
  

North Bristol NHS Trust 
Board Meeting 

Thursday 28 February 2013 
11.30am, Board Room, Trust Headquarters, Frenchay Hospital 

 
AGENDA FOR PUBLIC SESSION 

 
1. APOLOGIES 
 
2. TO RECEIVE QUESTIONS FROM MEMBERS OF THE PUBLIC 
 
3. TO RECEIVE QUESTIONS FROM LINKS REPRESENTATIVES 
 
4. MINUTES 
 
 Minutes of the Trust Board meeting held on 31 January 2013  Enc 
 
5. ACTION LOG         Enc 
 
6. GOVERNANCE, QUALITY AND SAFETY 

6.1 Quality Report & Patient Story (verbal)    SJ/Enc 
6.2 Francis Inquiry – NBT response     SJ/Enc 
6.3 Safe Staffing        SJ/Enc 
6.4 Risk Management Strategy      SJ/Enc 
6.5 Review of SFIs and Detailed Scheme of Delegation   BB/Enc 

  
7. STRATEGY 
 7.1 Redevelopment Project Highlight Report     MC/Enc 
 
8. SERVICE DELIVERY AND PERFORMANCE 
 
 8.1 Management Information Reports 
  8.1.1 Activity and Performance      SK/Enc 
  8.1.2 Infection Control Report     CB/Enc 
  8.1.3 Finance Report      BB/Enc 
 8.1.4 Road to 2014 – Programme Management Office (PMO)   

 - Implementation Progress Report     HH/Enc 
  8.1.5 Single Operating Model      M-NO/Enc 
 
9. COMMUNICATIONS 
 9.1 Chairman’s Report       PR/Verbal 
 9.2 Chief Executive’s Report      M-NO/Verbal 

 
10. INFORMATION 

10.1 G&RMC Report       M-NO/Enc 
10.2 Audit Committee Report      KG/Enc 

      
11. ANY OTHER BUSINESS 
 
12. NEXT MEETING 
 
 Thursday 28th March 2013 



1 | P a g e  

 

North Bristol NHS Trust 
Minutes of the North Bristol NHS Trust meeting held on 31 January 2013 

 
Present:   Mr P Rilett (Chair) 
 Mr B Boa   Mrs S Jones 
 Dr C Burton   Mr S Karakusevic 
 Mr M Coupe   Mr M Lawton  
 Mr K Guy   Mr R Mould   
 Mr H Hayer   Ms M-N Orzel 
 Mr S Hughes   Mr N Patel 
      Professor A Waterman-Pearson 
     
In Attendance: Mr T Bartlett  Mr C Puckett 
 Mr P Cresswell  Mr N Stibbs 
  
Observer: Ms T Luckett   Mr P Shanahan 
 Ms L Powter 
 
Apologies: Mr S Wood 
 

  ACTION 
1/13 QUESTIONS FROM THE PUBLIC   
   
 There were no questions from members of the public.  
   
2/13 QUESTIONS FROM LINKS  
   
 There were no questions from LINKs representatives.  
   
3/13 MINUTES  
   
 The minutes of the meeting of 29 November 2012 were agreed as 

an accurate record. 
 

   
4/13 MATTERS ARISING/ACTION LOG  
  

i) Closed Actions  
 
The Board reviewed the Action Log and agreed that five actions   
had been completed and would, therefore, be closed.  
 
The following items were discussed in more detail:  
 

 

 

 (ii)  Long Stay Patients (Minutes 178 and 190/12 refer)  
   
 Sasha Karakusevic reported that the weekly reports to Board 

members on the Emergency Department 4 hour wait performance 
would include information on long stay patients from 1st February. 

 

   
 (iii)  Innovation Action Plan (Minute 174/12 refers)  
   
 Harry Hayer reported that this item had been brought forward to  
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this month’s agenda. 
   
 (iv)  Questions from Staff Side (Minute 210/12 refers)  
   
 Harry Hayer reported that bi-monthly meetings had been set up 

between the Chief Operating Officer, the Director of Finance and 
himself with staff side representatives to discuss the business of 
the organisation. 
 

 

5/13 PATIENT STORY  
   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
6/13 

Sue Jones verbally provided a patient story which concerned an 
adult spina bifida patient who had suffered a stroke having recently 
started living independently. He unfortunately developed a grade 3 
pressure ulcer which meant further bed rest and adversely 
impacted his rehabilitation. Understanding his strong desire to be 
independent helped staff to realise the importance in engaging and 
empathising with the patient and not to make assumptions about 
his needs and why a patient behaves in certain ways. Meeting with 
the family and taking time with the patient enabled subtle changes 
to be made in the delivery of nursing care. It was a reminder of the 
importance of treating a patient holistically and personalising care. 
A full recovery was made from the pressure ulcer and the patient 
awaits a care package to return home. The patient hoped that the 
main point of the story was that no one should be defined by their 
disability and they could still live a normal life. 
 
QUALITY REPORT 
 
From the report, Sue Jones highlighted the further reduction in 
arrest calls largely due to the training and development by the 
Resuscitation Department. There had been an increase in pressure 
ulcer incidence and actions were being put in place to review 
practice whilst root cause analyses were completed. CQC 
inspectors had visited three wards and outpatient areas at 
Southmead two weeks earlier. Informal feedback had been positive 
with good practice noted and congratulations given on the quality 
and choice of food. The primary area of concern related to the 
standard of care plans at the patient bedside and the difficulty of 
accessing patient records. It was agreed to place the formal CQC 
inspection report on the Trust’s website and e-mail it to members 
when received. 
 
In answer to Avril Waterman-Pearson, Chris Burton reported that 
the new hospital would have a computer terminal between four 
rooms although there were further discussions taking place on 
other options such as the use of iPads to assist staff with the 
capture of patient information. A dementia peer review was being 
held on 7th February which might also indicate whether other areas 
of the hospital suffered from the records issue. 
 
Chris Burton noted that the Trust Development Authority had 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
SJ 
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developed a national quality dashboard of high level performance 
indicators and this would be introduced into the report from 
February. He also noted that caesarean sections at North Bristol 
appeared to be above the average and said that he would request 
the Quality Committee to investigate through the Womens and 
Children’s directorate. 
 
There being no further debate it was resolved that the report be 
noted. 
 

 
 
 
CB 
 

7/13 PATIENT EXPERIENCE REPORT  
   
 Sue Jones introduced this report and highlighted the evidence from 

ward feedback cards that 92% of patients would recommend the 
Trust. Comment cards and online survey options for the national 
Friends and Family test were being piloted ready for introduction 
from 1st April. There had been a rise in complaints in Quarter 3 
compared to last year 
 
Sue Jones reminded the Board that the final Francis Report on 
Mid-Staffs was expected to be published the following week and 
she would bring a report on its implications for the Trust to the next 
meeting.  
 
There being no further debate it was resolved that the report be 
noted  

 
 
 
 
 
 
 
 
 
 
SJ 

   
8/13 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
9/13 
 
 
 
 
 
 
 
 
 

BOARD RISK AND ASSURANCE REGISTER 
 
Marie-Noelle Orzel reminded the Board that it had seen the 
BR&AR in September and had agreed to review new risks and 
assure itself on progressing outcomes on a quarterly basis. It had 
also been agreed to consider the external risks and these would 
now be considered through the process of updating the Trust’s 
strategy within the Integrated Board Report for the Foundation 
Trust application.  In future Directorate risks would automatically be 
presented on the Board report if they were scored at 16 or above. 
 
The Board resolved to approve the BR&AR and requested that in 
future the Tracker section should include some narrative against 
the red rated risks. 
 
STANDARDS FOR BOARD MEMBERS 
 
Marie-Noelle Orzel introduced a set of standards for NHS boards 
that had been produced by the Professional Standards Authority. 
They were aimed at supporting members to understand the extent 
of their personal responsibility in making sure care, dignity and 
respect were central to service delivery. The standards 
supplemented the Nolan Principles of Public Life. 
 
Harry Hayer noted that it had been agreed that executives should 

 
 
 
 
 
 
 
 
 
 
 
 
PC 
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10/13 

undertake a 360 degree assessment exercise to assure the Board 
that it was fit for FT status and it would be useful to use some of 
these standards. It was agreed that he would work with the 
executives and Rob Mould to produce the assessment questions 
and undertake a refreshed skills audit. 
 
The Board resolved to adopt the Standards for members of NHS 
Boards. 
 
REDEVELOPMENT PROJECT HIGHLIGHT REPORT 

 
 
 
HH 

   
 Mike Coupe introduced this report and advised that the programme 

was on target with the main entrance ahead of schedule. A peer 
review of the fire strategy was being carried out by the Building 
Research Establishment and a report was due to be published at 
the end of February. He would in future months produce a report 
that was easier to digest with progress mapped against key 
performance indicators and an overview of the Move project from 
the next meeting. In answer to Nick Patel he agreed to provide 
information to members on the number of outstanding third party 
leases and licences. Tim Bartlett noted that the closing date for the 
naming exercise for the new hospital was 28th February and 2,300 
responses had been received so far. 
 
There being no further debate the Board resolved to note the 
report. 

 
 
 
 
 
 
 
 
 
MC 
 
 
 
 
 

   
11/13 FOUNDATION TRUST UPDATE/ACUTE SERVICES REVIEW  
   
 Marie Noelle Orzel reported that timelines for the FT and Acute 

Services Review (ASR) had been agreed and the Tripartite Formal 
Agreement would be submitted the following week. All the latest 
information for the Trust Development Authority had been 
submitted and due diligence would be undertaken in time to submit 
the FT application to the SHA by 2nd May. 
 
PwC had been appointed by UH Bristol for the Acute Services 
review to project manage the clinical case evaluation and to 
produce the Outline Business Case. The boards of UH Bristol and 
NBT would each independently review the OBC in June 2013. 
 
The Board resolved that the FT Project/ASR paper be noted. 

 

   
12/13 ACTIVITY AND PERFORMANCE REPORT  
   
 Sasha Karakusevic presented a brief report and advised that 

admitted and non-admitted RTT standards had been achieved in 
December as had cancelled operations but rebooking within 28 
days was proving a big challenge. Cancer performance standards 
had improved with one patient breaching the 62 day target and six 
breaching the second surgery target. The over 14 day stayers now 
stood at 357 which was one of the main reasons that the 
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Emergency Department was finding it difficult to achieve its targets. 
In November when the ED was achieving its four hour target there 
were only 310 long stay patients. Discharge in a timely fashion was 
most important for the ED.  
 
It was resolved to note the Activity and Performance report and the 
board also requested that future reports be drafted using similar 
principles/format as the Patient Experience report 
 

 
 
 
 
 
 
 
SK 

13/13 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
14/13 

WORKFORCE AND ORGANISATION DEVELOPMENT REPORT 
 
Harry Hayer presented the quarterly workforce report and noted 
that: 

 90.7% of non-medical staff had received an appraisal and 
medical appraisals were rising as more information was 
recorded on MLE 

 The Trust had been given a green rating to implement 
revalidation for doctors 

 An examination of the Trust’s recruitment process following 
a low conversion rate of BME and disabled applicants in the 
Autumn had shown it to be free of discrimination 

 He was making recommendations regarding the pensions 
auto enrolment which complied with statutory minimum 
requirements and were in line with other NHS organisations  

 
The Board resolved to note the Workforce and Organisation report and 
approved the: 

 Postponement by up to three months for auto-enrolment of new 
employees to the Alternative Qualifying Pension Scheme 

 Trust should contribute 1% to the AQPS until September 2017, 
2% from October 2017 and 3% from October 2018 

 

INFECTION CONTROL REPORT 

 

   
 Chris Burton introduced this report and noted that there had been 

one case of MRSA bacteraemia in December as a result of a 
contaminated blood culture. To the end of December there had 
been 48 cases of C difficile against the target to date of 45. RCAs 
had been undertaken in every case and no cross infection had 
been found to be involved which made it difficult to know what 
actions could be taken. The antibiotic policy was reviewed annually 
and, following some evidence elsewhere, the re-introduction of 
probiotics was being considered. There had been further cases of 
C Diff in January and the Trust looked likely to breach its annual 
target of a maximum of 61 cases.  
 
The Board resolved to note the report.   

 

   
15/13 FINANCE REPORT  
   
 Bill Boa advised that the overall financial position to the end of 

December remained largely unchanged from earlier months and he 
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was continuing to forecast a surplus of £7million at the end of 
March. This, however, was only going to be achieved through the 
use of £11.9 million of reserves and the CRES plan shortfall was 
now £5 million. There had been some improvement in the 
underlying position in that the monthly rate of overspending was 
reducing and the Trust was aiming to achieve a neutral monthly run 
rate by the end of the financial year. 
 
Pay expenditure controls were being reinvigorated and the Trust 
was ahead of its cash plan for the year. This was largely due to 
capital slippage and delays in making payments whilst an upgrade 
to the Oracle system was implemented. Debtors too were at high 
level and he would investigate the reasons. 
 
There being no further discussion it was resolved to note the 
report. 

 
 
 
 
 
 
 
 
 
 
 
 
BB 

   
16/13 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
17/13 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

BUILDING OUR FUTURE 
 
Harry Hayer presented a paper setting out how the Programme 
Management Office currently works under the Building our Future 
Board as well as progress on its constituents. He said that in future 
a quarterly performance report would be made to the public Board 
meeting. A new associate director for the PMO had been appointed 
and would start at the end of February. The Building our Future 
Board would become more strategic in its outlook and discussions 
would be held about whether it should be merged with the 
Redevelopment Board. 
 
The Board resolved to note the progress report and requested 
that future reports should contain forward looking issues as well as 
reviewing past performance. 

 

RESEARCH STRATEGY 
 
Harry Hayer presented the quarterly report on research strategy 
and the research financial plan for the next two years. Successes 
in 2012/3 included the award of a fellowship valued at over 
£250,000 by the MS Society and the likely award of a Health 
Technology Assessment grant of over £1.6 million. North Bristol 
was also leading on a Parkinson’s and other movement disorder 
disease health improvement research programme. 
 
Following an exceptional year in 2010 there had been a reduction 
in recruitment of patients to research projects which meant an 
anticipated reduction in income from the Local Research Network. 
Progress had been made in recovering the shortfall in recruitment 
but the financial plan included a reduction of £500,000 in the 
contribution to North Bristol. 
 
The Board resolved to note the report. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
HH 
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18/13 
 
 
 
 
 
 
 
 
 
 
 
19/13 

INNOVATION STRATEGY 
 
Harry Hayer presented the first quarterly Innovation Strategy report 
setting out the activity relating to each of the seven strategic aims. 
Chris Burton noted that those projects associated with the West of 
England Academic Health Science Network would have to have 
some focus on contributing to the local health economy and 
delivering High Impact Innovations was a prerequisite for obtaining 
up to £2.1 million income under CQUINS in 2013/4. 
 
The Board resolved to note the report. 
 
SINGLE OPERATING MODEL 

   
 Marie-Noelle Orzel reported on the key changes to the monthly 

Single Operating Model return to the Strategic Health Authority.  
These included the questions regarding the NHS Constitution, 
income support outside of the standard NHS contract and detailed 
CIP schemes for the next two years. Following debate, the Board 
agreed that Question 9 be answered ‘Yes’ and Question 11 remain 
at ‘No.’ 
 
Following discussion the Board resolved to approve the responses 
to the 15 board statements as recommended in the paper and 
approved the revised TFA schedule for submission to the NHS 
Trust Development Authority. 

 
 
 
 
 
 
 
 
 
 
PC 

   
20/13 CHAIRMAN’S REPORT  
   
 The Chairman noted that performance was critical to the Trust’s 

control over timing of its plans for FT status. 
 

   
21/13 CHIEF EXECUTIVE’S REPORT  
   
 Marie-Noelle reported on the following: 

 a consultant appointment in urology/oncology 

 the final report from the CQC on the Riverside Unit had been 
received and had declared it fully compliant 

 Maternity services had been given a capital grant of over 
£400,000 to improve its environment 

 Many staff had given huge amounts of their time over the 
past two months to keep the flow of patients moving as best 
they could and keeping them informed. This included having 
to attend at night at very short notice.  

 
The Board resolved to note the Chief Executive’s report and 
requested that the Friday Five communication should 
acknowledge its recognition and gratitude to staff for their 
dedication to patients.  

 
 
 
 
 
 
 
 
 
 
 
 
 
M-NO 
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22/13 ANY OTHER BUSINESS 
   
 There was no other business.  
   
23/13 NEXT MEETING  
   
 The next meeting will be held on Thursday 28 February 2013 in the 

Board Room, Trust Headquarters, Frenchay Hospital, commencing 
at 11.30am. 

 

 



North Bristol NHS Trust Trust Board (Public Session) 

Action Log 2013

Meeting 

Date

Minute 

Ref

Action 

No. 
Action Owner Review 

Date

Status Info.

27/9/12 and 

25/10/12

178/12 

and 

190/12

Information on long stay patients that could be 

discharged to be added to the weekly ED reports
SK 25/10/12 C Addition to weekly reports from 

4/2/13

29/11/12 213/12 Schedule of potential risks and commentary on new 

hospital redevelopment to be reported to the Board  
TD/MC 31/1/13 C Discussed in private session 

January 2013

26/7/12 145/12 Proposals to be made on the governance of the 

Redevelopment Project and relationship with Building 

Our Future Programme

HH/MC 28/2/13 O Under discussion but not yet in 

position to finalise.

27/9/12 174/12 Progress against the Innovation Action Plan to be 

reported
HH 28/2/13 C Reviewed January 2013

25/10/12 192/12 Patient Experience Dashboard – to provide a patient 

experience in a community based setting. 
SJ 28/2/13 O

29/11/12 212/12 Amend Terms of Reference of Executive Team to 

include a responsibility for the formulation of strategy
PC 28/2/13 O Being revisited in conjunction 

with TMT ToR

31/1/13 6/13 1 Quality Report to include high level assessment 

against the new Trust Development Authority national 

quality dashboard

CB 28/2/13 O

31/1/13 6/13 2 High level of caesarean section procedures to be 

highlighted to Quality Committee and directorate 

requested to investigate

CB 28/2/13 O

31/1/13 6/13 3 Final CQC report on January visit to Southmead to be 

put on to Trust website and e-mailed to all Board 

members when received

SJ 28/2/13 O

31/1/13 7/13 4 Francis Enquiry Report and its implications for NBT to 

be reviewed at next Trust Board meeting
SJ 28/2/13 A Item 6.2

31/1/13 10/13 7 Redevelopment Project to report to Board on key 

performance indicators and overview of 'Move' project 

in future

MC 28/2/13 O Revised reporting format 

agreed; Executive Team want 

to delay implementation and tie 

in with broader review of 

standard reports to NBT Board

31/1/13 10/13 8 Report on the number and state of outstanding third 

party leases and licences in the new hospital to next 

meeting

MC 28/2/13 C Circulated to all board members 

by Mike Coupe following last 

Board meeting.

ACTION LOG Status

A Agenda - this meeting

O Open

C Closed



North Bristol NHS Trust Trust Board (Public Session) 

Action Log 2013

Meeting 

Date

Minute 

Ref

Action 

No. 
Action Owner Review 

Date

Status Info.

ACTION LOG Status

A Agenda - this meeting

O Open

C Closed

31/1/13 12/13 9 Board to have written activity and performance reports 

that have trend information similar to Patient 

Experience Dashboard

SK 28/2/13 O

31/1/13 15/13 10 Investigate reasons for high level of debtors BB 28/2/13 O

31/1/13 16/13 11 Building our Future performance report to come to 

public session in future and include forward looking 

issues as well as reviewing past performance.

HH 28/2/13 A Item 8.1.4

31/1/13 21/13 12 Board's appreciation of the work done by many staff 

during the recent weeks of heavy pressures to be 

acknowledged in Friday Five publication

M-NO 28/2/13 C

31/1/13 9/13 6 Some Professional Standards Authority standards for 

Board members to be used in 360 degree assessment 

of executives along with a refreshed skills audit

HH 28/3/13 O Future item

27/10/12 182/12 Review of Governance and Risk Management 

Committee
M-NO 25/4/13 O Future item

31/1/13 8/13 5 In future the BR&AR Tracker section should include 

some narrative against the red rated risks.
PC 25/4/13 O Will be included for next 

BR&AR update in April 13.



North Bristol NHS Trust Trust Board (Public Session) 

Decision Log 2013

Meeting 

Date

Minute 

Ref

No. Decision

31/1/13 8/13 1 Format and content of reporting the Board Risk and Assurance Register approved.

31/1/13 9/13 2 Professional Standards Authority standards for Board members adopted

31/1/13 13/13 3 Postponement of start of pension auto-enrolment for up to three months approved 

31/1/13 13/13 4 Trust to contribute 1% of opted out employee's salary to AQPS from October 2012 to September 2017, 2% from October 

2017 to September 2018 and 3% from October 2018 onwards

31/1/13 19/13 5 Proposed responses to the 15 board statements within the SOM approved

DECISION LOG



North Bristol NHS Trust - Quality Indicators - Appendix 1

NOTE: Subsequent validation by clinical teams can alter scores retrospectively. Charts were correct at time report was produced

There were 265 cases with EWS scored correctly in January was 90%, 

maintained for 3 consecutive months.

There were 20 confirmed calls in January, reflecting increased activity.  The 

rolling mean is 1.04 compared to national average of 2.5. 

In January 237 out of 296 were correctly completed according to the oxygen 

prescribing policy. This is 80% being recorded correctly for 2 consecutive 

months.

Of the 296 sets of notes reviewed in January 26 were high EWS scoring. Of 

these 23 sets were scored correctly - 88%. All patients who had signs of 

deterioration had care escalated for medical review.

There were 211 falls in January 2013, reflecting increased activity.   Compared 

to the same month last year - there were 236 falls in January 2012

There were 3 serious fall in January.
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Preventing Deterioration - Confirmed Cardiac Arrest calls  
- Rate per 1000 discharges 
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 Preventing Deterioration Oxygen Correctly prescribed 
(source Clinical Audit) 
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Total Falls - All severity levels (Target 10% reduction on 
11/12) 

Actual TargetSource - safeguard 
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 Preventing Deterioration EWS correctly recorded (source 
Clinical Audit) 

Audit score Target

 Preventing Deterioration High EWS - agreed escalation 
followed (source Clinical Audit) 

Target Audit score

0

1

2

3

4

5

6

N
o
v
-1

1

D
e
c
-1

1

J
a
n

-1
2

F
e
b
-1

2

M
a

r-
1
2

A
p

r-
1
2

M
a

y
-1

2

J
u
n

-1
2

J
u
l-

1
2

A
u

g
-1

2

S
e

p
-1

2

O
c
t-

1
2

N
o
v
-1

2

D
e
c
-1

2

J
a
n

-1
3

N
u

m
b

e
r 

o
f 

4
+

 f
a
ll

s
 

Severe Falls (Level 4 +) 
 Source - safeguard 



North Bristol NHS Trust - Quality Indicators

NOTE: Subsequent validation by clinical teams can alter scores retrospectively. Charts were correct at time report was produced

The falls rate for January 2013 is 5.6. with the rolling mean at 5.4.  The rate for 

the same period in January 2012 was 7.0

Chart uses Cerner rather than note sampling as the source. In January 55% of 

patients were screened for malnutrition.  Excludes patient admissions with 

Length of Stay of less than 24 hours

Relative risk for Q1 12/13 = 93.3 showing a reduction which is stable and 

described 'as expected' 

Rolling year cumulative relative risk = 88.8 The rate per 10,000 bed days was 16.1 in January, with  52 grade 2+ PU's.  

There were 2 patients with 2 grade 3 PU each, with 0 patients with a grade 4 

PU in January. 

At the end of January the number of wards achieving silver or gold on nutrition 

was 80.5%. That is 33 out of 41 wards audited over the year. Documentation 

requirements have been raised in revised NQAT standards.
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CQUINs - Tissue Viability - Patients with grade 2 +Ulcer 
/10,000 bed days 

ActualSource AIMS 
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CQUINs  - Nutrition  % of wards where Current Survey at 
Silver/Gold (source NQAT Survey) 
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CQUINs  - Nutrition Screen for Malnutrition within 24 Hrs 
of Admission 

 (source Cerner risk assessment) 
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North Bristol NHS Trust - Quality Indicators

NOTE: Subsequent validation by clinical teams can alter scores retrospectively. Charts were correct at time report was produced

Compliance with the catheter care bundle was at 74% in January. In January 7 of 12 patients asked said they were told their discharge date = 

58%.  However this was a very small sample size.

Catheter insertion for the catheter care bundle achieved 87% compliance 

January 

Shows total number of patients with an infection compared to total number of 

operations.  Revised figure for Nov - 28% of patients reported a surgical site 

infection, 30 days after surgery. (6 patients of 21) December figure not 

available as patients have not yet returned post operative forms.

2012/13 CQUIN full implementation by end of year achieved.  Harm rate at 

92%.  Harm free care 2013/14 improvement trajectory being developed - 

national improvement target still to be defined.
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 Patient informed of discharge date (source NQAT) 
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 CAUTI - Insertion compliance  
(source - clinical Audit) 
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 CAUTI - Ongoing care compliance 
(source - clinical Audit) 
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 Surgical Site Infections  - Post op 30 days SSI rates  
(source - Colorectal Surgery Audit) 
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Safety Thermometer - Harm free care rate 



 
 

 
 

Report to Trust Board  – 28th February 2013 Agenda Item 6.1 

Report Title Quality Report to Board 

Status For Information Discussion Assurance  Approval 

   

Prepared by Lesley Le-Pine – Head of Clinical Governance 

Board Sponsor Sue Jones – Director of Nursing 

Appendices Appendix 1 - Quality dashboard   
 

 

For Information 

Executive Summary:   

NBT mortality rate is lower 
than the national average 

 

HSMR – rate remains below the national expected mortality rate of 100 
the rolling mean to 88.8 using the Dr Fosters age adjusted casemix.  
SHMI – Quarter 1 to April – June 2012 is 93.3 which is stable and as 
expected 

The rolling mean rate of 
cardiac arrest calls is now 
1.0 per 1000 discharges.  

Preventing Deterioration – Cardiac arrest rates remain well below the 
national average of 2.5 per 1000 discharges.  There was an increase in 
confirmed arrest calls in January - 20 compared to 9 calls in December. 

Overall - falls continue to 
reduce compared to the 
same period last year 

Falls – There were 3 serious falls in January. There were 211 falls in 
January 2013 compared to 236 falls in the same month last year. 

Pressure ulcer incidence is 
16.1 patients per 10,000 bed 
days  

Pressure Ulcers: 52 patients were reported with grade 2 pressure ulcers 
in January compared to 56 in December.  There were 2 patients with a 
grade 3 ulcer, with 0 patients with grade 4 pressure ulcers in January.  
Action has been taken to review practice whilst the RCAs are completed.  

Rate of screening within 
24hrs of admission has 
remained the same as last 
month 

Nutrition - Number of wards rated silver or gold via NQAT for nutrition 
was 80.5%. In January 55% patients were screened for malnutrition. 
Measure uses entries on Cerner rather than an audit of patient notes as 
the source.  

There was a decrease in 
patients who knew their 
discharge date  

NQAT audit – 58% of patients knew their discharge date in January 
compared to 85% in December however this was a very small sample 
and not a reliable indicator.  

28% of colorectal patients in 
November reported an SSI at 
30 days  

Surgical site infections (SSI) – Revised November data - 28% of 
colorectal patients reported an infection 30 days post procedure  

Catheter insertion 
compliance was 87%  

CAUTI – Catheter insertion was 87% compliance in January compared to 
85% in December.  Compliance with ongoing care achieved 74% in 
January compared to 83% in December. Specific wards are being 
targeted for improvement.  

The draft CQC inspection 
report assesses Southmead 
as non compliant for 
Outcome 21 - records 

The draft report has been received which the Trust is asked to make 
comments in regard to factual accuracy. The CQC has assessed the 
Trust as compliant with all outcomes except – outcome 21 records, due to 
poor documentation at the bedside on one of the wards visited.  The CQC 
judgement is that this has a minor impact on people who use the service, 
and the Trust has already taken action to address this. 



 
 

The CQUIN for the Safety 
Thermometer for ‘harm free’ 
care has been achieved 

Safety Thermometer - Compliance with CQUIN target of 75% 
completion by Quarter 3 has been achieved. ‘Harm rate’ is currently at 
92%. 

Action Required 
 

The Trust Board is asked to note the contents of this report 

 Key Risks: Quality Strategy objectives may not be achieved this will impact on CQUINs agreed with 
commissioners. 

Impact on Patients: All measures relate to the delivery of patient care, achievement of gateways/CQUIN targets 
helps to build confidence in Trust service provision and assure the public/other key 
stakeholders that the organisation is meeting quality and safety standards 

Trust Objectives Services exemplary of quality & 
safety, No waits no delays 

CQC Outcomes O16 – assessing & 
monitoring quality of services 

NHS Constitution Considered as applicable Equality Issues: Considered throughout 

Financial Issues: As indicated in regard to incentive 
payments/ penalties. 

Other Legal/ 
regulatory Issues 

Considered throughout. 
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Inquiry Report; implications and plans 
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 x   

Prepared by: Sue Jones, Director of Nursing 

Executive Sponsor (presenting): Sue Jones, Director of Nursing 

Appendices (list if applicable):  

 

Executive Summary:  

 
Robert Francis published the findings of the public inquiry into events at Mid Staffordshire 
NHS Foundation Trust this month. 
 
There are 290 recommendations, they cover: 
 
Fundamental standards backed up by statute and criminal sanctions if they are breached 
 
Openness, honesty, transparency and candour  
 
Strengthening nursing (29 specific recommendations). 
 
Strengthening leadership 
 
And making more usable, comparable information available. 
 
North Bristol Trust has a strong safety culture and can build on this.  The 
recommendations have implications for governance and progression to becoming a 
Foundation Trust.  A culture of caring is core to the recommendations and required 
response. 
 

 

Action Required:  

The Board of Directors is requested to:  

 Discuss the report and agree next steps 

 

Key Risks: To be discussed 

Impact on Patients: Fundamental to patient safety, experience and outcomes 
and the importance of listening to patients, carers and 
frontline staff. 

Trust Objectives:  All of the Big 5: 

 Patient Experience and safety 

 No waits no delays 

 Services will be leading edge and provided in high 
quality environments 

 To be a financially strong organisation 

 Great place to work 

Care Quality Commission 
outcomes: 

5,7,8,13,14 and 17 

NHS Constitution: The right to be treated with a professional standard of 

http://www.nbt.nhs.uk/Default.htm


This document could be made public under the Freedom of Information Act 2000. 
Any person identifiable, corporate sensitive information will be exempt and must be discussed under a 'closed 

section' of any meeting. 

2 

 

 

care, by appropriately qualified and experienced staff, in a 
properly approved or registered organisation that meets 
required levels of safety and quality. 
 
The right to be treated with dignity and respect, in 
accordance with human rights. 
 
Staff can raise any concern with their employer, whether it 
is about safety, malpractice or other risk, in the public 
interest; 
maintain the highest standards of care and service, taking 
responsibility not only for the care 
personally provided, but also for their wider contribution to 
the aims of your team and the NHS as a whole; 
  
Staff can report any genuine concern about a risk, 
malpractice or wrongdoing at work which may affect 
patients, the public, other staff or the 
organisation itself, at the earliest reasonable opportunity; 
 
 Staff should aim to take up training and development 
opportunities provided over and above those legally 
required; 
 

Financial Issues: Potential implications 

Legal/regulatory Issues: CQC, GMC, NMC, Monitor 

 

1. The Mid Staffordshire NHS Foundation Trust Public Inquiry 
Report; implications and plans 

 

2. Background 

Sir Robert Francis published his report following the public inquiry into events at 
Mid-Staffordshire NHS Foundation Trust this month.1 

 
The publication of the public inquiry evidence and Sir Robert Francis’ report has been long 
awaited and anticipated.  The first inquiry has been shaping health policy over the last four 
years and has raised awareness at every level of the importance patient safety, outcomes 
and experience, of good governance, and of the responsibilities of Directors accountable 
for hospital care.   
 
The Healthcare Commission (HCC) report and the first report identified problems known to 
the Chair and Chief Executive at Mid Staffordshire NHS Foundation Trust in 2004 and 
2005 now well described as: 

 
A Negative Culture 
 
Professional Disengagement 
 
Inadequate risk assessment of staff reduction, and a completely inadequate level of 
nursing standards and performance 
 

                                                
1
 http://www.midstaffspublicinquiry.com/report 
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Poor Governance 
 
The wrong priorities 
 
Patients not heard 
 
A lack of focus on standards of service 
 

 
North Bristol NHS Trust Board of Directors reviewed its work to date on Francis in October 
2012 and anticipated some of the findings.  The Board discussed the benefits of 
Supervisory Ward Sisters and the Chief Nursing Officers strategy for Nursing launched at 
CNO Conference in November 2012.   
 
Since October’s Board meeting, the Supervisory Ward Sister role has been included in 
workforce planning for the new hospital, a consultation paper and implementation plan has 
been launched and introduction is anticipated in July 2013.   
 
 

3. The Recommendations 
 

The 290 recommendations have implications at every level in the NHS.  Sir Robert Francis 
stated at the Health Select Committee during the week of publication that they come as a 
package, but that broadly they cover: 

 Fundamental standards backed up by statute and criminal sanctions if they are 
breached 

 Openness, honesty, transparency and candour  

 Strengthening nursing (29 specific recommendations). 

 Strengthening leadership 

 Making more usable, comparable information available. 
 
The emphasis on duty of candour and openness has been anticipated.  This has 
implications for all Trusts governance structures from the Board of Directors and through 
the committees of the board. 
 

4. Regulators 

There are implications for the speed of Progression of NHS Trusts in the pipeline to 
becoming Foundation Trusts. The TDA’s developing Quality Governance 
Framework has much greater emphasis on outcomes and experience.  Monitor are 
also changing their existing compliance framework in the light of their new powers 
under the 2012 Health Act.  Their new Risk Assessment Framework (RAF) currently 
out to consultation covers liquidity and: 

The Risk Assessment Framework will also have additional measures to 
enable Monitor to continue to judge whether NHS Foundation Trusts are 
well-run, through strengthening the existing range of measures to 
assess good governance by taking extra material such as staff and 

patient satisfaction surveys into account.
2
 

 

                                                
2
 http://www.monitor-nhsft.gov.uk/home/news-events-and-publications/latest-press-

releases/monitor-consults-risk-assessment-framework 
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5. Culture of Caring 
 
The report gives clear direction and an expectation of a culture of caring for NHS 
Hospitals.  A good standard of complaints handling was covered and is a good indicator of 
a Trusts culture of caring.  A good standard includes complaints outcomes, ensuring 
fundamental standards are met and that the loop is closed and learning takes place.   
 
A culture of caring including openness such that concerns can be raised and freely 
disclosed without fear and questions to be answered. Peer review was covered very 
positively and was described as key to learning and improvement. 
 
With transparency such that performance and outcomes are shared with staff, patients and 
the public and a duty of candour ensuring where patients are harmed they are informed, 
and a remedy offered, whether or not a complaint is made. 
 
The report stated that: 

“The only fear should be any failure to uphold the fundamental standards 
and caring culture.” 
 

A code of conduct for Directors with criminal implications for non-disclosure to regulators is 
a recommendation. 
 

6. Next steps for North Bristol Trust 
 
A detailed review of the recommendations and implications for North Bristol Trust, in 
particular for the Board of Directors, Sub-Committees of the Trust, governance structures, 
committees and policies such as the new risk management policy. 
 
A specific work plan for nursing aligned to the framework for care. 
 
The development and planned implementation of North Bristol’s values work is 
progressing well and we are currently reviewing the potential to adopt iCARE as a vehicle 
to implement NBT values and support the organisational development needed as part of 
the move into the new hospital.  iCARE was developed at Yeovil District Hospital NHS 
Foundation Trust, it achieves engagement and understanding throughout an organisation 
and for patients and public where values are truly embedded and used throughout the 
organisation.  The little i is for the individual staff member or patient, with positive 
Communication, with the right Attitude, delivered with Respect and in an Environment 
conducive to care.3 
 
A progress report on the quality strategy and a plan to ensure Outcomes and Patient 
Experience become equal the very strong safety culture in the Trust. 
 
Plans ready to implement the Friends and Family test from April 1st. 
 
Conclude the recovery plan for the complaints process to ensure all complaints are 
answered within the timescale and develop plans for triangulation of information including 
complaints, serious incidents and patient surveys and feedback. 
 
NBT’s progression to Foundation Trust status and development of the assurance 
frameworks required will provide assurance that the developments in governance 
structures are effective. 
 

                                                
3
 http://www.yeovilhospital.nhs.uk/ 
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Be prepared for changes in requirements and timing of the Foundation Trust pipeline. 
 

7. Recommendation 
The Board of Directors is asked to DISCUSS the implications and AGREE next steps 
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Executive Summary:  

 
This paper sets out the current status with regard to safe nursing staffing within the Adult 
inpatient areas. The Non-Medical Clinical Workforce work stream led by the Director of 
Nursing monitors changes to the nursing workforce and any cost improvement plans. 

An extended pilot of the NHS Institute’s Safer Nursing Care Tool is currently being 
undertaken. This tool is used to routinely measure acuity and dependency, and the pilot 
will inform how we take this forward in a structured way. 

In addition a Clinical Nurse Specialists review was recently undertaken which will inform 
the future CNS workforce and strategy. 

Recent Care Quality Commission inspection visit to the Southmead site found the Trust 
compliant with standard 13  

Midwifery staffing will be presented in a future report to Board.  

 

 

Trust Board is requested to:  

 Note the progress from the Nursing and Midwifery Workforce Strategy and the 
plans for ongoing acuity and dependency monitoring. 

 

Key Risks: Financial risk of achievement within the planning 
assumptions for the new hospital 

Impact on Patients: Safe staffing levels are essential to ensuring patients 
experience a high quality service whilst in the Trust’s care. 

Impact on Staff: Ensuring safe staffing levels enables teams to deliver care 
effectively with the right support. 

Trust Objectives:  Patient Experience and Safety 
Great place to work 
To be strong and financially healthy 

Care Quality Commission 
outcomes: 

Outcome 13 - Staffing 

NHS Constitution: The right to be treated with a professional standard of 
care, by appropriately qualified and experienced 
Staff; in a properly approved or registered organisation 
that meets required levels of safety and quality. 

Financial Issues: Close monitoring through PMO and Exec reviews 

Legal/regulatory Issues: As noted above for CQC & NHS Constitution 
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Report to Board - February 2013 
 
 
 

Title:  Safe Staffing 
 
Purpose of paper: The purpose of this report is to provide the board with an 

overview of current nursing staffing levels and development of 
the Nursing Workforce Strategy 
 

Prepared by: Helen Richardson Assistant Director of Nursing 
 

Presented by: Sue Jones Director of Nursing 
 

For information 
 
 

 
 

1. SUMMARY  

This paper sets out the current status with regard to safe nursing staffing within the Adult 
inpatient areas. The Non Medical Clinical Workforce work stream led by the Director of 
Nursing monitors changes to the nursing workforce and any cost improvement plans. 
 
An extended pilot of the NHS Institute’s Safer Nursing Care Tool is currently being 
undertaken. This tool is used to routinely measure acuity and dependency, and the pilot 
will inform how we take this forward in a structured way. 
 
In addition a Clinical Nurse Specialists review was recently undertaken which will inform 
the future CNS workforce and strategy. 

The recent Care Quality Commission inspection visit to the Southmead site found the 
Trust compliant with standard 13  

Midwifery staffing will be presented in a future report to Board.  

2. BACKGROUND 

Patients have a right to be cared for by appropriately qualified and experienced staff in safe 
environments.  This right is enshrined within the National Health Service (NHS) 
Constitution, and the NHS Act 1999.  The provision of safe nurse staffing levels is 
fundamental in meeting essential care needs for patients. The Robert Francis Public 
Inquiry Report into Mid Staffordshire Hospital1 found that there were too few staff and that 
staffing cuts and skill mix changes were implemented when the trust was already 
understaffed.   
 

                                                
1
 http://www.midstaffspublicinquiry.com/report  
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In the last 10 years the research base has been growing, demonstrating the link between 
greater ratios of registered nurses on improved outcomes for patients.  A UK study2 
reported a 26 per cent higher mortality for patients in hospitals that had the highest patient 
to nurse ratios.  Nurses in these hospitals also showed higher burnout rates and were 
approximately twice as likely to be dissatisfied in their job. They were also more likely to 
report low or deteriorating quality of care on their ward or in their hospital.  These 
indicators are also important questions in the national staff survey.  
 
Provision of a nursing workforce to safely meet the needs of patients must also set within 
the context of an ageing nursing workforce, a demographic of less younger people to 
access the professions in the future and the nursing transition to all graduate entry by 
2013.   
 
Royal College of Nursing guidance 20103 includes the following best practice principles:  
 

 Board level support, nurse leaders fully engaged in / leading staffing reviews 
 Consistency across wards 
 Triangulation; meaning 2 or more recognised workforce planning methods to 

increase validity 
 Data: staff, patients and organisational outcome measures 
 Timing of reviews, at least biennially, and when morale/turnover deteriorates 
 Communication well in advance explaining methodology 
 Protected time to conduct a review 
 Use the findings at Board level, and feedback to staff 
 Report concerns  
 Define parameters, e.g. exclude staff time focused on additional services such as 

ward attenders 
 Uplift: Establishments must have an allowance of at least 25% to allow for annual 

leave, sickness absence, other types of leave, training and development 
 Review changes to the overall number and competence of registered nurses 

 
In addition Maternity Matters gives ratios of midwives to births. 

 
3. CURRENT WORK 

The Nursing and Midwifery Workforce Strategy and planning towards the new Hospital has  
been in development since the 2010-11 and formed the basis of the work programme for 
the Nursing and Midwifery Direct patient care project and more latterly the Non Medical 
Clinical Workforce work stream. 

