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DATE 22nd July 2020 

 
REPORT FOR 

 
Council of Governors 

 
REPORT FROM 

 
Alison Hurley  
Membership Manager & Assistant Trust Secretary 

 
CONTACT OFFICER 

 
Alison Hurley / Zoe Hinsley 

 
SUBJECT 

 
Reflections on previous CoG Meeting 

 
 

BACKGROUND DOCUMENT 
(IF ANY) 

 

 
N/A 

 
EXECUTIVE COMMENT 
(INCLUDING KEY ISSUES OF 
NOTE OR, WHERE RELEVANT, 
CONCERN THAT THE COG NEED 
TO BE MADE AWARE OF) 

Due to the social distancing requirements currently in place as a 
result of the COVID-19 pandemic, meetings of the Council of 
Governors are not currently being held in public. Meetings are 
being conducted remotely through electronic communications as 
a result. 
 

The first meeting under the revised arrangements was held on 
Tuesday, 7 May 2020. Following the meeting, Governors were 
requested to provide feedback in order to ensure that the Council 
of Governors is focusing on the correct items, receiving the 
appropriate assurances and is allowing sufficient time to do so. 
 
The attached report provides a summary of the feedback 
received. Where required, the feedback has facilitated changes 
to the agenda for future meetings. 

COUNCIL ACTION REQUIRED The Council of Governors is asked to note the contents 
of the report 

 



 
 

COUNCIL OF GOVERNORS MEETING REFLECTIONS 
(ratings 1 to 4 with 1 being low & 4 being high) 

Questions Rating* 1=low 4=high Comments 

1 2 3 4  
Business Conducted 

Q1 Did the papers meet your expectations to provide the 
necessary assurance? 
Please be specific about why it did or didn’t please, 
including anything which you felt was missing from the 
content of the papers 

 

  2 3  (R3)   

 (R3) Yes, they did, in general 

 (R4) Excluding minutes of previous meetings, there 
were only substantive papers – COVID-19 response 
and Finance M12.  Both papers were sufficiently 
detailed and appropriate under the current 
circumstances 

 (R4) I think that anything in the papers that was not 
clear was answered by the Chair very well.  There is 
so much that we don’t know about how the virus works 
that to understand what is needed to help our NHS 
workers and patients is difficult 

 (R4) I have no problem with style of meeting 

Q2 Did any one item/paper stand out for you as a model to 
adopt for all items? 
Please be specific about why 

 

 1 1 1  No Score submitted: Not in particular  

 No Score submitted: No  

 (R2) No, but wasn’t consciously considering this 
during the meeting.  Will think about it next time  

 (R3) Perhaps more time for questions and answers by 
not only the Chair but other members at the meeting  
No one item really stood out for me  

 (R4) I have no problem with style of meeting  



Q3 Where there any other urgent items missing from the 
agenda that you would expect to see? 

 

  1 2  No Score submitted: None 

 No Score submitted: No  

 (R3) Just perhaps what we have learnt so far and what 
can we have in the future.  Although this seemed to be 
answered by the Chair after a question raised by a 
member  

 (R4) No  

 (R4) I have no problem with style of meeting  

Meeting Conduct & Timing 

Q4 Did the tone and conduct of the meeting feel that you 
were able to contribute constructively? 
Please be specific about why it did or didn’t 

 

 1  3  No Score submitted: Tone was fine, I did not signal as 
others raised the points I would  

 (R2) I missed the first few minutes due to technical 
issues but felt unable to contact the Chair.  People did 
seen to be able to connect with the issues and get 
answers 

 (R4) Yes within the constraints of virtual meeting 

 (R4) Yes. I had no inhibitions about contributing  when 
I felt the need to do so 

 (R4) I have no problem with style of meeting 

Q5 What worked or didn’t work for you meeting virtually? 
 

1  1 1  No Score submitted: Worked well  

 No Score submitted: Virtual meetings are not ideal but 
they do encourage focus on truly important issues 

 (R1) I had to use my phone so felt that I could not 
participate properly in the meeting but at least I could 
listen to what was said.  I will try and sort out the laptop 
for our next meeting.  If felt that we were not able to 
debate items by not actually being there in person  

 (R3) I felt that such meetings are quite possible 
virtually, providing that participants follow ground rules 
and mute their microphones when no speaking 

 (R4) I have no problem with style of meeting 



Q6 The aim is to limit meetings to 2 hours in duration.  Do 
you feel this is sufficient to enable the necessary 
business to be transacted? 

 

   2  No Score submitted 

 No Score submitted: Good luck with that. 2 hours is 
fine providing presenters at least make some effort to 
time their contribution and ensure it is within allotted 
time. Never has happened though, and meetings 
frequently significantly overrun  

 No Score submitted: Yes, at the present time but 
probably not when it is possible to return to a more 
extended agenda  

 (R4) Yes, providing such meetings are led by an 
experienced and competent Chair, which this one was  

 (R4) I have no problem with style of meeting  

 Anything else?     No comments provided 

 

* Rating 1 to 4 with 1 being low and 4 being high 
 

Notes: 

1. Comments are not verbatim in all instances but provide a summary only. 
2. Where comments are duplicated they have been included once in the comments column. 
3. Not all responses to questions were rated.  



 

PUBLIC COUNCIL OF GOVERNORS MEETING 
Minutes of the Meeting held on Thursday, 7th May 2020, from 14:10 to 15:30 hours 

Virtual Meeting held by GoToMeeting 

 

In Attendance: 
Mr Adrian Beddow Assistant Director of Communications 
Mrs Wendy Booth Trust Secretary 
Mr Tony Bramley Non-Executive Director 
Mr Neil Gammon Non-Executive Director 
Mr James Hayburn Interim Director of Finance  
Mrs Alison Hurley Membership Manager & Assistant Trust Secretary 
Mrs Linda Jackson Vice Chair 
Mr Jug Johal  Director of Facilities 
Mr James Lacey-Hatton IT Network Telecommunications Manager 
Ms Claire Low  Acting Director of People & Organisational Effectiveness 
Mr Ivan McConnell Director of Strategic Development 
Mrs Ellie Monkhouse Chief Nurse 
Dr Peter Reading Chief Executive 
Mr Shaun Stacey  Chief Operating Officer 
Dr Kate Wood Medical Director 
 
Mrs Zoe Hinsley Senior Membership Officer (minutes) 
 
 

1. BUSINESS ITEMS 
 
1.1 CHAIR’S OPENING REMARKS 

 
Mr Moran opened the meeting by welcoming everyone to the Council of Governors 
(CoG) meeting.   He thanked members for their virtual attendance and apologised for 
not being able to meet Governors in person at the first CoG he had Chaired since 
commencing in the new post of Joint Chair for the Trust and Hull University Teaching 
Hospitals NHS Trust (HUTH).  He advised that, since commencing his new position 
with the Trust, the work achieved by Trust staff during the unprecedented COVID-19 
challenges had been remarkable.  A real credit to the extra-ordinarily hard work 
performed by a very committed workforce, which he was very proud to be associated 
with.  He expressed his gratitude and thanks to all staff and briefly referred to the 
current COVID-19 patient care and service provision and the next steps to be 
established, which would be addressed within the agenda in greater detail. 
 

Present:     
Mr Terry Moran CB Chair Mr Eddie McCabe Stakeholder Governor 
Mr Jeremy Baskett Public Governor Mr Brian Page Lead Governor 
Mr Tony Burndred Public Governor Mr Rob Pickersgill Public Governor 
Mrs Maureen Dobson Public Governor Mr Ian Reekie Public Governor 
Mr Vince Garrington Public Governor Cllr Stan Shreeve Stakeholder Governor 
Mr Paul Grinell Public Governor Ms Liz Stones Public Governor 
Mr Andy Karvot Staff Governor Dr Gorajala Vijay  Public Governor 
Mr Tim Mawson Staff Governor   
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Mr Moran then introduced and welcomed Mr Ivan McConnell, who he advised had 
recently been appointed as the Director of Strategic Development.  He added that the 
Trust would soon be able to announce the appointment of a new Chief Information 
Officer, which would be a key role for the Trust. 
 

 
1.2 APOLOGIES FOR ABSENCE 
 
 Mrs Hurley provided apologies for absence as detailed below.  
 

Apologies for absence were received from Non-Executive Directors: Mrs Sandra 
Hills, Mr Jeff Ramseyer and Mr Michael Whitworth. 
 

 
1.3. DECLARATION OF INTERESTS 
 

Mr Moran requested members of the Council raise any conflicts of interest relating to 
specific agenda items or provide any updates to their annual declaration of interests.  
None were received. 
 
 

1.4. TO APPROVE THE MINUTES OF THE PREVIOUS MEETING 
  

1.1.1 Council of  Governors’ Public Business Meeting - 14th January 2020  
 
Mr Moran invited members to approve the minutes of the CoG Public Business 
meeting held on the 14th January 2020.  The minutes were approved as a true and 
accurate record 

 
Council Decision: The Council received, noted and approved the minutes 
 

 
1.5 MATTERS ARISING 

 
There were no matters arising which were not covered on the agenda.  

 
 
1.6 COUNCIL OF GOVERNORS ACTION LOG 
 

 The Action Log from the January 2020 CoG meeting was reviewed, and a number of 
updates and closures were agreed. 
 
Mrs Hurley proposed referring the action relating to IT Tablets for Governors to the 
Governor Assurance Group (GAG), which was approved.  
 
Mr Page remotely left the meeting at 14.18 hours 

 
Dr Wood provided an update with regards to action 251 and the use of Everlight 
Radiology services, which she advised related to concerns raised by North Lincolnshire 
Clinical Commissioning Group (NL CCG) via a Trust Governor regarding the quality of 
radiology reporting by the out-sourced team used by the Trust. .  She explained that a 
report had been amended following an internal review undertaken by Everlight as per 
usual practice where 5% of Everlight reports are selected for review.  The amendment 
had involved an addendum report being sent to the Trust which highlighted the 
potential requirement for further pathology.  She confirmed this was an example of 
good practice in terms of the review and audit of reports, which demonstrated that 
effective processes were established to act on findings identified in that way. 
 
Mr Baskett remotely joined the meeting at 14.21 hours 
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Dr Wood informed members that the second element of the concerns raised referred to 
a lack of information or advice within the report in relation to the next steps to be taken, 
although the General Practitioner (GP) had contacted the Trust and referred the patient 
to a secondary care clinician.  Dr Wood explained it would be inappropriate for an 
outsourcing company to detail specific onward referral advice, due a lack of knowledge 
around appropriate care pathways within the Trust.  She confirmed the GP had 
undertaken the correct procedure in contacting the Trust for an onward referral. 

 
Mrs Monkhouse remotely joined the meeting at 14.23 hours and Mr Page remotely 
returned to the meeting at 14.26 hours 

 
Dr Wood invited any questions.  None were received.  

 
Mrs Hurley referred to action 252 and confirmed a Health Tree Foundation briefing 
would be considered within the 2020 CoG briefing programme.  
 
Mr Moran thanked Dr Wood and Mrs Hurley and invited any questions.  None were 
received.  

 
Council Decision: The Council received and agreed updates to the CoG Action 
Log. 

 
 
 

2 COVID-19 
 

2.1 COVID-19 B 
 

Mr Stacey provided an overview of the COVID-19 presentation provided in the meeting 
documents and drew attention to the: 

 

 Introduction of COVID-19 assessment POD’s within both Emergency Care 
Centres (ECCs) at Diana, Princess of Wales (DPoW) hospital and Scunthorpe 
General Hospital (SGH) 

 Incident Management Team established within the Trust and Incident Co-
ordination Centres (ICC) at both sites, now consolidated at SGH 

 Slowing down of planned elective work 

 Personal Protective Equipment (PPE), FIT Testing and PPE training  

 Employment and redeployment of staff (refresher /training provided) 

 Data capture, processing and reporting 

 Business as usual plans drafts to re-introduce elective work 
 
Mr Stacey referred to innovations arising from the COVID-19 pandemic and a short 
discussion ensued about the positive partnership working taking place.  He stated the  
need to harness the “beneficial changes” that had taken place in service delivery as the 

NHS moves forward.  service delivery as we move forward 

  
Mr Stacey reported that bed occupancy had been at the lowest levels in months as a 
result of the COVID-19 pandemic, and had been below 85% for the first time.  
Referrals had reduced along with a significant decrease in attendance at the Accident 
and Emergency (A&E) departments which reflected the national position.  He 
confirmed the Trust had continued with the treatment of Cancer patients but not 
continued with general elective work as per national guidance, and a decrease in 
suspected cancer referrals was evident along with an increase in Referral to Treatment 
(RTT) long waiters for patients waiting over 40 and 52 weeks. He confirmed an Activity 
Recovery Board had been established to address a number of work streams which 
included RTT and Cancer, as follows: 
 

• Future operating model 
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• Elective Activity 
• Out-patient Activity 
• Cancer 
• Diagnostics 
• Activity and Performance 

 
Mr Stacey highlighted the evidence that staff morale had increased, resulting in an 
overall unity although some challenging issues had also been addressed.  
 
Mr Moran thanked Mr Stacey and invited comments or questions.   
 
Mr Reekie queried the possibility of capturing beneficial changes and also the potential 
of consolidating all Covid-19 positive patients at one hospital site due to the decrease 
in predicted admissions, which in turn would be beneficial for staff and patients.  Mr 
Stacey advised this had been considered and found to not be beneficial logistically, 
with increased infection control risks and the complexities it would present during 
original admission and transportation.  He stated the Trust was introducing new colour 
zoning as per the latest guidance.  From Monday 11th May this would be green zones 
for patients who were clinically and laboratory confirmed Covid-19 negative, yellow 
zones for patient with an unknown Covid-19 status, and red zones for caring for those 
patients who were laboratory confirmed Covid-19 positive.  The yellow zones will be 
further split into A and B areas to segregate patients who require admission but their 
COVID-19 status was not yet confirmed as follows:  

 A – Asymptomatic - patients who require admission but not currently presenting 
with clinical signs of Covid-19 symptoms 

 B – Symptomatic - Patients who require admission and were clinically 
presenting with symptoms.  

 
Dr Reading left the virtual meeting at 14.34 hours 
 

Mr Stacey advised this was similar to the model the Trust was currently operating but 
clearly identifies the areas where the Covid-19 status of the patient was not yet known.  
 
Mr Grinell drew attention to the creative NHS approaches being utilised which included 
remote consultations and queried whether this would be captured and adapted going 
forward as per previous Governor briefings.   

 
Dr Reading returned to the virtual meeting via phone dialling at 14.38 hours 
 

Dr Reading confirmed that thinking and creativity had been tested hugely in the last few 
months and staff had all risen to the challenge.  He advised that it was important not to 
lose track of the benefits and changes created within the Trust and NHS as a whole and 
to take these forward as long term benefits.  He advised that there was local and 
national logging of such changes to ensure they are captured and shared, and added 
that he was pleased to inform members that the Trust had logged a considerable 
amount of beneficial changes themselves.  Mr Moran drew attention to the positive and 
effective partnership working, the need to also capture this going forward to support a 
more accurate ‘reset’ position with a different approach to support the current learning 
and opportunities presented. 
 
Mr Stacey concurred with Dr Reading’s views and added that the Trust had developed 
many positive adaptive ways of working, including non face-to-face consultations 
utilising video and telephonic technology, interactive texts and corresponding with GPs 
electronically.   He confirmed this also supported the work which Mrs Jackie France, the 
Head of Patient Administration had commenced in relation to innovative ways of safely 
and effectively holding electronic patient appointments and communications. 
  
Mr Moran thanked Mr Stacey and invited any further comments or questions. 
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Mr Johal drew attention to the increased ability for staff to work remotely, which included 
remote access via Cisco AnyConnect.  He advised that the provision for remote staff 
access had been increased from 250 to over 750 staff, and confirmed that a pilot study 
would be undertaken to investigate the effectiveness of this way of working in the future.   
 
Mr Moran provided a brief overview of the work of the Health Tree Foundation Trust 
charity during recent months and thanked Mr Neil Gammon, as Chair of the Charity for 
the work undertaken.  Mr Johal advised that thanks to the donations from two local 
businesses, 70 Samsung tablets had been securing and allocated to wards to enable 
patients to make contact with their families and loved ones.  
 
Mr Pickersgill queried the differing PPE provided to staff and raised concerns about the 
risks this could present to staff and patients.  Mr Moran advised that various queries and 
responses had been provided to staff and invited Mrs Monkhouse to provide further 
details.  Mrs Monkhouse confirmed that some of the difficulties with PPE was that it was 
controlled by central Government and had been stockpiled for a flu pandemic not 
COVID-19, which was a relatively new disease and its’ effects had been unprecedented.  
This included the overall control of purchase, stock and distribution of PPE to the entire 
NHS.   She confirmed the Trust was and would continue to abide with national 
guidelines regarding the use of PPE, and continue to undertake appropriate risk 
assessments.  She explained that a key issue was not being aware of what national 
stocks the Trust would receive until it was delivered and provided a brief overview of the 
various masks used and different fit testing required.  Dr Reading confirmed he had 
been open and honest within his COVID-19 updates to all staff, which Governors also 
received, and confirmed the Trust was strictly adhering to national PPE guidelines.  He 
informed members that work was tirelessly ongoing within the procurement team to 
ensure the Trust had the appropriate quantities and types of PPE required, which also 
involved a mutually beneficial multi-agency sharing approach in relation to PPE which 
included the police force. 
 
Mr Garrington applauded Mr Reading, the Executive Team and Trust staff on behalf of 
himself, his family and his constituency for their incredible work in these difficult times.  
He also expressed this thanks for the thorough responses to questions raised within the 
CoG meeting.  He then queried whether the Trust was aware of any staff that had not 
been issued the relevant PPE who had then contracted Covid-19.  Mrs Monkhouse 
confirmed there had been no such cases.  Mr Hayburn concurred and advised the Trust 
had continued to maintain stock levels within the local community and local Trusts had 
rallied round to ensure sufficient stock was available.  He referred to the Trust Policy for 
ordering stock and advised due to the COVID-19 pandemic this was no longer viable.  
He reiterated Mrs Monkhouse’s previous statement confirming that central Government 
had overall control of the purchase and distribution of PPE.   
 
Mr Pickersgill drew attention to the functional design of the face shields used as per 
recent photographs and queried any risks to staff due to unsafe designs. Mr Stacey 
referred to earlier responses from Mrs Monkhouse and Mr Hayburn and advised that the 
design and build of PPE was regulated through central Government following Health and 
Safety requirements. He confirmed that all PPE was tested to the highest standards and 
signed off as fit for purpose to ensure staff safety despite the visual appearance which 
may seem flimsy.  He added that there were different forms of re-usable and some 
disposable face masks. 
 
Mr Moran thanked speakers and invited any further comments or questions.  None were 
received. 
 
Mr Moran invited Mr Stacey and Mr McConnell to discuss the recovery plan for the Trust. 
Mr McConnell confirmed that the national Government guidelines would be adhered to 
and stated that the Trust was working to establish how to safely recommence routine 
elective care, plan to start to increase service provision whilst maintaining potential 
future surge capacity.  He provided an overview of the requirements to achieve and 
maintain an 80% occupancy rate, the planning assumptions required and capacity 
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issues it may present.  He expressed the need to harness the beneficial changes that 
had taken place in service delivery moving forward in a safe and planned way, and the 
need to continue to effective working with our partner across the local health and care 
system colleagues. 
 
Mr Moran thanked Mr McConnell and invited any further comments or questions.  None 
were received. 

 
Council Decision:  The Council received the COVID-19 update 

 
 

3 FINANCE UPDATE 
 

3.1 Month 12 Finance Report 
 

Mr Hayburn stated that working within Finance in the NHS was challenging, and 
acknowledged that meeting the Control Total was a huge achievement for the Trust.  
He advised that this achievement was not down to one person, but everyone within the 
Trust and gave his sincere thanks and congratulations to colleagues and teams who 
have all contributed to achieving this position, including CCG colleagues.   
 
Mr Hayburn took the report as read and provided an overview of the key points.  He 
stated that the Trust was £126,000 favourable for the financial year and had delivered 
Cost Improvement Plan (CIP) savings of £20.6million against a target of £20million.  
He confirmed that there had been considerable COVID-19 costs, and assured 
members that these had been funded nationally.  He advised that the overall Trust 
deficit was £48.1million against a plan of £51.2million, with the key difference due to 
the revaluation of land and buildings. 
 
Mr Moran thanked Mr Hayburn and invited any comments or questions.   
 
Mr Reekie drew attention to the report which confirmed that the Trust had delivered its’ 
planned 2019-20 Control Total, which was a significant achievement. He then queried 
whether the future Control Total would represent Lincolnshire or include the Humber 
and Vale.  Mr Hayburn advised the COVID-19 pandemic had impacted on the original 
plan for the footprint which could have included Hull and East Riding, and confirmed 
that discussions about the footprint were still ongoing at present.  
 
