The Board of Directors shall be accountable to the Charity Commission.  

  
1.6 Delegation of Powers  

   Save as set out in this Constitution and as otherwise permitted by law, the Board has 
powers to delegate, and to make arrangements for delegation. The standing orders 
set out the detail of these arrangements. Under standing order 5, the Board has 
powers to make arrangements for the exercise, on behalf of the Trust of any of their 
functions by a committee, sub-group or joint committee appointed by virtue of 
standing order 6 or by an officer of the Trust, in each case subject to such restrictions 
and conditions as the Trust thinks fit. Under Schedule 7 of the Health Service Act 
2006 these powers may only be delegated to a committee of Directors. The Board 
shall approve, and shall annually review, Schedules concerning Reservation of 
Powers to the Board of Directors, and Delegation of Powers by the Board of 
Directors, which shall have effect as if incorporated into these standing orders   
 
Save as stipulated in Constitution: 25 (Appointment of Non-Executive Directors) 
and as otherwise required by the Constitution and permitted by law, the Board shall 
from time to time agree the delegation of executive powers to be exercised by 
committees or sub-committees that it has formally constituted. The Board shall 
approve the constitution and terms of reference of these committees, or sub-groups, 
and their specific executive powers.  
 
Those functions of the Trust which have not been retained as reserved by the Board, 
or delegated to one of its committees, shall be exercised on behalf of the Board by 
the Chief Executive. He shall determine which functions he will perform personally, 
and shall nominate officers to undertake remaining functions but still retain 
accountability for these to the Board. 

 
1.7 Emergency Powers 

The powers which the Board resolves to retain to itself may in emergency be 
exercised by the Chief Executive and the Chairman provided that they first consult at 
least two Non-executive directors, and subsequently report the exercise of such 
powers to the next formal meeting of the Board for ratification. 
 

1.8 Derogation from Standing Orders 
If, for any reason, these standing orders 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 recorded in the minutes and reported to the next 
meeting of the Board of Directors, (through its Audit Committee) for action or 
ratification. 
 

 All directors have a duty to disclose any non-compliance with these standing orders 
to the Chairman as soon as possible. Serious or deliberate non-compliance by staff 
will be dealt with through the Trust’s disciplinary procedures. 
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1.9 Amendment of Standing Orders  
The Audit Committee shall review standing orders at least every three years, and 
make any recommendations for change to the Board. This review shall include all 
documents having the effect as if incorporated in standing orders, including those 
reviewed annually. These standing orders shall only be amended in accordance with 
paragraph 43 of the Constitution.   

 

2 Interpretation 
 

2.1 Save as otherwise permitted by law, at any meeting the Chairman of the Trust shall 
be the final authority on the interpretation of standing orders, on which he should be 
advised by the Chief Executive, the Director of Finance & Strategic Planning, or the 
Trust Board Secretary. 

 
2.2  Unless otherwise stated, words or expressions contained in this Constitution shall 

bear the same meaning as in the 2006 Act as amended by the 2012 Act. 
 

3 The Board  
3.1 Composition of the Board 
 See Constitution: 22 
 
3.2 Appointment, Tenure and Resignation of the Non-Executive Chairman and 

Deputy Chairman, and Non-Executive Directors 
 The Chairman and Non-executive directors are appointed and removed by the 

Council of Governors.  Any Non-executive director may at any time resign by giving 
notice in writing to the Chairman.  

 
3.3 Eligibility and Appraisal of the Non-Executive Chairman and Non-Executive 

Directors 
 The Board shall approve a formal process to enable it to assess and declare (or 

otherwise) the independent status of each Non-executive director. The process shall 
apply to all proposed new appointees, and annually thereafter to those appointed. 
The Chief Executive and Chairman of the Audit Committee shall review the 
declarations and shall report the outcome to the Board. The Constitution requires the 
Chairman of the Audit Committee to be a Non-executive director, and his declaration 
shall be reviewed, and the outcome reported to the Board, by the Chairman and the 
Chief Executive. The Board shall then determine the status of each Non-executive 
director. 

 
The Trust Constitution requires all Directors to declare that they are considered a fit 
or proper person, as set out in paragraph (3) of Regulation 5 of The Health and 
Social Care Act 2008 (Regulated Activities) Regulations 2014;  

 
 The Board shall appoint one of the Non-executive directors, not being the Chairman, 

as the Senior Independent Director in consultation with the Council of Governors.  
 
 The Council of Governor’s Appointments and Remuneration Committee shall meet to 

appraise the Chairman’s performance at least annually, and on such other occasions 
as the Council deems to be appropriate, with or without the Chairman present, and 
led by the Senior Independent Director. The committee shall prepare a written 
appraisal and circulate it in confidence to all Non-executive directors including the 
Chairman, and to governors. If appropriate, and with the approval of the majority of 
Non-executive directors, the Senior Independent Non-Executive Director shall make 
recommendations to the Chairman, or he shall appraise the Chief Executive of the 
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committee’s report and together they may make recommendations to the Chairman. 
Exceptionally the Senior Independent Director may, with the approval of the 
committee, disclose the committee’s recommendations to the Council of Governors 
or the Board sitting in private session.   

  
3.4 Appointment and Powers of Deputy Chairman 

 Where the Chairman of the Trust has died, or has ceased to hold office, or been 
unable to perform his duties as Chairman owing to illness or any other cause, the 
Deputy Chair shall act as Chairman until a new Chairman is appointed, or the 
existing Chairman resumes his duties, as the case may be; and references to the 
Chairman in these standing orders shall, as long as there is no Chairman able to 
perform his duties, be taken to include references to the Deputy Chair.  

 
3.5 Appointment of Chief Executive 
 Collectively, the Chairman and Non-executive directors of the Trust shall comprise 

the Appointments and Remuneration Committee. In accordance with Constitution: 
27, the Appointments and Remuneration Committee shall appoint the Chief 
Executive, subject to the approval of the Council of Governors, determine his 
remuneration and terms of employment, and if necessary terminate his employment. 
His appointment shall be subject to the approval of the Council of Governors. If the 
post of Chief Executive is unfilled for any reason, the Appointments and 
Remuneration Committee may make such appointments as it deems appropriate 
within its terms of reference. 

 
3.6 Non-executive Directors may, at the Trust’s expense, seek external advice, or 

appoint an external adviser, on any material matter of concern provided that the 
decision to do so is a collective one by the majority of Non-executive Directors. In 
doing so, they will normally seek the advice of the relevant Executive Director or the 
Trust Board Secretary. 

 
3.7 Appointment of Executive Directors 

The Board shall appoint an Appointments and Remuneration committee comprising 
of the Chairman, the Chief Executive and the Non-executive Directors to appoint or 
remove executive directors and to determine the remuneration and allowances and 
other terms and conditions of office of the executive Directors.  
 

3.8 Jointly-Held Executive Director Appointments 
 Where more than one person is appointed jointly to a post, then those persons may, 

with the approval of the Board, be appointed as an executive director jointly, and 
shall count as one person.  

 
3.9 Attendees at Board Meetings 
 The Board may resolve that certain officers, members, or elected or appointed 

governors of the Trust may be invited to attend all or some of the meetings of the 
Board to assist the Board in its deliberations. Such invitees will not contribute to the 
numbers required for a quorum (as defined in standing order 4 below), and shall not 
vote on resolutions. Such invitees shall be required to undertake to comply with 
standing orders if they are not officers of the Trust.  

 
 3.10 Trust Board Secretary 
 The Board shall appoint a Trust Board Secretary who, under the direction of the 

Chairman and the Chief Executive, and reporting to the Chief Executive, shall ensure 
full and effective information flows within the Board of Directors, and between the 
Board of Directors and the Council of Governors, and their committees; between 
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directors and governors, and between senior management and Non-executive 
Directors. The Trust Board Secretary shall also advise the Board and Council on all 
governance matters, and shall facilitate induction and professional development as 
required for members of the Board of Directors and Council of Governors.  

  
3.11 Directors’ Liability 

On appointment, the Chairman, Non-executive Directors and Executive Directors 
shall be required to subscribe to the NHS Foundation Trust Code of Governance and 
Board Code of Conduct. 

 
 A director or officer of the Trust who has acted honestly and in good faith will not 

have to meet out of his own personal resources any personal civil liability which is 
incurred in the execution, or purported execution, of his function as a director save 
where the director has acted recklessly. On behalf of the directors, and as part of the 
Trust’s overall insurance arrangements, the Board of Directors shall put in place 
appropriate insurance provision to cover such indemnity. 

 

 4 Board Meetings 
 

 Admission of Members, the Public and the Press 
41 Board of Director Meetings shall be held in public. Members of the public may be 

excluded from a meeting for special reasons. A non-exhaustive list of such special 
reasons will be held by the Trust Board Secretary.  

 
4.2 Nothing in these standing orders shall 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 prior 
agreement of the Board. 

 

 Calling Meetings 
4.3 The Board of Directors will meet at a frequency, (but not less than quarterly) and at a 

time, date and place that it shall decide.  
 

4.4 Notwithstanding the requirement in 4.6 below for notice, the Chairman may waive 
notice on written receipt of the agreement of at least two-thirds of directors (Non-
executive and executive directors taken together) but to include a minimum of two 
executive directors and two Non-executive directors. 

 
4.5 The Chairman may call a meeting of the Board at any time. If the Chairman 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 Chairman does not call a meeting within seven days after such a requisition has 
been presented to him, at the Trust’s head office, such one third or more directors 
may forthwith call a meeting. In the case of a meeting called by directors in default of 
the Chairman, the notice shall be signed by those directors, and no business shall be 
transacted at the meeting other than that specified in the notice. 

 

 Notice of Meetings 
4.6 Before each meeting of the Board, a notice of the meeting, specifying the business 

proposed to be transacted at it, and attaching relevant papers, shall be sent to each 
director seven consecutive calendar days before the meeting. In exceptional 
circumstances, the Chairman may agree to unavoidably late papers to be sent after 
this deadline. 
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4.7 Failure to serve such a notice on more than three directors will invalidate the 
meeting. A notice will be presumed to have been served at the time at which the 
notice would be delivered in the ordinary course of the post. 

 
4.8 Before each meeting takes place, notice of the meeting, including specification of the 

business proposed to be transacted at it will be made available to the Council of 
Governors and on request to any member of the public.  Notice will also be given on 
the Trust’s website. 

 
 Setting the Agenda 
4.9 On an annual basis, the Board shall determine regular agenda items, and their 

frequency. 
 
4.10 In considering the agenda, the Board and the Chairman shall balance:  

 reporting and analysing past performance; 

 examining the critical levers which will influence the future; 

 operational issues, properly the function of the executive directors; 

 strategic issues, deriving from the Board Assurance Framework and the Board’s 
objectives, that will impact on performance; 

 local interest, as represented by the Council of Governors; 

 the interests of the wider population of NHS users. 
 

4.11 The Board may determine that certain matters shall appear on every agenda for a 
meeting of the Board, and shall be addressed prior to any other business being 
conducted. 

 
4.12 A director desiring a matter to be included on an agenda shall make his request to 

the Chairman at least ten clear days before the meeting.  Requests made less than 
ten days before a meeting may be included on the agenda at the discretion of the 
Chairman. 

 
4.13 Chairman of Meetings 

At any meeting of the Board, the Chairman, if present, shall preside. If the Chairman 
is absent from the meeting (including absence due to a declared conflict of interest), 
the Deputy Chair, if there is one and he is present, shall preside. If the Chairman and 
Deputy Chair are absent, a Non-executive Director chosen by those directors 
present, shall preside.  
 

 Notices of Motion 
4.14 A director desiring to move or amend a motion shall send a written notice thereof at 

least ten clear days before the meeting to the Chairman, 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. 
 

4.15  Notice of a motion to amend or rescind any resolution, (or the general substance of 
any resolution), which has been passed within the preceding six calendar months, 
shall bear the signature of the directors who gives it and also the signature of four 
other directors. When any such motion has been disposed of by the Board, it shall 
not be competent for any director, other than the Chairman, to propose a motion to 
the same effect within six months; however, the Chairman may do so if he considers 
it appropriate. 
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4.16 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 Chairman. 

 
 Motions  
4.17 The mover of a motion shall have a right of reply at the close of any discussion on 

the motion or any amendment thereto. 
 
4.18 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; 

 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 (*); 
 *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 and 
who is eligible to vote.  
 
Such a motion, if seconded, shall be disposed of before the motion which was 
originally under discussion or about to be discussed. 
 

4.19 No amendment to the motion shall be admitted if, in the opinion of the Chairman of 
the meeting, the amendment negates the substance of the motion. 

 
4.20     Conduct of the meeting and Chairman’s Ruling 

The Chairman of the meeting will ensure that adequate time is afforded for the proper 
consideration of each item on the agenda. Contributions by directors, and other 
persons invited to attend, shall be relevant to the matter under discussion and the 
decision of the Chairman of the meeting on questions of order, relevancy and any 
other matter concerning the conduct of the Meeting shall be final. 
 

4.21 Voting 
Each question at a meeting shall be determined by a majority of the votes cast on it 
by the Chairman of the meeting, and by other directors present.  At his discretion, the 
Chairman of the meeting may determine such questions either by oral expression or 
by show of hands.  A majority of directors present may require a vote to be taken by 
anonymous paper ballot. 
 

4.22 If an equal number of votes are cast for and against the motion, the Chairman of the 
meeting shall have a second or casting vote. 

 
4.23 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.   

 
4.24 If a director so requests, his vote shall be recorded by name upon any vote (other 

than by paper ballot). 
 
4.25 In no circumstances may an absent director vote by proxy. Absence is defined as 

being absent at the time of the vote.  Attendance may be permitted by telephone or 
video media link, if available, at the discretion of the Chairman. 
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4.26 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. 

 

4.27  Minutes 
 The Chairman shall ensure that the minutes of the proceedings of a meeting are 

drawn up under the supervision of the Trust Board Secretary, and maintained as a 
permanent record. The minutes shall record all matters of significance, with details of 
any action to be taken, who will take the specified action and the dates for its 
completion where appropriate.   
 

4.28 The Board Trust Secretary shall ensure that a draft of the minutes, endorsed by the 
Chairman, (or the person who presided at the meeting of which they are a record) 
are promptly circulated to directors, and submitted for agreement at the next ensuing 
meeting, where they will be signed by the person presiding. No discussion shall take 
place upon the minutes except upon their accuracy, or where the Chairman 
considers discussion appropriate. Any amendment to the minutes shall be recorded 
and agreed at the next meeting. 
 

4.29 Minutes shall be circulated to each Governor as soon as is practicable after the 
meeting, and may be further circulated in accordance with directors' wishes. Where 
providing a record of a public meeting, the minutes shall be made available to the 
public. 

 
4.30 Joint Members 
 Where the office of an executive director is shared jointly by more than one person: 

 either or both of those persons may attend or take part in meetings of the Board;  

 if both are present at a meeting, they should cast one vote if they agree; 

 if they disagree, no vote should be cast;  

 the presence of either or both of those persons should count as the presence of 
one person for the purposes of standing order 4.38. 

 
4.31 Suspension of Standing Orders 

Except where this would contravene any statutory provision, 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 Non-executive and one Executive director, 
and that a majority of those present vote in favour of suspension. 

 
4.32 A decision to suspend standing orders shall be recorded in the minutes of the 
 meeting. 
 
4.33  A separate record of matters discussed during the suspension of standing orders 

shall be made and shall be available to the Chairman and directors. 
 
4.34 No formal business may be transacted while standing orders are suspended. 
 
4.35 The Audit Committee of the Trust shall review every decision to suspend standing 

orders. 
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4.36     Variation and Amendment of Standing Orders 
These standing orders shall be amended only in accordance with the 
Constitution 43, and in consultation with the Council of Governors.  

 
4.37     Record of Attendance 

The names of the Chairman, directors, and any person invited by the Chairman to 
attend shall be recorded in the minutes by surname and initials, and by post, function 
or representative capacity. 
 

 Quorum 
4.38 No business shall be transacted at a meeting unless at least one-third of the whole 

number of the Chairman and directors, including at least one Non-executive director 
and one executive director are present.  

 
4.39 An officer in attendance for an executive director, but without formal acting up status 

approved by the Appointments and Remuneration Committee, may not count 
towards the quorum. 
 

4.40 If the Chairman or 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 he shall no longer count towards the quorum.   
 

4.41 If a quorum is then not available for the discussion and/or the passing of a resolution 
on any matter, that matter may not be discussed further or voted upon at that 
meeting. Such a position shall be recorded in the Minutes of the meeting. The 
meeting must then proceed to the next business.  

 

5 Arrangements for the Exercise of Functions by Delegation 
 

5.1 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 these standing 
orders, or by a director or an officer of the Trust, in each case subject to such 
restrictions and conditions as the Board thinks fit. 

 
5.2 In delegating a function to a third party, the Board will ensure effective governance 

procedures are in place e.g. committees, sub committees, or officers.   
 
5.3 Delegation to Committees 

Subject to the powers that the Board retains for itself, the Board may determine from 
time to time to delegate certain of its responsibilities to be exercised by a committee, 
sub-group, or joint-committee, which it has formally constituted. The constitution and 
terms of reference of these committees, or sub-groups, or joint committees, and their 
specific powers (and, if necessary, those retained by the Board) shall be approved by 
the Board. These committees, sub-groups and joint committees must be formally 
constituted of Directors of the Board only. 
 

5.4 Delegation to Officers 
Those functions of the Trust which have not been retained as reserved by the Board 
or delegated to a committee or sub-committee or joint-committee shall be exercised 
on behalf of the Trust by the Chief Executive. The Chief Executive, subject to 
approval by the Board, shall determine which functions he will perform personally, 
and shall determine a management structure and nominate officers to undertake the 
remaining functions for which he will still retain accountability to the Board.  
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5.5 The Chief Executive shall prepare a Scheme of Delegation to Officers for 
consideration and approval by the Board. The Chief Executive may periodically 
propose amendments to the Scheme of Delegation for consideration and approval by 
the Board.  

 
5.6 Nothing in the Scheme of Delegation shall impair the discharge of the direct 

accountability to the Board of the Director of Finance & Strategic Planning to provide 
information and advise the Board in accordance with statutory requirements. Outside 
these statutory requirements, the Director of Finance & Strategic Planning shall be 
accountable to the Chief Executive for operational matters. 

 
5.7 The arrangements made by the Board as set out in the Reservation of Powers to the 

Board and Delegation of Powers (to Officers) document shall have effect as if 
incorporated in these standing orders. 

 
5.8 The Trust Board Secretary shall maintain a current management structure approved 

by the Board.  
 

5.9 Non-Compliance with Standing Orders 
If for any reason these standing orders 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 recorded in the minutes and: 

 for standing orders 2, 3 and 4 above, reported to the next formal meeting of the 
Board for action or ratification, and 

 for all other paragraphs of these standing orders to the next meeting of the Board 
committee responsible for audit, for its consideration and referral to the Board. 

 
5.10 All members of the Board and staff have a duty to disclose any non-compliance with 

these standing orders to the Chief Executive as soon as possible. Serious or 
deliberate non-compliance by staff will be dealt with through the Trust’s disciplinary 
procedures. 

 

6 Committees and Convenors 
 

6.1 Appointment of Committees 
Subject to the provisions of the Constitution, these standing orders and any other 
legal requirements, the Board 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, and reporting to the Board through the committee chairman.  
 

6.2 The Board shall approve the appointment of committee chairs, on the Chairman’s 
recommendation.  

 
6.3 Standing orders, as far as they are applicable, shall apply with appropriate alteration 

to meetings of any committees or sub-group established by the Trust. 
 
6.4 Each such committee shall have such terms of reference and powers and be subject 

to such conditions (including reporting back to the Board), as the Board shall decide 
and shall be in accordance with any legislation and regulation. After taking advice 
from each committee, the Board shall review the terms of reference of each 
committee annually, and those terms of reference, as reviewed and revised 
periodically, shall have effect as if incorporated into standing orders. 
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  The Board may make, vary and revoke standing orders relating to the quorum, 
proceedings and place of meeting of a committee or sub-group but otherwise the 
committee or sub-group  may determine these matters as it thinks fit. 

 
  The committee shall be empowered to establish the necessary infrastructure, to 

enable the committee to undertake their required responsibilities  
 
6.5      Committees of the Board may establish sub-groups. In doing so, they: 

 may not delegate executive powers to the sub-group unless the Board has 
expressly authorised them to do so; 

 must determine the membership and terms of reference of such sub-group; 

 must require sight of the minutes of each sub-group meeting at their own 
meetings. 

 
6.6 The Board may agree to the establishment of joint committees with the Council of 

Governors, and with other organisations, and appoint directors and staff as may be 
appropriate to such joint committees.  

 
6.7 Committees, sub-groups and joint committees have no powers to commit expenditure 

by the Trust, except where budgets have been specifically delegated by the Board.  
 
6.8 Confidentiality 

If the Board or a committee resolves that a matter is confidential, a director or a 
member of the Board or that committee shall not disclose that matter, even if it has 
been reported to the Board, or otherwise dealt with by, or brought before, the 
committee, even if any associated action has been concluded, subject to any legal 
duties/requirements to disclose. 
 

7 Incorporation of Standing Orders into Employment Contracts 
  

7.1 The Chairman (for non-executive directors) and Chief Executive (for executive 
directors, managers, consultant medical staff and officers having delegated authority 
defined by the Delegation of Powers to Officers) shall ensure that these standing 
orders are incorporated into contracts of employment, and are brought to the 
attention of all such persons on appointment or when revised, and through the Trust’s 
Intranet. 

 
7.2 The Chief Executive shall ensure that appropriate training is put into place to 

reinforce these standing orders.  
 

8. Declaration of Interests 
 Interests of Directors 
8.1 In accordance with the Health and Social Care Act 2012 Directors will be open and 

transparent in the manner in which conflicts of interest are managed. Directors must 
declare to the Board their interests and the interests of their family which are relevant 
and material on appointment, or as soon as practical as such interests are acquired 
subsequent to appointment. 

 
8.2 Interests which are regarded as "relevant and material" are: 

 Directorships, including Non-executive directorships held in private companies or 
public limited companies (with the exception of those of dormant companies);  

 Ownership or part-ownership of private companies, businesses or consultancies 
likely or possibly seeking to do business with the NHS; 
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 Majority or controlling share-holdings in organisations likely or possibly seeking to do 
business with the NHS; 

 Employment with any private company, business or consultancy. 

 A position of trust in a charity or voluntary organisation in the field of health and 
social care; 

 Any connection with a voluntary or other organisation contracting for NHS services. 

 Any other commercial interest relating to any relevant decision to be taken by the 
Trust. 
“Family” shall mean spouse, partner, children, grandchildren, other dependents, 
parents and grandparents. There is no requirement for the interests of directors’ 
spouses or partners to be declared. However, the Membership and Procedure 
Regulations require that any interest in contracts of directors' spouses, if living 
together, should be declared. 

 
8.3 Any changes in interests shall be declared at the next Board meeting following the 

change occurring. At the time that directors declare an interest, it will be recorded in 
the Board minutes.   

 
8.4 Directors’ directorships of companies likely or possibly seeking to do business with 

the NHS shall be published in the Board's Annual Report. The information shall be 
kept up to date for inclusion in succeeding annual reports and will be published on 
the Trust webpage. 

 

8.5 During the course of a Board meeting, if a conflict of interest is established, the 
Chairman or a director concerned shall disclose the fact and withdraw from the 
meeting and play no part in the relevant discussion or decision.  

      
 If the Chairman or 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 
Board of Directors 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. 
For the avoidance of doubt, the Board shall exclude the director from a meeting of 
the Board while any contract, proposed contract or other matter in which he has a 
pecuniary interest, is under consideration. 

 
 The Board of Directors, as it may think fit, may remove any disability imposed by this 

standing order in any case in which it appears to the Board that, in the interests of the 
National Health Service, the disability shall be removed. Such action shall have the 
support of at least two-thirds of the directors (including two Executive and two Non-
executive directors). 

 
8.6 Any remuneration, compensation or allowances payable to the director by virtue of 

the Act shall not be treated as a pecuniary interest for the purpose of this standing 
order. 

 
8.7 For the purpose of this standing order, and subject to other standing orders, the 

director shall be treated as having indirectly a pecuniary interest in a contract, 
proposed contract or other matter, if:  

 he, or a nominee, 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 
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 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; or 

 the interest is regarded as “relevant and material” in accordance with standing 
order 8.2 above.  

 
 The interests of the director shall include members of his family as defined in 

standing order 8.2 
 
8.8  The Chairman or 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; 
 (b) of an interest in any company, body or person with which he is connected as 

mentioned above which is so remote or insignificant that it cannot reasonably be 
regarded as likely to influence the Chairman or a director in the consideration or 
discussion of, or in voting on, any question with respect to that contract or matter. 

 

8.9 Where the Chairman or 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 £10,000 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 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. 

 
  8.10 The above provisions apply to member of a committee, sub-group or joint committee 

as they apply to the Chairman and directors. 
 
8.11 Directors shall discuss any personal doubt about the relevance of an interest with the 

Chairman, who shall take account of current guidance. The Accounting Standards 
Board’s Financial Reporting Standard No 8 specifies that, in assessing the relevance 
of an interest, influence is more important than the immediacy of the relationship. 

 
8.12 The Chief Executive will ensure that a register of interests is established, and 

maintained by the Trust Board Secretary to record formally declarations of interests 
of directors. In particular, the register will include details of all directorships and other 
relevant and material interests that have been declared by both Executive and Non-
executive directors. 

 
8.13 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. 

 
8.14 The register shall be available to the public, and the Trust Board Secretary will take 

reasonable steps to bring to local public attention the existence of the register and 
arrangements for viewing it. 
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9 Custody of Seal and Sealing of Documents 
 

9.1 Custody of Seal 
 The common seal of the Trust shall be kept by the Board Secretary in a secure place 

and shall be secured by two separate locks. 
 
 Sealing of Documents 
9.2 The Seal of the Trust shall not be fixed to any documents unless the sealing has 

been authorised by a resolution of the Board. In exceptional circumstances the 
Chairman and the Trust Board Secretary may affix the Seal to any document 
provided that all such instances are reported to the next meeting of the Board. 

 
9.3 Register of Sealing 
 An entry of every sealing shall be made and numbered consecutively in a register 

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 sealings shall be made to the Board at least quarterly, or 6 monthly if the seal has 
not been used. The report shall contain details of the seal number, the description of 
the document, date of sealing and date of Board approval. 

 
10 Signature of Documents 
 
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 Director of Finance & Strategic Planning 
when the proceedings are to recover debts due to the Trust and by the Chief 
Executive in all other circumstances, 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. 

 
10.2 All written contracts shall be signed by the Chief Executive and Director of Finance & 

Strategic Planning jointly subject to approvals contained in these standing orders. 
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FOREWORD 
 
 
1. Each Board operates within a statutory framework within which it is required to adopt 

Standing Orders.  The “Directions on Financial Management in England” issued 
under HSG(96)12 in 1996 states that each Board must adopt Standing Financial 
Instructions (SFI’s) setting out the responsibilities of individuals.  These Directions 
are mandatory for Health Authorities but not for NHS trusts.  NHS trusts are asked to 
observe the Directions as far as they are relevant as a matter of good practice. 

 
 
2. The Code of Accountability for NHS Boards (published by the Department of Health 

in April 1994, EL(94)40) requires Boards to draw up standing orders, a schedule of 
decisions reserved to the board and standing financial instructions.  The code also 
requires Boards ensure that there are management arrangements in place to enable 
responsibility to be clearly delegated to senior executives.  Additionally, Boards will 
have drawn up locally generated rules and instructions, including financial procedural 
notes, for use within their organisation.  Collectively these must comprehensively 
cover all aspects of (financial) management and control.  In effect, they set the 
business rules which directors and employees (including employees of third parties 
contracted to the Health Authority/Trust) must follow when taking action on behalf of 
the Board. 

 
 
3. Once SFI’s have been adopted by the Board they become mandatory on all directors 

and employees of the organisation. 
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1 INTRODUCTION 
 

1.1 General 
 

1.1.1 The Code of Accountability requires that each NHS Trust shall give, and may 
vary or revoke, Standing Financial Instructions for the regulation of the 
conduct of its members and officers in relation to all financial matters with 
which they are concerned.  These Standing Financial Instructions (SFIs) are 
issued in accordance with the Code.  They shall have effect as if incorporated 
in the Standing Orders (SOs). There will be a training and communication 
programme administered by the Director of Finance & Strategic Planning to 
affect these SFIs. 

 
1.1.2 These Standing Financial Instructions 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 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. 

 
1.1.3 These Standing Financial Instructions identify the financial responsibilities 

that apply to everyone working for the Trust and its constituent organisations 
including Trading Units.  They do not provide detailed procedural advice and 
should be read in conjunction with the detailed departmental and financial 
procedure notes.  All financial procedures must be approved by the 
Director of Finance & Strategic Planning. 

 
1.1.4 Should any difficulties arise regarding the interpretation or application of any 

of the Standing Financial Instructions then the advice of the Director of 
Finance & Strategic Planning MUST BE SOUGHT BEFORE ACTING.  The 
user of these Standing Financial Instructions should also be familiar with and 
comply with the provisions of the Trust's Standing Orders. 

 
1.1.5 Failure to comply with standing financial instructions and standing orders is a 

disciplinary matter that could result in dismissal. 
 

1.1.6 Overriding Standing Financial Instructions – If for any reason these 
Standing Financial Instructions are not complied with full details of the non-
compliance the justification and a description of all relevant circumstances 
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 Standing Financial Instructions to 
the Director of Finance & Strategic Planning as soon as possible.  

 
 
1.2 Terminology 
 

1.2.1 Any expression to which a meaning is given in Health Service Acts, or in 
Directions made under the Acts, shall have the same meaning in these 
instructions. 

 
1.2.2 Terms defined in the Glossary shall apply to this document. 
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1.2.3 Wherever the title Chief Executive, Director of Finance & Strategic Planning, 
or other nominated officer is used in these instructions, it shall be deemed to 
include such other director or employees who have been duly authorised to 
represent them. 

 
1.2.4 Wherever the term "employee/member of staff" is used and where the context 

permits it shall be deemed to include employees/members of staff of third 
parties contracted to the Trust when acting on behalf of the Trust. 

 
 
1.3 Responsibilities and delegation 
 

1.3.1 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; 

(e) ensuring that there is an adequately resourced, trained and competent 
finance function; 

(f) reviewing, at least annually, the system of internal control for financial 
management. 

 
1.3.2 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.  

 
1.3.3 The Board will delegate responsibility for the performance of its functions in 

accordance with the Scheme of Delegation document adopted by the Trust. 
 

1.3.4 Within the Standing Financial Instructions, it is acknowledged that the Chief 
Executive is ultimately accountable to the Board, and as Accountable Officer, 
through the Secretary of State for Health to Parliament, for ensuring that the 
Trust meets its obligation to perform its functions within the available financial 
resources.  The Chief Executive has overall executive responsibility for the 
Trust's activities; is responsible to the Chairman and the Board for ensuring 
that its financial obligations and targets are met and has overall responsibility 
for the Trust’s system of internal control. 

 
1.3.5 The Chief Executive shall ensure that there are clear lines of financial 

accountability throughout the organisation. 
 

1.3.6 The Chief Executive and Director of Finance & Strategic Planning will, as far 
as possible, delegate their detailed responsibilities, but they remain 
accountable for financial control. 

1.3.7 It is a duty of the Chief Executive to ensure that existing members of the 
Board and Staff and all new appointees are notified of, and understand, their 
responsibilities within these Instructions. 
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1.3.8 The Director of Finance & Strategic Planning is responsible for: 
 

(a) implementing the Trust's financial policies and for co-ordinating 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; 

(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 the risks to 
financial duties. 

(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; and 

(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. 

 
1.3.9 All Members of the Board and Staff, 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; and 
(d) conforming to the requirements of Standing Orders, Standing 

Financial Instructions, Financial Procedures and the Scheme of 
Delegation. 

 
1.3.10 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. 

 
1.3.11 For any and all Members of the Board and staff who carry out a financial 

function, the form in which financial records are kept and the manner in which 
Members of the Board and members of staff discharge their financial duties 
must be to the satisfaction of the Director of Finance & Strategic Planning. 

 
1.3.12 The Director of Finance & Strategic Planning has a duty to investigate the 

manner in which Directors and Staff discharge their financial duties, to make 
recommendations to the Chief Executive and to report concerns to the Audit 
Committee or the Board at the earliest opportunity or in line with the Fraud 
and Corruption Policy as appropriate 
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2 AUDIT 
 
2.1 Director of Finance & Strategic Planning 
 

2.1.1 The Director of Finance & Strategic Planning 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) investigating and reporting to the Board on fraud and other offences 
(where malpractice is suspected the Director of Finance & Strategic 
Planning shall be notified immediately), and deciding at what stage to 
involve the police in cases of fraud, misappropriation, and other 
irregularities in line with the Trust’s Fraud Response Plan; 

(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 controls assurance guidance issued 
by the Department of Health and Monitor including for example 
compliance with control criteria and standards, 

 (ii) major internal financial control weaknesses discovered, 
(iii) progress on the implementation of internal audit 

recommendations, 
 (iv) progress against the annual audit plan, 
 (v) strategic audit plan covering the coming three years, 

(vi) a detailed plan for the coming year. 
  (e) reviewing, appraising and reporting on : 

(i) the extent of compliance with, relevance and financial effect of 
established policies, plans and procedures; 

(ii) the extent to which the Trust’s assets and interests are 
accounted for and safeguarded from losses of all kinds; 

 (iii) the efficient use of resources; 
(iv) the suitability and reliability of financial and other related 

management data developed within the Trust; 
 (v) the adequacy of follow-up action to his reports. 
 

2.1.2 The Director of Finance & Strategic Planning 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 and premises of the Trust, 
members of the Board or employees of the Trust; 

(c) the production of any cash, stores or other property of the Trust under 
a member of the Board and member of staff's control; and 

(d) explanations concerning any matter under investigation. 
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2.2 Role of Internal Audit 
 
 2.2.1 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 Annual Governance 
Statement in accordance with guidance from the Department of Health 
and Monitor. 

 
2.2.2 Whenever any matter arises which involves, or is thought to involve, 

irregularities concerning cash, stores, or other property or any suspected 
irregularity in the exercise of any function of a pecuniary nature, the Director 
of Finance & Strategic Planning must be notified immediately. 

 
2.2.3 The Head of Internal Audit will normally attend Audit Committee meetings and 

has a right of access to all Audit Committee members, the Chairman and 
Chief Executive of the Trust. 

 
2.2.4 The Head of Internal Audit shall be accountable to the Director of Finance & 

Strategic Planning.  The reporting system for internal audit shall be agreed 
between the Director of Finance & Strategic Planning, 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 
Manual.  The reporting system shall be reviewed at least every 3 years. 

 
2.2.5 Where, in exceptional circumstances, the use of normal reporting channels 

could be seen as possible limitation of the objectivity of the audit, the Chief 
Internal Auditor shall seek the advice of the Chairman of the Audit Committee, 
other members of the Audit Committee or Chairman of the Board. 

 
 
2.3 Fraud and Corruption 
 

2.3.1 The NHS Counter Fraud & Corruption Manual shall be incorporated into the 
SFI’s and Standing Orders so far as it applies to NHS trusts. 

 
2.3.2 In line with their responsibilities, the Chief Executive and Director of Finance 

& Strategic Planning shall monitor and ensure compliance with Secretary of 
State Directions on fraud and corruption. 

 
2.3.3 The Audit Committee shall nominate a suitable person to carry out the duties 

of the Local Counter Fraud Specialist as specified by the Department of 
Health Fraud and Corruption Manual and guidance. 
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2.3.4 The Local Counter Fraud Specialist shall report to the Director of Finance & 
Strategic Planning and shall work with staff in the Directorate of Counter 
Fraud Services and the Counter Fraud Operational Service in accordance 
with the Department of Health Fraud and Corruption Manual. 

 
 
2.4 External Audit  
 

2.4.1 The External Auditor is appointed by the Council of Governors and paid for by 
the Trust.  The Audit Committee must ensure a cost-efficient service.  Should 
there appear to be a problem then this should be raised with the External 
Auditor and referred on to the Council of Governors if the issue cannot be 
resolved. 

 
 

3 CASH CONTROLS  
 
3.1 The Trust is required not to exceed its Working Capital Facilities.  The Chief 

Executive has overall executive responsibility for the Trust’s activities and is 
responsible to the Board for ensuring that it stays within its Working Capital Facilities.  
The Chief Executive must notify the Board when it is expected that such facilities will 
be used and there-after update the Board monthly as to the use of the facilities and 
action being taken to cease such use. 
 

3.2 The definition of cash limits is set out in the Directions on Financial Management in 
England. 

 
3.3 The Director of Finance & Strategic Planning will : 
 
 a) provide monthly reports in the form required by the Board or Monitor; 

b) be responsible for ensuring that an adequate system of monitoring financial 
performance is in place to enable the Trust to fulfil its statutory responsibility 
and not to exceed its Working Capital Facilities. 

 

 
4 5 YEAR STRATEGY, ANNUAL BUSINESS PLAN, BUDGETS, 

BUDGETARY CONTROL, AND MONITORING 
 

4.1 Preparation and approval of business strategy 
 

4.1.1 The Chief Executive shall compile and submit to the Board for its approval a 5 
year strategy at intervals as shall be decided by the Board. 

 
4.2 Preparation and approval of business plans and budgets 
 

4.2.1 The Chief Executive will compile and submit to the Board an annual business 
plan   which takes into account financial and service targets and forecast 
income and available resources.  The annual business plan will be produced 
in line with guidance published by Monitor on Annual Plan production. 

 
4.2.2 Prior to the start of the financial year the Director of Finance & Strategic 

Planning will, on behalf of the Chief Executive, prepare and submit budgets 
for income and expenditure, capital and cash flow for approval by the Board.  
Such budgets will: 
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(a) be in accordance with the aims and objectives set out in the Trust 

Strategy and Clinical Service Strategy; 
 (b) accord with demand and manpower plans; 
 (c) be produced following discussion with appropriate budget holders; 
 (d) be prepared within the limits of expected income;  
 (e) meet the Income & Expenditure surplus required by the Board; and 
 (f) identify potential risks and mitigation. 

 
4.2.3 The Director of Finance & Strategic Planning shall also compile and submit to 

the Board such financial estimates and forecasts, on both capital and revenue 
account, as may be required from time to time. 

 
4.2.4 The Director of Finance & Strategic Planning shall monitor financial 

performance against budget and the annual plan, periodically review them, 
and report to the Board in the format determined by the Board. 

 
4.2.5 The Director of Finance & Strategic Planning will provide annual plans for 

Monitor in the format and timescale determined by Monitor. 
 

4.2.6 All budget holders must provide information as required by the Director of 
Finance & Strategic Planning to enable budgets to be compiled. 

 
4.2.7 The Director of Finance & Strategic Planning has a responsibility to ensure 

that adequate training is delivered on an on-going basis to budget holders to 
help them manage within budgets successfully. 

 
4.2.8 The Chief Executive shall enter into effective dialogue with the stakeholders 

and local community on the Trust’s strategy, annual plan and performance.  
The Chief Executive shall report back to the Board the needs and complaints 
expressed during such dialogue. 

 
4.3 Budgetary Delegation 
 

4.3.1 The Chief Executive may delegate the management of a budget to permit the 
performance of a defined range of activities, including pooled budget 
arrangements under Section 31 of the Health Act 1999.  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; 
 (c) individual and group responsibilities; 
 (d) authority to exercise virement; 
 (e) achievement of planned levels of service; and 

(f) the provision of regular reports, on the use of the budget and 
performance of the delegated functions 

 
4.3.2 The Chief Executive and delegated budget holders must not exceed the 

budgetary total or virement limits set by the Board and non-recurring budgets 
should not be used to finance recurring expenditure without the specific 
resolution of the Board. 