Benchmarking  data is used to plan staffing requirements and nursing workforce indicators 
including registered to unregistered split, WTE per bed and cost per bed day are 
monitored monthly using an in house developed system “ the Goofy Tool “. The Heads of 
Nursing take responsibility for planning within their areas of responsibility, acuity and 
dependency information is yet to be applied. 

The NMCW work stream reviews information to further scrutinize the skill mix.   In addition 
acuity and dependency scoring will be reviewed during the next quarter. A pilot is in place 
to record acuity and dependency using the NHS Institute ‘Safer Nursing Care’ tool.  The 
background work has included registering the Trust to use the Safer Nursing Care tool, 
with 8 wards having just completed a review. 

Clinical Nurse Specialist’s activity was recently reviewed.  The review highlighted the need 
for administrative support, and where a skill mix could support administrative support 
rather than appointing another specialist this has been the approach. In addition it 
highlighted areas of potential income generation which are currently being evaluated.

                                                
2
 Rafferty et al (2007)  Outcomes of variation in hospital nurse staffing in English Hospitals: cross sectional 

analysis of survey data and discharge records.  International Journal   of Nursing Studies 44(2) pp175-182 
3
 Royal College of Nursing (December 2010) Guidance on safe staffing levels in the UK 
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Current staffing profile by ward 
 

Directorate Ward Beds 
Registered / 
unregistered 

% 

Nurse 
to bed 
ratio 

Comment 

Surgery 
  
  
  
  
  
  

204 28 64/36 1.16   

U 32 63/37 1.06   

Short Stay 27 73/27 0.76 
Monday to 
Friday  

203 28 64/36 1.1   

207 29 77/23 1.2  AAU 

Woodlands 19 68/32 1.15   

104 11 68/32 1.57 Burns unit 

Musculo 
  
  
  
  

Severn 28 56/44 1.03   

Chew - 
Short stay 

21 62/38 0.77 
Monday to 
Friday 

Frome  28 56/44 1.03   

202 28 53/47 1.19   

201 28 48/52 1.09   

Medicine 
  
  
  
  
  
  
  
  
  
  

3 29 51/49 1.1   

K 21 57/43 1.24   

205 27 53/47 1.14   

4 Elgar 
House 

29 53/47 1.07   

103 27 76/24 1.33 
Includes 
CCU 

206 29 56/44 1.26   

Acute 
Cardiology 
Unit 
Southmead 

22 75/25 1.24   

C Ward  21 57/43 1.55   

D ward 15 65/35 1.58 
Includes 
HDU beds x3  

106 26 56/44 1.12   

AAU 62 72/28 1.39   

Neurosciences 
  
  

Elgar Ward 
1 

24 50/50 1.38   

18&19&12 44 56/44 1.53   

1,2,3,4 67 74/26 1.74 
Includes 
HDU 

Renal 
  

T  32 65/35 1.68   

Carrington 12 56/46 2.25   
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4. 2012-13 MAINTAINING SAFE STAFFING 

In addition to core staffing levels there are also other specialists that provide clinical 
support to the wards including the pain team, the palliative care team, the hospital at night 
team and other specialist nurses.  

Professional judgement is used on a daily basis by the Matrons who review the planned 
nursing levels and make adjustments according to need across the hospital.  The Matron 
role also provides clinical leadership, and supports clinical practice.  A good example of 
how a matron might support a ward is when they step in and meet family members for a 
complex case and work with the multi-disciplinary / multi-agency team.  The Heads of 
Nursing and both the Deputy, Assistant and Director of Nursing are also accessible to 
frontline staff and visible to wards and departments. 

Any staff member may also submit a clinical incident report if they are concerned about 
unsafe staffing. The numbers of unsafe staffing reports so far this year have been minimal 
in most clinical areas. However there are challenges maintaining core staffing levels at 
times when there is an unpredictable call on extra bed capacity. 

Over the next year the Nursing Workforce Strategy work will focus on implementing the 
role of the supervisory band 7 Ward Sisters / Charge Nurses allowing this key role to 
provide leadership supervision and support, not from an office doing managerial tasks but 
out in uniform on the ward.  This will include communicating with patients and families, 
working alongside junior staff, monitoring record keeping and essential nursing practice 
and working closely with medical staff and the multi-disciplinary team. The drive to 
increase the supervisory time of band 7 ward sisters has not only been promoted and 
demonstrated to be effective by the Royal College of Nursing4 but a key recommendation 
within the Francis enquiry report. The outcomes of increased supervisory time include the 
realisation of transformational work - releasing time to care for patients, and improved 
quality of care and outcomes for patients. 

The evidence base from a growing number of studies is linking higher nurse/patient ratios 
and richer nurse skill-mix, to improved patient outcomes and nurse satisfaction.5  The 
Heads of Nursing will continue to work with the Director of Nursing to deliver the 
transformation projects across pathways providing a check and balance to the quality of 
care delivery.  

 

5. RECOMMENDATION 

The Board are asked TO NOTE the work in progress from the Nursing and Midwifery 
Workforce Strategy and the plans in place for on-going acuity and dependency monitoring. 

 

 

                                                
4
 Royal College of Nursing (November 2011) Making the case for the ward sister / team leader to be 

supervisory to practice. RCN online. 

http://www.rcn.org.uk/__data/assets/pdf_file/0005/414536/004188.pdf 

 
5
 Hurst and Williams (January 2012) Can NHS Hospitals do more with less? Nuffield Trust 

www.nuffieldtrust.org.uk/publications 

 

http://www.rcn.org.uk/__data/assets/pdf_file/0005/414536/004188.pdf
http://www.nuffieldtrust.org.uk/publications
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RISK MANAGEMENT STRATEGY 
Overall Aim: To achieve optimum quality care and treatment of patients, and the provision of 

services which are safe and free of unnecessary risks by making maximum use of 
available resources and reducing wasteful expenditure. 

The Trust Board will ensure that there are effective governance and risk management 
arrangements in place to meet its statutory duties and comply with all appropriate regulations, 

assessments, accreditation and external reporting requirements. 

North Bristol NHS Trust recognises that healthcare provision and the activities associated with caring for 
patients, employing staff, providing premises and managing finances are all by their very nature risk 
activities and will therefore involve a degree of risk.  These risks are present on a day-to-day basis 
throughout the Trust. 

The continued delivery of high quality healthcare requires identification, management and minimisation 
of events or activities which could result in unnecessary risks to patients, staff and visitors/members of 
the public.  The management of risk is a key organisational responsibility and is the responsibility of all 
staff employed by the Trust. 

The Trust acknowledges its legal duty to safeguard staff, patients and members of the public.  There are 
also sound moral, financial and good practice reasons for identifying and managing risks.  Failure to 
manage risks effectively can lead to harm/loss/damage in terms of both personal injury but also in terms 
of loss or damage to the Trust’s reputation; financial loss; potential for complaints; litigation, statutory 
legal action and adverse or unwanted publicity. 

Risk Management is an integral part of good clinical and corporate governance and the Trust has 
adopted an integrated approach to the overall management of risk irrespective of whether the risks are 
clinical, non-clinical, health and safety, organisational or financial. 

PRINCIPLES 

 Proactively identify risks. 

 Involve staff at all levels, not just 
senior management. 

 Promote an open, learning and fair 
culture. 

 Empower staff to manage risk 
locally wherever it is reasonable 
and where this is not possible, risks 
are reported to a more senior level 
of management. 

 Ensure information about all risks, 
incidents, claims and complaints 
are collected, analysed and actions 
completed to create a risk reduced 
environment for patient, visitors 
and staff. 

ROLES AND RESPONSIBILITIES 

These are described in detail within the policy. 

The Chief Executive has overall responsibility for ensuring 
that the Trust has an effective risk management system in 
place, for meeting all statutory requirements and adhering to 
guidance issued by the Department of Health in respect of 
governance. 

Executive and Clinical Directors are corporately accountable 
for Trust risks within their specific Trust responsibilities and 
business objectives. 

Managers are responsible for identifying and managing 
risks within their area of activity. 

Staff are responsible for, in carrying out their normal duties, 
reporting to their managers any potential risks identified and 
complying with policy and documented protocols to reduce 
and mitigate risk. 
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1. Executive Summary 

1.1 POLICY STATEMENT 

a) The Trust recognises that the complex nature of health care provision is an inherently risky 
activity.  Whilst acknowledging the skills and dedication of all of the team, accidents, mishaps 
and mistakes can potentially happen through human factors but also that system failures and 
many other factors can lead to mistakes and adverse incidents. 

b) North Bristol NHS Trust will make every effort to ensure that wherever possible risks are 
designed out of procedures and practice, to reduce it to the lowest possible level through the 
introduction of control measures, where it is not possible to eliminate all the risk. 

c) The Trust encourages an open and learning environment in the approach to risk management 
and investigation of adverse incidents.  Disciplinary action will not normally be taken, unless an 
incident is malicious, criminal, recurs without lessons being learned or constitutes gross 
professional misconduct.  North Bristol NHS Trust policies support these processes to ensure 
fair conduct.  All staff should be supported by their line manager, so that lessons are learnt in a 
positive, constructive way that encourages and develops the individual and supports them in 
their understanding of the many factors that lead to serious adverse incidents. 

1.2 OBJECTIVES 

a) Embed a systematic approach to the 
management of risk, integrating risk into the 
overall arrangements for clinical and corporate 
governance. 

b) Support achievement of the Trust’s ‘Big 5‘ 
organisational objectives. 

c) Have clearly defined roles and responsibilities 
for the management of risk. 

d) Ensure that risks are continuously identified, 
assessed and minimised. 

e) Provide a high quality service and continuously 
strive to improve patient and staff safety. 

f) Comply with national standards and the NHS 
Litigation Authority’s (NHSLA) Risk 
Management Standards. 

g) Establish clear and effective communication 
that enables information sharing. 

h) Foster an open culture that allows organisation 
wide learning. 

1.3 PURPOSE OF THE DOCUMENT 

To provide a framework for how the Trust will 
identify, manage and monitor its risks across 
all of the Trust services and activities.  The 
policy defines the structures and processes, 
which allows staff to implement necessary 
actions to resolve risks locally and facilitate 
reporting to more senior level of 
management.  

1.4 PROCEDURE 

Description of the Trust’s risk management 
processes including: 

a) Risk identification 
b) Risk assessment 
c) Actions to control risk 
d) Risk grading 
e) Risk registers 
f) Risk ownership 
g) Challenge and review 
h) Executive alerts (escalation) 

1.5 SCOPE  The policy applies to all Trust staff and staff who have an honorary contract. 

1.6 FINDING OUT MORE… 

You may wish to refer to other policies such as: 

 Health and Safety Risk Assessments 

 Incident Reporting Policy 

 Serious Incident Reporting Policy and Procedures 

1.7 REVIEW PERIOD  

Every two years following the date of 
approval. 

Compliance with policy to be routinely 
audited. 



Risk Management Policy 

TITLE: Risk Management Strategy and Policy Ref: XXXX 

Approved on: Review date: Page 7 of 38 

 

 

 

Abbreviations Used 

 

BR&AR Board Risk and Assurance Register (see Appendix VI for an excerpt) 

DMT Directorate Management Team 

ED Executive Director 

GRMC Governance and Risk Management Committee 

NHSLA NHS Litigation Authority 

NPSA National Patient Safety Agency 

as of Friday 1 June 2012 the key functions and expertise for patient safety 
developed by the National Patient Safety Agency (NPSA) transferred to the NHS 
Commissioning Board Special Health Authority. 
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2. Risk Definitions & Interrelationships 

Risk: The probability or likelihood that an adverse outcome may occur, taking into account the 
consequences or severity of that outcome. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 
 

 

 

 

 

 

 

Strategic Risk 
Risks to the delivery of corporate strategy. 

The primary foci of the Risk Management Strategy 
are the delivery of services and of the Trust’s 
objectives.  The Trust’s 5 year corporate strategy is 
based on an analysis of the forces and drivers for 
change shaping the environment within which the 
organisation operates and on an explicit assessment 
of the threats facing it.  Thus, the corporate strategy 
identifies and mitigates the strategic risks facing NBT 
over the period to 2017/18. 

Operational Risk 

Identified at Directorate level and recorded and 
managed within a Directorate risk register. 

Corporate Risk 

The probability or likelihood that harm 
may occur which affects the Trust’s 
functioning and business objectives, 

including finance. 

Clinical Risk 

The probability or likelihood 
that harm may occur arising 

from clinical activity. 

Non-Clinical Risk 

The probability or likelihood 
that harm may occur arising 

from the environment. 

Board Risk and Assurance Register 

The BR&AR will continuously monitor risks under the 
Trust’s ‘Big 5’ to provide ongoing assurance of their 
effective management.   This will capture key controls and 
assurances in relation to these risks and will underpin the 
Trust’s Annual Governance Statement. 

The BR&AR will also capture escalated operational risks 
from Directorate Risk Registers to alert the Board to high-
scoring risks that are managed by Directorates. 

Risk Register 

A record of risks, in a prescribed format, that details each risk and 
its related controls, assurances and actions. 

Risk registers group risks by ownership, i.e. a Neurosciences 
Risk Register is a collection of all the risks owned and managed 
by the Neurosciences directorate. 

Active Risk    Actions are planned or underway 
to improve control and mitigate the identified 
risk.  The risk is reviewed at regular intervals. 

Eliminated Risk    The specific risk has been 
completely eliminated (e.g. the activity has 
ceased, the equipment has been replaced). 
Eliminated risks can be archived. 

 

Accepted Risk    The risk cannot be eliminated completely, or does 
not justify further investment of resource, judged in the context of 
the demands on the Trust’s resources, the potential for harm 
against individuals, the Trust’s reputation and any statutory 
obligations.    

OR   Sufficient controls have been identified and assurance gained 
to attain an acceptable, target risk score. 

Accepted risks will continue to be reviewed and monitored, to 
ensure that the controls remain effective. 

 

Escalate risks 
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3. Summary of North Bristol’s Risk Management Structure 

 
RISK TYPE Visibility  

 

 

HIGH–LEVEL 
RISKS 

 

 

 

 

 

 

 

 

 

Executive 
Directors 

 

And 

 

Non-
Executive 
Directors  

 

STRATEGIC 
RISKS 

Assessed against 
Trust Objectives 

 

Executive 
Directors 

 

 

Escalated 

OPERATIONAL 
RISKS 

Assessed from 
planned and actual 
activity within 
Directorates 

  

 Senior 
Managers & 
Clinicians 

 

 

 

OPERATIONAL 
RISKS 

Assessed from 
planned and actual 
activity 

 

within Clinical and 
Corporate 
Directorates 

 

Directorate 
Management 
Teams 

 

Directorate 
Governance 
Groups 

 

Project 

Teams 

 

 

 

 

 

 

 

 

*An example of the Risk Register form can be found in Appendix V 

**An excerpt of the BR&AR can be found in Appendix VI 

Trust Board 

Trust Risk Register 

 Board Risk and Assurance 

Register** 

 Plus Escalated Operational Risks 

Risk Committees 

 Clinical Risk 

 Health and Safety 

 Risk and Compliance 

Directorate Risk Registers* 

 Clinical risks 

 Non-clinical risks 

 Corporate risks 

Project / 
Programme 

Risk Registers 

Governance and 
Risk Management 

Committee 

 
Project / 

Programme 
Boards 
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4. Board Responsibilities 

 

Role Risk Management duties 

Trust Board Corporate responsibility for ensuring appropriate standards and policies 
are available to provide guidance and for receiving reports of risk which 
the directorates are unable to resolve or control satisfactorily. 

Each strategic risk, recorded within the Board Risk and Assurance 
Register (BR&AR), is owned by the Board and assigned an Executive 
Director lead and, where appropriate, a Trust-wide lead. 

Chief Executive Overall responsibility for ensuring the Trust has an effective risk 
management system in place, for meeting all statutory requirements and 
adhering to guidance issued by the Department of Health in respect of 
Governance. 

ALL Executive Directors To agree the top risks under the Trust’s ‘Big 5’ Objectives and related 
controls, assurance and actions. 

Corporately accountable for Trust risks; each executive director has been 
assigned responsibility for risk management in line with their agreed 
objectives.  This is exercised through attendance at Trust Board 
meetings and review of the BR&AR and through the reporting on 
compliance with required healthcare standards. 

Chief Operating Officer Managing the strategic response to Trust performance risks against 
national and local targets, including meeting its contractual obligations 
with commissioners. 

Medical Director Delegated responsibility in line with NHS requirements for managing risks 
surrounding the Control of Infection (DIPC), Caldicott Guardian and 
Senior Information Risk Owner (SIRO). 

Director of Nursing Managing the strategic development of quality and patient safety and 
clinical governance. 

Director of Strategy Leading the identification and management of strategic risks facing the 
Trust. For example assessing the risk impact of Department of Health 
policy, market forces and competition, stakeholder views on planned 
service changes and partnerships with other organisations. 

Director of Finance Managing the strategic development and implementation of financial and 
Information Technology risk management. 

Director of Facilities Managing the strategic development of non-clinical risk, including health 
& safety, security, emergency preparedness and contingency planning. 

Director of Organisation, 
People and Performance 

Workforce risks, including legal risks relating to employment terms and 
conditions and related policies, union engagement, education and 
training.  Also risks relating to research and development risks and 
organisational change overseen through the Programme Management 
Office. 

Clinical Directors Clinical Directors are accountable for risk management in all their areas 
of responsibility.  They are responsible for: 

 Producing an annual Directorate Action Plan in support of the 
Trust Policy which is based on findings of Risk Assessment and 
includes requirements of external audits and accreditations such 
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as the NHSLA Risk Management Standards and CQC 
registration; 

 Managing and controlling specific risks within their Directorate; 

 Ensuring that appropriate resources are allocated to adequately 
control risk, which will include the provision of suitable 
information, instruction, training and supervision; and 

 Ensuring that they and all staff attend the training identified within 
the Trust’s Mandatory Training Policy and through the Trust’s 
training needs analysis within the time periods stated and that this 
is recorded. 

 
Please refer to the Health and Safety Policy HS01 for responsibilities specific to Health and Safety. 
 
 

5. Key Risk Advisors and their roles / responsibilities 

 

Head of 
Compliance 

Delegated responsibility for the strategic development of risk management and 
assurance.  Responsible for managing risk management training for Senior 
Managers. 

Head of Clinical 
Governance 

To provide general management support to the Director of Nursing and Medical 
Director across a range of functions.  The key objective of this role is to steer the 
Trust to successfully implement and maintain requirements of clinical 
governance and compliance with standards as per local and national 
requirements. 

Clinical Risk 
Manager 

Responsibility for co-ordinating, monitoring and advising on clinical risk activity 
throughout the Trust.  To maintain a comprehensive system for management of 
clinical incident reports. 

Head of 
Health & Safety 
Services 

To assist in the management of health and safety in an advisory capacity by 
participating in development of risk control strategies and risk assessment. 

Supporting Directors, Designated Managers, Line Managers, Competent 
Persons and Risk Assessors to undertake their role including the provision of 
information and training. 

Planning and developing health and safety related policies/procedures to 
support the Trust’s safety and risk programmes in liaison with the Trust’s Health 
& Safety Committee. 

Risk & Compliance 
Systems Manager 

To establish systems for risk management reporting. 

To support the development of local risk registers and work with local teams to 
ensure the processes for risk identification, assessment and reporting are being 
implemented. 

To maintain the Corporate Risk Register and the Board Risk & Assurance 
Register (BR&AR) and provide routine and exception reports as agreed with the 
Head of Compliance, the Director of Nursing and Chief Executive. 

General Managers Responsible for identifying and owning risks within their area of activity.  
Responsible for implementing and monitoring any identified risk control 
measures within their designated area(s) and scope of responsibility.  This will 
include clinical and non-clinical risks as well as risks associated with business 
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objectives (corporate risks). 

Specifically: 

 Ensuring an annual plan of risk assessments is undertaken 

 Reviewing incidents, complaints, claims within their directorate, 
monitoring completion of action plans and identifying lessons learnt 

 Acting on the results of audit / inspection reports and their 
recommendations 

 Appointing a Risk Lead for the Directorate 

 Ensuring identified risks are recorded 

 Review their directorate risk register; frequency of review depends on the 
level of risk and control measures in place, see Risk Grading section. 
 

Responsible for identifying risks outside of their area of activity and informing 
the appropriate Directorate Management Team. 

Directorate Risk 
Leads 

Be the first point of contact within the Directorate for staff wishing to raise a risk.  
Ensure that risk register entries are valid and supported by an appropriate risk 
assessment.  Record risks raised in the directorate using the Trust’s electronic 
risk management system.  Manage the associated administration of the 
Directorate’s Risk Register including presentation of risks for review at 
Directorate governance forum(s), and ensuring that risks are reviewed at the 
appropriate frequency.  Liaise with other Directorate Risk Leads.   

Managers  
(Departmental / 
Ward Managers and 
equivalents) 
 

Assuming ultimate responsibility for risk assessment and prioritisation of risk 
assessment findings.  Ensuring that all staff (and others in their area affected by 
the organisation’s operations) are made aware of the risks within their work 
environment and of their personal responsibilities 
 
Appointing/Designating appropriate Risk Assessors, and ensuring they receive 
specified training, supervision and updating to undertake and review risk 
assessments.  Ensuring that Risk Assessors are allocated adequate time and 
resources to enable them to fulfil their role.  Meeting with Risk Assessors on a 
frequent basis to review the results of risk assessment, and appraising Senior 
Managers of the outcomes.  
 
Developing an action plan, including Safe Systems of Work from the findings of 
risk assessment to manage risk and monitor effectiveness. Taking to Senior 
Managers any problems that cannot be resolved at a local level.  Ensuring 
where safe systems of work are developed they are communicated to staff, and 
the measures needed to eliminate or control risks to staff, patients, visitors and 
the public are implemented and monitored.  
 
Ensuring sufficient training and supervision, including coverage of Trust and 
Directorate policies, hazards, risks and information is given to all staff to enable 
them to work safely and that this has been recorded.  Ensuring that staff, within 
their area, are aware of the Trust’s processes for managing risk. 
 

Expectations of 
ALL staff 

In carrying out their normal duties, report to their managers any potential risks 
identified and comply with policy and documented protocols to reduce and 
mitigate risk.  Specifically: 

 Report incidents using the Trust’s Accident and Incident Management 
System (AIMS) form; eAIMS or paper form in accordance with the Trust’s 
Incident Reporting Policies (refer to Policy CG01 for further details). 
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 Only undertake practices that are within their own sphere of competence. 

 Take reasonable care of their own safety and the safety of others. 

 Comply with all Trust policies and procedures. 

 Be aware of the Trust’s Risk Management Strategy and Policy and be 
familiar with local departmental risk issues. 

 Be aware of emergency procedures relevant to their area of work. 

 Identify and report risks or hazards to their Line Manager. 

 Attend statutory training and any other designated mandatory training. 
 

6. Risk Management Training 

 
6.1 The Trust has a mandatory and statutory training policy and training prospectus that details what 

risk training is available and what the training requirements are for each staff group / type. 
 
6.2 At annual staff appraisal and development reviews Line Managers review staff compliance with 

mandatory and statutory training requirements and identify any other risk management training 
needs. 

 
6.3 Trust Board members and senior managers will receive appropriate training on risk awareness every 

two years, as detailed in the Trust’s training needs analysis (TNA), attendance will be documented in 
MLE via signed attendance sheets and any non-attendance followed up by the Trust Secretary, until 
training has been attended. 

 

6.4 Please refer to the Learning and Development team for further details on training matters. 
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7. Trust-wide Risk Committees 

 

Committee Comprising Risk Approach 

Trust Board Chairman, Chief Executive, 
Executive Directors and Non-
Executive Directors 
 

To review the BR&AR comprising 

 all strategic risks 

 all escalated operational risks 

Governance & Risk 
Management Committee 

Chaired by the Chief 
Executive  

Executive Directors and two 
Non-Executive Directors 

To moderate and challenge 

 all strategic risks 

 all escalated operational risks 

in order to prepare the BR&AR for Trust 
Board review 

Clinical Risk 

Chaired by a 
Lead Consultant 

Specialist advisors and 
directorate representatives 

To moderate and challenge risks defined 
as 

 clinical and 

 having inter-directorate impact or 

 escalated from Directorate-level 

Health and Safety 

Chaired by the 
Director of Facilities 

Specialist advisors and 
directorate representatives 

To moderate and challenge risks defined 
as 

 non-clinical and 

 having inter-directorate impact or 

 escalated from Directorate-level 

Risk and Compliance 

Chaired by the 
Director of Nursing 

Specialist advisors and 
directorate representatives 

To moderate and challenge risks defined 
as 

 corporate in nature and  

 having inter-directorate impact or 

 escalated from Directorate-level 

Audit Committee 

Chaired by a Non-
Executive Director 

Three Non-Executive 
Directors, with Executive 
Directors and specialist 
advisors in attendance. 

Primary responsibility for reviewing 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 achievement 
of the organisation’s objectives. 

 

Contacts to obtain the Terms of References for each of the above committees can be found at 
Appendix VII. 
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8. The Trust’s Risk Management Process 

 

8.1 In Summary 
 

The risk management process within the Trust has four steps: 

 risk identification and assessment 

 identification of actions to control the risk 

 escalation of risks 

 monitoring and review 

 

8.2 Risk Identification and Assessment 
 

COMPLETE TEMPLATE FOR REACTIVE RISKS TO SEND TO RISK LEAD.

Risk Identification & Assessment

Proactive based on review of..... 
- objectives
- regulations, legislation

- systems, processes
- environment

- targets, performance measures
- requirements of Trust policy 

Reactive based on 
outcomes from....
- external inspection

- audit reports
- incidents

- complaints
- patient feedback

Manager / 
Department

reviews

Directorate / 
Department 

Risk Lead

DIRECTORATE / DEPT Risk Register Entry Required?

Not Sure

Send copy of Risk Assessment
to Directorate Risk Lead

Retain Risk Assessment 
(proactive only)

review at appropriate interval

No Yes

 

A general Risk Assessment Form can be found at Appendix I 
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8.2.1 Risk Assessment 

a) In order to manage its risks effectively the Trust needs to know what risks exist.  The systematic 
identification and assessment of risk is vital to the Trust’s risk management process.  Refer to 
Appendix I for the general Risk Assessment Form. 

b) Please also refer to the Trust’s Procedure for the Completion of Health & Safety Risk 
Assessments, HS19. 

c) All managers (department/ward managers and equivalents) are responsible for ensuring: 

 risk assessments are undertaken & prioritisation of findings 
 appointment of appropriate risk assessors 
 risk assessors are met with to review risk assessments  
 an action plan is developed from the risk assessment to manage the risk and monitor 

effectiveness 
 Senior Managers are appraised of the outcomes of risk assessments & for asking risks 

that are not adequately controlled at local level to be referred to the Directorate risk group 
for discussion and placed on the Directorate risk register 

d) A Risk Assessor is a person with necessary skills, knowledge, experience and competence to 
undertake on behalf of the Manager a risk assessment.  They will have received specific training 
to enable them to undertake the role.  The Trust provides training on performing Health and 
Safety risk assessments; please refer to the Health and Safety Services. 

e) Senior Managers (General Managers or equivalent) are responsible for; 

 identifying resource commitments and ensuring adequate resources are allocated to 
meet these commitments 

 ensuring that each department within their directorate has one or more identified Risk 
Assessor who has received the necessary training 

 ensuring the findings of Risk Assessments are incorporated into the Directorates local 
delivery plans (LDP) 

 ensuring the directorate’s risk register is current and includes all directorate risks and the 
measures implemented to reduce/control the risk/s 

 ensuring all risks on the risk register are reviewed at least annually 
 ensuring Directorate representation at the Clinical Risk Committee and Directorate 

Representatives and Health and Safety Assurance Committee 

f) Identified risks are reviewed by a manager and then by either a Departmental or Directorate 
Governance group prior to entry to a risk register.  All directorates (clinical and corporate) are 
required to manage a risk register, however within some directorates there will also be 
departmental risk registers that feed in to the Directorate Risk Register. 

 

Further help… 

1. NPSA’s Heathcare Risk Assessment Made Easy 
www.nrls.npsa.nhs.uk/EasySiteWeb/GatewayLink.aspx?alId=60138 

2. Refer to Appendix I for the general Risk Assessment Form.  Copies available from Clinical Risk webpage. 

3. Proactive risk identification and assessment is supported by the Trust’s Health and Safety Risk 
Assessments Policy HS19. 

4. Reactive risk identification and assessment is supported by the Trust’s Incident and Serious Incident 
Reporting policies, CG01a and CG01b. 

5. See Appendix IV for Risk Identification Tools 

 

http://www.nrls.npsa.nhs.uk/EasySiteWeb/GatewayLink.aspx?alId=60138
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8.2.2 Risk Grading 

The Trust has adopted the NPSA risk grading system; a Risk Matrix for Risk Managers, the details of 
which are summarised in Appendix II. 

www.npsa.nhs.uk/EasySiteWeb/GatewayLink.aspx?alId=7252 

 

 Likelihood  

Likelihood score  1  2  3  4  5  

 Rare  Unlikely  Possible  Likely  Almost certain  

5 Catastrophic  5  10  15  20  25  

4 Major  4  8  12  16  20  

3 Moderate  3  6  9  12  15  

2 Minor  2  4  6  8  10  

1 Negligible  1  2  3  4  5  

 

Grading each risk will enable Directorates to prioritise actions required, which in turn will inform the 
Annual Planning programmes. 

 

  Action required Review Committee 

1-3 Low risk To be monitored at least annually Within the department 

4-6 Moderate risk To be monitored at least annually Within the department 

8-12 High risk  Action plan reviewed monthly* Within the directorate 

15 Extreme risk Urgent action required* Trust-wide Risk Committee 

16-25 
Extreme risk Immediate action required – stop 

activities causing the risk now* 
GRMC and Trust Board 

 
* All risks deemed to be ACCEPTED by the Directorate Governance team, GRMC or Trust Board will 

be reviewed on an annual basis. 

 

8.2.3 Risk Registers 

 
a) Risk Registers are repositories for collecting information on the organisation’s risks. Risks do not 

sit in isolation, so the systematic gathering, co-ordination and comparison of risk profiles across 
the Trust plays an important role in decision-making at all levels and in demonstrating sound 
corporate governance. 

 
b) The registers are dynamic and as such should be regularly reviewed and updated to reflect the 

directorate’s and trust’s current risks and the measures implemented to reduce and/or control 
those risks. 

 

Further help… 

1. A list of the generic Risk Register categories can be found in Appendix III.  These categories 
may differ slightly in the template forms used to record Project risks and Strategic risks. 

2. An example of the Risk Register form can be found in Appendix V. 

http://www.npsa.nhs.uk/EasySiteWeb/GatewayLink.aspx?alId=7252
http://www.npsa.nhs.uk/EasySiteWeb/GatewayLink.aspx?alId=7252
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8.2.4 Scoring the Risk NOT the Hazard 

 

A common mistake when scoring a risk is that the frequency of incidents relating to the hazard or issue 
is scored, not the likelihood of the associated risk occurring. 

 

As a general principle: 
If both the likelihood and consequence have high scores it should be 
immediately considered whether the Trust continues with the related-activity. 

 
 
Original Risk Entry Risk of a patient being transfused with ABO incompatible blood (a never event) 

and could result in patient death.  On average one red WBIT (wrong blood in 
tube) incident, where a fully labelled sample and form is submitted, but not from 
the right patient, occurs every month. 

 This was scored as likelihood of 4, consequence of 5, total risk score 20 
 
 

How to score the risk CONSEQUENCE 
 

Using example 

  
 
 
 
 

 
 

 
 
 
 
 
 
 
 
 
 
 

  
 
 
 
 
 
 

  

 

 

Both of the above descriptors fall under the 
consequence score of 5 

 

DOMAIN A: Incident leading to death 
or 

DOMAIN B: Totally unacceptable level or 

quality of treatment/service 
 

DOMAIN A: Impact on the safety of patients, 
staff or public (physical / 
psychological harm) 

or 
DOMAIN B: Quality / complaints / audit / 

patient experience 
 

 patient being transfused with ABO 
incompatible blood (a never event) 

 patient death 
 

Define the risk(s) explicitly in terms of the 
adverse consequence(s) that might arise 

(there may be more than one) 

Determine the most appropriate domain from 
the risk scoring matrix (Appendix II) 

(there may be more than one) 

Read across the descriptions of the 
consequences, from the domains chosen, to 

identify the closest match to the risk identified. 

Select the consequence score that relates to 
the most appropriate descriptor. 



Risk Management Policy 

TITLE: Risk Management Strategy and Policy Ref: XXXX 

Approved on: Review date: Page 19 of 38 

 

 
How to score the risk LIKELIHOOD Based on Example 1 

Consider…. 

 

 
 
 

 
 

  
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

How likely is it that a patient will die from being 
transfused with incompatible blood? 

There is no history of patient death from transfusion of 
incompatible blood.  Agreed practice hasn’t changed 
significantly during this time, in fact there is more 
training, additional controls put in place and greater 
awareness of the problem; this is apparent in the 
increase in reporting of WBITs. However, the 
increased reporting and volume of adverse WBIT 
incidents suggests that compliance with agreed 
practice is poor and existing controls are inadequate. 

A score of 1 assumes one of the following: 

 that patient death from receiving incompatible 
blood will probably never happen / recur 

 that less than 0.1% of patients will die from 
receiving incompatible blood 

A score of 2 assumes one of the following: 

 we do not expect this risk to happen/recur but it is 
possible it may do so 

 we expect this risk to occur at least annually 

 between 0.1-1% of patients receiving blood 
transfusions will die because they received 
incompatible blood. 

The most appropriate likelihood score is either 1 or 2, if 
a high likelihood frequency were selected then the 
Trust should consider ceasing related activity. 

 

 Ward protocol for staff taking samples and requesting 
blood products 

 Pathology protocol includes checks to ensure sample 
received appears to be for the right patient 

 Pathology staff query unusual blood results compared 
with completed form / patient diagnosis 

 Ward staff check blood products received are 
compatible with patient prior to transfusion 

 

“Incident leading to patient death” 
 

1. the chosen NPSA domain 
descriptor 

2. existing control measures in 
place to prevent the risk from 

occurring 

3.  With the existing controls in place 
how likely is it that the described 
consequence will occur? 

Refer to the descriptors of frequency 
(Appendix II). 

Read across the different types of 
descriptors (e.g. time-framed, 
probability percentage etc.) to find 
the most appropriate likelihood 
score for the specific defined risk. 

To help determine the most realistic 
likelihood score it may be helpful to 
refer to the Trust’s serious incident 
data to find out how often serious 
incidents / never events have 
occurred and compare this with any 
known changes in practice or 
controls during this time.  
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8.3 Risk Ownership 
 

Yes

Directorate / 

Department  Risk 
Lead

URGENT MATTER?
NOTIFY

DMT and relevant 

Risk Cmte Chair

Valid for DIRECTORATE / DEPT Risk Register Entry?

No
Refer back 

to Manager

Risk
Web

Approve NEW risks
Approve ACTION plan
Review EXISTING risks 

Review ACTIONS progress

Directorate 
Governance Group

extract
Department
Risk Register

extract
Directorate

Risk Register

 

 

8.3.1 Department or Directorate risks 

a) All risks assessed within a directorate (or department) will be considered for entry to a Risk 
Register by a Risk Lead, either through a departmental or directorate governance group. 

b) All directorates will maintain a Directorate Risk Register and thus all risks entered onto a Risk 
Register will receive the attention of the relevant Directorate Management Team.  The 
Directorate Risk Register will; 

 include its departments’ risk register entries 

 prioritise risks for review based on the current risk score 

 be reviewed and risks monitored in line with the review frequencies under Risk Grading 

c) Risk entries will be recorded on the originating Directorate Risk Register and it is therefore 
imperative that risks identified are discussed with the appropriate manager to ensure they are 
recorded on the most appropriate directorate’s risk register. 

 
d) An Action Owner, who may be separate from the risk owner, will be assigned to each planned 

mitigating action.  The Risk Owner will be responsible for monitoring progress of the risk overall. 
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8.3.2 Inter-Directorate or Trust-wide risks 

a) Where an inter-directorate risk is identified, or a risk that is considered to be trust-wide it will be 
categorised and easily identified as ‘trust-wide’.  Trust-wide risks are recorded on the originating 
Directorate Risk Register but may be transferred to a more appropriate directorate if agreed 
subsequently.  Inter-directorate / trust-wide risks are reviewed by the relevant trust-wide Risk 
Committee, in addition to the initial risk review performed by the originating directorate on entry to 
their Directorate Risk Register. 

b) The appropriate trust-wide Risk Committee is charged with checking that an appropriate risk 
owner has been appointed and accordingly the risk may be transferred to another directorate’s 
risk register if the new risk owner is based in a different directorate from the originating 
directorate.  The trust-wide risk committee is also responsible for checking that actions are 
progressing appropriately.   

c) Risks initially identified at a higher level, e.g. by a committee, will be delegated to a member of 
that committee.  The committee member will process the risk assessment through their 
employing Directorate. 

d) This will ensure that: 

 only valid risks are logged on to a Directorate Risk Register 

 all Directorates maintain a risk register 

 all risk register entries are supported by a risk assessment 

 all significant risks are visible to the Trust Board 

 the Executive Team are automatically alerted to any directorate risk register entry that 
meets the escalation criteria 

 gap analysis of risk areas can be performed to confirm that risk reporting is embedded 
throughout the Trust’s activities and business operations 

8.3.3 Risk Review 

a) All assessed risks will be reviewed, at a minimum, at Directorate level.  Depending on the risk 
score and scope (e.g. department-based, or trust-wide) some risks may be escalated for higher-
level review.  All risk reviews performed by a higher-level group e.g. a trust-wide risk committee 
or indeed at Trust Board, are performing challenge and moderation of the risks presented and 
thus these escalated risks should be thoroughly reviewed prior to each stage of escalation.  It is 
therefore expected that escalated risks have been scrutinised by a Directorate Governance group 
and by a Trust-wide Risk Committee prior to presentation at Trust Board via the BR&AR. 

b) Risks should be reviewed using the criteria listed below; this is not an exhaustive list.  Updates to 
the risk register based on these decisions should be recorded in the risk register and version-
controlled. 

8.3.4 Criteria for the review of Risk Register entries 

New Risk Existing Risks 

 check the validity of the risk i.e. it is not an issue 

 check the risk scoring 

 check risk type and category 

 check assurances/controls/gaps 

 approve planned actions 

 determine whether risk owner is appropriate 

 determine whether action owner is appropriate 

 agree target risk score 

 obtain update from risk owner 

 review planned actions 

 note new controls/assurances 

 review current score 

 re-state target risk score, if appropriate 

 agree risks that are deemed to be  
sufficiently ‘controlled’ 
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8.4 Risk Moderation 
 

The three trust-wide risk committees stated below have a defined responsibility for risk management, as 
stated in their terms of reference.  It is intended that these committees routinely review, moderate and 
challenge risk entries for inter-directorate / trust-wide risks and for directorate risks that are scored above 
a pre-determined threshold.  Trust-wide risk committees do not own risks, nor do they update risk 
register entries.  The risk committees feed-back recommendations to directorates, who update their risk 
registers, and ultimately report up to Governance and Risk Management committee. 

 

Risk
Web

Directorate
Management Team / 

Trustwide Risk Owners

CLINICAL
as per TOR of 

Clinical Risk cmte

Clinical Risk 
Committee

Risk & Compliance
Committee

Health & Safety 
Committee

Extract RISKS by theme / type / score

MODERATION  and CHALLENGE
Agree Trustwide Risk Owners

If required
update risks

HEALTH & SAFETY
as per TOR of

Health & Safety cmte

CORPORATE
as per TOR of

Risk & Compliance cmte

Feedback
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8.5 Risk Escalation 
 

 

Clinical Risk 
Committee

Risk & Compliance 
Committee

Health & Safety 
Committee

Governance and Risk Management Committee

Board Risk & Assurance Register
- Strategic Risks
- High operational risks >=16

Trust Board

ESCALATION
Risk Score =>16

lack of sufficient progress on 
actions

 

 

a) According to the collective judgement of the relevant risk moderation committee, operational risks 
that have not been sufficiently progressed to implement mitigating actions will be highlighted to 
executive-level groups and committees, namely the Governance and Risk Management 
Committee. 

 
b) The Board Risk and Assurance Register (BR&AR) will be reviewed quarterly by Trust Board.  

Escalated operational risks will be presented to the Governance and Risk Management 
Committee for review prior to inclusion in the BR&AR. 

 
c) Depending on the risk score of operational risks, on entry to the risk register, alerts can be sent to 

key individuals with risk management duties, specifically; 

 Head of Compliance;  

 Head of Clinical Governance; 

 Clinical Risk Manager; and, 

 Head of Health and Safety. 
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9. Risk Treatment 

9.1 This can include avoiding the risk (eliminate) by not undertaking activity that could lead to the risk 
occurring, but risk treatment will normally involve developing an action plan to reduce the risk to 
an acceptable level by ensuring that adequate control measures are in place and are operating 
effectively. 

Accept Sufficient controls have been identified and assurance gained to attain an 
acceptable, target risk score. 

 or 

 The risk cannot be eliminated completely, or does not justify further investment of 
resource, judged in the context of the demands on the Trust’s resources, the 
potential for harm against individuals, the Trust’s reputation and any statutory 
obligations. 

 Accepted risks will continue to be reviewed and monitored, to ensure that either the 
controls remain effective or to confirm there is no change in the situation. 

Eliminate Either by avoiding the activity or by performing an alternative process that does not 
incur the assessed risk. 

Reduce This is the most common risk treatment and involves reducing either or both the 
likelihood and consequence of the risk.  This is usually achieved by agreeing and 
progressing an action plan to implement controls thus reducing the risk. 

Transfer There can be occasions where the Trust may transfer a risk, however these will be 
very rare and likely to relate to commercial / banking type risks.  Taking out 
insurance is not strictly considered to be transferring a risk, as the risk remains 
despite having made a provision.  However, the trust may be protected against 
financial loss or able to provide compensation should the risk occur. 