Mr Reekie then referred to revised guidance dated 2 April 2020 which confirmed that 
NHS payments of goods received would decrease from 30 days to within 7 days, and 
queried whether the Trust would be able to achieve this challenging change.  Mr 
Hayburn advised that as a Trust with a £50million deficient, cash flow was difficult, and 
this included meeting deadlines for payments.  He advised however that changes to 
increase cash flow for the Trust would allow a robust attempt to deliver this target, 
firstly within the local community and then extending to outside debtors.  

 
Mr Grinell applauded the Trust for meeting the planned Control Total.  He then drew 
attention to page 9 of the report and the bullet point referring to the guidance issued by 
NHS Improvement (NHSI) and the Department of Health and Social Care (DHSC), and 
the confirmation that interim loans had now been re-profiled to less than one year and 
would be converted to Public Dividend Capital (PDC) in September, with loan balances 
including interest accrual of £1.78m.  He confirmed this would have a beneficial impact 
for the Trust.  Mr Hayburn concurred and a brief discussion ensued around the 
repayment or write-off of debts.  He concluded that a decision had not yet been 
reached.  
 
Mr Moran thanked Mr Hayburn and invited any further comments or questions.  None 
were received.  

 
Council Decision:  The Council received the Month 12 Finance Report  
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4. QUESTIONS FROM GOVERNORS  

 
Mr Moran invited questions.  None were received.  
 
 

5. ANY URGENT BUSINESS 

 
Mr Moran invited members to raise any additional items of urgent business.  
 
Mr Karvot advised he would be retiring from the Trust on 31st July 2020, and would therefore 
be unable to continue to serve as a Staff Governor from this date.  He confirmed he had 
enjoyed serving the Trust as a Staff governor and thanked staff and fellow Governors for their 
ongoing support.  Mr Karvot confirmed that if a position for a Public Governor arose he 
planned to stand for election and would hopefully be elected and able to continue to support 
the Trust in that capacity. 
 
Mrs Jackson thanked Mr Karvot for the tremendous support he had continuously given the 
Council and confirmed the Trust looked forward to the opportunity to welcome him back. 
 

6. COUNCIL REFLECTION 
 
Mr Moran advised that the Trust Board had moved to utilising a questionnaire to capture 
members’ reflections and views following the Trust Board meeting as opposed to the previous 
oral feedback approach, and proposed utilising this approach for the CoG too.  Members 
agreed and Mr Moran advised that a questionnaire would be distributed following the CoG 
meeting.   Mr Page confirmed the proposed method of using a questionnaire was an excellent 
approach.  
 
Mr Moran thanked the CoG members and invited any further comments or questions.   
 
Dr Reading prompted Council members to personally thank staff if presented with suitable 
opportunities.  He stated that the Trust was privileged to have such a dedicated workforce, 
and referred to the amazing work staff were preforming on a daily basis during these 
challenging times.  
 
Council Action: Distribute questionnaire to CoG members for Council Reflection 

 
 
7. DATE AND TIME OF NEXT COUNCIL OF GOVERNORS MEETINGS AND BRIEFINGS  

 
Mr Moran advised the next CoG Meetings venue would be confirmed in line with Governments 
recommendations to ensure the safety of staff and CoG members, in lines with social 
distancing.  
 
Council of Governors Annual Review Meeting  
Date:   23rd June 2020  
Time:   14:00 - 17:00 hours          
Venue: Lecture Theatre, DPoW (TBC) 
 
Council of Governors Business Meeting  
Date:   22nd July 2020  
Time:   14:00 - 17:00 hours          
Venue: Main Hall, Robert Holme Hall, SGH (TBC) 
 
Please notify the Membership Office of any apologies for these events. 
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PROTOCOL FOR CONDUCT OF COUNCIL OF GOVERNOR BUSINESS 
 

 In accordance with Standing Order 2.4.3 (at Annex 6 of the Trust Constitution), any Governor wishing to submit 
an agenda item must notify the Trust Chair’s Office in writing at least 10 clear days prior to the meeting at 
which it was to be considered. Requests made less than 10 clear days before a meeting may be included on 

the agenda at the discretion of the Trust Chair.  

 Governors were asked to raise any questions on which they require information or clarification in advance of 
meetings.  This would allow time for the information to be gathered and an appropriate response provided. 

 
Mr Moran thanked members for their attendance and contributions.  The meeting closed 
at 15:22 hours. 



CoG (07/20) Item 1.6

COUNCIL OF GOVERNORS

OUTSTANDING ACTION LOG
 2019-2020

(updated June 2020)



Log Item Action Contact Deadline Update

234 4.2
Membership Office to invite Mrs Plant to provide a briefing on planned 

initiatives for improving financial and operating targets 
Membership ON TRACK To be added to CoG Briefing 2020 agenda

Log Item Action Contact Deadline Update

249 9 Mrs Hurley to investigate potential sponsorship for IT tablets for Governors Mrs Hurley ON TRACK Ongoing investigations with Steve Mattern’

Log Item Action Contact Deadline Update

251 1.7.2 Dr Wood to contact NLCCG regarding the use of Everlight Radiology services
Dr Kate Wood

ON TRACK In progress

Log Item Action Contact Deadline Update

253 1.7.1
 Membership Office to add Health Tree Foundation update to a forthcoming 

Governor and NED Bi-annual briefing
Membership ON TRACK

Added to Pre-CoG briefing scheduled for 07.05.2020 but to be rescheduled 

for a future meeting due to Covid-19.

DATE OF MEETING: 15th October 2019

CoG ACTION LOG - OUTSTANDING ACTIONS

DATE OF MEETING: 16th April 2019

DATE OF MEETING: 4th July 2019

DATE OF MEETING: 14th January 2020



Log Item Action Contact Deadline Update

150 3.3 Mrs Hurley to seek a champion who can take the IT Tablets 

for Governors business case to the Charitable Funds 

Committee meeting on the 27th July 2017

Mrs Hurley CLOSED This is now closed.  As this was an ongoing item requiring futher exploration.  It was agreed to 

monitor this action through the Governor Assurance Group. Support has been received from the 

information team to produce specification for palmtops.  Previous sponsorship plans have not 

come to fruition.

154 5.1 Chairs of CoG Sub-Groups are to ensure their terms of 

reference reflect those of the Trust Board

CoG Sub-Group 

Chairs

CLOSED CoG sub-groups are now aligned with TB sub-committeeswhich is reflected in their terms of 

reference.

166 9 Mrs Hurley to investigate the use of microphones for future 

CoG Meetings

Mrs Hurley CLOSED

This is now closed.  This will be reviewed dependant on the venue being used.  Equipment to be 

sourced from the Smile Foundation.  Mrs Hurley will contact the Health Tree Foundation as they 

are often able to bring equipment with them from Hull and return.

168 7.3 Mrs Greenbeck to provide article ideas to the Membership 

Office

Mrs Greenbeck CLOSED Mrs Hurley and Mrs Greenbeck wrote an article with Mrs Dobson on dementia and 

improvements for dementia patients and new staff. 

170 6 Membership Office to involve Dr Reading in the November 

briefing for the Improving Together Programme

Mrs Hurley CLOSED This was delivered as part of the Governor and NED briefings  held on 22nd February. 

172 10.3 Membership Office to add Draft Trust Strategy 2021 & 

Strategic Objectives to the January pre-CoG briefing

Mrs Hurley CLOSED This was delivered as part of the Governor and NED briefings  held on 22nd February. 

174 10.4.1 Membership Office to distribute late papers to attendees Mrs Hurley CLOSED Papers distributed as actioned.

175 10.4.1 Membership Office to invite Mrs France to return in the 

autumn for a further progress report.

Mrs Hurley CLOSED Mrs France confirmed for providing an update at the July CoG.

176 11.2 Mrs Clipson to provide the governors with regular updates on 

the Humber Acute Service Progress Report.

Mrs Clipson CLOSED This is ongoing as a CoG agenda item.

177 8 Membership Office to amend the agenda for April CoG 

meeting to incorporate the Trust Board sub-committee 

highlight reports in to the CoG sub-group highlight reports.

Mrs Hurley CLOSED This has been completed.

178 8.2 Membership Office to add RTT to the next QRG agenda for 

further discussion.

Mrs Hurley CLOSED RTT has been added to the May QRG agenda.

179 8.3 MWG to liaise with Mrs Clipson to discuss linking the group 

with service strategy.

Mrs Hurley CLOSED Mrs Sandra Hills now aligned with the MWG as the NED lead for service strategy.

180 8.3 Mrs Hurley to contact IT and the communications team 

regarding the feasibility of recording short You-tube clips for 

the Trust website

Mrs Hurley CLOSED Communications team to consider utilisng You-tube for positive promotion of the Trust and its' 

services

181 8.4 Mr Grinell to take appraisals of the Non-Executive Directors 

(NED) and the Trust Chair back to ARC agenda for further 

consideration.

Mr Grinell CLOSED This will be discussed within the ARC meetings.  A response wil lbe provided at the July CoG.

182 8.5 Membership Office to distribute the Staff Governor Working 

Group terms of reference electronically for comments.

Mrs Hurley CLOSED Completed and added to the April CoG agenda for full CoG ratification

183 14.3 Mrs Shaw to address the potential conflict of interest outside 

of the meeting.

Mrs Shaw CLOSED This was addressed and resolved

184 17 Membership Office to invite Mrs Graves to the Quality Review 

Meeting in February to discuss the Ward Reviews.

Mrs Hurley CLOSED Mrs Filby attended the February QRG meeting and provided an update on the new ward 

review/SQAT process

185 4 Membership Office to update Action Log Membership CLOSED This has been completed.

186 11.3 Membership Office to invite Mr Currie to return in the autumn 

for a further progress report.

Mrs Hurley CLOSED Mrs Claire Low confirmed for providing an update at the July CoG.



187 11.3 Membership Office to invite governors on behalf of Mr Currie, 

to attend the Compassionate Leadership Confiernce on 17th 

May 2018

Membership CLOSED This has been completed. Mrs Bett attended conference.

188 9.1 Membership Office to invite Mr Daws to the next QRG 

Meeting

Membership CLOSED This has been completed.  Mr Daws attended June QRG Meeting.

189 9.3 Membership Office to arrange a briefing for Governors on 

Capital Funding

Membership Completed Delivered at the November Gov & NED Briefing

190 9.4 Mrs Jackson suggested Mrs Louise Glover could provide 

clarity around the clinical harm process for Mr Baskett

Membership Completed  Mrs Lousie Glover liaised with Mr Baskett around the clinical harm process

191 13.3 Membership Office to invite Mr Hemadri to present the 

National Guardians Report at the July CoG

Membership CLOSED Mr Hemadri invited to the July CoG to provide update on National Guardians Report

191 4.2 Mrs Hurley to discuss raising awareness of the SID role with 

Mrs Booth

Mrs Hurley Completed

To be incorporated within the review of the Trust Board sub-committees

192 6.1.1 Membership Office to move the CQC update briefing session 

to the CoG agenda and replace by a meet and greet session 

with the Chief Executive and Executive Directors.

Membership Completed July CoG

193 6.2.1 Mrs Hurley to add a simplified criteria column to the 

framework documents

Mrs Hurley Completed Completed for 2019

194 6.2.1 Membership Office to seek timelines for the release of the 

embargoed Annual Report and Account for the Governor 

Assurance Group

Membership Completed Annual Report circulated to Govenors before AMM

195 6.2.1 Governors to receive an STP update covering Trust 

representatives on all of the various work-streams

Membership Completed October CoG

196 3 Membership Office to add ‘during the day’ to clarify item 7 on 

page 5 of the minutes.

Membership Completed Membership Office amended minutes

197 4 Membership Office to update the Action Log. Membership Completed Membership Office updated

198 9.2 The Membership Office to ensure that the Improving Together 

Programme briefing is on the agenda for the November 

briefing session.

Membership Completed Added to the November briefing

199 9.4.1 To invite Mrs France to the October CoG meeting for a further 

Patient Administration Progress update

Membership Completed Update provided at the December briefing 

201 10.1  Membership Office to ensure STP update is on the next CoG 

agenda

Membership Completed Update provided at the October Pre-CoG briefing 

202 10.1 Membership Office to distribute update to be provided by Mrs 

Clipson

Membership Completed Update provided at the October Pre-CoG briefing 

203 10.2 Membership Office to ensure Humber Acute Services Review 

update is on the next CoG agenda

Membership Completed Update provided at the October Pre-CoG briefing 

204 10.2 Membership Office to distribute update to be provided by Mrs 

Clipson

Membership Completed Update provided at the October Pre-CoG briefing 

205 9.4.2 Mr Stacey agreed to establish whether local patients were 

presenting with early or late stage cancer

Mr Stacey Completed Update provided at the October CoG meeting

206 6 Update on restructuring and nursing due at the October CoG 

meeting

Membership Completed Update provided at the October CoG meeting

207 7 Membership Office to invite Mr Stacey to provide updates at 

future CoG meetings

Membership Completed Update provided at the October CoG meeting

208 8.4 The ARC are to amend the NED remuneration to reflect the 

NHS cost of living increase of 3% effective from 1st April 

2018

ARC Completed Referred to ARC Meeting to address



209 9.1 Membership Office to ensure BAF is added to the next CoG 

agenda. 

Membership Completed Item 9.1 on the January CoG agenda

210 13.1 Membership Office to update the totals column on the 

Governor Attendance at CoG and Sub-groups document to 

reflect the rolling 12 month period

Membership Completed Totals column on spreadsheet amended

211 13.2 Membership Office to update the totals column on the 

Attendance at Governor Briefings and Training and 

Development Opportunities document to reflect the rolling 12 

month period

Membership Completed Membership Office updated document

212 13.3 Membership Office to ensure the National NLaG Freedom to 

Speak Up Report is on the next CoG agenda

Membership Completed Item 12.3 on the January CoG agenda

213 13.3.1 Membership Office to ensure the National Guardians report 

on NLaG Procedures is on the next CoG agenda

Membership Completed Item 12.3.1 on the January CoG agenda

214 4 Membership Office to amend previous minutes to state Dr 

Reading throughout.

Membership Completed Membership Office amended minutes

217 3 Amend Item 4.1 in the Annual Review Meeting minutes from 

12th June 2018

Membership Completed Minutes amended

218 4 Membership Office to update the Action Log, and completed 

actions will be moved and archived

Membership Completed Action log amended

219 9.4.1 Mrs France to provide a Patient Administration Progress 

update at the December Governor and NED briefing 

Mrs France Completed Delivered at the December briefing

200 11.1 Membership Office to ensure Pride and Respect is added to 

the agenda quarterly

Mrs Farquharson Completed To be delivered at the Governor and NED Briefing in February 2019 - Deliverd at the February 

Governor & NED Briefing sessioin 

216 6 Mr Stacey to provide an update at the next meeting on the 

Pain Management Service and use of St Hugh’s Hospital in 

Grimsby and InHealth services at Scunthorpe

Mr Stacey Completed Agenda item 9.3.2 on January 2019 CoG agenda

220 10.1 & 

12.3.1

Mrs Farquharson to provide a Pride & Respect Programme 

update to the December Governor and NED briefing 

Mrs Farquharson Completed To be delivered at the Governor and NED Briefing in February 2019 (as above at item 200)

221 11.2 Trust Constitution Updates to be presented to the Governor 

Assurance Group

Mrs Booth Completed Update to be provided at the January 2019 CoG meeting at 11.1 of the agenda

222 4 Membership Office to update the CoG action log Membership Completed Membership Office updated the action log

223 9.4 Dr Reading to contact Mr Reekie regarding timescales of 

coding issues

Membership Completed Mr Reekie was updated on the 22.03.19

224 8.1.1 Mr Jefferys to forward query regarding Goole patient receiving 

ophthalmology treatment to the Membership Office

Mrs Jeffreys Completed Mrs Jeffreys provided the membership office with the patient details and this action was resolved 

on 31.01.19

225 8.1.1 Mrs Capitani to forward names of Goole patients experiencing 

problmens regarding attendance to Mrs Hurley

Mrs Capitani Completed Mrs Capitani provided the membership office with the patient details and this action was 

resolved on 06.02.19

226 10.3.1 Mrs Adamson to circulate updated action plan from the 

National Guardian's Office

Mrs Adamson Completed No newer version available at present.  This will be added to a future CoG agenda when 

available

227 10.4 Trust Constitution to be added to the April CoG agenda Membership Completed Agenda item 7.3 on April 2019 CoG agenda

228 10.5 Membership Office to add Terms of Reference for the ARC to 

the April CoG agenda

Membership Completed Agenda item 7.4 on April 2019 CoG agenda

229 1.4 Membership Office to update the Action Log including the 

archiving of completed actions

Membership Completed Completed 17/04/2019

230 1.6  Dr Reading to provide Mrs Jeffreys with feedback regarding 

the biometric machine for ophthalmology at GDH

Dr Reading Completed Completed 23/05/2019



231 1.6 Membership Office to organise a radiology and pathology 

briefing at the next Governor & NED Briefing session

Membership Completed
Addressed within November 2019 Bi-annual Briefing 

232 1.6.1 Membership Office to organise an urgent treatment centres 

briefing 

Membership Completed
Addressed within November 2019 Bi-annual Briefing 

233 4.1 Dr Reading to discuss externally procured coding with Mr 

Johal outside of the meeting to ascertain backlog and 

sustainability status

Dr Reading Completed Completed 23/05/2019

235 2.1 Membership Office to add IT Security to a future CoG agenda 

for Mr Johal to speak to

Membership Completed Added to July CoG agenda

236 3.1 Membership Office to invite Mr Stacey to discuss Winter 

Planning at a future CoG meeting

Membership Completed Added to July CoG agenda

237 5.1 Membership Office to circulate papers from the NHS 

Providers Regional Workshop for information

Membership Completed Completed 02/05/2019

240 8  Membership Office to liaise with Mr Bramley to arrange a 

Governor & NED briefing on Quality and Service 

Improvement Report (QSIR) later in the year

Membership Completed To be addressed within QRG &  QSC agenda

242 1.3 Add Smoking Shelter Update to the next CoG Agenda Membership Completed Addressed within October CoG

244 1.5.1
Membership Office to invite Mrs Farquharson to provide a 

Pride & Respect briefing
Membership

Completed
Addressed within November Bi-annual Briefing 

245 1.6
Membership Office to add Women and Children Services to 

Sheffield Hospital to a future CoG Agenda 
Membership

Completed
Addressed within October CoG

252 1.7.1
Membership Office to add Health Tree Foundation Highlights 

Report to future CoG agendas
Membership

Completed
Actioned

254 5.1
Membership Office to add 5-year forecasting to the February 

Governor & NED Bi-annual Briefing
Membership

Completed
Discussed at 11.02.20 Bi-annual Governor and NED Briefing session.

255 5.1
Mr Karvot to contact Mrs Jackson outside of the CoG to 

discuss the antibiotic service for DPoW
Mr Karvot

Completed
Mr Karvot contacted Mrs Jackson regarding the antibiotic service.

256 7.1
Membership Office to send Mr Garrington a copy of the most 

recent staff survey results
Membership

Completed
Staff survey results sent to Mr Garrington 21.01.2020

257 1.8
Membership Office to distribute the Oncology Stakeholder 

briefing to Governors

Membership Completed Briefing document circulated 23.01.2020

258 2
Membership Office to electronically circulate the proposal 

document following this meeting
Membership

Completed
Distributed

259 6
Membership Office to distribute questionnaire to CoG 

members for Council Reflection
Membership

Completed
Distributed
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Report to the Council of Governors 
From the Vice Chair at July 2020 Business Meeting 

 
Introduction 
 
In line with previous reports to the Council of Governors (CoG) this written report seeks to 
provide Governors with a summary of important discussions and changes taking place at the 
Trust Board as well as any relevant external discussions. 
 
The NHS has seen an unprecedented challenge with the Covid-19 pandemic and has coped 
admirably in light of the many challenges this has brought to bear on every aspect of hospital 
operations across the country.  
 
The NHS is now in the restoration phase which will assess the impact on hospital activity and 
delivery and predict what is possible for the remainder of the 20/21 year. As part of this work 
there has to be a consideration of the ongoing impact of Covid-19 on social distancing, the use 
of PPE and clinical guidance,  the impact of winter and the possibility of a further surge of Covid-
19 later in the year. As you can imagine this is a key focus for the Trust at this time and on 
today’s agenda there is a more detailed update of the challenges the Trust is facing in the 
coming months 
 
 
Trust Board Development 
 
Since the last Council of Governors meeting there have been two development events 
undertaken for Trust Board members 
 

2nd June 2020 Board Development Session 

 At the 2nd June meeting of the Trust Board members spent half a day focussing on 
the following areas: 

 Presentation and discussion on the Interim clinical strategy for the Humber and next 
steps 

 Refocus and planning for the remainder of 2020/21 following the Covid-19 pandemic 
and ongoing implications 

 Presentation and discussion on the Humber Coast and Vale ICS system partnership 
arrangements 

 Update on the progress against the CQC Must do/should do actions 
 

All of the above topics are on the Council of Governors agenda for review in today’s meeting  
 

7th July 2020 Board Development Session 
At the 7th July meeting of the Trust Board members spent half a day focussing on the 
progress against the CQC must do/should do actions. The format for the session 
involved each of the triumvirates for the 5 operational divisions attending and presenting 
on their actions so far followed by a question and answer session. There was very good 
attendance at the session and a great deal of progress was reviewed. A follow up 
session is planned for September 2020. 