 
4.3.3 The Chief Executive may determine that any budgeted funds not required for 

their designated purpose(s) revert to his immediate control, subject to any 
authorised use of virement. 
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4.3.4 Expenditure for which no provision has been made in an approved budget 

and not subject to funding under the delegated powers of virement shall only 
be incurred after authorisation by the Chief Executive (within his overall 
budgetary limit) or the Board as appropriate. 

 
 
4.4 Budgetary control and reporting 
 

4.4.1 The Director of Finance & Strategic Planning will devise and maintain 
systems of budgetary control.  These will include: 

 
(a) the compilation of a monthly report containing financial and other 

information to be presented to the Board in a form approved by the 
Board.  The Director of Finance & Strategic Planning shall be 
responsible for the accuracy of the financial reports. Other Directors 
have responsibility for the provision of the financial information 
contained in this report. The report shall be succinct and make clear 
recommendations. 

(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. 

 
4.4.2  Each Budget Holder is responsible for ensuring that: 

 
(a) any likely overspending or reduction of income that cannot be met by 

virement is not incurred without the prior consent of the Board; 
(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; and 

(c) no permanent employees are appointed without the approval of the 
Chief Executive other than those provided for within  the available 
resources and manpower establishment as approved by the Board .  
The Director of Finance & Strategic Planning will monitor recruitment 
and appointment activity on behalf of the Board so as to facilitate this 
control. The Director of Finance & Strategic Planning will establish 
procedures for authorisation of recruitment within recruitment budgets.  
The Director of Finance & Strategic Planning will devise procedures 
for verifying that recruitment and appointments are against available 
resources and for reporting exceptions to the Board. 

 
4.4.3 In carrying out their duties: 
 

The Chief Executive shall not exceed the budgetary or virement limits set 
from time to time by the Board. 

 
Budget holders shall not exceed the budgetary limits set out for them from 
time to time by the Chief Executive. 
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The Chief Executive may vary the budgetary limit of a budget holder within 
the Chief Executives own budgetary limit for the Trust as a whole. 

 
4.4.4 The Chief Executive is responsible for identifying and implementing cost 

improvements and income generation initiatives in accordance with the 
requirements of the annual plan and the approved budget. 

 
4.4.5 The Director of Finance & Strategic Planning shall keep the Chief Executive 

and the Board informed of the financial consequences of changes in policy, 
pay awards, and other events and trends affecting budgets, and shall advise 
on the financial and other economic aspects of future plans and budgets. 

 
4.5 Capital expenditure 
 

4.5.1 The general rules applying to delegation and reporting shall also apply to 
capital expenditure.  (The particular applications relating to capital are 
contained in SFI Section 12.)  

 
4.6 Monitoring returns 
 

4.6.1 The Director of Finance & Strategic Planning is responsible for ensuring that 
the appropriate monitoring forms are submitted to Monitor on a timely basis, 
according with Monitor’s timescales. 

 
4.6.2 In respect of the Self Certification of financial risk rating and governance risks, 

the Director of Finance & Strategic Planning and Chief Operating Officer will 
provide Performance and Finance Committee (PAF) with appropriate 
forecasts to recommend a declaration to the Board. 

 
Where timescales do not allow and PAF recommend a change in previously 
notified declaration, the Director of Finance & Strategic Planning will obtain 
Chief Executive and Chairman’s approval prior to formal submission to 
Monitor. 

 
5 ANNUAL ACCOUNTS AND REPORTS 
 

5.1 The Director of Finance & Strategic Planning, on behalf of the Trust, will: 
 

(a) prepare financial returns in accordance with the Trust’s accounting policies, 
accounting standards and  guidance given by the Department of Health, 
Treasury, or  Monitor; 

(b) prepare annual financial reports for the Secretary of State or  Monitor certified 
in accordance with current guidelines and to the timetable prescribed by the 
Department of Health or  Monitor. 

 
As stated in the Code of Accountability under the Role of Chief Executive, the Chief 
Executive as Accountable Officer has a shared responsibility with the Director of 
Finance & Strategic Planning in this respect. 

 
5.2 The Trust's annual accounts must be audited by an Auditor appointed by the Council 

of Governors. The Trust's audited annual accounts must be presented to a public 
meeting and made available to the public.   
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5.3 The Trust will publish an annual report, in accordance with guidelines on local 

accountability, and present it at a public meeting, (see Code of Accountability). The 
document will comply with the Monitor’s FT Accounting Reporting Manual and been 
submitted to Monitor in line with prescribed deadlines. 

 

6 BANK AND GBS ACCOUNTS 
 

6.1 General 
 

6.1.1 The Director of Finance & Strategic Planning 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/ Directions issued from time to time by the Department of Health or 
Monitor.  

 
6.1.2 The Board shall approve the banking arrangements. 

 

6.2 Bank and GBS accounts 
 

6.2.1 The Director of Finance & Strategic Planning is responsible for: 
 

 (a) bank accounts and Government Banking Service (GBS) accounts; 
(b) establishing separate bank accounts for the Trust's charitable funds; 
(c) ensuring payments made from bank or GBS 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. 

 
6.3 Banking procedures 
 

6.3.1 The Director of Finance & Strategic Planning will prepare detailed instructions 
on the operation of bank and GBS accounts that must include: 

 
(a) the conditions under which each bank and GBS account is to be 

operated; 
(b) the limit to be applied to any overdraft; 
(c) those authorised to sign cheques or other orders drawn on the Trust's 

accounts. 
 

All such instructions are to be approved by the Board before they come into 
effect. 

 
6.3.2 The Director of Finance & Strategic Planning must advise the Trust’s bankers 

in writing of the conditions under which each account will be operated 
(including changes and cancellations in those conditions) in accordance with 
the resolutions of the Board. 

 
6.3.3 All funds shall be held in accounts in the name of the Trust. This shall include 

all funds from income generation, charitable or other sources connected with 
the Trust or its activities. 

 



 

Page 36 of 198 

6.3.4 No Director, officer or other member of staff other than the Director of Finance 
& Strategic Planning shall open any bank account in the name of the Trust or 
for the purpose of depositing funds from income generation schemes, 
charitable or other sources connected with the Trust or its activities. 

 
6.3.5 Where an agreement is entered into with another body for payments to be 

made on behalf of the Trust from bank accounts maintained in the name of 
the other body, or by electronic funds transfer (e.g. BACS), the Director of 
Finance & Strategic Planning shall ensure that satisfactory security 
regulations of the other body relating to bank accounts exist and are 
observed. 

 
6.4 Review 
     

6.4.1 The Director of Finance & Strategic Planning will review the banking 
arrangements of the Trust at regular intervals to ensure they reflect best 
practice and represent best value for money. 

 
 

7 INCOME, FEES AND CHARGES AND SECURITY OF CASH, CHEQUES 
AND OTHER NEGOTIABLE INSTRUMENTS 

 

7.1 Income systems 
 

7.1.1 The Director of Finance & Strategic Planning is responsible for designing, 
maintaining and ensuring compliance with systems for the proper recording, 
invoicing, collection and coding of all monies due.   

 
7.1.2 The Director of Finance & Strategic Planning is also responsible for the 

prompt banking of all monies received. 
 
7.2 Fees and charges 
 

7.2.1 The Director of Finance & Strategic Planning is responsible for approving and 
regularly reviewing the level of all fees and charges other than those 
determined by the National Tariff.  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’s Commercial 
Sponsorship – Ethical standards in the NHS shall be followed. 

 
7.2.2 All employees must inform the Director of Finance & Strategic Planning 

promptly of money due arising from transactions which they initiate/deal with, 
including all contracts, leases, tenancy agreements, private patient 
undertakings (involving Trust facilities or staff).  Category 2 income (Medical 
and Dental Staff) and other transactions where such income is earned for 
work or transactions taking place on Trust premises or using Trust resources. 

 
7.3 Debt recovery 
 

7.3.1 The Director of Finance & Strategic Planning is responsible for the 
appropriate recovery action on all outstanding debts. 
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7.3.2 Income not received should be dealt with in accordance with losses 
procedures. (See section 14.) 

 
7.3.3 Overpayments should be detected (or preferably prevented) and recovery 

initiated. 
 
7.4 Security of cash, cheques and other negotiable instruments 
 
7.4.1 The Director of Finance & Strategic Planning 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; 
(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; and 

(d) prescribing systems and procedures for handling cash and negotiable 
securities on behalf of the Trust. 

 
7.4.2 Trust money shall not under any circumstances be used for the encashment of 

private cheques, nor IOUs. 
 
7.4.3 All cheques, postal orders, cash, and other financial instruments shall be banked 

intact.  Disbursements shall not be made from cash received, except under 
arrangements approved by the Director of Finance & Strategic Planning. 

 
7.4.4 The holders of safe keys shall not accept unofficial funds for depositing in their safes 

unless such deposits are in special sealed envelopes or locked containers.  It shall 
be made clear to the depositors that the Trust is not to be held liable for any loss, and 
written indemnities must be obtained from the organisation or individuals absolving 
the Trust from responsibility for any loss. 

 
 

8 NHS SERVICE AGREEMENTS FOR PROVISION OF SERVICES 
 

8.1 The Chief Executive is responsible for ensuring the Trust enters into suitable Service 
Agreements with Commissioners for the provision of NHS services.  All Service 
Agreements shall aim to implement the agreed priorities contained within the NHS 
Operational Framework, locally agreed priorities and shall be in the format of the 
Model Contract for NHS Service provision.  In discharging this responsibility, the 
Chief Executive shall take into account: 

 the standards of service quality expected; 

 the relevant national service framework (if any); 

 the provision of reliable information on cost and volume of services; 

 the annual plan and approved budget. 
 

In carrying out these functions, the Chief Executive shall take into account the 
advice of the Director of Finance & Strategic Planning regarding: 

 
(a) costing and pricing of all services; 
(b) payment terms and conditions; 
(c) amendments to contracts and extra-contractual arrangements; 
(d) risks associated with fines and penalties and performance related payments 

(including CQUINS). 
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(e) Trust’s capacity to deliver the activity levels.  
 
8.2 Agreements should be so devised as to minimise risk whilst maximising the Trust’s 

opportunity to generate income.  Contract prices shall comply with “Costing for 
Contracting” guidelines and/or the National Tariff as appropriate. 
 

8.3 All service changes planned for the year shall be included in the Budget and Annual 
Plan presented to the Board for approval in line with SFI 4.2.2 
 

8.4 The Board shall authorise all subsequent changes to services where there is an 
estimated revenue income or expenditure of £100,000 or more.  In such cases the 
Chief Executive shall present to the Board a detailed business case in the format 
agreed by the Board on the Director of Finance & Strategic Planning 
recommendation. 
 

8.5 The Chief Executive shall report to the Board at the next meeting, all agreement 
where the estimated revenue income or expenditure is less than £100,000. 

 
8.6 A good Service Agreement will result from a dialogue of clinicians, users, carers, 

public health professionals and managers.  It will reflect knowledge of local needs 
and inequalities.  This will require the Chief Executive to ensure that the Trust works 
with all partner agencies involved in both the delivery and the commissioning of the 
service required.  The Service Agreement will apportion responsibility for handling a 
particular risk to the party or parties in the best position to influence the event and 
financial arrangements should reflect this.  In this way the Trust can jointly manage 
risk with all interested parties. 

 
8.7 The Director of Finance & Strategic Planning shall ensure that regular reports are 

provided to the Board detailing actual and forecast income from the Service 
Agreement, against plan.   

 
 

9 TERMS OF SERVICE, ALLOWANCES AND PAYMENT OF DIRECTORS 
AND EMPLOYEES 

 

9.1 Remuneration and terms of service 
 

9.1.1 The appointment and remuneration of Non-executive directors shall be 
determined by the Council of Governors. 

 
9.1.2 The appointment and remuneration of Executive Directors shall be 

determined by the Remuneration Committee as set out in Standing Orders. 
 
9.2 Funded establishment 
 

9.2.1 The workforce plans incorporated within the annual budget will form the 
funded establishment.   

 
9.2.2 The Trust’s funded establishment may be varied only by 

 
i) changes possible within the approved budget envelope for the budget 

manager, 
ii) changes agreed through the virement process and within the Chief 

Executive’s budget envelope, 
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iii) changes approved by the Board under SFI 8.4 or by the Chief 
Executive under SFI 8.5. 

 
The Director of Finance & Strategic Planning shall issue procedures setting 
out how the funded establishment shall be changed. 

 
9.3 Staff appointments 
 

9.3.1 No Executive Director or member of staff 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 in the Scheme of 

Delegation; and 
 

 (b) within the limit of the Chief Executive’s approved budget and funded 
establishment. 

 
9.3.2 The Director of Finance & Strategic Planning shall devise such procedures so 

as to ensure that 9.3.1 is complied with and will report to the Chief Executive 
all instances when these procedures have not been complied with. 

 
9.3.3 The Director responsible for Workforce shall devise procedures for the 

determination of commencing pay rates and conditions of service for 
employees. 

  
9.4 Processing payroll 
 

9.4.1 The Director Responsible for Workforce is responsible for: 
 

(a) specifying timetables for submission of properly authorised time 
records and other notifications; 

(b) the final determination of pay and allowances; 
(c) making payment on agreed dates; and 
(d) agreeing method of payment. 

 
   

9.4.2 The Director responsible for Workforce 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) pay advances and their recovery; 
 
The Director of Finance & Strategic Planning will issue instructions regarding 

 
(h) methods of payment available to various categories of staff and 

officers; 
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(i) procedures for payment by cheque, bank credit, or cash to staff and 
officers; 

(j) procedures for the recall of cheques and bank credits 
(k) maintenance of regular and independent reconciliation of pay control 

accounts; 
(l) separation of duties of preparing records and handling cash; and 
(m) a system to ensure the recovery from leavers of sums of money and 

property due by them to the Trust. 
   

9.4.3 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 
Director responsible for Workforce's instructions and in the form 
prescribed by the Director responsible for Workforce; and 

(c) submitting termination forms in the prescribed form immediately upon 
knowing the effective date of a member of staff  or officer’s 
resignation, termination or retirement.  Where there are circumstances 
that suggest they have left without notice, the Director of Finance & 
Strategic Planning or his designated financial officer must be informed 
immediately. 

 
9.4.4 Regardless of the arrangements for providing the payroll service, the Director 

responsible for Workforce shall ensure that the chosen method is supported 
by appropriate (contracted) terms and conditions, and that suitable 
arrangements are made for the collection of payroll deductions and payment 
of these to appropriate bodies. 

 
 The Director of Finance & Strategic Planning will ensure that adequate 

internal controls and audit review procedures are in place. 
 
9.5 Contracts of employment 
 

9.5.1 The Chief Executive shall delegate responsibility to the Director responsible 
for Workforce who may then nominate a manager 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; and 

(b) dealing with variations to, or termination of, contracts of employment. 
 

9.5.2 The Director responsible for Workforce shall ensure that there are procedures 
for agreeing staff objectives, carrying out staff appraisals, evaluation and 
identifying development needs. 

 
9.5.3 The Director of responsible for Workforce shall prepare, for approval by the 

Board, appropriate Human Resource (HR) policies and documents, including 
the following: 

 
(a) Terms and conditions of employment for all staff (except for those staff 

covered by the Appointments and Remuneration Committee) 
(b) Disciplinary Policy 
(c) Grievance Policy 
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10 NON-PAY EXPENDITURE 
 

10.1 Delegation of authority 
 

10.1.1 The Board will approve the level of non-pay expenditure on an annual basis 
and from time to time will determine the level of delegation to budget 
managers on advice from the Chief Executive and Director of Finance & 
Strategic Planning. 
 

10.1.2 Within the overall framework established by the Board in Section 4 of The 
Delegation of Powers the Director of Finance & Strategic Planning will set out: 

 
(a) the list of managers who are authorised to place requisitions for the 

supply of goods and services, and 
(b) the maximum level of each requisition and the system for 

authorisation above that level. 
 

10.1.3 The Director of Finance & Strategic Planning shall set out procedures on the 
seeking of professional advice regarding the supply of goods and services. 

  
10.2 Choice, requisitioning, ordering, receipt and payment for goods and services 
 

10.2.1 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 Supplies Manager shall be sought.  Where 
this advice is not acceptable to the requisitioner, the Director of Finance & 
Strategic Planning (and/or the Chief Executive) shall be consulted. 

 
10.2.2 The Director of Finance & Strategic Planning shall be responsible for the 

prompt payment of accounts and claims.  Payment of contract invoices shall 
be in accordance with contract terms, or otherwise, in accordance with 
national guidance. 

 
10.2.3 The Director of Finance & Strategic Planning 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 will be incorporated in 
standing orders and regularly reviewed (incorporated as Section 4 of 
the Delegation of Powers); 

(b) prepare procedural instructions, where not already provided in the 
Standing Orders/Standing Financial Instructions 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 Directors/employees (including specimens of their 

signatures) authorised to certify invoices. 
(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 Director of 
Finance & Strategic Planning 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, (except as 
below). 

 
 The procedures approved by the Director of Finance & Strategic 

Planning will cover the use of electronic systems dealing with the 
above where they exist. 

 
10.2.4 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. cashflows must be discounted to 
NPV using the National Loans Fund (NLF) rate plus 2%).  

(b) the appropriate Executive Director 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 Director of Finance & Strategic Planning will need to be satisfied 
with the proposal before contractual arrangements proceed (taking 
into account the EU public procurement rules where the contract is 
above a stipulated financial threshold); and 

 
(d) the budget holder is responsible for ensuring that all items due under 

a prepayment contract are received and he must immediately inform 
the Director of Finance & Strategic Planning if problems are 
encountered. 

 
10.2.5 Official Orders must: 

(a) be consecutively numbered; 
(b) be in a form approved by the Director of Finance & Strategic Planning; 
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(c) state the Trust's terms and conditions of trade; and 
(d) only be issued to, and used by, those duly authorised by the Director 

of Finance & Strategic Planning 
 

10.2.6 All directors, officers and employees of the Trust must ensure that they 
comply fully with the guidance and limits specified by the Director of Finance 
& Strategic Planning and that: 

 
(a) the Director of Finance & Strategic Planning is directly informed of all 

money payable by the Trust arising from transactions which they 
initiate.  The means of advice will normally be contained in the 
Financial Procedures Manual but, if in doubt, advice should be sought 
from the Director of Finance & Strategic Planning; 

 (b) all contracts (other than for a simple purchase permitted within the 
Scheme of Delegation or delegated budget), leases, tenancy 
agreements and other commitments which may result in a liability, are 
notified to the Director of Finance & Strategic Planning in advance of 
any commitment being made 

(c) contracts above specified thresholds are advertised and awarded in 
accordance with EU and GATT rules on public procurement and 
comply with the White Paper on Standards, Quality and International 
Competitiveness (CMND 8621); 

(d) where consultancy advice is being obtained, the procurement of such 
advice must be in accordance with guidance issued by the 
Department of Health; 

(e) 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; 
(see Standard of Business Conduct, Schedule C of Standing Orders)  

(f) no requisition/order is placed for any item or items for which there is 
no budget provision.  Budget Holders shall ensure that funds are vired 
to budget lines to meet the cost of such items.  In the event that there 
is insufficient flexibility in the total department budget, the Budget 
Holder shall refer the matter to his manager and ultimately the Chief 
Executive for such necessary virement; 

(g) all goods, services, or works are ordered on an official order  (which 
may be an electronic form approved by the Director of Finance & 
Strategic Planning) except for works and services that are executed in 
accordance with a separate written contract, or purchases from petty 
cash; 

 
(h) verbal orders must only be issued very exceptionally - by a member of 

staff designated by the Chief Executive (after advice from the Director 
of Finance & Strategic Planning) and only in cases of emergency or 
urgent necessity.  These must be confirmed by an official order and 
clearly marked "Confirmation Order"; 

(i) orders are not split or otherwise placed in a manner devised so as to 
avoid the financial thresholds; 

(j) goods are not taken on trial or loan in circumstances that could 
commit the Trust to a future uncompetitive purchase.  All loan 
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equipment shall be acquired in accordance with procedures drawn up 
by the Director of Finance & Strategic Planning; 

(k) changes to the list of directors/employees and officers authorised to 
certify invoices are approved by the Director of Finance & Strategic 
Planning; 

(l) purchases from petty cash are restricted in value and by type of 
purchase in accordance with instructions issued by the Director of 
Finance & Strategic Planning; and 

(m) petty cash records are maintained in a form as determined by the 
Director of Finance & Strategic Planning. 

 
   

10.2.7 The Director of Finance & Strategic Planning shall ensure that the 
arrangements for financial control and financial audit of building and 
engineering contracts and property transactions comply with the NHS Estates 
guidance including P21 where appropriate.  The technical audit of these 
contracts shall be the responsibility of the relevant Director. 

 
10.3 The Chief Executive shall delegate responsibility to clinical directorates to authorise 

the use of new pharmaceutical drugs up to an annual expenditure of £25,000, 
provided the expenditure is within the directorate’s budget provision.  Where a new 
drug is anticipated to cost more than £25,000 it must be referred to the Trust’s 
Medicines Management Committee for approval and referral to the Executive 
Management Board (EMB) for information.  All such expenditure must be contained 
within the budget limit for the division. 

 
11 EXTERNAL BORROWING, PUBLIC DIVIDEND CAPITAL, AND 

INVESTMENTS 
 

11.1 External Borrowing 
 

11.1.1 The Director of Finance & Strategic Planning will advise the Board concerning 
the Trust’s ability to pay interest and dividends on, and repay, the Public 
Dividend Capital, new capital and any proposed new borrowing, within the 
limits set by the Department of Health or Monitor.  The Director of Finance & 
Strategic Planning is also responsible for reporting periodically to the Board 
concerning the Public Dividend Capital and all loans and overdrafts. 

 
11.1.2 Any application for a loan or overdraft will only be made by the Director of 

Finance & Strategic Planning or by a member of staff so delegated by him. 
 

11.1.3 The Director of Finance & Strategic Planning shall prepare detailed 
procedural instructions concerning applications for loans and overdrafts.  
These shall be detailed in the Financial Procedures Manual. 

 
11.1.4 All short term borrowings should be kept to the minimum period of time 

possible, consistent with the overall cash flow position.  Any short term 
borrowing requirement must be authorised by the Director of Finance & 
Strategic Planning. 

 
11.1.5 All long term borrowing and additional Public Dividend Capital must be 

consistent with the plans outlined in the Annual Plan, be within the Trust’s 
external borrowing limits as approved by Monitor, and approved by the Board. 
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11.2 Investments 
 

11.2.1 The Board shall approve an Investment Strategy and Policy after advice from 
the Director of Finance & Strategic Planning. 

 
11.2.2 Temporary cash surpluses must be held only in such public or private sector 

investments set out in the Investment Strategy and Policy. 
 

11.2.3 The Director of Finance & Strategic Planning is responsible for advising the 
Board on investments and shall report periodically to the Board concerning 
the performance of investments held. 

 
11.2.4 The Director of Finance & Strategic Planning will prepare detailed procedural 

instructions on the operation of investment accounts and on the records to be 
maintained. 

 
 

12. CAPITAL INVESTMENT, PRIVATE FINANCING, FIXED ASSET 
REGISTERS AND SECURITY OF ASSETS 

 

12.1 Capital investment 
 

12.1.1 The Board shall approve, at least every three years, an Estates Strategy 
setting out the key capital investments on the estate, building, plant and 
equipment over the next five years. 

 
12.1.2 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 annual 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; and 

(c) shall ensure that the capital investment is not undertaken without 
confirmation of commissioner support, where appropriate, and the 
availability of resources to finance all revenue consequences, 
including capital charges. 

 
12.1.3 All “Capital Expenditure” must receive prior approval from the Board by way 

of the Capital Programme. 
 
 
 
 

12.1.4 The Board may include in the Capital Programme a “Capital Contingency” 
intended to cover urgent needs arising during the year.  Any commitments 
against the capital contingency will be authorised in line with the Scheme of 
Delegation and reported retrospectively quarterly to the Board. 

 
12.1.5 All bids for adhoc funds which have been identified after the Capital 

Programme has been approved, must be notified to the Board 
 

i) prior to the bid being made, if possible; 
ii) at the next meeting after the bid has been made 
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in order that the Board may consider the capital and revenue consequences 
in light of its annual priorities, and that the bids may be incorporated into the 
Capital Programme. 

 
12.1.6 For every capital expenditure proposal the Chief Executive shall ensure: 

 
(a) that for assets with a purchase cost of more than £100,000, is 

produced setting out: 
 

(i) an option appraisal of potential benefits compared with known 
costs to determine the option with the highest ratio of benefits 
to costs; and 

   (ii) appropriate project management and control arrangements;  
(iii) the involvement of appropriate Trust personnel and external 

agencies;  
(iv) list of all contractors and suppliers of materials and services 

with whom the Trust will have a contract or where the Trust 
specifies, in the contract, specific sub-contractors or suppliers; 
and 

 
(b) that the Director of Finance & Strategic Planning has certified 

professionally to the costs and revenue consequences detailed in the 
business case. 

 
All business cases shall be submitted to the Board for approval prior to any 
contractual or other commitment is made. 

 
12.1.7 For Capital schemes under the limits in 12.1.6 and already included in the 

Capital Programme, there shall be no requirement for approval by the Board 
prior to commitment.  Such commitment will be reported to the Board at its 
next meeting. 

 
12.1.8 All purchase requisitions for “Capital” must be allocated a Capital Programme 

number (nominal code) by an officer, appointed by the Director of Finance & 
Strategic Planning, prior to authorisation. 

 
12.1.9 For capital schemes where the contracts stipulate stage payments, the Chief 

Executive will issue procedures for their management, incorporating NHS 
Estates recommended best practice. 

 
12.1.10 The Director of Finance & Strategic Planning shall assess on an annual 

basis the requirement for the operation of the construction industry tax 
deduction scheme in accordance with Inland Revenue guidance. 

 
12.1.11 The Director of Finance & Strategic Planning shall issue procedures for the 

regular reporting of expenditure and commitment against authorised 
expenditure. 

 
12.1.12 Section 4.3 of the Delegation of Powers shall set out those officers with 

authority to commit expenditure against capital schemes in the approved 
capital programme or against a capital contingency approved by the Board. 
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The Chief Executive shall give to the manager responsible for the scheme 
authority to proceed to tender and approval to accept a successful tender. 

 
The Chief Executive will issue a scheme of delegation for the management of 
capital projects in accordance with "Estate code" guidance. 

 
12.1.13 The Director of Finance & Strategic Planning 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. 

 
12.1.14 In the case of large capital schemes the Director of Estates & Facilities, 

subject to approval by the Chief Executive (on advice from the Director of 
Finance & Strategic Planning), shall establish a procedure for progressing the 
scheme and authorising various payments up to completion.  The Board shall 
be kept informed of the progress of the scheme, including forecasts of 
expenditure compared to expenditure authorised. 

 
12.2 Private finance    
 

12.2.1 The Trust should normally test for PFI when considering a capital 
procurement. When the Trust proposes to use finance that is to be provided 
other than through its own internally generated resources or loan facilities, the 
following procedures shall apply: 

 
(a) The Director of Finance & Strategic Planning shall demonstrate that 

the use of private finance represents value for money and genuinely 
transfers significant risk to the private sector. 

(b) The proposal must be specifically agreed by the Board in line with 
paragraph 12.1 above. 

(c) Where the sum involved exceeds delegated limits, the business case 
must be referred to Monitor. 

(d) A full business case is produced in line with Monitor’s Risk Evaluation 
in investment decisions guidance 

 
12.2.2 All PFI rentals (periods in excess of one month) and leases must be approved 

by the Director of Finance & Strategic Planning.   
 

12.3 Asset registers 
 

12.3.1 The Chief Executive shall delegate to the Director of Finance & Strategic 
Planning his responsibility for the maintenance of register of assets.  The 
Director of Finance & Strategic Planning shall arrange for a physical check of 
assets against the asset register to be conducted once a year. 

 
12.3.2 The Trust shall maintain an asset register recording fixed assets including 

those that are rented/leased.  The minimum data set to be held within these 
registers shall be as specified in the Capital Accounting Manual as issued by 
the Department of Health or Monitor. 

 
12.3.3 Additions to the fixed asset register must be clearly identified to an 

appropriate budget holder and be validated by reference to: 
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(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; and 

(c) lease agreements in respect of assets held under a finance lease and 
capitalised.   

 
12.3.4 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). 

 
12.3.5 The Director of Finance & Strategic Planning shall approve procedures for 

reconciling balances on fixed assets accounts in ledgers against balances on 
fixed asset registers. 

 
12.3.6 The Director of Finance & Strategic Planning will arrange for interim and full 

asset valuations in line with the FT Annual Reporting Manual, using 
appropriate qualified valuers. 

 
12.3.7 The value of each asset shall be depreciated using methods estimated lives 

as approved by the Director of Finance & Strategic Planning and in line with 
accepted accounting practice. 

 
12.3.8 The Director of Finance & Strategic Planning shall calculate capital charges 

as specified in the FT Annual Reporting Manual issued by Monitor. 
 
12.4 Security of assets 
 

12.4.1 The overall control of fixed assets (including those that are rented/leased) is 
the responsibility of the Chief Executive. 

   
12.4.2 Asset control procedures (including fixed assets, cash, cheques, negotiable 

instruments and donated assets) must be established by the Director of 
Finance & Strategic Planning.  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; and 

(g) reporting, recording and safekeeping of cash, cheques, and 
negotiable instruments. 

(h) negotiation for disposition of any asset at the end of the lease. 
 

12.4.3 All discrepancies revealed by verification of physical assets to fixed asset 
register shall be notified to the Director of Finance & Strategic Planning. 
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12.4.4 Whilst all Staff have a responsibility for the security of property of the Trust, it 
is the responsibility of Board members and senior employees in all disciplines 
to apply such appropriate routine security practices in relation to NHS 
property as may be determined by the Board.  Any breach of agreed security 
practices must be reported in accordance with instructions. 

 
12.4.5 Any damage to the Trust's premises, vehicles and equipment, or any loss of 

equipment, stores or supplies must be reported by Directors and Staff in 
accordance with the procedure for reporting losses. 

 
12.4.6 Wherever practical, the Supplies Manager shall ensure that assets are 

permanently marked as Trust property. 
 

12.4.7 Staff wishing to use Trust property for their private use must obtain prior 
authorisation from the Director of Finance & Strategic Planning.  An 
appropriate charge may be raised and the member of staff must : 

 
a) sign an appropriate receipt form designed by the Director of Finance & 

Strategic Planning, 
b) arrange for insurance as advised by the Director of Finance & 

Strategic Planning 
 

12.4.8 The Director of Finance & Strategic Planning shall consult with the Trust’s risk 
and insurance advisors so as to protect the Trust’s assets.  He will purchase 
adequate insurance against loss within Department of Health or Monitor rules. 

 
 

13 STORES AND RECEIPT OF GOODS 
 

13.1 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. 

 
13.2 Subject to the responsibility of the Director of Finance & Strategic Planning for 

the systems of control, overall responsibility for the control of stores shall be 
delegated to an officer by the Chief Executive.  The day-to-day responsibility 
may be delegated by him to departmental employees and stores 
managers/keepers, subject to such delegation being entered in a record 
available to the Director of Finance & Strategic Planning.  The control of any 
Pharmaceutical stocks shall be the responsibility of a designated 
Pharmaceutical Officer; the control of any fuel oil of a designated Estates 
Manager. 

 
13.3 The Director of Finance & Strategic Planning shall authorise those Staff to 

have responsibility to requisition and receive stock from the Trust stores or 
through external suppliers. 

 
13.4 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 NHS property. 
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13.5 The Director of Finance & Strategic Planning shall set out procedures and 

systems to regulate the stores including records for receipt of goods, issues, 
and returns to stores, and losses. 

 
13.6 Stocktaking arrangements shall be agreed with the Director of Finance & 

Strategic Planning and there shall be a physical check covering all items in 
store at least once a year. 

 
13.7 Where a complete system of stores control is not justified, alternative 

arrangements shall require the approval of the Director of Finance & Strategic 
Planning. 

 
13.8 The designated Manager/Pharmaceutical Officer shall be responsible for a 

system approved by the Director of Finance & Strategic Planning 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 Director of Finance & Strategic Planning any evidence of significant 
overstocking and of any negligence or malpractice (see also SFI 14, 
Disposals and Condemnations, Losses and Special Payments).  Procedures 
for the disposal of obsolete stock shall follow the procedures set out for 
disposal of all surplus and obsolete goods. 

 
13.9 For goods supplied via the NHS Purchasing and Supplies Agency central 

warehouses or equivalent, 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 before forwarding this to the Director 
of Finance & Strategic Planning who shall satisfy himself that the goods have 
been received before accepting the cost. 

 
 
14 DISPOSALS AND CONDEMNATIONS, LOSSES AND SPECIAL 

PAYMENTS 
 

14.1 Disposals and Condemnations 
 

14.1.1 The Director of Finance & Strategic Planning must prepare detailed 
procedures for the disposal of assets including condemnations, and ensure 
that these are notified to managers.  

 
14.1.2 The Director of Finance & Strategic Planning must nominate Condemning 

Officers, appropriate to the asset or goods. 
 
 

14.1.3 When it is decided to dispose of a Trust asset, the head of department or 
authorised deputy will determine and advise the Director of Finance & 
Strategic Planning of the estimated market value of the item, taking account 
of professional advice where appropriate. 

 
14.1.4 All unserviceable articles shall be: 

 
(a) condemned or otherwise disposed of by a member of staff authorised 

for that purpose by the Director of Finance & Strategic Planning; 
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(b) recorded by the Condemning Officer in a form approved by the 
Director of Finance & Strategic Planning that 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 
member of staff authorised for the purpose by the Director of Finance 
& Strategic Planning. 

 
14.1.5 The Trust’s 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 Director of Finance & Strategic Planning who will take the appropriate 
action.  

 
14.1.6 The disposal of any land, building or other asset (where the net book value or 

proceeds of “other asset” is more than £50,000) shall be subject to prior 
approval by the Board. 

 
14.1.7 Protected Assets will require Monitor approval prior to disposal/sale. 

 
 
14.2 Losses and special payments  
 

14.2.1 The Director of Finance & Strategic Planning must prepare procedural 
instructions on the recording of and accounting for condemnations, losses, 
and special payments.  (See Financial Procedures Manual) 

   
14.2.2 Any members of Staff or Officer discovering or suspecting a loss of any kind 

must either immediately inform their head of department, who must 
immediately inform the Director of Finance & Strategic Planning (or an officer 
nominated by him) or inform an officer charged with responsibility for 
responding to concerns involving loss confidentially.  (See Fraud Policy and 
Response Plan and/or the Trust’s Whistle Blowing Policy).  This officer will 
then appropriately inform the Director of Finance & Strategic Planning. 

 
14.2.3 The Trust’s “Fraud and Response Plan” shall form part of these SFI’s.  It sets 

out the actions to be taken by persons detecting a suspected fraud and those 
persons responsible for investigating it. 

   
14.2.4 For losses apparently caused by theft, arson, neglect of duty or gross 

carelessness, except if trivial, the Director of Finance & Strategic Planning or 
a nominated officer must notify as soon as possible :  

 (a) the Local Counter Fraud Specialist, 
(b) the Audit Committee,  
(c) the External Auditor, 
(d) the Police in the cases of suspected theft or arson 

 
14.2.5 Within limits delegated to it by the Department of Health (currently listed in 

Schedule II), the Board shall approve the writing-off of losses. The Board 
shall delegate its responsibility for the approval of write-off and authorisation 
of special payments to the Chief Executive and Director of Finance & 
Strategic Planning, acting jointly, for such categories and values as the Board 
shall determine and set out on Schedule II. 
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No payment exceeding these delegated limits may be made, even in an 
emergency, without the prior approval of the Chairman or in his absence, the 
Vice-Chairman. 

 
14.2.6 The Director of Finance & Strategic Planning shall be authorised to take any 

necessary steps to safeguard the Trust's interests in bankruptcies and 
company liquidations. 

 
14.2.7 For any loss, the Director of Finance & Strategic Planning should consider 

whether any insurance claim could be made. 
 

14.2.8 The Director of Finance & Strategic Planning shall maintain a Losses and 
Special Payments Register in which write-off action is recorded. 

 
14.2.9 No special payments exceeding delegated limits shall be made without the 

prior approval of the Treasury and notified to Monitor. 
 
 

15 INFORMATION TECHNOLOGY 
 

15.1 The Director of Finance & Strategic Planning, 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  adequate 

(reasonable) protection of the Trust's data, programs  and computer hardware 
for which he 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 adequate (reasonable) controls exist over data entry, processing, 
storage, transmission and output to ensure security, privacy, accuracy, 
completeness, and timeliness of the data, as well as the efficient and effective 
operation of the system; 

(c) ensure that adequate controls exist such that the computer operation is 
separated from development, maintenance and amendment; 

(d) ensure that an adequate management (audit) trail exists through the 
computerised system and that such computer audit reviews as he may 
consider necessary are being carried out. 

 
 
15.2 The Director of Finance & Strategic Planning shall satisfy himself that new financial 

systems and amendments to current financial systems are developed in a controlled 
manner and thoroughly tested prior to implementation.  Where this is undertaken by 
another organisation, assurances of adequacy must be obtained from them prior to 
implementation. 

 
15.3 The Director of Finance & Strategic Planning shall ensure that contracts for computer 

services for financial applications with another health organisation or any other 
agency shall clearly define the responsibility of all parties for the security, privacy, 
accuracy, completeness, and timeliness of data during processing, transmission and 
storage.  The contract should also ensure rights of access for audit purposes. 

 
15.4 Where another health organisation or any other agency provides a computer service 

for financial applications, the Director of Finance & Strategic Planning shall 
periodically seek assurances that adequate controls are in operation. 
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15.5 Where computer systems have an impact on corporate financial systems the Director 

of Finance & Strategic Planning shall satisfy himself that: 
 

(a) systems acquisition, development and maintenance are in line with corporate 
policies such as an Information Technology Strategy; 

(b) data assembled for processing by financial systems is adequate, accurate, 
complete and timely, and that a management (audit) trail exists;  

(c) Director of Finance & Strategic Planning staff have access to such data; and 
(d) such computer audit reviews are being carried out as are considered 

necessary. 
 

16 PATIENTS' PROPERTY  
 

16.1 The Trust has a responsibility to provide safe custody for money and other personal 
property (hereafter referred to as "property") handed in by patients, in the possession 
of unconscious or confused patients, or found in the possession of patients dying in 
hospital or dead on arrival. 

 
16.2 The Chief Executive is responsible for ensuring that patients or their guardians, as 

appropriate, are informed before or at admission by: 
 

-  notices and information booklets, 
- hospital admission documentation and property records, 
- the oral advice of administrative and nursing staff responsible for admissions, 

 
that the Trust will not accept responsibility or liability for patients' property brought 
into Health Service premises, unless it is handed in for safe custody and a copy of an 
official patients' property record is obtained as a receipt. 

 
16.3 The Director of Finance & Strategic Planning 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 but also to protect the security of staff and Trust property. 

 
16.4 Where Department of Health instructions require the opening of separate accounts 

for significant patients' moneys, these shall be opened and operated under 
arrangements agreed by the Director of Finance & Strategic Planning. 

 
 
16.5 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. 