9.2 The risk register entry must be updated so that the current risk score reflects the controls that 
have been put in place or the decisions made to justify the risk as accepted or controlled. 

9.3 A ‘high’ risk (e.g. a risk score of 8 or more) cannot be considered as ‘accepted’ or ‘controlled’ and 
should therefore remain active and be subject to ongoing review.   

 

10. Identification of actions to control the risk 

 

10.1 Directorates will be required to introduce the necessary measures to control the risks.  Each 
action will be allocated to a named individual who will be responsible for completing that action.   

10.2 The Risk Owner will be responsible for overseeing that all actions required, to reduce or control 
the risk, have been progressed sufficiently within an agreed timescale.  If deemed appropriate, 
the Directorate General Manager can escalate risks that cannot be dealt with locally in the 
directorate to the relevant committee for inclusion on the Trust’s corporate risk register.   

10.3 However it is likely that inclusion to the corporate risk register will be determined on entry to the 
risk register when the Directorate Risk Lead categorises the risk as inter-directorate / trust-wide.  
As explained in the escalation process, any risk scored 15 or above will automatically be 
reviewed by one of the trust-wide risk committees. 
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11. Project Risks 

Risk(s) relating to a Programme or Project which may impact on the delivery of the project. 
  
11.1 A project may be defined as a temporary endeavour undertaken to create a unique product or 

service.  In this context, a project will normally, but not always, have the following set of 
characteristics: 

 
Prior to commencing the project 

a) Clear support for the project; support from stakeholders, identified funding source, clear 
objectives, benefits and deliverables that fit with the organisation’s strategy. 

 
Additional project management processes and tools 

b) A Business Case that documents the justification for undertaking the project based on the 
estimated cost of development and implementation against the risks and anticipated 
business benefits and savings to be gained. 

c) A Project Plan that clearly identifies timescales, dependencies and responsibility for each 
task, which takes account of costs and quality. 

d) A Project Initiation Document, which forms the basis of the management of the project and 
assessment of its overall success.  It is a critical document in defining what, why, who, how 
and when.  The organisational structure of the project team/board needs to be clearly set out 
in the PID. 

e) An agreed set of staff and resources that should have an agreed dedicated level of time to 
carry out the tasks. 

f) A prescribed set of benefits and outcomes which can be measured, before and after the 
project, leading to a successful conclusion on time to budget and meeting expectations. 

g) A Risk Log that sets out the risks to the project, with risk owners, that is regularly reviewed 
and updated. 

h) An Issues Log that lists issues that anyone might raise about the project that need to be 
resolved. 

i) Exception reporting when there is a deviation from a plan within the project to alert the 
Project Board to the situation which generates a plan for rectification. 

j) An agreed project methodology sufficient to govern the project in a manner proportionate to 
its scale, complexity and strategic importance, including decision points (formal gateway / 
review points) 

k) The Senior Responsible Owner (SRO) is an executive director. 
 
11.2 All discrete/significant projects or strategic policy decisions within the Trust must be risk 

assessed using the agreed risk assessment process for that project which will have been 
approved by that Project Board and its executive members.  Each Project Manager within the 
Trust must undertake risk assessments of their designated projects at the beginning of the 
project and monitor this at set intervals throughout the project.   

 
11.3 Each project is required to have its own risk register.  The Project Manager will review the risks at 

regular intervals and maintain an active project register of risk.  The Project Board (or equivalent) 
is responsible for the overall management of the project’s risk register, reviewing ‘escalated’ risks 
and agreeing any changes identified by the project team (presented via dashboard / highlight 
reports). 
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Reporting of Project Risks in to the Trust’ Overall Risk Management System 
 
11.4 One overarching risk should be added to the Trust-wide Risk Register which covers the whole 

programme or project using quality, cost and time (assessment definitions correlate to the 
NPSA domains).  By exception any ‘extreme’ or ‘catastrophic’ individual risks to be separately 
reported. 

 
11.5 The ‘assurances’ to be recorded for the project as a whole should relate to achievement of key 

milestones and objectives against each of the three dimensions i.e. cost, time, quality.  E.g. 95% 
of milestones due at this point have been achieved etc. 

 
11.6 Where the Trust is involved in projects which are managed through third parties with contractual 

commitments to utilise a different project methodology, a clear protocol will be established which 
identifies how risks held in the project format or system will be escalated to the Trust’s Risk 
Register. 

 
Transfer of Project Risks to Operational Control 
 
11.7 The Project Team should identify, and the Project Board agree, risks to be transferred from 

project control to operational control, i.e. to be assigned to a specific Directorate Risk Register.  
Risk transfer should be facilitated through liaison between Project Risk Lead and the receiving 
Directorate Risk Lead to ensure all operational risks have been sufficiently identified.  Risk 
control transfer decisions should be supported by the most relevant trustwide risk committee.   
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12. Other relevant policies and guidelines 

 
HS01 Health and Safety Policy 
HS19 Procedure for the Completion of Health & Safety Risk Assessments 
CG01a Incident Reporting Policy 
CG01b Serious Incident Reporting Policy and Procedures 
 
 

13. Monitoring Compliance 

 

13.1 Risk Management Audit 
 

a) The Trust will receive assurance that this Policy is being adhered to in practice through the 
Trust’s six-monthly Risk Management Audit, led by the Compliance Team.   

b) In particular the Audit assesses compliance in: 

 Local risk management practices 

 How all risks are assessed 

 Monitoring of the Trust-wide risk register 

 Reporting arrangements into, and out of, the Trust’s high level risk committees, in 
accordance with their Terms of Reference. 

c) The report will be produced by the Compliance Team, including the development and 
implementation of action plans where shortfalls and non-compliance with this Policy are 
identified.  The final report will be reviewed by the Risk & Compliance Committee, who will be 
responsible for monitoring progress against the action plan and tracking any identified high risk 
areas.   

d) Actions for learning and improvement will be shared as required with the Clinical Risk Committee, 
Health & Safety Committee, Governance & Risk Management Committee, Audit Committee and 
Trust Board.  Actions will be shared with directorates through the Directorate Risk Leads and the 
Directorate Clinical Governance Meetings. 

 

13.2 Risk Awareness Training for Senior Management 
 

a) This two-yearly training for Board and Senior Managers will be monitored by the Compliance 
Team, who will produce a report summarising; 

 Content of training 

 Attendance figures 

 Central records of training kept 

 Follow up of non-attendees 

b) The Compliance Team will develop and implement action plans where shortfalls and non-
compliance with this Policy are identified.  The final report will be reviewed by the Risk & 
Compliance Committee, who will be responsible for monitoring progress against the action plan. 
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Appendix I  Risk Assessment Form 

 
RISK ASSESSMENT FORM 

 
 

Site: ……………………………………………… Department: ……………………………………     Activity: …………………………………..  
 
Risk Assessor: ………………………………….  Date of Assessment: …………..………………   Date of Assessment Review: ……………… 
 
Managers Name:……………………………….. Managers Signature:…………………………………… 
 

E - Employee / P – Patient / V – Visitor / C – Contractor  
 

Hazards Identified 
 

 
Persons at 

Risk 
(Numbers) 

 
Control measures already in place 

 
Grading of 
Risk with 
control 

measures 
in place 

(Severity x 
Likelihood) 

 
Are these 
adequate 

 
YES / NO 

 
What further action is necessary to 

control the risk? 

 
Grading of 
Risk after 

further 
action 

(Severity x 
Likelihood) 

 
To be    
completed 
by (date) 

 
Responsible 
Person 

E P V C 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

           

 



Risk Management Policy 

TITLE: Risk Management Strategy and Policy Ref: XXXX 

Approved on: Review date: Page 30 of 38 

 

Appendix II  Risk Scoring Matrix 

 

Model matrix  
 

Table 1 Consequence scores  

Choose the most appropriate domain for the identified risk from the left hand side of the table Then work 
along the columns in same row to assess the severity of the risk on the scale of 1 to 5 to determine the 
consequence score, which is the number given at the top of the column.  

 
Consequence score (severity levels) and examples of descriptors  

 1  2  3  4  5  

Domains  Negligible  Minor  Moderate  Major  Catastrophic  

Impact on the 
safety of patients, 
staff or public 
(physical / 
psychological 
harm)  

Minimal injury not 
requiring first aid or 
requiring no/minimal 
intervention or 
treatment.  
 
No time off work 

Minor injury or 
illness, first aid 
treatment needed or 
requiring minor 
intervention. 
 
Requiring time off 
work for >3 days  
 
Increase in length of 
hospital stay by 1-3 
days  

Moderate injury  
requiring 
professional 
intervention  
 
Requiring time off 
work for 4-14 days  
 
Increase in length of 
hospital stay by 4-
15 days  
 
RIDDOR / MHRA / 
agency reportable 
incident  
 
An event which 
impacts on a small 
number of patients  
 

Major injury leading 
to long-term 
incapacity/disability 
(loss of limb) 
 
Requiring time off 
work for >14 days  
 
Increase in length of 
hospital stay by >15 
days  
 
Mismanagement of 
patient care with 
long-term effects  

Incident leading  to 
death  
 
Multiple permanent 
injuries or irreversible 
health effects 
 
An event which 
impacts on a large 
number of patients  

Quality / 
complaints / audit / 
patient experience 

Peripheral element 
of treatment or 
service suboptimal  
 
Informal 
complaint/inquiry 
 
Unsatisfactory 
patient experience 
not directly related 
to patient care 

Overall treatment or 
service suboptimal  
 
Formal complaint 
(stage 1)  
 
Local resolution  
 
Single failure to 
meet internal 
standards  
 
Minor implications 
for patient safety if 
unresolved  
 
Reduced 
performance rating 
if unresolved 
 
Unsatisfactory 
patient experience – 
readily resolvable 

Treatment or 
service has 
significantly reduced 
effectiveness  
 
Formal complaint 
(stage 2) complaint  
 
Local resolution 
(with potential to go 
to independent 
review)  
 
Repeated failure to 
meet internal 
standards  
 
Major patient safety 
implications if 
findings are not 
acted on 
 
Mismanagement of 
patient care 
 

Non-compliance 
with national 
standards with 
significant risk to 
patients if 
unresolved  
 
Multiple complaints/ 
independent review  
 
Low performance 
rating  
 
Critical report 
 
Serious 
mismanagement of 
patient care 

Totally unacceptable 
level or quality of 
treatment/service  
 
Gross failure of 
patient safety if 
findings not acted on  
 
Inquest/ombudsman 
inquiry  
 
Gross failure to meet 
national standards 
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Consequence score (severity levels) and examples of descriptors  

 1  2  3  4  5  

Domains  Negligible  Minor  Moderate  Major  Catastrophic  

Human resources/ 
organisational 
development/staffi
ng/ competence  

Short-term low 
staffing level that 
temporarily reduces 
service quality (< 1 
day) and increases 
service cost 

Low staffing level 
that reduces the 
service quality or 
increases cost of 
service provision 

Late delivery of key 
objective/ service 
due to lack of staff  

Unsafe staffing level 
or competence (>1 
day)  

Low staff morale  

Poor staff 
attendance for 
mandatory/key 
training  

Uncertain delivery 
of key 
objective/service 
due to lack of staff  

Unsafe staffing level 
or competence (>5 
days)  

Loss of key staff  

Very low staff 
morale 

No staff attending 
mandatory/ key 
training  

Non-delivery of key 
objective/service due 
to lack of staff  

Ongoing unsafe 
staffing levels or 
competence  

Loss of several key 
staff  

No staff attending 
mandatory training 
/key training on an 
ongoing basis  

Statutory duty/ 
inspections  

No or minimal 
impact or breech of 
guidance/ statutory 
duty 

Minor 
recommendations 

Non-compliance 
with standards 

Breech of statutory 
legislation  

Reduced 
performance rating 
if unresolved  

Single breech in 
statutory duty 

Challenging 
external 
recommendations/ 
improvement notice  

Reduced 
performance rating 

Enforcement action  

Multiple breeches in 
statutory duty  

Multiple challenging 
recommendations 

Improvement 
notices  

Low performance 
rating  

Critical report 

Prosecution  

Multiple breeches in 
statutory duty  

Complete systems 
change required  

Zero performance 
rating  

Severely critical report  

Adverse publicity/ 
reputation  

Rumours  

Potential for public 
concern  

Local media 
coverage - short-
term reduction in 
public confidence  

Elements of public 
expectation not 
being met  

Local media 
coverage - long-
term reduction in 
public confidence  

National media 
coverage with <3 
days service well 
below reasonable 
public expectation  

National media 
coverage with >3 days 
service well below 
reasonable public 
expectation. MP 
concerned (questions 
in the House)  

Total loss of public 
confidence  

Business 
objectives/ 
projects  

Negligible reduction 
in scope or quality 

Insignificant cost 
increase 

Considered interim 
and recoverable 
position 

<5 per cent over 
project budget  

Partial failure to 
meet subsidiary 
Trust objectives 

Minor reduction in 
quality / scope 

5–10 per cent over 
project budget  

Definite escalating 
risk of non-recovery 
of situation 

Definite reduction in 
scope or quality 

Irrecoverable 
schedule slippage 
but will not affect 
key objectives 

Non-compliance 
with national 10–25 
per cent over 
project budget  

Irrecoverable 
schedule slippage 

Key objectives not 
met  

Incident leading >25 
per cent over project 
budget  

Irrecoverable 
schedule slippage that 
will have a critical 
impact on project 
success 

Key objectives not 
met  

Finance including 
claims  

Small loss, risk of 
claim remote 

No or minimal 
impact on cash flow 

Overspend / loss of 
income / claim of 
less than £10,000 

Loss of 0.1–0.25 
per cent of Trust’s 
annual budget  

Readily resolvable 
impact on cash flow 

Overspend / loss of 
income / claim 
between £10,000 - 
£49,999 

Loss of 0.25–0.5 
per cent of Trust’s 
annual budget  

Individual supplier 
put Trust “on hold” 

Overspend / loss of 
income / claim 
between £50,000 
and £99,999 

Uncertain delivery 
of key objective 

Loss of 0.5–1.0 per 
cent of Trust’s 
annual budget  

Major impact on 
cash flow 

Purchasers failing to 
pay on time 

Overspend / loss of 
income / claim 
between £100,000 
and £1 million 

Non-delivery of key 
objective/ Loss of >1 
per cent of Trust’s 
annual budget  

Failure to meet 
specification/ slippage  

Critical impact on 
cash flow 

Loss of contract / 
payment by results  

Overspend / loss of 
income / claim >£1 
million  
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Consequence score (severity levels) and examples of descriptors  

 1  2  3  4  5  

Domains  Negligible  Minor  Moderate  Major  Catastrophic  

Service/business 
interruption 
Environmental 
impact  

Loss/interruption of 
>1 hour  

 

Minimal or no 
impact on the 
environment  

Loss/interruption of 
>8 hours 

  

Minor impact on 
environment  

Loss/interruption of 
>1 day  

 

Moderate impact on 
environment  

Loss/interruption of 
>1 week  

 

Major impact on 
environment  

Permanent loss of 
service or facility  

 

Catastrophic impact 
on environment  

 
 

Likelihood score (L)  

When assessing likelihood, it is important to take into consideration the controls already in place.  The 
likelihood score is a reflection of how likely it is that the adverse consequence described will occur. 
Likelihood can be scored by considering: 

 frequency (how many times will the adverse consequence being assessed actually be realised?) 

 or 

 probability (what is the chance the adverse consequence will occur in a given reference period?). 
 
 
Table 2 Likelihood scores (descriptors of frequency) 

Likelihood score  1  2  3  4  5  

Frequency Rare  Unlikely  Possible  Likely  Almost certain  

broad descriptor  
This will probably 
never happen/recur  

Do not expect it to 
happen/recur but it is 
possible it may do so 

Might happen or 
recur occasionally 

Will probably 
happen/recur but it is 
not a persisting issue 

Will undoubtedly 
happen/recur, 
possibly frequently 

time-framed 
descriptor 

Not expected to 
occur 
for years 

Expected to occur 
at least annually 

Expected to occur at 
least monthly 

Expected to occur at 
least weekly 

Expected to occur 
at least daily 

probability  
Will it happen or not? 

<0.1 per cent 0.1–1 per cent 1–10 per cent 10–50 per cent >50 per cent 

 
 
Table 3 Risk scoring = consequence x likelihood (C x L)  

 Likelihood  

Likelihood score  1  2  3  4  5  

 Rare  Unlikely  Possible  Likely  Almost certain  

5 Catastrophic  5  10  15  20  25  

4 Major  4  8  12  16  20  

3 Moderate  3  6  9  12  15  

2 Minor  2  4  6  8  10  

1 Negligible  1  2  3  4  5  

 
For grading risk, the scores obtained from the risk matrix are assigned grades as follows 

1 - 3 Low risk 

4 - 6 Moderate risk 

8 - 12 High risk  

15 - 25 Extreme risk  
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Instructions for use  

1 Define the risk(s) explicitly in terms of the adverse consequence(s) that might arise from the risk, taking into 
consideration existing controls.  

2 Use table 1 to determine the consequence score(s) (C) for the potential adverse outcome(s) relevant to the risk 

being evaluated.  

3 Use table 2 to determine the likelihood score(s) (L) for those adverse outcomes. If possible, score the likelihood 

by assigning a predicted frequency of occurrence of the adverse outcome.  If this is not possible, assign a 

probability to the adverse outcome occurring within a given time frame, such as the lifetime of a project or a 

patient care episode.  If it is not possible to determine a numerical probability then use the probability 

descriptions to determine the most appropriate score.  

4 Calculate the risk score by multiplying the consequence by the likelihood: C (consequence) x L   (likelihood) = R 

(risk score)  

5 Identify the level at which the risk will be managed in the organisation, assign priorities for remedial action to put 

further control measures in place. 

6 Determine whether risks are to be accepted on the basis of the colour bandings and risk ratings, and the 

organisation’s risk management system.  Include the risk in the organisation risk register at the appropriate 

level.  

7 Re-calculate risk after further control measures have been put in place. 
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Appendix III Generic Risk Register Categories (RiskWeb) 
 

* denotes a mandatory field 

Risk Ref auto populates 

Risk Level drop down pick list: directorate / department, trust-wide, strategic, project 

Date Identified* DD/MM/YYYY 

Current Status drop down pick list: active, accepted, eliminated 

Risk Category* drop down pick list 

Source drop down pick list 

Issue* Brief Description (free format) 

Risk Impact* Describe the consequence and who is affected (free format) 

Risk Assessor Who initially assessed the risk? (linked to Safeguard staff list) 

Risk Co-ordinator (Handler) Directorate risk lead (drop down pick list) 

Risk Manager Person responsible for overseeing updates to this risk entry 
(not the Risk Handler unless it’s for their own area) 
(staff member needs to be registered in underlying database, Safeguard) 

Site   drop down pick list 

Directorate* drop down pick list 

Department drop down pick list 

Specialty drop down pick list 

Locality (MEDICINE) drop down pick list 

Locality (SGCHS) drop down pick list 

Controls: Details   free format - can add several controls against the one risk 

Controls: Gap   free format 

Adequacy of 
controls? 

  Yes / No 

Current Risk Score* Likelihood 1 – 5 
Consequence 1 – 5 
Total 1 – 25 

Action required Free format – can add several actions against the one risk 

Action owner can be added for each action listed 
(staff member needs to be registered in underlying database, Safeguard) 

Target Date can be added for each action listed 

Target Risk Score* Likelihood 1 - 5 
Consequence 1 - 5 
Total 1 - 25 

Review Committee drop down pick list; Specialty group, Dept Gov group etc 

Trust Risk Committee drop down pick list; Clin Risk Cmte, H&S Cmte, Risk & Compliance Cmte, 
Trust Board 

Review Log Numerous reviews can be added to the one risk 

Review Log 
can add numerous 
reviews for each risk 

Date DD/MM/YYYY 
By e.g. committee chair 

(staff member needs to be registered in underlying database, Safeguard) 
Comments free format - comments field to record when the risk is reviewed 
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Appendix IV Risk Identification Tools 
 

Internal Sources 

- eAIMS Reports 
- Complaints/PALS Reports 
- Claims 
- Clinical & Non-Clinical Audit Reports 
- Patient and staff surveys 
- Sickness Absence Records 
- Action Plans for Assurance framework/ Care Quality Commission Standards /CNST 
- Risk Assessments  

 Clinical/COSHH/Manual Handling/Violence & Aggression/Generic  - Health & Safety, etc. 
- Appraisals/Supervision 
- Training needs analysis 
- Environmental audits 
- Feedback from Unions 
- Suggestion Box 
- Grapevine 
- Whistleblowing 
- Exit interviews 
- Organisation’s objectives 
- Business planning 
- Benchmarking 
- Projects 
- Emergency planning/contingency planning 

 

External Sources 

- Care Quality Commission Reports 
- National Surveys 
- NHSLA Risk Management Standards for Acute Trusts 

- Clinical Negligence Scheme for Trusts Maternity Clinical Risk Management Standards 
- Health and Safety Executive 
- National reports & guidance 
- Coroners reports  
- Media & public publications 
- Ombudsman reports 
- Medicines and Healthcare Products Regulatory Agency (MHRA) 
- External audit 
- New legislation 
- Environmental health 
- Police 
- Benchmarking 
- NICE 
- Professional Bodies 
- Department of Health 
- Confidential enquiries 
- New national initiatives 
- Strategic Health Authority 
- External Reviews e.g. Royal Colleges, PEAT 
- NHS Protect 
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Appendix V Excerpt from RiskWeb 
 

 

A protocol to complete a risk register entry in RiskWeb is available from the Risk and Compliance 
Systems Manager, in the Compliance Team. 

 

 

 

Orange shading denotes a mandatory field 
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Appendix VI Excerpt from BR&AR 
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Appendix VII Contacts for Trust-wide Risk Committees’ 
Terms of Reference 

 

 

Audit Committee, Trust Secretary 

 

Governance and Risk Management Committee, Trust Secretary 

 

Clinical Risk Committee, Clinical Risk Manager 

 

Health and Safety Committee, Head of Health and Safety Services 

 

Risk and Compliance Committee, Head of Compliance 

 



 
 

Report to: Trust Board Agenda item:  6.4 

Date of Meeting: 28th February 2013 

 

Report Title: Revised Risk Management Strategy and Policy 

Status: for information discussion assurance approval 

 X  X 

Prepared by: Katherine Grant, Risk and Compliance Systems Manager 
Paul Cresswell, Trust Secretary 

Executive Sponsor 
(presenting): 

Sue Jones, Director of Nursing 

Appendices (list if 
applicable): 

 Appendix A - Summary of changes 

 Appendix B - Consultation Process 

 Appendix C - Francis Report: Litmus test 

 Appendix D - Revised Risk Management Strategy and Policy 

 

Executive Summary:  

The Trust’s Risk Management Strategy and Policy was due for review in November 2012.  
A Risk Management Project group was set up in June 2012 to facilitate this and to take 
account of the findings of two key external reviews.  Both external reviews highlighted 
areas to be strengthened in NBT’s existing risk management processes and structure, as  
summarised below: 

1. Deloitte’s Due Diligence reports in preparation for Foundation Trust status 

 Clear links needed between BAF, IBP, risk registers  

 Demonstrable Board action plans for ‘red’ risks 

 Regular Board review of top risks as well as BAF review 

2. PwC’s assessment against Monitor’s Quality Governance Framework 

 Priority is to enhance directorate understanding and review of risk 

 Frequency / effectiveness of BAF review at Board 

 Revisit role of Clinical Risk Committee in reviewing the management and 
escalation of risk. 

The revised Risk Management Strategy and Policy is attached at Appendix D.  Owing to 
the significantly different format and content of the new policy, which incorporates new 
Trust risk management structures and processes, we have appended a table at Appendix 
A to highlight the key changes between the former and revised risk management policy.  
The former Risk Management Strategy and Policy is available upon request. 
 
To provide assurance on the significant changes (described in Appendix A), between the 
former and revised policy, we have detailed in Appendix B the consultation process that 
culminates with the request for Board approval at this meeting.  Appendix B also details 
the sources used to identify best practice in risk management and to benchmark the 
revised policy against other Trusts’ policies that have achieved the NHS LA Risk 
Management Standards at Level 3. 
 
In light of the recently published report of the Mid Staffordshire NHS Foundation Trust 
Public Inquiry we have performed a litmus test to ensure that the revised Risk 
Management Strategy aligns with the report’s key messages to Trusts.  This appraisal is 
summarised in Appendix C. 
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Implementation of the revised strategy has already commenced, the first change being the 
introduction of the Board Risk & Assurance Register in September 2012. Operational 
Risks are being transferred into the new risk management system (RiskWeb) and the risk 
moderation process is being tested through the Clinical Risk & Health & Safety 
Committees.  
 
To address a recommendation made at February’s GRMC meeting, TMT will receive a 
presentation by one of the clinical directorates to demonstrate how RiskWeb is being 
implemented and how this will support the active management of risks from ‘ward to 
board’. 
 

 

Action Required:  

The Trust Board is requested to:  

 consider the key stages of development of the revised Risk Management Policy 

 approve the revised Risk Management Strategy and Policy 

 

Key Risks: The revised strategy and policy underpins risk 
management within the Trust.  It promotes risk 
assessment and monitoring of actions to mitigate risks 
identified. 
 
Failure to demonstrate effective risk management would 
undermine 

 the Trust’s reputation with a range of stakeholders 
and also the FT application process 

 the Trust’s ability to maintain a safe environment for 
patients and staff and to make informed decisions 

Impact on Patients: The effective management of risk helps to improve the 
safety of patient care. 

Impact on Staff: The effective management of risk helps to improve the 
safety of staff. 

Link to Trust Objectives:  The Trust Risk Register (Risk Web) contributes to the 
BR&AR, which is specifically mapped against all of the 
Trust’s Big 5 objectives. 

Care Quality Commission 
outcomes: 

Effective risk management includes identifying and 
managing risks to all CQC outcomes. 

NHS Constitution: Effective risk management includes identifying and 
managing risks of non-compliance with the NHS 
Constitution. 

Financial Issues: Effective risk management includes identifying and 
managing financial risks 

Legal/regulatory Issues: The Trust Risk Strategy and associated risk 
management systems underpin Board statement nos. 7, 
8, 9 and 10 within the Single Operating Model. 

Equality Issues considered: Not considered at this stage. 



 6.4 –APPENDIX A 

A Summary of the Key Changes 

Between the former and revised Risk Management Strategy and Policy 
 

What’s new? 

 

Page references 
refer to new policy 
(App D) 

Format 

Use of tables and flowcharts to explain the process (throughout) 

Strategy Statement condensed to one page (p.3) 

A one-page Executive Summary (p.6) 

Table of contents (p.4) 

List of abbreviations (p.7) 

Detail on how the new risk management electronic system, RiskWeb 
looks (Appx III & Appx V) 

Content 

Inter-relationships between the different risk definitions (p.8) 

Clarifying the process for managing inter-directorate / trustwide risks 
(p.21) 

The Risk Moderation process (p.22) 

Section on Project Risks (p.25) 

Directorate Risk Lead role identified and described (p.12, 15, 20) 

More practical detail on how to manage risk at directorate level (section 
8) 

Example of accurately scoring a risk (p.18) 

Risk Assessment Form (Appx I) 

Risk identification tools (Appx IV) 

Excerpt of BR&AR (Appx VI) 

What has been 
refreshed? 

Page references 
refer to former policy 
(not appended, but 
available on request 
or from Intranet 
Policies page) 

Content 

The narrative from the strategy statement and aims (p.3), policy 
statement (p.5) and the principles (p.6) has been streamlined to reduce 
repetitive phrases and transferred to the Strategy Statement and 
Executive Summary. 

Risk Management Structures (p.8) have been clarified through 
diagrammatic representation and updated to reflect existing committees. 

Roles and responsibilities (p.6 & 7), have been reformatted and 
streamlined to reduce repetition and supplemented with more detailed 
responsibilities as stated in the H&S Policy HS01 to reflect the legal 
requirements of the H&SAW Act. Scoring matrix, adopting the NPSA risk 
matrix (p.17 and Appx II), most notably the thresholds for what is classed 
as low and high risks and introducing four levels of risk compared with 
three previously. 

Sections 8 to 12 that relate to risk identification, grading, controlling risk, 
escalation, review, completing a risk register.  This has been replaced 
with the life of a risk diagrams and explanations. 

Delegated Responsibilities for Risk Management Areas (App 1) as this is 
included in overall roles and responsibilities. 

Organisational Structure for Managing Risk (App 2) has been updated to 
reflect existing committee structures and their roles. 
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What has been 
removed? 

Page references 
refer to former policy 
(not appended, but 
available on request 
or from Intranet 
Policies page) 

Risk Management Processes (p.8) this detail repeats the messages 
already stated in the strategy and executive summary. 

Some sections are covered in greater detail by other trust policies and 
have been removed in their entirety to avoid unnecessary duplication and 
confusion for staff, these include: 

 Incident reporting (p.11) 

 Contingency and emergency preparedness plans (p.11) 

 Learning lessons (p.12) 

 Education and training, the vast majority of (p.12) 

 Staffing competencies (p.17) 

 Consent (p.14) 

 Health records (p.14) 

 Clinical Care provision (p.14) 

 Health & Safety Risk (p.14) 

 Employment Issues (p.15) 

 Environmental / Infrastructure Risk Issues (p.16 

 Financial Risks (p.16) 

 Information Management and Technology Risks (p.16) 

 NHS LA RMS and CNST 
 
Appendices 3 and 4 

 NHS Litigation Authority Risk Management Standards summary 

 NHS LA Risk Management Standards for Maternity Services 
(CNST) summary 

 

 
 



 
6.4 –APPENDIX B 

Consultation process prior to Trust Board approval 
 

Initial approval of the new risk management process and the central components which we 
termed ‘life of a risk’ was gained at Clinical Risk Committee, Health and Safety Committee 
and GRMC.  Clarification was obtained on risk definitions and staff responsibilities. 

Further support was gained for the proposed process through presentations to: 

General Managers Facilities MOVE Project Team 
HR Managers Medicine South Glos CHS 
Women’s and Children’s Renal PMO 

 

The draft policy was distributed for further review to: 

 Acting Director of Projects 

 NHS LA Co-ordinator 

 Head of Health and Safety Services 

 Estates Maintenance Services 

 PMO office 

 MOVE team 

 Head of Financial Accounts 

 Emergency Preparedness / Resilience Manager 

 External Auditor 
 
Committee Approval gained (subject to minor amendments): 

6 Dec 2012 Health and Safety Committee 
7 Dec 2012 Clinical Risk Committee 
7 Feb 2013 Governance and Risk Management Committee 
   

Benchmarking sources 

Cornwall and the Isles of Scilly, Risk Management Strategy  
Community Health Services Plymouth Hospitals NHS Trust, Risk Management Policy & 
Procedures  
Plymouth Community Healthcare CIC, Risk Management Strategy  
Royal United Hospital Bath NHS Trust, Strategic Framework for Risk Management  
South London and Maudsley NHS FT, Risk Management and Assurance Strategy  
Taunton & Somerset NHS FT, Governance Policy  
University Hospital Southampton NHS FT, Risk Management Policy and Procedures 

Department of Health, Annual Governance Statement guidance  
Department of Health, Best Practice in Managing Risk, June 2007  
HM Government, The Management of Health and Safety at Work Regulations, 1999  
HM Treasury, Audit Committee Handbook, March 2007  
Institute of Risk Management Guidance, various  
Monitor, NHS Foundation Trust Code of Governance, March 2010  
Monitor, Compliance Framework 2012/13, March 2012  
NAO, Good Practice, Managing Risks in Government, January 2011  
NHS Direct, Risk Assessment Policy, February 2008  
NHSLA, Risk Management Standards 2012/13 for Acute Trusts, January 2012  
NPSA, Healthcare Risk Assessment Made Easy, March 2007  
NPSA, Risk Matrix for Risk Managers, January 2008  
PWC, A practical guide to risk assessment, December 2008 



 
6.4 - APPENDIX C 

Francis Report, the litmus test 
 

From our review of the recommendations reported in the Mid Staffordshire NHS 
Foundation Trust Public Inquiry, in relation to the revised Risk Management Strategy and 
Policy, we have highlighted the following features of the proposed risk management 
structures and processes that support the key themes from the Francis report. 

 

 Transparency  

- All the Trust’s risks are recorded in one place, Risk Web 
- Risk Web is accessible to all Risk Leads and management teams throughout the Trust 
- All Risk Web users are able to view ALL the Trust’s risks 
- Risk Web can be used at risk and governance meetings throughout the hierarchy to 

review risks 
- Risk Web incorporates an audit trial to evidence reviews of risks registered 

 Disengagement from managerial and leadership responsibilities  

- Responsibilities related to risk management are clearly defined 
- New system ensures that Directorates own their risks 
- Risk review frequencies and committees are defined 
- High-level risks are presented at executive level 
- Trustwide risk committees feedback to Directorate Governance Groups on risks 

identified 

 Challenging the information reported 

- Trustwide Risk Committees moderate all registered risks that meet escalation criteria 
- Trustwide Risk Committees escalate moderated risks to the executive-level 

Governance and Risk Management Committee 
- Escalation via moderation ensures consistency and quality in the risks reported for 

Executive and Trust Board review 

 Patient Safety  

- Adoption of the NPSA’s (National Patient Safety Agency) risk scoring matrix 
- Consistency in the risk scores applied to ensure effective prioritisation of key risks 
- The policy promotes performing risk assessments regardless of whether they require 

a subsequent risk register entry 

 
The positive feedback, following the extensive consultation and review process, concluded 
that the content underpins the Trust’s activities and that the new format and easy-to-read 
content will improve its accessibility to staff and support Risk Practitioners throughout the 
Trust to easily apply its principles to all areas of risk management. 

The policy will be formally reviewed every two years as a minimum and any fundamental 
changes required in the interim will be made.  However, the revised style and content 
(focusing on roles and responsibilities) and the substitution of overly-prescriptive narrative 
with diagrams to illustrate key risk management processes and structures, should ensure 
that the policy remains contemporary and relevant following the publication of any new 
risk-related guidelines or directives in the future.   

 
In summary, and with the approval of the Director of Nursing, the revised Risk 
Management Strategy and Policy in our opinion passes the litmus test. 
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DELEGATED MATTER  AUTHORITY DELEGATED TO REFERENCE DOCUMENT 

   

1   Management of Budgets, Responsibility of 

Keeping Expenditure within Budget  

 Standing Financial Instructions section 12. 

    

1a  Budget responsibility levels   

   

  at individual cost centre level Budget manager or nominated deputy  

   

  at department level Departmental Manager or nominated deputy  

   

  directorate level Clinical Director/some or all of the Directorate Management Team as 

authorised by the Clinical Director.  The Directorate Management 

Team may consist of:  

a. General Manager 

b. Assistant general manager 

c. Head of Nursing 

 

 

  at corporate director level Corporate Director  

   

1b Approval of virements   

A virement is described as a transfer of budget between 

budget lines whether within or between departments.  All 

virements require consultation with and the approval of the 

Performance Accountant or nominated deputy. 

  

  Between pay budget lines within a 

department: 

 

Virement not to exceed overall department pay 

budget value 

Budget manager with one of the following: 

 

Head of Nursing/modern matron 

General or Manager or Assistant 

Departmental head 

 

 

 

  Between  non pay budget lines within a 

department: 

 

Virement not to exceed overall department pay 

budget value 

 

Budget manager   
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  Between Directorate/Department 

 

Up to £5,000 

 

Over £5,000 

 

Virements must be supported by appropriate 

paperwork maintained by the Finance department 

  

 

Budget manager for both Departments/Directorates 

 

Budget manager and General Manager or appropriate Deputy of both 

Departments/Directorates 

 

  

 

    

1c All variations from reserves 

 

Virements must be supported by appropriate 

paperwork maintained by the Finance department 

 

 

 

Director of Finance & Commercial Development or nominated Deputy 
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 DELEGATED MATTER AUTHORITY DELEGATED TO REFERENCE DOCUMENT 

2.   Maintenance and Operation of Bank Accounts Shared Business Services (SBS)  Standing Financial Instructions section 14 

    

2.i  Approved cheque signatories SBS   

    

2.ii  Approval requirements  

 

  

  For all payments SBS following confirmation of availability of cash required by Head of 

Financial Accounts/ Financial Services Accountant 

 

   

2.iii  Approved bank transfer signatories (e.g. 

CHAPS) 

SBS  

   

2.iv   Variations to approved signatories SBS  
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DELEGATED MATTER AUTHORITY DELEGATED TO REFERENCE DOCUMENT 

3 Non-pay revenue and capital 

expenditure\requisitioning\ordering\payment of 

goods and services. 

 Standing Financial Instructions section 19 

Financial thresholds in this section mirror the 

procurement limits and as such include VAT and/or 

delivery charges.  Where there is an order/contract  for 

more than one financial year, the total cost must be 

included not just the 12 months element.   

  

3a  All Orders    

  up to £5,000 Requisitioner as specifically designated by budget manager  

  £5,000 to £10,000 Budget manager or authorised deputy  

  £10,000 to £100,000 General Manager/ relevant Corporate Director or authorised deputy   

  £100,000 to £500,000 Director of Finance & Commercial Development  

  £500,000 to £1m Chief Executive  

  Over £1m Trust Board approval  

3b (i)   Capital Expenditure   

 Subject to the above tendering and quotation 

limits.  In addition the following will apply. 

  

  Under £100,000 a statement of case must be 

prepared to justify the expenditure, plus 

value for money, and identify revenue 

consequences.  

Approved by Capital Planning & Monitoring Group (CPMG)  

  £100,000 to £500,000 – A detailed business 

case prepared. 

Approved by CPMG  

  Over £500,000 – A detailed business case 

prepared. 

Approved by Trust Board  

3b(ii)  Capital Expenditure – variations to approved 

sum. 

 Up to £100,000    

 Over £100,000   

 

 

CPMG 

Trust Board 

 

3c Approving expenditure greater than 

tendered or quoted price  

  

  by the lesser of 10% or £100 Creditor Payments staff at the SBS  

  Up to £5,000 Budget Manager or nominated deputy  

  £5,000 to £25,000 General Manager/Clinical Director  

  Over £25,000 Director of Finance & Commercial Development  
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3d Application with Ledger Software In order to allow certain transactions to progress smoothly through the 

system, the following adaptations to section 3a are proposed for the 

following reasons.  Use of these limits will be reviewed on a monthly 

basis.    

 

3d (i) Adaptations for approvals given outside 

oracle 

The cases below relate to ledger feeder systems where the systems 

themselves have controls and limits consistent with the scheme of 

delegation but the transactions are grouped for interface into oracle.  

This grouping (for example 1 week of pharmacy invoices) means that 

the oracle limits need to be set at a higher level. 

 

  Director of Purchasing of Supply Limit of £500K as NHS Supply chain invoices average £250-300K per 

week. 

 

  Director of Pharmacy Limit of £500K as pharmacy consolidated invoices average £250-300K 

per week 

 

  Combined box for various capital 

expenditure 

Limit of £500K for where authorisation given in oracle in line with 

orders placed using separate Estates process 

 

  Combined box for various estates 

expenditure 

Limit of £100K for where authorisation given in oracle in line with 

orders placed using separate Estates process 

 

    

3d (ii) Adaptations to aid administration These cases are where it is often necessary for someone to have a 

higher oracle limit to enable them to process invoices which have been 

approved e.g. by the Trust Board.  

 

  Director of Finance & Commercial 

Development 

Limit of £10M to exercise on behalf of Board or CEO, or where 

approval already given e.g. PFI contract payments 

 

  Deputy Director of Finance Limit of £1M to support Director of Finance & Commercial 

Development 

 

  Financial Controller Limit of £1M to support Director of Finance & Commercial 

Development 

 

  Head of Purchasing Systems and 

Performance 

Limit of £1M for exceptional use when required to make urgent 

payments to suppliers 

 

  Head of Financial Accounts Limit of £1M for exceptional use when required to make urgent 

payments to suppliers 

 

  Financial Performance Manager 

Capital, Facilities, IM&T 

Limit of £1M for exceptional use when required to make urgent 

payments to suppliers (capital only) 

 

  Head of Management Accounts Limit of £500K to support Director of Finance & Commercial 

Development 
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4  Capital Schemes   

  Standing Financial Instructions Sections 16 and 22 

4a Selection of architects, quantity surveyors, 

consultant engineers and other professional 

advisors within European Union regulations. 

Head of Estate Capital Services  

   

4b  Financial Monitoring and reporting on all 

capital scheme expenditure 

Director of Finance & Commercial Development or nominated deputy  

   

4c Granting and termination of leases with annual 

rent of less than £100,000 

Director of  Facilities and Director of Finance & Commercial 

Development 

 

   

4d  Granting and terminating of leases with annual 

rent of more than £100,000 

Chief Executive and Director of Finance & Commercial Development 

and Director of Facilities 
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5   Quotation, Tendering and Contract Procedures  Standing Financial Instruction Section 19 

All thresholds in this section include VAT    

   

 Supplies and Services   

  Up to £5,000 – no formal requirements, 

best value to be demonstrated 

Requisitioner  

    

  £5,000 to £10,000 – no formal requirement 

– best value to be demonstrated 

Budget manager   

    

  £10,000 to £50,000 – Minimum 3  

quotations 

General Manager/Corporate Director  

    

  £50,000 to £100,000 –  Minimum 3 sealed 

bid tenders 

General Manager/Corporate Director  

    

  £100,000 to £500,000 – Minimum 3 sealed 

bid tenders  

General Manager/Corporate Director  and Director of Finance & 

Commercial Development 

 

    

  £500,000 - £1,000,000 General Manager and Director of Finance & Commercial Development 

and Chief Executive and needs to be reported to the Trust Board 

 

  Over £1,000,000 Trust Board approval.  

5.1 Wavering or variations of tendering or 

quotation requirements 

  

  Up to £10,000 No formal requirement – best value to be demonstrated  

    

  £10,000 to £50,000 Director of Purchasing & Supply  

    

  £50,000 to EU threshold Director of Purchasing & Supply and Director of Finance & 

Commercial Development 

 

  Above EU threshold Single tender action is prohibited  

 There is a different EU Thresholds for Works as 

opposed to Supplies and Services. 