 
Trust Board Development Plan  
Over the last six weeks the Chair, Vice Chair ,CEO and Trust Secretary have been 
meeting with members of the NHSE/I Improvement team to work up a board 
development plan which will be commencing in August 2020. 
 
Trust Priorities 2020/21 
The Trust priorities for 2020/21 were agreed at the Trust Board on 5th May 2020 

 
 



Trust Board Assurance Committees 
 

Review and Refocus 
The review and refocus of the sub committees of the Trust Board were finalised in the 
July board meeting (excluding ARGC which due to their business cycle will go August). 
Each subcommittee reviewed their terms of reference and work plans and ensured that 
they reflected the Trust’s 5 year strategy and Trust objectives for 2020/21  
 
Role and Responsibilities of the Non-executive Directors 
The NED roles and responsibility matrix was reviewed and presented and agreed in the 
July meeting of the Trust Board. These reflected some changes in the NED challenge 
roles, the departure of Jeff Ramseyer, arrival of Stuart Hall as an Associate NED and a 
realignment of the Chairs of the assurance committees with Sandra Hills taking over the 
responsibility for the chairing of Q&SC and Michael Whitworth taking over the chairing of 
Workforce Committee 
 
The Trust Board assurance committees all recommenced back in June 2020 following 
the period of suspension due to Covid-19 

 
Non-Executive Appraisals 

The appraisals of the Non Executives was conducted in June 2020, a summary of which 
will be tabled later on the COG agenda 

 
 
 
 
 
Linda Jackson 
Vice Chair 
July 2020 
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meeting the priorities agreed by the Trust for 2019/20. 
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To note the contents of the report 
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In April 2019, the Trust Board approved the key pri orities for the 
organisation for the coming 12 months.  The priorit ies were centred 
around six themes, Quality and Safety, Culture and Morale, Money, 
Staffing, Clinical Leadership and Clinical Redesign  and Service 
Improvement. 
 
This report outlines progress as at month 12 in ach ieving these priorities.  
 
This year has seen some notable successes during su ch as the 
improvement in radiology reporting, the success of the Pride and Respect 
programme, improvements in fractured neck of femur and the 
achievement of the CIP programme. 
 
The Covid 19 pandemic has inevitably had an impact on some of the 
progress made and work will continue into 2020/21 t hrough the agreement 
of the Trust Priorities for the coming year.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

TRUST BOARD ACTION REQUIRED 

 
The Board is asked to receive and note the progress  against the Trust 
Priorities for 2019 / 20. 
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TRUST PRIORITIES 2019/20 
 

UPDATE AS AT MONTH 12 
 
1. Introduction  
  
In April 2019, the Trust Board approved the Trust’s key priorities for 2019/20, centred across 
six themes, Quality and Safety, Culture and Morale, Money, Staffing, Clinical Leadership, 
Clinical Redesign and Service Improvement.  
   
This report outlines progress as at Month 12 against these priorities.  
  
2. Progress 
 
SAFETY 
 
Further Reduce Mortality   
 
The Summary Hospital Mortality Index score (SHMI) for the Trust has reduced to 117 for the 
period October 2018 – September 2019 which remains in the ‘higher than expected’ bracket.  
 
Actions to improve the SHMI include: 
 

o Ongoing work with End of Life Care Pathway documentation.  Process Mapping 
commenced to ensure all signposts are covered.  Next stage will involve sharing the 
draft with key stakeholders with the intention of constructive feedback on material 
and design. 

o Specific mortality clinical coding work led by Grant Thornton has continued 
throughout Covid-19, utilising video conference facilities to ensure reviews of coding 
for deceased patients involving a clinician, a Trust coder and a Grant Thornton lead. 
This has iidentified some SHMI impacting changes that have been amended in the 
source coding system. 

o All February deceased patient data has been reviewed with a total of 59 (30.4%) 
having a diagnosis group change resulting from the review and validation. 

o Increase in the rate of coding for Charlson co-morbidities recorded as part of the 
clinical coding work, however all work undertaken at this stage will not be displayed 
in the SHMI data due to the retrospective nature of the reporting.  
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Strengthening Care for Deteriorating Patients  
 

o Since December 2019, a steady increase has been recorded in the National Early 
Warning System (NEWS) scores undertaken within a 30 minute grace period, the 
March 2020 performance is 89.49%.   

o A revised Escalation Policy is currently out for comment, this has been circulated 
through nominated nurses within each division who will then take it through their 
appropriate divisional Governance meetings prior to Trust wide ratification.   

o A snapshot audit on sepsis and escalation is currently underway led by the nursing 
team.  The nurses undertaking the audits are also making general observations on 
an area-to-area basis to provide narrative and qualitative data to support the audit 
findings.   

 

       

 

 
Improve Medication Safety including Electronic Pres cribing and Medication 
Administration (EPMA)   
 
Medication Safety  
 
This project aims to improve the safety of insulin prescription and administration for patients 
in the trust.  Insulin incidents due to an incorrect dose improved between April and October 
2019 although has since shown a small increase.  There is now a Diabetes Nurse in post at 
Scunthorpe General Hospital and Education and Training are procuring a new insulin 
training pack which will be rolled out during 2020/21.  
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EPMA   
 
ePMA roll out at Goole was successfully completed. Roll out at Scunthorpe General Hospital 
commenced February 2020. 
 
Due to COVID-19 the roll out at Scunthorpe General Hospital has been paused. Use of the 
ePMA system continues at Goole and in selected areas on the Scunthorpe General Hospital 
site.  Planning is underway to recommence roll out at Scunthorpe General Hospital early 
June 2020; this includes the potential option for a ‘big bang’ approach to complete the rollout 
at Scunthorpe General Hospital. The ePMA team are supporting staff to continue to access 
ePMA training, if they have the opportunity to do so, in preparation for re-commencement of 
implementation.  
 
Improve Patient Flow and reduce Non-Elective Length  of Stay  
 

 
 
 
To support the reduction in length of stay and patient flow the following initiatives have been 
introduced:- 
 

o An Urgent Treatment Centre was introduced at Scunthorpe General Hospital in 
March 2019 and received formal designation as a UTC in December 2019.  The unit 
at Diana, Princess of Wales Hospital commenced in March 2019 and had expected 
to receive designation in February 2020 however this is now delayed due to the 
pandemic. The UTC is consistently seeing more patients than was planned which will 
have a positive impact for patients.  

o An Acute Assessment Unit was introduced in the Division of Medicine at both 
Scunthorpe General Hospital and at Diana, Princess of Wales Hospital in November 
2019. 

o The Trust has commenced work with NHS Elect to implement Same Day Emergency 
Care (SDEC) pathways.  Work on this has been delayed during in Q4 due to the 
impact of the pandemic.  

o To date these projects have had minimal impact on length of stay.  To support this 
work and identify further areas for improvement, a ‘Multi-agency Discharge Event 
(MADE) was held at the end of February which was the forefront to a ‘perfect week’ 
held at the beginning of March. The aim of which was to review and adjust working 
practices to ensure service delivery is streamlined for our patients. The week was 
very successful with engagement from partners across the system and hospital 
teams which culminated in a significantly higher number of discharges than usual 
due to the increased focus on unblocking delays throughout the week.  
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Improve Cancer Services including Diagnostic Report ing 
 

Cancer   
 

 
 
Whilst the Trust continues to deliver 2 week waits on target, compliance with the 62 day 
cancer metric remains poor.  Tertiary capacity also continues to be insufficient for 
demand.  Key risks include:- 
 

o The 62 day backlog, which has reduced from 20th January (217) to 105 at 31st 
March 2020 but this is expected to rise significantly due to COVID-19 and the 
limitations to move pathways on during this period. 

o 67.57% of breaches in March 2020 were in 3 specialties (Lung, Upper GI and 
Urology – prostate) 

o First appointments booked by day 7 remains an outstanding issue, particularly in 
Breast (17.86%), Head & Neck (16.98%) and Upper GI (34.09%).  Skin/Haem (40-
58%) 

o An Endobronchial Ultrasound service (EBUS) has now commenced from mid-
February at Northern Lincolnshire and Goole Hospitals. The service is limited to non-
complex cases and the number of cases on each list will increase as scopists gain 
confidence.  

 
To improve cancer performance, the following improvements have been made: 
 
o Improvements in first appointment by Day 7 although this will now be impacted due to 

the COVID-19 pandemic (especially if patients are self-isolating) 
o Improvements in Radiology waiting times (for requests marked 31/62).  Request to exam 

at 9.1 days (CT) and 7.9 (MRI); and Exam to report 1.7 days (CT) and 2.3 days (MRI) 
o Haematology strategy developed with Hull University Teaching Hospitals. 
o Centralisation of oncology clinics:  Oncology reconfiguration is now in place but capacity 

still remains a concern which is still being worked through. 
o Joint Cancer Board between Hull University Teaching Hospitals and Northern 

Lincolnshire and Goole Hospitals the agreed stocktake for Prostate, Lung, Head & Neck, 
Upper GI pathways has been undertaken. 
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Diagnostics – Radiology Reporting 
 
The pandemic has affected the diagnostic services, in terms of the suspension of routine 
activity; this will unfortunately be reflected in the DM01 performance at month end, however 
planning has now started for the recovery phase. 
 
 
 

 
 
 
Note the scale on the vertical axis has changed to reflect the improved position so it’s 
important not to compare this one with those in previous reports. However, the total number 
of tests unreported reduced significantly in the last quarter to less than 1000; improvements 
are anticipated to continue in April .The number of overdue reports, has significantly 
reduced. 
 
CULTURE AND MORALE  
 
Pride and Respect  
 
The number of staff attending Pride and Respect training continues to increase with 3376 
staff having undertaken the course at the end of April (an in-month increase of 150).  This 
includes 315 doctors (307 previous month). Based on the current workforce 39.7% of 
staffing have attended.  
 
Pride and Respects ‘Let’s Talk’ mediation service has now supported 105 staff with a 92.6% 
success rate with: 
 

o 50 staff participating in mediation 
o 27 staff receiving telephone support  
o 28 staff having team interventions/facilitated discussions 
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Staff Survey 
 
The recent Staff Survey response rate closed at 39% and was published in February 2020 
with the findings below: 
 
Work with divisions has commenced to create action plans to address staff concerns or 
where improvements are deemed necessary. The tentative plan will focus on: 

o Improving the quality of appraisals  
o Enhancing staff engagement 
o Increasing the number and range of health and wellbeing initiatives 

 
Work on the plans commenced Feb/March 2020 but has slowed due to OD, HRBP and 
divisional resources being directed to delivering services during the Covid-19 pandemic.  
 
 

 
 
 
Leadership Development Strategy   
 
The Leadership development strategy is dependent and influenced by the detail in the 
People Strategy, which is currently in the process of ratification. 
 
Engagement with operational and corporate groups has taken place to ensure that business 
plans and the People Strategy are in alignment.  This engagement focussed upon the 
operationalising of business plans, identification of need from workforce, leadership, and 
culture perspectives, HASR, and support required, including both existing and future need. 
 
This engagement informed the further development of the People Strategy and comments 
were invited.  The People plan was presented at Trust Management Board where the 
principles were approved.   The three themes remain: 
 

o Workforce 
o Leadership Development 
o Culture 

 
Final comments will be updated within the People Strategy and this will then be presented at 
Trust Board for ratification. 
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This strategy sets out future direction and includes KPIs for each area.  Following ratification 
further strategies relating to the three main themes of the People Strategy will be developed. 
 
To support the leadership development aspect of the People Plan , NHSI/E have seconded 
an experienced Improvement Director to report to the Trust Chief Executive, half of whose 
role is to support leadership development within the Divisions. 
 
MONEY  
 
Deliver £20M CIP  
 
At the end of the 2019/20 financial year the Trust had delivered £20.6 million against its Cost 
Improvement programme. Of the savings achieved £16.7million are recurrent.  Overall there 
was an over delivery of £600k against the annual plan of £20 million. 

 

 
 
 
STAFFING 
 
Ward Nursing Establishment Reviews 
 
The Chief Nurse and her team reviewed ward establishments across all adult and children’s 
wards in spring and summer 2019. Recommendations for investment were presented to 
Trust Board in August and in September 2019 the Board agreed an initial investment of £1.1 
million for the first phase in the highest risk areas. An additional investment of £948k for 
Phase 2 of the Ward Establishment Review was agreed for 2020/21 and will support: 
 

• Procurement of community nursing software to support capacity and demand 
modelling and safe deployment of staff 

• Additional twilight shifts for registered nurses to help match activity levels of patient 
flow into the evening 

• An additional registered nurse on a long day shift on Ward B2 
• Investment in Care Navigators for all remaining wards and in Health Care Assistants 
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Midwifery Establishment Review 
 
An establishment review of midwifery services was undertaken in December 2019. 
Recommendations for investment will be presented to Trust Board in May 2020. 
 
Recruitment 
 
The Trust is participating in the Health Education England international nurse recruitment 
drive to support rapid appointment into vacancies. 28 candidates have been offered posts 
and 10 are ready to start, however the programmes is currently on hold due to the Covid-19 
pandemic. 
 
To support the Covid-19 pandemic the National Bring Back Staff campaign has resulted in 
12 registered nurses returning back to practice within the Trust. Additionally, Health 
Education England is leading on the deployment of 3rd year students with support from 
NHSE/I. The campaign has resulted in 62 student nurses and 7 student midwives choosing 
to ‘opt in’ and join the Trust for their final extended placement. The students will be deployed 
as Band 4 Aspiring Nurses and Midwives on 6 month temporary contracts in April and it is 
hoped that they will chose to accept substantive posts within the Trust once they qualify in 
the summer. 
 
Consultant, Middle Grade and CNS Job Plans Review  
 
Job planning has been a key priority for 2019/20.  The majority of team job plans were 
completed at the end of February 2020, with a view to start individual job plans in March 
2020.  In responding to the COVID-19 pandemic the organisation took the decision to delay 
work on this priority temporarily. Divisions are now re-starting the process and revising team 
and individual job plans with a view to aligning with day to day post COVID-19 recovery. 
 
 
Quality Improvement Programme  

 
In January, NHSE/I agreed to fund the short term, 3 days per week appointment of a Deputy 
Improvement Director. Part of the role was to review the development of QI in the Trust. 
From this several recommendations have been agreed, including: 
 

o The Trusts Quality Improvement Strategy is to be reviewed through divisional task 
and finish groups to ensure it continues to meet the Trusts training requirements but 
more importantly links clinical service redesign and the Trust priorities to the QI 
resource, and thereby embed QI methodologies and ways of working into everyday 
operations. 

o To do this quality improvement will move from the POE portfolio to either the Chief 
Nurse or Medical Directors Office. The exact date of this has yet to be agreed but is 
expected early 2020/21. 

 
Due to the pandemic QI training has been paused but support to those QI projects which are 
continuing is still being provided, albeit remotely. 
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CLINICAL LEADERSHIP 
 
Appoint Clinical Leads  
  
30 clinical leads have been appointed in the organisation and to support the appointments a 
leadership development programme commenced on 7 February 2020. 
 
Medical Engagement Strategy  
 
The Medical Engagement Strategy is underpinned by 3 key priorities to improve 
engagement: 
 

o Developing trust  
o Improving communication 
o Empowering clinicians 

 
These areas were agreed at the engagement event held in Nov 2019 and will form the 
foundations of the strategy.  Work to improve engagement will closely align with the recent 
findings of Professor Michael West and Dame Denise Coia (2019) ‘Caring for doctors, caring 
for patients’. 
 
The MDO has engaged and sought feedback from the Divisional Clinical Directors and 
Clinical Leads, as well as close working with the Organisational Development team within 
the Directorate of People & Organisational Effectiveness in developing the strategy, which is 
in the final stages of approval.  Plans are in development for the Medical Director’s Office to 
work collaboratively with CCG colleagues to host the delivery of an engagement event to 
further develop relationships between primary and secondary care colleagues. 
 
The COVID-19 pandemic has galvanised medical colleagues and there has been significant 
improvement in medical staff engagement. A Clinical Reference Group chaired by the 
Medical Director has been established with the responsibility for assuring multi-professional 
clinical engagement and input to support decision-making in operational Command and 
Control functions related to the CoViD-19 Pandemic response. Regular communication 
between the Medical Director’s Office and Clinicians has ensured that all are informed and 
supported together. There has been a joint weekly Consultant Committee (HCC & MAC) and 
the response to the crisis from clinical leads is to be commended. There has been some 
‘coming together’ in ways that may not have been seen previously. 
 
CLINICAL REDESIGN AND SERVICE IMPROVEMENT  
 
Out of Hospital Transformation project - North Linc olnshire  
 
Collaboration within North Lincolnshire remains strong but, as yet, with modest outputs. The 
three main areas of focus are: 
 

o Gateway to Care is bringing together the single point of access for health, social care 
and the local councils as one team.  A scoping exercise has been completed and a 
proposal supported. 

o A new frailty model has been agreed in principle, working group has been 
resurrected and collaborative work is progressing across all agencies. 

o Working with CCG’s to further develop models for community cardiology. 
 
Alignment of resources across the system remains a challenge for these elements. 
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Move elective work to Goole  
 
Further work is to be undertaken in the theatre environment to improve the in-session 
utilisation. The initial piece of work is to align the working time of all staff, medical and 
nursing, to ensure the correct workforce is available for a prompt start time in theatre. 
Targeted work will then be undertaken with each specialty to address the over and under 
running of lists within theatres to improve the in-session utilisation and reduce our on-the-
day cancellation rates, the majority of which are attributed to overrunning lists.  
 
Issues with Pre-Assessment are being addressed to ensure patients receive sufficient notice 
prior to their surgery to allow a robust pre-assessment to take place. A 12 month plan has 
been developed to move specialties from booking at 2 weeks to 10 weeks.  
 
Elective work was stood down in March 2020 therefore little progress has been made in 
Month 12 regarding the plans detailed above. However Goole Hospitals is being considered 
as part of the recovery proposals for elective work in the Trust.  
 
Urgent Treatment Centres (UTC)  
 
In January 2020, at the request of NEL CCG, the Trust took over leadership of the Grimsby 
UTC from CCL (Core Care Links).  This has been visible in terms of rota consistency from 
mid-January 2020, using a mix of Primary Care Network and bank GPs to deliver the model 
and the possibility of the Trust itself employing GPs is being worked through. Improvement 
work is still taking place across both sites to refine the delivery model to ensure the trust 
meet the required standards. Roll out of NHS 111 pre-bookable appointments is behind plan, 
and the Trust is working with the system supplier to implement as soon as safely possible. 
The chart below demonstrates that the UTC is consistently seeing more patients than was 
planned. 
 

 
 
 
Humber Acute Services Review (HASR) including mater nity service re-design 
and trans-Humber Cardiology and Haematology  

As at month 12, HASR is currently being reassessed against the Covid-19 position. The 
Case for Change has been completed following the clinical design workshops and patient 
engagement events for:- 
 
- Urgent and emergency care, acute assessment, inpatient and critical care 
- Maternity and Paediatrics 
- Planned care. 
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The output has created a long list of options for Urgent & Emergency Care, Maternity and 
Paediatrics and Planned Care which will be reduced to a short list of options through the 
evaluation criteria 
 
A HASR Options Development session has been completed for the clinical evaluation. A 
similar evaluation has been completed by the citizens panel. 
 
Work continues on the Planned Care models with further refinement. Once complete these 
will be combined with Part 1 Options Development identifying the shortlist of viable options 
for UEC, Maternity and Paediatrics.  
 
Site visits would take place in parallel with options development and learning would be used 
from these visits to support developing the options acknowledging current Covid-19 situation 
therefore site visits will be postponed. At present this dialogue is restricted via digital 
discussions rather than on site visits. 
 
The Transport Analysis has been drafted and feedback received from the Local Authority 
Transport Officers. 
 
HASR data model development sessions have been postponed and where possible will be 
progressed through teleconference calls. 
 
A brief Capital Investment prospectus has been launched jointly by NLaG, HUTH, the 
Humber CCG’s and the Humber Coast and Vale Health and Care Partnership, promoting our 
emerging aspirations for a major capital development in the Humber hospitals. Our ambition 
is to secure ‘seed funding’ via the Hospital Infrastructure Plan (HIP) of circa £500m-£750m 
to transform the hospital facilities in the Humber area.   A resource and governance structure 
has been provided to support this. 
 