 
16.6 Staff should be informed, on appointment, by the appropriate departmental or senior 

manager of their responsibilities and duties for the administration of the property of 
patients. 
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16.7 Where patients' property or income is received for specific purposes and held for 
safekeeping the property or income shall be used only for that purpose, unless any 
variation is approved by the donor or patient in writing. 

 
 

17 FUNDS HELD ON TRUST 
 

17.1 The Board of Directors Standing Orders (paragraph 1.5)  state the Trust's 
responsibilities as a corporate trustee for the management of funds it holds on trust 
and define how those responsibilities are to be discharged. They explain that 
although the management processes may overlap with those of the organisation of 
the Trust, the trustee responsibilities must be discharged with full recognition of the 
accountabilities to the Charity Commission for charitable funds held on trust. The 
Trustee’s Sub-Committee has authority to exercise many of the powers of the Board 
(see Schedule II to Standing Orders). 

 
17.2 The reserved powers of the Board and the Scheme of Delegation and the Terms of 

Reference of the Trustees Sub-Committee make clear where decisions regarding the 
exercise of dispositive discretion are to be taken and by whom. Directors and officers 
must take account of that guidance before taking action. SFI’s are intended to 
provide guidance to persons who have been delegated to act on behalf of the 
Corporate Trustee. 

 
17.3 As management processes overlap most of the sections of these Standing Financial 

Instructions will apply to the management of funds held on trust. This section covers 
those instructions which are specific to the management of funds held on trust. 

 
17.4 The over-riding principle is that the integrity of each trust must be maintained and 

statutory and trust obligations met. Materiality must be assessed separately from 
Exchequer activities and funds. 

 
17.5 Non-charitable items such as payment for drug trials, shall not be held in 

Funds Held on Trust 
 
17.6 The Director of Finance & Strategic Planning shall maintain such accounts and 

records as may be necessary to record and protect the funds, including an 
investment register. 

   
17.7 The funds shall be invested by the Director of Finance & Strategic Planning in 

accordance with the Board’s policies, subject to statutory requirements, and after 
seeking the advice of a professional body approved by the Board. 

 
17.8 All share and stock certificates and property deeds shall be deposited either with the 

Trust’s bankers or stock brokers, or in a safe or in a compartment of a safe, to which 
only the Director of Finance & Strategic Planning, or an officer delegated by him, will 
have access. The Board (acting as Trustee) shall approve any organisation acting as 
Nominees to hold stocks and shares on behalf of the Trustee. 

  
17.9 All gifts, donations, proceeds from fund-raising activities and other monies which are 

intended for the use of the Trust, patients or staff shall be handed immediately to the 
Director of Finance & Strategic Planning, to be banked in the funds’ bank accounts.  
Under no circumstances may Directors, Officers or staff maintain cash floats or 
separate bank accounts for money donated, gifted or earned through fund raising 
without the written authority of the Director of Finance & Strategic Planning. 



 

Page 55 of 198 

 
17.10 All gifts accepted shall be received in the name of the fund to which they relate and 

administered in accordance with the Trust’s procedures, subject to the terms of the 
specific trust. 

 
17.11 Gifts may only be accepted for purposes relating to the National Health Service and, 

in cases of doubt, officers and staff should consult the Director of Finance & Strategic 
Planning before accepting such gifts. 

 
17.12 The Director of Finance & Strategic Planning shall be required to advise the Board 

on the financial implications of any proposal for fund-raising activities including those 
by outside bodies or organisations. 
 

17.13 The Director of Finance & Strategic Planning shall be kept informed of all enquiries 
regarding legacies and shall keep an appropriate record.  After the death of a 
testator, all correspondence concerning a legacy shall be dealt with on behalf of the 
Board by the Director of Finance & Strategic Planning who alone shall be 
empowered to give an executor a good discharge. 
 

17.14 In the absence of an executor of a deceased person, the Director of Finance & 
Strategic Planning is authorised to make application for the grant of Probate in order 
to obtain a legacy due to the Trust under the terms of the deceased’s Will. 

 

18 RETENTION OF DOCUMENTS 
 

18.1 The Chief Executive shall be responsible for maintaining archives for all financial and 
other documents required to be retained in accordance with Department of Health 
guidelines currently  HSC 1999/053. 

 
18.2 The documents held in archives shall be capable of retrieval by authorised persons. 
 
18.3 Documents held in accordance with HSC 1999/053 shall only be destroyed in line 

with a Document Destruction Policy approved by the Board. 
 

19 INSURANCE AGAINST RISK  
 

19.1 Standing Instructions Relating for Non-Financial Risk set out the arrangements for 
identifying and managing risk. 
 

19.2 The Director of Finance & Strategic Planning is responsible for advising the Board on 
insurance cover against risks and making the arrangements for this cover. 

 
19.3 The Trust shall insure through the risk pooling schemes administered by the NHS 

Litigation Authority where this is appropriate but enhanced cover will be required from 
commercial underwriters where risk gaps exist or where cover is considered by the 
Board, after advice from the Director of Finance & Strategic Planning, to be 
inadequate.  

 
In any case of doubt concerning a Trust’s powers to enter into commercial insurance 
arrangements the Finance Director shall consult the NHS Litigation Authority and 
suitably qualified insurance brokers. 

 
19.4 The Director of Finance & Strategic Planning shall ensure that the insurance 

arrangements entered into are appropriate and complementary to the risk 
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management programme. The Director of Finance & Strategic Planning shall ensure 
that documented procedures cover these arrangements. 

 
19.5   All the risk-pooling or insurance schemes require members to make some contribution 

to the settlement of claims (the ‘deductible’).  The Director of Finance & Strategic 
Planning should ensure documented procedures also cover the management of claims 
and payments below the deductible in each case. 

 
 

20 INVENTIONS AND INTELLECTUAL PROPERTY 
 

20.1 The Chief Executive shall ensure that the Trust is in a position to identify potential 
intellectual property rights (IPR), as and when they arise, so that it can protect and 
exploit them properly, and thereby ensure that it receives any rewards or benefits 
(such as royalties) in respect of work commissioned from third parties, or work 
carried out by its employees in the course of their NHS duties.  Most IPR are 
protected by statute, e.g. patents are protected under the Patents Act 1977 and 
copyright (which includes software programmes) under the Copyright Designs and 
Patents Act 1988.  To achieve this, the Trust shall build appropriate specifications 
and provisions into the contractual arrangements which they enter into before the 
work is commissioned, or begins.  They should always seek legal advice if any doubt 
in specific cases. 
 

20.2 With regard to patents and inventions, in certain defined circumstances the Patents 
Act gives employees a right to obtain some reward for their efforts.  Other rewards 
may be given voluntarily to employees who within the course of their employment 
have produced innovative work of outstanding benefit to the NHS or Trust.  Similar 
rewards should be voluntarily applied to other activities such as giving lectures and 
publishing books and articles. 
 

20.3 In the case of collaborative research and evaluative exercises with manufacturers, 
the Trust shall see that it obtains a fair reward for the input they provide.  If such an 
exercise involves additional work for a member of staff outside that paid for by the 
Trust under this or his contract of employment, arrangements should be made for 
some share of any rewards or benefits to be passed on to the member(s) of staff 
concerned from the collaborating parties.  Care should, however, be taken that 
involvement in this type of arrangement with a manufacturer does not influence the 
purchase of other supplies. 
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21 COUNTERING FRAUD AND CORRUPTION 
 

 Definition 
21.1 Fraud – any person who dishonestly makes a false representation to make a gain for 

himself or another or dishonestly fails to disclose to another person, information 
which he is under a legal duty to disclose, or commits fraud by abuse of position, 
including any offence as defined in the Fraud Act 2006. 

 
21.2 Fraud by false representation – by dishonestly making a false representation 

intending by making the representation to make a gain for yourself or another, or to 
cause loss to another or expose another to risk of loss.  A representation is false if it 
is untrue or misleading, and the person making it knows that it is, or might be, untrue 
or misleading.  An example of this would be a member of staff submitting a false 
expense claim form for payment. 

 
21.3 Fraud by failing to disclose information – by dishonestly failing to disclose to another 

person information which you are under a legal duty to disclose and intends, by 
failing to disclose the information, to make a gain for themselves or another, or to 
cause loss to another or expose another to the risk of loss.  An example of this would 
be a member of staff failing to disclose a criminal conviction that would affect their 
working practices. 

 
21.4 Fraud by abuse of position – by occupying a position in which you are expected to 

safeguard, or not to act against, the financial interests of another person, and 
dishonestly abusing that position, intending, by means of the abuse of that position, 
to make a gain for themselves or another, or to cause loss to another or to expose 
another to a risk of loss.  An example of this would be a Finance Director diverting 
company monies from an employer’s bank account into their own personal bank 
account. 

 
21.5 The Secretary of State for Health, in exercise of powers confirmed by Section 17 and 

126(4) of the National Health Service Act 1977, gave Directions to NHS trust 
regarding counter-fraud measures, in accordance with the NHS Protect’s Standards 
for Providers 2013 and the General Conditions (GC6) of the NHS Standard Contract 
2013/14.. 
 

21.6 The NHS Counter Fraud and Corruption Manual establishes the framework by which 
fraud will be minimised in the Trust. 

 
21.7 The Trust shall prepare a Fraud and Corruption Policy and Procedures to guide staff.  

The Policy & Procedures shall be prepared in line with SFI 21 and SFI’s shall have 
priority if in doubt. 
 

21.8 The Chief Executive and Director of Finance & Strategic Planning shall monitor and 
ensure compliance with the NHS Counter Fraud and Corruption Manual including the 
Standards for Providers 2013 and General Conditions (GC6) on countering fraud and 
corruption against the NHS and other directions as may be notified by NHS Protect.  
The Trust shall ensure that action to counter fraud and corruption is taken in 
accordance with the NHS Counter Fraud and Corruption Manual and in accordance 
with the Standards for Providers 2013 and General Conditions (GC6) setting out the 
respective operational and liaison responsibilities of Trusts, and NHS Protect. 
 



 

Page 58 of 198 

21.9 The Trust shall facilitate, and co-operate with, NHS Protect quality inspection work, 
giving prompt access to Trust staff, workplaces and relevant documentation.  Nothing 
in this clause contravenes any right a member of staff may otherwise have to refuse 
to be interviewed.  Nothing in this clause obliges or permits the Trust to supply 
information which is prohibited from disclosure by or under any enactment, rule of 
law or ruling of a court of competent jurisdiction or is protected by the common law. 
 

21.10 The Trust shall, with other Trusts within its NHS Region, endeavour to agree a 
Service Level Statement with NHS Protect regarding the provision of support by NHS 
Protect in relation to countering fraud and corruption. 
 

21.11 The Trust shall nominate a suitable officer to act as its Local Counter-Fraud 
Specialist (LCFS) and shall notify NHS Protect of that nomination within 7 days of 
that nomination. The Trust shall take account of guidance issued by NHS Protect 
when determining suitability. The Trust shall specify a job description for its LCFS 
which includes operational and liaison responsibilities specified by NHS Protect.  The 
job descriptions shall include a requirement that the LCFS must adhere to the 
CFPAB Principles of Professional Conduct as set out in the NHS Counter Fraud and 
Corruption Manual.  The Trust’s LCFS must not undertake responsibility for or in any 
way engage in the management of security for the Trust. Where there is a need to 
replace a LCFS, NHS Protect shall be notified of a suitable replacement within three 
months of the need for the replacement becoming apparent. Where the Trust 
nominates a person whose services are provided to it by an outside organisation, it 
must: 
a) comply with the requirements of NHS Protect as to the suitability of the 

organisation in question; 
b) satisfy itself and NHS Protect that the terms on which those services are 

provided are such as to enable the LCFS to carry out his functions effectively 
and efficiently and in particular that he will be able to devote sufficient time to 
the Trust; and 

c) give to NHS Protect a copy of the contract under which the services of the 
LCFS are supplied to it. 

 
21.12 Once specialist training provided by NHS Protect has been completed by the 

nominee to the satisfaction of the DCFS, the nominee shall be accredited and shall 
assume the role of LCFS in the Trust. 
 

21.13 The LCFS shall: 
 
a) Report to the Trust’s Director of Finance & Strategic Planning; 
b) with the Director of Finance & Strategic Planning agree, at the beginning of 

each financial year a written work plan incorporating the seven generic areas 
of counter fraud activity set out in the NHS Counter Fraud & Corruption 
Manual; 

c) provide a written report, at least annual, to the Audit Committee on counter 
fraud work within the Trust; 

d) be entitled to attend any Audit  Committee meetings and have a right of 
access to all Committee members and to the Chairman and Chief Executive 
of the Trust; 

e) undertake, as specified by the Director of Finance & Strategic Planning or 
Chief Executive, proactive work to detect cases of fraud and corruption, 
particularly where systems weaknesses have been identified.  This work shall 
be carried out so as to complement the detection of potential fraud and 
corruption by auditors in the course of routine audits; 
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f) proactively seek and report to NHS Protect opportunities where details of 

counter fraud work (involving action on prevention, detection, investigation, 
sanctions or redress) can be used within presentation or publicity  in order to 
deter fraud and corruption; 

g) investigate cases of suspected fraud in accordance with the division of work 
specified in Schedule II as amended or replaced from time to time; 

h) refer to the relevant NHS Protect Regional National Team all cases 
appropriate to them. 

i) inform the appropriate NHS Protect team of all cases of suspected fraud 
investigated by the Trust. 

j) contact details for the Counter Fraud team can be found on the Trust’s 
Intranet Site under “Trust Info” – left-hand list “Counter Fraud Service” (7th line 
down) 
 

21.14 The LCFS or relevant NHS Protect Regional National Team shall have access as 
soon as is reasonably practicable and in any event not later than 7 days from the 
date of the request to: 
 
a) all premises, records or data owned or controlled by the Trust relevant to the 

detection and investigation of cases of fraud and corruption; 
b) all staff who may have information to provide which is relevant to the 

detection and investigation of cases of fraud and corruption. 
 

The Chief Executive and Director of Finance & Strategic Planning shall be 
responsible for ensuring that such access is given. 

 
21.15 The Trust shall: 
 

a) ensure that its LCFS has all necessary support including access to NHS 
Protect secure intranet site to enable him efficiently and effectively to carry 
out his responsibilities; 

b) subject to any contractual or legal constraint, require all of its staff to co-
operate with the LCFS and in particular that those responsible for human 
resources disclose information which arises in connection with any matters 
(including disciplinary matters) which may have implications in relation to the 
investigation, prevention or detection of fraud; 

c) enable its LCFS to receive training recommended by NHS Protect; 
d) require its LCFS, its other employees and any persons whose services are 

provided to the Trust in connection with fraud work to have regard to 
guidance and advice on medial handling of counter fraud matters which may 
be issued by NHS Protect; 

e) enable its LCFS to participate in activities in which NHS Protect is engaged, 
including national anti-fraud measures, where he is requested to do so by 
NHS Protect; 

f) enable its LCFS to work in conditions of sufficient security and privacy to 
protect the confidentiality of his work; and 

g) enable its LCFS generally to perform his functions effectively, efficiently and 
promptly. 
 

21.16 The LCFS shall send full reports of all cases where the Director of Finance & 
Strategic Planning believes fraud or corruption to be present to NHS Protect in 
accordance with HSC 1999/062, so that advice on the most appropriate sanction can 
be provided.  The Director of Finance & Strategic Planning and LCFS shall consider 
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further action in accordance with the NHS Counter Fraud and Corruption Manual.  
Reports shall also be sent to the Department of Health and to the External Auditor. 

 
21.17 The Trust shall require the Chairman of the Audit Committee to undertake specific 

responsibility for the promotion of counter fraud measures.  Where there is notice of 
a vacancy as Chairman of the Audit Committee, a new appointment must be made 
within 3 months of such notice.  The Chairman of the Audit Committee shall receive 
appropriate training in connection with counter fraud measures.  Such training shall 
be provided by NHS Protect. 
 

21.18 The Director of Finance & Strategic Planning shall liaise and reach agreement with 
the relevant NHS Protect Regional National Team leader where the appropriate 
sanction is felt to be prosecution action before any further action is taken by either 
the Trust or NHS Protect. 
 

21.19 The Director of Finance & Strategic Planning shall liaise and reach agreement with 
the relevant NHS Protect Regional National Team leader before any decision is 
reached on the referral of a case of fraud or corruption to the Police or any other 
body for investigative action. 
 

21.20 Any information relevant to an investigation of suspected fraud or corruption shall not 
be disclosed except for the purposes of the investigation or subsequent proceedings.  
No information relating to the investigation shall be disclosed to any person who 
might possibly be implicated in the case of potential fraud or corruption. 
 

21.21  The Director of Finance & Strategic Planning will inform any staff that they have been 
investigated for implication in potential fraud or corruption as soon as possible after 
the investigations are completed, whether or not the investigations result in 
disciplinary action or prosecution, subject to timing agreed with NHS Protect where 
prosecution may be pending. 
 
Where there is a real possibility of the allegations becoming public knowledge (not 
including the limited number of public figures to whom the allegation may first have 
been made, or these limited number of individuals which are necessary to the 
investigations), the Director of Finance & Strategic Planning will consult with NHS 
Protect (and the Police as required) over the need to inform the staff that they are 
being investigated. 
 

21.22 the LCFS shall report to internal auditors details of systems weaknesses identified as 
allowing proven fraud to take place.  Internal and External auditors shall be asked to 
report to the LCFS systems weaknesses detected in the course of their work which 
may have allowed fraud to take place. 
 

21.23 The LCFS shall ensure that all investigations of cases of suspected fraud take proper 
account of the need to obtain information relevant to the recovery of funds obtained 
through fraud and to the provision of this information so that redress can be sought.  
The Director of Finance & Strategic Planning is responsible for ensuring that the 
Trust seeks financial redress in respect of such losses. 
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Reporting Suspected Fraud or Corruption 
 
21.24 Authority for investigating fraud has been delegated to the Director of Finance & 

Strategic Planning and, through him, to the LCFS. They shall also be responsible for 
informing third parties such as NHS Protect, external audit or the police when 
appropriate. The Director of Finance & Strategic Planning shall inform and consult 
the Chairman, Chief Executive, Chairman of the  Audit Committee and Director of 
Risk Management  in all cases. 

 
21.25 The Director of Finance & Strategic Planning shall inform the LCFS at the first 

opportunity and delegate to the LCFS authority for leading any investigation whilst 
retaining overall responsibility himself. 

 
21.26 The LCFS shall send full reports of all cases where the Director of Finance & 

Strategic Planning believes fraud or corruption to be present to NHS Protect in 
accordance with HSC 1999/062, so that advice on the most appropriate sanction can 
be provided.  The Director of Finance & Strategic Planning and LCFS shall consider 
further action in accordance with the NHS Counter Fraud and Corruption Manual.  
Reports shall also be sent to NHS Protect  and to the External Auditor. 
 

21.27 The following individuals are authorised to receive inquiries of staff confidentially:- 
  

o Chairman of the Audit Committee 
o Chief Executive 
o Director of Finance & Strategic Planning 
o Local Counter Fraud Specialist 
o Internal Audit Manager 

 
Details of the current post-holders and points of contact are recorded in Annex A. 
 
The Director of Finance & Strategic Planning will retain a secure log of all reported 
suspicions. Access to the log will be limited to the Director of Finance & Strategic 
Planning, LCFS, Chair of Audit Committee and Head of External Audit. 

 
21.28 All staff have a duty to protect the assets of the Trust which include information and 

goodwill as well as property. 
 
21.29 Staff shall normally discuss their suspicions confidentially with the head of 

department. They may instead discuss the matter confidentially with the nominated 
officer.  The head of department or nominated officer will inform the Director of 
Finance & Strategic Planning directly of all suspicions raised. Where it is 
inappropriate to inform the Director of Finance & Strategic Planning, the head of 
department or nominated officer will inform the Chairman of the Audit Committee. 

 
21.30 If staff suspect their department manager the member of staff should report the 

suspicions to someone more senior, or directly to the Director of Finance & Strategic 
Planning. 

 
21.31 If the suspicion involves an Executive Director the matter should be reported to the 

Chairman of the Audit Committee. 
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21.32 Staff are also able to contact NHS Protect confidentially to raise concerns externally 
from their employer through telephone number 0800 028 40 60, or via 
www.reportnhsfraud.nhs.uk .  

 
  Time may be of the utmost importance to prevent further loss to the Trust. 
 
21.33 The log will contain details of all reported suspicions, including those dismissed as 

minor or otherwise not investigated. It will also contain details of action taken and 
conclusions reached. This log will be reviewed by the Audit Committee at least 
quarterly (ensuring that confidentiality is maintained [paragraph 21.20]), which will 
report any significant matters to the Board. 

 
21.34 The Director of Finance & Strategic Planning, Chairman of the Audit Committee, 

Chief Executive or Internal Audit Manager shall advise the LCFS for the Trust as 
soon as practical after the suspicions have been brought to his attention.  The LCFS 
will report all such cases to NHS Protect in accordance with the SFI 21.8 and the 
“NHS Counter Fraud & Corruption Manual” (Manual). 

 
21.35 The Director of Finance & Strategic Planning shall inform and consult the Chief 

Executive and the Chairman at the first opportunity in all cases with a view to 
determining when the Board shall be informed. The Internal Audit Manager should 
normally be informed immediately in all but the most trivial cases. 

 
21.36 The Director of Finance & Strategic Planning shall determine, in consultation with the 

LCFS and NHS Protect, at what point the police are to be informed in line with 
Standing Financial Instructions. In addition the requirements of FDL(95/27) and the 
Manual will determine whether the Department of Health,  Monitor and External 
Auditors should be informed. 

 
21.37 The Director of Finance & Strategic Planning shall, if significant, report suspected 

fraud or corruption to the External Auditors and the Strategic Health Authority or 
Monitor as appropriate. 

 
Managing the Investigation 
 
21.38 The person managing the investigation will be the LCFS or officers from NHS Protect 

(the latter shall act in cases of high value fraud and corruption or for specialist types 
of fraud – as determined by NHS Protect from time to time). 

 
21.39 The investigation shall be managed in line with the Manual. 
 
21.40 The Director of responsible for Workforce shall advise those involved in the 

investigation in matters of employment law and in other procedural matters, such as 
disciplinary procedures as requested. 
  

21.41 The Director of Nursing and Quality shall advise those involved in the investigation 
on matters relating to NMC Guidelines for professional practice (Nursing and 
Midwifery) and the implication of these on any case of fraud.  For medical staff the 
Medical Director shall advise the GMC.  For other staff groups the professional heads 
shall advise the appropriate professional bodies 

 
 
 
 

http://www.reportnhsfraud.nhs.uk/


 

Page 63 of 198 

 
Recovering a Loss 
 
21.42 Where recovering a loss is likely to require a civil action the Director of Finance & 

Strategic Planning shall seek legal advice. Where external legal advisors are used 
the Director of Finance & Strategic Planning and LCFS must ensure there is co-
ordination between the various parties involved. 

 
21.43 If the loss may be covered by insurance the Director of Finance & Strategic Planning 

shall inform the manager responsible for insurance matters. There may be time limits 
for making a claim and in certain cases claims may be invalidated if legal action has 
not been taken. 

 
21.44 Guidance on losses and special payments is provided in FDL(95)27. For all fraud 

cases a copy of the fraud report as set out in Appendix 5 of the FDL must be sent to 
the NHS Executive. 
 

21.45 The FDL sets out delegated limits for approving the writing off of losses and special 
payments. 

 
Related Policy 

 
21.46 The following documents are appropriate to cross reference: 
 

 Disciplinary Policy; 

 Whistleblowing Policy 
 
both are available through the Trust Intranet under Policies.  
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STANDING FINANCIAL INSTRUCTIONS – SCHEDULE I 
 
LOCAL COUNTER FRAUD SPECIALIST 
 

Operational Responsibilities Liaison Responsibilities 
 

A. To routinely investigate all cases involving the LCFS’s own Trust 
where 

 1. FHS fraud is not involved 
 2. It is clear that not more than £15,000 is involved 
 3. There is no evidence that the fraud extends beyond the 

Trust 
 4. There is no evidence of corruption involving a public 

official (ie someone either employed by or holding an 
official position on behalf of Health Authorities/Trusts) who 
is using their public influence for private gain 

 
B. To investigate cases outside these parameters with the agreement 

of the relevant NHS Protect Regional National Team Leader to do 
so and where the Trust Director of Finance & Strategic Planning is 
in agreement. 

 
C. To provide assistance involving cases under investigation by the 

relevant NHS Protect Regional National Team involving the 
LCFS’s own Trust. 

 To inform NHS Protect Regional Team of every case which is 
investigated. 

 To refer other FHS fraud cases to the relevant Health Authority 
LCDS. 

 To refer cases outside operational responsibilities defined in A1, 
A2, A3, A4 to NHS Protect Regional Team. 

 To ensure a full report is provided on each case to NHS Protect, 
Internal and External Auditors, NHS Protect including, where fraud 
is present, an assessment of the systems weakness that allowed 
the fraud to be perpetrated. 

 In conjunction with NHS Protect to identify suitable cases, or other 
key events, for proactive publicity. 



Mid Cheshire Hospitals NHS Foundation Trust 
 

65 of 198 
Document owner: Head of Integrated Governance 

Corporate Governance Handbook Version 5 (October 2014) 

 

STANDING FINANCIAL INSTRUCTIONS - SCHEDULE II 
 
DELEGATED LIMITS 
 
 Delegated Limits per 

Case 
Category of loss/special payment Chief Executive 

£ 
 

Losses (except in respect of family practitioner services)  
1. Losses of cash due to :  
 a)  theft, fraud, etc 10,000 

b) overpayments of salaries, wages, fees and allowances 10,000 
c) other causes, including un-vouched or incompletely vouched 

payments, overpayments other than those included under 
1(b); physical losses of cash and cash equivalents, eg stamps 
due to fire (other than arson), accident and similar causes. 

 
 
 

10,000 
2. Fruitless payments (including abandoned capital schemes) 50,000 
3. Bad debts and claims abandoned :  

a) private patients (Sections 65 and 66 NHS Act 1977) 10,000 
b) overseas visitors (Section 122 NHS Act 1977) 10,000 

 c) cases other than a-b 10,000 
4. Damage to buildings, their fittings, furniture and equipment and loss of 

equipment and property in stores and in use to : 
 

a) culpable causes eg theft, fraud, arson or sabotage whether 
proved or suspected, neglect of duty or gross carelessness 

5,000 

 b) other causes 10,000 
Special payments (except in respect of family practitioner services)  
5. Compensation payments made under legal obligation 100,000 
6. Extra contractual payments to contractors 10,000 
7. Ex gratia payments :  

a) to patients, staff and visitors for loss of personal effects 10,000 
b) for clinical negligence (negotiated settlements following legal 

advice) where the guidance relating to such payments has 
been applied. 

 
100,000 

c) for personal injury claims involving negligence where legal 
advice obtained and relevant guidance has been applied. 

 
50,000 

d) other clinical negligence cases and personal injury claims 10,000 
e) other, except cases of maladministration where there was no 

financial loss by claimant 
 

10,000 
f) maladministration where there was no financial loss by 

claimant 
 

NIL 
8. Extra statutory and extra regulatory payments NIL 
9. Payments to employees on termination of employment where the 

payment is not required under the member of staff’s contract of 
employment 

 
NIL 

  

The Board shall authorise all payments above the limits set for the Chief Executive.  
Wherever possible, the Chief Executive shall ensure that Board authorisation is “prior 
authorisation”.  For exceptional items where this is not possible, the Chief Executive will 
seek Chair’s action (or nominated deputy) with reporting at the next available Board of 
Directors. 
 
Payments under item 9 shall require prior approval by Monitor and HM Treasury. 
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Board Committees 
 

1 The revised terms of reference are set out below for each of the following Board 
Committees: 

 Appointments and Remuneration 

 Audit 

 Trustees Sub-Committee 

 Performance and Finance 

 Quality Governance Committee 

 Transformation and People Committee  
 

2 All Committees except the Audit Committee are executive committees of the Board 
and their delegated authority is outlined in the Terms of Reference.  

 
3 The Committees will support the Board in fulfilling its responsibilities for corporate 

and clinical governance. The main organisational functions that have shaped the 
committee governance structure are: 

 Systems and controls 

 Effective operational management 

 Measuring and adjusting performance 

 Planning for the future 
 

4 Board Committees shall 

 schedule all meetings to allow relevant papers to be circulated to the full Board 
meeting that falls immediately after the Committee meeting concerned 

 produce their minutes and agenda to a standard format for presentation to the 
committee Chairman by the committee Lead within one week after the meeting, 
and for approval and distribution within two weeks 

 unless otherwise indicated, place a copy of the draft minutes on the Trust’s 
intranet 

 include routinely on their agenda, discussion of minutes received from any 
committee that reports to them 

 maintain a list of senior staff who may receive copies of the papers, but are not 
full members of the committee or required to attend its meetings 

 
5 Board Committees shall be chaired by a Non-executive Director as appointed by the 

Chairman. In his absence, the Committee may nominate another Non-Executive 
Director to chair the meeting concerned. 
 
The chair is to ensure that key elements are monitored and audited, and decisions 
are made, particularly on all matters included on the Trust’s Board Assurance 
Framework. 
 

6 Except for the Audit Committee, members of committees who exceptionally cannot 
attend a meeting may, with the prior agreement of the Committee chairman, arrange 
for a deputy to attend in their absence.  

 
 
7 Board Committees are authorised by the Board to:  

 investigate any activity within their terms of reference.  In doing so, they may 
request and review reports and positive assurances from directors and managers 
on the overall arrangements within their terms of reference. They may also 
request relevant and specific reports from individual functions within the 
organisation (e.g. clinical audit) 
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 require the attendance, with due notice, of any director, clinician or other member 
of staff at one or more of its meetings in seeking to obtain any information that it 
requires. All employees are directed to co-operate with any request made by a 
committee 

 obtain external independent professional or legal advice, and to secure the 
attendance of outsiders with relevant experience and expertise if they consider 
this necessary 

 
8 Board Committees shall 

 consider all relevant policy initiatives and changes prior to their presentation to 
the Board 

 ensure that, if an issue to be considered is known to impact on another 
Committee, the Leads shall consider the optimum timing to allow transfer of 
business between committees, so that any necessary recommendations can 
reach the full Board meeting that falls immediately after the meeting of the 
Committee(s) concerned 

 by 31 March each year, prepare for the Board an annual report on its work during 
the year beginning 1 April of the previous calendar year. This will include a report 
by internal audit or the Trust Board Secretary to validate the extent to which 
business plans and action plans have been followed, and to assist the committee 
in identifying skills gaps 

 produce an annual plan by 31 March each year, for the subsequent year 
beginning 1 April. The business plans for all committees will be discussed at a 
meeting to be convened in March each year by the Chief Executive, chaired by 
the Chairman, and attended by all Non-Executive directors who attend the Board 
Committee, together with the Leads for each committee. The purpose of this 
meeting shall be to  

 ensure that committee plans are compatible with the Trust’s Board Assurance 
Framework for the following year, or added to it 

 redistribute any work as necessary between committees 

 endorse a full programme of committee business plans for approval by the 
Board at its April meeting 

 review their terms of reference annually, and those of any committees that report 
to them, for inclusion in the presentation to the Board each April of the business 
programme 

 require each committee that reports to them to submit for approval an annual 
workplan 

 consider only draft policies and procedures that are presented in a standard 
format, and sponsored by the committee Lead and after discussion by the 
Executive Team and (where necessary) a meeting of Non-executive directors 
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Subcommittees and Groups that report to Board Committees 
  
The following groups currently report to Board Committees, but are subject to change 
by agreement of the Board Committees concerned: 

 
Appointment and Remuneration (none) 
Trustee Sub-Committee (none) 

 
Quality Governance 

 Executive Patient Experience Group (Patient Voice) 

 Executive Infection Prevention and Control Group  

 Executive Quality Governance Group  

 Executive Safeguarding Group  
 

 
Performance and Finance 

 Executive Infrastructure Development Group  

 Divisional Boards 
 

Transformation and People (TAP) 

 Executive Transformation Steering Group 

 Joint Consultation and Negotiation Committee 

 Executive Workforce Assurance Group 
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Terms of Reference of Board Committees 
 

Terms of Reference  
 

Appointments and Remuneration Committee 
 
Purpose 
The Committee is established by statute to appoint Executive and Associate Directors and to 
advise the Board on their employment packages and performance. 
 
Accountable to 
The Board 
 
Membership 
The Committee will comprise the Chairman, the Non-Executive Directors and the Chief 
Executive. The Chief Executive shall not be present at any meeting of the Committee where 
the Chief Executive’s appointment or remuneration (including benefits package) is under 
discussion. 
 
Frequency of meetings 
As required, and not less than once every twelve months. 
 
Quorum 
Meetings of the Committee may be held with the Chairman of the Board and at least two 
Non-executive members in attendance. 
 
Deputising arrangements 
None. 
 
Agenda and papers 
An agenda for each meeting, together with relevant papers, will be forwarded to Committee 
members to arrive at least five working days before the meeting. 
 
Minutes 
The target for distribution of minutes will be ten working days following the meeting. 
Members of the Committee will confirm the minutes at their next meeting. The Committee 
chair will present the minutes (whether confirmed or unconfirmed) at the Trust Board 
meeting following the Committee meeting.  
 
Terms of reference 
1. The Committee is authorised: 
 
1.1 to select and appoint the Executive Directors including the Chief Executive; 
 
1.2 to advise the Board about appropriate remuneration and terms of service for the 

Chief Executive, other Executive Directors, and other senior employees including:  
1.2.1 all aspects of salary (including any performance-related elements/bonuses) 
1.2.2 provisions for other benefits, including pensions and cars 
1.2.3 arrangements for termination of employment and other contractual terms 

 
1.3 monitor and evaluate the performance of Executive; and 
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1.4 advise on and oversee appropriate contractual arrangements for Executive Directors 
including the proper calculation and scrutiny of termination payments taking account 
of such national guidance as is appropriate. 
 
In this context "remuneration" is deemed to include salary (including any 
performance related elements thereof) and other benefits such as pension and cars, 
and "terms of service" shall include provisions relating to the termination of 
employment. 

 
2. In carrying out its work, the Committee shall have regard to the following principles: 
 
2.1 remuneration packages must be such as to enable people of appropriately high 

ability to be recruited, retained and motivated but at levels which the Trust can afford; 
 

2.2 remuneration packages and terms of service must be publicly defensible; 
 

2.3 remuneration packages should be linked to a clear statement of the individual's 
responsibilities with rewards linked to their measurable discharge; 

 
2.4 remuneration packages and terms of service should take into account the state of the 

market for the kind of Executive Director or senior employee the Trust is seeking to 
recruit. 

 
3 The Committee is authorised to seek independent advice on the state of the market 

and such other matters relating to its work as it may decide and to consult with other 
bodies within and outside the NHS on levels of remuneration and terms of service 
while bearing in mind the sensitivity of the subject matter. 

 
4 The Committee shall establish appropriate contractual arrangements for the Chief 

Executive, the Executive Directors identified pursuant to paragraph 2 above including 
the proper calculation and scrutiny of any termination payments it is proposed should 
be made, taking into account such national guidance as is appropriate. 

 
5 The Committee will meet at such times as it shall decide and will keep a written 

record of its proceedings. 
 
6 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 
Executive Directors. Minutes of the Board's meetings should record such decisions. 

 
7 To refer issues of mutual or common interest to other Committees accountable to the 

Board; and to consider the advice the Audit Committee of risks identified for, and 
reported on to, this Committee. 

 
Date issued 2007 
Date revised March 2015 
Next review March 2017 
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AUDIT COMMITTEE TERMS OF REFERENCE 

 
1.  Formation of this Committee 

The Board hereby resolves, under Standing Order 10, to establish a Committee of 
the Board to be known as the Audit Committee (The Committee). The Committee is a 
non-executive committee of the Board and has no executive powers, other than 
those specifically delegated in these Terms of Reference. 

 
2.  Role 

The Committee shall provide independent assurance to the Board that there are 
adequate controls in place to ensure that the Trust’s key objectives and statutory 
obligations are being met. 
 
The Committee is authorised by the Board to investigate any activity within its terms 
of reference. It is authorised to seek any information it requires from any employee 
and all employees are directed to co-operate with any request made by the 
Committee. The Committee is authorised by the Board to obtain outside legal or 
other independent professional advice and to secure the attendance of outsiders with 
relevant experience and expertise if it considers this necessary. 

 
3.  Membership of the Committee 

All Non-Executive Directors, except the Chairman, shall be the members of the 
Committee.  One of these is the Committee chair, and another is her/his vice-chair, 
deputising in her/his absence. 
 
Committee members may not have a deputy at Committee meetings. 
 
It is expected that members will attend at least 75% of the Committee’s meetings in 
any financial year and the Chair of the Committee will discuss with the Chair of the 
Board any breach of this guidance. 

 
4. Chair of the Committee 

The Chair and Vice-Chair of the Committee shall be appointed by the Board of 
Directors. 

 
5. Quorum 

The quorum for meetings of the Committee shall be three members. 
 

6. Frequency of meetings 
Meetings shall generally be held six times a year, but not less than four times. 

 
7. Attendance at Meetings 

The Director of Finance and Strategic Planning, the Head of Integrated Governance, 
and appropriate Internal and External Audit representatives shall normally attend 
meetings. However at least once a year the Committee should meet privately with 
the External and Internal Auditors. 

 
The Chief Executive and other executive directors may be invited to attend 
particularly when the Committee is discussing significant areas of risk or operation 
that are the responsibility of that director. 

 
The Chief Executive should be invited to attend, at least annually, to discuss with the 
Audit Committee the process for assurance that supports the Annual Governance 
Statement. 
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8. Notice of Meetings 

Meetings of the Committee shall be called at the request of the Chair. An agenda for 
each meeting, together with relevant papers, will be forwarded to Committee 
members to arrive at least five working days before the meeting. The PA to the 
Director of Finance will assist the Chair in drawing up the agenda and papers with 
input from the Director of Finance and the Director with responsibility for governance. 

 
9. Minutes 

The target for distribution of minutes will be ten working days following the meeting. 
Members of the Committee will confirm the minutes at their next meeting. The 
Committee chair will present the minutes (whether confirmed or unconfirmed) at the 
Trust Board meeting following the Committee meeting. 

 
10. Reporting 

The minutes of Audit Committee meetings shall be formally recorded by the PA to the 
Director of Finance and submitted to the Board. The Chair of the Committee shall 
draw to the attention of the Board any issues that require disclosure to the full Board, 
or require executive action. 

 
The Committee will report to the Board annually on its work in support of the Annual 
Governance Statement, specifically commenting on the fitness for purpose of the 
Assurance Framework, the completeness and embeddedness of risk management in 
the organisation, the integration of governance arrangements the Trust’s 
performance against the Quality Governance Arrangements and compliance with 
CQC registration standards.. 

 
11. Responsibilities of the Committee 

 
Governance, Risk Management and Internal Control 
The Committee shall 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. 

 
In particular, the Committee will review the adequacy of: 

 all risk and control related disclosure statements (in particular the Annual 
Governance Statement and declarations of compliance with the CQC Domain 
Requirements), together with any accompanying Head of Internal Audit statement, 
external audit opinion or other appropriate independent assurances, prior to 
endorsement by the Board 

 the underlying assurance processes that indicate the degree of the achievement 
of corporate objectives, the effectiveness of the management of principal risks 
and the appropriateness of the above disclosure statements 

 the policies for ensuring compliance with relevant regulatory, legal and code of 
conduct requirements 

 the policies and procedures for all work related to fraud and corruption as set out 
in Secretary of State Directions and as required by the Counter Fraud and 
Security Management Service 

 The adequacy of systems to secure value for money. 
 