  

 All such waivers will be reported to the Audit 

Committee 
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6 Setting of Fees and Charges  Standing Financial Instructions section 15 

    

6a Private Patients, overseas visitors, income 

generation and other patient related services 

Director of Finance & Commercial Development or nominated deputy  

    

6b Service Agreements   

  Under £1m Director of Finance & Commercial Development or nominated deputy 

in consultation with the Director of Operations 

 

  Over £1m Chief Executive and Director of Finance & Commercial Development 

in consultation with the Director of Operations 
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7 Engagement of Staff Not on the Establishment   

    

7a  Non Medical Consultancy Staff  Standing Financial Instructions section 18 

   

  Where the aggregate commitment is up to 

£100,000 

General Manager or relevant Corporate Director – in line with 

tendering procedures 

 

  £100,000 to £500,000 Director of Finance & Commercial Development  

  Over £500,000 Chief Executive   

   

7b  Engagement of Trust Solicitors For specific HR related issues – HR advisors in conjunction with the 

Assistant Director of HR 

 

For property issues – Director of Facilities 

 

All other matters – Director of Finance & Commercial Development or 

Chief Executive 

 

   

7c    

 

 

 

 

 

Booking of Bank\Locum\Agency Staff 

 

 Nursing 

 

 

 Clerical/support services 

 

 

 

 Medical 

 

 

Budget manager or nominated deputy  

 

 

 Budget manager or nominated deputy 

 

 

 

Clinical Director/some or all of the Directorate Management Team as 

authorised by the Clinical Director. Directorate Management Team 

may consist of: 

a. General manager 

b. Assistant General manager 

c. Head of Nursing 
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8  Expenditure of Charitable Funds  Standing Financial Instruction Section 27 

   

 All thresholds in this section exclude VAT   

    

  Individual items up to £10,000 Designated fund signatory(s) subject to the agreement of the Charitable 

Funds Accountant that there is enough money in the fund and the 

proposed expenditure meets the terms of the fund. 

 

  Individual items over £10,000  Designated fund signatory(s) and a member of Charitable Funds 

Committee subject to the agreement of the Charitable Funds 

Accountant that there is enough money in the fund and the proposed 

expenditure meets the terms of the fund. 

 

  Individual items over £50,000  Designated fund signatory(s), a member of Charitable Funds 

Committee, and the approval of the Charitable Funds Committee, 

subject to the agreement of the Charitable Funds Accountant that there 

is enough money in the fund and the proposed expenditure meets the 

terms of the fund. 

 

 All expenditure on a single item or transaction 

costing more than £10,000 will be reported to the 

Charitable Funds Committee 
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9  Agreements\Licences   

   

9a  Preparation and signature of all tenancy 

agreements\licences for all staff subject to Trust 

policy on accommodation 

Director of Facilities or nominated deputy  

  form of tenancy agreements Director of Facilities or nominated deputy  

  signature of individual tenancy agreements Residences Manager  

    

9b   Extensions to existing agreements Residences Manager  

   

9c Letting of premises to outside organisations Director of Facilities or nominated deputy  

   

9d   Approval of Rent based on professional 

assessment 

Director of Finance & Commercial Development  
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10 Condemning & Disposal   

  Standing Financial Instructions Section 24. 

10a Items obsolete, redundant, irreparable or cannot 

be repaired cost effectively. 

  

   

  with a current or estimated purchase price 

up to £1,000. 

Budget manager or nominated deputy  

 

 

  with a current purchase price of £1,000 - 

£5,000 

General Manager or nominated deputy  

  with a current purchase price over £5,000. Director of Finance & Commercial Development  

   

10b  Disposal of x-ray films  Radiology Departmental Manager\Clinical Director  

   

10c  Disposal of mechanical engineering plant. Head of Estate Maintenance  
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11   Losses, write off and compensation payments.  

These will be reported to the Audit and 

Corporate Governance Committee on a regular 

basis. 

 Standing Financial Instructions Section 24 

   

11a   

 

All losses in any of the categories below up to 

£7,500 (subject to reporting the loss) 

 

All losses over £7,500 up to £50,000 

 

All losses over £50,000 

Financial Controller 

 

 

Director of Finance & Commercial Development or Chief Executive 

 

Audit Committee 

 

    

11b Losses of cash due to theft, fraud, overpayment 

of salaries  and others. 

See 11a  

   

11c Fruitless payments including abandoned capital 

schemes. 

See 11a  

   

11d Bad Debts and Claims Abandoned.  Private 

Patients, Overseas Visitors and Others 

See 11a  

   

11e  Damage to buildings, fittings, furniture and 

equipment and property in stores and in use due 

to culpable cause (fraud, theft, arson). 

See 11a  

   

11f Compensation (no limit) payments made under 

legal obligation. 

See 11a  

   

11g Extra contractual payments to contractors up to 

£50,000 

See 11a  

   

11h Ex-gratia payments patients and staff for loss of 

personal effects 

See 11a  

   

11j   For personal injury claims involving negligence 

where legal advice has been obtained and 

guidance applied 

See 11a  
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11k  Other, except cases of, maladministration where 

there was no financial loss by the claimant. 

See 11a  

   

11l  Cancellation of NHS debts 

 

 Up to £5,000 

 Over £5,000 

 

 

Financial Controller in consultation with the invoice raiser 

Director of Finance & Commercial Development or nominated deputy 
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12   Reporting of Incidents to the Police  Standing Financial Instructions Section 11 and 24 

   

  general Appropriate departmental manager – need to inform General Manager 

or relevant Corporate Director as soon as possible.  Also inform Local 

Security Management Specialist  

 

   

  where a fraud is involved Director of Finance & Commercial Development or Local Counter 

Fraud Specialist 

Counter Fraud Procedures 
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13  Petty Cash Disbursements    

  Standing Financial Instructions Section 15 

  expenditure up to £250 per item Budget manager or nominated deputy  

   

  expenditure over £250 per item Prohibited – refer the matter to Finance to process a Faster Payment 

BACs Payment 

 

   

   

14  Receiving hospitality for individual and 

collective hospitality receipt items in excess of 

£25.00 per item received 

Receiving member of staff required to declare hospitality has been 

received. 

Standards of Business Conduct 

   

15  Implementation of internal and external audit               

recommendations. 

General Managers and Corporate Directors    

   

16   Maintenance and update of Trust’s financial 

procedures 

Director of Finance & Commercial Development Standing Financial Instructions Section 10 

   

17 Investment of funds including charitable funds Director of Finance & Commercial Development Standing Financial Instructions Section 26. 
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18  Personnel and Pay    Standing Financial Instructions Section 18 and 

Personnel Policies and Procedures 

   

18a Authority to fill funded post on the 

establishment with permanent staff 

Budget manager or nominated deputy (subject to any vacancy review 

policy in place) 

 

18b  Authority to appoint staff to post not on the 

formal establishment 

 

Chief Executive with Director of Organisation, People and 

Performance and Director of Finance & Commercial Development 

 

   

18c  The granting of additional increments to staff Within Agenda for Change terms & conditions - HR advisors 

 

Beyond Agenda for Change terms & conditions – Director of HR or 

nominated deputy 

 

   

18d Upgrading and re-grading Relevant Corporate Director with Director of Organisation, People 

and Performance 

 

   

18e  Establishments   

  additional staff to the agreed 

establishment within specifically 

allocated finance 

Relevant Corporate Director or General Manager with appropriate 

HR advice 

 

   

  additional staff to the agreed 

establishment without specifically 

allocated finance  

Chief Executive and Director of Organisation, People and 

Performance & Director of Finance & Commercial Development 

 

   

18f  Pay   

   

18f  (i)  Authority to complete standing data forms 

effecting pay, new starters, variations and 

leavers 

Budget manager or nominated deputy  

   

18f (ii)  Authority to complete and authorise positive 

reporting forms  

Budget manager or nominated deputy 
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18f (iii)  Authority to authorise overtime Budget manager or nominated deputy 

 

 

    

18f (iv) Authority to authorise travel and subsistence 

expenses 

Budget manager or nominated deputy  

   

18f (v)  Approval of performance related pay Remuneration Committee  

   

18g Leave   

   

18g (i)   Approval of annual leave Line manager  

   

18g (ii)  Annual leave carried forward  up to Agenda 

for Change agreed limit 

Line manager Conditions of  Service 

   

18g (iii)  Annual leave carried forward in excess of  

Agenda for Change agreed limit  

General Manager or Corporate Director Conditions of Service 

   

18g (iv)   Any special leave Line manager, in accordance with agreed HR policies Conditions of Service 

   

18g (v)  Medical staff leave of absence Clinical Director\Medical Director  

   

18g (vi)  Time off in lieu Line Manager  

    

18f (vii)  Maternity leave paid and unpaid Line Manager but seek guidance from Human Resource Department  

   

18h  Sick Leave Line Manager  

   

18h(i)  Extension of sick leave after half pay 

completed 

Director of Organisation, People and Performance.  

   

18h(i) Return to work part time on full pay to assist 

recovery 

General Manager or Corporate Director  in conjunction with Director 

of Organisation, People and Performance 

 

   

18h(ii)  Extension of sick leave on full pay Director of Organisation, People and Performance.  
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18i Grievance Procedure\appeals board Director of Organisation, People and Performance Trust Grievance Procedure 

   

18j Authorised Car Users   

   

  requests for new post to be authorised as 

car users 

General Manager or Corporate Director  

   

  authorised car users – request for extension General Manager or Corporate Director   

   

18k Authorised mobile phone users - requests for 

new phones to be authorised within Trust policy 

General Manager or Corporate Director  

   

18l A renewal of fixed term contracts Budget manager or nominated deputy  

   

18m Staff retirement policy extension of contract 

beyond normal retirement age in exceptional 

circumstances 

General Manager Trust Staff Retirement Policy 

   

18n Redundancy If payment is up to the value of the annual salary – Human Resources 

Director 

 

If payment is beyond annual salary – Human Resources Director and 

Director of Finance & Commercial Development 

 

   

18o Dismissal General Manager or Corporate Director Trust Disciplinary Procedures 

   

18p Removal Expenses This has been removed for all staff, with the exception of those Junior 

Medical Staff appointed with Deanery Removal Expenses conditions 
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19 Authorisation of new drugs or significant change 

of use of existing drugs 

Drugs & Therapeutics Committee  - see specific guidelines and terms 

of reference of this committee 

 

   

20 Authorisation of sponsorship deals    

   

  up to £15,000 General Manager    

  £15,000 to £50,000 Director of Finance & Commercial Development  

  over £50,000 Chief Executive  

   

21 Authorisation of research projects Director of Organisation, People and Performance  

   

22 Authorisation of clinical trials Director of Organisation, People and Performance  

   

23   Insurance Policies and Risk Management Director of Finance & Commercial Development Standing Financial Instructions Section 30. 

   

24  Patients & Relatives Complaints   

   

Overall responsibility for ensuring that all complaints are 

dealt with effectively 

Director of Nursing  

   

  Responsibility for ensuring complaints 

relating to a directorate are investigated 

thoroughly 

Complaints Department  

   

  Legal Complaints - Co-ordination of their 

management 

Solicitor & Claims Manager  

   

25  Relationship with Press Press Office who report to the Director of Strategic Development  

   

26  Infection Diseases Outbreaks Head of Infection Control  

   

28b  All Proposed Changes in bed allocation Director of Operations  

   

28c  SLA monitoring and reporting Director of Finance & Commercial Development or nominated 

deputy in conjunction with the Director of Operations and relevant 

Corporate Directors 

Standing Financial Instructions Section 17. 
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28d  SLA management Director of Finance & Commercial Development or nominated 

deputy in conjunction with the Director of Operations and relevant 

Corporate Directors  

Standing Financial Instructions Section 17. 

   

29  Review of Fire Precautions Nominated Fire Officer  

    

30  Review of All Statutory compliance legislation 

and Health and Safety requirements including 

control of substances hazardous to health 

regulations 

Head of Estate Maintenance/ Principal Safety Advisor  

   

32  Review of Compliance with environmental 

regulations for example those relating to clean 

air and waste disposal 

Head of Estate Maintenance/ Head of Hotel Services  

   

33 Review of Trusts Compliance with Data 

Protection Act 

Head of IT  

   

34  Monitor Proposals for Contractual 

Arrangements between the Trust and Outside 

Bodies. 

Director of Finance & Commercial Development  

   

35  Review the Trusts Compliance with the access to 

Records Act 

Head of IT  

   

36  Review of the Trusts Compliance Code of 

Practice for handling confidential information in 

the contracting environment. 

Director of Nursing  

   

37  The Keeping of a Declaration of Interests 

Register 

Chief Executive Standing Orders Section 6 and Standing Financial 

instructions section 28 

   

38 Allocation of sealing in accordance with standing 

orders 

Chief Executive Standing Orders Section 12 

   

39  The Keeping of a Register of Sealing Chief Executive Standing Orders Section 12 
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40 The Keeping of the Hospitality Register For Corporate Directorates – Corporate Services Manager 

All other Directorates – held by General Manager/Clinical director 

Hospitality Procedures 

 

41 Retention of Records Relevant Corporate Directors Standing Financial Instructions Section 29. 

   

42 Clinical Audit Director of Nursing  
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SECTION A 

 
1.  INTERPRETATION AND DEFINITIONS FOR STANDING 

FINANCIAL INSTRUCTIONS 

 

1.1 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 they 
should be advised by the Chief Executive or Secretary to the Board). 

 

1.2 Any expression to which a meaning is given in  the National Health Service Act 
1977, National Health Service and Community Care Act 1990 and other Acts 
relating to the National Health Service or in the Financial Regulations made under 
the Acts shall have the same meaning in these Standing Orders and Standing 
Financial Instructions and in addition: 

 
1.2.1  "Accountable Officer" means the NHS Officer responsible and accountable for 

funds entrusted to the Trust.  The officer shall be responsible for ensuring the 
proper stewardship of public funds and assets.  For this Trust it shall be the Chief 
Executive. 

 
1.2.2 "Trust" means the North Bristol NHS Trust. 
 
1.2.3 "Board" means the Chairman, officer and non-officer members of the Trust 

collectively as a body. 
 
1.2.4 "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. 

 
1.2.5 “Budget manager” means the director or employee with delegated authority to 

manage finances (Income and Expenditure) for a specific area of the organisation. 
 
1.2.6 "Chairman of the Board (or Trust)" is the person appointed by the Secretary of 

State for Health to lead the Board and to ensure that it successfully discharges its 
overall responsibility for the Trust as a whole. The expression “the Chairman of the 
Trust” shall be deemed to include the Vice-Chairman of the Trust if the Chairman 
is absent from the meeting or is otherwise unavailable.  

 
1.2.7 "Chief Executive" means the chief officer of the Trust. 
 
1.2.8 “Quality Committee" means a committee whose functions are concerned with 

the arrangements for the purpose of monitoring and improving the quality of 
healthcare for which the North Bristol NHS Trust has responsibility. 

 
1.2.9 "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. 

 
1.2.10 "Committee" means a committee or sub-committee created and appointed by the 

Trust. 
 
1.2.11 "Committee members" means persons formally appointed by the Board to sit on 

or to chair specific committees. 
 
1.2.12 "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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1.2.13 "Director of Finance & Commercial Development" means the Chief Financial Officer 
of the Trust.  
 
1.2.14 “Funds held on trust” shall mean those funds which the Trust holds on date of 

incorporation, receives on distribution by statutory instrument or chooses 
subsequently to accept under powers derived under S.90 of the NHS Act 1977, as 
amended. Such funds may or may not be charitable.  

 
1.2.15 "Member" means officer or non-officer member of the Board as the context 

permits.  Member in relation to the Board does not include its Chairman.  
 
1.2.16 “Associate Member” means a person appointed to perform specific statutory and 
 non-statutory duties which have been delegated by the Trust Board for them to 
 perform and these duties have been recorded in an appropriate Trust Board minute 
 or other suitable record.  
 
1.2.17 "Membership, Procedure and Administration Arrangements Regulations" 
 means NHS Membership and Procedure Regulations (SI 1990/2024) and 
 subsequent amendments. 
 
1.2.18 "Nominated officer" means an officer charged with the responsibility for 

discharging specific tasks within Standing Orders and Standing Financial 
Instructions. 

 
1.2.19 "Non-officer member" means a member of the Trust who is not an officer of the 

Trust and is not to be treated as an officer by virtue of regulation 1(3) of the 
Membership, Procedure and Administration Arrangements Regulations. 

 
1.2.20 "Officer" means employee of the Trust or any other person holding a paid 

appointment or office with the Trust.  
 
1.2.21 "Officer member" means a member of the Trust who is either an officer of the Trust 

or is to be treated as an officer by virtue of regulation 1(3) (i.e. the Chairman of the 
Trust or any person nominated by such a Committee for appointment as a Trust 
member).    

 
1.2.22 "Secretary" means a person appointed to act independently of the Board to 

provide advice on corporate governance issues to the Board and the Chairman and 
monitor the Trust’s compliance with the law, Standing Orders, and Department of 
Health guidance.  

 
1.2.23  "SFIs" means Standing Financial Instructions. 
 
1.2.24  “Shared Business Service” (SBS) means the organisation that is designated by 

the Trust to carry out financial processes and other processes of the Trust. 
 
1.2.25  "SOs" means Standing Orders.  
 
1.2.25  "Vice-Chairman" means the non-officer member appointed by the Board to take on 

the Chairman’s duties if the Chairman is absent for any reason. 
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SECTION D - STANDING FINANCIAL INSTRUCTIONS 

10. INTRODUCTION 
 
10.1 General 
 
10.1.1 These Standing Financial Instructions (SFIs) are issued in accordance with the 

Trust (Functions) Directions 2000 issued by the Secretary of State which require 
that each Trust shall agree 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.  They shall have effect as if incorporated in the Standing 
Orders (SOs).  

 
10.1.2 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 with 
Government policy in order to achieve probity, accuracy, economy, efficiency and 
effectiveness.  They should be used in conjunction with the Schedule of Decisions 
Reserved to the Board and the Scheme of Delegation adopted by the Trust. 

 
10.1.3 These Standing Financial Instructions identify the financial responsibilities which 

apply to everyone working for the Trust and its constituent organisations including 
Trading Units and the Shared Business Service.  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 & Commercial Development. 

 
10.1.4 Should any difficulties arise regarding the interpretation or application of any of the 

Standing Financial Instructions then the advice of the Director of Finance & 
Commercial Development 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. 

 
10.1.5 The failure to comply with Standing Financial Instructions and Standing 

Orders can in certain circumstances be regarded as a disciplinary matter that 
could result in dismissal. 

 
10.1.6 Overriding Standing Financial Instructions – If for any reason these Standing 

Financial Instructions are not complied with, full details of the non-compliance and 
any justification for non-compliance and the circumstances around the non-
compliance shall be reported to the next formal meeting of the Audit Committee for 
referring action or ratification.  All members of the Board and staff have a duty to 
disclose any non-compliance with these Standing Financial Instructions to the 
Director of Finance & Commercial Development as soon as possible. 

 
10.2 Responsibilities and delegation 
 
10.2.1 The Trust Board – The trust 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 directors and employees as 

indicated in the scheme of delegation document; and 
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e) Approving the method of providing financial services. 

 
10.2.2 The Board has resolved that certain powers and decisions may only be exercised 

by the Board in formal session. These are set out in the ‘Reservation of Matters 
Reserved to the Board’ document. All other powers have been delegated to such 
other committees as the Trust has established. 

 
10.2.3 The Chief Executive and Director of Finance & Commercial Development  
 
 The Chief Executive and Director of Finance & Commercial Development will, as far 

as possible, delegate their detailed responsibilities, but they remain accountable for 
financial control. 

  
 Within the Standing Financial Instructions, it is acknowledged that the Chief 

Executive is ultimately accountable to the Board, and as Accountable Officer, to the 
Secretary of State, for ensuring that the Board meets its obligation to perform its 
functions within the available financial resources.  The Chief Executive has overall 
executive responsibility for the Trust’s activities; is responsible to the Chairman and 
the Board for ensuring that its financial obligations and targets are met and has 
overall responsibility for the Trust’s system of internal control. 

 
10.2.4 It is a duty of the Chief Executive to ensure that Members of the Board and, 

employees and all new appointees are notified of, and put in a position to 
understand their responsibilities within these Instructions. 

 
10.2.5 The Director of Finance & Commercial Development 
 
 The Director of Finance & Commercial Development is responsible for: 
 

 (a) implementing the Trust’s financial policies and for coordinating any corrective 
action necessary to further these policies; 

 
 (b) maintaining an effective system of internal financial control including ensuring 

that detailed financial procedures and systems incorporating the principles of 
separation of duties and internal checks are prepared, documented and 
maintained to supplement these instructions; 

 
 (c) ensuring that sufficient records are maintained to show and explain the 

Trust’s transactions, in order to disclose, with reasonable accuracy, the 
financial position of the Trust at any time; 

 
 and, without prejudice to any other functions of the Trust, and employees of the 

Trust, the duties of the Director of Finance & Commercial Development include: 
 

 (d) the provision of financial advice to other members of the Board and 
employees; 

 
 (e) the design, implementation and supervision of systems of internal financial 

control;  
 

 (f) the preparation and maintenance of such accounts, certificates, estimates, 
records and reports as the Trust may require for the purpose of carrying out 
its statutory duties; 

 
 (g) ensuring that there are proper arrangements for the estimates, records and 

reports as the trust may require for the purpose of carrying out its statutory 
duties as prepared and maintained by the Shared Business Service. 

 
10.2.6 Board Members and Employees 
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 All members of the Board and employees, severally and collectively, are 

responsible for: 
 
 (a) the security of the property of the Trust; 

 
 (b) avoiding loss; 
 
 (c) exercising economy and efficiency in the use of resources;  
 
 (d) conforming with the requirements of Standing Orders, Standing Financial 

Instructions, Financial Procedures and the Scheme of Delegation. 
 
10.2.7 Contractors and their employees 
 
 Any contractor or employee of a contractor who is empowered by the Trust to 

commit the Trust to expenditure or who is authorised to obtain income shall be 
covered by these instructions.  It is the responsibility of the Chief Executive to 
ensure that such persons are made aware of this. 

 
10.2.8 For all members of the Board and any employees who carry out a financial function, 

the form in which financial records are kept and the manner in which members of 
the Board and employees discharge their duties must be to the satisfaction of the 
Director of Finance & Commercial Development. In the case of the Shared Business 
Service such arrangements will be established and agreed through appropriate 
Service Level Agreements with the Shared Business Service approved by the 
Director of Finance & Commercial Development. 

 

11. AUDIT 
 
11.1 Audit Committee 
 
11.1.1 In accordance with Standing Orders, the Board shall formally establish an Audit 

Committee, with clearly defined terms of reference and following guidance from the 
NHS Audit Committee Handbook (2011), which will provide an independent and 
objective view of internal control by: 

 
 (a) overseeing Internal and External Audit services; 

 
 (b) reviewing financial and information systems and monitoring the integrity of 

 the financial statements and reviewing significant financial reporting 
 judgments;  
 

 (c) review  the  establishment  and  maintenance  of  an  effective  system of 
 integrated   governance,   risk   management   and  internal   control,  across   
 the whole   of   the organisation’s  activities  (both  clinical  and non-clinical),  
 that supports  the  achievement  of  the organisation’s objectives; 

 
 (d) monitoring compliance with Standing Orders and Standing Financial 

 Instructions; 
 
 (e) reviewing schedules of losses and compensations and making 

 recommendations to the Board; 

 
 (f) Reviewing the arrangements in place to support the Assurance Framework 

 process prepared on behalf of the Board and advising the Board accordingly. 
 
11.1.2 Where the Audit Committee considers there is evidence of ultra vires transactions, 

evidence of improper acts, or if there are other important matters that the 
Committee wishes to raise, the Chairman of the Audit Committee should raise the 
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matter at a full meeting of the Board.  Exceptionally, the matter may need to be 
referred to the Department of Health (to the Director of Finance & Commercial 
Development in the first instance). 

 
11.1.3 It is the responsibility of the Director of Finance & Commercial Development to 

ensure an adequate Internal Audit service is provided and the Audit Committee 
shall be involved in the selection process when/if an Internal Audit service provider 
is changed. 

 
11.1.4 In the case of the Shared Business Service, The Director of Finance & Commercial 

Development shall ensure an adequate Internal Audit Service is specified in any 
Service Level Agreement and shall further specify assurance arrangements 
between his/her auditors and the Shared Business Service’s Auditors. See 
paragraph 11.3.18 

 
11.2 Director of Finance & Commercial Development 
 
11.2.1 The Director of Finance & Commercial Development is responsible for: 
 

(a) ensuring there are arrangements to review, evaluate and report on the 
effectiveness of internal financial control including the establishment of an 
effective Internal Audit function; 

 
(b) ensuring that the Internal Audit is adequate and meets the NHS mandatory 

audit standards; 
 

(c) deciding at what stage to involve the police in cases of misappropriation and 
other irregularities not involving fraud or corruption; 

 
(d) ensuring that there is effective liaison with the relevant Counter Fraud 

Operational Services (CFOS) regional team on all suspected cases of fraud 
and corruption and all anomalies which may indicate fraud or corruption 
before any action is taken; 

  
(e) ensuring that an annual internal audit report is prepared for the consideration 

of the Audit Committee and the Board.  The report must cover: 
 

  (i) a clear opinion on the effectiveness of internal control in accordance 
with current assurance framework guidance issued by the Department 
of Health 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 plan over the previous year; 
(v) strategic audit plan covering the coming three years; 
(vi) a detailed plan for the coming year. 

 
11.2.2 The Director of Finance & Commercial Development or designated auditors are 

entitled without necessarily giving prior notice to require and receive: 
 

(a) access to all records, documents and correspondence relating to any 
financial or other relevant transactions, including documents of a 
confidential nature; 

 
(b) access at all reasonable times to any land, premises or  members of 

the Board or employee of the Trust; 
 

(c) the production of any cash, stores or other property of the Trust under 
a member of the Board or employee's control; and 
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 (d) explanations concerning any matter under investigation. 
 
11.3 Terms of Reference of Internal Audit 
 
11.3.1 Internal Audit primarily provides an independent and objective opinion to the 

Accountable Officer (Chief Executive), the Board and the Audit Committee on the 
degree to which risk management, control and governance support the achievement 
of the organisation’s agreed objectives. 

 
11.3.2 The Head of Internal Audit is responsible for developing and maintaining an Internal 

Audit Strategy for providing the Chief Executive, economically and efficiently, with 
objective evaluation of, and opinions on, the effectiveness of the organisation’s risk 
management, control and governance arrangements.  The Head of Internal Audit’s 
opinion is a key element of the framework of assurance the Chief Executive needs 
to inform the completion of the Annual Governance Statement.  The delivery of this 
strategy will be realised through the delivery of considered and approved annual 
plans which will systematically review and evaluate risk management, control and 
governance.   

 
11.3.3 Internal Audit’s planning will embrace risk management, control and governance 

processes of the organisation including all its operations, resources, services and 
responsibilities for other bodies. 

 
11.3.4 The Head of Internal Audit will co-ordinate Internal Audit Plans and activities with 

line managers, external audit and other review agencies to ensure effective audit 
coverage is achieved and duplication of effort is minimised. 

 
11.3.5 Internal Audit have the right to access all records, assets, personnel and premises 

of the Trust in the pursuit of information necessary to fulfil its responsibilities.  In any 
instances of conflict this will be referred for resolution to the Director of Finance & 
Commercial Development, Chief Executive or Chair of Audit Committee as 
appropriate. 

 
11.3.6 If the Head of Internal Audit, Chief Executive, Director of Finance & Commercial 

Development or the Audit Committee consider that the level of Internal Audit 
resources or the terms of reference in any way limit the scope of Internal Audit, or 
prejudice the ability of Internal Audit to deliver a service consistent with the definition 
of internal auditing, they should advise the Board accordingly. 

 
11.3.7 Internal Audit also provides an independent and objective consultancy service 

specifically to help line management improve the organisation’s risk management, 
control and governance.  The service applies the professional skills of Internal Audit 
through a systematic and disciplined evaluation of the policies, procedures and 
operations that management put in place to ensure the achievement of the 
organisation’s objectives, and through recommendations for improvement.  Such 
consultancy work contributes to the opinion, which Internal Audit provides on risk 
management, control and governance. 

 
11.3.8 Internal Audit must be sufficiently independent of the activities which it audits to 

enable auditors to perform their duties in a manner, which facilitates impartial and 
effective professional judgement and recommendations.  Internal Audit will have no 
Executive responsibilities. 

 
11.3.9 Internal Auditors will have an impartial, unbiased attitude, characterised by integrity 

and an objective approach to work, and should avoid conflicts of interest.  Internal 
Auditors must declare any conflicts of interest to the Head of Internal Audit.  Any 
conflicts of interest encountered by the Head of Internal Audit must be declared to 
the Director of Finance & Commercial Development.    
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11.3.10 The Director of Finance & Commercial Development is responsible for ensuring the 
Chief Internal Auditor is of sufficient status.  The Head of Internal Audit must be of 
sufficient status to facilitate the effective discussion and negotiations of the results of 
Internal Audit work with senior management. 

 
11.3.11 Appointment at all levels of the Internal Audit team will endeavour to fulfil the four 

main principles of the code of Ethics for Internal Auditor’s Audit ie Integrity, 
Objectivity, Competency (i.e. professional qualifications, skills and experience) and 
Confidentiality. 

 
11.3.12 Within the parameters of the contract for the Internal Audit Service, the Head of 

Internal Audit is responsible for ensuring the team is adequately staffed and that 
there is access to the full range of knowledge, skills, qualifications and experience to 
deliver the Internal Audit Plan in line with the NHS Internal Audit Standards.  The 
team will undertake regular assessments of professional competence through an 
on-going appraisal and development programme (i.e. Personal Development Plans 

and Continuing Professional Development) with training provided where necessary. 
 
11.3.13 Internal Audit will review, appraise and report upon: 
 

(a) the extent of compliance with, and the financial effect of, relevant established 
policies, plans and procedures; 
 

(b) the adequacy and application of financial and other related management 
controls; 

 
(c) the suitability of financial and other related management data; 
 
(d) the extent to which the Trust’s assets and interests are accounted for and 

safeguarded from loss of any kind, arising from: 
 

(i) fraud and other offences; 
(ii) waste, extravagance, inefficient administration; 
(iii) poor value for money or other causes. 

 
(e) Internal Audit shall also independently verify the Assurance Statements in 

accordance with guidance from the Department of Health. 
 
11.3.14 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 & 
Commercial Development must be notified immediately. 

 
11.3.15 The Chief Internal Auditor will normally attend Audit Committee meetings and has a 

right of access to all Audit Committee members, the Chairman and Chief Executive 
of the Trust. 

 
11.3.16 The Chief Internal Auditor shall be accountable to the Director of Finance & 

Commercial Development.  The reporting system for internal audit shall be agreed 
between the Director of Finance & Commercial Development, the Audit Committee 
and the Chief Internal Auditor.  The agreement shall be in writing and shall comply 
with the guidance on reporting contained in the NHS Internal Audit Standards.  The 
reporting system shall be reviewed at least every three years. 

 
11.3.17 A Summation of all Internal Audit’s work and reviews, shall be reported to the Audit 

Committee and their attention drawn to any continuing item(s) of concern. 
 
11.3.18 In obtaining third party assurance from other auditors, for example SBS’s auditors, 

the Head of Internal Audit should follow IAPG assurance guidance. 
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11.4 External Audit  
 
11.4.1 The External Auditor is appointed by the Audit Commission and paid for by the 

Trust.  The Audit Committee must ensure a cost-efficient service.  If there are any 
problems relating to the service provided by the External Auditor, then this should 
be raised with the External Auditor and referred on to the Audit Commission if the 
issue cannot be resolved. 

 
11.5 Fraud and Corruption 
 
11.5.1 In line with their responsibilities, the Trust Chief Executive and Director of Finance 

& Commercial Development shall monitor and ensure compliance with Directions 
issued by the Secretary of State for Health on fraud and corruption.  

 
11.5.2 The Trust 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. 

 
11.5.3 The Local Counter Fraud Specialist shall report to the Trust Director of Finance & 

Commercial Development and shall work with staff in NHS Protect in accordance 
with the Department of Health Fraud and Corruption Manual. 

 
11.5.4 The Local Counter Fraud Specialist will provide a written report, at least annually, 

on counter fraud work within the Trust. 
 
11.6 Security Management 
 
11.6.1 In line with their responsibilities, the Trust Chief Executive will monitor and ensure 

compliance with Directions issued by the Secretary of State for Health on NHS 
security management.  

 
11.6.2 The Trust shall nominate a suitable person to carry out the duties of the Local 

Security Management Specialist (LSMS) as specified by the Secretary of State for 
Health guidance on NHS security management. 

 
11.6.3 The Trust shall nominate a Non-Executive Director to be responsible to the Board 

for NHS security management. 
 
11.6.4 The Chief Executive has overall responsibility for controlling and coordinating 
 security. However, key tasks are delegated to the Security Management Director 
 (SMD) and the appointed Local Security Management Specialist (LSMS). 
 
 

12. ALLOCATIONS, PLANNING, BUDGETS, BUDGETARY CONTROL, 
AND MONITORING 

 
12.1 Preparation and Approval of Plans and Budgets 
 
12.1.1 The Chief Executive will compile and submit to the Board a Local Delivery Plan 

which takes into account financial targets and forecast limits of available resources.  
The LDP will contain: 

 
 (a) a statement of the significant assumptions on which the plan is based; 

 
 (b) details of major changes in workload, delivery of services or resources 

 required to achieve the plan. 
 
12.1.2 Prior to the start of the financial year the Director of Finance & Commercial 

Development will, on behalf of the Chief Executive, prepare and submit budgets 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 Local Delivery 

Plan; 
 
(b) accord with workload and manpower plans; 
 
(c) be produced following discussion with appropriate budget managers; 
 
(d) be prepared within the limits of available funds;  
 
(e) identify potential risks. 
 

12.1.3 The Director of Finance & Commercial Development shall monitor financial 
performance against budget and plan, periodically review them, and report to the 
Board. 

 
12.1.4 All budget managers must provide information as required by the Director of 

Finance & Commercial Development to enable budgets to be compiled. In the case 
of the Shared Business Service such requirements will be specified in a Service 
Level Agreement with the Shared Business Service.  

 
12.1.5 All budget managers will sign up to their allocated budgets at the commencement of 

each financial year. 
 
12.1.6 The Director of Finance & Commercial Development has a responsibility to ensure 

that adequate training is delivered on an on-going basis to budget managers to help 
them manage successfully. 

 
12.2 Budgetary Delegation 
 
12.2.1 The Chief Executive may delegate the management of a budget to permit the 

performance of a defined range of activities.  This delegation must be in writing and 
be accompanied by a clear definition of: 
(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;  
(f) the provision of regular reports. 
 

12.2.2 The Chief Executive and delegated budget managers must not exceed the 
budgetary total or virement limits set by the Board. 

 
12.2.3 Any budgeted funds not required for their designated purpose(s) revert to the 

immediate control of the Chief Executive, subject to any authorised use of virement. 
 
12.2.4 Non-recurring budgets should not be used to finance recurring expenditure without 

the authority in writing of the Chief Executive, as advised by the Director of Finance 
& Commercial Development. 

 
12.2.5 Where management and processing of budgets is delegated to a Shared Business 

Service the foregoing sections 12.3.1 – 12.3.4 apply. Such issues will be specified 
in the Service Level Agreement with the Shared Business Service. 

 
12.3 Budgetary Control and Reporting 
 
12.3.1 The Director of Finance & Commercial Development will devise and maintain 

systems of budgetary control.  These will include: 
 



14 

(a) monthly financial reports to the Board in a form approved by the Board 
containing: 

 
 (i) income and expenditure to date showing trends and forecast year-end 

position; 
 

(ii) movements in working capital; 
 
  (iii) Movements in cash and capital;  

 
 (iv) capital project spend and projected outturn against plan; 
 
 (v) explanations of any material variances from plan; 
 
 (vi) details of any corrective action where necessary and the Chief 

Executive's and/or Director of Finance & Commercial Development's 
view of whether such actions are sufficient to correct the situation; 

 
(b) the issue of timely, accurate and comprehensible advice and financial reports 

to each budget manager, 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. 

 
12.3.2  Each Budget Manager is responsible for ensuring that: 
 

(a) any likely overspending or reduction of income which cannot be met by 
virement is not incurred without the prior consent of the Board; 

 
(b) the amount provided in the approved budget is not used in whole or in part for 

any purpose other than that specifically authorised subject to the rules of 
virement;  

 
(c) no permanent employees are appointed without the approval of the Chief 

Executive other than those provided for within the available resources and 
manpower establishment as approved by the Board. 

 
12.3.3 The Chief Executive is responsible for identifying and implementing cost 

improvements and income generation initiatives in accordance with the 
requirements of the LDP and a balanced budget. 

 
12.4 Capital Expenditure 
 
12.4.1 The general rules applying to delegation and reporting shall also apply to capital 

expenditure.  (The particular applications relating to capital are contained in SFI 24).  
 

12.5 Monitoring Returns 
 
12.5.1 The Chief Executive is responsible for ensuring that the appropriate monitoring 

forms are submitted to the requisite monitoring organisation. 
 

13. ANNUAL ACCOUNTS AND REPORTS 
 
13.1 The Director of Finance & Commercial Development, on behalf of the Trust, will: 
 



15 

(a) prepare financial returns in accordance with the accounting policies and  
guidance given by the Department of Health and the Treasury, the Trust’s 
accounting policies, and generally accepted accounting practice; 

 
(b) prepare and submit annual financial reports to the Department of Health 

certified in accordance with current guidelines;  
 
(c) submit financial returns to the Department of Health for each financial year in 

accordance with the timetable prescribed by the Department of Health. 
 
13.2 The Trust’s annual accounts must be audited by an auditor appointed by the Audit 

Commission. The Trust’s audited annual accounts must be presented to a public 
meeting and made available to the public.   

 
13.3 The Trust will publish an annual report, in accordance with guidelines on local 

accountability, and present it at a public meeting. The document will comply with the 
Department of Health's Manual for Accounts 

 

14. BANK AND GBS ACCOUNTS 
 
14.1 General 
 
14.1.1 The Director of Finance & Commercial Development 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. In line 
with ‘Cash Management in the NHS’ Trusts should minimise the use of commercial 
bank accounts and consider using accounts  provided by the Government 
Banking Service (GBS) for all banking services. 

 
14.1.2 The Board shall approve the banking arrangements. 
 
14.1.3 Banking processes undertaken by the Shared Business Service will be operated 

under instructions as set out in a Service Level Agreement with the Shared 
Business Service. 

 
14.2 Bank and GBS Accounts 
 
14.2.1 The Director of Finance & Commercial Development is responsible for: 
 

(a) bank accounts and Government Banking Service (GBS) accounts; 
 
(b) establishing separate bank accounts for the Trust’s non-exchequer 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.  
 
(e) monitoring compliance with DH guidance on the level of cleared funds. 

 
14.2.2 Where such processes 5.2.1 (a)-(d) are undertaken by a Shared Business Service 

these will be specified in a Service Level Agreement with the Shared Business 
Service. The Shared Business Service will ensure an adequate panel of SBS 
Officers to approve transactions on behalf of the Trust. 
 

14.3 Banking Procedures 
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14.3.1 The Director of Finance & Commercial Development will prepare detailed 
instructions on the operation of bank and GBS accounts which must include: 

 
(a) the conditions under which each bank and GBS account is to be operated; 
 
(b) those authorised to sign cheques or other orders drawn on the Trust’s 

accounts. 
 

14.3.2 The Director of Finance & Commercial Development must advise the Trust’s 
bankers in writing of the conditions under which each account will be operated. 

 
14.3.3 Where an agreement is entered into with the Shared Business Service or other body 

for payment to be made on behalf of North Bristol NHS Trust from bank accounts 
maintained in the name of the SBS or other body, or by Electronic Funds Transfer 
(BACS), the Director of Finance & Commercial Development shall ensure that 
satisfactory security regulations of the Shared Business Service or other body 
relating to bank accounts exist and are observed.  This will be specified in a Service 
Level Agreement with the appropriate body. 

 
14.4 Tendering and Review 
 
14.4.1 The Director of Finance & Commercial Development will review the commercial 

banking arrangements of the Trust at regular intervals to ensure they reflect best 
practice and represent best value for money by periodically seeking competitive 
tenders for the Trust’s commercial banking business. 

 
14.4.2 Competitive tenders should be sought at least every five years.  The results of the 

tendering exercise should be reported to the Board. This review is not necessary for 
GBS accounts. 

 

15. INCOME, FEES AND CHARGES AND SECURITY OF CASH, 
CHEQUES AND OTHER NEGOTIABLE INSTRUMENTS 

 
15.1 Income Systems 
 
15.1.1 The Director of Finance & Commercial Development is responsible for designing, 

maintaining and ensuring compliance with systems for the proper recording, 
invoicing, collection and coding of all monies due. 

 
15.1.2 The Director of Finance & Commercial Development is also responsible for the 

prompt banking of all monies received. 
 
15.1.3 Where such income matters are dealt with by the Shared Business Service, such 

arrangements will be incorporated in a Service Level Agreement with the Shared 
Business Service. 

 
15.2 Fees and Charges 
 
15.2.1 The Trust shall follow the Department of Health's advice in the "Costing" Manual in 

setting prices for NHS service agreements. 
 
15.2.2 The Director of Finance & Commercial Development is responsible for approving 

and regularly reviewing the level of all fees and charges other than those 
determined by the Department of Health or by Statute.  Independent professional 
advice on matters of valuation shall be taken as necessary. Where sponsorship 
income (including items in kind such as subsidised goods or loans of equipment) is 
considered the guidance in the Department of Health’s Commercial Sponsorship – 
Ethical standards in the NHS shall be followed. 
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15.2.3 All employees must inform the Director of Finance & Commercial Development 
promptly of money due arising from transactions which they initiate/deal with, 
including all contracts, leases, tenancy agreements, private patient undertakings 
and other transactions. 