Outpatient Transformation Programme  
 
In 2019/20, the Trust set itself a challenging local stretch target to eliminate over 40 week 
waits for patients.  Significant progress has been made throughout 19/20 and at the end of 
month 12 there were 183 patients waiting in excess of 40 weeks for treatment which is an 
improved position on the year end prediction of 200.  A significant reduction has been made 
in the number of patients with no due date reducing by 4682 over the 12 month period.   
 
The on-set of the COVID-19 pandemic is anticipated to have a significant impact on the 
number of long waiters as all elective surgery and face to face consultations other than 
emergencies were postponed from 23rd March 2020, this is indicated by the increase in the 
number of overdue patients increasing by 133 in March.   
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Month 12 overdue outpatients and patients with no d ue date 
 

 
 
 
The most challenged specialties remain Gastroenterology, ENT, Respiratory, Colorectal and 
Ophthalmology.  The 40 week wait patients at March are split equally between both the 
Medicine and Surgical Divisions. 
 
COVID-19 has provided an opportunity to accelerate elements of the Outpatient 
Transformation plans and the use of telephone clinics and health record reviews has 
enabled the Trust to continue to see and treat some patients.  The unavailability of 
diagnostic testing and theatres has continued to have a detrimental effect on the ability to 
deliver in significant numbers. 
 
In response to the pandemic; non-face to face activity has increased from 1223 in February 
to 3603 in March 2020 (see figure 2 below).  In context this is a significant reduction in 
normal activity.  
 
Non face to face appointments 
 

 
 
 
Advice and guidance requests from GPs have continued to increase throughout 2019/20 
with 335 in the month of March 2020. The Trust 48 hour response rate has improved; 
increasing from 21% in May 2019 to 46% in March 2020; 6% (21) requests have been 
converted to an appointment during March. It is difficult to link the impact of Advice and 
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Guidance directly to a reduction in face to face referrals as the variation in referral demand is 
multifactorial. 
 
Work is being progressed on the ‘100 day challenge programme’ supported by 
NHSE/I.  Three pathways across Gastroenterology and Colorectal are the key focus it is 
anticipated that shared care agreements with primary care can be progressed in Q1 
2020/21.   
 
The focus, scope and structure of the 20/21Outpatient Transformation Programme is being 
refreshed in April/May with the aim of approving the review through internal governance and 
system partners before submitting to the Planned Care Board for final approval.    Divisional 
teams are developing individual specialty plans based on the agreed Business Plans as at 
March 2020: 
 

• Zero 26+ waiters (CQC) 
• An Out-Patient Backlog of no more than 9000 patients (Business Plan/CQC) 
• Reducing face to face outpatient consultations by a third by March 2024 (NHS Plan) 
• Clinical Pathway Re-design (System/HASR) 

 
Fractured Neck of Femur  
 
In March 2019 the annual 30 day mortality rate at Diana Princess of Wales Hospital was 
6.2% improving to 5.0% by December 2019 (latest data available). At Scunthorpe General 
Hospital the position in March 2019 showed the 30 day mortality position at 8.7% improving 
to 5.8% by December 2019 (latest data available).  The team have established a fractured 
neck of femur business meeting held monthly to review performance and identify areas for 
improvement. 
 
Gain Treasury approval for £29.26m capital Injectio n for the Acute Assessment Units 
and MRI at SGH  
 
MRI, SGH – Following Regional approval, the Strategic Outline Case (SOC) has been 
formally approved by the National Joint Investment Committee (JIC) within the Department 
of Health and Social Care (DHSC) with the scheme approved to go straight to Full Business 
Case (FBC).   
 
Detailed designs have been clinically approved, with non-clinical design engagement 
currently underway.   
 
The programme is currently in the process of engaging the market in preparation for the 
development of a complete tender package.   
 
The procurement of the MRI scanner is underway, with the clinical evaluation taking place 
during May 20/21. 
 
AAU – Following Regional approval, the SOC was formally approved by the JIC.  Although 
the NHSI/E Regional Director and Regional Finance Director fully supported and 
recommended the scheme go straight to joint Outline Business Case (OBC)/FBC, due to the 
complexities and scale of the scheme, the JIC have approved this scheme to go through to 
OBC stages and then onto FBC.  This will impact on the programmes ability to commence 
works onsite during April 2021.  
 
However, as the programme is moving at good pace despite COVID-19, the programme 
team have challenged this through the ICS with the NHSI/E Regional team in support, and 
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the programme will now look at completing a gateway review upon completion of the 
procurement strategy and economic appraisals’.  This will address key elements of an OBC 
as expected and will help the programme move to FBC in quick succession.   
 
Refurbish ward 29  
 
Construction remains under way and on track for completion on 12th June 2020.  A number 
of works stoppages have taken place, however enabling works are completed on Ward 23.    
 
 
Conclusion and Recommendation  
  
As shown above, progress has been made across many, but not all priorities.   
 
The Board is asked to note and comment on progress.   
  
Peter Reading  
Chief Executive  
May 2020 



 
 
 
 

CoG (07/20) Item 1.8.2 
 
 

 
DATE 22nd July 2020 

 
REPORT FOR 

 
Council of Governors 

 
REPORT FROM 

 
Kathryn Helley, Associate Director of Business 
Planning and Performance Management 

 
CONTACT OFFICER 

 
Kathryn Helley, Associate Director of Business 
Planning and Performance Management 

 
SUBJECT 

 
Trust Priorities 2020/21 

 
 

BACKGROUND DOCUMENT  
(IF ANY) 

 
 

Not Applicable 

EXECUTIVE COMMENT 
(INCLUDING KEY ISSUES OF 
NOTE OR, WHERE RELEVANT, 
CONCERN THAT THE COG 
NEED TO BE MADE AWARE OF) 

The document attached outlines the priorities agreed by the 
Trust for 2020/21.   

 
COUNCIL ACTION REQUIRED 

To note the contents of the report 

 



 
NLG(20)099 

DATE OF MEETING 5 May 2020 

REPORT FOR Trust Board of Directors – Private 

REPORT FROM Peter  Reading, Chief Executive Officer 
 

CONTACT OFFICER Kathryn Helley, Improvement Programme Director 

SUBJECT Trust Priorities 2020/21 with KPIs/Key Success Measures 

BACKGROUND DOCUMENT (IF ANY) Not Applicable 

PURPOSE OF THE REPORT: For Discussion and Agreement 

EXECUTIVE SUMMARY (PLEASE INCLUDE: A SUMMARY OF 
THE REPORT,  KEY POINTS & / OR ANY RISKS WHICH NEED 
TO BE BROUGHT TO THE ATTENTION OF THE TRUST 
BOARD AND ANY MITIGATING ACTIONS, WHERE 
APPROPRIATE) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
The Board approved the 2020/21 priorities at its meeting on 7 April 2020.  
This paper outlines what the suggested success measures are against 
each of these priorities.  Clearly, due to the Covid 19 pandemic, there are 
a number of unknowns and planning for the future operating model is 
currently taking place.  That said, it is felt important to share what our 
ambitions and aspirations were and continue to be.   
 
Work continues throughout the organisation to plan for and implement 
the necessary changes to deliver the priorities.  The paper sets out the 
relevant group which has oversight of each of these. 
 
The measures and our achievement of these will be monitored on a 
monthly basis via the Integrated Performance Report. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

TRUST BOARD ACTION REQUIRED 
 
The Trust Board is approve the paper. 
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 DRAFT Trust Priorities 2020/21 with KPIs/Measures 
 

Priority Measure/KPI – what will be different by 31 March 2021 Executive 
Sponsor 

Operational 
Lead 

Operational 
Oversight 
Group and 
Board Sub-
Committee 
Oversight 

 
Leadership and Culture 
1 Further development of the 

Trust Board and senior 
leadership of the 
organisation 
 

Undertake 6 Board Development Days during the year focussed on key 
risk areas 
 
Improvement in the CQC well-led domain from requires improvement 
to good 
 
In the absence of a National staff survey due to Covid, a local culture 
and morale barometer to be undertaken. 
 
10% improvement in number of staff who have attended Pride and 
Respect training. 
 

Chairman 
 

Trust Secretary 
 

Trust Board 
 

2 Develop and implement a 
leadership development 
programme targeted 
principally at divisional 
leadership structures (Bands 
6, 7 and 8) 

Establish a leadership development programme for Bands 6, 7 and 8 
 
Increase the number of Bands 6, 7 and 8 attending leadership 
programme courses by  30%  
 
Develop a coaching/mentoring programme for the Trust using a 
Systemwide approach 
 
Increase Insights roll out from 120 in 2019/20 to 200 during 2020/21 
 

Director of 
People and 
Organisational 
Development 

Head of 
Education, 
Training and 
Development 
 
 

People and 
Organisational 
Development 
SMT 
 
Workforce Sub-
Committee 

3 Deliver quality improvement 
projects using QSIR 
methodology showing 
demonstrable improvement 

Revise and develop the Trust’s Quality Improvement Strategy 
 
Increase the number of staff who have undertaken QI training by 10% 
 

Chief Nurse Head of OD and 
Quality 
Improvement 
 

Quality 
Governance 
Group 
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Further measures to be agreed, eg, number of projects undertaken and 
impact delivered 
 

Additional 
funding applied 
for from NHSI 
Intensive 
Support Fund 
 

Quality and 
Safety 
Committee 

4 Achieve all Trust targets for 
mandatory training and 
PADR 

Achieve Trust target of 90% for core mandatory training and 85% for 
role specific training  
 
Achieve Trust target of 85% for PADRs 
 

Director of 
People and 
Organisational 
Development 

Head of 
Education, 
Training and 
Development 

People and 
Organisational 
Development 
SMT 
 
Workforce Sub-
Committee 

Workforce 
5 Sustain and improve recent 

improvements in staff 
retention rates 

In the absence of a National staff survey due to Covid, a local culture 
and morale barometer to be undertaken. 
 
Maintain the current staff turnover rate 
 
Improvement in the retention rate by 5% 
 
Reduction in the overall vacancy rate to 6% 
 
Improve the number of applicants who report a positive experience of 
the recruitment process 
 
In the absence of a National staff survey due to Covid, a local culture 
and morale barometer to be undertaken. 

Director of 
People and 
Organisational 
Development 

Head of 
Recruitment 
and 
Employment 
Services 
 
Head of OD and 
Quality 
Improvement 
 

People and 
Organisational 
Development 
SMT 
 
Workforce Sub-
Committee 

6 Reduce the Trust vacancy 
rates with particular focus on 
nursing and medical staffing 
resulting in a reduced usage 
of temporary staffing 

Maintain the staff current staff turnover rate 
 
Improvement in the retention rate by 5% 
 
Maintain the medical vacancy rate at 11% with overall ambition to 
reduce by 1.5% 
 
Maintain the nurse vacancy rate at 7.7% 

Chief Operating 
Officer 
 

Associate 
Director of 
Operations 
 
Head of 
Recruitment 
and 
Employment 

Operational 
Management 
Group / 
Performance 
Improvement 
Meetings 
 
Workforce 
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Reduction in unregistered vacancy rate to 3.5% 
 
Full implementation of safe care live to reduce the unnecessary agency 
costs in nursing by the workforce rosters reflecting the clinical demand 
of each service. 
 

Services 
 
Head of OD and 
Quality 
Improvement 

Committee 

7 Ensure safe staffing across 
our clinical areas, focussing 
specifically on A&E, 
paediatrics and critical care 

Participate in any national reviews for safe staffing levels 
 
Staffing levels on wards/departments meet national minimum 
requirements 
 
Maintain safe staff fill rate at greater than 95% 
 
Ensure that safe staffing report actions are linked to strategic workforce 
plan 
 

Chief Operating 
Officer 
 
Chief Nurse 
 
Medical 
Director 

Associate 
Director of 
Operations/ 
Deputy Chief 
Nurse 
(Nursing)/ 
Deputy Medical 
Director 
(Medical 
Workforce) 

Operational 
Management 
Group / 
Performance 
Improvement 
Meetings 
 
Workforce 
Committee 

8 To agree and implement 
strengthened support to staff 
experiencing mental health 
problems 

Creation of a Wellbeing Board 
 
Reduce the intervention time for the first support mechanism from 28 
days to 14 days for all staff identified with a sickness absence reason of 
mental health, anxiety and stress 
 
100 managers to be trained in mental health awareness 
 
Survey Monkey undertaken to measure satisfaction with the service 
 

Director of 
People and 
Organisational 
Effectiveness 

Head of People 
Development 
 
Head of HR 
Partnerships 

Health and 
Wellbeing 
Board 
 
Workforce 
Committee 

Quality and Safety 
9 Achieve the must do actions 

identified in the CQC report 
To develop an action plan with clear trajectories to deliver the CQC 
recommendations which has been signed off by the CQC 
 
Deliver improvements against regulatory actions in the agreed 
timeframe. 
 
Overall improvement in CQC ratings against the 2019 report, but 
particularly in the Safety Domain. 

Medical 
Director 

Associate 
Director of 
Compliance and 
Assurance 

Quality 
Governance 
Group 
 
Quality and 
Safety 
Committee 
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Staff can articulate what the Trust quality priorities are and how they 
are engaged in their delivery.   
 

(Note: the 
above have the 
overarching 
responsibility) 

10 Reduce mortality rates and 
strengthen end of life care 

Reduction in the Trust SHMI to within expected range 
 
Improvement in initial mortality screening to 50% and number of 
structured judgement reviews (SJR) undertaken on 100% those 
identified from screening as requiring SJR. 
 
Improve timeliness of observations on adults and children to 85% within 
30 minutes of due time. 
 
Improve frequency of sepsis screening and robustness of reporting. 
 
Develop method of gathering patient and carer feedback for end of life 
care with local hospices 
 
80% of all inpatients (excluding maternity) to be screened for alcohol 
and tobacco use 
 
90% of all inpatients (excluding maternity) to receive brief advice on 
tobacco use if they smoke 
 

Medical 
Director 
  

Deputy Medical 
Director 
(Clinical 
Governance) 
 
 
Head of Nursing 
(S&CC) 
 
 
 
Head of Nursing 
for C & T 
 
TBA (pending 
further input 
from Public 
Health) 

Mortality 
Improvement 
Group 
 
Quality and 
Safety 
Committee 

11 Improve the management of 
diabetes 

Monthly audit to be designed and implemented to determine 
appropriate quality measures.  This will include improvement in 
monitoring of blood sugar in patients with diabetes. 
  
Reduction in insulin errors which cause significant harm to less than 5% 
of overall reported insulin incidents 
 
Achieve 85% compliance with role specific mandatory training for 
diabetes 
 
Blood glucose taken in ECC if NEWs over 1 for adults, PEWs over 6 for 
children in 95% of cases 

Medical 
Director 

Head of Nursing 
(Medicine) 

Quality 
Governance 
Group 
 
Quality and 
Safety 
Committee 
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12 Improve the quality and 

timeliness of complaints 
responses using a more 
individualised approach 
 

Improvement in the time taken to respond to complaints (trajectory to 
be determined) 
 
Quality measures to be determined  
 

Chief Nurse Deputy Chief 
Nurse 

Quality 
Governance 
Group  
 
Quality and 
Safety 
Committee 

Access and Flow 
13 Improve the Trust waiting list 

with a focus on 40 week 
waits, total list size and out-
patient follow-ups 

Reduce delayed transfers of care to 60 (move flow and access) 
 
Reduce the overdue follow up waiting list to below 9,000 by 31 March 
2021 
 
52 week waits to be at zero 
 
The overall RTT waiting list to be less than it was on 31 January 2020 
 
50% of out-patient summary letters to be with GPs within 7 days of 
patient’s attendance.  Consider the development of a new patient 
administration system to support this target (Links to the development 
of a digital strategy) 
 
Reduce the number of face to face follow up appointments by 10%, to 
support the delivery of an overall reduction by a third by March 2023 
 

Chief Operating 
Officer 

Divisional 
Clinical 
Directors 

Operational 
Management 
Group / 
Performance 
Improvement 
Meetings 
 
Finance and 
Performance 
Committee 

14 Improve the effectiveness of 
cancer pathways focussing on 
time to diagnosis 

Time to diagnosis and patient informed by day 28 to be at 75% 
 
Care of patients with confirmed diagnosis transferred by day 38 to be at 
75% 
 
Request to test report turnaround to be no more than 14 days in 100% 
of cases 
 
Develop a clear service model and a Trust target to ensure that cancer 
services are maintained 

Chief Operating 
Officer 

Divisional 
Clinical 
Directors/ 
Associate 
Director for 
Cancer 

Operational 
Management 
Group / 
Performance 
Improvement 
Meetings 
 
Finance and 
Performance 
Committee 
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Number of combined site MDTs to be 100% 
 

15 Improve safe flow and 
discharge through the 
hospital focussing on outliers, 
late night patient transfers 
and discharges before noon 

Reduction in the average length of stay to less than 4 days 
 
Increase in the zero length of stay to 32%  
 
Sustained improvement in the 0 – 1 day length of stay  
 
Reduction in non-elective length of stay to less than 4.1 days 
 
Reduction in elective length of stay to less than 2.4 days 
 
Reduction in the number of medical outliers (target to be agreed) 
 
85% of discharge letters to be completed within 24 hours post discharge  
 
Identify a robust mechanism for recording golden discharges 
 
Increase in A&E performance to 83.5% 
 
Reduction of non-emergency patient transfers at night after 10pm by 
10% 
 
Reduction in average ward moves for non-elective patients for non-
clinical reasons by 7% 
 
Number of early supported discharges to increase by 10%   
 
Improvement in the number of patients that have admission prevention 
services provided by the community services in North and North East 
Lincolnshire (target to be agreed) 
 
All patients requiring mental health support in ED will be assessed 
within 4 hours of referral  
 

Chief Operating 
Officer 
 
Chief Nurse 

Divisional 
Clinical 
Directors 

Operational 
Management 
Group / 
Performance 
Improvement 
Meetings 
 
Finance and 
Performance 
Committee 
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Patient in in-patient wards will be assessed and have a plan in place 
within 8 hours of referral 
 

Finance 
16 Deliver the statutory finance 

performance targets 
Delivery of the Trust year-end control total as part of the Humber and 
Northern Lincolnshire system financial targets 
 
Achievement of the financial recovery fund (£43m) 
 
Delivery of a cost improvement programme of £13m fully supported by 
a quality impact assessment process 
 
A balanced plan set for 2020/21 in conjunction with system partners 
 
Development of a robust business case process 
 

Director of 
Finance 

Improvement 
Programme 
Director/ 
Deputy Director 
of Finance 

Finance 
Recovery Board 
 
Finance and 
Performance 
Committee 

Service and Capital Investment Strategy 
17 Continue to be actively 

involved in the Humber 
Acute Services Review 

Work with the Humber system to develop a plan to deliver Trust 
sustainability 
 
Work with the Humber system to develop a plan for service 
sustainability 
 
Agree options for future models of care post Covid 
 
Leadership of fragile services workstreams at sub system level  
 

Director of 
Strategic 
Development 

Deputy Director 
of Strategic 
Development 

Humber Acute 
Services Review 
Board 
 
Finance and 
Performance 
Committee 

18 Complete the Wave 4 capital 
business cases and 
commence construction 

Delivery of the SGH MRI business case with NHSI/E approval 
 
NSHI/E approval of the AAU business case 
 
Reduction in backlog maintenance 
 
Maintain Statutory Compliance and Physical Condition 
 

Director of 
Strategic 
Development 

Associate 
Director of 
Capital 
Development 

Capital 
Investment 
Board 
 
Finance and 
Performance 
Committee 

19 Commence the development Development of the strategic outline case for a capital masterplan for Director of Deputy Director Integrated Care 
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of the strategic outline 
business case for the 
investment in Humber’s 
hospitals 

Humber Acute Services   
 
Development of Estates Strategy 
 

Strategic 
Development 

of Strategic 
Development 

System Group 
 
Finance and 
Performance 
Committee 

20 Develop interim clinical 
services plan for presentation 
to Scrutiny Panels by the end 
of the year 

Presentation of the interim clinical plan to the Scrutiny Panels by end of 
December 2020. 
 
Identification of fragile and vulnerable services which require 
improvement by 31 August 2020 
 
Lead the ophthalmology improvement programme for North and North 
East Lincolnshire by 30 September 2020 
 

Director of 
Strategic 
Development 

Deputy Director 
of Strategic 
Development 

Operational 
Management 
Group 
 
Quality and 
Safety 
Committee/ 
Trust 
Management 
Board 

21 Develop a Digital 
Transformation Strategy with 
the aim of investing in 
modern digital infrastructure 
to transform how we deliver 
services 

Chief information officer appointed 
 
Digital Strategy developed and approved 
 
Review of digital transformations implemented during Covid to ensure 
that these are continued as appropriate 
 

Director of 
Estates and 
Facilities/ 
Interim Director 
of IT, 
Information and 
WebV Systems 
 
(Will move to 
Chief 
Information 
Officer once in 
post) 

Associate 
Director of 
IM&T 
 
Associate 
Director of 
Information 
Services 

Digital Strategy 
Board 
 
Finance and 
Performance 
Committee 

 
 
 



 
 
 
 

CoG (07/20) Item 2.1 
 
 

 
DATE 22nd July 2020 

 
REPORT FOR 

 
Council of Governors 

 
REPORT FROM 

 
Helen Harris, Trust Secretary 

 
CONTACT OFFICER 

 
Jeremy Daws, Head of Quality Assurance 

 
SUBJECT 

 
June edition of the Board Assurance Framework 

 
 

BACKGROUND DOCUMENT  
(IF ANY) 

 
 

None 

EXECUTIVE COMMENT 
(INCLUDING KEY ISSUES OF 
NOTE OR, WHERE RELEVANT, 
CONCERN THAT THE COG 
NEED TO BE MADE AWARE OF) 

Please see Board front sheet with key executive summary. 