In carrying out this work the Committee will primarily utilise the work of Internal Audit, 
External Audit and other assurance functions, but will not be limited to these audit 
functions. It will also seek reports and assurances from directors and managers as 
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appropriate, concentrating on the overarching systems of integrated governance, risk 
management and internal control, together with indicators of their effectiveness. 
This will be evidenced through the Committee’s use of an effective Assurance 
Framework to guide its work and that of the audit and assurance functions that report 
to it. 

 
Internal Audit 
The Committee shall ensure that there is an effective internal audit function 
established by management that meets mandatory NHS Internal Audit Standards 
and provides appropriate independent assurance to the Audit Committee, Chief 
Executive and Board. This will be achieved by: 

 

 consideration of the provision of the Internal Audit service, the cost of the audit 
and any questions of resignation and dismissal 

 review and approval of the Internal Audit strategy, operational plan and more 
detailed programme of work, ensuring that this is consistent with the audit needs 
of the organisation as identified in the Assurance Framework 

 consideration of the major findings of internal audit work (and management’s 
response), and ensure co-ordination between the Internal and External Auditors 
to optimise audit resources 

 ensuring that the Internal Audit function is adequately resourced and has 
appropriate 

 standing within the organisation 

 annual review of the effectiveness of internal audit 
 

External Audit 
The Committee shall review the work and findings of the External Auditor appointed 
by the Governors and consider the implications and management’s responses to 
their work. This will be achieved by: 
 

 consideration of the appointment and performance of the External Auditor, as far 
as the Trust’s Constitution rules permits 

 discussion and agreement with the External Auditor, before the audit 
commences, of the nature and scope of the audit as set out in the Annual Plan, 
and ensure coordination, as appropriate, with other External Auditors in the local 
health economy 

 discussion with the External Auditors of their local evaluation of audit risks and 
assessment of the health economy/Trust/CCG and associated impact on the 
audit fee 

 review all External Audit reports, including agreement of the annual audit letter 
before submission to the Board and any work carried outside the annual audit 
plan, together with the appropriateness of management responses 

 
Other Assurance Functions 
The Audit Committee shall review the findings of other significant assurance 
functions, both internal and external to the organisation, and consider the 
implications to the governance of the organisation. 

 
These will include, but will not be limited to, any reviews by Department of Health 
Arms Length Bodies or Regulators/Inspectors (e.g. Care Quality Commission, NHS 
Litigation Authority, etc.), professional bodies with responsibility for the performance 
of staff or functions (e.g. Royal Colleges, accreditation bodies, etc.) 
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In addition, the Committee will review the work of other committees within the 
organisation, whose work can provide relevant assurance to the Audit Committee’s 
own scope of work. This will particularly include the Strategic Integrated Governance 
Committee and the Performance and Finance Committee. 

 
In reviewing the work of the Strategic Integrated Governance Committee, and issues 
around clinical risk management, the Audit Committee will wish to satisfy themselves 
on the assurance that can be gained from the clinical audit function. 

 
The Committee shall review the schedules of losses and compensation and make 
recommendations to the Board. 

 
The Trust will undertake a review of the Corporate Governance Manual (comprising 
Standing Order, Standing Financial Instructions, Standing Instructions for Non-
Financial Risk, Powers Reserved to the Board and Scheme of Delegation) at least 
every three years and the Committee will recommend changes for approval by the 
Board. 

 
The Committee shall consider the circumstances when Standing Orders, Standing 
Financial Instructions or Standing Instructions for Non-Financial Risks have been 
waived or otherwise breached. 

 
The Committee shall monitor the implementation of the Trust’s policy on standards of 
business conduct for members of staff and will ensure that matters of propriety and 
regularity are referred to Internal or External Audit to investigate. 

 
Management 
The Committee shall request and review reports and positive assurances from 
directors and managers on the overall arrangements for governance, risk 
management and internal control. 

 
They may also request specific reports from individual functions within the 
organisation (e.g. clinical audit) as they may be appropriate to the overall 
arrangements. 

 
The Committee shall prepare, by 31 March each year, a work plan for the 
Committee’s next financial year. 

 
The Committee shall review its effectiveness annually and will report its findings to 
the Board. 

 
The Chair shall draw to the attention of the Board any issues that require disclosure 
to the full Board, or require executive action to manage risks with a significant impact 
on the Trust. The Committee shall report to the Board. 
 
The Committee shall report to the Board annually on its work in support of the Annual 
Governance Statement, specifically commenting on the fitness for purpose of the risk 
assurance framework, the completeness and embeddedness of risk management in 
the organisation, the integration of governance arrangements and the 
appropriateness of the self-assessment against CQC Standards. 

 
Financial Reporting 
The Audit Committee shall review the Annual Report and Financial Statements 
before submission to the Board, focusing particularly on: 
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 the wording in the Annual Governance Statement and other disclosures relevant 
to the Terms of Reference of the Committee 

 changes in, and compliance with, accounting policies and practices 

 unadjusted mis-statements in the financial statements 

 major judgemental areas 

 significant adjustments resulting from the audit 
 

 The Committee should also ensure that the systems for financial reporting to the 
Board, including those of budgetary control, are subject to review as to completeness 
and accuracy of the information provided to the Board. 

 
12. Authority 

The Committee is authorised by the Board to investigate any activity within its terms 
of reference. It is authorised to seek any information it requires from any Director, 
officer or member of Staff who are directed to co-operate with any request made by 
the Committee. 
 
The Committee is authorised to obtain independent professional or technical advice 
from Staff or externally as it requires. 
 
The Committee may appoint sub-committees comprising Committee Members, 
officers and experts (both internal and external) to assist it in its work. 
 

13. Relationships with other Committees 
The Committee may refer matters to other Committees either to raise concerns or 
request assistance in investigating. 
 

14. Administration 
The Trust Board Secretary, or the Director of Finance if there is no Trust Board 
Secretary, shall ensure that secretarial support is provided to the Committee, the 
Chair and members. The Trust Board Secretary (or Director of Finance) will provide 
administrative support in drawing up the agenda and papers, and in taking the 
Minutes of meetings.  
The Committee shall prepare a work plan for the following year by the end of March. 
This will be submitted to the Board for approval. 
 
The Committee shall prepare an annual report for the Board by the end of April of 
each year. 

 
 
Date revised: April 2015  
Next review date:  February 2017 
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Trustee Sub Committee 
Terms of Reference 

 
1. Formation of this Committee 

The Corporate Trustee has established a Committee, known as the Trustee Sub 
Committee (the Committee) reporting to the Corporate Trustee 

 
2. Role 

The Committee is responsible for managing charitable funds on behalf of the 
Trustees subject to limitation of delegations. The role covers both major appeal and 
other on-going charitable activities 

 
3. Membership of the Committee 

The Committee shall be comprised of: 
 

Four board members of the Corporate Trustee - two executive, (or nominated deputy) 

and two non-executive members. 
 

To support the work of the four Board Members and contribute to the work of the 
Committee the following will be in attendance at Committee meetings: 
Governor 
Fundraising Manager 
Representative of the major appeal 
Finance Representative 
Member of Clinical Staff 
The committee may invite others to attend meetings at their discretion 
 
It is expected that all members will attend at least 75% of meetings of the Committee. 
An annual attendance report will be submitted to the Committee for information and 
action as required. 
 

4. Chair of the Committee   
The chair of the Committee shall be a Non-Executive Director of the Corporate 
Trustee. 

 
5. Quorum 
 The quorum shall be 2 board members of the Corporate Trustee – 1 Executive 

Director (or nominated Deputy) and 1 Non-Executive Director 
 
6. Meetings  

The Committee shall meet four times a year 
 
7. Notice of meetings 

Meetings of the Committee shall be called at the request of the chair. Notice of each 
meeting, including an agenda and supporting papers shall be forwarded to each 
member of the Committee not less than five working days before the date of the 
meeting. 
 

8. Agenda and action points 
The agenda and action points of all meetings of the Committee shall be produced 
and made available to all members of the Corporate Trustee. 
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9. Reporting arrangements  
The proceedings of each meeting of the Committee shall be reported to the next 
meeting of the Corporate Trustee.  
 

10. Responsibilities of the Committee 
The Committee has responsibility for the ongoing management of the charity with the 
following exceptions which the Corporate Trustee reserves for its own decision or approval: 
 

 Appointment of the members and chair to the Trustees Sub Committee 

 Approval of annual budget 

 Appointment of auditors 

 Appointment of bankers 

 Appointment of investment consultants 

 Approval of reserves policy 

 Selection of major appeal 

 Approval of charitable expenditure over £25,000 
 

The Committee will have responsibility the day to day ongoing management of the Charity, 
and in particular for:  
 

 Treasury management of the charity 

 Ensuring appropriate financial records are maintained 

 Overall brand image and promotion of the charity 

 Developing and ensuring that all internal policies procedures are in line with 
good practice and followed appropriately 

 Operational management of the Major appeal  and ongoing charitable activity 

 Approval of charitable expenditure 
 

 
11. Authority 
 The Committee is authorised by the Trustee to investigate any activity within its terms 

of reference. It is authorised to seek any information it requires from any employee, 
and all employees are directed to co-operate with any request made by the 
Committee.   
 
The Committee is authorised by the Trustee to obtain independent professional 
advice and to secure the attendance of outsiders with relevant experience or 
expertise, if it considers this to be necessary. 
 
 
Date issued: April 2015    
Review date: March 2016 
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Quality Governance Committee 

 
Terms of Reference 

 
 
1. Formation of this Committee 

The Mid Cheshire Hospitals NHS Foundation Trust Board of Directors (the Board) 
has established a Committee of the Board, known as the Quality Governance 
Committee (the Committee).  
 
The Committee shall have Terms of Reference and powers and will ensure that the 
Board is able to act in accordance with legislation, compliance or direction 
requirements and to be fully appraised of the impact of quality governance on the 
delivery of the Trust’s strategic objectives.  

 
2. Role 

The Committee is responsible for providing assurances to the Board that the Trust is 
safely managing all issues relating to quality governance including: 
 

 The establishment and maintenance of effective systems of quality 
governance, risk management and internal control, particularly in relation to 
patient safety, clinical effectiveness, patient experience, and clinical & 
research governance. 
 

The adequacy and effectiveness of: 
 

 Assurances in relation to compliance with national statutory standards, 
legislative and regulatory compliance requirements and accreditation 
standards;  

 Assurances on the systems of governance to monitor standards and 
outcomes of care, including benchmarking schemes; 

 The underlying assurance processes that support achievement of the 
corporate objectives and the management of principal risks. 

 
3. Membership of the Committee 

Members of the Committee shall be appointed by the Board and at least two of whom 
shall be Non-Executive Directors. The members of the Committee shall be: 
 

 2 Non-Executive Directors (one designated Chair and one designated         
 Deputy Chair) 

 Chief Executive  

 Medical Director 

 Director of Nursing and Quality 
  
4. Regular Attendees 

 

 Head of Integrated Governance 
 

It is expected that all members and regular attendees will attend at least 75% of 
meetings of the Committee.  
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 If members are unable to attend they must advise the Chair of the Committee and 
enquire whether a deputy is required, (if a deputy attends any meeting they must be 
able to fully participate but will have no voting rights).   
 
The Committee Chairman and the Chair of the Audit Committee shall not be a 
member of the Committee, but are authorised to observe any meetings of the 
Committee if they so wish. 
The Committee may also require other senior officers of the Trust and other 
specialist advisors (internal or external) in addition to the regular attendees to present 
papers.  Such attendees will hold no voting rights. 

 
5. Chair of the Committee 
6.  

The Board will assign a Non-Executive Director as Chair and a Non-Executive 
Director as Deputy Chair of the Committee. 

 
 In the absence of the Committee Chair or Deputy Chair, the remaining members 
present will elect another member to Chair the meeting. 
 

6.  Secretary 
 The Trust Secretary or their nominee shall act as the Secretary of the Committee. 
 

7. Quorum 
 The quorum necessary for the transaction of business is three members (inclusive of 

one Non-executive Director).  A duly convened meeting of the Committee at which a 
quorum is present shall be competent to exercise all or any of the authorities, powers 
and discretions vested in or exercisable by the Committee.  

   
8. Frequency of Meetings and Attendance Requirements 

 The Committee shall meet at least 11 times per annum.  The Chair may at any time 
convene additional meetings of the Committee to consider business that requires 
urgent attention. 
 
An annual attendance report will be submitted to the Committee for information and 
action as required and will be included within the Trust’s Annual Report. 

  
9.  Notice of Meetings 
 Meetings shall be called at the request of the Chair of the Committee.   
 
 Unless otherwise agreed, notice of each meeting confirming the venue, time and date 

together with an agenda of items to be discussed, shall be forwarded to each 
member of the Committee, any other person required to attend, no later than five 
working days before the date of the meeting.  

 
10. Minutes of the Committee  
 The Secretary, or nominated deputy, shall minute the proceedings of all meetings of 

the Committee, including recording the names of those present and in attendance.  
 
 Members and those present should state any conflicts of interest in relation to open 

agenda items to the Chair of the Committee prior to the meeting.  Where there is a 
conflict of interest the Chair will notify the member whether they should withdraw from 
the meeting, the discussion and/or voting. The Secretary should minute any conflicts 
of interest accordingly.  
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 Minutes of Committee meetings should be circulated promptly to all members of the 
Committee unless a conflict of interest exists and, once agreed, submitted to the 
public Board meeting for information.  
 

11. Reporting Arrangements 
The Committee will report to the Board who will approve its Terms of Reference and 
membership.  
 
The Committee Chair shall report formally to the Board and, where appropriate, the 
Council of Governors on its proceedings after each meeting on all matters within its 
duties and responsibilities.   
 
 The Committee shall make whatever recommendations to the Board it deems 
appropriate on any area within its remit where action or improvement is needed. 

 
12. Responsibilities of the Committee 

The Committee is responsible for providing information and assurances to the Board 
that the Trust is safely managing all issues in relation to quality governance and risk 
management including the financial elements where appropriate. In particular, the 
Committee’s duties shall include: 
 

 Ensure compliance with the requirements of Monitor’s Provider Licence in 
relation to quality governance or promptly identify any risks that may prevent 
this and ensure that mitigations are in place and delivered; 
 

 Ensure compliance with the Care Quality Commission’s registration 
requirements or promptly identify any risks that may prevent this and ensure 
that mitigations are in place and delivered;  

 
 

 Review the Board Assurance Framework quarterly and ensure that mitigations 
are appropriately actioned; 
 

 Review the Corporate Risk Register, including the top organisational risks, 
quarterly and ensure that mitigations are appropriately actioned; 

 
 

 Review and ensure implementation of the Trust’s Risk Management Strategy 
and Quality & Safety Improvement Strategy; 
 

 Review and approve the Trust’s Annual Quality Account; 
 

 

 Review and approve the Trust’s Annual Governance Statement prior to 
submission to the Audit Committee; 
 

 Review and approve the Trust’s Corporate Governance Handbook; 
 

 

 Review any relevant internal or external audits and ensure that all actions 
arising from such audits are delivered; 
 



 

Page 83 of 198 

 Prepare an Annual Report for the Board by 30th April each year on the 
committee’s work in discharging its duties against its Terms of Reference which 
covers the previous financial reporting period; 

 
 

 Produce an Annual Work Plan by 1st March each year, for the subsequent year 
beginning 1st April; 
 

 Identify any risks which may prevent the achievement of the Annual Work Plan 
and ensure that these are assessed and placed on the Trust’s Risk Register; 

 

 Review its Terms of Reference on at least an annual basis; 
 

 Review and approve the Annual Report, Annual Work Plan and Terms of 
Reference of any Groups that have a direct report to the Committee; 

 

 Address escalated issues and ensure that actions are appropriately reviewed 
and completed from the following Groups: 
 

1. Executive Strategic Infection Control Group 
2. Executive Quality Governance Group 
3. Executive Patient Experience Group 
4. Executive Safeguarding Group 

 
13. Authority 
 The Committee is authorised by the Board to investigate any activity within its                 

Terms of Reference.  It is authorised to seek any information it requires from any 
employee, and all employees are directed to co-operate with any request made by 
the Committee. 
 
The Committee is authorised by the Board to obtain legal or independent 
professional advice and to secure the attendance of partners with relevant 
experience or expertise, if it considers this to be necessary. 
 

14.      Relationships with other Committees   
The Committee shall receive information and assurances from the: 

 Executive Strategic Infection Control Group 

 Executive Quality Governance Group 

 Executive Patient Experience Group 

 Executive Safeguarding Group 
 

The relationship with other Committees or Groups will be a standing agenda item on 
the agenda to ensure the Committee routinely receives as a minimum appropriate 
action points.  
 
The Committee may receive escalated matters of concern from other Board 
Committees in relation to quality governance for further investigation and may, if 
necessary, raise concerns or request further assistance in investigations from other 
Committees in order to meet its Terms of Reference.  
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15. Other Matters 
 The Committee should:  

 Be provided with appropriate and timely training, both in the form of an induction 
programme for new members and on an on-going basis for all members;  

 Give due consideration to laws and regulations;  

 Abide by the Trust’s Constitution, its values, its Code of Conduct and Nolan 
Principles of Conduct Underpinning Public Life; 

 
16. Monitoring and Review  
 The Board will monitor the effectiveness of the Committee through receipt of the 

Committee’s minutes and such written or verbal reports that the Chair of the 
Committee might provide.  

 
 At least once a year the Committee will review its own performance, constitution and 

Terms of Reference to ensure it is operating at maximum effectiveness and 
recommend any changes it considers necessary to the Board for approval. 

 
 The Secretary will monitor the frequency of the Committee meetings and the 

attendance records to ensure minimum attendance figures are complied with 
included within the Trust’s Annual Report.  
 
Terms of Reference approved by Committee: December 2015 
Review Date: February 2017 
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Performance and Finance Committee 
Terms of Reference 

 
 
1. Formation of the Committee 

The Mid Cheshire Hospitals NHS Foundation Trust Board of Directors (the Board) 
has established a Committee of the Board, to be known as the Performance and 
Finance Committee (the Committee). 
 
The Committee shall have Terms of Reference and powers and will ensure that the 
Board is able to act in accordance with legislation, compliance or direction 
requirements and to be fully appraised on the impact of Performance and Finance on 
the delivery of the Trust’s strategic objectives.  
 

2. Role 
The Committee is responsible for providing information and assurances to the Board 
that it is managing all issues in relation to performance and finance including: 
 

 The establishment and maintenance of effective systems of performance and 
finance. 
 

 The adequacy and effectiveness of: 
 

 Assurances in relation to compliance with national statutory standards, 
legislative and regulatory compliance requirements;  

 

 Assurances on the systems in place to monitor performance and finance 
including benchmarking schemes. 

 
3. Membership of the Committee 
 
 Members of the Committee shall be appointed by the Board and at least two of whom 

shall be Non-Executive Directors. The members of the Committee shall be: 
 

 Two Non-Executive Directors (One designated Chair and one designated Deputy 
Chair)  

 Director of Finance and Strategic Planning  

 Chief Operating Officer  
 

4. Regular Attendees: 

 Head of Information 

 Deputy Director of Finance – Business Intelligence 

 Deputy Chief Operating Officer 
 

It is expected that all members and regular attendees will attend at least 75% of 
meetings of the Committee.  
 
If members are unable to attend they must advise the Chair of the Committee and 
enquire whether a deputy is required (if a deputy attends any meeting they must be able 
to fully participate but will have no voting rights).   

The Trust’s Chairman shall not be a member of the Committee, but is authorised to 
observe any meetings of the Committee. 
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The Committee may also require other senior officers of the Trust and other 
specialist advisors (internal or external) in addition to the regular attendees to present 
papers.  Such attendees will hold no voting rights. 

 
5. Chair of the Committee 

The Board will assign a Non-executive Chair and a Non-Executive Director Deputy 
Chair of the Committee. 

 
In the absence of the Committee Chair or Deputy Chair, the remaining members 
present will elect another member to Chair the meeting. 
  

6. Secretary 
The Trust Secretary or their nominee shall act as the secretary of the Committee.  

 
7. Quorum  
 The quorum necessary for the transaction of business is three members (inclusive of 

one Non-executive Director).  A duly convened meeting of the Committee at which a 
quorum is present shall be competent to exercise all or any of the authorities, powers 
and discretions vested in or exercisable by the Committee. 

 
8. Frequency of Meetings and Attendance Requirements 

The Committee shall meet at least 11 times per annum.  The Chair may at any time 
convene additional meetings of the Committee to consider business that requires 
urgent attention. 
 
An annual attendance report will be submitted to the Committee for information and 
action as required and will be included within the Trust’s Annual Report. 

  
9. Notice of meetings 

Meetings shall be called at the request of the Chair of the Committee.  
 
Unless otherwise agreed, notice of each meeting confirming the venue, time and date 
together with an agenda of items to be discussed, shall be forwarded to each 
member of the Committee, any other person required to attend, no later than five 
working days before the date of the meeting.  
 

10. Minutes 
 The Secretary or nominated deputy, shall minute the proceedings of all meetings of 

the Committee, including recording the names of those present and in attendance. 
 
 Members and those present should state any conflicts of interest in relation to open 

agenda items to the Chair of the Committee prior to the meeting. Where there is a 
conflict of interest the Chair will notify the member whether they should withdraw from 
the meeting, the discussion and/or voting. The Secretary should minute any conflicts 
of interest accordingly.  
 
Minutes of Committee meetings should be circulated promptly to all members of the 
Committee unless a conflict of interest exists and, once agreed, submitted to the 
public Board meeting for information.  

 
11. Annual General Meeting  
 The Chair of the Committee will normally attend the Annual General Meeting 

prepared to respond to any questions on the Committee’s activities. 
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12. Reporting Arrangements 
 The Committee Chair will report to the Board who will approve its Terms of 
Reference and membership.   
 
The Committee Chair shall report formally to the Board and, 
where appropriate, the Council of Governors on its proceedings after each meeting 
on all matters within its duties and responsibilities. 

 
The Committee shall make whatever recommendations to the Board it deems 
appropriate on any area within its remit where action or improvement is needed. 

 
13. Responsibilities of the Committee 

The Committee is responsible for providing information and assurances to the Board 
that it is managing all performance and finance issues effectively.  In particular the 
Committee’s duties shall include: 

 

 Review the Trust’s monthly contract income and activity performance, and alert 
the Board to issues of concern, real or potential; 

 Review the Trust’s cost performance in conjunction with the Trust’s activity 
levels, to assure that revenue and costs are consistent; 

 Approve key financial performance ratios, including but not limited to Monitor 
Performance requirements; 

 Monitor divisional performance against plan, and when appropriate monitor sub-
divisional levels requesting corrective action if appropriate; 

 Approve the Monitor Quarterly returns prior to submission to the Board for 
ratification; 

 Consider any new financial initiatives/formation of companies to assist with the 
business development of the Trust and, where appropriate, make 
recommendations to the Board; 

 Review performance against the Trust’s Investment Strategy; 

 Review the Trust’s Profit and Cost Improvement activities; 

 Review the performance and implementation against the Capital programme and 
IM&T Strategy; 

 Review the Corporate Risk Register/Board Assurance Framework quarterly and 
ensure that performance and finance mitigations are appropriately actioned; 

 Monitor the effective alignment of Trust activity against strategic priorities in 
order to maintain focus; 

 Monitor Divisional Boards’ performance at Divisional Quarterly Performance 
Reviews as well as by receipt of minutes from the divisional meetings; 

 Review escalated issues from the Infrastructure Development Group and ensure 
that actions are appropriately managed and delivered; 

 Prepare an Annual Report for the Board 30th April each year on the Committee’s 
work in discharging its duties against its Terms of Reference which covers the 
previous financial reporting period; 

 Produce an Annual Work Plan by 1st March each year, for the subsequent year 
beginning 1st April; 

 Identify any risks which may prevent the achievement of the Annual Work Plan 
and ensure that these are assessed and placed on the Trust’s Risk 
Register/Board Assurance Framework; 

 Review and approve the Annual Report, Annual Work Plan and Terms of 
Reference of any Groups that have a direct report to the Committee. 
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14. Authority 
 The Committee is authorised by the Board to investigate any activity within its Terms 

of Reference.  It is authorised to seek any information it requires from any employee, 
and all employees are directed to co-operate with any request made by the 
Committee. 

 
The Committee is authorised by the Board to obtain legal or independent 
professional advice and to secure the attendance of partners with relevant 
experience or expertise, if it considers this to be necessary. 
 

15. Relationships with other Committees/Groups 
The Committee shall receive information and assurances from the: 
 

 Executive Infrastructure Development Group 

 Divisional Boards 
 

The relationship with other Committees or Groups will be a standing agenda item on 
the agenda to ensure the Committee routinely receives as a minimum appropriate 
action points.  
 
The Committee may receive escalated matters of concern from other Board 
Committees in relation to performance and finance issues for further investigation 
and may, if necessary raise concerns or request further assistance in investigations 
from other Committees in order to meet its Terms of Reference.  
 
Whilst the Committee does not performance manage the Quality Report, it will 
receive key quality data and therefore may, from time to time, seek assurance from 
the Quality Governance Committee on the impact of operational issues. 

 

16. Other Matters 
 The Committee should:  
 

 Be provided with appropriate and timely training, both in the form of an induction 
programme for new members and on an on-going basis for all members;  

 Give due consideration to laws and regulations;  

 Abide by the Trust’s Constitution, its values, its Code of Conduct and Nolan 
Principles of Conduct Underpinning Public Life. 

 

17. Monitoring and Review  
 The Board will monitor the effectiveness of the Committee through receipt of the 

Committee’s minutes and such written or verbal reports that the Chair of the 
Committee might provide.  

 
 At least once a year the Committee will review its own performance, constitution and 

Terms of Reference to ensure it is operating at maximum effectiveness and 
recommend any changes it considers necessary to the Board for approval. 

 
 The Secretary will monitor the frequency of the Committee meetings and the 

attendance records to ensure minimum attendance figures are complied with 
included within the Trust’s Annual Report.  

 
 

Terms of Reference approved by the Board:  7 December 2015 
Review Date: February 2017 
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Transformation and People Committee 

Terms of Reference 
 

1. Formation of this Committee  
The Mid Cheshire Hospitals NHS Foundation Trust Board of Directors (the Board) has 
established a Committee of the Board, to be known as the Transformation & People 
Committee (the Committee).  
 
The Committee shall have Terms of Reference and powers and will ensure that the Board is 
able to act in accordance with legislation, compliance or direction requirements inclusive of 
workforce legislation and to be fully appraised of the strategic impact of the Transformation 
Programmes and People and Organisational Development Strategy on the delivery of the 
Trust’s strategic objectives.  
 
2. Role  
The Committee is responsible for providing assurance to the Board that the Trust is 
effectively leading, developing and delivering the Trust’s People and Organisational 
Development Strategy, together with ensuring the development of the Trust’s approach to 
transformation and overseeing delivery of the major transformation programmes (internal 
and external).  
 
3. Membership of the Committee  
Members of the Committee shall be appointed by the Board and at least two of whom shall 
be Non-Executive Directors. The members of the Committee shall be:  
 

 Two Non-Executive Director (One designated Chair and one designated Deputy Chair)  
 

 Director of HR & Workforce  
 

 Director of Nursing and Quality  
 

 Director of Finance and Strategic Planning  
 

 Chief Operating Officer  
 
 
4. Regular Attendees  
 

 Deputy Medical Director (Clinical Lead for Transformation and Learning & 
Development)  

 

 Deputy Director of Transformation  
 

 Head of Organisation Development & Learning  
 

 Head of HR Management  
 

 Head of Service Development  
 
It is expected that all members and regular attendees will attend at least 75% of meetings of 
the Committee.  
 



 

Page 90 of 198 

If members are unable to attend they must advise the Chair of the Committee and enquire 
whether a deputy is required (if a deputy attends any meeting they must be able to fully 
participate but will have no voting rights).  
 
The Trust’s Chairman and the Trust’s Chair of the Audit Committee shall not be a member of 
the Committee, but is authorised to observe any meetings of the Committee. 
 
The Committee may also require other senior officers of the Trust and other specialist 
advisors (internal or external) in addition to the regular attendees to present papers. Such 
attendees will hold no voting rights.  
 
Governors may attend meetings of the Committee as an observer subject to approval by the 
Committee Chair at least three days in advance of the meeting.  
 
5. Chair of the Committee  
The Board will assign a Non-executive Chair and a Non-Executive Director Deputy Chair of 
the Committee. In the absence of the Committee Chair or Deputy Chair, the remaining 
members present will elect another member to Chair the meeting.  
 
6. Secretary  
The Trust Secretary or their nominee shall act as the Secretary of the Committee.  
 
7. Quorum  
The quorum necessary for the transaction of business is three members (inclusive of one 
Non-executive Director). A duly convened meeting of the Committee at which a quorum is 
present shall be competent to exercise all or any of the authorities, powers and discretions 
vested in or exercisable by the Committee.  
 
8. Frequency of Meetings and Attendance Requirements  
The Committee will meet at least 11 times per annum. The Chair may at any time convene 
additional meetings of the Committee to consider business that requires urgent attention.  
An annual attendance report will be submitted to the Committee for information and action 
as required and will be included within the Trust’s Annual Report.  
 
In addition to meetings of the Committee there will be development sessions and Task & 
Finish Groups arranged as necessary to support the effectiveness of the Committee. These 
may be supported by external stakeholders and patient representatives.  
 
9. Notice of Meetings  
Meetings shall be called at the request of the Chair of the Committee.  Unless otherwise 
agreed, notice of each meeting confirming the venue, time and date together with an agenda 
of items to be discussed, shall be forwarded to each member of the Committee, any other 
person required to attend, no later than five working days before the date of the meeting.  
 
10. Minutes  
The Secretary, or nominated deputy, shall minute the proceedings of all meetings of the 
Committee, including recording the names of those present and in attendance.  
 
Members and those present should state any conflicts of interest in relation to open agenda 
items to the Chair of the Committee prior to the meeting. Where there is a conflict of interest 
the Chair will notify the member whether they should withdraw from the meeting, the 
discussion and/or voting. The Secretary should minute any conflicts of interest accordingly.  
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Minutes of Committee meetings should be circulated promptly to all members of the 
Committee unless a conflict of interest exists and, once agreed, submitted to the public 
Board meeting for information.  
 
11. Annual General Meeting  
The Chair of the Committee will normally attend the Annual General Meeting prepared to 
respond to any questions on the Committee’s activities.  
 
12. Reporting Arrangements  
The Committee will report to the Board who will approve its Terms of Reference and 
membership.  
 
The Committee Chair shall report formally to the Board and, where appropriate, the Council 
of Governors on its proceedings after each meeting on all matters within its duties and 
responsibilities.  
 
The Committee shall make whatever recommendations to the Board it deems appropriate on 
any area within its remit where action or improvement is needed.  
 
13. Responsibilities of the Committee  
The Committee is responsible for ensuring that strategic transformation and people matters 
are considered and planned into Trust Strategy and service delivery and shall include the 
following duties:  
 

 To ensure direction and priorities for the development of workforce strategies, 
including approval of the Trusts People and Organisation Development Strategy and 
monitoring its effectiveness on an on-going basis;  

 

 To ensure direction and priorities for transformation align to the Trust’s overall 
corporate strategy and its future development;  

 

 To operate as an expert group to develop and approve new ways of working for the 
Trust as part of their conception and development;  

 

 To scrutinise strategic transformation performance indicators on behalf of the Board, 
reporting to the Board via the integrated performance report on an exception basis;  

 

 To ensure transformation interdependencies and risks are properly accounted for as 
part of the Trust’s overall transformation programme of work and to remove obstacles 
to successful delivery;  

 

 To ensure key enablers are properly considered as part of the implementation of 
transformation programmes (e.g. Information Management & Technology and 
Organisational Development);  

 

 To approve new HR/OD modernisation strategies and practices and the impact on 
patient experience, quality, efficiency, equality and diversity and workforce;  

 

 To receive assurance that workforce policies are regularly reviewed and updated as 
required;  

 

 To challenge and agree Transformation & Workforce KPI’s and targets in line with 
Annual Planning proposals;  
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 To scrutinise workforce performance indicators on behalf of the Board, reporting to 
the Board via the integrated performance report on an exception basis;  

 

 To approve the development, implementation and evaluation of leadership/ 
management development across the Trust;  

 

 To approve the implementation of the Trust’s Education Strategy and ensure learning 
and development is viewed as an integral part of the Trusts processes and 
objectives;  

 

 To review and analyse the experiences of our staff and how we engage with them, as 
part of the work to support organisation and cultural change, e.g. staff and 
stakeholder surveys;  

 

 Through ensuring appropriate development programmes and training, equip 
individual staff and teams to deliver transformation as part of their service and as part 
of delivering corporate goals;  

 

 To review and monitor the integrated workforce agenda working with our partners 
across the mid- Cheshire health economy;  

 

 To prepare an Annual Report for the Board by 30th April each year on the 
Committee’s work in discharging its duties against its Terms of Reference which 
covers the previous financial reporting period;  

 

 To ensure that the work of the committee liaises and consults with the divisions of the 
Trust in achieving the objectives of the Annual Work Plan and/or Strategy;  

 

 To identify any risks which may prevent the achievement of the Annual Work Plan 
and ensure that these are assessed and placed on the Trust’s Risk Register/Board 
Assurance Framework;  

 

 To report any exceptions to the Annual Work Plan or Strategy to the Board;  
 

 To receive assurance delivery reports of transformation schemes (inclusive of 
progress and delivery);  

 

 Review and approve the Annual Report, Annual Work Plan and Terms of Reference 
of any Groups that have a direct report to the Committee.  

 
14. Authority  
The Committee is authorised by the Board to investigate any activity within its Terms of 
Reference. It is authorised to seek any information it requires from any employee, and all 
employees are directed to co-operate with any request made by the Committee.  
 
The Committee is authorised by the Board to obtain legal or independent professional advice 
and to secure the attendance of partners with relevant experience or expertise, if it considers 
this to be necessary.  
 
15. Relationship with Other Committees/Groups  
The Committee shall receive information and assurances from the:  
 

 Executive Workforce Assurance Group  
 



 

Page 93 of 198 

 Executive Transformation Steering Group  
 

 JCNC  
 
The relationship with other Committees or Groups will be a standing agenda item on the 
agenda to ensure the Committee routinely receives as a minimum appropriate action points 
.  
The Committee may receive escalated matters of concern from other Board Committees in 
relation to transformation and people issues for further investigation and may, if necessary 
raise concerns or request further assistance in investigations from other Committees in order 
to meet its Terms of Reference.  
 
16. Other Matters  
The Committee should:  
 

 Be provided with appropriate and timely training, both in the form of an induction 
programme for new members and on an on-going basis for all members;  

 

 Give due consideration to laws and regulations;  
 

 Abide by the Trust’s Constitution, its values, its Code of Conduct and Nolan 
Principles of Conduct Underpinning Public Life.  

 

16. Monitoring and Review  
The Board will monitor the effectiveness of the Committee through receipt of the 
Committee’s minutes and such written or verbal reports that the Chair of the Committee 
might provide.  
 
At least once a year the Committee will review its own performance, constitution and Terms 
of Reference to ensure it is operating at maximum effectiveness and recommend any 
changes it considers necessary to the Board for approval.  
 
The Secretary will monitor the frequency of the Committee meetings and the attendance 
records to ensure minimum attendance figures are complied with included within the Trust’s 
Annual Report.  
 
Terms of Reference approved by the Board: 7 December 2015  
Next Review Date: February 2017 
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A Introduction 
  

Standing Orders: Delegation of Powers to Board Committees, provides that the Trust 
may make arrangements for the exercise, on behalf of the Trust, of any of its 
functions by a committee or sub-committee or by the Chairman or a Director or by an 
officer of the Trust., in each case subject to such restrictions and conditions as the 
Board thinks fit. The Code of Accountability also requires that there should be a 
formal schedule of matters specifically reserved to the Board of Directors, hereafter 
referred to as the Board. 

 
This document sets out how those powers are to be reserved to the Board, while at 
the same time delegating to the appropriate level the detailed application of Trust 
policies and procedures. However, the Board remains accountable for all of its 
functions, even those delegated to the Chairman, individual directors or officers and 
would therefore expect to receive information about the exercise of delegated 
functions to enable it to maintain a monitoring role. 

 
B Role of the Chief Executive 
 
 All powers 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 and Director of Finance & 
Strategic Planning shall jointly prepare a Scheme of Delegation, for approval by the 
Board, identifying which functions that the Chief Executive shall perform personally 
and which functions have been delegated to other directors and officers. The 
Scheme of Delegation approved by the Board on 7 January 2008 is set out in 
Sections 4-6 of this Schedule. 

 
 All powers delegated by the Chief Executive can be re-assumed by him should the 

need arise. As Accounting Officer the Chief Executive is accountable to Monitor and 
to Parliament for the funds entrusted to the Trust. 

 
C Caution over the Use of Delegated Powers 
 
 Powers are delegated to directors and officers on the understanding that they will not 

exercise delegated powers in a manner which in their judgement was likely to be a 
cause for public concern. 

 
D Directors' Ability to Delegate their own Delegated Powers 
 
 The Scheme of Delegation shows only the "top level" of delegation within the Trust. 

The Scheme is to be used in conjunction with the system of budgetary control and 
other established procedures within the Trust. 

 
E Absence of Director or Officer to Whom Powers have been Delegated 
 
 In the absence of a director or officer to whom powers have been delegated those 

powers shall be exercised by that director or officer's line manager unless alternative 
arrangements have been approved by the Board. If the Chief Executive is absent 
powers delegated to him may be exercised by the Deputy Chief Executive as 
approved by the Board.  
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SECTION 1 
 
RESERVATION OF POWERS TO THE BOARD OF DIRECTORS 
 
1.1 The Code of Accountability which has been adopted by the Trust requires the Board 

to determine those matters on which decisions are reserved to itself. These reserved 
matters are set out in paragraphs 1.2 to 1.9 below: 

 
1.2 General Enabling Provision  
 
 The Board may determine any matter it wishes in full session within its statutory 

powers. 
 
1.3 Timetable for consideration of those Powers Reserved to the Board 
 
 It shall be the responsibility of the Chairman to, annually, prepare and present to the 

Board for approval a schedule and timetable of those matters reserved by the Board 
for discussion at future meetings. 

 
1.4 Regulation and Control  
  

1.4.1 Approval of Standing Orders (SOs), a Schedule of Matters Reserved to the 
Board, Standing Financial Instructions, Standing Instructions for Non-
Financial Risk for the regulation of its proceedings and business, Codes of 
Conduct, Scheme of Delegation, Board Assurance Framework, Clinical 
Governance arrangements, Annual Audit Letter, and Annual Report and 
Statutory Accounts of the Trust. 

 
1.4.2 Suspend Standing Orders 
 
1.4.3 Vary or amend the Standing Orders. 
 
1.4.4 Ratify in a Board meeting any urgent decisions taken by the Chairman and 

Chief Executive in accordance with SO. 
 
1.4.5 Approve a scheme of delegation or powers from the Board to committees. 
 
1.4.6 Approval of a scheme of delegation of powers from the Board to directors and 

officers. 
 
1.4.7 Requiring and receiving the declaration of directors' and officers’ interests 

which may conflict with those of the Trust and determining the extent to which 
that director or associate directors may remain involved with the matter under 
consideration. 

 
1.4.8 Requiring and receiving the declaration of interests from officers which may 

conflict with those of the Trust. 
 
1.4.9 Disciplining Directors who are in breach of statutory requirements, SOs, 

SFI’s, or any other approved Policy or Procedure. 
 
1.4.10 Adoption of the organisational structures, processes and procedures to 

facilitate the discharge of business by the Trust and to agree modifications 
there to. 
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1.4.11 Establish committees of the Board including their terms of reference and 
reporting arrangements. 