 
15.3 Debt Recovery 
 
15.3.1 The Director of Finance & Commercial Development is responsible for the 

appropriate recovery action on all outstanding debts. 
 
15.3.2 Income not received should be dealt with in accordance with losses procedures. 
 
15.3.3 Overpayments should be detected (or preferably prevented) and recovery initiated. 
 
15.4 Security of Cash, Cheques and other Negotiable Instruments 
 
15.4.1 The Director of Finance & Commercial Development 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;  

(d) prescribing systems and procedures for handling cash and negotiable 
securities on behalf of the Trust where such issues as stated in 15.4.1(a)-(d) 
are undertaken by the Shared Business Service detailed requirements will be 
specified in a Service Level Agreement with The Shared Business Service. 

 
15.4.2 Official money shall not under any circumstances be used for the encashment of 

private cheques or IOUs. 
 
15.4.3 All cheques, postal orders, cash etc., shall be banked intact.  Disbursements shall 

not be made from cash received, except under arrangements approved by the 
Director of Finance & Commercial Development. 

 
15.4.4 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. 

 

16. TENDERING AND CONTRACTING PROCEDURE  
 
16.1 Duty to comply with Standing Orders and Standing Financial Instructions 
 
  The procedure for making all contracts by or on behalf of the Trust shall comply 

with these Standing Orders and Standing Financial Instructions (except where 
Standing Order No. 3.13 Suspension of Standing Orders is applied). 

 
16.2 EU Directives Governing Public Procurement 
 
 Directives by the Council of the European Union promulgated by the Department of 

Health (DH) prescribing procedures for awarding all forms of contracts shall have 
effect as if incorporated in these Standing Orders and Standing Financial 
Instructions. 

 
16.3 Reverse eAuctions 
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 The Trust should have policies and procedures in place for the control of all 
tendering activity carried out through Reverse eAuctions. For further guidance on 
Reverse eAuctions refer to www.ogc.gov.uk 

 
16.4 Capital Investment Manual and other Department of Health Guidance 
 
 The Trust shall comply as far as is practicable with the requirements of the 

Department of Health "Capital Investment Manual" and “Estate code” in respect of 
capital investment and estate and property transactions.  In the case of 
management consultancy contracts the Trust shall comply as far as is practicable 
with Department of Health guidance "The Procurement and Management of 
Consultants within the NHS". 

 
16.5 Formal Competitive Tendering 
 
16.5.1 General Applicability 
 
 The Trust shall ensure that competitive tenders are invited for:  
 

 the supply of goods, materials and manufactured articles; 
 

 the rendering of services including all forms of management consultancy 
services (other than specialised services sought from or provided by the DH); 

 

 For the design, construction and maintenance of building and engineering 
works (including construction and maintenance of grounds and gardens); for 
disposals. 

 
16.5.2 Health Care Services 

 
 Where the Trust elects to invite tenders for the supply of healthcare services these 

Standing Orders and Standing Financial Instructions shall apply as far as they are 
applicable to the tendering procedure and need to be read in conjunction with 
Standing Financial Instruction No. 17 and No. 18. 

 
16.5.3  Exceptions and instances where formal tendering need not be applied 
 
  Formal tendering procedures need not be applied where: 
 
  (a) the estimated expenditure or income does not, or is not reasonably expected 

to, exceed £10,000;  
 
  (b) where the supply is proposed under special arrangements negotiated by the 

DH in which event the said special arrangements must be complied with; 
 

(c) regarding disposals as set out in Standing Financial Instructions No. 25; 
 
(d) Where an order is to be placed utilising a measured term contract which has 

been put in place following a formal tendering process by the Purchasing 
Consortium 

 
  Formal tendering procedures may be waived in the following circumstances: 
 
  (e) in very exceptional circumstances where the Chief Executive decides that 

formal tendering procedures would not be practicable or the estimated 
expenditure or income would not warrant formal tendering procedures, and 
the circumstances are detailed in an appropriate Trust record; 

 
  (f)  where the requirement is covered by an existing contract; 
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  (g) where PASA agreements are in place and have been approved by the Board; 
 
  (h) where a consortium arrangement is in place and a lead organisation has 

been appointed to carry out tendering activity on behalf of the consortium 
members; 

 
(i)        where the timescale genuinely precludes competitive tendering but failure to 

plan the work properly would not be regarded as a justification for a single 
tender; 

 
  (j)  where specialist expertise is required and is available from only one source; 
 
  (k) when the task is essential to complete the project, and arises as a 

consequence of a recently completed assignment and engaging different 
consultants for the new task would be inappropriate; 

 
  (l)  there is a clear benefit to be gained from maintaining continuity with an earlier 

project. However in such cases the benefits of such continuity must outweigh 
any potential financial advantage to be gained by competitive tendering; 

 
  (m) for the provision of legal advice and services providing that any legal firm or 

partnership commissioned by the Trust is regulated by the Law Society for 
England and Wales for the conduct of their business (or by the Bar Council for 
England and Wales in relation to the obtaining of Counsel’s opinion) and are 
generally recognised as having sufficient expertise in the area of work for which 
they are commissioned. 

 
 The Director of Finance & Commercial Development will ensure that any fees 

paid are reasonable and within commonly accepted rates for the costing of 
such work.  

  
  (n) where allowed and provided for in the Capital Investment Manual. 
 

  The waiving of competitive tendering procedures should not be used to avoid 
competition or for administrative convenience or to award further work to a consultant 
originally appointed through a competitive procedure.  

 
Where it is decided that competitive tendering is not applicable and should be waived, 
the fact of the waiver and the reasons should be documented and recorded in an 
appropriate Trust record and reported to the Audit Committee at each meeting. 

 
16.5.4  Fair and Adequate Competition 
  

Where the exceptions set out in SFI Nos. 16.1 and 16.5.3 apply, the Trust shall 
ensure that invitations to tender are sent to a sufficient number of firms/individuals to 
provide fair and adequate competition as appropriate, and in no case less than two 
firms/individuals, having regard to their capacity to supply the goods or materials or 
to undertake the services or works required. 

 
16.5.5   List of Approved Firms 
  

The Trust shall ensure that the firms/individuals invited to tender (and where 
appropriate, quote) are among those on approved lists. Where in the opinion of the 
Director of Finance & Commercial Development it is desirable to seek tenders from 
firms not on the approved lists, the reason shall be recorded in writing to the Chief 
Executive (see SFI 16.6.8 List of Approved Firms). 

 
16.5.6  Building and Engineering Construction Works 
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 Competitive Tendering cannot be waived for building and engineering construction 
works and maintenance (other than in accordance with Concode) without 
Departmental of Health approval. 

 
16.5.7  Items which subsequently breach thresholds after original approval 
 
 Items estimated to be below the limits set in this Standing Financial Instruction for 

which formal tendering procedures are not used which subsequently prove to have 
a value above such limits shall be reported to the Chief Executive, and be recorded 
in an appropriate Trust record. 

 
16.6 Contracting/Tendering Procedure 
 
16.6.1  Invitation to tender 
 
  (i)  All invitations to tender shall state the date and time as being the latest time 

for the receipt of tenders. 
 

(ii) All invitations to tender shall state that no tender will be accepted unless:  
 

(a) submitted in a plain sealed package or envelope bearing a pre-
printed label supplied by the Trust (or the word "tender" followed by  
the subject to which it relates) and the latest date and time for the 
receipt of such tender addressed to the Chief Executive or nominated 
Manager;  
 

(b) that tender envelopes/ packages shall not bear any names or marks 
indicating the sender. The use of courier/postal services must not 
identify the sender on the envelope or on any receipt so required by 
the deliverer. 

 
  (iii) Every tender for goods, materials, services or disposals shall embody such of 

the NHS Standard Contract Conditions as are applicable. 
 
  (iv) Every tender for building or engineering works (except for maintenance work, 

when Estmancode guidance shall be followed) shall embody or be in the 
terms of the current edition of one of the Joint Contracts Tribunal Standard 
Forms of Building Contract or Department of the Environment (GC/Wks) 
Standard forms of contract amended to comply with concode; or, when the 
content of the work is primarily engineering, the General Conditions of 
Contract recommended by the Institution of Mechanical and Electrical 
Engineers and the Association of Consulting Engineers (Form A), or (in the 
case of civil engineering work) the General Conditions of Contract 
recommended by the Institute of Civil Engineers, the Association of 
Consulting Engineers and the Federation of Civil Engineering Contractors.  
These documents shall be modified and/or amplified to accord with 
Department of Health guidance and, in minor respects, to cover special 
features of individual projects. 

 
16.6.2  Receipt and safe custody of tenders 
 
  The Chief Executive or his nominated representative will be responsible for the 

receipt, endorsement and safe custody of tenders received until the time appointed 
for their opening. 

 
 The date and time of receipt of each tender shall be endorsed on the tender 

envelope/package. 
 
16.6.3  Opening tenders and Register of tenders 
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  (i)  As soon as practicable after the date and time stated as being the latest time 
for the receipt of tenders, they shall be opened by two senior 
officers/managers designated by the Chief Executive and not from the 
originating department.  

 
  (ii) The rules relating to the opening of tenders will need to be read in 

conjunction with any delegated authority set out in the Trust’s Scheme of 
Delegation. 

 
(iii) The ‘originating’ Department will be taken to mean the Department 

sponsoring or commissioning the tender. 
 
(iv) The involvement of Finance Directorate staff in the preparation of a tender 
  proposal will not preclude the Director of Finance & Commercial 
Development or any approved Senior   Manager from the Finance 
Directorate from serving as one of the two senior   managers to open 
tenders. 

 
(v) All Executive Directors/members will be authorised to open tenders 

regardless of whether they are from the originating department provided that 
the other authorised person opening the tenders with them is not from the 
originating department. 

 
The Trust’s Company Secretary will count as a Director for the purposes of 
opening tenders.  

 
 (vi) Every tender received shall be marked with the date of opening and initialed 

by those present at the opening. 
 
 (vii) A register shall be maintained by the Chief Executive, or a person authorised 

by him, to show for each set of competitive tender invitations dispatched: 
 

- the name of all firms or individuals invited; 
- the names of firms or individuals from which tenders have been 

received; 
- the date the tenders were opened; 
- the persons present at the opening; 
- the price shown on each tender; 
- a note where price alterations have been made on the tender. 

  Each entry to this register shall be signed by those present. 
 

  A note shall be made in the register if any one tender price has had so many 
alterations that it cannot be readily read or understood. 

 
 (viii) Incomplete tenders, i.e. those from which information necessary for the 

adjudication of the tender is missing, and amended tenders i.e., those 
amended by the tenderer upon his own initiative either orally or in writing after 
the due time for receipt, but prior to the opening of other tenders, should be 
dealt with in the same way as late tenders. (Standing Order No. 16.6.5 
below). 

 
16.6.4  Admissibility 
 
 i)  If for any reason the designated officers are of the opinion that the tenders 

received are not strictly competitive (for example, because their numbers are 
insufficient or any are amended, incomplete or qualified) no contract shall be 
awarded without the approval of the Chief Executive. 

 
 (ii) Where only one tender is sought and/or received, the Chief Executive and 

Director of Finance & Commercial Development shall, as far practicable, 
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ensure that the price to be paid is fair and reasonable and will ensure value 
for money for the Trust. 

 
16.6.5  Late tenders 
 
 (i)  Tenders received after the due time and date, but prior to the opening of the 

other tenders, may be considered only if the Chief Executive or his nominated 
officer decides that there are exceptional circumstances i.e. despatched in 
good time but delayed through no fault of the tenderer. 

 
 (ii) Only in the most exceptional circumstances will a tender be considered which 

is received after the opening of the other tenders and only then if the tenders 
that have been duly opened have not left the custody of the Chief Executive 
or his nominated officer or if the process of evaluation and adjudication has 
not started. 

 
 (iii) While decisions as to the admissibility of late, incomplete or amended tenders 

are under consideration, the tender documents shall be kept strictly 
confidential, recorded, and held in safe custody by the Chief Executive or his 
nominated officer. 

 
16.6.6  Acceptance of formal tenders (See overlap with SFI No. 16.7) 
 
 (i)  Any discussions with a tenderer which are deemed necessary to clarify 

technical aspects of his tender before the award of a contract will not 
disqualify the tender. 

 
 (ii) The lowest tender, if payment is to be made by the Trust, or the highest, if 

payment is to be received by the Trust, shall be accepted unless there are 
good and sufficient reasons to the contrary. Such reasons shall be set out in 
either the contract file, or other appropriate record. 

 
   It is accepted that for professional services such as management 

consultancy, the lowest price does not always represent the best value for 
money.  Other factors affecting the success of a project include: 

 
(a) experience and qualifications of team members; 
 
(b) understanding of client’s needs; 
 
(c) feasibility and credibility of proposed approach; 
 
(d) ability to complete the project on time. 
 

  Where other factors are taken into account in selecting a tenderer, these 
must be clearly recorded and documented in the contract file, and the 
reason(s) for not accepting the lowest tender clearly stated. 

 
 (iii) No tender shall be accepted which will commit expenditure in excess of that 

which has been allocated by the Trust and which is not in accordance with 
these Instructions except with the authorisation of the Chief Executive. 

 
 (iv) The use of these procedures must demonstrate that the award of the contract 

was: 
 

(a) not in excess of the going market rate / price current at the time the 
contract was awarded; 

 
   (b) that best value for money was achieved. 
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 (v) All tenders should be treated as confidential and should be retained for 
inspection. 
 

16.6.7  Tender reports to the Trust Board 
 
 Reports to the Trust Board will be made on an exceptional circumstance basis only. 
 
16.6.8 List of approved firms (see SFI No. 16.5.5) 
 
  (a) Responsibility for maintaining list 
 
 A manager nominated by the Chief Executive shall on behalf of the Trust maintain 

lists of approved firms from whom tenders and quotations may be invited. These 
shall be kept under frequent review.  The lists shall include all firms who have 
applied for permission to tender and as to whose technical and financial 
competence the Trust is satisfied. All suppliers must be made aware of the Trust’s 
terms and conditions of contract. 

 
  (b) Building and Engineering Construction Works 
 
  (i)  Invitations to tender shall be made only to firms included on the approved list 

of tenderers compiled in accordance with this Instruction or on the separate 
maintenance lists compiled in accordance with Estmancode guidance (Health 
Notice HN(78)147). 

 
 ii)  Firms included on the approved list of tenderers shall ensure that when 

engaging, training, promoting or dismissing employees or in any conditions of 
employment, shall not discriminate against any person because of colour, 
race, ethnic or national origins, religion or sex, and will comply with the 
provisions of the Equal Pay Act 1970, the Sex Discrimination Act 1975, the 
Race Relations Act 1976, and the Disabled Persons (Employment) Act 1944 
and any amending and/or related legislation. 

 
 iii)  Firms shall conform at least with the requirements of the Health and Safety at 

Work Act and any amending and/or other related legislation concerned with 
the health, safety and welfare of workers and other persons, and to any 
relevant British Standard Code of Practice issued by the British Standard 
Institution.  Firms must provide to the appropriate manager a copy of their 
safety policy and evidence of the safety of plant and equipment, when 
requested. 

 
 (c) Financial Standing and Technical Competence of Contractors 
 
  The Director of Finance & Commercial Development may make or institute 

any enquiries he deems appropriate concerning the financial standing and 
financial suitability of approved contractors.  The Director with lead 
responsibility for clinical governance will similarly make such enquiries as is 
felt appropriate to be satisfied as to their technical / medical competence. 

 
16.6.9 Exceptions to using approved contractors 
  

 If in the opinion of the Chief Executive and the Director of Finance & Commercial 
Development or the Director with lead responsibility for clinical governance it is 
impractical to use a potential contractor from the list of approved firms/individuals (for 
example where specialist services or skills are required and there are insufficient 
suitable potential contractors on the list), or where a list for whatever reason has not 
been prepared, the Chief Executive should ensure that appropriate checks are carried 
out as to the technical and financial capability of those firms that are invited to tender 
or quote. 
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 An appropriate record in the contract file should be made of the reasons for inviting 
a tender or quote other than from an approved list. 

 
16.7 Quotations: Competitive and non-competitive 
 
16.7.1 General Position on quotations 
 

Quotations are required where formal tendering procedures are not adopted and 
where the intended expenditure or income exceeds, or is reasonably expected to 
exceed £10,000 but not exceed £50,000. 

 
16.7.2 Competitive Quotations 
  

(i) Quotations should be obtained from at least 3 firms/individuals based on 
specifications or terms of reference prepared by, or on behalf of, the Trust. 

  
(ii) Quotations should be in writing unless the Chief Executive or his nominated 

officer determines that it is impractical to do so in which case quotations may 
be obtained by telephone. Confirmation of telephone quotations should be 
obtained as soon as possible and the reasons why the telephone quotation 
was obtained should be set out in a permanent record. 

  
(iii) All quotations should be treated as confidential and should be retained for 

inspection. 
   

(iii) The Chief Executive or his nominated officer should evaluate the quotation 
and select the quote which gives the best value for money. If this is not the 
lowest quotation if payment is to be made by the Trust, or the highest if 
payment is to be received by the Trust, then the choice made and the 
reasons why should be recorded in a permanent record. 

 
16.7.3 Non-Competitive Quotations 
 
 Non-competitive quotations in writing may be obtained in the following 

circumstances:  
 
 (i)  the supply of proprietary or other goods of a special character and the 

rendering of services of a special character, for which it is not, in the opinion 
of the responsible officer, possible or desirable to obtain competitive 
quotations; 

 
 (ii) the supply of goods or manufactured articles of any kind which are required 

quickly and are not obtainable under existing contracts; 

  (iii) miscellaneous services, supplies and disposals; 
 
  (iv) where the goods or services are for building and engineering maintenance 

the responsible works manager must certify that the first two conditions of this 
SFI (i.e.: (i) and (ii) of this SFI) apply. 

 
16.7.4  Quotations to be within Financial Limits 
 
  No quotation shall be accepted which will commit expenditure in excess of that 

which has been allocated by the Trust and which is not in accordance with Standing 
Financial Instructions except with the authorisation of either the Chief Executive or 
Director of Finance & Commercial Development. 

 
16.8 Authorisation of Tenders and Competitive Quotations 
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 Providing all the conditions and circumstances set out in these Standing Financial 
Instructions have been fully complied with, formal authorisation and awarding of a 
contract may be decided by the following staff to the value of the contract as 
follows: 

 
 Requisitioner  up to £5,000 
 Budget managers £5,000 to £10,000 
 General manager/Directors  £10,000 to £100,000 
 Director of Finance & Commercial Development        £100,000 to £500,000 
 Chief Executive £500,000 to £1,000,000 
 Trust Board over £1,000,000 
 
 These levels of authorisation may be varied or changed and need to be read in 

conjunction with the Trust Board’s Scheme of Delegation.  
 
 Formal authorisation must be put in writing.  In the case of authorisation by the 

Trust Board this shall be recorded in their minutes. 
 
 SHA authorisation will be required for all business cases over £3,000,000 in value 

regardless of the funding mechanism used for the case. 
 
16.9 Instances where formal competitive tendering or competitive quotation is not 

required 
 
  Where competitive tendering or a competitive quotation is not required the Trust 

should adopt one of the following alternatives: 
 

(a) the Trust shall use NHS Logistics for procurement of all goods and services 
unless the Chief Executive or nominated officers deem it inappropriate. The 
decision to use alternative sources must be documented.   

 
(b) If the Trust does not use NHS Logistics - where tenders or quotations are not 

required, because expenditure is below £5,000, the Trust shall procure goods 
and services in accordance with procurement procedures approved by the 
Director of Finance & Commercial Development. 

 
16.10 Private Finance for capital procurement (see overlap with SFI No. 22.2) 
 
 The Trust should normally market-test for PFI (Private Finance Initiative funding) 

when considering a capital procurement. When the Board proposes, or is required, 
to use finance provided by the private sector the following should apply: 

 
 (a) The Chief Executive shall demonstrate that the use of private finance 

represents value for money and genuinely transfers risk to the private 
sector. 

 
 (b) Where the sum exceeds delegated limits, a business case must be 

referred to the appropriate Department of Health for approval or 
treated as per current guidelines. 

 
 (c) The proposal must be specifically agreed by the Board of the Trust. 
 
 (d) The selection of a contractor/finance company must be on the basis 

of competitive tendering or quotations. 
 
 (e) Any variation in a PFI contract once awarded will be dealt with as a 

variation in capital expenditure (see section 22) 
 
16.11 Compliance requirements for all contracts 
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  The Board may only enter into contracts on behalf of the Trust within the statutory 
powers delegated to it by the Secretary of State and shall comply with: 

 
 (a) The Trust’s Standing Orders and Standing Financial Instructions; 

 
 (b) EU Directives and other statutory provisions; 

 
 (c) any relevant directions including the Capital Investment Manual, 

Estatecode and guidance on the Procurement and Management of 
Consultants; 

 
 (d) such of the NHS Standard Contract Conditions as are applicable. 

 
 (e) contracts with Foundation Trusts must be in a form compliant with 

appropriate NHS guidance.  
 

(f) Where appropriate contracts shall be in or embody the same terms 
and conditions of contract as was the basis on which tenders or 
quotations were invited. 

 
(g) In all contracts made by the Trust, the Board shall endeavour to 

obtain best value for money by use of all systems in place.  The Chief 
Executive shall nominate an officer who shall oversee and manage 
each contract on behalf of the Trust. 

 
16.12 Personnel and Agency or Temporary Staff Contracts 
 
  The Chief Executive shall nominate officers with delegated authority to enter into 

contracts of employment, regarding staff, agency staff or temporary staff service 
contracts. 

 
16.13 Healthcare Services Agreements (see overlap with SFI No. 17) 
 
  Service agreements with NHS providers for the supply of healthcare services shall 

be drawn up in accordance with the NHS and Community Care Act 1990 and 
administered by the Trust.  Service agreements are not contracts in law and 
therefore not enforceable by the courts. However, a contract with a Foundation 
Trust, being a PBC, is a legal document and is enforceable in law.  

 
 The Chief Executive shall nominate officers to commission service agreements with 

providers of healthcare in line with a commissioning plan approved by the Board.   
 
16.14 Disposals (See overlap with SFI No. 24) 
 

 Competitive Tendering or Quotation procedures shall not apply to the disposal of: 
 

 (a) any matter in respect of which a fair price can be obtained only by 
negotiation or sale by auction as determined (or pre-determined in a 
reserve) by the Chief Executive or his nominated officer; 

 
 (b) obsolete or condemned articles and stores, which may be disposed 

of in accordance with the supplies policy of the Trust; 
 

 (c) items to be disposed of with an estimated sale value of less than 
£5.000, this figure to be reviewed on a periodic basis; 

 
 (d) items arising from works of construction, demolition or site clearance, 

which should be dealt with in accordance with the relevant contract; 
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 (e) land or buildings concerning which DH guidance has been issued but 
subject to compliance with such guidance. 

 
16.15 In-house Services 
 
16.15.1 The Chief Executive shall be responsible for ensuring that best value for money can 

be demonstrated for all services provided on an in-house basis. The Trust may also 
determine from time to time that in-house services should be market tested by 
competitive tendering. 

 
16.15.2 In all cases where the Board determines that in-house services should be subject to 

competitive tendering the following groups shall be set up: 
 
 (a) Specification group, comprising the Chief Executive or nominated 

officer/s and specialist. 
 
 (b) In-house tender group, comprising a nominee of the Chief Executive 

and technical support. 
 
 (c) Evaluation team, comprising normally a specialist officer, a supplies 

officer and a Director of Finance & Commercial Development 
representative. For services having a likely annual expenditure 
exceeding £1,000,000, a non-officer member should be a member of 
the evaluation team. 

 
16.15.3 All groups should work independently of each other and individual officers may be a 

member of more than one group but no member of the in-house tender group may 
participate in the evaluation of tenders. 

 
16.15.4 The evaluation team shall make recommendations to the Board. 
 
16.15.5 The Chief Executive shall nominate an officer to oversee and manage the contract 

on behalf of the Trust. 
 
16.16 Applicability of SFIs on Tendering and Contracting to funds held in trust (see 

overlap with SFI No. 27) 
 
 These Instructions shall not only apply to expenditure from Exchequer funds but 

also to works, services and goods purchased from the Trust’s trust funds and 
private resources. 

 

17. NHS SERVICE AGREEMENTS FOR PROVISION OF SERVICES (see 
overlap with SFI No. 16.13) 

 
17.1 Service Level Agreements (SLAs) 
 
17.1.1 The Chief Executive, as the Accountable Officer, is responsible for ensuring the 

Trust enters into suitable Service Level Agreements (SLA) with service 
commissioners for the provision of NHS services.   

 
 All SLAs should aim to implement the agreed priorities contained within the Local 

Delivery Plan (LDP) and wherever possible, be based upon integrated care 
pathways to reflect expected patient experience.  In discharging this responsibility, 
the Chief Executive should take into account: 

 

 the standards of service quality expected; 
 

 the relevant national service framework (if any); 
 

 the provision of reliable information on cost and volume of services; 
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 the NHS National Performance Assessment Framework; 
 

 that SLAs build where appropriate on existing Joint Investment Plans; 
 

 that SLAs are based on integrated care pathways. 
 

17.2 Involving Partners and jointly managing risk 
 
 A good SLA 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 SLA 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. 

 
17.3 A ‘Patient Led NHS’ and ‘Practice Based Commissioning’’ 

 
The Department of Health has published its document ‘Creating a Patient–led NHS’ 
and ‘Practice Based Commissioning’ setting out the basis upon which the 
Government’s major reform agenda will be carried forward.  

 
 A ‘Patient-led NHS’ 
 
 Every aspect of the new system is designed to create a service which is patient-led, 

where: 
 

 people have a far greater range of choices and of information and guidance 
  to help make choices; 

 there a stronger standards and safeguards for patients; 

 NHS organisations are better at understanding patients and their needs, use 
  new and different methodologies to do so and have better and more regular 
  sources of information about preferences and satisfaction. 

 
 What services will look like 
 In order to be patient-led the NHS will develop new service models which build on 

current experience and innovation to: 
 

 give patients more choice and control wherever possible; 

 offer integrated networks for emergency, urgent and specialist care to ensure 
  that everyone throughout the country has access to safe, high quality care; 

 make sure that all services and all parts of the NHS contribute to health  
  promotion, protection and improvement. 

 
 Securing services 
  
 The NHS will develop the way it secures services for its patients. It will: 
 

 promote more choice in acute care by offering choice to the patient both in 
  number and type of provider; 

 encourage development of new community and primary services alongside 
  new practices; 

 strengthen existing networks for emergency, urgent and specialist services; 

 build on current practices in shared commissioning to create a far simpler 
  contract management and administration system that can be professionally 
  managed. 
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 Changing the way the NHS works 
  
 The NHS needs a change of culture as well as of systems to become truly patient-

led, where: 

 everything is measured by its impact on patients and type of provider; 

 the NHS is as concerned with health promotion and prevention as with  
  sickness and injury; 

 frontline staff have more authority and autonomy to better support the patient; 

 barriers which create rigidity and inflexibility are tackled and codes of conduct 
  and shared values are instilled into the culture. 

 
 Making the changes 
  
 A Patient-led NHS needs effective organisations and incentives, with: 
 

 a new development programme to help NHS Trusts become NHS Foundation 
  Trusts; 

 a similar structured programme to support PCTs in their development of  
  ‘Practice Based Commissioning’; 

 further development of Payment by Results to provide appropriate financial 
  incentives for all services; 

 greater integration of all the financial and quality incentives along with full 
  utilization of new human resources and IT programmes 

 
 Commissioning a Patient-led NHS and Practice Based Commissioning are being 

rolled out by the Department of Health and full support and latest guidance may be 
accessed at http://www.dh.gov.uk 

 
17.4 Reports to Board on SLAs 
 
 The Chief Executive, as the Accountable Officer, will need to ensure that regular 

reports are provided to the Board detailing actual and forecast income from the 
SLA.  This will include information on costing arrangements, which increasingly 
should be based upon Healthcare Resource Groups (HRGs).  Where HRGs are 
unavailable for specific services, all parties should agree a common currency for 
application across the range of SLAs. 

 
18. TERMS OF SERVICE, ALLOWANCES AND PAYMENT OF 
 MEMBERS OF THE TRUST BOARD AND EXECUTIVE 
 COMMITTEE AND EMPLOYEES 
 
18.1 Remuneration and Terms of Service (see overlap with SO No. 4) 
 
18.1.1 In accordance with Standing Orders the Board shall establish a Remunerations and 

Appointments Committee, with clearly defined terms of reference, specifying which 
posts fall within its area of responsibility, its composition, and the arrangements for 
reporting.  (See NHS guidance contained in the Higgs report.) 

 
18.1.2 The Committee will: 
 

(a) advise the Board about appropriate remuneration and terms of service for the 
Chief Executive, other officer members employed by the Trust and other 
senior employees including:  

 
(i) all aspects of salary (including any performance-related 

elements/bonuses); 
 
(ii) provisions for other benefits, including pensions and cars; 
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(iii) arrangements for termination of employment and other contractual terms; 
 

(b) make such recommendations to the Board on the remuneration and terms of 
service of officer members of the Board (and other senior employees) to 
ensure they are fairly rewarded for their individual contribution to the Trust - 
having proper regard to the Trust’s circumstances and performance and to 
the provisions of any national arrangements for such members and staff 
where appropriate; 

 
(c) monitor and evaluate the performance of individual officer members (and 

other senior employees);  
 
(d) advise on and oversee appropriate contractual arrangements for such staff 

including the proper calculation and scrutiny of termination payments taking 
account of such national guidance as is appropriate. 

 
18.1.3 The Committee shall report in writing to the Board the basis for its 

recommendations.  The Board shall use the report as the basis for their decisions, 
but remain accountable for taking decisions on the remuneration and terms of 
service of officer members.  Minutes of the Board's meetings should record such 
decisions. 

 
18.1.4 The Board will consider and need to approve proposals presented by the Chief 

Executive for the setting of remuneration and conditions of service for those 
employees and officers not covered by the Committee. 

 
18.1.5 The Trust will pay allowances to the Chairman and non-officer members of the 

Board in accordance with instructions issued by the Secretary of State for Health. 
 
18.2 Funded Establishment 
 
18.2.1 The manpower plans incorporated within the annual budget will form the funded 

establishment. 
 
18.2.2 The funded establishment of any department may not be varied without the approval 

of the Chief Executive. 
 
18.3 Staff Appointments 
 
18.3.1 No officer or Member of the Trust Board or employee may engage, re-engage, or 

re-grade employees, either on a permanent or temporary nature, or hire agency 
staff, or agree to changes in any aspect of remuneration unless: 

 
(a) authorised to do so by the Chief Executive; and 

 
(b) within the limit of their approved budget and funded establishment. 

 
18.3.2 The Board will approve procedures presented by the Chief Executive for the 

determination of commencing pay rates, condition of service, etc, for employees. 
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18.4 Processing Payroll 
 
18.4.1 The Director of Finance & Commercial Development 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;  
 
(d) agreeing method of payment. 

 
18.4.2 The Director of Finance & Commercial Development will issue instructions 

regarding: 
 

(a) verification and documentation of data; 
 
(b) the timetable for receipt and preparation of payroll data and the payment of 

employees and allowances; 
 
(c) maintenance of subsidiary records for superannuation, income tax, social 

security and other authorised deductions from pay; 
 
(d) security and confidentiality of payroll information; 
 
(e) checks to be applied to completed payroll before and after payment; 
 
(f) authority to release payroll data under the provisions of the Data Protection 

Act; 
 
(g) methods of payment available to various categories of employee and officers; 
 
(h) procedures for payment to employees and officers; 
 
(I) procedures for the recall of cheques and bank credits; 
 
(j) pay advances and their recovery; 
 
(k) maintenance of regular and independent reconciliation of pay control 

accounts; 
 
(l) separation of duties of preparing records and handling cash;  
 
(m) a system to ensure the recovery from those leaving the employment of the 

Trust of sums of money and property due by them to the Trust. 
 
18.4.3 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 of Finance & Commercial Development's instructions and in the form 
prescribed by the Director of Finance & Commercial Development;  

 
(c) submitting termination forms in the prescribed form immediately upon 

knowing the effective date of an employee's or officer’s resignation, 
termination or retirement.  Where an employee fails to report for duty or to 
fulfill obligations in circumstances that suggest they have left without notice, 
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the Director of Finance & Commercial Development must be informed 
immediately. 

 
18.4.4 Regardless of the arrangements for providing the payroll service, the Director of 

Finance & Commercial Development shall ensure that the chosen method is 
supported by appropriate (contracted) terms and conditions, adequate internal 
controls and audit review procedures and that suitable arrangements are made for 
the collection of payroll deductions and payment of these to appropriate bodies. 

 
18.5 Contracts of Employment 
 
18.5.1 The Board shall delegate responsibility to an officer for: 
 
 (a) ensuring that all employees are issued with a Contract of Employment in a 

form approved by the Board and which complies with employment legislation;  
 
 (b) dealing with variations to, or termination of, contracts of employment. 
 
 

 
19. NON-PAY EXPENDITURE 
 
19.1 Delegation of Authority 
 
19.1.1 The Board will approve the level of non-pay expenditure on an annual basis and the 

Chief Executive will determine the level of delegation to budget managers. 
 
19.1.2 The Chief Executive will set out: 
 
 (a) the list of managers who are authorised to place requisitions for the supply of 

goods and services;  
 
 (b) the maximum level of each requisition and the system for authorisation above 

that level. 
 
19.1.3 The Chief Executive shall set out procedures on the seeking of professional advice 

regarding the supply of goods and services. 
 

19.2 Choice, Requisitioning, Ordering, Receipt and Payment for Goods and Services 
(see overlap with Standing Financial Instruction No. 16) 

 
19.2.1 Requisitioning 
 
 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 adviser on supply shall be sought.  Where this advice is 
not acceptable to the requisitioner, the Director of Finance & Commercial 
Development (and/or the Chief Executive) shall be consulted. 

   
19.2.2 System of Payment and Payment Verification 
  
 The Director of Finance & Commercial Development 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. Such requirements will be specified in a Service Level Agreement with 
the Shared Business Service. 

 
19.2.3 The Director of Finance & Commercial Development will: 
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 (a) advise the Board regarding the setting of thresholds above which quotations 
 (competitive or otherwise) or formal tenders must be obtained; and, once 
 approved, the thresholds should be incorporated in Standing Orders and 
 Standing Financial Instructions and regularly reviewed; 

 
 (b) prepare procedural instructions or guidance within the Scheme of Delegation 

 on the obtaining of goods, works and services incorporating the thresholds; 
 
 (c) be responsible for the prompt payment of all properly authorised accounts 

 and claims; 
 
 (d) be responsible for designing and maintaining a system of verification, 

 recording and payment of all amounts payable.  The system shall provide for: 
 

(i) A list of Trust 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; 

 
- 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 & 

Commercial Development of accounts for payment; provision shall be 
made for the early submission of accounts subject to cash discounts or 
otherwise requiring early payment. 

 
(iv) Instructions to employees regarding the handling and payment of 

accounts within the Finance Department. 
 

 (e) be responsible for ensuring that payment for goods and services is only made 
once the goods and services are received. The only exceptions are set out in 
SFI No. 19.2.4 below. 

 
19.2.4 Prepayments 
 
 Prepayments are only permitted where exceptional circumstances apply.  In such 

instances: 
 
 (a) Prepayments are only permitted where the financial advantages outweigh the 

disadvantages (i.e. cash flows must be discounted to NPV using the National 
Loans Fund (NLF) rate plus 2%).  
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 (b) The appropriate officer must provide, in the form of a written report, a case 

setting out all relevant circumstances of the purchase.  The report must set 
out the effects on the Trust if the supplier is at some time during the course of 
the prepayment agreement unable to meet his commitments; 

 
 (c) The Director of Finance & Commercial Development will need to be satisfied 

with the proposed arrangements before contractual arrangements proceed 
(taking into account the EU public procurement rules where the contract is 
above a stipulated financial threshold);  

 
 (d) The budget manager is responsible for ensuring that all items due under a 

prepayment contract are received and they must immediately inform the 
appropriate Director or Chief Executive if problems are encountered. 

 
19.2.5 Official orders 
 
 Official Orders must: 
 

(a) be consecutively numbered; 
 
(b) be in a form approved by the Director of Finance & Commercial 
Development; 
 
(c) state the Trust’s terms and conditions of trade;  
 
(d) only be issued to, and used by, those duly authorised by the Chief Executive. 
 

19.2.6 Temporary Suspension of Normal Controls Regarding Tendering Processes in 
Exceptional Circumstances 
 
In order to qualify as an exceptional circumstance the situation must be; 
 
a) A Trust Wide problem, not just a directorate specific issue. 
b) Of sufficient scale that failure to act quickly and decisively would put the Trust 

at significant financial and reputational risk. 
c) Unforeseen and has occurred very suddenly. 
d) Such that normal procedures would hinder the recovery of the situation. 
 
Should it be decided that the situation qualifies as an exceptional circumstance then 
the following procedure must be followed; 
 
i) A proposal must be made to the Director of Finance and Commercial 

Development that there are exceptional circumstances. 
ii) This must be accompanied by an explanation as to how the situation will be 

managed including; 
a. Which procedures will be needed to be suspended 
b. Who would need to attend weekly meetings with the Executive Team 
c. The format for monitoring the financial situation 
d. An estimate of the financial impact of the situation 
e. The timeline for the group to meet and approve expenditure (initially 

weekly meetings, at which time the appropriateness of this approach 
should be reviewed – this should not continue for more than 3 months) 

f. Any sub-groups should report formally report to the Executive Team or 
the Trust Management Team Monthly 

g. Communications, the type and frequency 
h. Reporting to other Committees, such as the Audit Committee 

iii) Once the process has been agreed it must be approved by both the Director 
of Finance and Commercial Development and the Chief Executive. 

iv) The Trust Board must be made aware of the existence of this group. 
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v) Should this group need to continue for more than 6 months it would require 
Board approval. 

 
 
19.2.7 Duties of Managers and Officers 
 
 Managers and officers must ensure that they comply fully with the guidance and 

limits specified by the Director of Finance & Commercial Development and that: 
 
(a) all contracts (except as otherwise provided for in the Scheme of Delegation), 

leases, tenancy agreements and other commitments which may result in a 
liability are notified to the Director of Finance & Commercial Development in 
advance of any commitment being made; 

 
(b) contracts above specified thresholds are advertised and awarded in 

accordance with EU rules on public procurement; 
 
(c) where consultancy advice is being obtained, the procurement of such advice 

must be in accordance with guidance issued by the Department of Health; 
 
(d) 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; 
 

(This provision needs to be read in conjunction with Standing Order No. 
6 and the principles outlined in the national guidance contained in HSG 
93(5) “Standards of Business Conduct for NHS Staff”); 

 
(e) no requisition/order is placed for any item or items for which there is no 

budget provision unless authorised by the Director of Finance & Commercial 
Development on behalf of the Chief Executive; 

 
(f) all goods, services, or works are ordered on an official order except works 

and services executed in accordance with a contract and purchases from 
petty cash; 

 
(g) verbal orders must only be issued very exceptionally - by an employee 

designated by the Chief Executive and only in cases of emergency or urgent 
necessity.  These must be confirmed by an official order and clearly marked 
"Confirmation Order"; 

 
(h) orders are not split or otherwise placed in a manner devised so as to avoid 

the financial thresholds; 
 
(i) goods are not taken on trial or loan in circumstances that could commit the 

Trust to a future uncompetitive purchase; 
 
(j) changes to the list of employees and officers authorised to certify invoices are 

notified to the Director of Finance & Commercial Development; 
 
(k) purchases from petty cash are restricted in value and by type of purchase in 

accordance with instructions issued by the Director of Finance & Commercial 
Development;  
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(l) petty cash records are maintained in a form as determined by the Director of 
Finance & Commercial Development. 

 
19.2.8 The Chief Executive and Director of Finance & Commercial Development shall 

ensure that the arrangements for financial control and financial audit of building and 
engineering contracts and property transactions comply with the guidance 
contained within CONCODE and ESTATECODE.  The technical audit of these 
contracts shall be the responsibility of the relevant Director. 

 
19.3 Joint Finance Arrangements with Local Authorities and Voluntary Bodies (see 

overlap with Standing Order No. 9.1)  
 
19.3.1 Payments to local authorities and voluntary organisations made under the powers of 

section 28A of the NHS Act shall comply with procedures laid down by the Director 
of Finance & Commercial Development which shall be in accordance with these 
Acts. (See overlap with Standing Order No. 9.1) 

 

20. EXTERNAL BORROWING 
 
20.1 BORROWINGS 

 
20.1.1 The Director of Finance & Commercial Development will advise the Board 

concerning the Trust’s ability to pay dividend on, and repay Public Dividend Capital 
and any proposed new borrowing, within the limits set by the Department of Health. 
The Director of Finance & Commercial Development is also responsible for 
reporting periodically to the Board concerning the PDC debt and all loans and 
overdrafts. 

 
20.1.2 The Board will agree the list of employees (including specimens of their signatures) 

who are authorised to make short term borrowings on behalf of the Trust. This must 
contain the Chief Executive and the Director of Finance & Commercial 
Development. 

 
20.1.3 The Director of Finance & Commercial Development must prepare detailed 

procedural instructions concerning applications for loans and overdrafts. 
 
20.1.4 All short-term borrowings should be kept to the minimum period of time possible, 

consistent with the overall cashflow position, represent good value for money, and 
comply with the latest guidance from the Department of Health. 

 
20.1.5 Any short-term borrowing must be with the authority of two members of an 

authorised panel, one of which must be the Chief Executive or the Director of 
Finance & Commercial Development. The Board must be made aware of all short 
term borrowings at the next Board meeting. 