 
COUNCIL ACTION REQUIRED 

 
Review the contents of the Board Assurance 
Framework for assurance purposes. 

 



 
NLG(20)132    

DATE OF MEETING 7 July 2020 

REPORT FOR Trust Board of Directors – Public 

REPORT FROM Helen Harris, Trust Secretary 

CONTACT OFFICER Jeremy Daws, Head of Quality Assurance 

SUBJECT Board Assurance Framework – June 2020 

BACKGROUND DOCUMENT (IF ANY) 
Board briefing and approval of strategic 
objectives, strategic risks and revised approach to  
the Board Assurance Framework 

PURPOSE OF THE REPORT: For Assurance 

EXECUTIVE SUMMARY (PLEASE 
INCLUDE: A SUMMARY OF THE REPORT,  
KEY POINTS & / OR ANY RISKS WHICH 
NEED TO BE BROUGHT TO THE 
ATTENTION OF THE TRUST BOARD AND 
ANY MITIGATING ACTIONS, WHERE 
APPROPRIATE)  

 

 

 

 

 

 

 

 

 

 

 

 

 

 
The BAF focusses on the risks identified that 
impact on the Trust achieving its strategic 
objectives and is designed to: 
 

•  provide the Board and Board Sub-
Committees with assurance as to the 
actions being taken to mitigate the 
strategic risks; and 

•  provide an executive overview of 
achievements each month alongside 
priorities for the forthcoming month 

 
The BAF, whilst providing assurance on how well 
the Trust’s 11 strategic risks are being managed, 
also provides links to and greater visibility of th e 
risks that are being managed divisionally that 
underpin the work to mitigate against the related 
strategic risk. These are demonstrated pictorially 
in a Heatmap summary, grouped wherever 
possible to demonstrate relationships across 
divisions between similar or related risks. The ful l 
list of related divisional risks is available for 
information as an appendix to this report 
 
The June 2020 edition continues to feature 
trending RAGs for each strategic risk to 
demonstrate, at a glance, how the lead Director(s) 
sees the mitigation of the risk.  Also included for  
greater clarity is a key to better enable the reade r 
to discern what the RAG ratings mean. Work is 
underway to strengthen the assurances section to 
link more visibly to the performance data available  
more accurately provide assurances to the Trust 
Board and sub-committees  
 
Confirm and challenge in relation to the controls 
and assurances in place to mitigate the risk and in  
respect of the risk ratings continues to occur 



________________________________________________________________________________________________________ 

    

through the Trust Management Board and the 
Board assurance sub-committees 
 
As the framework is updated regularly, the risk 
rating trend diagrams will demonstrate 
performance against the management of these 
risks over time  
 
For June’s BAF, all 11 strategic risks have been 
reviewed and updated. The highest rated strategic 
risks are: 
 

• Risk of non-delivery of constitutional 
performance – 20 

• Risk of non-delivery of agreed quality and 
clinical improvements – 20 

• Risk of failure of the Trust’s infrastructure: 
ageing estate and equipment – 20  

• Risk of failure of the Trust’s infrastructure: 
longer term estate sustainability – 20  

• Inability to secure sufficient numbers of 
appropriately skilled staff in the short, 
medium and longer term – 20 [Increase]  

• Risk of failure of the Trust’s infrastructure: 
IT / Digital Strategy / Cyber Security – 16 

• Adverse impact of external events (i.e. 
Britain's exit from the European Union; 
Pandemic) on business continuity and the 
delivery of safe care - 16 

• Finance risk – 15 
• Lack of clear service strategy – 15  
 

Movement in month: 
 

• Inability to secure sufficient numbers of 
appropriately skilled staff in the short, 
medium and longer term: Risk – related to 
Covid-19 pandemic and its impact on 
recruitment -  increases the risk rating from 
15 to 20 (likelihood increasing to ‘likely’).  

 
Next steps: 
 

• Work has commenced in the June edition 
to tighten the assurances section with 
greater links to performance data available 
to provide greater evidence and clarity on 
whether this assurance is positive or 
negative. This will continue into July. 

• Links to the internal audit schedule and 
outcomes from related reviews will be 
made in the July edition of the BAF, these 
assurances will be clearly marked as from 
an external assurance source. 

• Target dates, both for mitigating actions 
and for target risk rating achievement will 
be focused on with the intention of 
improved reporting of deadlines and 
timescales being aimed for.  



________________________________________________________________________________________________________ 

    

TRUST BOARD ACTION REQUIRED 
The Board is asked to note the contents of the 
assurance framework and use the contents to 
challenge the risk ratings and to seek further 
assurances, as required, as part of the Trust’s 
oversight and assurance arrangements 
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        Sec�on 1: Mapping of strategic objectives, planning and strategy to strategic risk;

Trend over time - Mitigation of Trust's 11 strategic risks;

Section 2: Mitigation of 11 strategic risks - in detail (Part a: Executive summary and heatmap; Part b: BAF detail);

1) Risk to strategic objective: Performance: Risk of non-delivery of constitutional targets;

2) Risk to strategic objective: Quality: Risk of non-delivery of agreed quality/clinical improvements;

3) Risk to strategic objective: Adverse impact of external events on business continuity;

4) Risk to strategic objective: Staffing: Inability to secure sufficient numbers/skilled staff;

5) Risk to strategic objective: Morale: Ineffective staff engagement affects morale and culture;

6) Risk to strategic objective: Finance: Risk of not achieving the control target and financial plan;

7) Risk to strategic objective: Trust Infrastructure: (a) Ageing estate and equipment;

(b) Longer term estates sustainability;

(c) IT / Digital Strategy / Cyber Security;

8) Risk to strategic objective: Organisational strategy: Risk of being unable to pursue a clear strategy;

9) Risk to strategic objective: Clinical strategy: Lack of an integrated ICS, Humber and Trust clinical strategy;

10) Risk to strategic objective: The risk of ineffective relationships with stakeholders;

11) Risk to strategic objective: Leadership: Risk of insufficient investment and development.

Section 3: Appendix: Full list of underpinning divisional/directorate risks underpinning strategic risks.

Contents Page:
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TARGET CURRENT TREND TREND TREND TREND TREND TREND TREND TREND TREND TREND TREND TREND TREND

Strategic Risk 

Number
Linked to Strategic Objective Strategic Risk Title

TARGET 

RISK 

RATING Ju
n

-2
0

M
a

y
-2

0

A
p

r-
2

0

M
a

r-
2

0

F
e

b
-2

0

Ja
n

-2
0

D
e

c-
1

9

N
o

v
-1

9

O
ct

-1
9

S
e

p
-1

9

A
u

g
-1

9

Ju
l-

1
9

Ju
n

-1
9

M
a

y
-1

9

1 1. To give great care

Risk of non-delivery of constitutional performance targets, specifically: 

(a) Cancer 62 day, 

(b) A&E, 

(c) RTT - 18 weeks,

(d) Diagnostics.

8 20 20 20 20 20 20 20 20 20 20 20 20 20 20 Shaun Stacey

2 1. To give great care
Risk of non-delivery of agreed quality and clinical improvements (includes the risk of non-delivery of a reduction 

in the mortality ratio)
10 20 20 20 20 20 20 15 15 15 15 15 15 15 15 Kate Wood / Ellie Monkhouse

3 1. To give great care

Adverse impact of external events (i.e. Britain's exit from the European Union; Pandemic) on business 

continuity and the delivery of core services. 

[Note amended scope of strategic risk from March 2020; and further clarification in June 2020]

8 16 16 16 16 8 8 8 8 16 16 16 16 8 8 Shaun Stacey

4 2. To be a good employer Inability to secure sufficient numbers of appropriately skilled staff in the short, medium and longer term. 8 20 15 15 15 15 15 15 10 10 15 15 15 15 15 Claire Low

5 2. To be a good employer
Ineffective staff engagement and ownership of Trust agenda affects morale and failure to change and improve 

the culture.
8 12 12 12 12 12 12 12 9 12 12 12 12 12 12 Claire Low

6 3. To live within our means

Finance risk, specifically:

(a) Not achieving the control target total agreed with NHS Improvement for the Trust and failure to achieve the 

overall Northern Lincolnshire system target;

(b) Risk of non-delivery of the long term financial plan to produce a balanced financial position, working in 

conjunction with everyone else to achieve a system balance.

10 12 12 15 15 15 15 15 15 15 15 15 15 15 10 James Hayburn

7a

Risk of failure of the Trust’s infrastructure; specifically:

(a) Ageing estate and equipment: the inability to maintain legislative compliant and improve the current estate 

and equipment due to a lack of capital and backlog maintenance (includes Legionella);

10 20 20 20 20 20 20 20 20 20 20 20 20 20 20 Jug Johal

7b

Risk of failure of the Trust’s infrastructure; specifically:

(b) Longer term estate sustainability: failure to secure a sustainable estate future for SGH (and to a lesser 

extent DPOWH) this may give rise to buildings or parts of buildings becoming unsafe to occupy;

10 20 20 20 20 20 20 20 20 20 20 20 20 20 20 Jug Johal

7c

Risk of failure of the Trust’s infrastructure; specifically:

(c) IT / Digital Strategy / Cyber Security: failure of the IT infrastructure and adverse impact on the delivery of the 

Digital Strategy and on business continuity and the delivery of safe care; and the lack of adequate controls to 

defend the Trust’s IT systems when a cyber-attack occurs.

12 16 16 16 16 16 16 16 16 16 16 16 16 16 16 Jug Johal

8 4. To work more collaboratively Inability to pursue a clear organisational strategy that staff and stakeholders are aware of and support. 8 12 12 12 12 12 12 12 12 12 12 12 12 12 12 Ivan McConnell

9 4. To work more collaboratively
Lack of an integrated ICS, Humber and Trust clinical strategy which delivers long term system, service and 

organisational sustainability including the ability to attract inward investment.
9 15 15 15 15 15 15 15 15 15 15 15 15 15 15 Ivan McConnell

10 4. To work more collaboratively The risk of ineffective relationships with stakeholders. 8 8 8 8 8 8 8 8 8 8 8 8 8 8 8 Peter Reading

11 5. To provide strong leadership
Risk of insufficient investment and development of the Trust’s leadership (including clinical leadership) – 

capacity and capability.
8 12 12 12 12 12 12 12 12 12 16 16 16 16 16 Peter Reading

The potential impact of the above risks materialising include:

· Poor quality care / harm

· Damage to the Trust’s reputation

· Further regulatory action and inability to exit quality and financial special measures

· Lack of longer term sustainability

Section 1: Trend over time - Mitigation of Trust's 11 strategic risks

4. To work more collaboratively

Northern Lincolnshire & Goole Trust's Risk Appetite: “The Trust will not accept risks that impact adversely on patient safety and therefore has a greater appetite for financial risk in that 

it is prepared to take the necessary actions to safeguard safety despite the potential financial consequences and regulatory impact. The Trust also has a greater appetite to take 

considered risks in pursuit of innovation which may challenge established working practices and may pose a risk to its reputation, where positive gains can be seen”

Lead Director
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Strategic Objective: 1. TO GIVE GREAT CARE

*

*

Linked Corporate or High Level Risk Rating HEATMAP:

*

5 RTT: 1851 (opth) RTT: 2118 (col)

* 2515: Data accuracy

Diagnostics: 2657

*

*

* 4 2698: D&C Family Services Cancer: 2448; 2008 Cancer: 2601, 2592 Diagnostics: 1800

Cancer: 2601 RTT: 2048 (ENT) Diagnostics: 1631

RTT: 2118 RTT: 2347 (F/U) Diagnostics: 2617

Diagnostics: 2522 RTT: 2401 RTT: 2245 INCREASED

**NEW Cancer: 2743** A&E: 2562

* Diagnostics: 2646

3 A&E: 2576 Cancer: 2524 Cancer: 2261; 2569 Cancer: 2160

A&E: 2561 Cancer: 2244; 2282

Diagnostics: 2307 Diagnostics: 2499

Diagnostics: 2141 Diagnostics: 2210

Cancer: 2650; 2605

A&E: 1991 **NEW RTT: 2746**

2 RTT: 2583 A&E: 2564

RTT: 2400 (Demand & Capacity)

*

*

1

*

CHANGES SINCE LAST MONTH: 1 2 3 4 5

* **NEW** 2743: Open Access - Single Staff Service (Fam Serv - Cancer Performance) (risk rating: 12; C4xL3)

* **NEW** 2746: Urology CNS Accommodation DPOW (Surgery RTT Performance) (risk rating: 12; C3xL4)

*

Risk to Strategic Objective:

Monthly Executive Highlight Report:

The Trust is currently unable to deliver these 4 performance targets due to demand and capacity constraints. An 

agreed trajectory for each to maintain delivery of care has been agreed.

1) Risk of non-delivery of constitutional performance targets, specifically: (a) Cancer 

62 day, (b) A&E, (c) RTT - 18 weeks, (d) Diagnostics - DMO1.

a)

A&E target: Aim to meet national target in 2021. Current local agreed target: 95%

Performance during May 20: 91.1%. 
b)

RTT - 18 weeks target: Aim to meet national target in 2021/22. Current local agreed trajectory: 92%

Performance during May 20: 60.7%. 
c)

d)

Covid-19 pandemic routine work was stood down and significant impact on waiting list numbers. Mitigated, 

where possible, with virtual clinics becoming business as usual to recover. Risk stratification options appraisal 

approved with implementation plan being worked up.

The heatmap demonstrates the current local risks that relate to or underpin the management of this strategic 

risk. 

Underpinning Risks: Executive Summary (For full list of underpinning risks - see Section 3 Appendix)

2245: Non compliance with RTT incomplete target (risk rating: 16; C4xL4) [Risk rating INCREASED from 12 to 16, 

June 2020]

Risk stratification implementation plan to be developed and brought into use.

Risk Description:

Risk tracking trend over time: Catastrophic consequence: 5 x 4: Likely = RR of 20

Monthly Executive Highlight Report: Plans for next month:

The risk is that the Trust fails to deliver or fails to demonstrate robust improvement plans in delivering constitutional performance 

targets which impairs the Trust's provision of quality services and adversely impacts on its reputation with service users and regulatory 

bodies.

Cancer 62 day target: Aim to meet national target in 2021. Current local agreed target 85%.

Performance during May 20: 62.5%. 

6-week wait for diagnostics - DMO1: Aim 1% of diagnostic requests breach the 6 week target. 

Performance during May 20: 34.3% 

National guidance on recovery plan being used to base Trust recovery plan overseen by the Recovery Activity 

Board.

St Hughes and Goole have been more extensively used for recovery planning making use of Theatre capacity with 

90% of theatre lists relocated, however, given Covid-19 restrictions, patient throughput impacted upon by an 

average 50%. 
Adverse impact noted in terms of DMO1 performance as a result of Covid-19. Reduced activity within same 

capacity will impact on recovery plans. NHSE/I have secured additional mobile CT scanning capacity taking effect 

from Monday 22 June for 7 day activity for a 4 week duration.  
Cancer 28 day diagnosis rate standard shows significant improvement in May/June as a result of lower number 

of cancer referrals, linked to Covid-19. 

Adverse impact on cancer services linked to Covid-19 as a result of significant changes in activity levels. 

Endoscopy/colonoscopy significant reduction in activity (30% of pre-Covid-19 activity levels) has a significant 

impact on colorectal cancer tumour site with the undiagnosed cancer patient backlog exceeding diagnostic 

capacity. Working with CCGs to undertake FIT testing to prioritise patient referrals and also working with ICS on 

recovery plans.

Continue to operationalise the Trust's recovery plan.

Very Low 

Risk

C
o

n
se

q
u

e
n

ce
 (

1
-5

)

1-3.4-6.8-12.15-25.Key:

Likelihood (1-5)

High Risk
Moderate 

Risk
Low Risk

Endoscopy activity (as well as other elective procedures) impacted by high non-attendance (50-75%) rate due to 

patient concerns about the risk of Covid-19 and also inability to follow national guidance to self-isolate along 

with household for 14 days. Given low incidence of Covid-19, a deviation away from this national guidance has 

been reviewed and approved by Clinical Reference Group.  The risk stratification work will also seek to mitigate 

the Trust risk by reviewing and determining whether all patients currently on a Trust waiting list including those 

on an outpatient follow up list require active treatment at this time. The risk stratification will seek to define a 

clear outcome for the patient.

0
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15

20
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Current Initial Target
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STRATEGIC OBJECTIVE: 1. TO GIVE GREAT CARE

Date added:

Last updated:

Potential for more patients to 

be on ambulatory pathways.

Potential for more patients to 

be on zero LOS pathways.

Increase amount of ambulatory 

attendances through use of 

existing clinical pathways and 

supporting decision making, 

part of the AAU project, 

Ongoing.

Flow challenges at both Trust 

sites resulting in capacity 

challenges for patients needing 

to be admitted.

Risk to Strategic Objective:
1) Risk of non-delivery of constitutional performance targets, specifically: (a) Cancer 

62 day, (b) A&E, (c) RTT - 18 weeks, (d) Diagnostics - DMO1.

Lead Executive: Shaun Stacey 01-May-19

Oversight Group: Operational Management Group 18-Jun-20

Assurance Committee: Finance & Performance Committee

Cancer Board; Planned 

Care Board; 

Quality & Safety 

Committee;

Quality Governance 

Group

Cancer Board meeting but not 

quorate.

Cancer MDT Business meetings 

not quorate.

Write to Cancer Lead, cc: DCD 

within Clinical Support Services 

to support focus on Cancer 

Tumour Site improvement in 

oversight and governance 

processes, April 2020.

Tumour site MDTs not focussed 

on QSIS Standards.

Clinicians not reviewing root 

causes for breaches monthly.

Develop divisional dashboards 

containing improvement plan 

within PowerBI, 2021.

Consequences of Risk 

Materialising:

* Impact on provision of quality services to our patients;

* Adverse impact on the Trust's reputation and its standing with patients and regulators; 

* Adverse impact on ability to exit quality and financial special measures or receiving needed support. 

Trend RAG Rating:

RED

Issues: Controls: Assurance: GAPS in Controls: GAPS in assurance:
Actions required to 

improve:

Assurance / Oversight 

Group

Assurance that the issues impacting on this risk are being 

managed:

Lung cancer: no MDT for 

mesothelioma.

Working with HUTH to 

establish, Q1 2020/21. 

Temporary arrangement in 

place to discuss Mesothelioma 

within Hull MDT.

Meeting oversight structure in place: Emergency Care Quality 

& Safety Group; PRIM performance challenge; ED 

Performance and Ambulance Handover Group; A&E Delivery 

Board and a system wide focus.

Urgent Treatment Centre (UTC)/minors and Majors approach. 

UTC reduces the burden of non-emergency walk-ins from the 

ECC department. 

Acute Assessment Unit (3 phases: Phase 1: live on CDU and 

AMU and Ambulatory Care/SDEC (12 hour service), Phase 2: 

Performance data: Symphony 

A&E system provides real-time 

performance; Bed state / Sitrep 

reports; A&E live dashboard; 

Integrated Performance 

Report.

LOS and discharges before 

midday data by ward now 

available.

Quality assurance: 

ED Nursing Dashboard (to be 

Cancer MDT Business meetings 

not quorate.

Quality Surveillance (QSIS) 

annual submission: no 

improvements in recent years.
Write to Cancer Lead, cc: DCD 

within Clinical Support Services 

to support focus on Cancer 

Tumour Site improvement in 

oversight and governance 

processes, April 2020.

Clinicians not reviewing root 

causes for breaches monthly.

Develop divisional dashboards 

containing improvement plan 

within PowerBI, 2021.

(a) Cancer

Central cancer team, with Cancer lead in post.

PTL:

Cancer weekly PTL and escalation process;

Weekly Cancer PTL meeting - changed to 6 weekly focus on 

top 5 specialties which account for 80% of breaches;

Oversight:

Weekly Divisional General Manager Waiting List Assurance 

Meetings with all divisions;

Weekly attendance by Path Manager to PTL to improve 

turnaround times/escalation;

PRIM meetings with divisions includes focus on Cancer;

Cancer Board meeting; underpinned by individual tumour 

specific MDT Business Meetings;

Improvement planning:

System wide 62 day improvement plan in place focussing on 7-

day 1st appt, 28 day definitive diagnosis, IPT by Day 38, 

Treatment by Day 62 (approved at Planned Care Board Sept 

19); 

Outsourcing contract for diagnostics has supported reducing 

turnaround times;

Patient Triage arrangements in place for Urology and Lung;

Colorectal drafted and go live planned Q1 2020;

Trust and community partners currently engaged in the 

colorectal 100 days improvement challenge;

Planning has commenced for recovery post-Covid-19 in terms 

of potential capacity and demand.