 
1.4.12 To receive reports from committees including those which the Trust is 

required by the Secretary of State or other regulation to establish and to take 
appropriate action thereon. 

 
1.4.13 To consider and, if appropriate, approve the recommendations of 

those Trust committees that do not have executive powers or authority 
to commit additional expenditure. 

 
1.4.14 Approval of arrangements relating to the discharge of the Trust's 

responsibilities as a corporate trustee for funds held on trust. 
 
1.4.15 Approval of arrangements relating to the discharge of the Trust's 

responsibilities as a bailee for patients' property. 
 
1.4.16 Authorise use of the seal. 
 
1.4.17 Ratify or otherwise instances of failure to comply with Standing Orders 

brought to the Audit Committee’s attention. 
 
1.4.18 Compliance with the Trust’s Monitor Provider Licence, its Constitution, and all 

statutory and regulatory obligations. 
 
1.5 Appointments/Dismissal 
 

1.5.1 Appointment of the Deputy Chairman of the Board, in consultation with the 
Council of Governors. 

 
1.5.2 Appoint and dismiss committees (and individual members) that are directly 

accountable to the Board. 
 
1.5.3 The appointment, appraisal, disciplining and dismissal by Non-Executive 

Directors of Executive Directors in accordance with the Constitution.  
 
1.5.4 The appointment, appraisal, disciplining and dismissal of the Board 

Secretary. 
 
1.5.5 Approve proposals of the Appointments and Remuneration Committee 

regarding Executive Directors. 
 
1.6 Strategy and Business Plans and Budgets 
  

1.6.1 In consultation with the Council of Governors, to define the strategic aims 
and objectives of the Trust. 

 
1.6.2 In consultation with the Council of Governors, to determine key objectives to 

meet the needs of stakeholders. 
 
1.6.3 Approve the Full Business Cases for Capital Investment to the limits set by 

the Board. 
 
1.6.4 Approve budgets for revenue, capital and working capital. 
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1.6.5 Approve proposals for acquisition, disposal or change of use of land and/or 
buildings. 

 
1.6.6 Approve PFI proposals. 
 
1.6.7 Approve the opening of bank accounts. 
 
1.6.8 Approve proposals on individual contracts (other than NHS contracts) of a 

capital or revenue nature amounting to, or likely to amount to over £100,000 
over a 3 year period or the period of the contract if longer. 

 
1.6.9 Approve proposals on individual contracts (other than NHS contracts for the 

provision of service) of a capital or revenue nature amounting to, or likely to 
amount to over £100,000 per annum, or greater than £500,000 over the life 
of the contract. 

 
 Where the following criteria is met the authority to sign such contracts is 

delegated to the Chief Executive and the Director of Finance & Strategic 
Planning: 

1. The Board has approved a business case in relation to the 
expenditure / commitment and the contract is in line with the values 
approved 

2. Replacement of existing lease arrangements which are affordable 
within approved budgets. 

 
1.6.10 Review and approve the Trust’s insurance against significant risks, 

including use of the NHS Litigation Authority’s risk pooling schemes. 
 
1.6.11 Approval annually of plans in respect of:- 

 Health investment and purchasing intentions.  

 The application of available financial resources. 
 

1.6.12 Financial Forecasts and Plans. 
 
1.6.13 Approval of strategic developments and associated Business Plans. 
 
1,6.14 Approval of Working Capital Facility 

 
1.7 Risk Management 
 
1.7.1 Approval and monitoring of the Trust’s strategy for the management of risk, 

specifically its Board Assurance Framework (BAF) 
  
1.8 Direct Operational Decisions 
 
1.8.1 The “substantive” introduction, increase or discontinuance of any significant activity 

or operation.  An activity or operation shall be significant if it has a gross annual 
income or expenditure (before any set off) in excess of £100,000. Interim 
investments to respond to increases in demand may be put in place on an interim 
basis with approval by the Chief Executive and Director of Finance & Strategic 
Planning up to a maximum of 6 months and a total commitment of no more than 
£250,000. The Board will be informed of such commitments through the 
Performance & Finance Committee. 

 
 Any extensions to the 6 months must receive prior Board approval. 
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1.8.2 Approval of the capital programme which shall comprise the purchase of items with 

a life of more than one year and 
 
a) over the capital limit of £5,000, and 
b) under the £5,000 limit but exceeding £250 each for grouped items. 
 

Urgent items of “capital expenditure” against a contingency sum (previously 
approved by the Board) may be authorised by the Chief Executive and Director of 
Finance & Strategic Planning jointly and reported to the next Board meeting. 

 
The Board may delegate to the Director of Finance & Strategic Planning a part of 
the capital in line with the contingency arrangements set out in Section 4. 

 
1.8.3 To agree action on litigation against or on behalf of the Trust, except that the 

Director of Finance & Strategic Planning shall be authorised to take all necessary 
action to recover debts due to the Trust. 

 
1.9 Financial and Performance Reporting Arrangements 
  
1.9.1 Continuous appraisal of the affairs of the Trust by means of reports as it sees fit 

from directors, committees, associate directors and officers of the Trust.  All 
monitoring returns required by Monitor and the Charity Commission shall be 
reported, at least in summary, to the Board. 

 
1.9.2 Receive reports from Director of Finance & Strategic Planning on financial 

performance against budget and business plan. 
 
1.9.3 Receipt and approval of NHS service contracts signed in accordance with 

arrangements approved by the Chief Executive. 
 
1.9.4 Receive reports from the Chief Executive on actual and forecast income from 

service Commissioners. 
 
1.9.5 Approval of the opening or closing of any bank or investment account and the 

approval of cheque signatories and any other bank mandates. 
  
1.9.6 Consideration and approval of the Trust's Annual Report including the Annual 

Accounts and quality account 
 
1.9.7 Receipt and approval of an annual report from the Audit Committee regarding 

internal control and requiring designated signatures. 
 
1.9.8 Receipt of all minutes and annual reports of Board Committees, and receipt and 

approval of all annual work plans of all Board Committees. 
 
1.9.9 Receipt and approval of the Directors’ Statement on Compliance as may be 

required by the Secretary of State. 
 
1.9.10 Appointment of Bankers. 
 
1.9.11 Insurance Arrangements. 
 
1.9.13 Approval of the Annual Governance Statement 
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1.10 Audit Arrangements 
  
1.10.1 To approve audit arrangements and to receive reports of the Audit Committee 

meetings and take appropriate action. 
 
1.10.2 The receipt of the annual management letter received from the External Auditor 

and consideration of any action recommended by the Audit Committee. 
 
1.10.3 The receipt of the annual report received from the Internal Auditor and 

consideration of any recommendation made by the Board’s Committee for audit. 
 
SECTION 2 
 
DELEGATION OF POWERS  
 
2.1 Delegation to Committees 
  
 The Board determines that certain of its powers shall be exercised by Standing 

Committees.  The composition and terms of reference of such committees shall be 
that determined by the Board from time to time taking into account where necessary 
the requirements of Monitor and/ or the Charity Commissioners (including the need to 
appoint an Audit Committee and an Appointments and Remuneration Committee). 
The Board shall determine the reporting requirements in respect of these 
committees. In accordance with SO, committees may not delegate executive powers 
to sub-committees unless expressly authorised by the Board.  

 
SECTION 3  
 
SCHEME OF DELEGATION TO OFFICERS 
 
3.1 Standing Orders and Standing Financial Instructions set out in some detail the 

financial responsibilities of the Chief Executive (CE), the Director of Finance & 
Strategic Planning (DoF) and other directors. These responsibilities are summarised 
in Section 4. 

   
 Certain matters needing to be covered in the scheme of delegation are not covered 

by SFIs or SOs or they do not specify the responsible officer.  These are: 
 

The scheme of delegation in relation to the authorisation of expenditure is set out in 
Sections 4 & 5. 
 
The scheme of delegation in relation to the authorisation of condemnations, losses 
and special payments is set out in SFI Schedule II. 

 
3.2 Section 6 sets out the Detailed Scheme of Delegation implied by  
 

 Standing Orders 

 Standing Financial Instructions 

 Standing Instructions for Non-Financial Risk 
 
3.3 All matters which are not reserved for the Board or its Committees are delegated to 

the Chief Executive. In turn, the Chief Executive will delegate as he sees fit to each 
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of the Executive Directors. Each of the Executive Directors has a functional 
responsibility determined by the Board or its Committees. 

 
3.4 It should be noted (in accordance with the provisions of the Emergency Powers 

Section of Board Standing Order 10.2) that in an emergency the Board has retained 
to itself within these standing orders may be exercised by the Chief Executive and 
the Chairman after having consulted at least two Non-Executive Directors. The 
exercise of such powers by the Chief Executive and the Chairman shall be reported 
to the next formal meeting of the Board for ratification. 

 
3.5 For the sake of clarity, certain significant matters are delegated to the Chief 

Executive, Executive Directors and line management. 
 
SECTION 4   
 
AUTHORISATION OF EXPENDITURE  
 
4.1 General 
 

All procurements shall be in line with the regulations set out in Section 14 of the 
Standing Orders, Sections 10, 12 and 13 of Standing Financial Instructions and shall 
be only permissible against budgets approved in line with Section 4 of the Standing 
Financial Instructions.  They shall also be in line with the details in Financial Codes of 
Procedures. 

The Trust’s Supplies Manager and/or Director of Finance & Strategic Planning shall 
be responsible for advising the Chief Executive of all cases where procurement 
procedures have not been followed, prior to processing of orders.  They shall be 
entitled to obtain all relevant information from managers and officers to assist in this 
respect. 

“Principal requisitions” shall be those set up to form the main contract with a supplier.  
There may be a number of call-off requisitions (or orders) against a principal 
requisition. 

Requisitions will be raised by responsible officers designated by the Director of 
Finance & Strategic Planning after discussion with the divisions.  Requisitions will 
normally pass through the hierarchy for sign-off with final authorisation by the 
appropriate levels in Sections 4.2 and 4.3 below.  The Director of Finance & Strategic 
Planning may authorise that certain levels of the hierarchy be missed out in the 
interests of economy. 

NHS Standards on Internal Control require that there be adequate systems of 
internal check in the procurement process (eg different officers, not under undue 
influence, are responsible for requisitioning, authorising, receiving and processing 
payment for goods and services).  Each authorised officer is responsible for ensuring 
that there is adequate division of duties (internal check) and where there is doubt, 
passing the transaction upwards for authorisation.  Internal Audit Department have a 
major role in giving the Board assurance that proper internal check is in place. 

The Director of Finance & Strategic Planning shall draw up a list of managers and 
officers for each level shown in the following tables. Inclusion for each level shall be 
in accordance with budget responsibility and not professional grade or status.  
Authorised signatories may only authorise expenditure against budgets for which 
they are responsible. 
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Lower levels of authority are available for requisitions where the Trust’s Procurement 
Procedures have not been complied with (e.g. single quote or single tender actions 
or where tendering has been dispensed with). 

The Director of Finance & Strategic Planning shall satisfy himself that all managers 
and officers have a standard clause on budgetary and financial responsibility in their 
employment terms and conditions when determining the appropriate level. 

The limits set out in this Section 4 shall be reviewed annually by the Director of 
Finance & Strategic Planning in line with the Retail Price Index (All items) and the 
Director of Finance & Strategic Planning shall recommend such changes to the 
Board for approval. 
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4.2. Authorisation of requisitions for Revenue Expenditure (inclusive of VAT) 
 
 Authorisations up to £ (inclusive of VAT) 
 Principal Purchase Requisitioner 
Authorised Signatory Cash 

Reimbursements 
Using  
Procurement 
Processes 
 

Not Using 
Procurement 
Processes 

Call-off 
Requisitions 

Virements 

Joint CEO / Director of 
Finance 

  >£100,000* 
 

  

Chief Executive 
(solely) 
(Deputy CEO/Director 
of Finance & Strategic 
Planning deputies) 
 

- Unlimited 100,000  Unlimited 

Director of Finance & 
Strategic Planning 
 

200 50,000 50,000  100,000 
 

Executive Director or  
Divisional Director 
 

50 50,000 -  35,000 

Divisional General 
Manager 
 

50 25,000 -  20,000 

Senior Divisional 
Nurse, 
Clinical Lead or 
Functional Head 
 

50 10,000 -  10,000 

Matron/Service 
Manager 
 

50 5,000 - Unlimited 5,000 

Ward or Departmental 
Manager 

50 2,500 - 10,000 - 

 
Notes 
1. Requisitions will progress up the authorisation tree, being checked at each stage. 
2. Authorised signatories may only authorise expenditure against budgets that they are 

responsible for. 
 
Exceptions 
The following expenditure shall be authorised only when the requisition has been countersigned by 
the following or officers nominated by the following: 
 
i) Building or equipment works or maintenance Divisional Director of 

Estates & Facilities  
 

ii) IT purchases (including hardware, software, or services) 
maintenance, consultancy or other services or works 

 
Head of ICT 

 
iii) Consultancy Services Chief Executive or 

Director of Finance & 
Strategic Planning 

 
iv) Telephones Head of ICT 
 

* whilst the requisition will physically be signed off by joint CEO and Director of Finance & 
Strategic Planning, the Board of Directors will be required to give formal approval for this, 
prior to sign off  
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4.3 Authorisation of Building Contracts or Requisitions for Capital 
Expenditure 

 
 “Capital Expenditure” shall be defined as items with  
 a) a life of more than one year, 

b) over the capital limit of £5,000 for the item or the cost of a series of items 
which work together as a system, 

c) a series of different items required to open a new ward or department where 
total cost is over £5,000, 

d) a series of similar items that, although not necessarily located in one area, 
are under common management, are bought roughly at the same time and 
have similar expected lives, and where the total cost is over £5,000. 

 
All values are inclusive of VAT. 
The Director of Finance & Strategic Planning shall be consulted in all cases of doubt. 

All proposals to lease assets must be approved by the Director of Finance & 
Strategic Planning. 

 All “Capital Expenditure” shall be authorised in line with the regulations set out in 
Standing Financial Instructions Section 12.  

 All “Capital Expenditure” must receive prior approval from the Trust Board by way of 
the Capital Programme. 

 All bids for ad hoc funds (identified after the Capital Programme has been approved) 
must be notified to the Board 

 
 i) prior to the bid being made, if possible 
 ii) at the next meeting after the bid has been made 
 
 in order that the Board may consider the capital and revenue consequences in light 

of its agreed priorities, and that the bids may be incorporated into the Capital 
Programme. 

 For Capital Schemes (excluding backlog maintenance and General Contingencies) 
where the Capital Cost is more than £100,000, a full business case shall be 
presented to the Board (in line with the guidance issued by the NHS in the Capital 
Manual) for approval prior to commitment.  The business case shall list all 
contractors and suppliers of materials and services with whom the Trust will have a 
contract or where the Trust specifies in the contract specific sub-contractors or 
suppliers.  All financial implications shall be agreed by the Director of Finance & 
Strategic Planning. 

 For Capital Schemes under the limits in C.6 above and already in the Capital 
Programme there shall be no need for prior approval by the Board to proceed.  Such 
commitments shall be reported to the Board at its next meeting. 

 The Board may include in the Capital Programme a “Capital Contingency” and / or a 
provision for backlog maintenance intended to cover urgent needs arising during the 
year.  Any commitments against the Capital Contingency will be authorised as below 
and reported in retrospect every other month to the Infrastructure Development 
Committee. 

 All requisitions for “Capital” must be allocated a Capital Programme number (nominal 
code) by an officer (appointed by the Director of Finance & Strategic Planning) prior 
to authorisation. 
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Authorised Signatories: 
 

 Principal Purchase Requisitions  
 
 
 
Authorised Signatory 

 
Using Procurement 
Procedures 
£ 

Not Using 
Procurement 
Procedures 
£ 
 

 
 
Call-off 
reqns 
£ 

Buildings & Equipment    
Capital Manager 5,000 – 10,000 - 50,000 
Divisional Director of Estates & Facilities  10,000 – 50,000 5,000 100,000 

 
Director of Finance & Strategic Planning 50,000 – 100,000 50,000 Over 

100,000 
 

Chief Executive  Over 100,000 100,000 Over 
100,000 
 

Joint signatory CEO / Director of Finance & 
Strategic Planning 

- >100,000* - 
 

Information Technology    
Head of ICT 5,000 – 10,000 - 50,000 
Medical Director 10,000 – 50,000 5,000 100,000 

 
Director of Finance & Strategic Planning 50,000 – 100,000 50,000 Over 

100,000 
 

Chief Executive  Over 100,000 100,000 Over 
100,000 
 

Joint Signatory CEO / Director of Finance & 
Strategic Planning 

- >100,000 - 

 
Requisitions will process up the authorisation tree, being checked at each stage. 

 
*  whilst the requisition will physically be signed off by joint CEO and Director of Finance & Strategic 
Planning, the Board of Directors will be required to give formal approval for this, prior to sign off  
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4.4. Authorisation of “Stock Items” by electronic “top up” 
 
 Stock items are requisitioned from NHS Logistics stores via an electronic “top up” 

system. 
 
 The Supplies Manager will draw up schedules of products required for each ward or 

department, together with the estimated top up levels, taking into account 
 
 a) advice from the ward or department manager 
 b) historical records of usage 
 c) seasonality or holiday factors. 
 
 The top up levels for each ward and department will be authorised jointly by the 

Supplies Manager and Ward/Department Manager.  In the event of disagreement the 
matter shall be referred to the Director of Finance & Strategic Planning for 
authorisation. 

 
 The Supplies Manager will arrange each week for electronic requisitioning to NHS 

Logistics in order to bring each Ward/Department’s stock levels up to the authorised 
top-up level. 
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AUTHORISATION LIMITS 
 
 

Non-pay and Capital Expenditure
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4.5  REVENUE EXPENDITURE
(EXCL TRUST FUNDS)

Revenue Expenditure

Within budgets, agreed by the 

Board and under control of the 

individual

Principal Requisitions

Not using Trust Procurement 

Procedures (eg single tender or 

single quote)

Deputy CEO authority required to 

£50,000 (signed by DGM or DCD or 

ED) to report to Audit Committee

 

CEO authority required up to EU 

limit only (to report to Audit 

Committee)

 

Principal Requisitions

Using Trust Procurement Procedures Call off Requisitions

 

Ward Manager or Department 

Manager

<£10,001

Matron or Service Manager

>£10,000

Ward Manager

<£2,501

Matron

£2,501 to £5,000

Senior Divisional Nurse

£5,001 to £10,000

Divisional General Manager

£10,001 to £25,000

Divisional Clinical Manager

£25,001 to £50,000

CEO (Deputy CEO deputises)

(having already been signed off 

by DCD and DGM

>£50,000

Department Manager

<£2,501

Service Manager

£2,501 to £10,000

Divisional General Manager or 

Clinical Lead or Function Head

£10,001 to £25,000

Divisional Clinical Director or 

Executive Director

£25,001 to £50,000

CEO (Deputy CEO deputises)

(having already been signed off 

by ED/DCD and/or DGM

>£50,000
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TRUST FUNDS 

 
 
 
 
 
 

Trust Fund Expenditure

Fund Manager 

(e.g. Ward/Department Manager)

<£1,001

DGM, ED responsible 

for Fund Manager 

£1,001 to £3,000

Director of Finance

£3,001 to £7,000

Charitable Funds Committee

>£7,000
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£5,000 - £50,000  

Head of IT

£10,001 - £50,000

Director of Finance (report to 

next Audit Committee)

£50,001 - £ EU Limit

Chief Executive

(report to next Audit Committee)

Buildings & Equip.

£5,000 - £10,000  Capital 

Manager

IT

Capital Expenditure
(Incl. Equipment Rental)

Board Authority to Annual 

Capital Programme and 

Revenue Consequences (incl. 

Sums for capital contingency)

Bids for adhoc funds

Call-off Requisitions and 

Architect Certificates

IT

Principle Requisitions not 

using Trust Procedures (e.g. 

single tender or quote)

IT

£10,001 to £50,000 Medical 

Director

Buildings & Equip.

£50,001 - £100,000 

Director of Estates & 

Facilities

Board Authority to Amend Capital 

Programme

Capital >£100K & Revenue 

>£20K - full business case and 

prior Board approval (including 

lists of suppliers)

Capital <£100K and Revenue     

< £20K and within Capital 

Programme, reported to next 

board meeting

Principal Requisitions using Trust 

Procurement Procedures

IT

£50,001 - £100,000    

Medical Director

£50,001 - £100,000 Director of 

Finance

>£100,000  Chief Executive

Buildings & Equip.

£5,000 - £50,000  

Capital Manager

Unlimited   Chief Executive or 

Director of Finance

£5,000 - £10,000  Head of IT

Buildings & Equip.

£10,001 to £50,000 Director of 

Estates & Facilities
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SECTION 5 CHEQUES AND BACS SIGNATORIES (Effective by title of appointment 
June 2002) 

 
AUTHORISED CHEQUE SIGNATORIES 
 
A. Cheques with a value of up to £2,000 
 One of the following, solely: 
 T Bullock  Chief Executive  
 M Oldham  Director of Finance & Strategic Planning 
 K Edge  Deputy Director of Finance – Head of Business Intelligence 
 C Birch  Accounts Manager 
 D Goff   Deputy Director of Finance, Financial Services 
  
B. Cheques with a value greater than £2,000 and up to £5,000 
 Any two of the above. 
 
C. Cheques with a value greater than £5,000 and up to £100,000 
 Two of the above of which at least one must be as follows: 
 T Bullock  Chief Executive  
 M Oldham  Director of Finance & Strategic Planning 
 D Goff   Deputy Director of Finance, Financial Services 
 
D. Cheques > £100,000 
 Any two of the following: 
 T Bullock  Chief Executive  
 M Oldham  Director of Finance & Strategic Planning 
 D Goff   Deputy Director of Finance, Financial Services 
 
E. Authorisation for BACS payment lists 
 Any two of: 
 T Bullock  Chief Executive 
 M Oldham  Director of Finance & Strategic Planning 
 D Goff   Deputy Director of Finance, Financial Services 
 K Edge  Deputy Director of Finance, Head of Business Intelligence 
 
F. Authorisation of Payroll Advances 
 T Bullock  Chief Executive   
 M Oldham  Director of Finance & Strategic Planning 
 D Goff   Deputy Director of Finance, Financial Services 
 K Edge  Deputy Director of Finance, Head of Business Intelligence 
 E Carmichael  Director of Service Transformation & Workforce 
 J Mitchell  Medical Staffing Manager 
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6. DETAILED SCHEME OF DELEGATION  
 Delegated matters in respect of decisions which may have a far reaching effect must be reported to the Chief Executive.  The 

delegation shown below is the lowest level to which authority is delegated.  Delegation to lower levels is only permitted 
with written approval of the Chief Executive who will, before authorising such delegation, consult with other Senior Officers as 
appropriate.   All items concerning Finance must be carried out in accordance with Standing Financial Instructions and Standing 
Orders. 

   

DELEGATED MATTER AUTHORITY DELEGATED TO 
REFERENCE 

DOCUMENTS 

1. Affixing of sealings in accordance with Standing Orders Chief Executive  & Chairman SOs Section 12 

2. Agreements/Licences   

 a) Preparation and signature of all tenancy agreements and 
licences  for all staff subject to Trust Policy on 
accommodation for staff 

Divisional Director of Estates and 
Facilities 

 

 b) Extensions to existing staff leases and tenancy 
agreements 

Residences Manager  

 c) Letting of premises to outside organisations Chief Executive Officer and Director of 
Finance & Strategic Planning 

 

 d) Approval of rent based on professional assessment Director of Finance & Strategic Planning SFI Section 7 

3. Audit   

 a) Provide independent and objective view on internal 
control and probity 

Audit Committee SFI’s Section 2  

 b) Provide adequate internal audit service Director of Finance & Strategic Planning  
c) Review, evaluate and report on internal financial control 
d) Review, appraise and report in accordance with NHS 

Internal Audit Manual and best practice 
e) Ensure cost-effective external audit 

Director of Finance & Strategic Planning  
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DELEGATED MATTER AUTHORITY DELEGATED TO 
REFERENCE 

DOCUMENTS 

4. Board & Meetings   

a) Final Authority in interpretation of SOs Chairman SO 8.20, 8.22, 2.1 
b) Calling meetings Board of Directors & Chairman SO 8.5 
c) Notice of Meetings Chairman SO 8.6  
d) Chair all board meetings and associated responsibilities Chairman SO 8.12 
e) Setting agenda for meetings and maintaining an agenda of 

agendas 
Chairman 
 

SO 8.9 

e) Interpretation of SFI’s Trust Board Secretary SFI 1 

5. Budget Management   

i. Submit budgets to the Board. Director of Finance & Strategic Planning SFIs Section 4 
ii. Monitor performance against budget, submit to Board 

financial estimates and forecasts. 
Director of Finance & Strategic Planning  

iii. Delegate budget to budget holders and submit monitoring 
returns 

Chief Executive 
 

 

iv. Responsibility of keeping expenditure within budgets (Pay, 
non-pay, income, recharges and capital charges) 

  

a) At individual ward & department level  (Pay and 
Non Pay) 

Ward and Departmental Manager 
 

 

b) At divisional level Divisional General Manager  
c) For the totality of services provided by the Trust 

 
 

Chief Executive  

6. Capital Schemes   

 a) Compile and submit to the Board an Estates Strategy Chief Executive SFI 12.1.1 
 b) Compile and submit to the Board an Annual Capital 

Programme 
Director of Finance & Strategic Planning SFI 12.1.3 

 c) Submit bids for capital funds not in Capital Programme to 
the Board 

Director of Finance & Strategic Planning SFI 12.1.5 
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DELEGATED MATTER AUTHORITY DELEGATED TO 
REFERENCE 

DOCUMENTS 

 d) Submit business cases for capital expenditure 
>£100,000 and/or revenue consequences >£20,000 

Chief Executive  or nominated Executive 
Director 

SFI 12.1.6 

 e) Monitoring Capital Programme Director of Finance & Strategic Planning  SFI 12.1.2 & 12.1.14 
 f) Authority to commit capital expenditure See Scheme of Delegation Section 4C  
 g) Maintenance of asset registers Director of Finance & Strategic Planning SFI 12.3 
 h) Selection of architects, quantity surveyors, consultant 

engineer and other professional advisors within EU 
regulations & SFI’s 

Divisional Director of Estates & Facilities  

 i) Approval of rentals & PFI finance Director of Finance & Strategic Planning SFI 12.2 
   

7. Clinical Trials – Authorisation 
 
 
 

Medical Director after taking advice from 
Director of Finance & Strategic Planning 
on costs and reimbursement 

SO 13.44 – 13.45 

8. Condemning & Disposal   
 a) Condemning Officer 
 i) Medical equipment 
 ii) Computer equipment 

iii) Drugs 
 
  iv) All other 

 
EBME Chief Medical Technical Officer 
IT Support Manager 
Director of Pharmacy & Medicines 
Management 
Divisional Director of Estates & Facilities 

SFIs  Section 14 

 b) Authorisation for disposal of Items that are obsolete, 
obsolescent, redundant, irreparable or cannot be 
repaired cost effectively 
i) with current/estimated purchase  price of 

replacement <£5000 
              ii) with current purchase new price >£5000 

 

 
 
 
Supplies Manager 
 
Director of Finance & Strategic Planning 
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DELEGATED MATTER AUTHORITY DELEGATED TO 
REFERENCE 

DOCUMENTS 

9. Drugs (New) – Authorisation        SFI's Section 10.3 

- Estimated total yearly cost up to £25,000 Clinical Lead  
- Estimated total yearly cost above £25,000 Medicines Committee and referred to 

EMB for information 
 

10. Engagement of Trust’s Solicitors Trust Board Secretary  

11. Extended Role Activities  
 
 Approval of Nurses to undertake duties / procedures which 

can properly be described as beyond the normal scope of 
Nursing Practice. 

  

 
 
Director of Nursing & Quality 

Nurse/Midwives/ 
Health Visitors Act 
Midwives Rules / Code 
of Practice NMC Code 
of Professional 
Conduct 

12. Facilities for staff not employed by the Trust to gain 
practical experience 

  

 Professional Recognition, Honorary Contracts, & Insurance 
of Medical Staff. 

Chief Executive , Clinical Tutor  

 Work experience students Voluntary Services Coordinator 
 

 

13. Financial Accountability   

a) Ensuring clear lines of accountability Chief Executive  SFI 1.3.5 
 

14. Financial Management   

a) Overall responsibility for Cash Control  Chief Executive  SFI 3.1 
b) Ensuring compliance with Dept of Health or FT 

Monitor requirements, ensure  money drawn from 
Dept of Health is for approved expenditure only at 
time of need, and ensuring adequate system of 
monitoring 

Director of Finance & Strategic Planning SFI 3.3 
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DELEGATED MATTER AUTHORITY DELEGATED TO 
REFERENCE 

DOCUMENTS 

c) Annual Accounts– preparation Director of Finance & Strategic Planning SFI 5.1 
d) Annual Reports preparation Trust Board Secretary  
e) Banking arrangements Director of Finance & Strategic Planning SFI 6.1.1 
f) Prompt payment of accounts Director of Finance & Strategic Planning SFI 12.2.2 & 12.2.3 
g)   Advise Board on borrowing and investment needs 

and prepare procedural instructions 
Director of Finance & Strategic Planning SFI 6.2 

h) Capital investment programme and business cases Chief Executive  SFI 12.1 
i) Calculate and pay capital charges in accordance with 

NHS Executive requirements 
Director of Finance & Strategic Planning SFI 12.3.8 

j) Responsible for accuracy and security of 
computerised financial data 

 

Director of Finance & Strategic Planning SFI 15 

15. Financial Policies & Procedures & Records   

a) Responsible for: 
 Implementing the Trust’s financial policies and 

coordinating corrective action and ensuring 
detailed financial procedures and systems are 
prepared and documented. 
Provision of financial advice. 

Director of Finance & Strategic Planning SFI 1.3.8 

b) Form and adequacy of financial records of all 
departments 

Director of Finance & Strategic Planning SFI 1.3.8 

c) Review, evaluate and report on internal financial 
control 

Director of Finance & Strategic Planning SFI 2.1 

d) Income systems and debt recovery Director of Finance & Strategic Planning SFI 7 
e) Advise the Board on level of delegation of non-pay 

expenditure to budget managers 
Director of Finance & Strategic Planning SFI Introduction 

f) Maintain lists of managers with authority levels Director of Finance & Strategic Planning SFI Section 4 A.6 
SFI 10.1 

g) Authorise who may use and be issued with official 
orders 

Director of Finance & Strategic Planning SFI 10.2.5 
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DELEGATED MATTER AUTHORITY DELEGATED TO 
REFERENCE 

DOCUMENTS 

h) Maintenance of asset registers Director of Finance & Strategic Planning SFI 12.3 
i) Calculate capital charges and pay dividends in 

accordance with DOH requirements 
Director of Finance & Strategic Planning SFI 12.3.8 

j) Approval of asset control procedures Director of Finance & Strategic Planning SFI 12.3.5 & 12.4.2 
k) Responsible for security of Trust assets including 

notifying discrepancies to DOF, and reporting losses 
in accordance with Trust procedure 

All senior staff SFI 12.4.3 to 12.4.5 

l) Responsible for systems of control over stores & 
receipt of goods 

Director of Finance & Strategic Planning 
 

SFI 13.2 & 13.4 

m) Responsibility for the control of stores in accordance 
with Director of Finance & Strategic Planning 
guidance 

 

Departmental/Ward Managers 
 

SFI 13.2 

n) Identify persons authorised to requisition and accept 
goods from Supplies stores or PASA regional stores 

Director of Finance & Strategic Planning SFI 13.3 

o) Retention of document procedures 
 - clinical 
 
 - other 

 
Medical Director and Deputy Chief 
Executive 
Director of Finance & Strategic Planning 

SFI 18.1 

16. Fire Precautions – review 
 

Head of Integrated Governance  

17. Fraud & Theft   

a) Investigate any suspected cases of fraud or other 
irregularity 

LCFS and Director of Finance & Strategic 
Planning 
 

SFI 21 

b) Prepare procedures for recording and accounting for 
losses and special payments and informing DOH and 
NHS Fraud Service of all frauds and informing police 
in cases of suspected arson or theft 

Director of Finance & Strategic Planning  
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DELEGATED MATTER AUTHORITY DELEGATED TO 
REFERENCE 

DOCUMENTS 

18. Hospitality – Authorisation Director of Finance & Strategic Planning 
 

SO13.21 – 13.22 

19. Infectious Diseases & Notifiable Outbreaks Senior Manager on call, or Control of 
Infection Doctor 

 

20. Insurance Policies Director of Finance & Strategic Planning SFI 19 

21. Investment of Funds (including Charitable & 
Endowment Funds) 

  

a)Shall ensure each fund held on trust is managed 
appropriately (subject to the discretion and approval of 
the Trustees Sub-Committee). 

b) 

Director of Finance & Strategic Planning SFI 17.3 

22. Losses, Write-off & Compensation   

a) For general condemnation, losses and special 
payments 

See Sch II SFIs  

b) For clinical negligence and personal injury claims to 
public up to £100,000 (negotiated settlements) 
where cost to the Trust is <£20,000 

Director of Nursing & Quality  

c) For all other clinical negligence claims and personal 
injury claims from the public 

Chief Executive  

d) For personal injury claims to staff 
 Up to £10,000 (including plaintiff’s costs) 

Director of Workforce and Organisational 
Development 

 

e) For personal injury claims from staff above £10,000 Chief Executive  

23. Maintenance / Operation of Bank Accounts Director of Finance & Strategic Planning  SFIs Section 6 
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DELEGATED MATTER AUTHORITY DELEGATED TO 
REFERENCE 

DOCUMENTS 

24. Patients & Relatives Complaints    

a) Overall responsibility for ensuring that all 
complaints are dealt with effectively 

Director of Nursing & Quality  

b) Responsibility for ensuring complaints relating to a 
directorate are investigated thoroughly. 

Divisional Clinical Lead  

c) Legal Complaints 
 Co-ordination of their management. 

Patient Experience Manager  

25. Patients Property   

a) Responsible for ensuring patients and guardians 
are informed about patients’ money and property 
procedures on admission 

Chief Executive  SFI 16.2 

b) Prepare instructions for patient property Director of Finance & Strategic Planning SFI 16.3 

26. Workforce, Employment Pay & Pensions   

a) Nominate officers to enter into contracts of 
employment, regrading staff, agency staff or 
consultancy service contracts 

Director of Workforce and Organisational 
Development 

SFI 9.3.1 (a) 

b) To ensure all employees and Directors, present and 
future, are notified of and receive appropriate 
training on the Corporate Governance Manual 

Director of Finance & Strategic Planning SFI 9.5.1 (a) 

c) To ensure there are procedures for agreeing 
objectives for all staff, carrying out staff appraisals, 
evaluating and identifying development needs 

Director of Workforce and Organisational 
Development 

SFI 9.5.2 

d) Appointments & Remuneration Committee to be 
established 

Board of Directors SO Sch C 

e)      Proposals for setting of remunerations and 
conditions of service for all employees.   

 

Director of Workforce and Organisational 
Development 

SFI 9.5.3 
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DELEGATED MATTER AUTHORITY DELEGATED TO 
REFERENCE 

DOCUMENTS 

f) Variation to funded establishment of any 
department and Trust as a whole within the overall 
Trust budget agreed by the Board 

Director of Finance & Strategic Planning SFI 9.2.2 

g) Staff, including agency staff, appointments, 
contracts of employment. 

 

Director of Workforce and Organisational 
Development 

SFI 9.3.1 & 9.5.2 

h) Staff objectives, appraisal and identification of staff 
development needs. 

All managers and Supervisors   

i) Establish procedures for engaging, terminating or 
changing terms and conditions of staff within 
approved budgets 

Director of Finance & Strategic Planning SFI 9.3.2 

j) Report in writing to the Board its advice and its 
bases about remuneration and terms of service of 
directors  

Remuneration Committee SO Sch C 

k) Workforce, Employment, Pay and Pension policies Director of Workforce and Organisational 
Development 

SFI 9.5.3 

l) Payroll processing and procedures Director of Finance & Strategic Planning SFI 9.4.1 & 9.4.2 & 
9.4.3 

m) Engagement of Staff   
i) authorisation of recruitment within 

directorate/department establishments 
(Establishment Control/Vacancy Request 
Forms) 

Vacancy Control Group for each Division 
or Executive Director 
 

SFI 9.3 

ii) authorisation of recruitment not within 
directorate/department establishments but 
within overall Trust budget (Establishment 
Control/Vacancy Request Forms) 

Director of Finance & Strategic Planning 
and Director of Workforce and 
Organisational Development 

SFI 9.3.2 

iii) booking of Bank or Nurse Agency Staff Nurse Bank Coordinator  
iv) Medical Locums and Medical Agency Staff 

 
Head of Resourcing  
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DELEGATED MATTER AUTHORITY DELEGATED TO 
REFERENCE 

DOCUMENTS 

n) Additional Increments 
The granting of additional increments to staff within 
budget in line with existing terms & conditions 
 

Director of Workforce and Organisational 
Development or nominated officer 

 

o) Upgrading & Regrading 
All requests for upgrading/regrading shall be dealt 
with in accordance with Trust Procedure 

Ward/departmental manager, Matrons, 
Service Managers, Senior Divisional 
Nurses, Divisional General Managers, 
Divisional Clinical Leads, Executive 
Directors 
Subject to procedure 15(l) above 

 

p) Pay 
i) Authority to action standing data forms 

effecting pay, new starters, variations and 
leavers within establishments and against 
approved Establishment Control 

 
Director of Workforce and Organisational 
Development or Nominated Deputy 

 

ii) Authority to complete and authorise time 
sheets and pay variation forms 

 
 
 
 
 

Ward/departmental manager, Matrons, 
Service Managers, Divisional Heads of 
Nursing, Divisional General Managers, 
Divisional Clinical Leads, Executive 
Directors 
Subject to procedure 15(l) above 

 

iii) Authority to authorise overtime within 
Establishment/Budgets 

 
 
 
 
 

Ward/departmental manager, Matrons, 
Service Managers, Divisional Heads of 
Nursing, Divisional General Managers, 
Divisional Clinical Leads, Executive 
Directors 
Subject to procedure 15(l) above 
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DELEGATED MATTER AUTHORITY DELEGATED TO 
REFERENCE 

DOCUMENTS 

iv) Authority to authorise travel & subsistence 
expenses in line with Trust policy and 
procedures. 
Medical Staff 
- other than own 
- clinical leads 
- Divisional Clinical Leads 
All other staff 

Ward/departmental manager, Matrons, 
Service Managers, Senior Divisional 
Nurses, Divisional General Managers, 
Divisional Clinical Leads, Executive 
Directors 
Subject to procedure 15(l) above 
Line Manager 

 
 

   
q) Leave 

i) Approval of annual leave 
 Medical staff 
 - other than own 
 - clinical leads 
 - Divisional Directors 
 All other staff 

 
 
Clinical Leads 
 
Divisional Director 
Line Manager 
 

 

ii) Annual leave - approval of carry forward  
       (max 5 days)  
 

Chief Executive or Director of Workforce 
and Organisational Development 

 

iii) Payment in lieu of annual leave (non- 
pensionable) 

Divisional or Executive Director after 
discussion with Director of Workforce and 
Organisational Development 
 

 

iv) Compassionate Leave in accordance with Trust 
Policy (up to 3 days) 

 

Line Manager 
 

 

v) Compassionate Leave more than 3 days 
 

Executive Director, Divisional Clinical 
Lead, Divisional General Manager 
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DELEGATED MATTER AUTHORITY DELEGATED TO 
REFERENCE 

DOCUMENTS 

vi) Special leave arrangements 
- paternity leave 
- carers leave 
- up to 3 days 
- over 3 days 
 

vii) Leave without pay in line with Trust policies 

Line Manager  
 
Line Manager 
 
Executive Director, Divisional Clinical 
Lead  
Divisional Clinical Lead, Executive 
Director 

 

   
viii) Medical Staff Leave of Absence Medical Director and Chief Executive 

jointly  
 

 

ix) Medical Staff Study Leave Medical Director after checking by 
Divisional Clinical Lead 

 

x) Time off in lieu Line Manager  
xi) Maternity or Adoption Leave - paid and unpaid Line Manager  

r) Study Leave   
i) Study leave outside the UK Executive Director  
ii) Study leave for non-medical staff 
 

Line Manager 
 

 

s) Removal Expenses, Excess Rent and House 
Purchases 
Authorisation of payment of removal expenses 
incurred by officers taking up new appointments 
(providing consideration was promised at interview) 
 

 
Director of Finance & Strategic Planning 
& Director of Workforce and 
Organisational Development jointly 

 
 

t) Grievance Procedure 
All grievance cases must be dealt with strictly in 
accordance with the Grievance Procedure. 