 
20.1.6 All long-term borrowing must be consistent with the plans outlined in the current 

LDP and be approved by the Trust Board. 
 
20.2 INVESTMENTS 
 
20.2.1 Temporary cash surpluses must be held only in such public or private sector 

investments as notified by the Secretary of State and authorised by the Board. 
 
20.2.2 The Director of Finance & Commercial Development is responsible for advising the 

Board on investments and shall report periodically to the Board concerning the 
performance of investments held. 

 
20.2.3 The Director of Finance & Commercial Development will prepare detailed procedural 

instructions on the operation of investment accounts and on the records to be 
maintained. 
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21. FINANCIAL FRAMEWORK 
 
21.1.1 The Director of Finance & Commercial Development should ensure that members of 

the Board are aware of the Financial Framework. This document contains directions 
which the Trust must follow. It also contains directions to Strategic Health 
Authorities regarding resource and capital allocation and funding to Trust’s. The 
Director of Finance & Commercial Development should also ensure that the 
direction and guidance in the framework is followed by the Trust.  
 

22. CAPITAL INVESTMENT, PRIVATE FINANCING, FIXED ASSET 
REGISTERS AND SECURITY OF ASSETS 

 
22.1 Capital Investment 
 
22.1.1 The Chief Executive: 
 

(a) shall ensure that there is an adequate appraisal and approval process in 
place for determining capital expenditure priorities and the effect of each 
proposal upon business plans; 

 
(b) is responsible for the management of all stages of capital schemes and for 

ensuring that schemes are delivered on time and to cost;  
 
(c) shall ensure that the capital investment is not undertaken without 

confirmation of purchaser(s) support and the availability of resources to 
finance all revenue consequences, including capital charges. 

 
22.1.2 For every capital expenditure proposal the Chief Executive shall ensure: 
 

(a) that a business case (in line with the guidance contained within the Capital 
 Investment Manual) 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;  
 

(ii) the involvement of appropriate Trust personnel and external agencies; 
 
(ii) appropriate project management and control arrangements;  
 

(b) that the Director of Finance & Commercial Development has certified 
professionally to the costs and revenue consequences detailed in the 
business case. 

 
22.1.3 For capital schemes where the contracts stipulate stage payments, the Chief 

Executive will issue procedures for their management, incorporating the 
recommendations of “Estatecode”. 

 
22.1.4 The Director of Finance & Commercial Development shall assess on an annual basis 

the requirement for the operation of the construction industry tax deduction scheme in 
accordance with Inland Revenue guidance. 

 
22.1.5 The Director of Finance & Commercial Development shall issue procedures for the 

regular reporting of expenditure and commitment against authorised expenditure. 
 
22.1.6 The approval of a capital programme shall not constitute approval for expenditure on 

any scheme. 
 

The Chief Executive shall issue to the manager responsible for any scheme: 
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(a) specific authority to commit expenditure; 
 
(b) authority to proceed to tender ( see overlap with SFI No. 16.6); 
 
(c) approval to accept a successful tender (see overlap with SFI No. 16.6). 
 

The Chief Executive will issue a scheme of delegation for capital investment 
management in accordance with "Estatecode" guidance and the Trust’s Standing 
Orders. 

 
22.1.7 The Director of Finance & Commercial Development shall issue procedures 

governing the financial management, including variations to contract, of capital 
investment projects and valuation for accounting purposes. These procedures shall 
fully take into account the delegated limits for capital schemes included in Annex C of 
HSC (1999) 246. 

 
22.1.8 Where a capital scheme is funded using the Private Finance Initiative, any variations 

in contract will be dealt with under procedures for variations in capital contracts 
(rather than the UP variation which may result). 

 
22.2 Private Finance (see overlap with SFI No. 16.10)    
 
22.2.1 The Trust should normally test for PFI when considering capital procurement. When 

the Trust proposes to use finance which is to be provided other than through its 
Allocations, the following procedures shall apply: 

 
(a) The Director of Finance & Commercial Development shall demonstrate that 

the use of private finance represents value for money and genuinely transfers 
significant risk to the private sector. 

 
(b) Where the sum involved exceeds delegated limits, the business case must be 

referred to the Department of Health or in line with any current guidelines. 
 
(c) The proposal must be specifically agreed by the Board. 

 
22.3 Asset Registers 
 
22.3.1 The Chief Executive is responsible for the maintenance of registers of assets, taking 

account of the advice of the Director of Finance & Commercial Development 
concerning the form of any register and the method of updating, and arranging for a 
physical check of assets against the asset register to be conducted once a year. 

 
22.3.2 The Trust shall maintain an asset register recording fixed assets.  The minimum 

data set to be held within these registers shall be as specified in the Capital 
Accounting Manual as issued by the Department of Health. 

 
22.3.3 Additions to the fixed asset register must be clearly identified to an appropriate 

budget manager and be validated by reference to: 
 

(a) properly authorised and approved agreements, architect's certificates, 
supplier's invoices and other documentary evidence in respect of purchases 
from third parties; 

 
(b) stores, requisitions and wages records for own materials and labour including 

appropriate overheads;  
 
(c) lease agreements in respect of assets held under a finance lease and 

capitalised. 
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22.3.4 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). 

 
22.3.5 The Director of Finance & Commercial Development shall approve procedures for 

reconciling balances on fixed assets accounts in ledgers against balances on fixed 
asset registers. 

 
22.3.6 The value of each asset shall be indexed to current values in accordance with 

methods specified in the Manual for Accounts issued by the Department of Health. 
 
22.3.7 The value of each asset shall be depreciated using methods and rates as specified 

in the Manual for Accounts issued by the Department of Health. 
 
22.3.8 The Director of Finance & Commercial Development of the Trust shall calculate and 

pay capital charges as specified in the Manual for Accounts issued by the 
Department of Health. 

 
22.4 Security of Assets 
 
22.4.1 The overall control of fixed assets is the responsibility of the Chief Executive. 
 
22.4.2 Asset control procedures (including fixed assets, cash, cheques and negotiable 

instruments, and also including donated assets) must be approved by the Director 
of Finance & Commercial Development.  This procedure shall make provision for: 

 
(a) recording managerial responsibility for each asset; 
 
(b) identification of additions and disposals; 
 
(c) identification of all repairs and maintenance expenses; 
 
(d) physical security of assets; 
 
(e) periodic verification of the existence of, condition of, and title to, assets 

recorded; 
 
(f) identification and reporting of all costs associated with the retention of an 

asset;  
 
(g) reporting, recording and safekeeping of cash, cheques, and negotiable 

instruments. 
 

22.4.3 All discrepancies revealed by verification of physical assets to fixed asset register 
shall be notified to the Director of Finance & Commercial Development. 

 
22.4.4 Whilst each employee and officer has a responsibility for the security of property of 

the Trust, it is the responsibility of Board members and senior employees in all 
disciplines to apply such appropriate routine security practices in relation to NHS 
property as may be determined by the Board.  Any breach of agreed security 
practices must be reported in accordance with agreed procedures. 

 
22.4.5 Any damage to the Trust’s premises, vehicles and equipment, or any loss of 

equipment, stores or supplies must be reported by Board members and employees 
in accordance with the procedure for reporting losses. 

 
22.4.6 Where practical, assets should be marked as Trust property. 
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23. STORES AND RECEIPT OF GOODS 
 
23.1 General position 
 
23.1.1 Stores, defined in terms of controlled stores and departmental stores (for immediate 

use) should be: 
 

(a) kept to a minimum; 
 
(b) subjected to annual stock take; 
 
(c) valued at the lower of cost and net realisable value. 
 

23.2 Control of Stores, Stocktaking, condemnations and disposal 
 
23.2.1 Subject to the responsibility of the Director of Finance & Commercial Development 

for the systems of control, overall responsibility for the control of stores shall be 
delegated to an employee by the Chief Executive.  The day-to-day responsibility 
may be delegated by him to departmental employees and stores 
managers/keepers, subject to such delegation being entered in a record available to 
the Director of Finance & Commercial Development.  The control of any 
Pharmaceutical stocks shall be the responsibility of a designated Pharmaceutical 
Officer; the control of any fuel oil and coal of a designated estates manager. 

 
23.2.2 The responsibility for security arrangements and the custody of keys for any stores 

and locations shall be clearly defined in writing by the designated 
manager/Pharmaceutical Officer.  Wherever practicable, stocks should be marked 
as health service property. 

 
23.2.3 The Director of Finance & Commercial Development shall set out procedures and 

systems to regulate the stores including records for receipt of goods, issues, and 
returns to stores, and losses. 

 
23.2.4 Stocktaking arrangements shall be agreed with the Director of Finance & 

Commercial Development and there shall be a physical check covering all items in 
store at least once a year. 

 
23.2.5 Where a complete system of stores control is not justified, alternative arrangements 

shall require the approval of the Director of Finance & Commercial Development. 
 
23.2.6 The designated Manager/Pharmaceutical Officer shall be responsible for a system 

approved by the Director of Finance & Commercial Development 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 & Commercial Development any evidence of significant overstocking and 
of any negligence or malpractice (see also overlap with SFI No. 24 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. 

 
23.3 Goods supplied by NHS Logistics 
 
23.3.1 For goods supplied via the NHS Logistics central warehouses, the Chief Executive 

shall identify those authorised to requisition and accept goods from the store.  The 
authorised person shall check receipt against the delivery note before forwarding 
this to the Director of Finance & Commercial Development who shall satisfy himself 
that the goods have been received before accepting the recharge. 
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24. DISPOSALS & CONDEMNATIONS, LOSSES AND SPECIAL 
PAYMENTS 

 
24.1 Disposals and Condemnations 
 
24.1.1 Procedures 
 
 The Director of Finance & Commercial Development must prepare a procedure for 

the disposal of assets including condemnations, and ensure that these are notified 
to managers. 

 
24.1.2 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 & Commercial 
Development of the estimated market value of the item, taking account of 
professional advice where appropriate. 

 
24.1.3 All unserviceable articles shall be: 
 

(a) condemned or otherwise disposed of by an employee authorised for that 
purpose by the Director of Finance & Commercial Development; 

 
(b) recorded by the Condemning Officer in a form approved by the Director of 

Finance & Commercial Development which will indicate whether the articles 
are to be converted, destroyed or otherwise disposed of.  All entries shall be 
confirmed by the countersignature of a second employee authorised for the 
purpose by the Director of Finance & Commercial Development. 

 
24.1.4 The Condemning Officer shall satisfy himself as to whether or not there is evidence 

of negligence in use and shall report any such evidence to the Director of Finance & 
Commercial Development who will take the appropriate action.  

 
24.2 Losses and Special Payments  
 
24.2.1 Procedures 
 
 The Director of Finance & Commercial Development must prepare procedural 

instructions on the recording of and accounting for condemnations, losses, and 
special payments. 

 
24.2.2 Any employee or officer discovering or suspecting a loss of any kind must either 

immediately inform their head of department, who must immediately inform the 
Chief Executive and the Director of Finance & Commercial Development or inform 
an officer charged with responsibility for responding to concerns involving loss.  This 
officer will then appropriately inform the Director of Finance & Commercial 
Development and/or Chief Executive.  Where a criminal offence is suspected, the 
Director of Finance & Commercial Development must immediately inform the police 
if theft or arson is involved.  In cases of fraud and corruption or of anomalies which 
may indicate fraud or corruption, the Director of Finance & Commercial 
Development must inform the relevant LCFS and CFSMS regional team in 
accordance with Secretary of State for Health’s Directions. 

 
 The Director of Finance & Commercial Development must notify the Counter Fraud 

and Security Management Services (CFSMS) and the External Auditor of all frauds. 
 
24.2.3 For losses apparently caused by theft, arson, neglect of duty or gross carelessness, 

except if trivial, the Director of Finance & Commercial Development must 
immediately notify:  

 
(a) the Board, 
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(b) the External Auditor. 
 

24.2.4 Within limits delegated to it by the Department of Health, the Board shall approve 
the writing-off of losses. 

 
24.2.5 The Director of Finance & Commercial Development and the Shared Business 

Service shall be authorised to take any necessary steps to safeguard the Trust’s 
interests in bankruptcies and company liquidations. 

 
24.2.6 For any loss, the Director of Finance & Commercial Development and the Shared 

Business Service should consider whether any insurance claim can be made. 
 
24.2.7 The Director of Finance & Commercial Development shall maintain a Losses and 

Special Payments Register in which write-off action is recorded. 
 
24.2.8 No special payments exceeding delegated limits shall be made without the prior 

approval of the Department of Health. This requirement will also be specified to the 
Shared Business Service in a Service Level Agreement. 

 
24.2.9 All losses and special payments must be reported to the Audit Committee at every 

meeting. 
 

25. INFORMATION TECHNOLOGY 
 
25.1 Responsibilities and duties of the Director of Finance & Commercial 

Development 
 
25.1.1 The Director of Finance & Commercial Development, 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 the Director is responsible from accidental or intentional 
disclosure to unauthorised persons, deletion or modification, theft or damage, 
having due regard for the Data Protection Act 1998; 

 
(b) ensure that 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 the Director 
may consider necessary are being carried out. 

 
25.1.2 The Director of Finance & Commercial Development shall need to ensure that new 

financial systems and amendments to current financial systems are developed in a 
controlled manner and thoroughly tested prior to implementation.  Where this is 
undertaken by another organisation, assurances of adequacy must be obtained 
from them prior to implementation. 

 
25.1.3 The Director of Assurance, Information and Technology  shall publish and maintain 

a Freedom of Information (FOI) Publication Scheme, or adopt a model   Publication   
Scheme   approved   by the   information Commissioner.  A Publication Scheme is a 
complete guide to the information routinely published by a public authority.  It 
describes the classes or types of information about our Trust that we make publicly 
available. 
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25.2 Responsibilities and duties of other Directors and Officers in relation to 

computer systems of a general application 
 
25.2.1 In the case of computer systems which are proposed General Applications (i.e. 

normally those applications which the majority of Trust’s in the Region wish to 
sponsor jointly) and includes the Shared Business Service all responsible directors 
and employees will send to the Director of Finance & Commercial Development: 
 
(a) details of the outline design of the system; 
 
(b) in the case of packages acquired either from a commercial organisation, from 

the NHS, or from another public sector organisation, the operational 
requirement. 
 

25.3 Contracts for Computer Services with other health bodies or outside agencies 
 
 The Director of Finance & Commercial Development 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. 

 
 Where another health organisation or any other agency provides a computer 

service for financial applications, the Director of Finance & Commercial 
Development shall periodically seek assurances that adequate controls are in 
operation. 

 
25.4 Risk Assessment 
 

The Head of IT shall ensure that risks to the Trust arising from the use of IT are 
effectively identified and considered and appropriate action taken to mitigate or 
control risk. This shall include the preparation and testing of appropriate disaster 
recovery plans. 

 
25.5 Requirements for Computer Systems which have an impact on corporate 

financial systems  
 
 Where computer systems have an impact on corporate financial systems the 

Director of Finance & Commercial Development shall need to be satisfied that: 
 

(a) systems acquisition, development and maintenance are in line with corporate 
policies such as an Information Technology Strategy; 

 
(b) data produced for use with financial systems is adequate, accurate, complete 

and timely, and that a management (audit) trail exists;  
 
(c) Director of Finance & Commercial Development staff have access to such 

data;  
 
(d) such computer audit reviews as are considered necessary are being carried 

out. 
 

26. PATIENTS' PROPERTY  
 
26.1 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. 
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26.2 The Chief Executive is responsible for ensuring that patients or their guardians, as 

appropriate, are informed before or at admission by: 
 

- notices and information booklets; (notices are subject to sensitivity 
guidance) 

- hospital admission documentation and property records; 
- the oral advice of administrative and nursing staff responsible for admissions, 

 
 that the Trust 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. 

 
26.3 The Director of Finance & Commercial Development 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. 

 
26.4 Where Department of Health instructions require the opening of separate accounts 

for patients' moneys, these shall be opened and operated under arrangements 
agreed by the Director of Finance & Commercial Development. 

 
26.5 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. 

 
26.6 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. 

 
26.7 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. 

 

27. FUNDS HELD ON TRUST 
 

27.1 Corporate Trustee 
 

(1) Standing Order No. 2.8 outlines the Trust’s responsibilities as a corporate 
trustee for the management of funds it holds on trust, and defines the need for 
compliance with Charities Commission latest guidance and best practice.  

 
(2) The discharge of the Trust’s corporate trustee responsibilities are distinct from its 

responsibilities for exchequer funds and may not necessarily be discharged in the 
same manner, but there must still be adherence to the overriding general 
principles of financial regularity, prudence and propriety.  Trustee responsibilities 
cover both charitable and non-charitable purposes.   

 
The Director of Finance & Commercial Development shall ensure that each trust 
fund which the Trust is responsible for managing is managed appropriately with 
regard to its purpose and to its requirements. 

 
27.2 Accountability to Charity Commission and Secretary of State for Health 
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(1) The trustee responsibilities must be discharged separately and full recognition 
given to the Trust’s dual accountabilities to the Charity Commission for 
charitable funds held on trust and to the Secretary of State for all funds held on 
trust. 

 
(2) The Schedule of Matters Reserved to the Board and the Scheme of Delegation 

make clear where decisions regarding the exercise of discretion regarding the 
disposal and use of the funds are to be taken and by whom.  All Trust Board 
members and Trust officers must take account of that guidance before taking 
action.  

 
27.3 Applicability of Standing Financial Instructions to funds held on Trust 
 

(1) In so far as it is possible to do so, most of the sections of these Standing 
Financial Instructions will apply to the management of funds held on trust. (See 
overlap with SFI No 16.16).  

 
(2) 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. 

 

28. ACCEPTANCE OF GIFTS BY STAFF AND LINK TO STANDARDS 
OF BUSINESS CONDUCT (see overlap with SO No. 6 and SFI No. 
21.2.6 (d)) 

 
 The Director of Finance & Commercial Development shall ensure that all staff are 

made aware of the Trust policy on acceptance of gifts and other benefits in kind by 
staff. This policy follows the guidance contained in the Department of Health circular 
HSG (93) 5 ‘Standards of Business Conduct for NHS Staff’ and is also deemed to 
be an integral part of these Standing Orders and Standing Financial Instructions 
(see overlap with SO No. 6). 

 

29. RETENTION OF RECORDS 
 
29.1.1 The Chief Executive shall be responsible for maintaining archives for all records 

required to be retained in accordance with Department of Health guidelines. 
 
29.1.2 The records held in archives shall be capable of retrieval by authorised persons. 
 
29.1.3 Records held in accordance with latest Department of Health guidance shall only be 

destroyed at the express instigation of the Chief Executive. Detail shall be maintained 
of records so destroyed. 

 
29.1.4 Where any documents are held by a Shared Business Service detailed requirement 

relating to 29.1.2 and 29.1.3 will be set out in a Service Level Agreement with the 
Shared Business Service. 

 

30. RISK MANAGEMENT AND INSURANCE  
 
30.1 Programme of Risk Management 
 
 The Chief Executive shall ensure that the Trust has a programme of risk 

management, in accordance with current Department of Health assurance 
framework requirements, which must be approved and monitored by the Board. 

 
 The programme of risk management shall include: 
 

a) a process for identifying and quantifying risks and potential liabilities; 
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b) engendering among all levels of staff a positive attitude towards the control of 
risk; 

 
c) management processes to ensure all significant risks and potential liabilities 

are addressed including effective systems of internal control, cost effective 
insurance cover, and decisions on the acceptable level of retained risk; 

 
d) contingency plans to offset the impact of adverse events; 

 
e) audit arrangements including; Internal Audit, clinical audit, health and safety 

review; 
 
f) a clear indication of which risks shall be insured; 
 
g) arrangements to review the Risk Management programme. 
 

  The existence, integration and evaluation of the above elements will assist in 
providing a basis to make a Statement on the effectiveness of Internal Control (SIC) 
within the Annual Report and Accounts as required by current Department of Health 
guidance. 

 
30.2 Insurance: Risk Pooling Schemes administered by NHSLA 
 
 The Board shall decide if the Trust will insure through the risk pooling schemes 

administered by the NHS Litigation Authority or self insure for some or all of the 
risks covered by the risk pooling schemes. If the Board decides not to use the risk 
pooling schemes for any of the risk areas (clinical, property and employers/third 
party liability) covered by the scheme this decision shall be reviewed annually.  

 
30.3 Insurance arrangements with commercial insurers 
 
30.3.1 There is a general prohibition on entering into insurance arrangements with 

commercial insurers. There are, however, three exceptions when Trust’s may 
enter into insurance arrangements with commercial insurers. The exceptions are: 

 
(1) Trust’s may enter commercial arrangements for insuring motor vehicles 

owned by the Trust including insuring third party liability arising from their use; 
 
(2)  where the Trust is involved with a consortium in a Private Finance Initiative 

contract and the other consortium members require that commercial insurance 
arrangements are entered into; and  

 
(3) where income generation activities take place. Income generation activities 

should normally be insured against all risks using commercial insurance. If the 
income generation activity is also an activity normally carried out by the Trust 
for a NHS purpose the activity may be covered in the risk pool. Confirmation of 
coverage in the risk pool must be obtained from the Litigation Authority. In any 
case of doubt concerning a Trust’s powers to enter into commercial insurance 
arrangements the Finance Director should consult the Department of Health. 

 
30.4 Arrangements to be followed by the Board in agreeing Insurance cover  
 

(1) Where the Board decides to use the risk pooling schemes administered by the 
NHS Litigation Authority the Director of Finance & Commercial Development 
shall ensure that the arrangements entered into are appropriate and 
complementary to the risk management programme. The Director of Finance & 
Commercial Development shall ensure that documented procedures cover 
these arrangements. 
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(2) Where the Board decides not to use the risk pooling schemes administered by 
the NHS Litigation Authority for one or other of the risks covered by the 
schemes, the Director of Finance & Commercial Development shall ensure that 
the Board is informed of the nature and extent of the risks that are self insured 
as a result of this decision. The Director of Finance & Commercial Development 
will draw up formal documented procedures for the management of any claims 
arising from third parties and payments in respect of losses which will not be 
reimbursed.   

 
 (3) All the risk pooling schemes require Scheme members to make some 

contribution to the settlement of claims (the ‘deductible’).  The Director of 
Finance & Commercial Development should ensure documented procedures 
also cover the management of claims and payments below the deductible in 
each case. 
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Report to: Trust Board Agenda item:  6.5 

Date of Meeting: 28 February 2013 

 

Report Title: Review of Standing Financial Instructions and 
Detailed Scheme of Delegation – January 2013 

Status: For information discussion assurance approval 

   x 

Prepared by: Alex Packard, Regional Finance Management 
Trainee 

Executive Sponsor (presenting): Bill Boa, Interim Director of Finance 

Appendices (list if applicable): Appendix A - SFI’s 
Appendix B - Detailed Scheme of Delegation 

 

Executive Summary:  

 
This item has been reviewed by the Audit Committee (30/01/2013) and is now presented 
to the Trust Board for final approval. 
 

 The Trust Standing Financial Instructions (SFIs) detail the overarching rules for 
financial transactions within the Trust. The Detailed Scheme of Delegation (DSoD) 
provides guidance as to which staff are able to take what level of financial decision. 

 The SFIs and DSoD are reviewed annually to ensure that they remain applicable to 
the circumstances of the Trust. 

 This process has reviewed the limits within the DSoD (with no changes made), 
reviewed Post and Committee Titles and has added a section regarding Exceptional 
Circumstances. 

 

Summary of Changes made to SFIs and DSoD 
 
There is one significant change within the SFIs, the addition of a section outlining the 
circumstances when it may be appropriate to suspend some tendering rules, prompted by 
the issues which arose from the implementation of Cerner (Section 19.2.6). There are also 
a number of changes have been made to reflect changes in Post and Committee Names. 

SFIs 

Guidelines for temporary deviation from normal controls/ managing circumstances 
that require more flexibility than regular procedures allow 
 
Clear systems and procedures exist for ordering goods and services and their approval.  
The detail of authorisation limits is contained in the Detailed Scheme of Delegation and 
overarching guidelines in the Standing Financial Instructions. Under normal circumstances 
these should be followed and there is no reason for deviation. 
 
However, in exceptional circumstances, these procedures, especially concerning 
procurement rules and the need for tenders, may not be sufficiently flexible and need to be 
temporarily suspended.   
 
The situation that arose as a result of the failed Cerner implementation was one example 
where there needed to be a temporary deviation because of the size of the problem and 
timescales involved – i.e. the problem needed to be fixed immediately.  The purpose of 
these guidelines is to ensure transparency in decision making and have clear and effective 
governance and accountability in the event of a “Cerner-type” emergency situation.   

http://www.nbt.nhs.uk/Default.htm
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As a result of this we have added a section (Section 19.2.6) titled “Temporary 
Suspension of Normal Controls Regarding Tendering Process”. 
 
DSoD 

 The artificial distinction between approvals, for payment runs, under/over £250,000 
and NHS and Non-NHS was removed (page 3) 

 The details of delegated authority for Petty Cash Disbursements over £250 was 
changed to show that the Trust no longer allows them, as a Faster Payment 
should be used instead (page 15) 

 Details of a Relocation  Allowance of £8,000 was revised as this allowance was 
changed, only Junior Med Staff who have been allowed these expenses through 
Deanery Removal Expenses will receive them (page 18) 

 Addition of a section detailing the application of the DSoD within Oracle R12 
(section 3d) 

 
Post Name Changes (Both SFIs and DSoD) 

 Director of Finance has been changed to Director of Finance and Commercial 
Development 

 Audit & Assurance Committee has been changed to Audit Committee 

 Audit, Controls & Assurance Committee has also changed to Audit Committee 

 Remuneration and Terms of Service Committee has been changed to 
Remuneration and Appointments Committee 

 Director of Assurance and IM&T has been changed to Head of IT 

 Head of Estate Maintenance Services is now Head of Estate Maintenance 

 Director of HR has changed to Director of Organisation, People & Performance 

 Director of Education, Research & Development has changed to Director of 
Organisation, People & Performance 

 Shared Financial Services Centre was changed to Shared Business Services. 
 

 

Action Required:  

Trust Board is requested to:  
Approve the amendments made to the SFIs and DSoD 
 

 

Key Risks: That limits in force become out of date or inappropriate 

Impact on Patients: None 

Impact on Staff: Minimal – some changes in SFI rules as noted within the 
paper. 

Link to Trust Objectives:  N/A 

Care Quality Commission 
outcomes: 

N/A 

NHS Constitution: N/A 

Financial Issues: Considered 

Legal/regulatory Issues: None 

Equality Issues considered: None 

 



Decisions Required:

Key Issues:

Programme 2012/13 A M J J A S O N D J F M A M J J

Internal fit outs G G G G G G G G G G

Equipping G G G G G G G G G G
Commissioning   G G G G G G

Risk/Cost impacts  RAG

Summary: R 
Type No. Mitigation Score

Affordability F3

Ensure all third parties are signed up to leases or licences as appropriate in advance of completion of Phase1 PFI. Progress being made on most 3rd parties 

but many formal agreements not yet completed and arrangements for Social Workers is still unclear. The aim now is to have all documented by end June 

2013

16

Programme P11 Feasibility actively in hand exploring options to achieve relocation offsite by end 2013 16

Operational Q1
This is a key risk in the Project and as such will require the most attention. The Trust Building our Future Programme Board was charged with overseeing 

the implementation of the new model. A review of the BoF portfolio has been undertaken and formation of PMO and Operating Plan team agreed.
16

Quality RAG

Summary: G

Design G

Clinical/functionality G

Technical A

Arts G

Sustainability G

Comms/involvement G

Asbestos/Ground 

Conditions

Cost £000 RAG

Unexpected ground 

conditions

0 G

Unidentified asbestos 200 (anticipated and allowed for in budget) G

Variations Cost £000 RAG

Error Corrections: 0 G

Strategic Decisions: 0 G

Southmead Hospital Redevelopment Project

Highlight Report

The response from staff tours of the new building and the mock up rooms is extremely positive and continues to exceed expectations

0

Author: Martin Warren

None

On programme and the focus continues on the internal fit outs

Fit out continues on programme and as zones are completed they are locked pending services installation commissioning

SRO: Tricia Down

Third Party Claims - Additional costs incurred by 

Trust and also as a result of delay to PFI which 

incur the Trust in payment of a delay event

Date:     

06/02/13

Report Number:  

Period: 02/01 - 06/02

104

Internal fit out is progressing well as are the external works to the courtyards and perimeter of the building 

Risk

The Equipment Inventory is 98% complete and due to finish during February

Audit of Trust Art collection completed and analysis of future locations under way

The SMSCP electric meter has been reinstalled and realistic consumption readings can now be supplied.

Awaiting Carillion's proposals on the ED corridor

Around 200 people have been appointed as Move Leads. The first 3 training sessions were well attended and successful

The three risks summarised here are all being actively addressed to try and reduce the probability factors 

The RDD & C sheet processes are substantially complete. A meeting was held to discuss the AGV fire handling strategy and revisions are awaited to reflect Trust comments 

If DSC not relocated by May 2014, this will delay 

Phase 2 of PFI and incur the Trust in payment of a 

delay event

Solutions for Medical Gas issues are agreed. Peer review of Carillion Fire Strategy continues with report expected in February/March.

The Clinical Model is not implemented successfully.

6

Number

0

1 (Phase 1 demolitions)

Residents meeting held on 17 January with representatives from both Councils. Concerns still focus on staff parking in residential streets and the provision of public transport

Number

07.1 Appendix - 130214 SHR Highlight Rep 104 Feb 13 -v1(mdw).xls
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Report to: Trust Board Agenda item:  7.1 

Date of Meeting: 28 February 2013 

 

Report Title: SHRP Highlight Report  

Status: For information discussion assurance approval 

X    

Prepared by: Martin Warren 

Executive Sponsor (presenting): Mike Coupe 

Appendices (list if applicable):  130214 SHRP Highlight Report  

 

Executive Summary:  

 Construction work is on programme overall and work on the new main entrance ahead 
of schedule. 

 The design process is focusing on Phase 2 elements together with the few outstanding 
aspects of Phase 1  

 Various compliance checks within Phase 1 design and construction continue 

 The Building Research peer review of Carillion’s fire strategy continues and a full 
report is expected in March  

 The Trust awaits Carillion’s revised proposals for the ED corridor 

 Carillion’s claim for unidentified asbestos, which is a standard contractual requirement, 
has been agreed but not yet formally documented. 

 No claims have been received by the Trust. 

 Over 200 Move Leads have been appointed and the training is under way 

 

Action Required:  

Trust Board is requested to:  

 Note the progress and the issues identified 

 

Key Risks: See Highlight Report 

Impact on Patients: Improved quality of environment 

Trust Objectives:  3. Services to be leading edge and provided in high quality 
environments  

Care Quality Commission 
outcomes: 

10. Safety and suitability of premises 

NHS Constitution: Patient and public: Quality of care and environment 
Staff: Have a good working environment; Have healthy 
and safe working conditions 

Financial Issues: None 

Legal/regulatory Issues: None 
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Report to: Trust Board Agenda item:  8.1.1 

Date of Meeting: 28th February 2013 

 

Report Title: Activity and Performance Report 

Status: For information discussion assurance approval 
    

Prepared by: Alison Moroz and Daniel Bates 

Board Sponsor: Sasha Karakusevic 

Appendices:  

 

Executive Summary:  

 
RTT performance – plan are being developed to clear backlog of patients waiting over 18 
weeks by end of quarter 1 of the new financial year. 
 
Cancer – performance is improving and targets have been met for January. 
 
Cancelled operations – there were a high level of cancellations in January directly related 
to the pressures of 4 hour performance. 
 
4 Hour waits – 90% achieved for January 2013 against the 95% target. 
 
 

 

Action Required:  

Trust Board is requested to:  
 
Note the report. 
 

 

Key Risks: Failure to hit key targets.   
 

Impact on Patients: The standards are designed to identify and support the 
delivery of high quality care for patients.  The core 
standards are a right defined in the NHS Constitution.  
Therefore, non-delivery represents a failure to provide 
the required standard of care. 

Impact on Staff Systems need to be improved to ensure that processes 
are more robust. 

Link to Trust Objectives:  1 and 2. 

Care Quality Commission 
outcomes: 

Performance indicators. 

NHS Constitution: Access to services. 

Financial Issues: Risk on income received. 

Legal/regulatory Issues: Yes 

Equality Issues considered N/A 
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Apr-12 M ay-12 Jun-12 Jul-12 Aug-12 Sep-12 Oct-12 Nov-12 Dec-12 Jan-13 Feb-13 M ar-13 YTD 11/12 Q1 Q2 Q3 Q4

A&E 4 hour wait 

 (SM D , F R E & YA T E)
> 95% 93.4% 92.2% 92.5% 94.7% 96.5% 94.9% 92.1% 96.2% 91.5% 89.6% 93.4% 94.4% 91.6% 95.0% 92.7%

A&E 4 hour wait  SM D > 95% 99.9% 99.5% 99.9% 100.0% 100.0% 99.9% 99.9% 100.0% 100.0% 99.9% 99.9% 100.0% 99.8% 100.0% 100.0%

A&E 4 hour wait  F R E > 95% 90.5% 88.3% 88.6% 92.0% 94.7% 92.4% 88.4% 94.5% 88.2% 85.1% 90.3% 92.0% 87.9% 92.8% 89.8%

A&E Unplanned 

reattendance rate  T OT A L
< 5% 4.8% 4.7% 4.9% 4.6% 4.1% 4.7% 3.9% 4.0% 4.6% 4.2% 4.5% 4.2% 4.8% 4.5% 4.2%

A&E Unplanned 

reattendance rate  SM D
< 5% 5.3% 5.4% 4.4% 4.8% 3.3% 4.6% 4.2% 3.2% 4.1% 3.2% 4.3% 4.5% 5.0% 4.2% 3.8%

A&E Unplanned 

reattendance rate  F R E
< 5% 4.8% 4.7% 5.3% 4.7% 4.6% 5.0% 4.2% 4.5% 4.9% 4.8% 4.7% 4.1% 4.9% 4.8% 4.5%

A&E Left dept without 

being seen T OT A L
< 5% 2.8% 3.4% 3.1% 2.5% 1.9% 3.0% 2.2% 1.5% 2.2% 1.8% 2.5% 2.8% 3.1% 2.5% 2.0%

A&E Left dept without

 being seen SM D
< 5% 1.2% 2.2% 1.8% 1.3% 0.6% 2.2% 0.9% 1.0% 0.6% 0.7% 1.3% 1.4% 1.8% 1.4% 0.8%

A&E Left dept without

 being seen  F R E
< 5% 3.6% 4.3% 4.0% 3.3% 2.5% 3.7% 2.9% 1.9% 2.8% 2.4% 3.1% 3.3% 4.0% 3.2% 2.5%

A&E Initial assessment 95th 

percentile (15 mins) T OT A L
< 15 89 108 87 80 69 73 73 63 68 94 83 96 97 74 67

A&E Initial assessment 95th 

percentile (15 mins)  SM D
< 15 80 98 9 47 28 84 55 27 0 109 119 101 100 84 55

A&E Initial assessment 95th 

percentile (15 mins)  F R E
< 15 89 107 87 80 69 73 72 63 68 93 82 96 96 73 67

A&E Time to treatment 

median (60 mins)  T OT A L
< 60 55 64 58 59 43 55 46 39 40 42 49 63 59 52 42

A&E Time to treatment 

median (60 mins)  SM D
< 60 43 60 55 58 43 59 50 42 37 48 50 35 53 53 43

A&E Time to treatment 

median (60 mins)  F R E
< 60 70 79 72 71 51 62 52 44 46 47 58 77 74 61 47

A&E Ambulance Handover 

times > 15 mins
0 399 636 581 539 435 421 417 305 607 749 5089 4064 1616 1395 1329

Overall Elective LOS < 3.90 3.56 3.32 4.01 3.47 3.76 3.31 3.70 3.62 4.46 2.93 3.61 3.75 3.28 3.57 3.90

Elective Pre-op LOS < 0.3 0.10 0.11 0.09 0.16 0.07 0.09 0.07 0.10 0.19 0.05 0.10 0.23 0.09 0.10 0.11

Overall Emergency LOS < 5.26 5.93 5.60 5.61 5.64 5.25 5.52 5.49 5.82 5.30 5.81 5.60 5.43 5.79 5.45 5.55

Acute Emergency LOS < 4.6 5.03 4.86 4.81 4.88 4.41 4.76 4.69 5.01 4.70 5.02 4.74 4.80 4.90 4.70 4.75
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Apr-12 M ay-12 Jun-12 Jul-12 Aug-12 Sep-12 Oct-12 Nov-12 Dec-12 Jan-13 Feb-13 M ar-13 YTD 11/12 Q1 Q2 Q3 Q4

6 Week Diagnostic Waits > 99% 99.9% 99.7% 99.4% 99.7% 99.8% 99.7% 99.7% 99.5% 99.2% 98.8% 99.5% 99.9% 99.7% 99.7% 99.5%

Revascularisation - 11 weeks 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%

C&B Sufficient appointment 

slots
> 96% 98% 98% 98% 98% 98% 99% 98% 98% 98% 99% 98% 97% 98% 98% 98%

18 Week Direct Access 

Audio logy
> 95% 100% 100% 100% 100% 100% 97% 99% 99% 100% 100% 100% 100% 100% 99% 99%

High Risk TIA > 60% 61% 61% 60% 81% 77% 97% 81% 86% 71% 72% 74% 73% 61% 85% 80%

Stroke M anagement 90% on 

Stroke Unit
> 80% 74% 75% 70% 85% 79% 91% 82% 91% 94% 90% 83% 83% 73% 85% 89%

Delayed Transfers < 2% 2.32% 3.07% 2.82% 1.92% 1.99% 1.47% 2.58% 2.91% 2.29% 2.74% 2.42% 2.71% 2.72% 1.79% 2.58%

Daycase Rates > 72.7% 75.2% 75.4% 75.4% 74.5% 75.6% 75.0% 76.3% 75.4% 75.0% 77.8% 75.6% 74.0% 75.4% 75.1% 75.8%

QUARTERLY PERFORMANCE
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The performance associated with the dashboard is as follows: 
 
1. RTT 18 week 
 
a. Admitted and non-admitted pathways within 18 weeks – both targets were met.  

Plans are being developed to clear any backlog by the end of quarter 1 in the new 
financial year. 

 
b. Incomplete pathways – performance has been slowly improving since September 

2012 through validation.  Every specialty has been given weekly targets to reduce 
the number of records.  These will be closely monitored and failure to hit the targets 
will be escalated as appropriate.   

 
2. Cancer 

 
All cancer targets have been met in January.  Further to validation by the Cancer 
team, December performance has now improved. 

 
3. Cancelled operations 
 

Current performance for January shows that there are 110 same-day cancellations 
which means that the 0.8% target was not met.  This was as a direct result of 
pressure in the system and links to the 4 hour performance target as below.  In 
addition, there are 30 of these same day cancellations which have not been re-
booked within 28 days.   

 
Workshops are being held with specialities to understand and improve booking 
processes. 

 
4. Emergencies 
 

In January performance delivery against the four hour indicator at 90% below the 
national standard of 95%.  This is a YTD position of 93%.  An updated recovery plan 
has been prepared and is in the process of being signed off by the Commissioners.  
This plan will need to be taken alongside those being developed by other partners 
within the Community.   
 
Ambulance handover times have been poor, which is directly related to the 
pressures created by the 4 hour performance. 

 
5. Other 

 
Within the other targets, the 6 week diagnostic target was not achieved.  This was 
due to 125 breaches within radiology and entirely related to the short term 
breakdown of a scanner. 
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Report to: Trust Board Agenda item:  8.1.2 

Date of Meeting: 28th February 2013 

 

Report Title: Monthly Infection Control Report  
Status: For information discussion assurance approval 

x  x  

Prepared by: Helen Richardson Assistant Director of Nursing 

Board Sponsor: Dr Chris Burton Medical Director /DIPC 

Appendices: Infection Control Report graphs 

 

Executive Summary:  

  April May Jun July Aug Sept Oct Nov Dec Jan Feb Mar 

MRSA month                    R     

 YTD                        

MSSA month                 R       

 YTD                        

Ecoli month                 R  R     

 YTD                 R  R     

Cdiff month                 R  R     

 YTD                 R  R     

Hand Hygiene month                        

MRSA screening 
(elective) month                        

MRSA screening 
(emergency) month                        

Mandatory 
training  month                        

 
MRSA         

 There were two cases of MRSA bacteraemia attributable to the Trust in January 2013. One 
case within ITU at Southmead and one within the Surgical Directorate, in both cases the 
patients were highly complex. The RCAs have identified learning in relation to the scrutiny of 
hand hygiene audit results at ward and departmental level with particular respect to visiting 
staff. It should also be noted that previous to this incident there had been no MRSA 
bacteraemia with ITU at Southmead for 627 days. 

 There have been five MRSA bacteraemia against target for the year of 6.  

 Emergency MRSA screening is at 92.4% % (target 90%).and Elective is at 98.8% (target 
95%). 

 
MSSA  

 There were 9 MSSA bacteraemia in January 2013, 2 attributable to NBT. 

 In 2012/13, 23 cases have been recorded the Target for the year is 29 cases.  
 
Clostridium difficile    

 C.Diff continues to be an area of significant concern with end of year target breached in 
January 

 There were 20 C.difficile cases during January 2013, of these 14 were attributable to the 
Trust.  

 The year to date position is 62 cases against a target of 61. 

 The infection prevention and control team continue to analyse each case to determine 
appropriate actions with continued focus on a review of antibiotic and PPI prescribing, 
collaborative work being undertaken with commissioning colleagues across the BNSSG heath 

http://www.nbt.nhs.uk/Default.htm
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community. 

 Analysis of the cases in January indicates an increase in patient age range, underlying 
comorbidity and C.Diff risk factors. In one case there is evidence of cross infection and 
learning relating to early isolation of symptomatic patients. 