Management of demand:

Consolidation of HUTH Oncology Services onto the DPOW site 

within NLAG (Jan 20);

Single site MDT implemented for Lung Cancer (Jan 20);

Capacity and demand planning for recovery has commenced;

Single site colorectal MDT has commenced on the 8 April 

2020. All referrals are also now being clinically assessed and 

where appropriate streamlined for straight to test telephone 

assessment. 

IPR. Power BI reporting 

(including ability to compare 

tumour site performance). 

Not meeting 62 day 

performance targets (62 day 

RTT and screening).

PRIM divisional update.

Continued improvement seen 

in Pathology turnaround times.

Quality Priority: Positive results 

seen to date from the 

implementation of 

triage/straight to test in Lung, 

Urology and Colorectal.

Faster pathways defined and in 

place for all 4 priority 

pathways: Lung, Urology, 

Colorectal and upper GI 

(supported by necessity linked 

to Covid-19) (evidence of sign 

off to be obtained).

Test pathway compliance 

post Covid-19, data 

pathway analysis, end of Q3 

2020/21.

Insufficient capacity / not able 

to flex capacity to meet 

demand.

Not meeting 62 day cancer 

performance targets (62 day 

1st RTT, and screening).

Quarterly thematic analysis 

reasons for breaches, 

Cancer Board, Ongoing.

AD of cancer support 

divisions link thematic 

analysis to pathway 

improvement planning 

within divisions, Q4 

2020/21.

Gaps in oncology due to staff 

absence / vacancy.

HUTH Oncology services 

consolidattion onto single site 

(DPoW; Jan 2020), overseen by 

clinically led steering group. 

Review delayed due to Covid-

19, delayed until Sept 2020.

Significant undiagnosed cancer 

patient backlog as a result of 

Covid-19 pandemic which 

exceeds current diagnostic 

capacity.

Recovery modelling 

demonstrates that diagnostic 

capacity - particularly 

Endoscopy/Colonoscopy is 

insufficient to meet 2ww 

recovery demand.

Elective Care Cell within the ICS 

(including cancer services) 

focussed on recovery across 

the ICS.

GP FIT testing underway for 

Colorectal cancer 2ww 

referrals to support 

prioritisation and clinical triage 

within the Trust, ongoing.

Colorectal cancer tumour site 

is significantly impacted upon 

by by gaps in 

Endoscopy/Colonoscopy 

capacity resulting in a 

significant proportion of the 

Trust's backlog being within 

colorectal tumour site.

Divisional activity planning, 

ongoing.

Develop rapid diagnostic 

centre to support with 

recovery pathways (a National 

inititative); Steering group by 

Q2, Pathway end of Q3, Test 

pilot of pathway in Q4. 

Cancer Board meeting but not 

quorate.

QSIS improvement plans 

delivery; lack of assurance in 

monitoring of delivery.

Tumour site MDTs not focussed 

on QSIS Standards.

QSIS improvement plans 

delivery; lack of assurance in 

monitoring of delivery.

Quality Surveillance (QSIS) 

annual submission: no 

improvements in recent years.

A

R

R

R
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Data Validation Team in place 

and had been validating all 

new clock stops from 

01/01/2020. Covid-19 impact 

as team re-deployed. 

Waiting list improvement 

plan/performance impacted 

adversely by Covid-19. 

Potential for more patients to 

be discharged within 72 hours.

Task and finish group to look at 

LOS/clinic rescheduling to 

support SAFER care bundle. 

Established 02 June.

Potential for SAFER bundle to 

be utilised more.

Progression through the phases 

of the Acute Assessment Unit 

project, work in progress, 

ongoing.

Limited management time to 

focus on flow throughout 

Trust.

A&E Delivery Board; 

Emergency Care 

Quality & Safety 

Group; PRIM 

A(b) A&E

AMU and Ambulatory Care/SDEC (12 hour service), Phase 2: 

(ward reconfiguration) was due for Q2 but delayed due to 

Covid-19, now replaced with Integrated AAU work progressing 

through task and finish group, Phase 3: (integrated AAU 

include Surgery and Gynae and extension of hours, linked to 

refurb work) scheduled to commence April 2021, go live 

2022/23) work and focus on ambulatory pathways to pull from 

A&E model. 

Additional staff in A&E and UTC (medical and nursing); 

establishment review completed and additional establishment 

agreed; Senior positions in the department extended (i.e. 

Consultant cover from 08:00 to midnight, 7 days a week). 

Some cost pressures. Matron of the day present at Ops 

meetings to consider staffing.

A&E board rounds refocussed to 2 hourly and including Acute 

Care Physician to support pull of patients out of A&E.

Refocussed twice daily huddle with lead doctor and lead nurse 

to review in more detail activity/acuity. Escalation to medicine 

management and ops centre.

Implementation of COVID-19 response plans to ensure A&E 

can continue to function safely with zoning. Covid-19 affected 

performance in A&E by improving availability of beds and 

increasing patient flow.

Developing new escalation triggers and also patient breach 

validation to examine root causes/themes and learning as a 

result.

Assistant General Manager to support the Unscheduled care 

pathway now in post.

ED Nursing Dashboard (to be 

developed into the Ward 

Assurance Tool for the ED); 

Matron retrospective review of 

patients waiting over 10 hours 

to assess for clinical harm. 

Audit Yorkshire internal audit: 

significant assurance - A&E 4 

hour validation times.

Trust performance with A&E is 

above national average, above 

local peer performance but 

below the constitutional 

target. May 2020 local 

trajectory met. 

Fewer patients are stranded in 

A&E for more than 4 hours.

[Aim: Amber Assurance 

by Jan 21, 

impact/delayed by 

Covid-19]

PRIM; Planned Care 

Board; Quality & 

Safety Committee

(c) RTT/18 weeks

Daily meetings to review long waiters and overdue follow-up 

pathways.

Weekly meetings held with specialty leads to review in detail 

pathways for longest waiting patients. Areas for escalation 

highlighted to COO and DGM.

Weekly escalation/assurance meeting with Chief Operating 

Officer to review individual patient pathways.

PRIM performance oversight meetings.

Chief Operating Officer weekly meeting within Divisional 

General Managers for oversight.

Fortnightly oversight meetings include CCGs.

Planned care board has system wide membership. 

Refresh of Capacity and Demand Plans and development of 

Action Plans to reconcile differences being developed to 

support 20/21 Business Planning.

Ongoing colorectal 100 day national improvement challenge. 

National initiatve stopped due to Covid-19, but improvements 

identified are still being progressed to a different timescale, 

locally. 

Demand and capacity data updated and schedule for regular 

updates.

Activity Recovery Board established to oversee Trust's 

Recovery Plans.

Trust working collaboratively with St Hughes as part of 

recovery plan and aiming to use Goole on a larger scale.

Overarching Outpatients delivery plan provides the framework 

for specialties to determine, manage and implement recovery 

plans.

Intercollegiate Royal College of Surgeons risk stratification 

guidance received for Surgery during the pandemic. Guidance 

followed and significant number of patients on our waiting list 

across a range of specialties were risk stratified. Majority were 

low risk. Working to balance patient safety risk through 

clinical harm review and regular risk stratification. 

Local risk stratification approach paper developed with 

options appraisal to ensure consistent approach to risk 

stratification based on national guidance where available and 

to provide local approach in areas where no national guidance 

exists. Paper aims to mitigate the patient safety risk. Paper 

deals with 4 categories of patient for risk stratification: (1) 

new referrals in; (2) inpatient waiting list for surgery (3) OPD 

follow up list and (4) awaiting treatment waiting list / RTT list. 

Paper and options approved by Recovery Board, with work 

underway to develop implementation plan and monitoring 

process to gauge progress across the Trust's waiting lists. 

Primary and Secondary care collaborative outpatient 

transformation programme is underway and reviewing 

governance arrangements to enable group to continue to 

meet to approve/change care models and care pathways at 

pace. 

IPR report going to F&P and 

Board. Data reviewed at PRIM.

RCA's completed for patients 

who wait > 52w for treatment 

to understand reasons and 

share lessons. Process to 

review RCAs for Harm and 

escalation to full clinical harm 

review and SI route if 

indicated.

National guidance received 

regarding national approach to 

monitoring and reporting 

performance against 52/40 

week waits.

Audit of system business rules 

project underway. Delayed by 

Covid-19. Restarted during 

May. Revised plan: 30 June for 

report to be received.

Gap in assurance regarding 

data validity for clock stops for 

recent patients

Process for high priority/risk 

specialties has resumed, 

ongoing. 

Aim: validate all patients - 

timescale TBC.

Pre-Covid-19: Single numbers 

of over 52 week wait patients 

(Aim: 0). 

Covid-19 impact: national 

target changed to be zero by 

March 21. Zero 26 week wait 

patients target affected.

Pre-Covid-19: Reduction in 

patients waiting more than 40 

weeks (Aim: 0 by Mar 20). 

Covid-19 impact: National 

guidance - not performance 

monitoring Trusts; Local 

monitoring continues, 

deterioration forecast. 

High new to follow-up ratio is 

some specialties, relating to 

poor pathway design

Data quality gaps have been 

identified in connection with 

'clock stops' resulting in 

incorrect waiting list 

categorisation in some 

instances. 

Outpatient follow-up - 

Trajectories need to be revised, 

following impact of Covid-19 

(Plan was maximum 9000 

overdue by 2021 and 4000 by 

2022).

Trust Informatics team working 

to revise trajectories, June 

2020.

Short/Medium term: System 

outpatient transformation plan 

developed for each of the 7 

specialties. [Each plan has 

dedicated timescales] 2022/23.

Continue to monitor and 

report local performance in 

IPR, Ongoing.

Add to divisional risk registers, 

Ongoing.

Changes in working practices 

to mitigate against Covid-19 

risks. SOPs in place, an 

addendum to patient access 

policy to describe changes to 

working practices, July 2020. 

A

R

A

R

Cost pressure as unfunded.

Business case developed but 

not approved. Accepted cost 

pressure for now, ongoing 

monitoring.

Longer term: Outpatient 

Transformation Programme 

group has been established. 

Further transformational plans 

to be developed in line with 

the strategic aims of the ICS. 

NLAG COO chairs, ongoing.

Agreement that we will work 

with HUTH to develop different 

delivery models.

Increased number of incidents 

and SIs in Ophthalmology; 

Gastroenterology and ENT 

relating to waiting times.

Most challenged specialties 

with significant mismatch 

between capacity and demand 

leading to long waiting times in 

7 specialties (1) ENT; (2) 

Ophthalmology; (3) Colorectal 

Surgery; (4) Gastroenterology; 

(5) Cardiology; (6) Respiratory; 

(7) Urology.

Unfunded additional ECC 

staffing cost pressure.

Not fully assured that admin 

processes across all specialtis 

are compliant with operational 

processes.

Weekly Chief Operating Officer 

oversight meeting with 

Divisional General Managers.

Once system business rules 

audit findings received, review 

and redefine the data 

validation programme/team 

priorities, 31 July 2020. 

G

Local risk stratification 

implementation plan, mid July 

2020.
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Demand management of MRI 

with CCGs.

CCGs reflecting and 

considering how they may 

work with PCNs to manage 

demand, ongoing.

Demand & Capacity for CT 

needs to be reworked post 

Covid-19 as activity reduced 

within same capacity.
Reduced activity within same 

capacity as a result of Covid-19 

measures needing to be taken 

including social distancing, 

increased cleaning time which 

reduces the capacity to meet 

the unchanged demand on the 

service resulting in increased 

number of breaches against 

DMO1 target.

(d1) Diagnostics - DMO1 [Radiology]

Daily activity huddles for radiology.

Weekly activity PTL meetings.

Weekly Radiology Management Meetings.

Monthly Business and Governance Meetings

Attend weekly Performance Standards Weekly Meeting.

Take part in Trust's weekly PTL.

Additional CT scanner now in place and operational.

Expanded remit for reporting radiographers which increases 

reporting capacity. 

Outsourcing contract with 3rd party provider now in place for 

reporting to mitigate delays between scan and reporting, 5 

year contract with guaranteed capacity.

Controls in place to escalate any scans not meeting internal 

KPIs to outsourced 3rd party for reporting (KPIs: suspected 

cancer, not reported same day - escalate to outsourced 3rd 

party; routine scans, not reported by day 21 - escalate to 

outsourced 3rd party).

Full business case approved by Board in December for MRI 

scanners at Grimsby. 

Focus to meet local target for CT scanning by March 2020, 

currently on trajectory for CT.

Demand management of MSK on all imaging in place via the 

MCATS soloution (Jan 20).

Weekly PTL escalation process approved.

Weekly KPIs/Monitoring Report in Power BI available in draft 

and being piloted with Heads of Service. Being used at weekly 

business meetings from the 20 May 2020.  

5 year service strategy agreed, with the potential need to 

reivew post Covid-19. 

'Live' activity document being used to support activity 

recovery with links to Executive Team.

Power BI data monitored daily.

PTL data and live dashboard 

submitted to PRIM. 

PRIM meetings review and 

escalation.

Backlog of overdue unreported 

scans has cleared as a result of 

Covid-19 and reduced activity.

Outsourcing contract changed 

from backlog recovery to 

business as usual resulting to 

improve financial position. 

Trigger points tested and 

effective. Currently not 

needing to use due to Covid-19 

resulting in a financial saving. 

Longest wait for a report is less 

4 weeks for all examinations.

Insufficient MRI capacity until 

new schemes complete, capital 

funding to be confirmed for 

SGH scheme.

DMO1 improvement 

trajectories had been 

approved for 2020/21. 

Covid-19 adverse impact 

resulting in May: 66% 

breach rate vs. March: 21% 

vs. National target of 1%. 

Additional MRI: DPoW:  Capital 

allocated and building work 

commenced. Not aware of any 

significant delays linked to 

Covid-19.

Additional MRI: SGH: NHSI 

strategic outline case approved 

by NHSI. Final business case to 

be submitted to NHSI by end of 

August 20.

Additional CT Scanner funding 

approved, order placed, 

awaiting delivery date, possible 

delays linked to Covid-19, 

timescale TBC.

PRIM

(d3) Diagnostics - DMO1 

[Echocardiography]

Weekly reporting and monitoring of DM01 position in weekly 

Statutory Performance Standards Meeting, Monthly PRIM.

Patients on WL clinically triaged and elective activity 

recommenced w/c 08.06.2020.

Activity recovery plans in place.  Standard Operating 

procedure in place for Cardiology Dignostics with social 

(d2) Diagnostics - DMO1 [Audiology]

Weekly huddle.

PRIM meeting oversight.

5 year service strategy agreed, with the potential need to 

reivew post Covid-19. 

'Live' activity document being used to support activity 

recovery with links to Executive Team.

DMO1 improvement 

trajectories in place for 

2020/21.

Complete data validation 

manually and informatics to 

apply greater controls.

Due to expanded remit for 

reporting, shortage of 

radiographers identified.

Expansion of plain film 

reporting with backfill 

arrangements, increased 

from 3 to 5 sessions per 

week per reproting 

radiographer, 6 week 

advanced rota, Ongoing 

Business As Usual. 

MSK service tender by Trust 

and partners, change in 

service delivery will reduce 

demand. Audit planned to 

assess impact, August 2020. 

Ongoing efforts to recruit 

Radiologists. Exploring 

Radiology fellows 

programme. NLAG to join 

wave 2. Timescale TBC. 

Internal Breach target agreed 

for modality, to not exceed 1% 

of PTL breach. Covid-19 

adversely affected audiology 

due to cessation of routine 

treatment. Normal service has 

now resumed.

Recovery plan features a 

plan for Audiology with a 

number of weeks identified 

to recover, presenting to 

Recovery Board, June 2020.

Recruitment and training, 

ongoing.

Working with Care Plus 

Group NEL and NEL CCG 

GPs for additional capacity 

venues.  Impact analysis 

being worked up to assess 

gap and plans to recover 

activity levels to achieve 

R

Covid-19 impact on 

Echocardiography performance 

as elective diagnostic work 

paused, with only clinically 

urgent inpatient work being 

undertaken. 

Global travel affected by Covid-

19 affecting recruitment.

DMO1 improvement 

trajectories in place for 

2020/21.

Internal Breach target agreed 

for modality, to not exceed 1% 

of PTL breach.

R

Proportion of long waiters on 

the Trust's waiting list are not 

willing to come into the acute 

Hospitals for treatment due to 

Covid-19 concerns. National 

guidance requires these to 

remain on the Trust waiting list 

adversely affecting waiting list 

position/increased risk to the 

Trust.

National guidance requires 

patient/family isolation for 14 

days prior to surgery. High 

proportion of planned activity 

is impacted as patients are not 

attending. 

Trust's priority focus of RTT 

impacts adversely on DMO1 

waiting times performance.

Internal Breach target 

agreed for MRI 20/21: Aim: 

< 15% of PTL breach. Covid-

19 adverse impact: May 

71% v.s March 35%. 

NHSE/I additional mobile CT 

slots identified, commencing 

from Monday 22 June 2020.

Recovery plan features specific 

focus on CT Scanning.

Scoping of impact within 

information services to guide 

review of approach, July 2020.

Clinical Reference Group to 

assess mitigating actions, June 

2020.

Work with St Hughes to ensure 

own waiting list risk 

stratification approach is the 

same as the Trust's approach, 

ongoing. 

Deviation away from national 

guidance approved at Clinical 

Reference Group based on 

lower incidence of Covid-19, 

implementation June/July 

2020.

Patient safety risk due to 

increased waiting lists.

Process for monitoring 

performance with risk 

stratification of waiting lists 

across the Trust in line with 

approved approach, mid July 

2020. 

CT and MRI performance 

against DMO1 position; impact 

on performance as a result of 

priority focus on RTT 

improvement.

Radiology Diagnostic capacity
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Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.

Amber: Partially assured, progress is being made in mitigating the issues.

Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

PRIM

procedure in place for Cardiology Dignostics with social 

distancing, PPE, IPC regimes and appointment timings.  

Daily validation of Data Quality in place.

R

Daily validation of Data 

Quality in place, ongoing. 

Data quality gaps have been 

identified in connection with 

uncashed clinics

RAG RATING KEY:

DMO1 improvement 

trajectories in place for 

2020/21. Adverse impact 

from Covid-19. Non-

emergency endoscopy 

stopped during pandemic 

with guidance now being 

enacted to recover.

Clinical Harm risk due to 

increased waiting list. SOP 

detailing risk stratification 

agreed via Clinical 

Reference Group, ongoing 

management as BAU.

Endoscopy post Covid-19 

capacity a maximum of 30% of 

activity.

G

A

R

Weekly huddle.

Daily meeting with booking office.

Skill mix reviewed and flexibility of roles/role redesign. 

PRIM meeting oversight.

5 year service strategy agreed, with the potential need to 

reivew post Covid-19. 

'Live' activity document being used to support activity 

recovery with links to Executive Team.

(d5) Diagnostics - DMO1 [Medical 

Physics: Dexa scan; 

Neurophysiology; Urodynamics]

(d4) Diagnostics - DMO1 [Endoscopy: 

Colonoscopy; Cystoscopy; Flexi 

Sigmoidoscopy; Gastroscopy]

Daily Huddle.

Weekly PTL Meeting.

Weekly standards meeting.

Expanded remit for non-medical endoscopists.

£1.2m investment in decontamination and additional scopes.

Further £150k for scope and patient monitoring.

Monthly Business and Governance meetings.

PRIM meeting oversight.

5 year service strategy agreed, with the potential need to 

reivew post Covid-19. 

'Live' activity document being used to support activity 

recovery with links to Executive Team.

Integrated Performance Report 

including the DMO1 position.

JAG accreditation against 

quality standards.

Demand and Capacity work 

completed for Endoscopy. 

Year 2 of business plan being 

delivered.

Weekly KPIs and monitoring 

report.

Internal Breach target agreed 

for modality, to not exceed 1% 

of PTL breach.

Weekly KPIs and monitoring 

report.

DMO1 improvement 

trajectories in place for 

2020/21.

Internal Breach target agreed 

for modality, to not exceed 1% 

of PTL breach. 

Clinical Reference Group to 

assess mitigating actions, June 

2020.

Deviation away from national 

guidance approved at Clinical 

Reference Group based on 

lower incidence of Covid-19, 

implementation June/July 

2020.

Patient safety risk due to 

increased waiting lists.

High DNA/refusal rate linked to 

Covid-19 [See further detail in 

the RTT 'issues' above]. 

Non-medical endoscopy 

review against 5-year 

strategy, determine 

progress and further action 

needed. Review as part of 

recovery plan, July 2020.