 
 
Line Manager 

 
Trust Grievance 
Procedure 



 

Page 125 of 198 

DELEGATED MATTER AUTHORITY DELEGATED TO 
REFERENCE 

DOCUMENTS 

u) Authorised Car Users 
Requests for new posts to be authorised as car 
users 
 

 
Director of Finance & Strategic Planning 
 

 

v) Redundancy Chief Executive on the advice of the 
Director of Finance & Strategic Planning 
and Director of Workforce and 
Organisational Development 
 
 

 

w) Ill Health & Industrial Injury Retirement 
Decision to pursue retirement on the grounds of ill-
health 

Director of Finance & Strategic Planning  
in respect of the financial impact and 
affordability, and 
Director of Workforce and Organisational 
Development in respect of compliance 
with HR policies, recommendations made 
by an OH Consultant and risk 
management 
 

 
 

x) Dismissal 
 
y)      Fit and Proper Person Requirements 
         i) Procedure for completing FPPR on appointment 
         ii) Annual assurance that Board members remain 

compliant and meet the requirements of the FPPR 
procedure 

 
z)     Injury Benefit 
        i) Temporary Injury Allowance 
 

Executive Director 
 
Director of Workforce and Organisational 
Development 
Director of Workforce and Organisational 
Development 
 
 
Divisional Heads of Nursing, Divisional 
General Managers, Divisional Clinical 
Leads 

Disciplinary 
Procedures 
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DELEGATED MATTER AUTHORITY DELEGATED TO 
REFERENCE 

DOCUMENTS 

        ii) TIA Appeal 
 
        iii) Permanent Injury Allowance 
 
 
 
        iv) PIA Appeal 
 

Executive Director 
 
Divisional Heads of Nursing, Divisional 
General Managers, Divisional Clinical 
Leads 
 
Executive Director 
 

 

27. Property   

a) Responsible for security of the Trust’s property, 
avoiding loss, exercising economy and efficiency in 
using resources and conforming to Standing Orders, 
Financial Instructions and financial procedures 

All Directors and Staff SFI 12.4.4 

b) Overall responsibility for fixed assets Chief Executive Officer SFI 12.4.1 
c) Responsibility for security of Trust assets including 

notifying discrepancies to DOF, and reporting losses 
in accordance with Trust procedure 

All Managers & Staff SFI 12.4.3 

d) Insurances Director of Finance & Strategic Planning SFI 12.4.8 

28. Provisions of Services   

a) Negotiating Service Agreements  
after taking advice from ………. 

Chief Executive Officer 
Director of Finance & Strategic Planning 

SFIs Section 8 

   
b) Submission of Service Agreements to Board Chief Executive SFIs  Section 8 & 9 

 
c) Reporting of changes to Service Agreements 

>£100,000 to the Board 
d) Reporting of changes to Service Agreements 

<£100,000 to the Board 

Chief Executive 
 
Chief Executive 
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DELEGATED MATTER AUTHORITY DELEGATED TO 
REFERENCE 

DOCUMENTS 

e) Monitoring Reports to the Board on Service 
Agreements 

- Financial 
- other 

f) Arrangements for payment of NHS contracts and Out 
of Area Treatments (OATs) 

 
g) Varying prices from the national tariff 
 
h) Variation of operating and clinic sessions within 

existing numbers  
- Outpatients 
- Theatres  
- Other 

NB  Income or cost changes will require a business 
case to be considered by the Board 
 
i) All proposed changes in bed allocation and use 

- Temporary Change 
- Permanent Change 

NB  An executive director must be informed before 
such changes take effect. 
 
j) Private Patient, Overseas Visitors,  Income 

Generation and other patient related services 
 
k) Price of NHS Contracts 

Calculation of charges for all NHS Contracts, be they 
block, cost per case, cost and volume, spare 
capacity. 

 
Director of Finance & Strategic Planning 
Director of Finance & Strategic Planning 
 
Director of Finance & Strategic Planning 
 
 
Director of Finance & Strategic Planning 
 
 
 
Divisional Clinical Lead 
Divisional Clinical Lead 
Divisional Clinical Lead 
 
 
 
 
Chief Operating Officer and  
Divisional Clinical Lead 
 
 
 
 
Director of Finance & Strategic Planning 
or Nominated Deputy 
 
 
Director of Finance & Strategic Planning 
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DELEGATED MATTER AUTHORITY DELEGATED TO 
REFERENCE 

DOCUMENTS 

29. Quotation, Tendering & Contract Procedures   

a) Best value for money is demonstrated for all 
services provided under contract or in-house 

 

Chief Executive Standing Orders 
Section 14 and Sch J; 
SFIs Sections 10. 

b) Demonstrate that the use of private finance 
represents best value for money 

Director of Finance & Strategic Planning  

c) Nominate an officer to oversee and manage the 
contract on behalf of the Trust 

Chief Executive Standing Orders 
Section 14 and Sch J; 
SFIs Sections 10. 

d) Officer responsible for procuring goods and services 

 Capital Building Contracts (major jobs) 

 Adhoc Building Contracts (small jobs) 

 Medicines 
 

 All other goods and services 

 
Estates Manager 
Estates Capital Manager 
Director of Pharmacy & Medicines 
Management 
Supplies Manager 

 

e) Officer responsible for ensuring all procurement is in 
line with Standing Orders and EU regulations 

Director of Finance & Strategic Planning  

f) Approve and sign all building, engineering, property 
or  capital documents 

Chief Executive & Director of Finance & 
Strategic Planning 

 

g) Officer responsible for receipt and custody of  
tenders before opening 

Trust Board Secretary  

h) Open tenders Two of a panel made up of Executive 
Directors and/or Trust Board Secretary 

 

i) Decide whether any late tenders should be 
considered 

Director of Finance & Strategic Planning  

j) Keep lists of approved firms for tenders Director of Finance & Strategic Planning  
k) Advise the Board, level of delegation of non-pay 

expenditure to budget managers 
Director of Finance & Strategic Planning  
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DELEGATED MATTER AUTHORITY DELEGATED TO 
REFERENCE 

DOCUMENTS 

l) Advise on best value for money Supplies Manager  
m) Authorise who may use and be issued with official 

orders 
Director of Finance & Strategic Planning 
 

 

n) Waiving of tendering or quotation procedures 

 Expenditure <£50,000 

 Framework agreements 
All other > £50,000 

Chief Executive 
Director of Finance & Strategic Planning 
Chief Executive 

 

o) Obtaining 2 minimum  verbal quotations for 
goods/services up to £6,000,  

 
 
 

Ward or Departmental Manager, 
Matrons, Service Managers, Clinical 
Leads, Divisional General Managers, 
Divisional Clinical Leads 

 

p) Obtaining 3 written quotations for goods/services 
from £10,000 to £30,000,  

Procurement Manager  

q) Approving expenditure >tender price up to 10% or 
£15k whichever is the higher 

Director of Finance & Strategic Planning  

r) Approving expenditure >tender price > 10% > or 
£15k up to a maximum of £25k. 

Chief Executive  

30. Relationships with Press   

a) Non-Emergency General Enquiries 
- Within Hours 
- Outside Hours  

Communications Manager 
Senior Manager on call, or Executive 
Director on call 

 

b) Emergency 
- Within Hours 

 
- Outside Hours 

 
Chief Executive 
 
Senior Manager on call, or Executive 
Director on call. 
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DELEGATED MATTER AUTHORITY DELEGATED TO 
REFERENCE 

DOCUMENTS 

31. Reporting of Incidents to the Police   

a) Where a criminal offence is suspected 
i) criminal offence of a violent nature 
ii)  other 

Senior Departmental manager on duty 
Or Security Manager 
Senior Departmental manager on duty 
Or Security Manager 

 
 
 

b) Where a fraud is involved Director of Finance & Strategic Planning 
or LCFS 

SFI 21 

32. Research Projects, not clinical trials - Authorisation Executive Directors within allocated 
budgets 

 

33. Retention of Records Chief Executive  SFIs Section 18 

34. Review the Trust's compliance with the Access to 
Records Act and Freedom of Information Act 

Medical Director   

35. Review of Trust's compliance with the Data 
Protection Act 

Medical Director   

36. Review of the Trust's compliance code of Practice for 
handling confidential information in the contracting 
environment and the compliance with "safe haven" 
per EL 92/60 

Medical Director (Caldicott Guardian)   

37. Risk Management   

a) Accountability for internal control  Board of Directors  
b) Maintaining sound system of internal control Chief Executive   
c) Implementing systems of risk management and 

prepare procedures 
Medical Director   

d) Maintaining systems of risk management Medical Director   
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DELEGATED MATTER AUTHORITY DELEGATED TO 
REFERENCE 

DOCUMENTS 

e) Ensuring that all staff have risk management 
responsibilities in employment contracts, job 
descriptions and objectives 

Director of Workforce and Organisational 
Development 

 

f) Complaints & claims Director of Nursing & Quality  
g) Systems of accountability with definitions of 

responsibilities and relationships 
Chief Executive  

h) Employment of competent persons Chief Executive  

i) Oversight of risk management through scrutiny and 
review 

Quality Governance Committee  

j) Objective view on internal control independent of 
executive and line management 

Audit Committee.  

k) Recommend Risk Management Policy Medical Director   
l) Prioritising risk and recommendation to Board for 

resources 
Medical Director   

m) Annual Review of Risk Management Policy Medical Director   
n) Annual Risk Management Plan to prepare and to 

include staff information, instruction and training 
Medical Director   

o) Verification that internal control exists Internal Audit Department  
p) Recommend Complaints Policy to Board Director of Nursing & Quality  
q) Reporting complaints and claims regularly to the 

Board 
Director of Nursing & Quality  

r) Recommend Patient/User Involvement Policy to 
the Board 

Director of Nursing & Quality  

s) Annual Review of Patient/User Involvement Policy Director of Nursing & Quality  
t) Patient Surveys – review and evaluate data Director of Nursing & Quality 

 
 

38. Sponsorship deals – Authorisation Director of Finance & Strategic Planning 
 
 

CC 2.14 – 2.16 
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DELEGATED MATTER AUTHORITY DELEGATED TO 
REFERENCE 

DOCUMENTS 

39. Strategy and Business Plans (LDP)   

a) Compile and submit to the Board a Business 
Strategy and Annual Business Plan (LDP) 

Chief Executive SFI 4.1.1 

40. The keeping of Registers.   

a) Register(s) of Director’s interest Trust Board Secretary SO 13.16 
b) Register of staff interests Director of Finance & Strategic Planning CC 2.2 & 2.7 
c) Register of offers of hospitality or gifts Director of Finance & Strategic Planning CC 2.5, 2.6 & 2.8 

  d)       Register of commercial sponsorship 
  e)       Register of Outside Employment (including Private     

Practice 
         f)          Register of Patents and Intellectual Property 
         g)         Register of Donations 

Director of Finance & Strategic Planning CC 2.14 – 2.16 
CC 2.11 & 2.12 
 
CC 2.16 
CC 2.13 

41. The keeping of a register of Sealings  SOs Section 9 
 

a) Keep seal in safe place and maintain a register of 
sealing 

Chief Executive  

b) Approve and sign all building, engineering, 
property or capital documents not requiring seal 

Chief Executive and Director of Finance 
& Strategic Planning  

 

c)   Approve and sign all documents which will be 
necessary in legal proceedings except proceedings 
to recover debts due to the Trust 

Chief Executive and Director of Finance 
& Strategic Planning 

 

d) Sign on behalf of the Trust any agreement or 
document not requested to be executed as a deed 

Chief Executive and Director of Finance 
& Strategic Planning  

 

42. Detention under the Mental Health Act 
To be responsible for ensuring that a named officer is available 
at all times to receive and scrutinise admission documents 
relating to patients who are detailed for assessment or treatment 
under the Mental Health Act. 

 
Director of Nursing and Quality 
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Financial and Performance Reports to the Board  
 
 

Patient Safety  
 

 Serious incidents  

 All patient safety incidents resulting in harm 

 Learning & changes in practice from incidents 

 Frequently occurring incidents including falls, pressure ulcers & medication 
incidents 

 Safety Thermometer 

 Risk Adjusted Mortality and Crude Mortality indices or equivalent 

 MRSA and Clostridium Difficile cases 

 Stroke performance 

 National CQUINs 

 Patient safety objectives 

 Inquests concluded 
 
 

Patient Focus 
    

 Complaints and Informal Complaints received, complaint trends and complaints 
closed in month  

 Number of complaints sent to CQC and Ombudsman 

 Claims received and closed 

 Compliments, NHS Choices Star Ratings and Family and Friends Test 
 
 

Workforce Focus  

 

 Nursing and HCA staffing levels 

 Care hours per patient day 

 Workforce absence 

 Staff Turnover  

 Agency Spend 

 Commissioner Income Analysis 
 
 

Financial Focus  
   

 Statement of financial position 

 Income and expenditure 

 Elective, outpatient and day case income 

 Non-elective income 

 Cost improvement scheme 

 Capital service capacity  

 Liquidity, cash position and working capital 

 Distance from financial plan 

 Staff costs 
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Systems Delivery Focus 
   
Local Delivery Plan targets and existing national standards: 

 Elective inpatients and length of stay 

 Outpatient waiting times and DNAs 

 18 weeks elapse from referral to treatment 

 4 hours transit time target 

 14, 31 and 62 days cancer waits 

 6 week diagnostic waits 

 Non-elective admissions, readmissions and length of stay 

 A&E attendance and ambulance arrivals 

 GP Referrals 

 Theatre efficiency 

 Bed occupancy and medical outliers 

 Delayed discharges 

 Cancelled operations seen within 28 days, and year to date 

 Maternity bookings and deliveries 
 
 
 
Central Cheshire Integrated Care Partnership results have been incorporated into the 
Performance and Quality, Safety and Experience Report since December 2016 and 
will continue until their own dashboards are developed. 
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Code of Conduct for Private Practice: Recommended 
Standards of Practice for NHS Consultants 
A Introduction  
1 Scope of Code 
1.1 This Schedule (Department of Health 2004, amended 2009) sets out 

recommended standards of best practice for NHS Consultants in England 
about their conduct in relation to private practice. The standards are designed 
to apply equally to honorary contract holders in respect of their work for the 
NHS. The Code covers all private work, whether undertaken in non-NHS or 
NHS facilities. 

 
1.2 Adherence to the standards in the Code will form part of the eligibility criteria 

for clinical excellence awards. 
 
1.3  This Code should be used at the annual job plan review as the basis for 

reviewing the relationship between NHS duties and any private practice. 
 
1.1 The Code is based on the following key principles: 

 NHS Consultants and NHS employing organisations should work on a 
partnership basis to prevent any conflict of interest between private 
practice and NHS work. It is also important that NHS Consultants and 
NHS organisations minimise the risk of any perceived conflicts of interest; 
although no Consultant should suffer any penalty (under the code) simply 
because of a perception 

 the provision of services for private patients should not prejudice the 
interest of NHS patients or disrupt NHS services 

 with the exception of the need to provide emergency care, agreed NHS 
commitments should take precedence over private work; and 

 NHS facilities, staff and services may only be used for private practice 
with the prior agreement of the NHS employer 

 
1.5 The expression “private practice” in this Code of Conduct includes: 

 the diagnosis or treatment of patients by private arrangement (including 
such diagnosis or treatment under section 65(2) of the National Health 
Service Act 1977), excluding fee paying services as described in 
Schedule 10 of the Terms and Conditions 

 work in the general medical, dental or ophthalmic services under Part II of 
the National Health Service Act 1977 (except in respect of patients for 
whom a hospital medical officer is allowed a limited “list”, e.g. members of 
the hospital staff) 

 
B STANDARDS OF BEST PRACTICE 
2 Disclosure of Information about Private Practice 
2.1 In line with the code and refreshed guidance for the management of Conflicts 

of Interest in the NHS issued by NHS England in 2017, Consultants should 
declare any private practice, which may give rise to any actual or perceived 
conflict of interest, or which is otherwise relevant to the practitioner’s proper 
performance of his contractual duties. As part of the annual job planning 
process, Consultants should disclose details of regular private practice 
commitments, including the timing, location and broad type of activity, to 
facilitate effective planning of NHS work and out of hours cover. 
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2.2 Under the appraisal guidelines agreed in 2001, NHS Consultants should be 
appraised on all aspects of their medical practice, including private practice.  
In line with the requirements of revalidation, Consultants should submit 
evidence of private practice to their appraiser. 

 
Scheduling of Work and On-Call Duties 
2.3 In circumstances where there is, or could be, a conflict of interest, 

programmed NHS commitments should take precedence over private work.  
Consultants should ensure that, except in emergencies, private commitments 
do not conflict with NHS activities included in their NHS job plan. 

 
2.4 Consultants should ensure in particular that: 

 private commitments, including on-call duties, are not scheduled during 
times at which they are scheduled to be working for the NHS (subject to 
paragraph 2.8 below) 

 there are clear arrangements to prevent any significant risk of private 
commitments disrupting NHS commitments, eg by causing NHS activities 
to begin late or to be cancelled 

 private commitments are rearranged where there is regular disruption of 
this kind to NHS work; and 

 private commitments do not prevent them from being able to attend an 
NHS emergency while they are on call for the NHS, including any 
emergency cover that they agree to provide for NHS colleagues. In 
particular, private commitments that prevent an immediate response 
should not be undertaken at these times 

2.5 Effective job planning should minimise the potential for conflicts of interests 
between different commitments. Regular private commitments should be 
noted in a Consultant’s job plan, to ensure that planning is as effective as 
possible. 

 
2.6 There will be circumstances in which Consultants may reasonably provide 

emergency treatment for private patients during time when they are 
scheduled to be working or are on call for the NHS. Consultants should make 
alternative arrangements to provide cover where emergency work of this kind 
regularly impacts on NHS commitments. 

 
2.7 Where there is a proposed change to a job plan which impacts the scheduling 

of NHS work, the employer will allow three months from formal sign off for 
Consultants to implement the plan and rearrange any private sessions, taking 
into account any binding commitments entered into (e.g. leases). 

 
Provision of Private Services Alongside NHS Duties 

2.8 The job planning policy for the Trust states that a Consultant will not 
undertake private practice or fee paying services when on call for the NHS 
with unless: 

 The Consultant’s rota frequency is 1 in 4 or more frequent, his or her on-
call duties have been assessed as falling within the category B described 
in Schedule 16, and the employing organisation has given prior approval 
for undertaking specified Private Professional Services or Fee Paying 
Services or; 
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 The Consultant has to provide emergency treatment or essential 
continuing treatment for a private patient. If the Consultant finds that such 
work regularly impacts on his or her NHS commitments, he or she will 
make alternative arrangements to provide emergency cover for private 
patients. 

 In these circumstances, the Consultants should ensure that any private 
services are provided with the explicit knowledge and agreement of the 
employer and that there is no detriment to the quality or timeliness of 
service for NHS patients. 

 
 Information for NHS Patients about Private Treatment 
2.9 In the course of their NHS duties and responsibilities Consultants should not 

initiate discussions about providing private services for NHS patients, nor 
should they ask other NHS staff to initiate such discussions on their behalf. 

 
2.10 Where an NHS patient seeks information about the availability of, or waiting 

times for, NHS and/or private services, Consultants should ensure that any 
information provided by them, is accurate and up-to-date and conforms with 
any local guidelines. 

 
2.11 Except where immediate care is justified on clinical grounds, Consultants 

should not, in the course of their NHS duties and responsibilities, make 
arrangements to provide private services, nor should they ask any other NHS 
staff to make such arrangements on their behalf unless the patient is to be 
treated as a private patient of the NHS facility concerned. 

 
 Referral of Private Patients to NHS Lists 
2.12 Patients who choose to be treated privately are entitled to NHS services on 

exactly the same basis of clinical need as any other patient. 
 
2.13 Where a patient wishes to change from private to NHS status, Consultants 

should help ensure that the following principles apply:  

 any patient seen privately is entitled to subsequently change his status 
and seek treatment as an NHS patient 

 any patient changing their status after having been provided with private 
services should not be treated on a different basis to other NHS patients 
as a result of having previously held private status 

 patients referred for an NHS service following a private consultation or 
private treatment should join any NHS waiting list at the same point as if 
the consultation or treatment were an NHS service.  Their priority on the 
waiting list should be determined by the same criteria applied to other 
NHS patients; and 

 should a patient be admitted to an NHS hospital as a private inpatient, but 
subsequently decide to change to NHS status before having received 
treatment, there should be an assessment to determine the patient’s 
priority for NHS care 

 
Promoting Improved Patient access to NHS Care and Increasing NHS 
Capacity 

2.14 Subject to clinical considerations, Consultants should be expected to 
contribute as far as possible to maintaining a high quality service to patients, 
including maintaining and reducing waiting times, and improving access and 
choice for NHS patients. This should include co-operating to make sure that 
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patients are given the opportunity to be treated by other NHS colleagues or 
by other providers where this will maintain or improve their quality of care, 
such as by reducing their waiting time. Consultants should make all 
reasonable efforts to support initiatives to increase NHS capacity, including 
appointment of additional medical staff. 
 

C MANAGING PRIVATE PATIENTS IN NHS FACILITIES 
3.1 Consultants may only see patients privately within NHS facilities with the 

explicit agreement of the responsible NHS organisation. It is for NHS 
organisations to decide to what extent, if any, their facilities, staff and 
equipment may be used for private patient services and to ensure that any 
such services do not interfere with the organisation’s obligations to NHS 
patients. 

 
3.2 Consultants who practise privately within NHS facilities must comply with the 

responsible NHS organisation’s policies and procedures for private practice.  
The NHS organisation should consult with all Consultants or their 
representatives, when adopting or reviewing such policies. 

 
 Use of NHS Facilities 
3.3 NHS Consultants may not use NHS facilities for the provision of private 

services without the agreement of their NHS employer. This applies whether 
private services are carried out in their own time, in annual or unpaid leave, or 
– subject to the criteria in paragraph 2.8 – alongside NHS duties. 

 
3.4 Where the employer has agreed that a consultant may use NHS facilities for 

the provision of private services:  

 the employer will determine and make such charges for the use of its 
services, accommodation or facilities as it considers reasonable 

 any charge will be collected by the employer, either from the patient or a 
relevant third party; and 

 a charge will take full account of any diagnostic procedures used, the cost 
of any laboratory staff that have been involved and the cost of any NHS 
equipment that might have been used 

 Except in emergencies, Consultants should not initiate private patient 
services that involve the use of NHS staff or facilities unless an 
undertaking to pay for those facilities has been obtained from (or on 
behalf of) the patient, in accordance with the NHS body’s procedures 

3.5 In line with the standards in (B), private patient services should take place at 
times that do not impact on normal services for NHS patients. Private patients 
should normally be seen separately from scheduled NHS patients. Only in 
unforeseen and clinically justified circumstances should an NHS patient’s 
treatment be cancelled as a consequence of, or to enable, the treatment of a 
private patient. 

 Use of NHS Staff 
3.6 NHS Consultants may not use NHS staff for the provision of private services 

without the agreement of their NHS employer. 
 
3.7 The Consultant responsible for admitting a private patient to NHS facilities 

must ensure, in accordance with local procedures, that the responsible 
manager and any other staff assisting in providing services are aware of the 
patient’s private status.  
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Schedule of External Stakeholders 
 

A list of the Trust’s external stakeholders is maintained electronically by the Trust 
Board Secretary. This list is based on the following groups of stakeholders: 

 

 Members including Governors 

 All County, District or Unitary local authorities in which the classes of the 
Trust’s Public Constituency are located   

 Its patients and their carers 

 The local population 

 All staff 

 All Clinical Commissioning Groups with which the Trust has a contract 
for the provision of services  

 All local primary care providers including local GP Alliances 

 All NHS trusts that operate clinical services from any premises 
maintained by the trust 

 All NHS trusts with which the Trust has a formal partnership agreement.  

 Members of Parliament for those geographical areas in which the 
classes of the Trust’s Public Constituency are located   

 National Health Service Litigation Authority, and the associated Clinical 
Negligence Scheme for Trusts and Risk Pooling Scheme for Trusts 

 Care Quality Commission 

 NHS Improvement 

 Central Cheshire Integrated Care Partnership (CCICP) 

 Health & Safety Executive  

 All places of further and higher education with which the Trust co-
operates or works in any way  

 Those organisations that exist to promote diversity in the geographical 
areas in which the classes of the Trust’s Public Constituency are located   

 Voluntary organisations working in the field of health and/or social care 
relevant to the work of the Trust 

 External organisations operating from premises owned, leased, or 
operated by the Trust 

 External contractors undertaking work on behalf of the Trust 
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1. Integrated Governance Structure 
The Governance Structure (Appendix A) is intended to support and assist the 
organisation in achieving its corporate objectives including quality 
improvement, achieving compliance with requirements from regulatory 
bodies, meeting national and local targets and delivering contracts with 
commissioners with the outcome of positively moving forward along the 
integrated governance maturity pathway. Integrated Governance is a process 
that spans the various functional governance processes, enabling these 
functions to be coordinated to ensure a process of learning and continual 
improvement, and which moves beyond the handling of issues in governance 
silos which: 

 

 Is underpinned by intelligent information and public/patient engagement 

 Is intended to move organisations towards ‘good governance’ 

 Moves governance out of individual silos into a coherent and 
complementary set of challenges 

 Requires Boards to focus on strategic objectives, but also to know when 
to drill down to critical areas of delivery 

 Requires the development of robust assurance and reporting of 
delegated clinical and operational decision making in line with well-
developed controls 

 Is supported by the Board Assurance Framework which provides Board 
members with a series of prompts with which to challenge their 
objectives and focus  

 
Integrated Governance is the means by which we pull together all the 
competing pressures on Boards (Fig. 1) and their supports (staff, advisors, 
systems and processes). It is a transitional position to good governance, but 
moves beyond the handling of issues in governance silos. It is clear that all 
healthcare organisations need to demonstrate that they have strengthened 
and streamlined their own governance arrangements and, over time, develop 
further integration between health and social care organisations in their health 
community. 
 
The purpose of the governance structure is to ensure that the Trust Board 
receives the correct information in a timely fashion relating to key issues 
including exception reporting and assurances, in order that it can make the 
right decisions and discharge its duties effectively.  
 
Clinical issues must be at the heart of the way that the Trust delivers 
healthcare. Integrated governance is the process that links clinical issues with 
finance, workforce, health & safety, performance, and non-clinical risk. By 
pulling together all these competing pressures it will empower the Board of 
Directors to lead and direct the Trust more effectively.  
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Fig. 3 Challenges to NHS Boards: The Healthy NHS Board Principles for Good 
Governance (2010) 
 

2.0 Specific Roles and Responsibilities  

 
2.1 The intention is to embed integrated governance arrangements into all 

services and to devolve effective management to the divisions and corporate 
departments within a supportive common framework.  

 

2.2 The Board of Directors 
 

The Board of Directors is ultimately responsible for risk and governance and 
ensuring the governance structure is fit for purpose. Board members have a 
corporate responsibility for the management of risk and each member must 
be aware of the obligations to promote this and protect the public from risk in 
the normal course of events within local NHS provision. The Board of 
Directors will review its corporate objectives through the Board Assurance 
Framework on a minimum of a quarterly basis. Additionally the Medical 
Director/Deputy Chief Executive will provide information and assurances on 
any high level risks and incidents on a monthly basis to the Board of 
Directors. The Board of Directors is accountable for ensuring a system of 
internal control which supports the achievement of the organisation’s 
objectives is in place. The system of internal control ensures that:  
 

 The Trust’s principal objectives are agreed  

 Principal risks to those objectives are identified 

 Controls which eliminate or reduce these risks are implemented 

 The effectiveness of these controls is independently assured 

 Reports on unacceptable or serious risks and the effectiveness of control 
mechanisms are received from the Executive Directors and independent 
assurors  

 Action plans are agreed to improve control over serious or unacceptable 
risks 

 Policies are in place to determine what level of risks should be retained.  
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2.3 Chief Executive Officer 
 

The Chief Executive Officer, as Accountable Officer, has, on behalf of the 
Trust Board, responsibility for maintaining a sound system of internal control.  
This requires the organisation to have in place the necessary controls to 
manage its risk exposure. Non-financial risk is delegated via the Medical 
Director/Deputy Chief Executive to the Integrated Governance Department, 
divisional general managers, managers and ultimately to all staff members.  
 

2.4 Executive Leads 
 

 Within these arrangements the Executive Leads have delegated responsibility 
for their respective functions from the Chief Executive. However, 
responsibility for the day to day management of risk and governance is 
devolved to the divisions and corporate departments. 

 
2.5 Non-Executive Leads 
 

Non-Executive Directors have a duty to ensure that the Trust has sufficient 
control measures in place to be able to effectively manage risk and ensure 
the governance structure is fit for purpose. The Audit Committee which is a 
Non-Executive Director committee has the delegated responsibility from the 
Board for ensuring an effective system of integrated governance, risk 
management and internal controls is in place. Non-Executive Directors are 
members of and Chair the Quality Governance Committee which is a Board 
sub-committee with overarching responsibility for organisational and clinical 
risk and the Performance and Finance Committee which is the Board sub-
committee with overarching responsibility for financial risk.  

 
2.6 Integrated Governance Department 
 

This department is accountable and responsible to the Medical 
Director/Deputy Chief Executive and is led by the Associate Director of 
Integrated Governance who will monitor the implementation of the Risk 
Management Strategy through the governance group/committee structure 
and scheduled reports. Additionally the team will provide advice and support 
to directors and managers accordingly.  

 The Integrated Governance Department will monitor the corporate risk profile 
of the Trust including the maintenance of the risk register and dealing with 
escalated risks.  It will highlight any risk management issues that it considers 
should be brought to the attention of Board Committees and provide 
assurance to the Medical Director/Deputy Chief Executive (as the executive 
director responsible for risk management), that these are adequately 
managed. The department will prepare regular reports for the Board of 
Directors and its groups/committees on areas of significant risk and identify 
any internal audit and other assurance requirements.  

 
2.7 Patient Experience Department  
 

The Patient Experience Department leads on PALS, complaints, claims and 
inquests and works closely with the Integrated Governance Department to 
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identify significant issues and trends Trust wide in order to implement 
changes in practice.   

 
2.8 Corporate Services / Divisional Risk Management  

 
 Whilst the Chief Executive has overall accountability for risk management 

across the Trust, the Executive Directors together with the Corporate Leads, 
Divisional General Managers and their divisional and departmental 
management teams are tasked with the responsibility to lead the co-
ordination, integration, oversight and support of the risk management agenda.  

 
 The Divisional General Managers and Professional Leads will provide 

assurances to the Divisional Boards and the Board of Directors Committees 
that all significant risks are adequately managed and the risk management 
principles are embedded across the divisions (Appendix B & C). 

  
All Executive Directors, Corporate Leads, Divisional General Managers and 
other members of the Divisional Boards and all those staff (including 
contractors) with managerial and supervisory responsibility, will have risk 
management responsibilities defined in their objectives. This will include the 
identification, assessment and analysis of risks and the development and 
monitoring of action plans to control known risks.  

 
 Each of the five Divisional Boards has a senior manager named as the 

Governance Lead who is a member of the Executive Quality Governance 
Group. Additionally there is a Risk and Governance Manager in post in each 
of these divisions and they are a member of the Risk and Governance Group, 
thus providing a direct escalation route from the divisions through the 
governance structure.  

  
 All managers across the Trust have a responsibility to encourage staff to 

identify risks and ensure that they are familiar with the latest risk management 
guidance and controls. The risk register will capture formally the assessment 
and management of each risk identified and the risks will be reviewed 
dependent on the risk rating assigned.  

 

2.9 Responsibility of All Trust Employees & Volunteers 

 
 The management of risk is the responsibility of all managers, staff and 

volunteers throughout the organisation and they have a responsibility to be 
risk aware at all times. Every effort should be made to maintain a safe 
environment and safe systems of work thereby reducing the potential to 
cause harm to patients, staff and others and negatively affect the reputation 
and assets of the organisation. The Trust aims to achieve this within a 
progressive, honest and open environment, where risks, incidents, accidents, 
mistakes and “near misses” are identified quickly and acted upon in a positive 
and constructive way which either eliminates the risk or reduces the likelihood 
of future occurrence or impact. Staff will be provided with education, training 
and support to enable them to meet this responsibility through mandatory 
training programmes. 
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All employees and volunteers have a personal responsibility to as 
appropriate: 

 Comply with policies and procedures 

 Be aware of risks at all times and take reasonable action to identify, 
eliminate where possible, or control them 

 Notify line managers of risks they have identified which cannot be 
adequately managed 

 Participate in risk management education and training 

2.10 Divisional Reporting Mechanisms 
 
 As a minimum the following will be discussed and minuted at Divisional 

Boards on a monthly basis, this maybe in the form of exception reporting: 
- Significant risks including those rated 20 & above 
- Serious incidents & approval & monitoring of actions 
- Complaints 
- Claims 
- Response to Safety Alert Broadcasts 
- Risk adjusted mortality index for specialties & sub specialties 
- External agency visits, inspections and accreditations involving the 
Division. 
- National guidance relevant to the Division 

 
The divisional exception information is included in the Integrated Governance 
Monthly Exception Report which is presented and discussed at the 
Operational Safety and Effectiveness Group and the Quality Governance 
Committee, with escalation to the Trust Board as appropriate.   
 
 

3.0 The Committees of the Board of Directors 
 
3.1 The committees/groups within the governance structure (Appendix A) have 

standardised terms of reference, action points, and an annual work plan and 
will produce an annual report. Actions to be undertaken by the workstream 
groups will be managed and monitored through the Quality Governance 
Committee, Performance and Finance Committee or Transformation and 
People Committee as appropriate. 

 

3.2 The purpose of the governance structure is to ensure key issues are 
escalated to the Board of Directors in a timely manner. The Trust Board will 
then delegate any subsequent actions to Trust Board sub-committees or 
workstream groups as appropriate. Senior committees in the governance 
structure (Appendix 1) include: 

3.2.1 Audit Committee 

 
The Audit Committee monitors and concludes upon the adequacy and 
effective operation of the organisation’s overall internal control system and is 
chaired by a Non-Executive Director. In performing that role the committee’s 
work will predominantly focus upon the framework of risks, controls and 
related assurances that underpin the delivery of the organisation’s objectives.   
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3.2.2 Quality Governance Committee 
 

The Quality Governance Committee is a sub-committee of the Board of 
Directors with overarching responsibility for organisational and clinical risk 
management and governance. It is responsible for providing information and 
assurances to the Board of Directors that the organisation is safely managing 
the quality of patient care, effectiveness of quality interventions and 
investments, and patient safety. Quality Governance Committee is chaired by 
a Non-Executive Director. 

 
3.2.3 Performance and Finance Committee  
 

The Performance and Finance Committee is a sub-committee of the Board of 
Directors with overarching responsibility for financial risk and performance 
and is chaired by a Non-Executive Director.  
 

3.2.4 Transformation and People Committee  
 

Transformation and People is responsible for providing assurance to the 
Board that the Trust is effectively leading, developing and delivering the 
Trust’s People and Organisational Development Strategy, together with 
ensuring the development of the Trust’s approach to transformation and 
overseeing delivery of the major transformation programmes (internal and 
external).  

 
And the lower workstream groups: 
 
3.2.6 Work stream Groups 
 

The work stream groups (Appendix 1) are specialist groups with responsibility 
for ensuring the Trust is meeting the appropriate internal & external 
requirements and standards and escalating any key issues to the next Quality 
Governance Committee, Performance and Finance Committee or 
Transformation and Performance Committee as appropriate.  

 
3.2.7 Rapid Escalation of Issues to the Executive Team / Board of Directors 
 

Where an issue is deemed urgent senior managers and directors have 
immediate direct access to the Executive team ensuring matters are dealt 
with in a timely manner, this includes out of hours. 

 
3.2.8 Council of Governors 
3.2.9  

The council of governors consists of elected Mid Cheshire Hospitals NHS 
Foundation Trust members and appointed individuals or representatives from 
other key stakeholders. As required in statute, the Chair of the Board of 
Directors is also the Chair of the Council of Governors. Additionally a Senior 
Independent Director has been appointed by the Board of Directors and acts 
as a point of contact if governors have concerns which contact through 
normal channels has failed to resolve.  
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4.0 Risk Management Approach  

Effective and mature risk management systems and processes are crucial so 
that priority is given, at the appropriate level within the organisation, to 
identifying and managing risks to the quality of care (Healthy NHS Board, 
2013). The Board of Directors need to be assured that there is a clear 
assurance and escalation framework in place to enable staff to escalate 
issues and risks.  In order to do this the Board of Directors will foster a culture 
of transparency, openness and continual learning with patients firmly at its 
heart underpinned by the Trusts values and behaviours (Berwick 2013). 
 

Risk maturity can be assessed on the basis of: 

 The commitment to risk management by senior levels of management 

 The presence of working risk registers (with prioritised risks; assigned 
actions. assurances feeding back into the process) and an aggregated 
shortlist of highest risks reported to the Board 

 The extent to which risk management is embedded throughout the 
organisation 

 Co-ordination with strategic partners; and evidence that risks and 
opportunities are considered to inform decision making              

               

 
Fig. 4 

 
5.0 Risk Management Objectives 

5.1 The risk management objectives are inherently linked to the strategic 
objectives contained within the Board Assurance Framework. The Board 
Assurance Framework and the Risk Register will continually be developed 
and monitored: 

 For the Trust as a whole; and 

 For each Division 
 

5.2 To continue the pro-active use of the Risk Register to: 

 Link risk assessments with the Board Assurance Framework, Care Quality 
Commission registration process, Health & Safety Executive and other 
relevant national standards and reports 

 Ensure the Risk Register is populated with risks from a wide range of 
sources both internally & externally 
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 Establishing real ownership of risks at the appropriate level and the 
assignment of appropriate action plans to reduce risks to reasonable and 
acceptable levels 

 Facilitate and monitor the review of risks on a risk based basis and 
identify when residual risk is acceptable 

 Ensure a holistic approach to the management of risk by identifying and 
closely monitoring both high scoring risks e.g. 15 and above and those 
identified as a potentially catastrophic outcome but on scoring may only 
score 5 as the likelihood of occurrence is rare 

 Provide to Board committees appropriate information to assist with their 
assurance functions and to highlight inadequately controlled risks and 
monitor shift in risk ratings therefore demonstrating implementation of 
effective action plans  

 
5.3 To continue to promote a pro-active & reactive incident reporting culture and 

learning and sharing lessons through: 

 The encouragement of near miss and incident reporting organisation wide 
maintaining the organisation’s high reporting status nationally. Induction, 
mandatory training and staff development programmes 

 The promotion of the organisation’s just culture through induction, training 
and interaction with staff 

 Undertaking investigations of near miss events and incidents appropriate 
to the severity and learning opportunities 

 Identifying staff training requirements through the incident analysis 
process and sharing with Learning & Development to inform the Trust’s 
training needs analysis 

 Sharing lessons to learn and changes in practice both internally and with 
the wider health community 

 

5.4 To achieve: 

 Care Quality Commission (CQC) unconditional registration each financial 
year.  