 The 2013/14 target will be a further reduction to a maximum of 42 cases and the infection 
control team are considering what additional actions can be taken to reduce C.Diff prevalence 
further.  
 

E-Coli 
There were 20 cases of E-coli bacteraemia during January 2013 of which 7 were attributable to the 
Trust. There have been 65 cases reported to date in 2012/13. The Trust has not achieved the 
target of a 20% reduction (56 cases in total). There are no nationally set targets in this area and 
reductions are difficult as this infection is not caused by cross infection in hospitals.  
 
Norovirus 
In January there were 9 wards with restricted access due to confirmed Norovirus with 113 
cumulative bed days lost.   
 
Outbreaks 
Work to improve the water systems on the neonatal intensive care unit continues. NICU is currently 
accommodated in Mendip ward and is due to return to its own refurbished ward space in February 
2013. 
 
Mandatory Training  
Infection Control mandatory training compliance is 86% (target 85%). Continued action is required 
from directorates to sustain this improvement.  
  
Hand Hygiene 
Trust wide compliance was 96% (target 95%)  

 

 

Action Required:  

Trust Board is requested to note the report and the Directorate actions required to maintain and improve 
infection control performance. 

 

Key Risks:  Non achievement of DH C.diff trajectory of 61 

 Non achievement of DH MRSA bacteraemia trajectory of 6 

 Non achievement of MRSA emergency screening target which is set 
at 90%    

 Infection control mandatory training compliance 
Impact on Patients: Patients deserve the highest level of professional standards 

Impact on Staff Staff must comply with Infection control procedures  

Link to Trust Objectives:  Objective 1 - Services of exemplary quality and safety 

Care Quality Commission 
outcomes: 

Outcome 8 (regulation 12)  

NHS Constitution: Right – “to be treated with a professional standard of care, by 
appropriately qualified and experienced staff, in a properly approved or 
registered organisation that meets required levels of safety and quality.” 
Pledge – “The NHS commits to ensure that services are provided in 
a clean and safe environment that is fit for purpose, based on national 
best practice.” 

Financial Issues: N/A 

Legal/regulatory Issues: Compliance with the Hygiene Code 

Equality Issues considered: Infection control procedures are applied in a manner that compiles fully 
with equality requirements.  

 



Table 1

Finance Report January 2013 - Summary Income & Expenditure Statement

 

Variation from 

budget

In-month 

variance

Plan Budget Actual

Adverse / 

(Favourable)

Adverse / 

(Favourable)

£'000 £'000 £'000 £'000 £'000

Income

442,493 PCT Income 368,190 366,426 1,764 631

79,123 Other Operating Income 63,119 62,667 452 (185)

521,616 Total Income 431,309 429,093 2,216 446

Expenditure

333,161 Pay 277,834 280,450 2,615 416

154,035 Non Pay 124,307 127,635 3,328 251

Variance to planned savings (5,652) 5,652 460

Reduce non-recurrent spend and release of 

provisions & contingency 6,937 (6,333) (13,270) (1,329)

487,196 403,427 401,752 (1,675) (202)

34,420 Earnings before Interest & Depreciation 27,882 27,341 541 245

6.37%

21,214 Depreciation & Amortisation on Purchased Assets 17,678 17,211 (467) (234)

(50) Interest receivable (42) (72) (30) (5)

1,132 Interest payable on loans 943 943 0 0

5,124 PDC Dividend 4,270 4,270 0 0

7,000 Net Surplus / (Deficit) for NHS accountability 5,032 4,988 44 6

1.16%

580 Below the line impact of IFRIC 12 483 483 0 0

1,500 Donated Assets 1,286 1,286 0 0

4,920 Net surplus for Monitor accountability 3,263 3,219 44 6

0.75%

6,702 Impairments 919 919 0 0

(1,782) Retained Surplus /( Deficit) for accounting purposes 2,344 2,300 44 6

0.54%

North Bristol NHS Trust

Position as at 31st January



Table 2

Overall Variance by Directorate for the Ten Months Ended 31st January 2013

(Favourable) / Adverse

M1 M2 M3 M4 M5 M6 M7 M8 M9 M10 M11 M12 YTD 

Core Clinical Services 89 90 700 115 670 157 (392) 17 (332) (358) 756

Medicine 175 175 (49) (511) 252 656 960 551 144 485 2,837

Musculo 17 17 99 1,908 346 946 755 730 346 158 5,321

Neuro 127 127 384 653 776 467 (325) 218 60 194 2,680

Renal (44) (44) (249) 273 55 176 142 (156) 22 (489) (314)

South Glos Community HS 37 37 (56) 23 26 (43) (183) (26) (13) 7 (192)

Surgery 82 81 54 664 353 639 232 128 270 664 3,167

Womens & Childrens 52 52 283 506 108 573 (384) 863 732 394 3,179

Facilities 16 16 6 130 133 (1) (13) 136 42 (44) 420

Corporate Directorates (7) (7) 152 147 109 90 99 88 86 113 870

Other (554) (554) (948) (3,530) (3,256) (3,972) (833) (2,570) (1,346) (1,118) (18,680)

Total (12) (13) 376 378 (428) (312) 58 (21) 11 6 44

= > 2 % adverse variance 

= Adverse to plan by up to 2% adverse variance 

= On plan or favourable 

 £000's



Analysis of activity over months 1 to 10 Table 3

Total Activity 

April May June July August Sept. Oct Nov Dec Jan

Cumulative 

YTD

Daycases Activity 12/13 3,114 3,722 3,100 3,643 3,741 3,438 4,054 3,812 3,253 3,664 35,541

Activity 11/12 3,061 3,390 3,814 3,529 3,703 3,637 3,677 3,637 2,696 3,013 34,157

% change since prior year 2% 10% (19)% 3% 1% (5)% 10% 5% 21% 22% 4%

Elect IP Activity 12/13 1,025 1,206 1,018 1,248 1,203 1,155 1,252 1,242 1,074 1,057 11,480

Activity 11/12 1,154 1,232 1,316 1,288 1,264 1,275 1,238 1,330 1,581 1,389 13,067

% change since prior year (11)% (2)% (23)% (3)% (5)% (9)% 1% (7)% (32)% (24)% (12)%

Non-Elect IP-S/stay Activity 12/13 2,073 2,196 2,004 2,106 2,226 2,137 2,269 2,120 2,110 2,156 21,397

Activity 11/12 2,136 2,193 2,171 2,192 2,116 2,036 2,052 2,049 2,006 2,258 21,209

% change since prior year (3)% 0% (8)% (4)% 5% 5% 11% 3% 5% (5)% 1%

Non-Elect IP-L/stay Activity 12/13 1,993 2,165 1,976 2,032 2,006 1,965 2,150 2,007 1,985 2,086 20,365

Activity 11/12 1,979 1,999 2,008 1,963 2,029 2,017 1,930 2,012 2,001 1,968 19,906

% change since prior year 1% 8% (2)% 4% (1)% (3)% 11% (0)% (1)% 6% 2%

OP-New Activity 12/13 8,595 10,589 8,951 10,125 9,620 9,229 10,499 9,863 8,076 9,543 95,089

Activity 11/12 8,100 9,351 9,686 8,712 9,723 9,803 9,856 10,051 7,988 9,926 93,193

% change since prior year 6% 13% (8)% 16% (1)% (6)% 7% (2)% 1% (4)% 2%

OP-FUp Activity 12/13 20,253 23,777 20,201 22,814 22,066 21,487 24,585 23,555 18,987 23,310 221,035

Activity 11/12 19,865 22,193 23,299 20,637 22,821 22,600 22,462 23,787 19,128 21,230 218,021

% change since prior year 2% 7% (13)% 11% (3)% (5)% 9% (1)% (1)% 10% 1%

OP-Procedures Activity 12/13 904 1,271 1,107 1,182 1,164 1,104 1,376 1,333 931 1,066 11,438

Activity 11/12 1,090 974 1,215 1,123 1,191 1,109 1,083 1,104 774 801 10,464

% change since prior year (17)% 30% (9)% 5% (2)% (0)% 27% 21% 20% 33% 9%

April May June July August Sept. Oct Nov Dec Jan

Total days 2011/12 30 31 30 31 31 30 31 30 31 31

2012/13 30 31 30 31 31 30 31 30 31 31

Workings days 2011/12 18 20 22 21 22 22 21 22 20 21

2012/13 19 22 19 22 22 20 23 22 19 22

Activity per day

April May June July August Sept. Oct Nov Dec Jan

Cumulative 

average

Daycases (per working day) Activity 12/13 164 169 163 166 170 172 176 173 171 167 169

Activity 11/12 170 170 173 168 168 165 175 165 135 143 163

% change since prior year (4)% (0)% (6)% (1)% 1% 4% 1% 5% 27% 16% 4%

Elect IP (per working day) Activity 12/13 54 55 54 57 55 58 54 56 57 48 55

Activity 11/12 64 62 60 61 57 58 59 60 79 66 63

% change since prior year (16)% (11)% (10)% (8)% (5)% (0)% (8)% (7)% (28)% (27)% (13)%

Non-Elect IP-S/stay (per day) Activity 12/13 69 71 67 68 72 71 73 71 68 70 70

Activity 11/12 71 71 72 71 68 68 66 68 65 73 69

% change since prior year (3)% 0% (8)% (4)% 5% 5% 11% 3% 5% (5)% 1%

Non-Elect IP-L/stay (per day) Activity 12/13 66 70 66 66 65 66 69 67 64 67 67

Activity 11/12 66 64 67 63 65 67 62 67 65 63 65

% change since prior year 1% 8% (2)% 4% (1)% (3)% 11% (0)% (1)% 6% 2%

OP-New (per working day) Activity 12/13 452 481 471 460 437 461 456 448 425 434 453

Activity 11/12 450 468 440 415 442 446 469 457 399 473 446

% change since prior year 1% 3% 7% 11% (1)% 4% (3)% (2)% 6% (8)% 2%

OP-FUp (per working day) Activity 12/13 1,066 1,081 1,063 1,037 1,003 1,074 1,069 1,071 999 1,060 1,052

Activity 11/12 1,104 1,110 1,059 983 1,037 1,027 1,070 1,081 956 1,011 1,044

% change since prior year (3)% (3)% 0% 6% (3)% 5% (0)% (1)% 4% 5% 1%

OP-Procedures (per working day) Activity 12/13 48 58 58 54 53 55 60 61 49 48 54

Activity 11/12 61 49 55 53 54 50 52 50 39 38 50

% change since prior year (21)% 19% 5% 0% (2)% 10% 16% 21% 27% 27% 8%



Pay Variance Analysis Table 3a

Directorate

Medical 

£'000

Qualified 

Nursing 

£'000

Healthcare 

Assistants   

£'000 Other £'000

Waiting List 

Payment 

£'000 Total £'000 Directorate

Medical 

£'000

Qualified 

Nursing 

£'000

Healthcare 

Assistants   

£'000

Other 

£'000

Waiting List 

Payment 

£'000

Total 

£'000

Core Clinical Services (478) (265) (101) 129 61 (654) Core Clinical Services (30) (16) (4) 65 10 25

Medicine 195 (23) 1,043 (75) 32 1,172 Medicine 69 100 180 6 (8) 348

Musculo (5) 171 260 (87) 147 486 Musculo (60) 36 75 (1) 32 82

Neurosciences 49 107 839 (2) 95 1,088 Neurosciences (16) 38 45 17 5 89

Renal (186) 14 (218) (41) 0 (431) Renal (32) 4 (28) (15) 0 (71)

South Glos Adult Community (13) 26 (41) (217) 0 (245) South Glos Adult Community (4) 30 (30) (39) 0 (43)

Surgery 468 365 267 (110) (42) 948 Surgery 8 93 64 (18) (34) 113

Women and Childrens 273 (133) (186) 356 77 387 Women and Childrens 3 30 11 (4) 5 45

Other Directorates (137) (137) Other Directorates 0 0 0 (172) 0 (173)

Total 303 262 1,863 (183) 370 2,615 Total (62) 315 313 (160) 10 416

Month 1 to 10 2012/13 Month 10 2012/13

Adverse / (Favourable) Adverse / (Favourable)



Table 3b

Whole Time Equivalents (WTEs) Analysis

Worked WTE by Directorate Whole Time Equivalents

Worked Worked Worked Worked Worked Worked Funded Variance

Aug-12 Sep-12 Oct-12 Nov-12 Dec-12 Jan-13 WTE WTE

Core Clinical Services 2,004 2,024 2,022 1,964 1,929 1,929 1,985          (56)

Medicine 993 978 985 1,016 1,013 1,038 997             41

Musculoskeletal 447 440 458 470 444 446 446             0
Neurosciences 524 512 527 543 518 519 493             26

Renal Services 288 287 287 287 282 277 299             (22)

South Glos Community Health Services 327 319 323 323 313 315 361             (46)

Surgical Services 703 693 688 692 696 695 672             23

Women and Childrens 1,299 1,296 1,317 1,320 1,316 1,328 1,332          (4)

Clinical Directorates Sub-Total 6,584 6,548 6,607 6,615 6,511 6,547 6,585          (38)

Chief Executive 25 25 25 25 26 27 24               3

Clinical Governance 55 54 55 57 57 60 59               1

Facilities 747 736 715 795 797 822 815             7

Finance 132 132 132 130 129 132 134             (2)

HR 253 251 246 242 246 239 240             (1)

Information Management 208 208 205 209 209 220 214             6

Operations 63 64 62 64 60 64 61               3

Projects 20 24 21 22 21 23 23               (0)

Ring Fenced Funding 50 50 50 42 50 50 50               (0)

Central adjustment 70 0

Total 8,135 8,092 8,120 8,200 8,177 8,184 8,205          (21)

Current Month : Jan-13
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NORTH BRISTOL NHS TRUST Table 4

Savings by Directorate as at January 2013

2012-2013

Total Probability Probability

Gross Adjusted adjusted 

Directorate Savings  Target 

(2012/13) Savings Savings

gap

% of Target % of Target

 £000  £000  £000  £000  £000  £000 %  £000  £000  £000  £000  £000 %  £000 

Core Clinical Services 4,986      2,846      7             6             -          2,860      57% 2,846      6             3             -          2,856      57% 2,130             

Medicine 4,426      1,907      22           -          -          1,929      44% 1,907      19           -          -          1,925      43% 2,501             

Musculo-skeletal 2,178      748         150         84           23           1,005      46% 748         121         35           5             909         42% 1,269             

Neurosciences 1,648      954         104         12           27           1,097      67% 954         84           6             7             1,051      64% 597                

Renal 1,086      1,086      -          -          -          1,086      100% 1,086      -          -          -          1,086      100% (0)                   

South Glos Community HS 377         377         -          -          -          377         100% 377         -          -          -          377         100% (0)                   

Surgery 2,949      1,220      87           35           4             1,345      46% 1,220      76           12           1             1,308      44% 1,641             

Women and Children's Health 2,961      2,548      -          14           23           2,584      87% 2,548      -          4             6             2,559      86% 402                

Clinical Directorates 20,611    11,686    370         151         77           12,284    60% 11,686    305         61           18           12,071    59% 8,540             

Facilities 1,554      1,270      7             -          -          1,277      82% 1,270      7             -          -          1,277      82% 277                

Chief Executive 42           42           -          -          -          42           100% 42           -          -          -          42           100% -                 

Clinical Governance 156         156         -          -          -          156         100% 156         -          -          -          156         100% -                 

Finance 388         387         -          -          -          387         100% 387         -          -          -          387         100% 1                    

Human Resources 365         366         -          -          -          366         100% 366         -          -          -          366         100% (1)                   

IM&T 1,002      300         20           50           -          370         37% 300         18           17           -          335         33% 667                

Operations 182         152         -          4             -          156         86% 152         -          2             -          154         85% 28                  

Non-clinical Directorates 3,689      2,673      27           54           -          2,754      75% 2,673      25           19           -          2,716      74% 973                

Central Projects 4,300      4,140      -          -          -          4,140      96% 4,140      -          -          -          4,140      96% 160                

Contingency (3,600)     -          0% -          -          -          -          -          0% (3,600)            

Total 25,000    18,499    397         205         77           19,177    77% 18,499    330         80           18           18,927    76% 6,073             

 In
-p

ro
g
re

s
s
 

 F
u
rth

e
r 

 Total 

 Gross Savings                                                    

Recurrent & Non Recurrent 

 Probability Adjusted Savings                                             

Recurrent & Non Recurrent 

 Im
p
le

m
e
n
te

d
 

 M
o
s
t L

ik
e
ly

 

 In
-p

ro
g
re

s
s
 

 F
u
rth

e
r 

 Total 

 Im
p
le

m
e
n
te

d
 

 M
o
s
t L

ik
e
ly

 



Table 5

CAPITAL EXPENDITURE MONITORING REPORT 2012/13 - JANUARY 2013

March TB

Full year CAPITAL EXPENDITURE PLAN Plan Actual Variance Forecast

Plan to January to January from plan outturn

£'000 £'000 £'000 £'000 £'000

Expenditure

567 Cossham Renal Dialysis Unit 567 464 103 567

8,224 Pathology Ph IIA/Learning & Research 5,324 225 5,099 1,263

280 Childrens community services 280 16 264 280

1,410 Frenchay site preparation 510 214 296 250

250 Directorate schemes 200 266 (66) 317

500 PPU Contingency 180 0 180 0

535 Riverside single sex works 315 45 270 246

4,275 IM&T 3,063 3,742 (679) 5,440

2,900 Medical equipment (excluding leasing) 1,600 1,388 212 2,280

500 Facilities expenditure 380 678 (298) 800

1,003 Contingency 573 200 373 1,117

300 Donated assets 225 215 10 300

720 Other 567 517 50 690

21,464 TOTAL GROSS  CAPITAL EXPENDITURE 13,784 7,970 5,814 13,550

Funding

21,339 Purchased assets depreciation  (excl car park) 17,678 17,211 (467) 20,280

1,200 PDC 0 0 0 1,200

0 Land sales 0 0 0 0

300 Donations 215 215 0 300

22,839 Total funding 17,893 17,426 (467) 21,780

1,375 Surplus of capital funding 4,109 9,456 5,347 8,230

 

520 Capital loan repayments 520 520 0 (520)

855 Cash surplus from capital items 3,589 8,936 5,347 7,710



Table 6

Variance

Mar-12 Plan Actual from plan Full year 

Closing balance  Plan

£'000 £'000 £'000 £'000 £'000

Non Current Assets

216,191 Property, Plant and Equipment 209,917 205,598 4,319 209,727

1,463 Intangible Assets 1,281 1,007 274 1,200

217,654 Total non-current assets 211,198 206,605 4,593 210,927

Current Assets

7,512 Inventories 7,512 7,347 165 7,512

10,224 Trade and other receivables NHS 16,373 20,222 (3,849) 9,250

11,741 Trade and other receivables Non-NHS 12,008 16,995 (4,987) 11,015

28,300 Cash and Cash equivalents  34,826 30,676 4,150 33,549

57,777 Total current assets 70,719 75,240 (4,521) 61,326

0 Non-current assets held for sale 0 0 0 0

57,777 Total Current assets 70,719 75,240 (4,521) 61,326

275,431 Total assets 281,917 281,845 72 272,253

Current Liabilities (< 1 Year)

3,328 Trade and Other payables - NHS 7,899 6,528 (1,371) 5,825

52,578 Trade and Other payables - Non-NHS  52,383 57,202 4,819 49,629

1,420 Borrowings  1,420 1,420 0 1,420

4,033 Provisions 2,667 256 (2,411) 2,667

0 Other liabilities 0 0 0 0

61,359 Total current liabilities 64,369 65,406 1,037 59,541

(3,582) Net current assets/(liabilities) 6,350 9,834 (3,484) 1,785

214,072 Total assets less current liabilites 217,548 216,439 1,109 212,712

2,106 Trade and other payables 2,106 2,074 (32) 2,106

32,717 Borrowings 32,007 32,582 575 31,297

1,831 Provisions 1,831 1,454 (377) 1,831

177,418 TOTAL NET ASSETS 181,604 180,329 1,275 177,478

CAPITAL & RESERVES

211,744 Public Dividend Capital 212,944 211,744 1,200 212,944

(117,507) Income and expenditure reserve (117,507) (117,507) 0 (117,507)

0 Income and expenditure account - current year 2,344 2,300 44 (1,782)

83,181 Revaluation reserve 83,823 83,792 31 83,823

177,418 TOTAL CAPITAL & RESERVES 181,604 180,329 1,275 177,478

NORTH BRISTOL NHS TRUST

STATEMENT OF FINANCIAL POSITION AS AT 31st January 2013 



Table 7

Variance

from plan

£'000 Plan Actual
Cash inflow 

/(outflow)
£'000 £'000 £'000

34,420

Earnings Before Interest, Depreciation and 

Amortisation 27,883 27,341 (542)

Less effect of Donated Assets 0 0 0

0 (Increase)/Decrease in Stock 0 165 165

1,700 (Increase)/Decrease in Debtors (6,913) (15,452) (8,539)

(1,647) Increase/(Decrease) in Creditors 4,999 7,022 2,023

(1,366) Increase/(Decrease) in Provisions (1,366) (4,154) (2,788)

33,107

Net Cash Inflow/(Outflow) from 

Operating Activities 24,603 14,922 (9,681)

50 Interest received 42 72 30

(1,135) Interest Paid on Long Term Loan (580) (580) 0

(1,085)

Net Cash Inflow/(Outflow) from Returns 

on Investment and Servicing of Finance (538) (508) 30

(21,429) Cash payments for Capital Purchases (15,467) (9,006) 6,461

0 Cash receipts from Asset Sales 0 0 0

(5,124) Dividends paid / payable (2,562) (2,322) 240

5,469 Net Cash Inflow Before Financing 6,036 3,086 (2,950)

Financing

0 Donated Capital Receipts 0 0 0

0 Temp PDC Drawn Down 0 0 0

0 Temp PDC repaid 0 0 0

1,200 Permanent PDC Drawn down 1,200 0 (1,200)

(1,420) Loans Repaid (710) (710) 0

(220) Net Cash Inflow From Financing 490 (710) (1,200)

5,249 Increase (decrease) in Cash 6,526 2,376 (4,150)

28,300 Opening cash balance 28,300 28,300 0

33,549 Closing cash balance 34,826 30,676 (4,150)

NORTH BRISTOL NHS TRUST

STATEMENT OF CASH FLOWS AS AT 31ST JANUARY 2013

Full year 

Plan



Table 7a

Feb-13 Mar-13 Apr-13 May-13 Jun-13 Jul-13 Aug-13 Sep-13 Oct-13 Nov-13 Dec-13 Jan-14

£'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000

EDITDA 943 2,953 1,802 3,465 4,329 3,323 3,326 4,063 3,370 4,143 2,093 3,355 

Less donated asset income (non-cash) (300)

Movement in Stock (Increase)/Decrease

Movement on Debtors (Increase)/Decrease 10,092 7,050 286 (1,627) (3,317) (3,418) 775 788 2,612 1,421 (1,785) 422 

Movement on Creditors Increase/(Decrease) (5,963) (4,989) (2,000) (500) (500) 0 0 0 0 0 0 0 

Movement in Provisions Increase/(Decrease)

Net Cash Inflow/(Outflow) from Operating Activities 5,072 4,714 88 1,338 512 (95) 4,101 4,851 5,982 5,564 308 3,777 

Interest received 4 4 10 10 10 10 10 10 10 10 10 10 

Interest Paid on Long Term Loan (555) (548)

Net Cash Inflow(Outflow) from Returns on Investment and Servicing 

of Finance 4 (551) 10 10 10 10 10 (538) 10 10 10 10 

Cash payments for Capital Purchases (1,627) (1,467) (5,115) (718) (855) (1,414) (1,865) (1,948) (2,247) (2,487) (2,306) (5,016)

Cash receipts from Land Sales

Dividends paid (2,562) (1,651)

Net Cash Inflow Before Financing 3,449 134 (5,017) 630 (333) (1,499) 2,246 714 3,745 3,087 (1,988) (1,229)

Financing

PDC Received

PDC Repaid

Donated Capital receipts

Temp PDC Drawn Down

Temp PDC Repaid

Loans Repaid (710) (710)

Net Cash Inflow From Financing (710) (710)

Increase (decrease) in Cash 3,449 (576) (5,017) 630 (333) (1,499) 2,246 4 3,745 3,087 (1,988) (1,229)

OPENING CASH BALANCE 30,676 34,125 33,549 28,532 29,162 28,829 27,330 29,576 29,580 33,325 36,412 36,413 

CLOSING CASH BALANCE 34,125 33,549 28,532 29,162 28,829 27,330 29,576 29,580 33,325 36,413 34,424 35,184 

NORTH BRISTOL NHS TRUST

CASHFLOW FORECAST FOR 12 MONTHS FROM 31ST JANUARY 2013



Table 8

Debtors Graphs
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TABLE 9

Criteria Indicator Weight 5 4 3 2 1
Year to 

Date

Forecast 

Outturn

Underlying performance EBITDA margin % 25% 11 9 5 1 <1 3 3

Achievement of plan EBITDA achieved % 10% 100 85 70 50 <50 4 4

Net return after financing % 20% >3 2 -0.5 -5 <-5 3 4

I&E surplus margin % 20% 3 2 1 -2 <-2 2 2

Liquidity Liquid ratio days 25% 60 25 15 10 <10 4 4

100% 3.2 3.4

#
#

3 3 #

Weighted Average

Overriding rules

Overall rating

FINANCIAL RISK RATING North Bristol NHS Trust

Score (1-5) Achieved for 

each Criteria Per Month

Risk Ratings
Reported    Position

Financial efficiency
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Report to: Trust Board Agenda item:  8.1.3 

Date of Meeting: 28 February 2013 

 

Report Title: Finance Report to the Trust Board for the ten months ended 
31st January 2013 

Status: For information discussion assurance approval 

X  X  

Prepared by: Mark Ross, Financial Controller 

Board Sponsor: Bill Boa, Interim Director of Finance 

Appendices: Yes 

 

Executive Summary:  

 

 Draft accounts have been prepared for the 10 months to January. 

 The position is broadly breakeven after using another month of contingencies and 
provisions.   

 PCT income is adverse against plan in the month by £0.6m. 

 The pay position is £0.4m adverse in-month, meaning we are £2.6m overspent for the 
10 months.     

 Non pay is £0.3m adverse in the month and £3.3m year to date.     

 Performance against the savings target continues to deteriorate.    

 Action is being taken to improve the underlying position.  

 Key operational improvement actions include:  
 

 Weekly meeting to plan theatre activity;  

 Weekly orthopaedic meeting; 

 Review of bed allocation to minimise risk of cancellation; 

 Implementation of 4 hour recovery plan; 

 Finalisation of Cerner recovery; 

 Development of whole hospital performance measures. 
 

 These actions will be clearly linked to activity and financial improvements via the 
Project Management Office (PMO) scrutiny process and Executive Reviews.     

 

 

Action Required:  

The Trust Board is asked to note the report.  
 

 

Key Risks: Improvement actions do not achieve the levels required 
to support the 2013/14 financial plan.   

Impact on Patients: Failure of the Trust to achieve its target surplus will have 
a negative impact on the Trust. 

Trust Objectives:  Objective 5 - strong financially healthy organisation 

Care Quality Commission 
outcomes: 

None 

NHS Constitution: N/A 

Financial Issues: Yes – reflected in paper. 

Equality Issues: No 

Other Legal/regulatory 
Issues: 

Yes 

http://www.nbt.nhs.uk/Default.htm
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NORTH BRISTOL NHS TRUST 

 
FINANCE REPORT TO TRUST BOARD  

 
APRIL 2012 to JANUARY 2013 

 
1. Summary Financial Performance 
 

 

KPIs

Retained Surplus Before 

Impairment (£m) Amber

Capital Expenditure (£m) Green

Debt repayment (£m) Green

Better payment performance Amber

Financial risk rating Green

Year to date

 
 
 

 
Notes on scoring: 
 

 Retained surplus.  This is the bottom line on the Trust’s income and expenditure account excluding 
impairment.  Green is ahead of the £7m plan, amber is adrift in the year to date position but forecasting an 
outturn on plan, red is adrift in the year to date with a high risk of not achieving the year end plan. 

 

 Capital expenditure.  This is capital expenditure compared with plan.    Green is on plan or underspent, 
amber is overspent in the year to date but forecasting an outturn on plan or underspent. Red is adrift in 
the year to date with a high risk of overspending the year end plan.  

 

 Debt repayment.  Whether the trust is on track with making its debt repayments.  Either green, red or 
amber according to the level of risk. 

 

 Payment performance.   The total number of invoices paid within 30 days expressed as a % of the total.  
Green is 95% or above, amber 80% to 95%, and red is below 80% 

 

 Overall risk rating under the FT rating system.  Green is a risk rating of 3 or above for the year to date and 
plan.  Amber is less than 3 year to date but a planned 3 or above.  Red is a 2 or 1 risk rating year to date 
and plan. The calculation of risk rating scores is set in table 9. 
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2. Overall position   
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Retained Surplus (Before Impairment) Actual vs Budget

Plan Actual

 
 
   

£'000 % £000's %

Income 446 1.0% 2,216 0.5%

Pay 416 1.5% 2,615 0.9%

Non-pay 251 1.9% 3,328 2.7%

Variance to planned savings 460 n/a 5,652 n/a

Reduce non-recurrent spend 

and release of contingency (1,329) n/a (13,270) n/a

Depreciation & financing (238) (10.4%) (497) (2.2%)

Retained surplus 6 1.6% 44 0.9%

(Fav)/ adv(Fav)/ adv

In month variance before 

impairment

Year to date variance before 

impairment
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2.1 Income  
 
The month 9 year to date position is calculated at £3.6m below our internal plan (excluding 
the QIPP target).  
 
After allowing for the QIPP target, the contractual adjustments and the estimated variance 
for month 10, a year to date position of £1.8m adverse is reported.  The £1.8m compares 
with £1.1m at December and is largely due to continued underperformance on the SCG 
contract, particularly on NICU and Renal transplants. 
 
The BNSSG variance is now favourable to plan, resulting in the in-year contract 
adjustment becoming adverse.  Performance for Other PCTs continues to be favourable.   
 
 

BNSSG SWSCG
Other 

Commissioners

Adjustment 

for NBT plan
Total

£m £m £m £m £m

(Adv) / Fav (Adv) / Fav (Adv) / Fav (Adv) / Fav (Adv) / Fav

M9 variance against plan 

excluding QIPP targets 0.8 (2.0) 3.5 (5.9) (3.6)

Variance against QIPP targets 3.0 3.0

M10 Estimate 0.1 (0.2) 0.4 (0.7) (0.4)

0.9 (2.3) 3.9 (3.6) (1.1)

Contract adjustment (0.7) (0.7)

0.2 (2.3) 3.9 (3.6) (1.8)

 
 
 
The graph below shows the normalised (recurring) variance as well as the actual variance. 
The reason for the difference between the two is primarily due to the operation of the 
BNSSG contract. The normalised variance shows the income variance for the actual 
activity done. The actual variance reflects the BNSSG contract agreement that (with some 
exceptions) the agreed contract value will be charged irrespective of under or over 
performance. 
 
Directorates have forecast increases in activity for the remainder of the year, which is 
reflected in the normalised line in the graph below.   
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2.2 Pay expenditure 
 
Cumulatively, the pay overspend is now £2.6m with an adverse movement in the month of 
£0.4m.  Included in this position is an estimate of the remainder of the Christmas unsocial 
payments of £0.15m.   
 
The pay variance has got worse when compared with the previous month, with a 
significant increase in specialling costs in the month of £0.24m.  The Director of Nursing is 
working on this area to better understand and address the significant pressures it is now 
generating.   
 
There have been some costs associated with winter pressures in Directorates and we 
have received some national income against this.  The income recognised is an estimate 
at this time.  This is the reason for the favourable variance in non-PCT income in the 
month. 
 
The first two graphs below show actual expenditure and forecast variances. 
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A breakdown of variances across staff groups is shown below and a more detailed 
analysis by Directorate in Table 3a.   
 
 



This document could be made public under the Freedom of Information Act 2000. 
Any person identifiable, corporate sensitive information will be exempt and must be discussed under a 'closed 

section' of any meeting. 

7 

Staff groups In-month % of total pay budget for

variance 

£000's £000's

 the year to date by staff 

group

Medical staff (62) 303 0.4%

Qualified Nursing & Midwifery 315 262 0.3%

Healthcare Assistants 313 1,863 8.9%

Waiting list initiatives 10 370 n/a

Other staff (160) (183) (0.2)%

Total staff 416 2,615 0.9%

Year to date variance (Fav) / Adv
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2.3 Non-pay expenditure 
 
The adverse variance this month is £0.25m and £3.3m year to date. The in-month position 
is an improvement on previous months.  We have included a central accrual of £0.3m as 
there is still some evidence of delays in invoices although we have reduced the level from 
December by £0.2m.  The cost of work sent to the independent sector remains high. 
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2.4 Efficiency Savings 
 
Savings are £5.7m below the plan to date which is a continuation of the trend.  The graph 
below shows that while more savings were implemented during the month, we are still well 
short of the planned level for January. This is the position we have been in for most of the 
year. 
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The second graph shows the overall probability adjusted forecast savings. The latest 
forecast is £6.1m below the target of £25m.  This graph also shows that our gross savings 
total continues to be below the target.     
 
The forecast of £19.0m includes £2.0m of non-recurrent savings 
 
It is important to deliver the forecasted savings in the remainder of the year as these are 
included in our plans for 2013/14.   
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3.  Overall income and expenditure forecast 
 
Although we are still forecasting that the Trust will achieve breakeven in the current year, we 
are significantly adrift from our plan on a recurring basis.  The effect of this in the current year 
is that we have applied reserves that should have funded other developments. Focus needs to 
be on securing the recurrent position in 2013-14 to get back on track.   
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4. Capital and balance sheet 
 
Spend in the month is £1.2m and the forecast outturn has reduced since last month by 
£1.5m being further slippage on large schemes.   
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The Trust has a shortfall of £4.1m against its cash plan for the current year to date 
resulting in a month end cash balance of £30.7m.  There are two main reasons for this.  
Debtors are higher than plan by £8.5m, offset by lower than planned capital expenditure.  
We anticipate a significant reduction in the level of debtors over the next two months.      
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As anticipated, payment performance has worsened this month to just under 86% in the 
month with a year to date performance at 90%. This was due to delays in authorisation 
and payment over the Christmas and New Year holidays.  
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5.  Financial risk ratings 
 
Table 9 shows an overall FRR of 3 with the forecast outturn a 3.   
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What progress has been made to date in bringing these 
workstreams into the PMO and Programme at NBT? 

In year performance, activity & quality 

Phase 2 – Affordability 
and Critical Path  

Operating plan 
Complete, cost and define  
the operational plan for the 

new Hospital 

Phase 3a -Transition Planning 
Development of the transition 

plan to implement the operating 
plan changes required for a 
successful move to the new 

Hospital 

Phase 3a - Transition Plan  
Implementation 

Implement the transition plan to 
implement the changes required for 

a successful move to the new 
Hospital 

Phase 3b - MOVE - Plan and implement the ‘move’ into the new hospital 

£92m CRES saving over 3 years 

Service Transfers 

Business Planning 
Continuous cycle  of business planning to review and refresh the IBP & LTFM to meet the overall 

Trust strategy, objectives & clinical strategy 
 

Finance & 
Performance 

Achieving 
delivery targets 

 
 

Transformation 
 

Successful 
move into the 
new Hospital 

 
 
 
 
 

 
Viable FT 

 
 
 
 

Non ‘new hospital’ plans 

FT/Merger  

Covered by current PMO functions 

 

Work in progress to bring these 

workstreams into the PMO function 



Programme workstream Commentary on current position Actions to bring workstream under 

PMO scrutiny 

Service Transfers Currently these items are being raised 

through the Executive Review process 

however there is no formal reporting or 

progress tracking mechanism in place 

PMO to establish a clear progress 

reporting mechanism with Directorates 

which provides progress against 

milestones, financial reporting and 

monitoring against KPIs 

Non New Hospital Plans Currently these fall outside of the Executive 

Review process and there is variability in 

reporting mechanisms. 

PMO to agree with Mike Coupe the best 

mechanism for reporting and assuring 

progress for these workstreams as part of 

a wider assessment of the strategy and 

planning function.  

Business Planning A business planning cycle is a requirement 

for a successful FT application. A draft 

process and documentation is in 

development and will be implemented 

imminently. 

A 2 stage process has been developed 

and documentation is being finalised and  

trialled. This process will be launched in 

March. 

FT EY have been appointed to project manage 

the application process and align it with the 

merger work. An initial workshop was 

undertaken to align the critical path for 

each of the workstreams within the 

programme alongside the FT timeline. 

 

The FT timeline is feeding into the work of 

the Directorates and workstreams. The 

PMO are aligning the programmes of 

work through the development of the 

critical path. See separate full report and 

following slide which illustrates how the 

workstreams are aligning into a critical 

path. 

Progress on implementing the PMO in NBT – February 2012 

2 



We plan to have a single critical path which combines the key 
milestones across the programme by the end of March 2013 
 
By end March 2013 we plan to have a single Trust-wide plan as a basis to de-risk the delivery of our key 

strategic objectives: 

 1. a successful transition and move into new hospital in Spring 2014; 

 2. a successful Foundation Trust application 

 

1. COO/DoF are co-sponsoring development of an integrated Trust-wide critical path 

2. Number of ‘swim lanes’ identified; each with a lead named (See following slide for detail): 

 

 

 

  

 

3. First workshop held on 6th Feb led to the completion of an initial plan where a number of conflicts were 

identified and plans initiated to address these. 

4. The output from this Initial assessment is being drafted into a more detailed paper for consideration. 

5. A follow-up workshop is planned for 4th March with the objective of achieving 90% plan. 
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Bill Boa 
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Exec SRO 

 

 

Marie Noelle Has attended 

the PMO scrutiny meetings 

to provide leadership for the 

development of the function. 

This has been well received. 

 

Assoc Director of PMO  

 

 

Substantive post has been 

appointed to  and postholder 

will start on 27th Feb and 

attend for some induction 

meetings in advance of this. 

Handover with Eleanor 

planned to 8th March 

PMO Team 

 

 

The team is in place and 

functioning well  although due 

to current deficiencies in other 

areas of the PMO this is 

placing considerable pressure 

on the team in maintaining 

momentum 

Delivery Support 

 

 

Progress has been made in 

developing the delivery support 

unit resource management 

process in terms of requesting 

and allocating resource. In 

addition. Previously identified 

resource gaps have been filled 

within Diagnostics and surgery 

service transfers with internal 

resources. Additional resources 

have been approved to support 

or nursing and medical workforce 

Measurement 

 

 

More focus on measurement is required in order 

to provide standardised reports which build 

consistent standardised reports from ward to 

board. Current reporting mechanisms have been 

continuing however this has illustrated the need 

for a radical improvement and alignment in 

reporting. 

Scrutiny 

 

 

Two workshops have been held with the scrutiny function and 

Marie-Noelle has attended a meeting to help to direct the 

evolution of the function. Progress has been made in aligning 

scrutiny leads with their respective teams in order to provide more 

informed commentary for ERMs. The improvement in reports 

would also help to improve the  scrutiny commentary. The 

development of the critical path should also help to increase 

visibility – see attached report 

Matrix 

 

 

Themes have been progressing with 

the development of their plans 

focusing predominantly on the clinical 

service strategies for the new hospital  

in the first instance. This has given 

clearer plans for implementation and 

affordability. The focus now needs to 

evolve to incorporate clearer plans for 

implementing the CRES by aligning 

Directorates in order that the plans are 

fit for Due Diligence review.  

Executive Review 

 

 

The Executive Reviews have not matured as 

anticipated due predominantly to lack of progress in 

the scrutiny function and visibility of reporting through 

measurement. This is leading to some challenge 

from parts of the organisation. The alignment of TMT 

and ERMs is being discussed at the next TMT which 

should help to provide a golden thread of reporting 

and assurance through the organisation  

Board & BoF Board 

 

 

The terms of reference for 

BoF Board and the 

alignment with 

Redevelopment Board are 

under review.  

 

 

Implementation progress bar 

Poor function Good function 

Feb 13 Jan 13 
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Report to: Report to Trust Board - February 2013   Agenda item:  8.1.4 

Date of Meeting: 28 February 2013 

 

Report Title: Road to 2014 – Programme Management Office 
(PMO) - Implementation Progress Report 

Status: For 
information 

discussion assurance approval 

X    

Prepared by: PMO Office 

Executive Sponsor (presenting): Harry Hayer, Director of Organisation, People & 
Performance 

Appendices (list if applicable): PMO Implementation Progress Report 

Executive Summary:  

 
This report provides an update on the progress in implementing the PMO and 
assurance on the progress of the Road to 2014 programme. A priority for the PMO 
this month has been to align the plans and timelines for the Operating Plan, MOVE 
and supporting workforce and FT planning process into a single critical path against 
which month on month progress can be driven and reported. Progress has been 
made this month in developing this critical path which should in turn help to mature 
some of the core PMO functions.  
 
The Trust is continuing to make progress in aligning the organisation to deliver a 
single ‘Road to 2014’ programme of work. There are some elements of the wider 
PMO governance structure which require focused support for implementation. Actions 
are being progressed to address these points.  
 
 

  

Action Required:  
 
The Trust Board is requested to NOTE the PMO Implementation Progress Report. 

 

Key Risks: Failure to deliver the Building our Future Programme carries 
significant service delivery, financial, quality and workforce 
risks. 

Impact on Patients: A large number of projects relate directly to patient care: e.g. 
new hospital and service transfers. 

Impact on Staff: All staff at NBT will be affected by the Building our Future 
Programme.  

Link to Trust Objectives:  All 

Care Quality Commission 
Outcomes: 

All 

NHS Constitution: Delivery of the programme will assist the Trust to meet its 
obligations under the NHS Constitution. 

Financial Issues: The Programme is the primary driver to meet the Trust’s  
savings programme. 

Legal/regulatory Issues: As relevant.  