Staffing gaps for hard to recruit 

to vacancies results in 

increased costs for temporary 

staff.

DMO1 improvement 

trajectories in place for 

2020/21. Adverse impact 

from Covid-19. 

Recovery planning, 

ongoing.
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Strategic Objective: 1. TO GIVE GREAT CARE

*

*

*

*

*

*

* Linked Corporate or High Level Risk Rating HEATMAP:

5 MISC: 2549 QP1: 1851 QP1: 2515

QP2: 2388 QP2: 2390 **NEW: QP2: 2744**

* QSC: 1851 QP2: 2418

*

*

4 **NEW: MISC 2742** QP1: 2698 **NEW: QP4 2743** QP1: 2048 QP1: 2347 QP2: 2653

QP2: 2434 QP2: 2602 QP1: 2118 QP1: 2401 QP1: 2245 **INCREASED** QP4: 1800

* MISC: 2663 QP2: 2597 QP2: 2308 QP4: 2592

QP2: 2582 QSC: 2347

QP4: 2448 QP4: 2008 MISC: 2694

* QP4: 2601

QP5: 2566 QP5: 2673

MISC: 2705

* 3 QP2: 2714 QP2: 2393 QP2: 2669 QP1: 2746 QP6: 2659 **INCREASED**

QP2: 2576 QP2: 2661 QP3: 2600 QP3: 2537 QP2: 2671 QP2: 2389 QP2: 2531

QP2: 2672 QP4: 2524 QP4: 2244 QP4: 2261 QP4: 2160 QP4: 2210

QP5: 2640 MISC: 2707 MISC: 2687 QP4: 2569 QP4: 2650 QSC: 2449

QSC: 2576 QP4: 2505 QP4: 2282 MISC: 2595

QP5: 2620 MISC: 2157

QP6: 2681

QSC: 2186 QSC: 1991

2 QP1: 2400 QP1: 2583

QP2: 2598 **REDUCED**

* QP2: 2111

CHANGES SINCE LAST MONTH:

* **NEW** 2744: Quality Priority 1: Mortality: Specific Focus on End of Life (risk rating: 20; C5xL4) 1

*

* **NEW** 2743: Open Access - Single Staff Service (Fam Serv - Cancer Performance) (risk rating: 12; C4xL3)

*

* **NEW** Patient Safety Alert Linked: 2742: Breast Implant associated lymphoma (BIA ALCL) (RR: 4; C4xL1)

1 2 3 4 5

WebV sepsis reporting difficulties have now been resolved closing a number of the gaps in controls. Gaps in 

assurance still present whilst reporting arrangements and finalised for monthly monitoring. 

The strategic risk rating for quality increased from 15 to 20 in January 2020 as a result of increases in the Trust's 

SHMI.  Monthly SHMI data (published in June) for Feb 19-Jan 2020 is 114.5, a reduction from previous month of 116 

(DPoW: 118; SGH: 111).
The Covid-19 pandemic has impacted on a number of the Trust's improvement projects that link to the quality 

priorities.

Crude mortality rate (%) has increased during the pandemic linked to significant changes in activity levels, to review 

quality of care, all Covid-19 deaths are being reviewed and themes reported to MIG. Overall positive reduction trends 

seen in mortality crude mortality throughout 2019/20 and 2020/21.
Grant Thornton support in terms of reviewing and embedding of strengthened processes for mortality coding has 

been extended for 6-months with planning work underway to embed sustainable process changes as a result.

NHSE/I support to system in looking at how EOL care is delivered. This has supported agreements over joint 

approaches to training, sharing of information and access to systems for improved communication. Some 

workstreams have been slightly delayed.

The risk is that the Trust could fail to deliver consistent levels of service quality which negatively impacts on the Trust's reputation with service 

users and regulatory bodies.

Monthly Executive Highlight Report: Risk tracking trend over time: Catastrophic consequence: 5 x 4: Likely = RR of 20

Risk to Strategic Objective:
2) Risk of non-delivery of agreed quality and clinical improvements (includes the risk of 

non-delivery of a reduction in the mortality ratio)
Risk Description:

1-3.

C
o

n
se

q
u

e
n

ce
 (

1
-5

)

Monthly Executive Highlight Report: Plans for next month:

Underpinning Risks: Executive Summary (For full list of underpinning risks - see Section 3 Appendix)

The heatmap demonstrates the current local risks that relate to or underpin the management of this strategic risk. 

During the month the following changes were made to underpinning divisional risk registers:

Continued work with NHSE/I and collaborative partners to support greater collaborative working as system for EOL 

and palliative care services. 

Obtain further assurance data to support oversight of the deteriorating patient and sepsis improvement project from 

PEWS, OEWS and sepsis assurance data sources.

QP1b: 2598 Lack of timely mortality SJR reviews [Surgery] (risk rating: 6; C2xL3) [Risk rating reduced from 12 to 6, 

June 2020]

Begin planning for how to embed coding process improvements following the completion of the 6-month Grant 

Thornton extension and scope out the inclusion within this work of a screening for quality and learning purposes. 

Present scoped out options appraisal to MIG in August.

CQC Linked: 2659: Management of formal complaints and Pals within Trust Timescales [Chief Nurse] (RR: 15; C3xL5) 

[Risk Rating INCREASED from 12 to 15, June 2020]

Mortality increase noted from data used to identify internal mortality outlier alerts for sepsis in February. This is likely 

a result of the coding changes applied as part of Grant Thornton review resulting in improved recording of sepsis. To 

obtain assurance a specific mortality review/sepsis audit will be undertaken for February 2020.

Oxygen assurance audit data demonstrates oxygen is not consistently being prescribed. Greater clinical 

representation needed to support improvement at the Deteriorating Patient and Sepsis project group.

High Risk
Moderate 

Risk

SAFER project group established and met with representatives from divisions and disciplines. Action plan agreed. 

Fundamental changes needed to further support improvement to be proposed to Trust Management Board in July. 

Progress seen in month improving RAG rating from Red to Amber.

Work with leads to obtain further information to fully populate the BAF sections relating to the new 2020/21 quality 

priorities: Waiting list performance; Diabetes and Complaints.

Likelihood (1-5)

Very Low 

Risk
Low Risk

Key: 15-25. 8-12. 4-6.
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Current Initial Target
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STRATEGIC OBJECTIVE: 1. TO GIVE GREAT CARE

Date added:

Last updated:

G

A

A

A

G

A

A

A

G

A

G

Policy for dealing with those 

bereaved not yet in place. 

Medical Examiner (ME) model 

not yet in place and not 

linking with learning from 

deaths work

Gaps in assurance 4: 

Medical Examiner (ME) model 

not yet in place.

Interviews held during March, 

appointment made, awaiting 

commencement in role.

Reduction in the proportion of 

cases being reviewed for 

learning from deaths following 

changed coding processes on 

commencement of Grant 

Thornton's project from 

February 2020.

Review process for quality 

focussed learning from deaths 

reviews with coding team, 

June 20.

Mitigated by shielding 

colleagues undertaking 

reviews.

Gaps in assurance 3: Need to 

embed clinican involvement in 

Develop longer term 

plan/proposal to embed 

Further strengthening of links 

between SJR and SI processes.

Gaps in assurance 4: 

Reporting of 'avoidable 

deaths' from SJR process 

needs review, disparity 

between SJR judgement and SI 

panel review.

Increasing SHMI statistic and 

high Out of Hospital (OOH) 

SHMI / HSMR.

Gaps in assurance 2: 

Disparity between statistically 

calculated expected deaths 

and the observed deaths.

Improved Charlson co-

morbidities capture through 

WebV. Rollout June 2020.

Gaps in assurance 3: 

Grant Thornton updates are 

identifying gaps in assurance 

with regard to historic 

recording/coding of SHMI 

impacting risk factors/Primary 

diagnoses.

Grant Thornton SHMI 

focussed Clinical Data 

Improvement Project, ongoing 

for 3 months; 6 month 

extension agreed from June 

2020.

Review and replacement of 

coding software (Encoder), 

August 2020.

Gaps in assurance 1 & 3: SHMI 

impact of Grant Thornton 

Clinical Data Improvement 

project not known at present.

Mortality Strategy KPIs not yet 

in place to monitor impact.

KPIs to be agreed and then 

reported on. Reviewed in MIG 

in March. June 2020.

185 cases to date reviewed by 

clinical staff unable to work 

clinicially during the Covid-19 

pandemic. Ongoing.

Gaps in assurance 4: 

Mortality review processes 

and forums for discussing and 

learning lessons 

disrupted/delayed by Covid-

19.

Specific project agreed by MIG 

to review all Covid-19 related 

deaths for learning with 

feedback reporting to MIG on 

a monthly basis.

Gaps in assurance 5:  Increased 

crude mortality rate during 

the pandemic impacted on by 

changed activity levels.

Policy to support recently 

bereaved agreed, to amend 

and enact, July 20.

Gaps in assurance 4: 

Low number of NQB SJRs 

requested via 

complaints/PALS routes.

Development of process to 

ensure SI Panel 'validates' SJR 

avoidability of death score 

when escalated cases are 

reviewed, to ensure 

consistency between the two 

processes.

Risk to Strategic Objective:
2) Risk of non-delivery of agreed quality and clinical improvements (includes the 

risk of non-delivery of a reduction in the mortality ratio)

Lead Executive: Kate Wood / Ellie Monkhouse 01-May-19

Oversight Group: Quality Governance Group 26-Jun-20

Assurance Committee: Quality & Safety Committee

Consequences of Risk 

Materialising:

Negative impact on the provision of quality services resulting in adverse affect on the Trust's reputation with 

service users and regulatory bodies.

Assurance that the issues impacting on this risk are being 

managed:

Mortality 

Improvement Group;

Quality Governance 

Group;

Quality & Safety 

Committee.

Monthly update paper from 

Grant Thornton for MIG, data 

not yet available for during 

their project to gauge impact 

due to historic nature of 

SHMI, Ongoing, following 

6mth extension in June 2020.

Quality Priority 2: – Clinical 

Effectiveness: Reduce mortality 

rates and strengthen end of life 

care;

2a) Mortality Improvement

Mortality clinical lead in post, with improved divisional 

ownership arrangements. 

Mortality Improvement Group, reporting to QGG.

Additional project management support from October 2019.

Medicine appointed divisional mortality clinical lead from 

November 2019.

Collaborative review processes established with NEL and NL 

CCGs to share cases with system wide learning. 

Greater use of CCG incidents reporting mechanism from Jan 

2020 to ensure wider sharing of primary care / community 

'issues' identified by hospital reviewers with CCGs as 

incidents to investigate for learning purposes.

Mortality analyst in post from November 2019.

Development of draft community mortality improvement 

plan led on by colleagues in CCGs.

Process for operationalising policy to support and care 

provision to those recently bereaved agreed at MIG in 

January 2020.

Mortality strategy agreed at MIG in January 2020.

Grant Thornton SHMI focussed Clinical Data Improvement 

Project commenced to review all deaths from February 2020 

for 3 months. Scope approved by MIG in March; monthly 

updates planned from April MIG onwards for duration of 

project. Extension of project agreed for a further 6 months 

from June 2020.

Specific plan agreed to review Covid-19 related deaths for 

learning and improvement purposes; with feedback of 

themes back to MIG.

Mortality Screening Tool developed and in use with the aim 

for 2020/21 to screen 50% of deaths.

Assurance data:

(1) Negative: Quality Priority 

2a: SHMI Higher than 

Expected; SPC consistently 

failing to achieve target.

(1) Positive: Quality Priority 

2a: SHMI Monthly data - NOT 

STATISTICALLY SIGNIFICANT - 

3 months of reducing SHMI; 

Feb 19-Jan 20: 114.5.

Context: Clarificiation from 

NHS Digital that SHMI will 

exclude Covid-19 deaths from 

the indicator.

(2) Negative: Quality Priority 

2a: Professor Mohammed 

Mohammed's report on 

mortality statistics, 2019:  

Disparity in recording of risk 

leading to a lower level of 

expected deaths.

(3) Negative: Quality Priority 

2a: Grant Thornton summary 

report: data quality gaps 

identified; Feb-May 2020.

(3) Negative: Quality Priority 

2a: Grant Thornton summary 

report: Pneumonia diagnosis 

overused leading to inflated 

SHMI performance/outlier 

status; Feb-May 2020.

(4) No Assurance Data Yet: 

Quality Priority 2b: Mortality 

screening: 50% & SJR where 

indicated: 100%.

(4) Positive: Quality Priority 

2b: Mortality reviews have 

met targets set for 2018/19 

and 2019/20. 

(5) Context: Crude mortality 

rate increased during Covid-19 

pandemic.

Assurance sources:

Monthly mortality report;

Monthly SHMI publication;

Professor Mohammed 

Mohammed's report on 

mortality statistics; 

Grant Thornton monthly 

project updates to MIG.

Quality & Safety (to 

encompass M&M) meetings in 

Medicine to recommence fully 

from June 2020. 

Divisional assurances 

reporting to MIG, Ongoing.

Trend RAG Rating:

RED

Issues: Controls: Assurance: GAPS in Controls: GAPS in assurance:
Actions required to 

improve:

Assurance / Oversight 

Group

Surgery M&M arrangements 

to resume, June 2020.

Divisionally owned meeting 

structures to generate 

improvement plans / learning 

lessons.

Quality Priority 1: Patient 

Experience: Improve the Trust 

waiting list with a focus on 40 

week waits, total list size and 

out-patient follow-ups

Gaps in assurance 4: 

Insufficiently trained SJR 

reviewers

SJR training plan reviewed. To 

implement actions, July 2020.
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G

RESPECT Project Lead 

appointed and starting in 

August with roll out planned 

to start in August, policy has 

been drafted and circulated 

for comments across all 

partner organisations.

Gap in assurance 4: 

RESPECT document / process 

not yet in place.

There is a need to improve the 

identification,  planning and 

communication of EOL care 

with greater use of advanced 

care planning tools.

Agreement to adopt Health 

Education England learning 

outcomes for EOL across 

Northern Lincolnshire.  All 

partners have agreed. 

Working group currently 

reviewing mandatory training 

and planning a joint 

partnership education 

programme to start in August 

utilising electronic platforms, 

Timescale: July 2020.

Gap in assurance 4: Medical 

education needs additional 

focus to support identification 

of end of life, advanced 

planning and use of 

anticipatory medicines.

Mandatory EOL training: In 

place for nursing staff; no 

current training in place for 

medical staff.

embed clinican involvement in 

mortality coding to ensure 

sustainability following end of 

GT 6-mth project extension.

plan/proposal to embed 

clinician involvement in 

mortality coding, July MIG 

update.

Process / policy for review of 

deaths linked to SMR 'outlier' 

data needs review.

Gaps in assurance 1, 2 and 3: 

Greater clinical assurance 

needed regarding internal 

identified outliers.

Proposal to MIG on action to 

be taken for 'internally' 

identfied mortality outliers 

following Grant Thornton 

review into data quality, July 

2020.

Gap in assurance 3 & 4:

Mortality 

Improvement Group;

Quality Governance 

Group;

Quality & Safety 

Committee;

NLAG EOL 

Implementation 

Group.

Reviewing existing Trust 

documents already in place 

and agree a standardised pain 

assessment to link into last 

days of life care plan.  Task 

and finish group is has been 

set up to progress this work 

and is bing monitored by the 

NLaG EOL implmentation 

group August 2020 launch. 

End of life care pathway 

guidance documentation 

sourced from another Trust, 

but local adaption delayed as 

a result of Covid-19 and the 

ongoing work with NHSE/I to 

understand processes. To then 

review following process 

mapping exercise completion 

to ensure harmonised, August 

2020.

Task and finish group is 

reviewing EOL training to 

include medics. An EOL 

learning outcome standard is 

to be adopted across Northern 

Lincolnshire to ensure a 

consistent approarch to EOL 

training.  There is an 

agreement to have the 

consistent approrach across 

northern Linconlshire with 

shared training. Ongoing.

System wide EPaCCs system 

across the locality being led on 

by HCV. WebV agreed as 

system of choice for Acute and 

SystmOne for community. 

Agreed that this is the 

platform whereby ReSPECT 

will be shared across 

organisations, timescale: July 

2020.

NEL EPaCCS data sharing 

agreement, HCV leading on 

this, June 2020.

IT Communication: Joined up 

communication with system 

partners.

Gap in assurance 4 and 5: 

Communication of EOL 

advanced care plans or 

palliative care planning could 

be strengthened.

Current Palliative care 

arrangements not optimal - 

SGH does not have 7 day 

service; DPoW service is not 

comparable to SGH

Quality Priority 2: – Clinical 

Effectiveness: Reduce mortality 

rates and strengthen end of life 

care;

2b) End Of Life (EOL) Improvement

NLAG EOL Implementation Group (recently reformed); EOL 

also moved internally to sit within Community & Therapies 

Division.

System chair appointed to focus on EOL improvements, Q1 

2020.

Multi-agency EOL Strategy Group with wide membership 

with improvement action plan. 

Committment from partners to work collaboratively as a 

system. NHSE/I support with partnership working to 

strengthen arrangements and multi-agency Governance 

structure.

Operational lead and strategic lead for the Trust.

Care in the last days of life document in place.

Palliative Care Consultant in place at SGH; good links with 

Hospice arrangements.

RESPECT working group established [not meeting due to 

Covid-19]. RESPECT Project Lead appointed to, start date to 

be confirmed. Focus on roll out across the locality.

Local annual audit plan based on CQC feedback, 

improvements.

Strengthened definition of EOL staff groups in line with CQC 

core services.

Assurance data:

(1) No Assurance Data Yet: 

Quality Priority 2e: Gather 

patient and carer feedback for 

end of life care with local 

hospices.

(2) Negative: CQC report 

findings (February 2020) 

identified further 

improvement work required 

for EOL.

(3) Negative: Themes from 

Incidents, Complaints, 

Mortality reviews: Care in the 

last days of life pathway not 

fully being used.

(4) Negative: Theme from 

mortality reviews: Gaps in 

advanced care planning 

(Primary and Secondary Care) 

leading to poor EOL 

experience; increased 

'inappropriate' admissions; 

increased SHMI.

(5) Negative: Lower level of 

palliative care coding at DPoW 

compared to SGH.

Assurance sources:

EOL KPIs reported to NLAG 

EOL group.

Complaints and Incidents 

relating to EOL.

Mandatory training data 

relating to EOL.

Mortality themes relating to 

EOL.

E-NEWS on WebV.

Deteriorating patient and Sepsis working group.

Assurance Data:

(1) Positive: Quality priority 

2c: (Adults) NEWS completed 

A

A

A

A

R

Gap in assurance 3: need to 

improve documentation and 

cater for EOL patient needs i.e. 

chronic pain management.

CQC improvement work: No 

standardised pain assessment 

tool across the Trust.

EOL KPIs/ Measures/ 

objectives to be set that are 

clear and encompass all key 

areas requiring improvement 

(CQC; Mortality themes; EOL 

improvement planning).

Draft KPIs drafted for approval 

at MIG in June 2020 maps to 

CQC and Mortality themes. 

Gap in assurance 5: 

Differences in palliative care 

provision between DPoW and 

SGH; impact on HSMR and 

quality of EOL planning.

NHSE/I support in reviewing 

how the service is delivered 

using process mapping. First 

session held, further events 

planned during July. 

September 2020.

Gap in assurance 4:

Patients at EOL admitted to 

hospital when no care 

advanced plan.

Identify good examples of best 

practice i.e. SWAN model for 

what good EOL care looks like, 

July 2020.

15



R

R

A

G

R

Insulin related medication 

safety incidents reported via 

DATIX identfies gaps in insulin 

medication awareness.

CNS targetting training on 

needs identified through 

incident reporting, update 

from CNS to Safer Medications 

Group, July 2020.

Gap in assurance: availability 

of insulin leading to 

medication safety incidents

Reviewing stock of insulin to 

ensure availability, May 20.

Gap in assurance 3:

Audit needed to provide 

assurance on blood sugar 

management 

Undertake audit to monitor 

performance against this 

quality priority, TBC.

Gap in assurance 4: 

Mandatory training not yet 

meeting 85% target.

Gap in assurance 6:

OEWS performance data not 

yet reported for assurance to 

the deteriorating patient 

group.

Obtain OEWS information 

for monthly reporting and 

assurance purposes, July 

2020.

Gap in assurance 2:

Quality priority 2c: (Children) 

NEWS completed within 

timescales to 85% (with 30min 

grace).

Additional data collected to 

monthly audit tool, to be 

available during July to 

measure performance in 

June 2020.

Oxygen guideline and policy 

need to be harmonised and 

approved for use.

Oxygen guideline to be 

approved individual 

governance groups and by DP 

group, June 2020.Gap in assurance 5:

Ward Assurance Tool Audit 

data demonstrates Oxygen is 

not being consistently 

prescribed.

Sepsis screening tool to be 

remoddled on Web V, July 

2020.

Greater clinician 

representation and 

involvement in the 

deteriorating patient and 

sepsis improvement plan, 

discussion at MIG, July 2020.