 
5.5 To maintain and monitor robust risk management/governance arrangements 

in each division. 

5.6 To develop an appropriate risk management education and training 
programme for staff at all levels in the Trust including root cause analysis 
which is linked to the corporate training needs analysis 

 

5.7 To monitor and review key integrated governance policies and procedures to 
ensure that all risks are effectively managed by the Trust Executive Team and 
the divisions on behalf of the Board of Directors. 

 

5.8 To ensure that programmes of audit are in place to review the control 
mechanisms in place for key risks. 

 

5.9 To continue to develop and monitor emergency preparedness policies 
including: 
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 Major Incident Plan 

 Divisional and Corporate Business continuity plans 

 Influenza pandemic 

 Heatwave Plan 
 

6.0 Strategic & Operational Risk Management System 
 

The primary purpose of the risk management system is to:  

 Improve the quality of care and treatment 

 Promote success and innovation by managing opportunities 

 Protect patients, staff and visitors from avoidable harm 

 Eliminate or reduce unnecessary costs 

 To develop the risk maturity of the organisation 

 Provides the mechanism through which the Chief Executive can assure 
all stakeholders that the Trust’s internal controls are effective 

 

Risk Management is a proactive approach that addresses every element of 
the organisation’s activities and comprises a cycle of: 

 Risk identification 

 Risk analysis 

 Risk control 

 Risk funding 
 Risk review & monitoring 

 

         
7.1 Risk Identification  
 

Risks will be identified, analysed, prioritised and documented at all levels in 
the organisation. 
These risks can arise from any aspect of the organisation including: 

 Clinical practice 

 The environment  

 Buildings and equipment 

 Chemical or hazardous substances 

 People employed by the Trust or by visitors, patients or contractors 

 Procedures, systems or practices 

 Financial activities 

 Communication and information 

 Legislation 

 Business plans 
 
Risk identification involves examining all the sources of risk from the 
perspective of all stakeholders at all levels in the organisation.  The following 
are a list of methods among many others which may be used to identify risks: 

 

 Healthcare communication -  Adverse incidents, complaints and claims 
reporting, internal audits and inspections  

 Patient and staff satisfaction surveys 

 Customer Care Team National reports 

 Media coverage 

 High level enquiries 

 External agency visits, inspections and accreditations 
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 HM Coroner inquests 

 Parliamentary and Health Service Commissioner (Ombudsman) reports 
 

A gap analysis is to be undertaken for all relevant national / external reports 
and this is coordinated through the Integrated Governance Department. All 
identified risks are recorded on the Trust's Risk Register. At divisional level 
managers and lead clinicians will ensure that risks are included on the Risk 
Register. At corporate level the Medical Director/Deputy Chief Executive and 
Associate Director of Integrated Governance will ensure that all risks rated 20 
& above are analysed through the Governance Structure and identify those 
risks which may impact on the corporate objectives.  
 

7.2 Risk Analysis 
 

Risks identified are analysed using the Trust's Risk Assessment Procedure 
and are given a score for the consequences and the likelihood of the risk 
becoming an event as detailed in the Trust’s risk matrix contained in the Risk 
Management Policy.  

 

7.3 Risk Control 
 

The risk control objective of the Trust is to reduce risks to a reasonable level 
consistent with its mission to provide highest quality patient care and treatment. 
Risk control is the means by which the risk's severity, or frequency, or both are 
reduced, transferred or retained.   
Controls include: 

 Systems & processes 

 Training 

 Contingency plans and strategies 

 Policies, Procedures, Guidelines, & Protocols 

 Design of equipment, buildings and materials 

 Insurance 
 

Risk control measures must be included in the action plan of those risks deemed 
unacceptable and monitored as per Figure 5. 
 

7.4 Risk Financing 
 

The funding of risk control measures is primarily through the budgets agreed 
annually with managers across the Trust. Financial planning and business 
planning should therefore include the management of identified risks.   
 
As the financial year progresses decisions may need to be taken as to the 
most appropriate use of funds to manage unexpected risk control 
requirements and this is determined by the Trust Board via the governance 
structure.  
 
Shared executive attendance at the Quality Governance Committee and 
Performance and Finance Committee provides the link between identified 
high level risks and finance. 
 
Even when the Trust has taken reasonable measures to eliminate or reduce 
risks, some risks will always remain and these risks will be reviewed in line with 
the risk rating. 
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7.5 Risk Review & Monitoring 
 

Risks will be monitored in line with the framework in Figure 5. As part of this 
Strategy the Trust will be reviewing the assurance process to determine if 
positive progress is being made in relation to the action plans developed to 
mitigate & control risks at all levels. 
 

7.6 Acceptable Risk / Risk Appetite  
 

The Trust recognises that it is impossible and not always appropriate to 
eliminate all risks. Systems of controls must be balanced in order that 
innovation and the imaginative use of limited resources are supported when it 
is to achieve increased health benefits for the local population, for example a 
new method of service delivery. Additionally the Trust may be willing to 
accept a certain level of risk when the cost of mitigating the risk is high in 
comparison to the potential severity of the risk or the likelihood of it occurring.   
 

At its simplest, risk appetite can be defined as the amount of risk, on a broad 
level, that an organisation is willing to take on in pursuit of value. Or, in other 
words, the total impact of risk an organisation is prepared to accept in the 
pursuit of its strategic objectives. 
 
(KPMG 2010) 

 
As a general principle the Trust will seek to eliminate or control risks which 
have the potential to: 

 Harm patients, staff, volunteers, visitors, contractors and other 
stakeholders 

 Harm the reputation of the organisation 

 Have severe financial consequences which would prevent the Trust from 
carrying out its functions 

 
The assessed level (rating) of the risk will determine what action is to be 
taken, who is authorised to manage the risk and the subsequent review dates 
detailed in Figure 5 overleaf. 
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Risk Rating Priority Level of Action 
Authority to 

Manage Risk 

Timescales 
for Initial 
Actions & 

Development 
of Action 
Plans as 
Required 

Minimum Review 
Requirements by 
Designated Lead 

Green 
Low 
(1 to 3) 

Low 
No further action or records required. 
Manage via routine procedures. 

All staff 
undertaking 
assessments 

None  Annually 

Yellow  
Moderate 
(4 to 6) 

Low / 
Medium 

Departmental / ward management 
action required to reduce risk as low 
as reasonably practicable 

Ward / 
Department 
Manager 

6 Months  Annually 

Amber 
High 
(8 to 12) 

Medium / 
High 

Departmental /Divisional 
management action required to 
reduce risk as low as reasonably 
practicable.  Monitored by Divisional 
Board / Subcommittee as appropriate 

Divisional 
General 
Manager / 
Directors 

3 months Annually 

Red  
Extreme 
(15 to 16) 

High 

Divisional management action 
required to reduce risk as low as 
reasonably practicable and review & 
monitored by Divisional Board / 
Subcommittee.  Monitoring through 
Operational Integrated Governance 
and Strategic Integrated Governance 
Committee reports and escalate to 
the Board of Directors as required. 

Divisional 
General 
Manager / 
Directors 

Immediate 6 months  

Red  
Extreme 
(20 and above) 

High 

Divisional management action 
required to reduce risk as low as 
reasonably practicable and review & 
monitored by Divisional Board / 
Subcommittee.  Monitoring through 
Operational Integrated Governance 
and Strategic Integrated Governance 
Committee reports and escalate to 
the Board of Directors as required. 

Divisional 
General 
Manager / 
Directors 

Immediate 3 months  

Fig. 5 
 
The Trust is committed to risk management. It recognises that there are risks 
involved in becoming a more effective Trust. However, it will only tolerate that level of 
risk required by its commitment to achieving its strategic aims. Staff completing risk 
assessments must indicate if the risk is acceptable prior to inclusion onto the risk 
register. If the risk is not acceptable then a detailed action plan must be developed 
and monitored in line with Table 1.  
 
7.7 Risk Register 

A Risk Register is: 
 
“A log of all risks of all kinds that threaten an organization’s success in 
achieving it's declared aims and objectives. It is a dynamic document, which 
is populated through the organisation’s risk assessment and evaluation 
process. 
 
This enables risk to be quantified and ranked, and information about risks to 
be collated and analysed. It therefore provides a structured approach to 
decision-making about whether or how risks should be treated.” 
 

Each division will be responsible for maintaining its own Risk Register on the 
central risk management information system. This will be used by their 
management team to inform priorities for the local implementation and 
monitoring of agreed controls. Each risk will be allocated a risk owner(s) who 
will be responsible for taking appropriate action to minimise its impact and 
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develop actions plans with timescales and responsibilities accordingly. 
Review of the Risk Register will be undertaken by the designated divisional 
committee/group and this process will help inform planning management 
decisions and priorities. Divisional Boards and all management teams will be 
expected to regularly review and update their risk registers in line with Table 
1.  
 
Each Division has a nominated Governance Lead on the Divisional Board and 
a Risk and Governance Manager working within the division and their remit 
includes the following:  

 Overseeing risk assessments 

 Investigating incidents, claims and complaints 

 Training divisional staff in risk management 

 Reviewing national alerts and guidance 
 

The Integrated Governance Department is responsible for maintaining an 
electronic risk register continually and will record and report on action being 
taken to manage the risks facing the Trust. The risks included on the risk 
register will be informed by the escalation procedures noted below, as well 
the collective input of the Integrated Governance Department and the Board 
of Directors.  

 
If high or extreme level risks have been identified that are deemed impossible 
or impractical to manage at a Divisional or Executive Director level, then they 
will be submitted by the Integrated Governance Department for consideration 
by the appropriate Board Committee. Primary responsibility for the 
management of risks remains with the nominated owner and the Divisional 
Board.  

 
All risks on the risk register will: 

 Be allocated an owner 

 Be allocated a responsible division 

 Have an action plan if the risk is deemed unacceptable 

 Be mapped to the relevant source 

 Undergo a quality check by the Integrated Governance Department prior 
to inclusion on the risk register if rated 15 or above 

 Undergo review as detailed in Table 1 
 

Additionally all risks graded 20 or above will be cross referenced to the Board 
Assurance Framework (BAF) to identify high level risks which may impact on 
the strategic objectives.  
 

Risks identified for closure must be signed off using the risk closure form and 
submitted to Integrated Governance Department. 

 

7.8 Board Assurance Framework 
 

The Board of Directors require assurances that risk control measures are 
effective and this is provided by the Board Assurance Framework. The Board 
Assurance Framework is a simple but comprehensive method for: 

 The management of the principal risks to meeting the organisation’s 
objectives 

 Providing evidence for the Annual Governance Statement. 
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And which: 

 Covers all of the organisation’s main activities 

 Identifies which objectives and targets the organisation is striving to 
achieve 

 Identifies the risks to the achievement of objectives and targets 

 Identifies and examines the system of internal control in place to manage 
the risks 

 Identifies and examines the review and assurance mechanisms which 
relate to the effectiveness of the system of internal control 

 Records the actions taken by the Trust Board to address control and 
assurance gaps 

 

The Board Assurance Framework is the primary mechanism by which the 
Trust determines the priorities for audit of controls in place and includes both 
internal management audits and external independent audits. Through a 
process of audit and monitoring the Trust will undertake a review of the 
effectiveness of the risk control measures and progress against action plans 
on at least a six monthly basis at Trust Board. Fig. 6 & Fig. 7 demonstrate the 
links between the risk management process and the Board Assurance 
Framework overleaf. 

                        
The strategic domains are: 

 

 Quality, Safety & Experience 

 Strong Progressive Foundation Trust 

 Organisational Delivery 

 Workforce Development & Effectiveness 

 Fit for Purpose Infrastructure 

 Emergency Preparedness 
 

Overview: NHS risk based board assurance approach

Strategic Aims

Strategic Risk
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Key Business Processes that deliver Strategic Aims

The main operational risks associated 

with the key business processes that if 

realised would increase the likelihood 

of a strategic risk realising.

Those business risks that, if 

realised, could fundamentally 

affect the way in which the 

organisation exists or conducts its 

business. These risks will have a 

detrimental effect on the 

organisations achievement of its 

key business objectives. The risk 

realisation will lead to material 

failure, loss or lost opportunity

Key business processes 

that flow through the 

organisation reliant on the 

involvement of both 

delivery and support staff.

Risk Management

BAF is a direct output 

from the risk 

management process:

• Assurance provided 

that controls are 

effective in the case 

where inherently high / 

extreme risks are 

mitigated to a lower 

residual classification.

• Assurance provided 

that actions are 

progressing where risk 

is both inherently and 

residually high / 

extreme.

• our risk appetite I.e. 

risks associated with 

key business drivers or 

values where our 

appetite is low: 

assurance that these 

risks are being 

mitigated.

Board Assurance

 
 

Fig. 6 NHS Risk Based Board Assurance Approach 
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Fig.7 Integration of the Board Assurance Framework and Strategic Risk Register 
 
   
8 Emergency Preparedness 

8.1 The Trust Emergency Planning Officer co-ordinates the development of all 
necessary emergency contingency plans to ensure preparedness for an 
effective response to any major incident or emergency and to ensure that the 
organisation fully recovers to normal services as quickly as possible.   

The Trust has a detailed Major Incident Plan (MIP), which is tested and 
reviewed at least on an annual basis. These plans include national and local 
policies and procedures to manage major adverse incidents and disasters 
impacting on NHS services. The plans address effective communications with 
patients, relatives, carers, management, emergency, services, specialist 
advisors, Inspectorates, press, media and the public. An Emergency 
Preparedness Group assists the Operational Safety and Effectiveness Group 
and the Executive Quality Governance Group with this work.  

 
9 Arrangements for Working with Partner Organisations / Governance 

Between Organisations 

9.1 As the Trust develops in accordance with national and local initiatives, the 
risks emerging from joint working between NHS care, other care 
providers/partners and independent contractors will require joint solutions.  
The Trust is committed to minimise any risk by ensuring:  

 

 All departments manage risk in partnership with partner agencies and 
contractors 
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 An adequate risk management and governance framework is 
incorporated as part of the arrangements for joint management and 
partnership agreements monitored through contractual arrangements 

 Common objectives are agreed with partner agencies, contractors and the 
voluntary sector 

 
10 Training 

10.1 Effective risk management depends on all staff having a clear understanding 
of the subject and the contribution they can make to risk control. As an 
integral part of the Trust’s mandatory training schedule, appropriate and 
targeted risk management training will ensure that staff are sufficiently aware 
and competent to identify hazards and assess and manage risk within their 
working environment. This training will be in line with the corporate training 
needs analysis. 

 
10.2 Managers will be responsible for ensuring that their staffs are able to access 

and attend training appropriate to their needs including statutory and 
mandatory training and reference must be made to the organisations training 
needs analysis (TNA). Individual members of staff also have a responsibility, 
through their Personal Development Plans, to identify and participate in risk 
management training. New staff will receive information on risk management 
as part of the organisations’ general induction arrangements. 

 
10.3 Training & development for Board of Directors members will be orchestrated 

through the Quality Governance Committee on an annual basis. This training 
is deemed mandatory. All Board of Directors are to attend the Trust’s 
mandatory training programme.  

 
10.4 Divisional General Managers receive risk management training as part of 

their participation on the Executive On Call Rota and are also provided with 
supporting information this is a mandatory requirement.  

 
10.5 Senior manager risk & governance training will also be provided through the 

‘Becoming a MCHFT Manager’ and the ‘Managers Moving On’ course which 
will be run on an annual basis. Selection is through a nomination and 
interview process. This training is deemed as essential further training not 
mandatory training. 

 
11 Information Governance  
 
11.1 Openness and public responsibilities 

 
The Trust understands that there is a need for a culture of openness and 
accountability across the public sector. Information about the Trust, its 
activities and decisions should be made available through the Trust’s 
Publication Scheme. The Trust is also committed to responding to any 
requests for information in accordance with the Freedom of Information Act 
2000 and any other relevant legislation pertaining to information rights. For 
further information, refer to the Trust’s Policy on Freedom of Information Act & 
The Environmental Information Regulations. 
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12 Data Quality 
 
12.1 The Trust maintains clinical databases about patients and the care delivered 

to them; data may then be sent to other authorised and mandated users of 
the data. The Trust recognises its responsibility in ensuring that this data is 
complete, accurate and fit for purpose as defined by the Data Protection Act.   

 
12.2 The Data Quality Group, which reports to the Information Governance Group, 

provides a standardised approach to the management and audit of data 
quality across the Trust to ensure compliance with NHS standards and 
guidance.    

 
13. Information Technology (ICT) 
 
13.1 The ICT Department is responsible for all Information technology / 

telecommunications infrastructure / security used within the Trust. 
 

The ICT Department in collaboration with the Trust developed a 5 year 
Technology strategy based on 5 key principles these being: 

 
1) ICT is a Key enabler to the modernisation of health care services 
2) ICT must enable the Trust to be adaptable, flexible and agile 
3) ICT is embedded within the overall change management strategy of the 

Trust 
4) ICT investment must solve real business problems 
5) ICT has a responsibility for the provision of high quality information 

systems 
 

From these 5 principles was developed a strategy designed to support and be 
supported by the other strategic initiatives within the Trust, to ensure the 
strategy and the principles remain valid, a structure of assurance had been 
implemented, with oversight of the strategy, its progress and development 
being undertaken by the Executive Infrastructure Development Group & 
Information Governance Groups.  

 
14. Monitoring and Assurances 
 

The monitoring of the implementation of the risk management systems will be 
undertaken via a wide range of mechanisms but as a minimum will include 
monitoring via the Integrated Governance Committee Structure through the 
following: 
 

1) The Integrated Governance Monthly Exception Report presented to 
Operational Safety and Effectiveness Group and Quality Governance 
Committee on a monthly basis. 

2) Review of the Board Assurance Framework and assurances in relation 
to progress against action plans by the Quality Governance Committee 
on a monthly basis and review at least quarterly by the Board of 
Directors. 

3) The Quarterly Significant Risk Report (including risks 20 and above) by 
the Operational Safety and Effectiveness group and the Quality 
Governance Committee and escalation to Board of Directors as required.  

4) The Operational Safety and Effectiveness Group annual report. 
5) The Quality Governance Committee annual report. 
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6) Board of Directors minutes demonstrating review and discussion of 
significant incidents & risks. 

7) Audits undertaken as part of the internal audit work programme. 
8) Mandatory training reports. 
9) Annual Governance statement. 

 
15. Potential Assurances 
 

Potential assurances will be obtained via a number of sources including the: 

 Trust’s internal audit programme 

 Action points and annual reports from committees/groups within the 
governance structure 

 Integrated Governance monthly and annual reports 

 Strategic Risk Register quarterly report (including risks rated 20 & above) 

 External audit programme 

 Board Assurance Framework quarterly report 

 The use of external assessment reports from bodies such as Monitor, the 
NHS Litigation Authority, Care Quality Commission and Health & Safety 
Executive 

 External audit reports and surveys e.g. Royal Colleges, staff surveys and 
patient surveys 

 National benchmarking data e.g. National Patient Safety Agency reporting 
data 

 
16. Positive Assurances 
 

Positive assurances will be obtained via a number of sources including: 
 

 The use of external assessment reports from bodies such as Monitor, the 
NHS Litigation Authority, Care Quality Commission and Health & Safety 
Executive  

 External audit reports and surveys e.g. Royal Colleges, staff surveys and 
patient surveys 

 National benchmarking data e.g. National Patient Safety Agency reporting 
data 

 External & Internal Audit 
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1 Accountabilities and Responsibilities  
 

1.1 The Board shall be required to retain full and effective control over the Trust. 
Non-executive and executive directors shall share corporate responsibility for 
all decisions of the Board.   

 
1.2 The Board shall commit to being open, transparent and candid including 

ensuring the proactive provision of information about performance, facilitating 
appropriate scrutiny of performance and actions and appropriately 
volunteering information wherever possible. 

 
1.3 The Chairman and Non-executive directors are responsible for monitoring the 

performance of the executive management of the Trust. The separate 
functions and responsibilities of the Chairman and of the Chief Executive are 
set out below to demonstrate a clear division of responsibility between them.  

 
1.4 The Board is accountable for key functions within the governance framework, 

and shall: 

 meet its statutory financial duties, and ensure effective financial 
stewardship through value for money, financial control, financial planning 
and strategy, and compliance by directors individually and collectively with 
Standing Financial Instructions  prepared by the Finance Director and 
approved by the Board for the guidance of all staff employed by the Trust; 

 meet its statutory duty of quality by putting and keeping in place 
arrangements for maintaining, monitoring and improving the quality of 
health care which the Trust provides to individuals; 

 establish a system of risk management throughout the Trust in 
accordance with the law and Government policy, in order to 

 minimise the risk to the Trust’s patients, assets, its employees, 
visitors and business  

 comply with its contractual commitments with commissioning 
bodies and others for the volume and quality of its services, within 
its statutory responsibilities, financial and otherwise  

 identify, prioritise and treat risks, including those deriving from the 
Care Quality Commission, through an effective Board Assurance 
Framework 

 determine the Trust’s scope of activities within the statutory framework, 
and the Trust’s values 

 ensure that the Trust Board Secretary maintains a current schedule of 
stakeholders  

 that the needs of its stakeholders are regularly and systematically 
identified; and to determine a set of key objectives and outcomes for 
meeting these needs within the financial resources available 

 in consultation with the Council of Governors, set the strategic direction of 
the Trust within the overall policies and priorities of the NHS; to define its 
annual and longer term objectives; and to agree plans to achieve them 

 enter into, and fulfil, contracts with commissioning bodies, after advice 
from the Chief Executive and Director of Finance & Strategic Planning 

 exercise leadership, enterprise, integrity and judgment in directing the 
Trust 

 ensure that high standards of corporate governance and personal 
behaviour are maintained in the conduct of the business of the whole 
Trust 



 

Page 167 of 198 

 establish a committee comprising the Chairman, Chief Executive and the 
Non-executive directors to appoint or remove the executive directors 

 establish a committee of Non-executive directors to decide the 
remuneration and allowances, and the other terms and conditions of 
office, of the executive directors 

 ensure the provision of structured plans for the appraisal of, and 
succession planning for, executive directors  

 on the advice of appointments committees that it constitutes, appoint 
consultant medical staff 

 ensure that the Trust has clear lines of accountability, reinforced by 
corporate and personal objectives, and that there are proper processes in 
place to meet the Trust’s objectives and secure delivery of outcomes 

 oversee the delivery of planned results by monitoring performance against  
objectives, and ensure that relevant corrective action is taken  

 develop effective dialogue with the Council of Governors so that there can 
be effective communication with members and the local community on the 
Trust’s plans and performance, and that these plans and this performance 
are responsive to the community's needs 

 maintain relationships with patients, commissioners and partnership 
organisations 

 ensure that the Trust complies with all laws and regulations 

 approve a formal Letter of Understanding between the Chairman and 
Chief Executive setting out, as clearly as possible, a division of their 
responsibilities.  The Letter shall be reviewed and modified as the Board 
shall, from time to time, decide  

  
1.5 In fulfilling these functions, the Board shall: 

 ensure that the Trust complies with the terms of its Provider Licence 

 take systematic account of the views of members, expressed through the 
Council of Governors  

 set a strategic direction 

 set organisational and operational targets 

 minimise risk 

 assess achievement against the above objectives  

 ensure that action is taken to eliminate or minimise, as appropriate, 
adverse deviations from objectives 

 ensure that the highest standards of Corporate Governance are applied 
throughout the organisation 

 conduct its business as efficiently and effectively as possible 

 act within statutory financial and other constraints 

 through the development and systematic review of the Board Assurance 
Framework, ensure that there is clarity about the risks faced by the Trust 
in meeting its objectives and how the Trust will treat/manage these risks 

 be clear what decisions and information are appropriate to the Board and 
draw up standing orders, a schedule of Decisions Reserved to the Board, 
and Standing Financial Instructions to reflect these 

 ensure that management arrangements are in place to enable 
responsibility to be clearly delegated to directors and managers for the 
main programmes of action and for performance against programmes to 
be monitored, and directors and managers held to account 

 ensure that the appropriate human, physical, financial and leadership 
resources are in place to ensure capability of meeting objectives 
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 establish performance and quality targets that ensure that resources are 
used effectively, and provide value for money 

 ensure that the Trust learns and improves its performance through regular 
and systematic monitoring and review of the systems and processes in 
place for meeting its objectives and delivery of appropriate outcomes 

 specify its requirements for financial and other information succinctly to 
ensure the Board can fully undertake its responsibilities 

 ensure that value for money is a primary consideration for the Board 

 ensure proper stewardship of public money  

 establish committees, including those listed below, with formally agreed 
terms of reference that set out the committee’s membership, powers, and 
arrangements for reporting back to the Board 

 ensure that there are proper and independent assurances given on the 
soundness and effectiveness of systems and processes in place for 
meeting its objectives and delivering appropriate outcomes 

 demonstrate that it is doing its reasonable best to achieve its objectives 
and outcomes 

 ensure that the Annual Report and Accounts, and all spoken and written 
public statements and reports issued by the Board, are clear, 
comprehensive, balanced and fully represent the facts 

 ensure that annual and other key reports are issued in good time to all 
members, partners and stakeholders with a legitimate interest in health 
issues 

 in consultation with the Council of Governors, consult with and involve the 
public on the planning and delivery of local health services 

 notify Monitor and the Council of Governors of any major changes in the 
circumstances of the Trust which have made or could lead to a substantial 
change to its financial wellbeing, healthcare delivery performance, or 
reputation and standing or which might otherwise affect the Trust’s 
compliance with the terms of its Provider Licence. 

 
1.6  The disputes resolution procedure recognises the different roles of the 

Council of Governors and the Board of Directors  
 
1.7  The Chairman (or Deputy Chairman if the dispute involves the Chairman) 

shall first endeavour through discussion with governors and directors, to 
achieve the earliest possible conclusion, appropriate representatives from 
among them, to resolve the matter to the reasonable satisfaction of both 
parties. 

 
1.8 Failing resolution under 1.7 above, the Council of Governors or the Board of 

Directors, as appropriate, shall, at its next formal meeting, approve the 
precise wording of a disputes statement setting out clearly and concisely the 
issue or issues giving rise to the dispute. 

 
1.9  The Chairman shall ensure that the Disputes Statement, without amendment 

or abbreviation in any way, shall be an agenda item and agenda paper at the 
next formal meeting of the Council of Governors or Board of Directors as 
appropriate. That meeting shall agree the precise wording of a Response to 
Disputes Statement. 

 
1.10  The Chairman, or Deputy Chairman if the dispute involves the Chairman, 

shall immediately, or as soon as is practical, communicate the outcome to the 
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other party and deliver the Response to Disputes Statement. If the matter 
remains unresolved, or only partially resolved, the procedure outlined in 1.7 to 
1.9 above shall be repeated. 

 
1.11  If, in the opinion of the Chairman, or Deputy Chairman if the dispute involves 

the Chairman, and following the further discussions prescribed in 1.9, there is 
no further prospect of a full resolution or, if at any stage in the whole process, 
in the opinion of the Chairman or Deputy Chairman, as the case may be, 
there is no prospect of a resolution (partial or otherwise) then he shall advise 
the Council of Governors or Board of Directors accordingly. 

 
1.12  On the satisfactory completion of this disputes process, the Board of Directors 

shall implement agreed changes. 
 
1.13  On the unsatisfactory completion of this disputes process, the view of the 

Board of Directors shall prevail. 
 
1.14  Nothing in this procedure shall prevent the Council of Governors, if it so 

desires, from informing NHS Improvement that, in the Council of Governor’s 
opinion, the Board of Directors has not responded constructively to concerns 
of the Council of Governors that the Trust is not meeting the terms of its 
Provider Licence. 

 

2 Role of Chairman 
 
2.1 The Chairman is accountable to the Council of Governors for chairing and 

leading the Council of Governors and the Board of Directors.  In respect of 
the Board of Directors, he is responsible for ensuring that it successfully 
discharges its overall responsibility for the Trust as a whole.  He is not 
responsible for executive matters regarding the Trust’s business, except 
where required to do so by the Constitution; a resolution of the Board of 
Directors; or as a responsibility conferred on him as Chairman of the Trust.  
Other than the Chief Executive, no executive reports to the Chairman, other 
than through the Board of Directors.  His job description will be reviewed as 
part of the appraisal process, and take account of current guidance and good 
practice.   

 
2.2 The Chairman will: 

 provide leadership to the Board, ensuring its effectiveness in all aspects of 
its role  

 ensure that the highest standards of probity and clinical and corporate 
governance are maintained 

 ensure that the Trust promotes equality for all its patients, staff and 
stakeholders; 

 leads the Council of Governors and Board of Directors in playing a full and 
constructive part in the development and setting of the Trust’s strategy, 
objectives. values and standards 

 set the agenda of the Council of Governors and Board of Directors, 
ensuring that they take account of the important issues facing the Trust 
and the concerns of the governors and directors and that sufficient time is 
given for discussion with an emphasis on strategic, rather than 
operational, issues  
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 set the tone and style of meetings of the Council of Governors and Board 
of Directors in order to facilitate constructive discussion and challenge and 
an open and honest culture of debate 

 lead the Non-executive directors in supporting and, where appropriate, 
challenging, the executive directors, to ensure that the  Board of Directors 
makes appropriate decisions and conforms to the highest standards of 
clinical and corporate governance 

 ensure that the Trust complies with its terms of its Provider Licence, its 
Constitution, and any other applicable legislation and regulations 

 enable all governors or directors to make a full contribution to the affairs of 
the Council or the Board, and to the development of the Trust  

 ensure that the Board acts as a team 

 arrange informal meetings of some or all of the directors to ensure that 
sufficient time and consideration is given to complex, contentious or 
sensitive issues. Such meetings have no executive authority 

 facilitate the effective contribution of Non-executive Directors and 
encourage constructive relations between Executive and Non-executive 
Directors ensure the Board determines the nature, and extent of the 
significant risks the organisation is willing to embrace in the 
implementation of its strategy 

 ensure that the Board has local plans and strategies which reflect the 
priorities of the Council of Governors and of national policy for the NHS, 
and the requirements of commissioners 

 develop and maintain a working relationship between the Trust and NHS 
Improvement 

 acts as an ambassador for the Trust 

 ensure the Council of Governors and Board of Directors have adequate 
support, and are provided efficiently with full, accurate, clear and timely 
information on which to base informed decisions, and monitor its 
strategies and policies, relating to the Trust’s performance, to issues, 
challenges and opportunities facing the Trust; and matters reserved to the 
Council of Governors or the Board of Directors for discussion and/or 
decision 

 ensure that, in reaching decisions, the Board of Directors takes into 
account, as appropriate, the views of the Council of Governors  

 ensure effective communications between the Council of Governors and 
Board of Directors; between Non-executive and Executive Directors, and 
with staff, patients, commissioners, other stakeholders and the public 

 Chair, and be a member of, the Nominations and Remuneration 
Committee for Non-executive Directors. 

 chair and lead the Appointments and  Remuneration Committee of the 
Board of Directors and in doing so initiate change and succession 
planning in Executive Director appointments to retain and build an 
effective and complementary Board of Directors, and to facilitate the 
appointment of effective and suitable members of Board committees 

 provide support to the Chief Executive in his personal development  

 recommend the appointment of Non-executive directors as Chairs and 
members of the respective Board committees 

 ensure the regular evaluation of the performance of the Board, its 
committees and individual directors 

 develop, in the best interests of the Trust, a constructive and open 
relationship with the Chief Executive, through regular communication  
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 provide support to the Chief Executive in their personal development 

 ensure provision of an induction and development programme for 
governors and directors 

 ensure that the performance of the Council of Governors and the Board of 
Directors, and their respective committees, is evaluated annually 

 with the assistance of the Board Secretary, lead, at least annually, a 
performance assessment process for the Board. This process should act 
as the basis for determining individual and collective professional 
development programs for directors 

 

3 Role of Non-Executive Directors 
 
3.1 The Council of Governors appoints Non-executive Directors and determines 

their remuneration.  Their job descriptions will be reviewed as part of the 
appraisal process, and take account of current guidance and good practice.   

 
3.2 The Non-executive Directors are appointed to bring independent judgment 

and critical detachment to bear on issues of strategy, performance, key 
appointments, and accountability to the local community.  They are 
responsible for ensuring that the Board acts in accordance with the terms of 
its Provider Licence, and their duties do not extend into operational matters.  
They are appointed to assist the Board in governance, rather than to act in a 
representative capacity.   

 
3.3 Non-executive Directors shall have the following key functions, some of which 

are common to all directors: 

 to bring independent judgement and experience based on commercial, 
financial, legal or governance expertise from outside the Trust, and apply 
this to the benefit of the Trust, its stakeholders, and its wider community 

 to provide independent judgement, appropriate oversight and advice on 
issues of strategy, vision, performance, resources and standards of 
conduct, and to constructively challenge, influence and help the executive 
directors to develop related proposals  

 to participate actively in the decision-making process of the Board 

 to scrutinise and monitor the reporting and performance of management  
in meeting agreed goals and objectives 

 to ensure there is an effective management team in place 

 to satisfy themselves that financial information is accurate and that 
effective financial controls and systems of risk management are robust 
and defensible 

 to jointly comprise (with the Chairman, and with the Chief Executive as 
defined in the committee’s terms of reference) the Board’s Appointments 
and Remuneration Committee, undertaking a key role in appointing and 
removing Executive Directors from office, agreeing Executive 
remuneration and in succession planning  

 to jointly comprise (without the Chairman) the Board’s Audit Committee, 
with an over-arching responsibility for giving assurance to the Board that 
risk management and internal control processes are in place and 
functioning 

 to ensure that the Board and the Trust develop useful and productive 
relations with other organisations relating to the Trust’s activities as 
appropriate 
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 to be a member or Chair of one or more Board committees or ad hoc 
working groups or panels of enquiry, with a responsibility for giving 
assurance to the Board on risks in line with the terms of reference of the 
committee, group or panel concerned  

 to undertake specific functions agreed by the Board, but these should not 
detract from the key functions above, or compensate for any related skill 
gaps among executive directors 

  

4 Role of Chief Executive  
 

4.1 The Chief Executive will be allowed full scope for action, within clearly defined 
delegated powers, in fulfilling the decisions of the Board. The Chief Executive 
is responsible for the executive management of the Trust and all Executive 
Directors report to the Chief Executive. The Chief Executive job description 
will be reviewed as part of the appraisal process, and take account of current 
guidance and good practice.   

 
4.2 The Chief Executive is accountable to both the Chairman (acting on behalf of 

the Board of Directors), and directly to the Board of Directors for:  

 the executive management of the Trust’s operations 

 ensuring that the Trust’s financial and operating goals and objectives are 
achieved 

 ensuring that its decisions, and those of its formally constituted 
committees, are implemented 

 ensuring that the Trust works effectively, in accordance with local and 
NHS policy, and with public service values 

 ensuring that proper financial stewardship is maintained of the resources 
available to the Trust, avoiding waste and extravagance in the Trust’s 

 ensuring that recommendations affecting good practice as set out on 
reports from such bodies as the Audit Commission and the National Audit 
Office are fully considered, reported on, and implemented 

 developing and recommending to the Board a vision, strategy and 
objectives for the Trust 

 developing and recommending to the Board annual business plans and 
budgets; 

 ensuring that the Trust meets its statutory duty of quality 

 ensuring that sufficient information is provided to the Board to enable it to 
effectively monitor progress against its strategy and goals 

 
4.3 As Accounting Officer, the Chief Executive is responsible to Parliament for the 

following as set out in the FT Accounting Officer Memorandum: 

 ensuring there are effective management systems in place to safeguard 
public funds and assets and assisting in the implementation of corporate 
governance 

 ensuring value for money is achieved from the resources available to the 
Trust and financial systems and procedures support this 

 ensuring financial considerations are fully taken into account in decision 
on policy proposals 

 ensuring the expenditure and income of the Trust has been applied to the 
purposes intended by Parliament and conform to the authorities which 
govern them 

 ensuring sound and effective financial management systems are in place 
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 Performance  Management, succession planning and recruitment of the 
executive team 

 
4.4 Together with the Director of Finance & Strategic Planning, the Chief 

Executive as Accounting Officer is responsible for: 

 ensuring that the Accounts of the Trust that are presented to the Council 
of Governors for approval are prepared under principles, and in a format 
directed by  the Secretary of State, with the approval of HM Treasury as 
set out in the NHS Finance Manual; and disclose a true and fair view of 
the Trust's income and expenditure, cash flows, gains and losses, and of 
its state of affairs 

 signing the Statement of Financial Position and Annual Report, the 
foreword to the accounts, the Annual Governance Statement and the 
Remuneration report on behalf of the Board  In addition, the Chief 
Executive will sign a statement in the Annual Accounts that describes his 
responsibilities as Accounting Officer  

 
4.5 The Chief Executive shall ensure that the Trust has in place effective 

management systems that safeguard public funds.  The Chief Executive will 
assist the Chairman in implementing the requirements of corporate 
governance exemplified in the NHS Foundation Trust Code of Governance, 
and will ensure that managers at all levels: 

 have a clear view of their objectives, and the means of assessing 
achievement of them 

 are assigned well-defined responsibilities for making the best use of 
resources 

 have the information, training and access to the expert advice they need 
to exercise their responsibilities effectively 

 are appraised of, and held to account for, the responsibilities above that 
are assigned to them 

 
4.6 The Chief Executive shall provide such information as the National Audit 

Office requests, and shall: 

 co-operate with external auditors in any enquiries into the use that the 
Trust has made of public funds  

 make arrangements for internal audit that comply with those described in 
the NHS Internal Audit Manual 

 ensure prompt action is taken in response to concerns raised by both 
external and internal audit 

 
4.7 Effective and sound financial management and information are of 

fundamental importance.  Whilst this is the operational responsibility of the 
Director of Finance & Strategic Planning, the Chief Executive as the 
Accounting Officer has a primary duty to see that these functions are properly 
discharged.  The Chief Executive is required to ensure the continuing 
financial viability of the Trust, in particular to ensure that expenditure is 
contained within available levels of income, and to achieve any other financial 
objectives set by NHS Improvement with the consent of the Treasury, as 
appropriate.  The Chief Executive shall also ensure that the assets of the 
Trust are properly safeguarded.  

 
4.8 The Chief Executive has a particular responsibility for ensuring that 

expenditure by the Trust complies with Parliamentary requirements, and 
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seeking any necessary approvals prior to expenditure by the Trust, observing 
the basic principle that funds are applied only to the extent and for the 
purpose authorised by Parliament.  The Chief Executive must:  

 draw the attention of Parliament to losses or special payments by 
appropriate notation of the statutory accounts 

 ensure that all items of expenditure, including payments to staff, fall within 
the legal powers of the Trust, are exercised responsibly and with due 
regard to probity and value for money 

 
4.9 As the Accounting Officer the Chief Executive has a responsibility to ensure 

that appropriate advice is tendered to the Board on all matters of financial 
probity and regularity, and more broadly on all considerations of prudent and 
economical administration, efficiency and effectiveness.  The Director of 
Finance & Strategic Planning has a special responsibility to support the Chief 
Executive in this role. The Chief Executive, together with the Appointments 
and Remuneration Committee, shall ensure that the Director of Finance & 
Strategic Planning is fully aware of this obligation and has the requisite skills 
and experience. 