Equality Issues considered: Equality Impact Assessments will be conducted for all 
significant projects affecting patients and staff. 

 

http://www.nbt.nhs.uk/Default.htm


SELF-CERTIFICATION RETURNS

Organisation Name:

North Bristol NHS Trust

Monitoring Period: 

January 2013

NHS Trust Over-sight self certification template

Returns to SHA by the last working day of each 



2012/13 In-Year Reporting

Name of Organisation: Period: January 2013

Organisational risk rating 

* Please type in R, AR, AG or G and assign a number for the FRR

Governance Declarations

Supporting detail is required where compliance cannot be confirmed.   

Governance declaration 1

Signed by: Print Name:

on behalf of the Trust Board Acting in capacity as:

Signed by: Print Name:

on behalf of the Trust Board Acting in capacity as:

Governance declaration 2

Signed by : Print Name :

on behalf of the Trust Board Acting in capacity as:

Signed by : Print Name :

on behalf of the Trust Board Acting in capacity as:

 If Declaration 2 has been signed:

Target/Standard:

The Issue :

Action :

Target/Standard:

The Issue :

Action :

Target/Standard:

The Issue :

Action :

Target/Standard:

The Issue :

Action :

Target/Standard:

The Issue :

Action :

Peter Rilett

Chairman

Marie-Noelle Orzel

Chief Executive

For each target/standard, where the board is declaring insufficient assurance please state the reason for being unable to sign the declaration, and explain 

briefly what steps are being taken to resolve the issue. Please provide an appropriate level of detail.

11. Plans in place to ensure ongoing compliance with all existing targets.

Normalised financial performance significantly off plan.   A&E 4 hour waits above target. 

Plans are in place to recover this but at present the Board is insufficiently assured.

At the current time, the board is yet to gain sufficient assurance to declare conformity with all of the Clinical Quality, Finance and Governance elements of the 

Board Statements. 

Normalised YTD Financial Risk Rating (Assign number as per SOM guidance) 2

Declaration 1 or declaration 2 reflects whether the Board believes the Trust is currently performing at a level compatible with FT authorisation.

Please complete sign one of the two declarations below. If you sign declaration 2, provide supporting detail using the form below. Signature may be either hand 

written or electronic, you are required to print your name.

The Board is sufficiently assured in its ability to declare conformity with all of the Clinical Quality, Finance and Governance elements of the Board Statements. 

Governance Risk Rating (RAG as per SOM guidance) AR

NHS Trust Governance Declarations : 

North Bristol NHS Trust

Each organisation is required to calculate their risk score and RAG rate their current performance, in addition to providing comment with regard to any 

contractual issues and compliance with CQC essential standards: 

Key Area for rating / comment by Provider Score / RAG rating*



For each statement, the Board is asked to confirm the following:

For CLINICAL QUALITY, that: Response

1 Yes

2 Yes

3 Yes

For FINANCE, that: Response

4 Yes

5 Yes

For GOVERNANCE, that: Response

6 Yes

7 Yes

8 Yes

9 Yes

10 Yes

11 No

12 Yes

13 Yes

14 Yes

15 Yes

Signed on behalf of the Trust: Print name Date

CEO Marie-Noelle Orzel

Chair Peter Rilett

January 2013

An Annual Governance Statement is in place, and the trust is compliant with the risk management and assurance 

framework requirements that support the Statement pursuant to the most up to date guidance from HM Treasury 

(www.hm-treasury.gov.uk).

The board is satisfied that plans in place are sufficient to ensure ongoing compliance with all existing targets (after the 

application of thresholds) as set out in the Governance Risk Rating; and a commitment to comply with all commissioned 

targets going forward.

The Board is satisfied that, to the best of its knowledge and using its own processes and having had regard to the SOM's 

Oversight Regime (supported by Care Quality Commission information, its own information on serious incidents, patterns 

of complaints, and including any further metrics it chooses to adopt), the trust has, and will keep in place, effective 

arrangements for the purpose of monitoring and continually improving the quality of healthcare provided to its patients.

The board is satisfied that plans in place are sufficient to ensure ongoing compliance with the Care Quality Commission’s 

registration requirements.

The board is satisfied that processes and procedures are in place to ensure all medical practitioners providing care on 

behalf of the trust have met the relevant registration and revalidation requirements.

The board anticipates that the trust will continue to maintain a financial risk rating of at least 3 over the next 12 months.

All current key risks have been identified (raised either internally or by external audit and assessment bodies) and 

addressed – or there are appropriate action plans in place to address the issues – in a timely manner

The board is satisfied that: the management team has the capacity, capability and experience necessary to deliver the 

annual plan; and the management structure in place is adequate to deliver the annual plan.

The board is satisfied that all executive and non-executive directors have the appropriate qualifications, experience and 

skills to discharge their functions effectively, including setting strategy, monitoring and managing performance and risks, 

and ensuring management capacity and capability.

The board is satisfied that the trust shall at all times remain a going concern, as defined by relevant accounting standards 

in force from time to time.

North Bristol NHS Trust

The necessary planning, performance management and corporate and clinical risk management processes and 

mitigation plans are in place to deliver the annual plan, including that all audit committee recommendations accepted by 

the board are implemented satisfactorily.

The trust has achieved a minimum of Level 2 performance against the requirements of the Information Governance 

Toolkit.

The board will ensure that the trust will at all times operate effectively. This includes maintaining its register of interests, 

ensuring that there are no material conflicts of interest in the board of directors; and that all board positions are filled, or 

plans are in place to fill any vacancies, and that any elections to the shadow board of governors are held in accordance 

with the election rules.

Board Statements

The board will ensure that the trust at all times has regard to the NHS Constitution.

The board has considered all likely future risks and has reviewed appropriate evidence regarding the level of severity, 

likelihood of occurrence and the plans for mitigation of these risks.



Information to inform the discussion meeting

Unit Feb-12 Mar-12 Apr-12 May-12 Jun-12 Jul-12 Aug-12 Sep-12 Oct-12 Nov-12 Dec-12 Jan-13 Board Action

1 SHMI - latest data Score 95.9 95.9 95.9 88.8

2
Venous Thromboembolism (VTE) 

Screening 
% 92.76 93.29 93.93 94.39 94 94 95 94 95 95 93

Reported one month in arrears

3a Elective MRSA Screening % 99.3 99.4 99.1 99 99.7 99.2 99.1 99.3 98.7 98.6 98.9 98.8

3b Non Elective MRSA Screening % 90.4 90.4 82.7 92.1 93 94.5 94.3 92.9 91.3 90.8 91.4 92.4

4
Single Sex Accommodation 

Breaches
Number 0 0 0 0 0 0 0 0 0 0 0 0

5
Open Serious Incidents Requiring 

Investigation (SIRI)
Number 61* 5** 5 2 4 5 3 3 9 8 4

6 "Never Events" occurring in month Number 0 0 0 0 1 0 1 0 0 0 0 0

7 CQC Conditions or Warning Notices Number 0 0 0 0 0 0 0 0 0 0 0 0

8
Open Central Alert System (CAS) 

Alerts
Number 0 3 0 0 0 0 1 0 0 0 0 0

9
RED rated areas on your maternity 

dashboard?
Number 5 2 4 5 8 6 6

10
Falls resulting in severe injury or 

death
Number 2 3 3 4 1 0 5 2 1 5 2 3

11 Grade 3 or 4 pressure ulcers Number 0 1 1 1 0 4 2 0 2 3 3 2 Note: Figures are number of PU's not patients

12
100% compliance with WHO 

surgical checklist
Y/N N N N N N N N - 66.5% % Compliance with Sign In, Time Out & Sign Out.

13 Formal complaints received Number 95 84 68 59 94 56 74 73 81 62 42 80

14
Agency as a % of Employee Benefit 

Expenditure
% 2.7% 2.7% 3.0% 3.0% 3.0% 3.0% 2.9% 2.4% 2.7% 3.0% 2.9% 3.1%

15 Sickness absence rate % 4.7% 4.3% 3.8% 3.89% 3.81% 4.15% 4.13% 4.14% 4.41% 4.45% 4.17% 4.20%

16
Consultants which, at their last 

appraisal, had fully completed their 

previous years PDP

% 23.50% 44.40% 54.00% 59.00% 61.20% Note: Data not available before August 2012

North Bristol NHS Trust

Insert Performance in Month

QUALITY

Criteria

 
Refresh Data for new Month 



Criteria Indicator Weight 5 4 3 2 1
Year to 

Date

Forecast 

Outturn

Year to 

Date

Forecast 

Outturn
Board Action

Underlying 

performance
EBITDA margin % 25% 11 9 5 1 <1 3 3 2 2

Achievement 

of plan
EBITDA achieved % 10% 100 85 70 50 <50 4 4 2 3

Net return after financing % 20% >3 2 -0.5 -5 <-5 3 4 2 3

I&E surplus margin % 20% 3 2 1 -2 <-2 2 2 2 2

Liquidity Liquid ratio days 25% 60 25 15 10 <10 4 4 4 4

100% 3.2 3.4 2.5 2.8

2 3

3 3 2 3

Overriding Rules :

Max Rating

3 No

3 No

2 No

2 Unplanned breach of the PBC No

2

3 3

1

2 2

* Trust should detail the normalising adjustments made to calculate this rating within the comments box.

Insert the Score (1-5) Achieved for each 

Criteria Per Month

Reported    

Position

Normalised 

Position*

North Bristol NHS Trust

Financial 

efficiency

Risk Ratings

Weighted Average

Overriding rules

Overall rating

Plan not submitted on time

Plan not submitted complete and correct

FINANCIAL RISK RATING

Two Financial Criteria at "2"

One Financial Criterion at "1"

One Financial Criterion at "2"

PDC dividend not paid in full

Rule

Two Financial Criteria at "1"



FINANCIAL RISK TRIGGERS 

Criteria
Qtr to 

Jun-12

Qtr to 

Sep-12

Qtr to 

Dec-12
Jan-13 Feb-13 Mar-13

Qtr to 

Mar-13
Board Action

1
Unplanned decrease in EBITDA margin in two consecutive 

quarters
Yes No No No

2
Quarterly self-certification by trust that the normalised 

financial risk rating (FRR) may be less than 3 in the next 12 

months

No No No N/a

Quarterly assessment, not applicable each month.

3
Working capital facility (WCF) agreement includes default 

clause
N/a N/a N/a N/a N/a N/a N/a

4
Debtors > 90 days past due account for more than 5% of 

total debtor balances
Yes Yes Yes Yes

This  target is extremely challenging due to the relatively low 

level of total debtors resulting from immediate payment of 

monthly SLA sums from commissioners. To meet this criteria 

debtors over 90 days need to be less than £400k, 0.08% of 

annual turnover.

5
Creditors > 90 days past due account for more than 5% of 

total creditor balances
No No No No

6
Two or more changes in Finance Director in a twelve 

month period
No No No No

7
Interim Finance Director in place over more than one 

quarter end
No No No No

8 Quarter end cash balance <10 days of operating expenses No No No No

9 Capital expenditure < 75% of plan for the year to date No No Yes Yes

Pathology phase 2, Learning and Research phase 2 and 

Frenchay Community Hospital delayed start dates. Forecast is 

now to spend 70% against original plan.

10 Yet to identify two years of detailed CIP schemes N/a N/a Yes Yes

Introduced from Nov 12. CIP schemes for the next two years 

are in various states of development due to the additional 

complexity of developing the new hospital operating plan, and 

will be firmed up by the end of March 2013.

North Bristol NHS Trust

Insert "Yes" / "No" Assessment for the Month

Historic Data Current Data

 
Refresh Triggers for New Quarter 



See 'Notes' for further detail of each of the below indicators

Area Ref Indicator Sub Sections
Thresh-

old

Weight-

ing

Qtr to 

Jun-12

Qtr to 

Sep-12

Qtr to 

Dec-12
Jan-13 Feb-13 Mar-13

Qtr to 

Mar-13
Board Action

Referral to treatment information 50%

Referral information 50%

Treatment activity information 50%

Patient identifier information 50% Yes Yes Yes

Patients dying at home / care home 50% Yes Yes Yes

1c Data completeness: identifiers MHMDS 97% 0.5 N/a N/a N/a N/a N/a N/a

1c
Data completeness: outcomes for patients 

on CPA
50% 0.5 N/a N/a N/a N/a N/a N/a

2a
From point of referral to treatment in 

aggregate (RTT) – admitted
Maximum time of 18 weeks 90% 1.0 Yes Yes Yes

2b
From point of referral to treatment in 

aggregate (RTT) – non-admitted
Maximum time of 18 weeks 95% 1.0 Yes Yes Yes

2c

From point of referral to treatment in 

aggregate (RTT) – patients on an 

incomplete pathway

Maximum time of 18 weeks 92% 1.0 No No No
Work to validate approximately 6000 spells 

continues and should complete in March 13 

enabling accurate reporting to resume.

2d

Certification against compliance with 

requirements regarding access to 

healthcare for people with a learning 

disability

N/A 0.5 Yes Yes Yes

Surgery 94%

Anti cancer drug treatments 98%

Radiotherapy 94%

From urgent GP referral for 

suspected cancer
85%

From NHS Cancer Screening 

Service referral
90%

3c
All Cancers: 31-day wait from diagnosis to 

first treatment
96% 0.5 No No Yes

all urgent referrals 93%

for symptomatic breast patients 

(cancer not initially suspected)
93%

3e
A&E: From arrival to 

admission/transfer/discharge
Maximum waiting time of four hours 95% 1.0 No No No

A revised action plan has been submitted to 

commissioners and is being implemented.  It 

predicts compliance from the end of Q1.

Receiving follow-up contact within 7 

days of discharge
95% N/a N/a N/a N/a N/a

Having formal review 

within 12 months
95% N/a N/a N/a N/a N/a

3g
Minimising mental health delayed transfers 

of care
≤7.5% 1.0 N/a N/a N/a N/a N/a N/a

3h

Admissions to inpatients services had 

access to Crisis Resolution/Home 

Treatment teams

95% 1.0 N/a N/a N/a N/a N/a N/a

3i
Meeting commitment to serve new 

psychosis cases by early intervention teams
95% 0.5 N/a N/a N/a N/a N/a N/a

Red 1 80% 0.5 N/a N/a N/a N/a N/a N/a

Red 2 75% 0.5 N/a N/a N/a N/a N/a N/a

3k
Category A call – ambulance vehicle arrives 

within 19 minutes
95% 1.0 N/a N/a N/a N/a N/a N/a

Is the Trust below the de minimus 12 No No No

Is the Trust below the YTD ceiling

Contractual 

trajectory - 

61

No No No

Is the Trust below the de minimus 6 Yes Yes Yes

Is the Trust below the YTD ceiling
Contractual 

trajectory - 6
Yes Yes Yes

CQC Registration

A

Non-Compliance with CQC Essential 

Standards resulting in a Major Impact on 

Patients

0 2.0 No No No

B
Non-Compliance with CQC Essential 

Standards resulting in Enforcement Action
0 4.0 No No No

C

NHS Litigation Authority – Failure to 

maintain, or certify a minimum published 

CNST level of 1.0 or have in place 

appropriate alternative arrangements

0 2.0 No No No

TOTAL 0.0 6.5 4.5 3.0 0.0 0.0 0.0
RAG RATING : G R R AR G G G

1.0MRSA4b

Clostridium Difficile4a

S
a

fe
ty

GREEN                   = Score less than 1

1.0

1.0

3a

3b All cancers: 62-day wait for first treatment:

1.0

Care Programme Approach (CPA) patients, 

comprising:
1.0

P
a

ti
e

n
t 

E
x
p

e
ri

e
n

c
e

Q
u

a
lit

y

0.5

1.01a

1b
Data completeness, community services: 

(may be introduced later) 

Category A call –emergency response 

within 8 minutes
3j

3f

Historic Data

Yes

Current Data

GOVERNANCE RISK RATINGS

Insert YES, NO or N/A (as appropriate)

E
ff

e
c
ti
v
e

n
e

s
s

Data completeness: Community services 

comprising:

N/a

Yes Yes

Yes

No Yes Yes

No No

All cancers: 31-day wait for second or 

subsequent treatment, comprising:

Cancer: 2 week wait from referral to date 

first seen, comprising:
3d

RED                         = Score greater than or equal to 4

AMBER / RED        = Score greater than or equal to 2, but less than 4

AMBER/GREEN    = Score greater than or equal to 1, but less than 2

Yes

North Bristol NHS Trust

YesNo

 
Refresh GRR for New Quarter 



See 'Notes' for further detail of each of the below indicators Historic Data Current Data

GOVERNANCE RISK RATINGS

Insert YES, NO or N/A (as appropriate)

North Bristol NHS Trust

 
Refresh GRR for New Quarter 

Overriding Rules - Nature and Duration of Override at SHA's Discretion

i) Meeting the MRSA Objective No No

iv) A&E Clinical Quality Indicator Yes Yes

viii) Any other Indicator weighted 1.0 No No

Adjusted Governance Risk Rating 0.0 6.5 4.5 4.0 0.0 0.0 0.0

G R R R G G G

Fails to meet the A&E target twice in any two quarters over a 12-

month period and fails the indicator in a quarter during the 

subsequent nine-month period or the full year.

iii) RTT Waiting Times

vi)

Meeting the C-Diff Objective

v)

Reports important or signficant outbreaks of C.difficile, as 

defined by the Health Protection Agency.

ii)

Greater than six cases in the year to date, and breaches the 

cumulative year-to-date trajectory for three successive quarters

Greater than 12 cases in the year to date, and either:

Breaches the cumulative year-to-date trajectory for three 

successive quarters YesYes

No

The admitted patients 18 weeks waiting time measure for a 

third successive quarter

The non-admitted patients 18 weeks waiting time measure for a 

third successive quarter

The incomplete pathway 18 weeks waiting time measure for a 

third successive quarter

Breaches:

No

No

Ambulance Response Times

Breaches either:

the category A 19-minute response time target for a third 

successive quarter

Cancer Wait Times

Breaches either:

the 31-day cancer waiting time target for a third successive 

quarter

the 62-day cancer waiting time target for a third successive 

quarter

No

the category A 8-minute response time target for a third 

successive quarter

either Red 1 or Red 2 targets for a third successive quarter

N/a N/a

vii) Community Services data completeness

Fails to maintain the threshold for data completeness for:

N/a

No

N/a N/a

No

Breaches the indicator for three successive quarters.

referral to treatment information for a third successive quarter;

service referral information for a third successive quarter, or;

treatment activity information for a third successive quarter



Qtr to 

Jun-12

Qtr to 

Sep-12

Qtr to 

Dec-12
Jan-13 Feb-13 Mar-13

Qtr to 

Mar-13
Board Action

1 Are the prior year contracts* closed? Yes Yes Yes Yes

2
Are all current year contracts* agreed and 

signed?
Yes Yes Yes Yes

3
Has the Trust received income support outside of 

the NHS standard contract e.g. transformational 

support?

Yes Yes

Qn. introduced from Nov 12.

4
Are both the NHS Trust and commissioner 

fulfilling the terms of the contract?
Yes Yes Yes Yes

5
Are there any disputes over the terms of the 

contract?
No No No No

6
Might the dispute require third party intervention 

or arbitration?
N/a N/a No No

7 Are the parties already in arbitration? N/a N/a No No

8 Have any performance notices been issued? No Yes No No

Perf Notice in Q2. Escalated to Exception 

Notice in Q3. ED performance improvement 

trajectory agreed. 

9 Have any penalties been applied? Yes No No No

*All contracts which represent more than 25% of the Trust's operating revenue.

Current Data

Insert "Yes" / "No" Assessment for the Month

North Bristol NHS Trust

Criteria

CONTRACTUAL DATA

Information to inform the discussion meeting

Historic Data

 
Refresh Data for new Quarter 



Feb-13

Milestone 

Date
Due or Delivered 

Milestones
Future Milestones Board Action

1 Refreshed & Signed off TFA Feb-13 On track to deliver
Revised TFA submitted to SHA & TDA. Awaiting review & sign off.

2 First Draft refreshed IBP and LTFM Feb-13 On track to deliver

3 Refreshed BGAF & QGAF reviews Apr-13 On track to deliver
Reviews commissioned. Board Governance Memorandum for approval at 

February Board.

4 Final IBP and LTFM Apr-13

5 Commissioner Convergence Letter Apr-13

6 Historical Due Diligence part two Apr-13

7 Board to Board Apr-13

8 Application to DH May-13

9

10

Select the Performance from the drop-down list

TFA Milestone (All including those delivered)
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Report to: Trust Board Agenda item:  8.1.5 

Date of Meeting: 28 February 2013 

 

Report Title: Single Operating Model Returns – Jan 2013 

Status: For information discussion assurance approval 

 x  x 

Prepared by: Paul Cresswell, Trust Secretary 

Executive Sponsor (presenting): Marie-Noelle Orzel, Chief Executive 

Appendices (list if applicable):  SOM Board Statements & appendices 

 

Executive Summary:  

 
Key Changes in SOM since January Trust Board review 
 
The Governance Risk Rating has improved (reduction of 1.5 points) due to green 
performance now being achieved across all cancer targets for January.  
 
Quality Indicators; 

 SHMI has reduced from 95.9 to 88.8. 

 Compliance with WHO surgical checklist – reported specific figure for the first time 
this month (as requested by the SHA at Oversight review) of 66.5%. 

 Complaints up from 42 to 80 (December to January). 
 
TFA Progress is on track in line with discussions with Trust Development Authority. 
 
Risk Rating Summary 
 
Financial Risk Rating (FRR): Overall (Normalised) Rating 2 - RED 

 December 12 – ratings of 3 apart from Normalised YTD of 2. 

 January 13 – same as above. 
 
Governance Risk Rating (GRR):Overall Rating 3.0 – AMBER/RED 

 December 12 – 4.5 (Red) 

 January 13 – 3.0 (Amber/Red) 

 2C – (RTT – patients on an incomplete pathway) – this remains red. Work to 
validate approximately 6000 spells continues and should complete in March 13 
enabling accurate reporting to resume. 

 3E (A&E 4 hr waits) - after a ‘green’ rating in November 12 this reverted to ‘red’ 
in December 12 and January 13. The Board Performance report explains 
actions in place to improve this. 

 4A (Clostridium Difficile) is above YTD and annual trajectory and thus rated red. 
 
Board Statements  - Considerations 
 

 Statement 4 (The board anticipates that the trust will continue to maintain a 
financial risk rating of at least 3 over the next 12 months). Work is ongoing for the 
LTFM and IBP updates for FT project and Acute Services review. It is 
recommended that the current response of ‘yes’ should remain at this point which 
will be revisited in light of the finalised versions. 
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 Statement 9 includes the phrase “ ……..all audit committee recommendations 
accepted by the board are implemented satisfactorily.”  The Board will note that the 
Audit Committee report on this meeting’s agenda flags some long outstanding 
recommendations from Internal Audit that will be reviewed and updated for the 
April 2013 Committee. Assuming that the Board supports the approach as outlined 
then it is recommended that a response of ‘yes’ remains applicable. 

 

 Statement 11 - Based upon the adverse risk rating scores it is recommended that a 
response of ‘no’ remains in place. 

 

 

Action Required:  

The Trust Board is requested to:  

 Discuss and approve responses to the 15 board statements, with particular 
attention to statements 4, 9 and 11, as outlined in the Executive Summary. 

 Review the SOM data and key changes as highlighted in the Executive Summary. 
 

 

Key Risks: Persistently adverse FRR or GRR ratings will undermine 
the Trust’s Foundation Trust application and/or potential 
merger. 
Specific risks are reflected in the SOM data items and 
narrative above. 

Impact on Patients: None directly – this is a corporate return to facilitate 
scrutiny of the Trust by the SHA and TDA. 

Impact on Staff As above 

Link to Trust Objectives:  All Trust Big 5 objectives are relevant. 

Care Quality Commission 
outcomes: 

Overall CQC compliance reflected in Governance Risk 
Rating ‘Quality’ section.  

NHS Constitution: Reflected where relevant within SOM data 

Financial Issues: Reflected within SOM data 

Legal/regulatory Issues: SOM is required for all non-Foundation Trusts as part of 
TDA pipeline. 

Equality Issues considered: N/A 
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Report to: Trust Board Agenda item:  10.1 

Date of Meeting: 28th February 2013 

 

Report Title: Governance and Risk Management Committee 

Status: For information discussion assurance approval 

x    

Prepared by: Paul Cresswell 

Board Sponsor: Marie-Noelle Orzel 

Appendices:  Summary Report 

 

Executive Summary:  

A summary of the meeting held on 7 February is attached in the Appendix to provide the 
Trust Board with assurance that the G&RMC is conducting its business in a robust 
manner. It also provides opportunity for board members to cross reference the assurance 
and risk issues covered with information received directly at the Board and within the 
normal course of duties. 
 
Key issues discussed included: 
 

1. The Risk Management Strategy and Policy has been revised and is presented 
separately on the Board agenda for approval.  

2. The latest position of the Trust against the CQC outcomes.  
3. The proposals for governance arrangements for the Core Clinical Services 

Directorate  
4. Verbal feedback from the Director of Nursing that the CQC draft report following its 

inspection in January at Southmead Hospital had been positive overall but had 
requested action on Outcome 21 regarding medical records at the patients’ 
bedside. 

5. The Committee will review a governance matrix for the Facilities directorate at its 
next meeting. 

 

 

Action Required:  

Trust Board is requested to:  

 Review the work of the Governance and Risk Management Committee and 
discuss any appropriate issues 

 

Key Risks: Demonstration of an adequate process for assuring the 
Board that objectives can be achieved and governance 
processes and compliance issues are dealt with is 
important for the safety of patients, the Trust’s own 
health as an organisation and for those outside bodies 
with statutory obligations to oversee health care 

Impact on Patients: Indirect impact on the safety of patients and 
demonstration to patients and the public of the Trust’s 
ability to maintain that safety. 

Impact on Staff Supports staff in their operational work. 

Link to Trust Objectives:  Service of exemplary quality and safety 
Leading edge services in high quality environments 
Great place to work 

Care Quality Commission 
outcomes: 

Impacts on all CQC registration and other bodies’ 
standards. 

http://www.nbt.nhs.uk/Default.htm
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NHS Constitution: Quality of care and environment 
Respect, consent and confidentiality 
Compliant and redress 
All staff rights 

Financial Issues: No extra financial issues 

Legal/regulatory Issues: Considered as part of compliance 

Equality Issues considered No impact assessment taken but equality issues part of 
Committee’s assessment of all reports 
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Appendix 
 

Summary of Governance & Risk Management Committee Meeting 7th February 2013 
 
1. Decisions Requested/Made 

 
1.1 The Risk Management Strategy has been reviewed in light of external due 

diligence reports for FT status and assessments against Monitor’s quality 
governance framework. It has also been reviewed in light of the recommendations 
from the Francis Inquiry. The item is included separately on the Board agenda 
and the Committee recommends the policy for approval at the Board. 

1.2 The Committee approved revised terms of reference for the Control of Infection 
Committee and new terms of reference for the Contingency Planning Steering 
Group. 

1.3 Proposed arrangements for the governance of the Core Clinical Services 
Directorate were endorsed and a request was made to view the arrangements of 
other clinical directorates. 

1.4 The Committee approved a summary of changes made to the Trust’s registration 
of locations and regulated activities with the CQC. 

1.5 The Committee recommends that all board members are briefed on risks at its 
development day on 1 March. 

 
2. Assurance Reports directly reviewed by G&RMC 
 

2.1 The Trust continues to perform well against the CQC’s Quality Risk Profile with 
seven outcomes improving and only one (co-operating with providers) 
deteriorating (but remaining as yellow rated). In future G&RMC may report to the 
Board an assessment against a specific CQC standard. The standard against 
medical records is discussed below. 

2.2 The Committee was pleased to receive assurance reports on the position of the 
Trust’s maternity services against the CQC Market Report, the Local Supervising 
Authority audit report and the follow-up report to an Avon Cervical Screening 
report. 

2.3 A follow-up report from the CQC rated the Riverside Unit as fully compliant with 
its outcomes. 

2.4 The draft report from the CQC following an inspection at Southmead was 
discussed and found to be very positive with seven outcomes regarded as met 
but with actions expected to be requested on patient records as noted in 4.1. 

2.5 The Committee noted that there had been no request for any actions from NBT 
from the CQC/Ofsted report on North Somerset services. 

 
3. Assurance Reports from Sub-Committees 
 

3.1 Clinical Risk Committee 
No incidents breached the two day reporting deadline and there were no never events 
in November or December 2012. NBT was now in the highest quartile of reporters to 
the NPSA/NRLS signifying a more robust safety culture. 
 
3.2 Control of Infection Committee 
HPA data shows NBT rates of MRSA as equivalent to national and regional rates and 
monthly monitoring and reporting of screening compliance is above the national 
target.  
 
3.3 Contingency Planning Steering Group 
Self-assessment questionnaires for major incidents and Chemical, Biological, 
Radiological, Nuclear and explosive incidents show NBT as Green. 
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3.4 Medicines Assurance 
All domains show the Trust as rated green with the appointment of a project manager 
awaited for the ePrescribing for Chemotherapy project. 
 
3.5 Quality Committee 
Work on deteriorating patients continues to show improvements and cardiac arrests 
remain well under the national average. Falls have reduced and continue on a 
downward trend and a review of never events over a three year period showed no 
themes and that two events had not actually met the criteria for a never event. 
 
3.6 Patient Experience Group 
Action plans on nutrition and hydration have been updated and sent to LINk and a 
stroke visit by LINk is being arranged. Pilot and communication programmes for the 
Friends and Family Test commenced in early February. 
 
3.7 Health and Safety Committee 
Two revised policies and procedures have been ratified, the Trust’s ’flu campaign had 
had a very good uptake in some directorates and RIDDORs have decreased slightly 
over the third quarter. 

 
4. Key Risk Areas 
 

4.1 The Southmead CQC report and information from the Clinical Risk Committee 
point towards some areas of risk around patient records. The CQC found some 
patients’ bedside records on one ward which had not been kept up to date and 
regarded this as having a minor impact on people using the service. An action 
plan had been put in place to address the issues found by the CQC and the 
Director of Nursing has investigated other wards and found them to be compliant 
with the CQC outcomes. Further dialogue will be undertaken with the CQC in light 
of these findings. The final report and the action plan will be discussed at the 
G&RMC in April. 

 
4.2 The C Diff rates were above the national average in quarter 3 and have breached 

the 2012/3 target of 61 cases. There will be no financial penalty but may count 
against the criteria for FT status. 

 
4.3 The BNSSG community does not have a Mobile Response Team but NBT 

provides medical incident commanders via a rota run by the Ambulance Service 
and there is an air support unit with identified clinical support which responds to 
incidents. 

 
4.4. Not all directorates have completed self-assessments of their plans for business 

continuity and these are being followed-up. 
 

4.5. Neurosciences have difficulty in accessing information on performance regarding 
VTE for patients treated in the private sector and day cases. 

 
4.6 An increase in pressure ulcers at ITU in Frenchay is being addressed by the tissue 

viability team. 
 
4.7 Outstanding action plans on the outpatient and inpatient surveys are awaited from 

three directorates. 
  

 
 
  



This document could be made public under the Freedom of Information Act 2000. 
Any person identifiable, corporate sensitive information will be exempt and must be discussed under a 'closed 

section' of any meeting. 

1 

 

 

 
 
 

Report to: Trust Board Agenda item:  10.2 

Date of Meeting: 28th February 2013 

 

Report Title: Audit Committee 

Status: For information discussion assurance approval 

x   x 

Prepared by: Nick Stibbs 

Board Sponsor: Ken Guy 

Appendices: Terms of Reference 

 

Executive Summary:  

 
The Audit Committee met on 30th January and the key issues discussed are set out below: 

 
1. Move Project 

The Audit Committee has studied and approved the plans to provide assurance 
that the Move Project will achieve its aims. It will do so through peer review from 
organisations that have been involved in major capital developments, the 
Programme Management Office, the Clinical IT Systems Board, the OGC Gateway 
process and the use of Internal Audit. The process begins immediately and runs 
through to early 2014.  

2. Terms of Reference 
A revised set of Terms of Reference are attached as an Appendix for approval by 
the Board. 

3. Safeguarding 
Further progress on the implementation of actions recommended by internal audit 
on safeguarding have been noted and final sign-off will be undertaken by the 
Governance and Risk Management Committee. 

4. Bribery Risks 
An assessment of the Trust’s bribery risks was approved and executives will put 
forward plans to mitigate or eliminate those risks. 

5. Information Governance 
The Head of IM&T has been asked to provide a report on the Trust’s information 
governance assurance processes. 

6. SFIs 
A review of the Standing Financial Instructions has been carried out and the 
revised SFI’s and Detailed Scheme of Delegation are included as a separate 
agenda item for adoption by the Board as part of the Standing Orders. 

7. External Audit 
The Audit Committee approved the audit fee for 2012/13 as set by the Audit 
Commission 

8. Counter Fraud and Internal Audit 
The Committee reviewed progress reports from Counter Fraud and Internal Audit 
(IA). It was noted that whilst all high impact recommendations from IA had been 
implemented from previous years (except three subject to specific report to the 
Audit Committee) the Committee expressed concern that there were still three 
medium impact and two low impact recommendations from IA outstanding from 
2009/10 and eleven medium and six low from 2010/11. In all cases a new date had 
been agreed but the Director of Finance was asked to highlight these to executive 
colleagues and Internal Audit would be making appointments with individual 
directors to clear them or highlight any disputed recommendations. An update on 
progress will be made to the April Audit Committee. 

 

http://www.nbt.nhs.uk/Default.htm
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Action Required:  

Trust Board is requested to:  

 Note the contents of this report 

 

Key Risks: Without a system to monitor governance processes the 
Board would lack assurance that the organisation was a 
going concern and achieving its targets 

Impact on Patients: All systems monitored by the Audit Committee relate 
directly and indirectly to the delivery of patient care 
outcomes and good experience 

Impact on Staff All systems monitored by the Audit Committee relate to 
the provision of care by staff 

Link to Trust Objectives:  Services of exemplary quality and safety 
Strong, financially healthy organisation 

Care Quality Commission 
outcomes: 

Outcomes 1, 4, 6, 7, 8, 9, 16 and 21 

NHS Constitution: Quality of care and environment 

Financial Issues: As indicated in the report 

Legal/regulatory Issues: Considered throughout 

Equality Issues considered Considered throughout 
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Appendix 
 

North Bristol NHS Trust 
 
Audit Committee 
 
Terms of Reference 
 

1. PURPOSE 

1.1 The Board hereby resolves to establish a Committee of the Board to be known as 
the Audit Committee. The Audit Committee is a standing committee of the Trust’s 
Board of Directors (the Board). Its constitution and terms of reference shall be as 
set out below, subject to amendment at future Board meetings. The Audit 
Committee shall not have executive powers in addition to those delegated in these 
terms of reference. 

1.2 The Board is responsible for ensuring effective internal control including: 

 Management of the Trust’s activities in accordance with statute and regulations; 

 The establishment and maintenance of a system of internal control to give 
reasonable assurance that assets are safeguarded, waste or inefficiency 
avoided and reliable financial information produced and that value for money is 
continuously sought. 

1.3 The Audit Committee shall provide the Board with a means of independent and 
objective review of financial and corporate governance, assurance processes and 
risk management across the whole of the Trust's activities (clinical and non-clinical) 
both generally and in support of the statement of internal control. In addition the 
Audit Committee shall: 

 Provide assurance of independence for external and internal audit; 

 Ensure that appropriate standards are set and compliance with them is 
monitored, in non-financial, non-clinical areas that fall within the remit of the 
Audit Committee; 

 Monitor corporate governance (e.g. compliance with terms of authorisation, 
constitution, codes of conduct, standing orders, standing financial instructions, 
maintenance of registers of interests). 

 

2. MEMBERSHIP AND ATTENDANCE AT MEETINGS 

Membership 

2.1 The Committee shall be appointed by the Board from amongst the Non-Executive 
Directors of the Trust and shall consist of not less than three members. One of the 
members will be appointed Chairman of the Committee by the Board. The 
Chairman of the Trust shall not be a member of the Committee. 

2.2 A quorum shall be two members. 

Attendance 

2.3 Meetings of the Audit Committee shall normally be attended by: 

 The Finance Director; 

 The Head of Internal Audit; 
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 The Trust Secretary; 

 Other executive directors and/or staff who have been invited to attend a 
meeting by the Audit Committee, particularly when the Audit Committee is 
considering areas of risk or operation that are their responsibility. 

2.4 A representative of the external auditors may also be invited to attend meetings of 
the Audit Committee. At least once a year the Audit Committee should meet 
privately with the External and Internal Auditors. 

2.5 The Trust Chief Executive will be invited to attend at least one meeting annually of 
the Audit Committee. 

2.6 A representative of the local counter fraud service may be invited to attend 
meetings of the Audit Committee. 

2.7 The Trust Secretary shall be Secretary to the Committee and shall attend to take 
minutes of the meeting and provide appropriate support to the Chairman and 
Committee members. 

 

3. ROLE AND RESPONSIBILITIES 

Authority 

3.1 The Audit 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 
member of staff and all members of staff are directed to co-operate with any 
request made by the Audit Committee. 

3.2 The Audit Committee is authorised by the Board to obtain outside legal or other 
independent professional advice. The Audit Committee is authorised by the Board 
to request the attendance of individuals from outside the Trust with relevant 
expertise if it considers this necessary or expedient to the carrying out of its 
functions. 

Duties 

3.3 The duties of the Committee can be categorised as follows: 

Governance, risk management and internal control 

3.4 The Committee shall have primary responsibility for reviewing 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. 

3.5 In particular, the Committee will review the adequacy of: 

 All risk and control related disclosure statements (in particular the Assurance 
Statement), 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 and related reporting and self-certification 

 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 NHS Counter Fraud 
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and Security Management Service 

3.6 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 
functions. It will also seek reports and assurances from directors and managers as 
appropriate, concentrating on the over-arching systems of integrated governance, 
risk management and internal control, together with indicators of their 
effectiveness. 

3.7 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 

3.8 The Committee shall ensure that there is an effective internal audit function that 
meets mandatory Government 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 

 Considering 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 

 An annual review of the effectiveness of internal audit. 

External Audit 

3.9 The Committee shall review the work and findings of the External Auditors 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 Auditors, as 
far as the rules governing the appointment permit 

 Discussion and agreement with the External Auditors, before the audit 
commences, of the nature and scope of the audit as set out in the annual plan 
and ensuring 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 Trust and associated impact on the audit fee 

 Review all External Audit reports, including the report to those charged with 
governance, 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 

3.10 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. 

3.11 These will include, but will not be limited to, any reviews by Department of Health 
arm’s length bodies or regulators/inspectors (for example, the Care Quality 
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Commission, NHS Litigation Authority, etc.) and professional bodies with 
responsibility for the performance of staff or functions (for example, Royal Colleges, 
accreditation bodies, etc.) 

3.12 In addition, the Committee will review the work of other committees within the 
Trust, whose work can provide relevant assurance to the Audit Committee’s own 
scope of work. In particular, this will include the Governance and Risk Management 
Committee. 

3.13 In reviewing the work of the Governance and Risk Management Committee and 
issues around clinical risk management, the Audit Committee will wish to satisfy 
itself on the assurance that can be gained from the clinical audit function. 

3.14 The Audit Committee shall review and recommend to the Trust Board any changes 
to the Standing Orders and Standing Financial Instructions and examine 
circumstances associated with each occasion when Standing Orders are waived. 

Counter fraud 

3.15 The Committee shall satisfy itself that the organisation has adequate arrangements 
in place for countering fraud and shall review the outcomes of counter fraud work. 

Management 

3.16 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. 

3.17 The Committee may also request specific reports from individual functions within 
the organisation (for example, clinical audit) as they may be appropriate to the 
overall arrangements. 

Financial Reporting 

3.18 The Audit Committee shall monitor the integrity of the financial statements of the 
Trust and any formal announcements relating to the Trust’s financial performance. 

3.19 The Committee should 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. 

3.20 The Audit Committee shall review the annual report and financial statements before 
submission to the Board, focusing particularly on: 

 The wording in the Statement on Internal Control and other disclosures relevant 
to the terms of reference of the Committee 

 Changes in, and compliance with, accounting policies, practices and estimation 
techniques 

 Unadjusted mis-statements in the financial statements 

 Significant judgements in preparation of the financial statements 

 Significant adjustments resulting from the audit 

 Letter of representation 

 Qualitative aspects of financial reporting. 

 

4. CONDUCT OF BUSINESS 

Frequency 

4.1 Meetings will be held at least four times per year with additional meetings where 
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necessary. 

4.2 The external auditors or Head of Internal Audit may request a meeting if they 
consider that one is necessary. 

Committee Effectiveness 

4.3 The Committee shall conduct an annual self-assessment and report any 
conclusions and recommendations for change to the Board. 

4.4 As part of this assessment, the Committee shall consider whether or not it receives 
adequate and appropriate support in fulfilment of its role and whether or not its 
current workload is manageable. 

Other matters 

4.5 The Audit Committee will report to the Board after each meeting and the Chairman 
of the Committee will draw to the attention of the Board any issues that require 
disclosure to the full Board or require executive action. 

4.6 The Audit Committee will report to the Board annually on its work in support of the 
Statement on Internal Control, 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 
appropriateness of the evidence compiled to demonstrate fitness to register with 
the CQC and the robustness of the processes behind the quality accounts. 

4.7 The Trust’s annual report will include a section describing the work of the Audit 
Committee in discharging its responsibilities. 

4.8 The Committee shall be supported administratively by the Trust Secretary whose 
duties in this respect will include: 

 Agreement of agendas with the Chairman and attendees and collation of 
papers 

 Taking the minutes 

 Keeping a record of matters arising and issues to be carried forward 

 Advising the Committee on pertinent issues/areas 

 Enabling the development and training of Committee members 

 

5. STATUS 

5.1 These terms of reference should be reviewed annually by the Trust Board. 

5.2 Approved by the Trust Board on 28 February2013. 

5.3 Next Review Date: February 2014 
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