 
4.10 If the Board or the Chairman is contemplating a course of action that the 

Chief Executive considers would infringe the requirements of propriety and 
regularity, he shall: 

 set out in writing to the Chairman and the Board his objection to the 
proposal and the reasons for it  

 if the Board decides nonetheless to proceed, the Chief Executive shall 
seek a written instruction from the Board to take the action in question.  
The Chief Executive should ensure that the Audit Committee, which has 
specific terms of reference and delegated powers to enquire into matters 
of propriety and regularity, receives copies of the documents that describe 
his objections 

 also inform the Council of Governors, if possible before the Board takes 
its decision, or in any event before the decision is implemented, so that 
the Council can, if necessary, intervene with the Board 

 
4.11 If the Board is contemplating a course of action that raises an issue, not of 

formal propriety or irregularity, but which affects the Chief Executive’s 
responsibility for obtaining value for money from the Trust's resources, it is his 
duty to draw the relevant factors to the attention of the Board.  If the outcome 
is that he is overruled, it is normally sufficient to ensure that his advice and 
the overruling of it are clearly apparent from the papers submitted to the 
Board for consideration and/or with minutes of Board meetings. If, 
exceptionally, the Chief Executive has given clear advice that the course 
proposed could not reasonably be held to represent good value for money 
and the Board seems likely to overrule him, he shall inform the Council of 
Governors, so that it can intervene if necessary. In such cases, the 
Accounting Officer should as a member of the Board vote against the course 
of action rather than merely abstain from voting. 
 

4.12 The Chief Executive shall have other responsibilities to: 

 ensure continuous improvement in the quality and value of services that 
the Trust provides 

 formulate and oversee implementation of policy 

 serve as chief spokesperson for the Trust 
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 maintain a positive and ethical work climate that is conducive to attracting 
and retaining top-quality employees at all levels 

 foster a corporate culture that promotes ethical practices, encourages 
individual integrity and fulfils social objectives and imperatives 

 ensuring that the Trust culture, values and behaviours are communicated 
to the organisation and demonstrated by the executive team 

 support the Chairman to ensure that appropriate standards of governance 
permeate through all parts of the organisation 

 
4.13 The Chief Executive is responsible for ensuring that executive directors 

provide accurate, timely and clear reports to the Council of Governors and the 
Board of Directors. 

 
4.14 The Chief Executive is required to sign on behalf of the Board of Directors 

service contracts to deliver health services to agreed specifications. 
 
4.15 The Chief Executive is responsible for ensuring that the Chairman is alerted 

to forthcoming complex, contentious or sensitive issues affecting the Trust, of 
which he might not otherwise be aware. 

 
4.16 The Chief Executive is responsible for managing the Trust’s risk profile, 

including all clinical, non-clinical, and business risks. 
 
4.17 The Chief Executive is responsible for providing the Chairman, the 

Appointments and Remuneration Committee, and other members of the 
Board of Directors with information and advice on succession planning within 
the Executive Management Team.    

 
4.18 The Chief Executive supports induction programmes for new directors and 

governors, by ensuring that appropriate management time is made available 
for the process. 

 
4.19 The Chief Executive is responsible for ensuring that the development needs 

of the executive directors reporting to him are identified and met. He ensures 
that performance reviews are carried out at least annually for each member of 
the Team. 

 
4.20 The Chief Executive may arrange regular or ad hoc meetings of executive 

directors and/or senior managers, to ensure that sufficient time and 
consideration is given to complex, contentious or sensitive issues. Such 
meetings have no formal status or authority. 

 
4.21 The Chief Executive assists the Chairman in promoting effective 

communications between Non-executive and executive directors, and 
between the Council of Governors and the Board of Directors. 

 
4.22 The Chief Executive maintains, in the best interests of the Trust, a 

constructive and open relationship with the Chairman through regular 
communication and dialogue with him regarding the important issues facing 
the Trust, and proposes to him related agenda for consideration by the 
Council of Governors or the Board of Directors. 



 

Page 176 of 198 

 

 

 

 

 

 

 

 

 

 
Board of Directors and 

Staff 
 

Code of Conduct  



 

Page 177 of 198 

 
Contents 

 
 

   
 1. Code of Conduct for the Board and Staff 178 
   
 2. Standards of Business Conduct and Declaration of Interests 181 
   



 

Page 178 of 198 

1. Codes of Conduct for the Board and for Officers 
 
1.1 Three crucial public service values shall underpin the work of the Trust: 

 

 Accountability 
Everything done by those who work in the Trust must be able to stand the 
test of parliamentary scrutiny, public judgments on propriety and 
professional codes of conduct 

 Probity 
There shall be an absolute standard of honesty in dealing with the assets 
of the Trust; integrity shall be the hallmark of all personal conduct in 
decisions affecting patients, staff and suppliers, and in the use of 
information acquired in the course of Trust duties 

 Openness 
There shall be sufficient transparency about the Trust’s activities to 
promote confidence between the Trust and its staff, patients and the 
public 

 
1.2 In conducting the Trust’s business in accordance with the public service 

values of accountability, probity and openness, directors and managers will 
seek to apply both the letter and the spirit of this Code, and the Trust’s 
policies and procedures correctly, reasonably and consistently in regard to 
their own conduct and the conduct of staff. The NHS Foundation Trust Code 
of Governance shall apply to all directors and staff of the Trust. 

 
1.3 In particular directors and managers will: 

 respect and treat with fairness the public, patients, relatives, carers, staff 
and partners in other agencies by seeking to ensure that no-one is 
unlawfully discriminated against because of their religion, beliefs, race, 
colour, gender, marital status, disability, sexual orientation, age, social 
and economic status or national origin 

 make the care and safety of patients their first concern and act to protect 
them from risk 

 involve patients, and with their consent, their relatives and carers, in their 
care and treatment 

 be open and honest when something goes wrong with patient care or 
treatment in line with the duty of candour 

 protect patient confidentiality 

 help staff members to realise their potential by improving their knowledge 
and skills while maintaining a reasonable balance between their personal 
and working lives 

 strive to provide a safe working environment for staff and others and to 
protect staff from harassment and bullying 

 involve staff in the management of the Trust by keeping them informed of 
the Trust’s progress and performance, encouraging staff to raise 
questions and to make suggestions and by responding to promptly 

 seek to ensure that the public is kept informed of the Trust’s activities and 
to evolve methods of gathering the views of members of the public so that 
these can be taken into account in developing the health services to be 
provided by the Trust 

 seek to involve and co-operate with other agencies in improving the 
delivery of health services generally 
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1.4 Directors and managers will: 

 welcome the involvement of staff representatives in the affairs of the Trust 

 respect the confidentiality of discussions with staff, particularly in relation 
to disciplinary or confidentiality issues, grievances, health and family 
matters 

 respond to staff personal problems in a sympathetic way and try to assist 
if reasonably practicable 

 offer an explanation to a member of staff where it is not possible to agree 
to a member of staff’s request for assistance 

 not deal with staff in a way which could reasonably be considered to be 
demeaning, abusive or threatening.  When correcting a member of staff, 
attention shall be paid to maintaining the person’s dignity and self-esteem, 
and the emphasis usually placed on learning and development in 
preference to allocating blame or punishing 

 create an open and learning organisation in which concerns about people 
failing to comply with standing orders, policies and procedures can be 
raised without fear 

 
1.5 Directors and managers will act with integrity and probity at all times.  They 

shall not make, permit or knowingly allow to be made, any untrue or 
misleading statement relating to their own duties or the functions of the Trust. 

 
1.6 Directors and managers will seek to ensure that: 

 the best interest of the public and patients/clients are upheld in decision-
making and that decisions are not improperly influenced by gifts or 
inducements 

 NHS resources are protected from fraud and corruption and that any 
incident of this kind is reported to the NHS Counter Fraud Services 

 judgements about colleagues (including appraisals and references) are 
consistent, fair and unbiased and are properly founded 

 
1.7 Directors and managers shall accept responsibility for their own work and the 

proper performance of the people they manage.  They will seek to ensure that 
those they manage acknowledge that they are ultimately responsible to: 

 the public and their representatives by providing a reasonable and 
reasoned explanation of the use of resources and performance 

 patients, relatives and carers by answering questions and complaints in 
an open, honest and well researched way and in a manner which 
provides a full explanation of what has happened, and of what will be 
done to deal with any poor performance and, where appropriate, giving an 
apology; and 

 NHS staff and partners in other agencies by explaining and justifying 
decisions on the use of resources and give due and proper consideration 
to suggestions for improving performance, the use of resources and 
service delivery 

 
1.8 Directors and managers will support and assist the Accounting Officer of the 

Trust in his responsibility to answer to Parliament and NHS Improvement in 
terms of fully and faithfully declaring and explaining the use of resources and 
the performance of the Trust in putting national policy into practice and 
delivering targets. 
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1.9 There shall be nothing in this Code which requires or authorises a  director or 
manager to: 

 make, commit or knowingly allow to be made any unlawful disclosure 

 make, permit or knowingly allow to be made any disclosure in breach of 
his duties and obligations to his employer, save as permitted by law 

In any conflict, this sub-clause of 1.9 shall prevail over other requirements of 
1. 

 
1.10 Directors and managers will show their commitment to working as a team by 

working to create an environment in which: 

 teams of frontline staff are able to work together in the best interests of 
patients 

 leadership is encouraged and developed at all levels and in all staff 
groups; and 

 the Trust plays its full part in community development 
 
1.11 Directors and managers will take responsibility for their own learning and 

development, and will seek to: 

 take full advantage of the opportunities provided 

 keep up to date with best practice; and 

 share their learning and development with others 
 
1.12 Directors and managers will follow the codes of conduct and ethics of their 

own profession as well as this Code of Conduct. 
 
1.13 Through the Chief Executive, the Board will ensure the provision of 

reasonable learning and development opportunities for directors and 
managers, and shall seek to establish and maintain an organisational culture 
that values the role of managers.    
 

1.14 Directors, managers and staff will have the right to be: 

 treated with respect and not be unlawfully discriminated against for any 
reason; 

 given clear, achievable targets 

 judged consistently and fairly through appraisal 

 given reasonable assistance to maintain and improve their knowledge and 
skills and achieve their potential through learning and development; and 

 reasonably protected from harassment and bullying and helped to achieve 
a reasonable balance between their working and personal lives 

 
1.15 The Chief Executive will ensure that all staff are appropriately made aware of 

these Codes of Conduct. 
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2 Standards of Business Conduct and Declaration of Interest 
 
 Bribery and The Bribery Act 2011 
  
2.1 Bribery 
 Giving (or offering) or receiving (or requesting) a financial or other advantage 

in connection with the improper performance of a position of trust, or a 
function that is expected to be performed impartially or in good faith (Bribery 
Act 2010) 

 
 The Bribery Act 2010 repealed previous corruption legislation and has 

introduced the offences of offering and / or receiving a bribe.  It also places 
specific responsibility on Trusts to have in place sufficient and adequate 
procedures to prevent bribery and corruption taking place.  Bribery is defined 
as “Inducement for an action which is illegal, unethical or a breach of trust.  
Inducements can take the form of gifts, loans, fees, rewards and other 
privileges”.  Corruption is broadly defined as the offering or the acceptance of 
inducements, gifts or favours, payments or benefit in kind which may 
influence the improper action of any person; corruption does not always result 
in a loss.  The corrupt person may not benefit directly from their deeds; 
however, they may be unreasonably using their position to give some 
advantage to another. 

 
 Facilitation payments are small payments made to secure or expedite the 

performance of a routine action, typically by a government official or agency 
(e.g. issuing licenses or permits, installation of a telephone line, processing 
goods through customs, etc.) to which the payer (or the company) has legal 
or other entitlement.  Facilitation payments are prohibited under the Bribery 
Act like any other form of bribe.  They shall not be given by the Trust or by the 
Trust’s employees in the UK or any other country. 

  
 Principles of Conduct 
 
 The Chief Executive and Director of Finance & Strategic Planning shall 

ensure that this is brought to the attention of all staff through: 

 incorporation into Contracts of Employment 

 induction training for new staff 

 training courses generally 

 ‘flyers’ and other communications 
 

2.2      Managing Conflicts of Interest in the NHS 
 
 Guidance has been issued by NHS England that comes into place on 1 June 

2017 to introduce consistent principles and rules for managing conflicts of 
interest.  All staff defined as ‘decision making staff’ should declare any 
material interests at the earliest opportunity (and in any event within 28 days) 
via a positive declaration to their organisation. Therefore, declarations should 
be made: 

 On appointment with an organisation 

 When a person moves to a new role or their responsibilities change 
significantly 

 At the beginning of  a new project/piece of work 

 As soon as circumstances change and new interests arise 
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 Annually to update their declarations of interest, or make a nil return. 
 
Decision making staff are defined as those groups of staff that have a 
material influence on how taxpayers’ money is spent. They should include but  
not be limited to: 

 

 Executive and Non-executive Directors who have decision making 
roles which involve the spending of taxpayers’ money 

 Those at Agenda for Change band 8d and above  

 Administrative and clinical staff who have the power to enter into 
contracts on behalf of their organisation  

 Administrative and clinical staff involved in decision making 
concerning the commissioning of services, purchasing of goods, 
medicines, medical devices or equipment, and formulary decisions 

 Those who undertake fundraising activities on behalf of the 
organisation’s registered charity 

 Members of advisory groups which contribute to direct or delegated 
decision making on the commissioning or provision of taxpayer funded 
services such as: 
o Entering into, or renewing large scale contracts 
o Awarding grants 
o Making procurement decisions 
o Selection of medicines, equipment, and devices 
 

Governors, directors, all staff will: 

 refuse gifts, benefits, hospitality or sponsorship of any kind which might 
reasonably be seen to compromise their personal judgment or integrity, 
and to seek to exert influence to obtain preferential consideration. All such 
gifts should be returned and hospitality refused 

 accept only hospitality where there is a legitimate business reason and it 
is proportionate to the nature and purpose of the event 

 declare and register the offer of gifts, benefits, hospitality or sponsorship 
of any kind 

 declare and record any financial or personal interest (eg company shares, 
research grant) in any organisation with which they have to deal or might 
be reasonably expected to deal with, and be prepared to withdraw from 
those dealings if required, thereby ensuring that their professional 
judgment is not influenced by such considerations 

 make it a matter of policy that offers of sponsorship that breach standing 
orders be reported to the Board and that all staff involved with arranging 
sponsored research, posts or events for their organisation should declare 
this 

 not misuse their official position or information acquired in the course of 
their official duties to further their private interests or those of others 

 ensure professional registration (if applicable) and/or status are not used 
in the promotion of commercial products or services 

 beware of bias generated through sponsorship where this might impinge 
on professional judgment and impartiality 

 neither agree to practice under any conditions which compromise 
professional independence or judgment, nor impose such conditions on 
other professionals 
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 make all purchasing decisions, including prescribing and those involving 
pharmaceuticals and appliances, based on best clinical practice and value 
for money. Such decisions shall take into account their impact on other 
parts of the healthcare system, for instance, products dispensed in 
hospital which are likely to be required by patients regularly at home. 
  

Governors, directors, decision making staff and staff who are members of any 
key strategic decision making groups will: 

 declare patents and other intellectual property rights they hold or are in 
application (either individually or by virtue of their association with a 
commercial or other organisation) which might reasonably expected to be 
related to items to be procured or used by their organisation 

 declare any loyalty interests where they hold a position of authority in 
another NHS organisation or commercial, charity , voluntary, professional, 
statutory or other body which could be seen to influence decisions they 
take in their NHS role. 

 declare any role on advisory groups or other paid or unpaid decision 
making forums that can influence how their organisation spends 
taxpayers money. 

 declare where they could be involved in the recruitment or management 
of close family members, relatives, close friends, associates or business 
partners. 

 declare any interest whereby an the Trust does business with an 
organisation that has close family members, relatives, close friends 
business partners or associates who have decision making 
responsibilities. 

 
 
      2.3 Interests of Directors 
 

 Provisions in relation to the Interests of Directors are included in the Directors 
Standing Orders of the Mid Cheshire Hospitals NHS Foundation Trust 
Constitution. 

 
2.4 NHS Hospitality and Other Expenditure 
 
 Board members shall set an example to the Trust in the use of public funds, 

and the need for good value in incurring public expenditure. The use of NHS 
monies for hospitality and entertainment, including hospitality at conferences 
or seminars, shall be carefully considered. All expenditure on these items 
should be justifiable as reasonable in the light of general practice in the public 
sector.   

 
2.5 Casual Gifts 
 
 Casual gifts offered by contractors or suppliers to directors, managers and 

staff, e.g. at Christmas time, may not be in any way connected with the 
performance of duties so as to constitute an offence under the Bribery Act 
2010. Such offers of gifts should nevertheless be advised to the Director of 
Finance & Strategic Planning for entry into the register of gifts and hospitality 
and politely but firmly declined. Articles of low intrinsic value, (lower than £6), 
such as diaries or calendars, or small tokens of gratitude from patients or their 
relatives, need not necessarily be refused. Gifts from suppliers or contractors 
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doing business (or likely to do business) with an organisation should be 
declined, whatever their value. Staff should be mindful that even gifts of a 
small value may give rise to perceptions of impropriety and might influence 
behaviour if not handled in an appropriate way. In cases of doubt staff should 
either consult their line manager or politely decline acceptance. 
 

2.6 Hospitality Offered to Staff 
 
 Modest hospitality to directors, managers and staff provided it is normal and 

reasonable in the circumstances, e.g. lunches in the course of working visits 
or meetings may be acceptable.  Any such hospitality should be: 

 similar to the scale of hospitality which the NHS as an employer would be 
likely to offer 

 secondary to the purpose of the visit or meeting 

 appropriate and not out of proportion to the occasion 

 not extended beyond those whose role makes it appropriate for them to 
attend the meeting 

  
NHS England guidance recommends the following guidance for the 
acceptance of meals and refreshment: 

 Under a value of £25  may be accepted and need not be declared 

 Of a value between £25 and £75 may be accepted and must be 
declared 

 Over a value of £75 should be refused unless in exceptional 
circumstances approval is given by the Director of Finance & Strategic 
Planning or the Chief Executive.  
Staff should use a common sense approach to make a reasonable estimate 
to the value of any hospitality 
 
Staff shall advise the Director of Finance & Strategic Planning of all other 
offers of gifts, hospitality or entertainment and shall politely but firmly decline.  
If in doubt, they should seek advice from the Director of Finance & Strategic 
Planning. 

 
  This Code applies to a committee or group of the Board as it applies to the 

Board, and applies to any member of any such committee or group (whether 
or not he is also a director) as it applies to a director of the Trust. 

 
2.7 Declaration of Interests by Staff 
 
 The Trust requires interests, employment or relationships declared, to be 

entered in a register of interests of staff. All interests should remain on this 
register until 6 months after the interest has expired and a historic record 
should be maintained for a minimum of six years after the interest has 
expired. This register will be maintained by the Director of Finance and 
Strategy in line with the Trust policy, reviewed at least annually and made 
available on the Trust website. As a minimum the interests of all decision-
making staff, should be published annually. In exceptional circumstances staff 
may make representations that their interests should not be published where 
there is a real risk of harm or is prohibited by law. 

 
  
 



 

Page 185 of 198 

 . The Director of Finance & Strategic Planning shall establish systems to 
communicate this requirement to staff and inform the Chief Executive if there 
are any interests. 

 
The Director of Finance & Strategic Planning shall introduce whatever 
measures he considers necessary to ensure that the Trust’s interests and 
those of patients are adequately safeguarded.   
 

 The Chief Executive shall ensure that contracts of employment require all 
staff to declare such interests and shall develop a local policy, in consultation 
with staff and local staff interests. This may include the disciplinary action 
including reporting regulated professions to their regulator   if a member of 
staff fails to declare a relevant interest, or is found to have abused his official 
position, or knowledge, for the purposes of self-benefit, or that of family or 
friends. 

 
 If it comes to the knowledge of 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 Director of Finance & Strategic Planning 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.  

 
  
 
 
2.8 Bequests and Gifts to Staff, Volunteers, Governors and Non-Executive 

Directors from Patients 
 
 Payments and/or gifts should not be solicited from patients or patients’ 

relatives in any circumstances. If such goods are received, any gifts of money 
from patients or patients’ relatives (whether direct or indirect should be 
declared to the member of staff’s manager or the Chairman as appropriate, 
and paid into the Trust’s charitable funds. Small value goods (e.g. box of 
chocolates) should be shared among the staff and patients. Larger value 
goods, over £25, will be considered on a case by case basis by the Director 
of Finance & Strategic Planning. 

 
 Proposed bequests in the wills of patients or patients’ relatives should be 

politely declined. If any such bequests are made, the individual(s) concerned 
should promptly notify their line manager or the Chairman as appropriate and 
pay any monies into the Trust’s charitable funds. Bequests of other property 
(non-monetary) will be considered on a case-by-case basis but the Trust may 
require the member of staff to give up the bequest if it is not appropriate.   

 
 Any doubts about appropriate responses to a gift/bequest must be referred to 

the Director of Finance & Strategic Planning. 
 
 If you have any suspicions regarding Money Laundering please refer to the 

Money Laundering Policy or contact the Trust Fraud Officer. 
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 Any concerns about bequests will be investigated by the Trust and any 
breach of the above may lead to a disciplinary action. 
 

2.9 Preferential Treatment in Private Transactions 
 
 Individual staff must not seek or accept preferential rates or benefits in kind 

for private transactions carried out with companies with which they have had 
official dealings on behalf of their NHS employer. (This does not apply to 
concessionary agreements negotiated with companies by NHS management, 
or by recognised staff interests, on behalf of all staff - for example, NHS staff 
benefits schemes). 
 

2.10 Contracts 
 
 All staff who are in contact with suppliers and contractors (including external 

consultants), and in particular those who are authorised to sign Purchase 
Orders, or place contracts for goods, materials or services, are expected to 
adhere to professional standards of the kind set out in the Ethical Code of the 
Institute of Purchasing and Supply (IPS). 

 
2.11 Outside Employment 
 
 NHS employees must not seek to engage in outside employment which may 

conflict with their NHS work, be detrimental to it, or cause a breach of the 
European Working Time Directive. Any outside employment should be 
declared by staff on appointment and when any new employment arises. For 
the purpose of this guidance this can include directorships, Non-executive 
roles, self-employment, consultancy work, charitable trustee roles, political 
roles and roles within not-for-profit organisations, paid advisory position and 
paid honorariums which relate to bodies likely to do business with an 
organisation. Where a risk of conflict of interest is identified staff must tell their 
manager. The manager and/or the Director for Workforce and Organisational 
Development and/or the Chief Executive will be responsible for judging 
whether the interests of the Trust or patients could be harmed. 

 
2.12 Private Practice and Fees 
 
 Consultants employed under the Terms and Conditions of Service of Hospital 

Medical and Dental Staff are permitted to carry out private practice subject to 
the conditions outlined in the current code of conduct governing private 
practice for hospital medical and dental staff which require a declaration of 
any private practice, (see Standing Orders for Private Practice P.138) 

 
 Prior agreement for the use of NHS facilities, staff and services shall be 

applied for by written request to the Chief Executive, a copy being sent to the 
Director of Finance & Strategic Planning. 

 
 Other medical staff may undertake private practice or work for outside 

agencies, providing they do not do so within the time they are contracted to 
the NHS, and they observe the conditions in the Code. Hospital doctors are 
entitled to receive additional fees depending upon their contract of 
employment. Doctors should obtain advice from the Head of Resourcing on 
their entitlements. Other medical staff must obtain prior agreement from the 
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Chief Executive, with a copy sent to the Director of Finance & Strategic 
Planning, where they wish to use NHS facilities, staff or services. 
 

 Consultants may engage in “Fee Paying Services” subject to the conditions 
set out in current terms and conditions for consultant medical staff and where 
permissions are required, such permissions shall be sought from the Chief 
Executive in writing. 

 
2.13 Political and Charitable Contributions 
 The Trust does not make any contributions to politicians, political parties or 

election campaigns. 
 
 As a responsible member of society, the Trust may make charitable 

donations. However, these payments shall not be provided to any 
organisation upon suggestion of any person of the public or private sector in 
order to induce that person to perform improperly the function or activities 
which he is expected to perform in good faith, impartially or in a position of 
trust or to reward that person for the improper performance of such function 
or activities. Any donations and contributions must be ethical and transparent.  
The recipient’s identity and planned use of the donation must be clear, and 
the reason and purpose for the donation must be justifiable and documented.  
All charitable donations will be publicly disclosed. 
 

2.14 Commercial Sponsorship  
 

 Subject to 2.12.1 below, acceptance by staff of Commercial Sponsorship is 
acceptable, but only 

 where the staff member seeks permission in advance from the Director of 
Finance & Strategic Planning 

 where the event or meeting will result in a clear benefit for the 
organisation and the NHS 

 the Director of Finance & Strategic Planning is satisfied that acceptance 
will not compromise purchasing decisions in any way; and  

 the offer and decision is entered into a register of sponsorship maintained 
by the Director of Finance & Strategic Planning, and which is available for 
inspection by the general public during normal working hours  
 

Sufficient detail of the itinerary, detailed costs and subject relevance shall be 
provided by the member of staff to the Director of Finance & Strategic 
Planning. If an element of hospitality is included then this shall be declared. 
 

 Under the Medicines (Advertising) Regulations 1994 and the exceptions 
below subject to where relevant medicinal products are being promoted to 
persons qualified to prescribe or supply relevant medicinal products, no 
person shall supply, offer or promise to such persons any gift, pecuniary 
advantage or benefit in kind, unless it is inexpensive and relevant to the 
practice of medicine or pharmacy. This shall not prevent any person offering 
hospitality (including the payment of travelling or accommodation expenses) 
at events for purely professional or scientific purposes to persons qualified to 
prescribe or supply relevant medicinal products, provided that: 

 such hospitality is at a reasonable level 

 it is subordinate to the main scientific objective of the meeting; and 

 it is offered only to health professionals 
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For avoidance of doubt, under this Code, no person qualified to prescribe or 
supply relevant medicinal products shall solicit or accept any gift, pecuniary 
advantage, benefit in kind, hospitality or sponsorship prohibited by this 
regulation. 
 

 Whatever type of agreement is entered into, clinician’s judgment should 
always be based on clinical evidence that the product is best for their 
patients. No information should be supplied to the sponsor from which they 
could gain a commercial advantage, and information which is not in the public 
domain should not normally be supplied. During dealings with sponsors there 
must be no breach of patient or individual confidentiality or data protection 
rules and legislation. 
 

 Where meetings are sponsored by external sources, the fact must be 
disclosed in the papers relating to the meeting and any published 
proceedings. The sponsor or their representatives may attend any event or 
meeting at the organisation’s discretion but must not have a dominant 
influence over the content or the main purpose of the event. 

 
 On occasions when the Trust considers it necessary for staff advising on the 

purchase of equipment to inspect such equipment in operation in other parts 
of the country (or exceptionally, overseas), the Trust shall  consider meeting 
the cost, so as to avoid putting in jeopardy the integrity of subsequent 
purchasing decisions. 

 
2.15     Commercial Sponsorship of Posts: Linked Deals 
 
 Pharmaceutical companies, for example, may offer to sponsor, wholly or 

partially, a post for the Trust.  Any such offers shall be advised immediately to 
the Director of Finance & Strategic Planning who will decide on the issue.  
The Trust shall not enter into such arrangements, unless it has been made 
abundantly clear in writing to the company concerned that the sponsorship 
will have no effect on purchasing decisions. Where such sponsorship is 
accepted, monitoring arrangements shall be established by the Director of 
Finance & Strategic Planning to ensure that purchasing decisions are not, in 
fact, being influenced by the sponsorship agreement. Rolling sponsorship of 
posts should be avoided unless appropriate checkpoints are put in place to 
review and confirm the appropriateness of arrangements continuing. 

 
Under no circumstances shall the Trust agree to "linked deals" whereby 
sponsorship is linked to the purchase of particular products, or to supply from 
particular sources, unless the linked deal is openly tendered. Sponsors 
should have no undue influence over the duties of the post. Staff should 
declare any other interests arising as a result of their association with the 
sponsor, in line with general guidance on the declaration of interests. 
 

 The Director of Finance & Strategic Planning shall maintain a register for this 
purpose. 

 
2.16 Research and Development  
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 Where research and development is sponsored, whether or not linked to the 
purchase of particular products or a supply from particular sources the 
following shall apply: 

 a trial shall not commence until an indemnity agreement is in place, 
signed by the Medical Director 

 approval for the trial has been agreed in writing by the Medical Director 
which specifies the written protocol and written contract between staff, the 
organisation and/or institutes at which the study will take place and the 
sponsoring organisation, which specifies the nature of the services to be 
provided and the payment for those services. 

 the Trust must be able to recover the full cost of the trial from the 
commercial company on whose behalf the trial is carried out 

 funding shall be transparent 

 there shall be no incentive to prescribe, supply, administer, recommend, 
buy or sell more of any particular treatment or product other than in 
accordance with the peer reviewed and mutually agreed protocol for the 
specific research intended 

 full consideration has been given to the continuing cost of any 
pharmaceutical or other treatment initiated during the research and how 
this will be managed once the study has ended.  The Director of Finance 
& Strategic Planning shall agree such estimates and management plans 
prior to the study being approved 

 Staff shall declare any involvement in sponsored research and the 
Director of Finance & Strategic Planning shall keep a register of such 
declarations 

  
 The Chief Executive shall ensure that the Trust benefits from commercial 

exploitation of intellectual property derived from research and development 
that the Trust has funded (or the NHS has funded through the Trust), even 
where the intellectual property itself is owned by people outside the NHS.  
The Chief Executive shall ensure that an agreement to this effect is included 
in contracts concerning research and development, including contracts with 
members of staff engaging in research and development whilst employed by 
the Trust. 
 
Commercial in-Confidence 

 Staff shall be particularly careful of using, or making public, internal 
information of a commercial in-confidence nature, particularly if its disclosure 
would prejudice the principle of a purchasing system based on fair 
competition. This principle applies whether private competitors or other NHS 
providers are concerned, and whether or not disclosure is prompted by the 
expectation of personal gain. 

 
 However, the Trust should be careful about adopting a too restrictive view on 

this matter.  It should not be a cause of excessive secrecy on matters which 
are not strictly commercial per se.  For example, the term "commercial in-
confidence" should not be taken to include information about service delivery 
and activity levels, which should be publicly available.  Nor should it inhibit the 
free exchange of data for medical audit purposes, for example, subject to the 
normal rules governing patient confidentiality and data protection. In all 
circumstances the overriding consideration must be the best interests of 
patients. 
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2.17    Patents and Intellectual Property 
 
 The development and holding of patents and other intellectual property rights 

allows staff to protect something that they create. However, conflicts of 
interest can arise when staff who hold patents and other intellectual property 
rights are involved in decision making and procurement. Where product 
development involves use of time, equipment or resources from their 
organisation this too can create risks of conflicts of interest. In these cases it 
is important that the Trust is aware of this so that it can be managed 
appropriately. 

 Staff should declare patents and other intellectual property rights they 
hold either individually or by virtue of their association with a commercial or 
other organisation, including where applications to protect have started and 
which may reasonably be expected to relate to items to be procured or used 
by the Trust 

 Staff should seek prior permission from the Trust to before entering 
into any agreement with bodies regarding product development, research, 
work on pathways etc where this impacts on the organisations own time, or 
uses its equipment, resources or intellectual property 

 Where holding of patents and other intellectual property rights give 
rise to a conflict of interest then the general management actions outlined in 
this handbook should be considered and applied to mitigate any risks. 

  
2.18   Canvassing of, and Recommendations by, Chairman and Directors in         

Relation to Appointments  
 
 Canvassing the Chairman, directors or members of any committee, directly or 

indirectly, on behalf of a candidate for any appointment by the Trust shall 
disqualify the candidate for such appointment, unless such the approach 
made clearly relates to the content of the post. The contents of this paragraph 
shall be included in application forms or otherwise brought to the attention of 
candidates. 

 
 The Chairman or director shall not solicit for any person any appointment to 

the Trust or recommend any person for such appointment: but this paragraph 
shall not preclude a member from giving written testimonial of a candidate's 
ability, experience or character for submission to the Trust. 

 
 Informal discussions outside appointments panels or committees, whether 

solicited or unsolicited, should be declared to the panel or committee. 
 

2.19     Relatives of Members or Officers 
 

 Candidates for any staff appointment under the Trust shall, when making 
application, disclose in writing to the Trust whether they are related to any 
member of staff or the holder of any office under the Trust.  Failure to disclose 
such a relationship shall cause the candidate to be liable to disqualification if 
appointed, and render him liable to instant dismissal.   

 
The Chairman, director and officer of the Trust shall disclose to the Chief 
Executive any relationship between himself and a candidate of whose 
candidature that director or officer is aware. It shall be the duty of the Chief 
Executive to report to the Board any such disclosure made. 
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 Non-executive directors on appointment, and executive director before 

accepting an appointment, shall disclose to the Board whether they are 
related to any other director or officer of the Trust. 

 
 Where the relationship to the Chairman or director of the Trust is disclosed, 

this shall be treated as an Interest of the director for the purpose of this Code, 
and recorded as such.  

 
 Where such relationships are established between the Chairman and 

Directors during the course of employment / term of office these should be 
declared in the same manner. 

 
2.20 Staff Awareness and Breach of these Standards and Declaration of 

Interest 
 The Chief Executive shall ensure that all staff are made aware of the 

provision of this Code of Conduct. Staff should speak up about actual or 
suspected breaches of compliance in line with the Trust’s Whistleblowing 
policy. 

 
 The Chairman and Directors shall be responsible for taking firm, prompt and 

fair disciplinary action against any Executive Director or staff in breach of this 
section of the Code.  Any breach will be investigated and judged on its own 
merits and those involved will have the opportunity to explain and clarity any 
relevant circumstances. Anonymised information on this breaches may be 
published on the Trust website to aid transparency. 

 
Breaches by the Chairman, Governors or Non-executive Directors shall be 
brought to the attention of the Council of Governors.  

 2.21   Audit 

 
 The Director of Finance & Strategic Planning shall set up systems to monitor 

the requirements of 2 – Standards of Business Conduct and Declaration of 
Interest, and will include its review in the annual audit plan for Internal Audit. 
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Glossary of Terms 
  

  Accounting Officer means the Chief Executive of the Trust, who is responsible for 
ensuring the proper stewardship of public funds and assets.   
 
Act means the National Health Service Act 2006. 
 
Board or Board of Directors means the collective body formally constituted in accordance 
with the Constitution and comprising the Non-Executive Chairman, the Non-Executive 
Directors, and the Executive Directors. 
 

  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 a member of staff with delegated authority to manage 
finances (income and expenditure) for a specific area of the Trust. 
 

  Chairman means the person appointed by the Council of Governors to lead the Council 
and the Board of Directors, and to ensure that the Board successfully discharges its overall 
responsibility for the Trust as a whole. The Deputy Chairman shall be deemed to include the 
Non-Executive Director appointed by the Council of Governors to take on the Chairman’s 
duties if the Chairman is absent from the meeting or is otherwise unavailable. 
   

  Chief Executive means the chief executive officer of the Trust, whose appointment is made 
by the Non-executive Directors and approved by the Council of Governors. 
 
Class means a subdivision of a Constituency. 
 
Commercial Sponsorship means Trust funding from an external source, including funding  
of all or part of the costs of a member of staff, NHS research, staff training, pharmaceuticals, 
equipment, meeting rooms, costs associated with meetings, meals, gifts, hospitality, hotel and 
transport costs (including trips abroad), provision of free services (including speakers), 
buildings or premises. 
 
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 of the Board of Directors means a committee appointed by the Board of 
Directors with specific terms of reference, chairman, and membership approved by the 
Board. 
 

  Committee of the Council of Governors means a committee appointed by the Council of 
Governors with specific terms of reference, chairman, and membership approved by the 
Council. 
 
Committee members means persons formally appointed to sit on, or to chair specific 
committees; or persons co-opted as members of any specific committee. 
 

  Constituency means either one of the Public constituencies, the Staff and Volunteers 
constituency or Patients and Carers constituency as the context requires and “constituencies” 
means two or more of them together.  
 
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. 
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Council of Governors means the body formally constituted in accordance with the 
Constitution, meeting in public (other than exceptionally) and presided over by the Chairman. 
 
Deputy Chairman means the Non-executive Director appointed by the Council of 
Governors to take on the Chairman’s duties if the Chairman is absent for any reason. 
 
Director means the Chairman, a Non-executive Director or an Executive Director 
appointed in accordance with the Constitution. 
 
Director of Finance & Strategic Planning means the chief financial officer of the Trust. 
 
Effective Date means the date on which these Standing Orders came into effect. 
 
Emergency shall comprise those events that put the Trust, its staff or patients at significant 
risk and their immediate actions shall be required to effectively control that risk without delay 
until the next scheduled Board meeting.  
 
Executive Director means a member of the Board who is appointed by the Non-executive 
Directors and the Chief Executive (other than for the appointment of a Chief Executive) as 
an officer of the Trust.  
 
EU means the European Union. 
 
Family means the spouse, partner, children, grandchildren, other dependants, parents or 
grandparents of any Governor, Director, or Officer of the Trust. 
 
Funds Held on Trust means those funds which the Trust held on the date of incorporation, 
received on distribution by statutory instrument or which it has chosen subsequently to accept 
under powers defined by legislation. Such funds may or may not be charitable. 
 
Governor means a person elected or appointed to the Council of Governors in accordance 
with the Constitution. 
 
Legal Adviser means a properly qualified person appointed by the Trust to provide legal 
advice. 
  
Manager means any member of staff of the Trust, or other person on contract to the Trust, 
who shall exercise management control and/or direction over other staff either on a 
continuous basis or for a period of time (for instance, during a clinical procedure).  This 
includes staff at all levels and disciplines who supervise other clinical staff. 
 
Member means a person registered as a member of a Constituency of the Trust in 
accordance with the Constitution. 
 
Monitor is the regulator for Foundation Trusts that was absorbed into NHS Improvement in 
April 2016. 
 
Motion means a formal proposition to be discussed and voted on during the course of a 
meeting. 
 
NAO means National Audit Office. 
 
NHS Improvement is the body corporate formerly known as Monitor, as provided by Section 
61 of the 2012 Act 
 
Nominated Officer means an officer charged with the responsibility for discharging specific 
tasks within Standing Orders and Standing Financial Instructions. 
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Non-executive Director means a person appointed to the Board of Directors by the 
Council of Governors, who is not an officer of the Trust and is not to be treated as an 
officer. 
 
Officer means a member of staff of the Trust or any other person holding a paid appointment 
or office with the Trust.  
 
SFI means Standing Financial Instructions. 
 
Staff shall include those persons employed by the Trust and those on contract from third 
party organisations whose duties and responsibilities require them to act as if they were staff.  
For avoidance of doubt, it does not include persons employed by a contractor where the 
contractor supervises the persons on a day to day basis. 
 
Standing Orders means the document regulating the proceedings of the Trust’s Board of 
Directors or its Council of Governors. 
 
Trust means Mid Cheshire Hospitals NHS Foundation Trust. 
 
Board Secretary means a person who may be appointed by the Board to provide advice on 
corporate governance issues to the Board and the Chairman and monitor the Trust's 
compliance with Standing Orders, legislation, and related guidance. 

 
Please note words importing the masculine gender only shall include the feminine gender; 
words importing the singular shall import the plural and vice-versa. 
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