A

Electronic data not available 

to provide assurance that 

action taken in response to 

NEWS >5 either: 

(1) Sepsis screening/actions 

or;

(2) Non-sepsis, appropriate 

escalation.

New deteriorating patient 

policy (including acute and 

community) has not yet been 

approved.

Draft escalation policy 

(including Oxygen) to 

streamline and simplify. 

Approve in Deteriorating 

Patient Group and 

Governance Groups, June 20.

Deteriorating Patient 

Group reporting to 

Mortality 

Improvement Group

Application for QSM funds to 

appoint dedicated 

improvement post 

unsuccessful.

WebV V3.0 enables 

notifications linked to 

deteriorating patient to be 

issued, not yet available, 

but in the meantime 

proactively plan draft 

specification for how this 

will work for approval by 

Deteriorating Patient 

group, August 2020. 

Insufficient resource. 

Attempting to mitigate gap 

with Divisional Head of 

Nursing – Surgery and Critical 

Care taking lead role with 

project support from the 

improvement team.

Gap in assurance 4:

Higher incidence of mortality 

associated with sepsis 

condition specific mortality 

during February 2020.

Specific mortality review 

project to be undertaken to 

look at sepsis related 

mortality, July 2020.

WebV sepsis reporting issues 

now resolved. Gap in 

assurance: outcome data not 

yet reported to understand 

and improve performance, 

July 2020 to report data.  

Feedback received by 

Deteriorating Patient and 

Sepsis group that WebV sepsis 

screening not very user 

friendly.

Diabetes Nurse Specialists in post at both sites and see ward 

referred patients.

Safety Medications Group considers the findings from the 

Safer Medicines dashboard, including insulins.

Diabetes Nurse Specialist at both sites working to share 

lessons learnt, raise awareness regarding insulins, undertak 

training and follow up on DATIX incidents.

National E-learning package has been reviewed and deemed 

approved for use in the Trust in the future [000 Safer Use of 

Insulin]. Now rolled out for access by staff. 

Assurance data:

(1) Positive: Quality Priority 

3d: Blood glucose checked 

when indicated by NEWS; SPC 

demonstrates consistent 

performance for NEWS; May 

2020: 100%.

(1) Negative: Quality Priority 

3d: Blood glucose checked 

when indicated by PEWS; SPC 

does not demonstrate 

meeting target consistently; 

May 2020: 95%.

(2) Positive: Quality Priority 

3b: No significant harm from 

reported insulin incidents; SPC 

demonstrates meeting target 

consistently; May 2020: 0%.

(3) No assurance yet: Quality 

priority 3a: No data yet 

available.

(4) Negative: Insulin 

mandatory training data not 

yet achieiving 85% target, May 

2020: 82%.

Assurance sources:

National audit results.

Gap in assurance 4:

Gaps from audit in escalation 

when NEWS <7.

Gap in assurance 1:

Improvements needed in 

some ward areas.

Quality Priority 2: – Clinical 

Effectiveness: Reduce mortality 

rates and strengthen end of life 

care;

2c) Deteriorating Patient & Sepsis

Deteriorating patient and Sepsis working group.

Updated deteriorating patient policy for inpatients ratified 

by the working group, to be approved by Governance 

groups.

Sepsis specialist nurse.

Work stream within Improving Together.

Central budget identified for replacement of hand-held 

devices and workstations on wheels.

Ward areas reissued NEWS escalation toolkits containing 

guidance and ward based education provided.

Refreshed sepsis training being provided.

WebV data collection and reporting process resolved to 

enable ongoing monitoring and reporting .

WebV amendment live on 26 April to change the process for 

the screening tool to enable this to retrigger sepsis screen in 

12 hours time. 

2c: (Adults) NEWS completed 

within timescales to 85% (with 

30min grace): SPC - 

consistently above 85% target; 

[May: 91.5%];

(1) Negative: Some ward areas 

are not achieiving 85% 

consistently;

(2) No Assurance Data Yet: 

Quality priority 2c: (Children) 

PEWS completed within 

timescales to 85% (with 30min 

grace);

(3) No Assurance Data Yet: 

Quality priority 2d: Improve 

frequency of sepsis screening 

and robustness of reporting; 

(4) Negative: Audit of action 

taken in response to NEWS: 

April 2020 data:  54% not 

escalated (included within this 

are those where escalation 

was likely not appropriate i.e. 

at EOL phase; had previously 

been escalated and treatment 

was still in line with the plan).

(4) Negative: Increasing rate 

of mortality associated with 

Sepsis from Feb 2020 [June 

Mortality Report].

(5) Negative: Oxygen 

prescribing practice. WAT 

Audit Results demonstrate 

inconsistent prescribing of 

Oxygen.

(6) No Assurance Data Yet: 

OEWS performance data not 

yet available for reporting and 

assurance purposes. 

Assurance sources:

PowerBI dashboard;

Sepsis manual audits link with 

DATIX incident reporting 

process should there be 

significant delays identified;

Oxygen added to the Ward 

Assurance Tool for assurance 

purposes.

Seek update on action being 

taken, July 2020.

G

A

A

A

Quality Priority 3: Patient Safety: 

Improve the management of 

diabetes;
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A

Quality & Safety 

Committee; 

Quality Governance 

Group;

PRIM

A

Cancer MDT Business 

meetings not quorate.

Quality Surveillance (QSIS) 

annual submission: no 

improvements in recent years. Write to Cancer Lead, cc: DCD 

within Clinical Support 

Services to support focus on 

Cancer Tumour Site 

improvement in oversight and 

governance processes, April 

2020.

Cancer Board meeting but not 

quorate.

QSIS improvement plans 

delivery; lack of assurance in 

monitoring of delivery.

Tumour site MDTs not 

focussed on QSIS Standards.

GP FIT testing underway for 

Colorectal cancer 2ww 

referrals to support 

prioritisation and clinical 

triage within the Trust, 

ongoing.

Divisional activity planning, 

ongoing.

Develop rapid diagnostic 

centre to support with 

recovery pathways (a National 

inititative); Steering group by 

Q2, Pathway end of Q3, Test 

pilot of pathway in Q4. 

Colorectal cancer tumour site 

is significantly impacted upon 

by by gaps in 

Endoscopy/Colonoscopy 

capacity resulting in a 

significant proportion of the 

Trust's backlog being within 

colorectacl tumour site.

Recovery modelling 

demonstrates that diagnostic 

capacity - particularly 

Endoscopy/Colonoscopy is 

insufficient to meet 2ww 

recovery demand.

Test pathway compliance 

post Covid-19, data 

pathway analysis, end of 

Q3 2020/21.

Cancer Board; Planned 

Care Board; 

Quality & Safety 

Committee;

Quality Governance 

Group

R

Elective Care Cell within the 

ICS (including cancer services) 

focussed on recovery across 

the ICS.

R

Lung cancer: no MDT for 

mesothelioma.

Working with HUTH to 

establish, Q1 2020/21. 

Temporary arrangement in 

place to discuss Mesothelioma 

within Hull MDT.

Team and Individual job 

planning facilitating morning 

board rounds to be completed 

by end of July 2020. 

Corporate lead in post for SAFER; Clinical lead in post for 

SAFER (Division of Medicine).

Appointment of additional management support in Medicine 

to focus on management of flow.

Monthly performance reviews with medicine ward 

managers/matrons, where SAFER progress is reviewed.

Cardiology have moved to a consultant of the week model 

which has supported SAFER principles.

SAFER Project Group assembled and meeting fortnightly, 

group consists of medical, nursing and management leads.

Action plan in place from SAFER Project Group.

Assurance data:

(1) Negative: Length of Stay 

for non-elective patients and 

Bed occupancy above 85%.

Assurance sources:

Performance monitoring 

system that produces weekly 

reports demonstrating 

compliance [Process needs to 

be reviewed and amended].

Finance and Performance 

Committee assurance paper 

prepared and submitted to 

F&P for June 2020. 

KPIs included within the 

assurance report including 

outcomes and wider context 

relating to length of stay and 

bed occupancy.

Need for Consultant led-board 

rounds, in the morning, every 

day supported by MDT to 

mobilise daily dicharges.

Need assurance that SAFER 

features within team and 

individual job plans.

Quarterly thematic analysis 

reasons for breaches, 

Cancer Board, Ongoing.

AD of cancer support 

divisions link thematic 

analysis to pathway 

improvement planning 

within divisions, Q4 

2020/21.

HUTH Oncology services 

consolidattion onto single site 

(DPoW; Jan 2020), overseen 

by clinically led steering group. 

Review delayed due to Covid-

19, delayed until Sept 2020.

Insufficient capacity / not able 

to flex capacity to meet 

demand.

Not meeting 62 day cancer 

performance targets (62 day 

1st RTT, and screening).

Operations centre model in 

place with dedicated Care 

Navigators in charge of patient 

flow at ward level.

Operations Centre remodelling 

paper draft 1 reviewed and 

revisions required, 2nd draft 

drawn awaiting costings, to be 

approved by COO and then 

submitted to TMB, 6 July 

2020.

Current Care Navigators are 

unable to fulfill their 

responsibilities consistently to 

support discharge planning 

and patient flow.

Performance monitoring 

system that produces weekly 

reports demonstrating 

compliance.

Clinicians not reviewing root 

causes for breaches monthly.

Develop divisional dashboards 

containing improvement plan 

within PowerBI, 2021.

Significant undiagnosed 

cancer patient backlog as a 

result of Covid-19 pandemic 

which exceeds current 

diagnostic capacity.

R

Command centre for NLAG to 

support clinical decision 

making relating to discharge 

with the use of artificial 

intelligence / predictive 

analysis of data. Quality Priority 5: Patient Safety, 

Experience & Clinical Effectiveness: 

Improve safe flow and discharge 

through the hospital focussing on 

outliers, late night patient transfers 

and discharges before noon;

5a) SAFER Implementation

Tender process to commence 

from 1 July 2020 supported by 

NLAG Procurement Team.

Effective discharge planning 

needs to be supported by 

WebV module including 

demand and capacity analysis 

of discharges vs. community 

based beds; virtual wards and 

Discharge module to be built 

with information to support 

discharge planning as well as 

ancillary benefits to provide a 

revised discharge summary. 

Web V development team 

have finalised timescales and 

software development has 

commenced, July 2020.

Quality Priority 4: Patient 

Experience & Clinical Effectiveness: 

Improve the effectiveness of cancer 

pathways focussing on time to 

diagnosis;

Central cancer team, with Cancer lead in post.

PTL:

Cancer weekly PTL and escalation process;

Weekly Cancer PTL meeting - changed to 6 weekly focus on 

top 5 specialties which account for 80% of breaches;

Dedicated sub-PTL for Covid-19 if pathways have been put 

on hold.

Oversight:

Weekly Divisional General Manager Waiting List Assurance 

Meetings with all divisions;

Weekly attendance by Path Manager to PTL to improve 

turnaround times/escalation;

PRIM meetings with divisions includes focus on Cancer;

Cancer Board meeting; underpinned by individual tumour 

specific MDT Business Meetings;

Improvement planning:

System wide 62 day improvement plan in place focussing on 

7-day 1st appt, 28 day definitive diagnosis, IPT by Day 38, 

Treatment by Day 62 (approved at Planned Care Board Sept 

19); 

Outsourcing contract for diagnostics has supported reducing 

turnaround times;

Patient Triage arrangements in place for Urology and Lung;

Colorectal drafted and go live Q1 2020;

Joint bi-monthly cancer board re-established following 

temporary pause linked to Covid-19;

Diagnostic timescales in pathology and radiology being met.

Covid-19 RECOVERY planning:  

Significant impact on improvement planning from Covid-19. 

Controls in place linked to Covid-19 recovery: 

Modelling data available to plan for impact of 2ww recovery 

on diagnostic capacity

Management of demand:

Consolidation of HUTH Oncology Services onto the DPOW 

site within NLAG (Jan 20);

Single site MDT implemented for Lung Cancer (Jan 20);

Capacity and demand planning for recovery has commenced;

Single site colorectal MDT has commenced on the 8 April 

2020. All referrals are also now being clinically assessed and 

where appropriate streamlined for straight to test telephone 

assessment. 

IPR. Power BI reporting 

(including ability to compare 

tumour site performance). 

Not meeting 62 day 

performance targets (62 day 

RTT and screening).

PRIM divisional update.

Continued improvement seen 

in Pathology turnaround 

times.

Quality Priority: Positive 

results seen to date from the 

implementation of 

triage/straight to test in Lung, 

Urology and Colorectal.

Faster pathways defined and 

in place for all 4 priority 

pathways: Lung, Urology, 

Colorectal and upper GI 

(supported by necessity linked 

to Covid-19) (evidence of sign 

off to be obtained).

Meeting the following cancer 

standards: 

14 day standard

Breast symptomatic standard

31 day standard.

Covid-19:

Modelling data available to 

support planning for 2ww 

recovery and diagnostic 

capacity;

National guidance released 

regarding cancer recovery, the 

Trust is implementing this;

Elective Care Recovery 

Planning underway - all 

divisions. 

Gaps in oncology due to staff 

absence / vacancy.
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Gap in assurance 1:

Gaps identified at divisional 

level in compliance with 7DS 

standards.

Quality & Safety 

Committee; 

Quality Governance 

Group;

PRIM

Gap in assurance 1:

NHSE/I scheduled assessment 

of Trust 7 day services in 

September using the Board 

Assurance Framework model 

has been suspended due to 

Covid-19 pandemic.

Quality & Safety 

Committee; Specialty 

Business & 

Governance Meeting.

Interim actions: Discussions 

with CSS to develop an 

integrated multi-professional 

team encompassing Theatres, 

Diagnostics and OPD Nursing, 

ongoing.

Following a number of 

reported serious harm 

incidents an external clinical 

harm review was 

commissioned. 

Feedback from external 

clinical harm  review has been 

received and 4/13 cases have 

been identified as probable 

harm  which are being 

progressed via the Trust's SI 

process, await outcome of 

investigation.

Deputy MD to discuss with 

Shaun Stacey operational gaps 

and how to progress these, 

June 2020.

Inclusion of gaps on divisional 

risk registers, April 2020.

Medicine division undertaking 

local 7DS audit to test out 

impact of AAU model on 7DS 

standards, ongoing.

Performance monitoring 

system process not formally 

established.

Specific gaps in some 

specialties preventing the 

meeting of 7Day Service 

standards.

A

A

Interim action: Lift and shift 

with planning and 

mobilisation meeting with 

external provider happening 

during July 2020.  

Interim action: Continue to 

schedule surgical patients as 

per their clinical categorisation 

utilising capacity at St Hughes 

and Goole to minimise the 

number of 40+ week 

breaches, ongoing.

Clinical service concern (CSC): 

Ophthalmology

Green light to do lift and shift - 

meeting with independent provider 

next week to get the planning and 

mobilisation and start to transfer 

patients to support sustainable 

waiting list. 

1902 overdue f/u

Clinicians reviewing cases and risk 

stratification, done more clinics and 

theatres stood down, so made 

progress during Covid-19

Specialty Business and Governance Meeting.

Clinical Lead appointed.

Assistant Business Manager to focus on performance and 

activity 

Weekly meetings with team members; team leaders and with 

service lead to focus on backlog waiting list and management 

of PTL (daily for RTT and weekly for Lucentis).

PTL identification of patient by condition, risk stratification 

employed to bring the patient forward based on 

risk/urgency.

Failsafe officers in post.

Reduction of overdue f/u backlog:

(a) Changes in working practices due to Covid-19 working 

restrictions;

(b) Sourcing additional capacity from independent providers 

via the CCG - agreed in principle during June.

Assurance data:

(1) Positive: Progress made in 

reducing the overdue and 

unbooked f/u waiting list; 

June 2020: Trust-wide: 1,286.

Assurance sources:

Weekly specialaty tri meetings 

with the Assistant General 

Manager, Clinical Lead and 

Matron;

Quarterly updates presented 

to Q&S committee for 

assurance;

Quality Governance Group 

update on a monthly basis;

Validation of patients on PTL 

without a due date; these are 

being reviewed as part of the 

Clinical Harm process and 

based on risk/urgency, 

provided with an 

appointment;

Performance report submitted 

to senior tri on a weekly basis 

to assure and monitor backlog 

position;

External expert reviewer 

appointed to review patients 

who are potential 

moderate/severe harm;

Clinical engagement with 

agreeing what elements of 

the Opthalmology service can 

be 'Lift and Shift'.

Equipment replacement 

identified and risk assessed. 

Sent to Equipment Group for 

funding, awaiting outcome.

Equipment to be identified to 

support virtual working 

including video consultations 

as suggested by the Royal 

College during Covid-19. 

Refresh Capacity & Demand 

work in line with revised 

booking rules due to Covid-19 

Gaps in assurance 1:

High number of overdue 

follow ups continues in SGH. 

Overdue and unbooked f/u 

Trust-wide is currently: 1,286, 

majority remain at SGH. 

Older equipment coming to 

end of usable life and a 

shortage of equipment to 

support virtual working.

Multi-professional team (OP 

nursing and theatre teams) 

currently all working under 

different divisions which 

prevents effective staff 

development and flexibility of 

service provision.

R

Lack of measurement systems 

to track progress of SAFER 

within various 

divisions/wards/services.

Working with Information 

services to develop a SAFER 

dashboard, July 2020.

Quality Priority 6: Patient 

Experience: Improve the quality and 

timeliness of complaints responses 

using a more individualised 

approach.

Quality Priority 5: Patient Safety, 

Experience & Clinical Effectiveness: 

Improve safe flow and discharge 

through the hospital focussing on 

outliers, late night patient transfers 

and discharges before noon;

5b) 7-Day Service Implementation

Lead for 7DS identified from the Corporate perspective of the 

Medical Director's office.

Assurance data:

(1) Negative: 7Day Services 

(7DS) Board Assurance 

Framework (2020). Gaps in 

specific specialties preventing 

compliance with standards 2, 

6 and 8. 

(2) Negative: Length of Stay 

for non-elective patients and 

Bed occupancy above 85%.

Assurance sources:

7 Day services generic action 

plan and gap analysis, greater 

assurance obtained in that 

specific divisional 

requirements is now 

available. Detailed 

understanding of gaps within 

divisions now available and to 

be reported to Q&S in March 

2020.

NHSE/I 7DS Board Assurance 

Framework.

Lack of documentation to 

evidence compliance with 7 

day standards. 

Gap in assurance 1:

10% shortfall due to illegible 

and/or undated entries.

Amend WebV document to 

include grade of clinician 

reviewing pt, Dec 19. Trial it, 

March 2020.  Audit timescales 

to be confirmed.

based beds; virtual wards and 

step down facilities managed 

by NLAG.

Restructure of Discharge 

planning process resulting in a 

review of a single list of 

medically fit patients at site 

level by the multi-disciplinary 

team on a daily basis. Review 

of progress also to be done 

subsequently at 5pm on daily 

basis, 22 June 2020. 

Project structure needs to be 

developed to coordinate the 

implementation of SAFER 

across all divisions in NLAG
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A

Safer Medication 

Group; 

Quality Governance 

Group

ED Governance 

Meeting;

Medicine Governance 

Meeting;

Quality Governance 

Group;

Quality & Safety 

Committee

Lack of assurance regarding 

scale of omitted doses; 

incident reporting not fully 

representative.

Mini-audit / EPMA data 

requires further information 

to ascertain if new prescribed 

doses omitted or if existing 

prescriptions to quantify risk.

Continued programme of mini-

audits and EPMA data to 

measure performance and 

provide assurance.

Medicines Management 

Nurses obtain feedback from 

ward managers regarding 

EPMA omitted doses data 

being shared for usefulness, 

July 20. 

Improvements in divisional 

awareness / sharing of data to 

enable lessons learnt, 

assurance required that this is 

improving prescribing 

practice. 

Trust mandatory training is 

recommencing with additional 

resuscitation team training to 

support increassed PILS 

training, ongoing and 

monitored as part of the 

Division's CQC improvement 

plan.

Streaming and triage training 

for the paediatric patient to be 

complete by December 2020.

R

R

A

Insulin related medication 

safety incidents reported via 

DATIX identfies gaps in insulin 

medication awareness.

A

Lack of system wide 

ophthalmology approach.

Longer term actions: Work 

with strategic Humber Services 

review to plan for 

sustainablility of services. 

Ongoing.

booking rules due to Covid-19 

restrictions, working to 

identify the shortfall with 

informatics team, scoping out 

impact of external provider 

support, end of July 2020.

Develop trajectories to 

determine waiting list position 

by year end, taking into 

account consideration - (a) 

reduced demand; (b) 'Lift and 

Shift' capacity; (c) change in 

booking rules due to Covid-19, 

end of July 2020.

Clinical surgical prioritisation 

for outpatient and inpatient 

waiting lists. Risk stratification 

undertaken using RC of 

Opthalmologists and 

reconcilled to Intercollegiate 

RC of Surgeons Guidance to 

ensure harmony of approach 

across division of surgery. 

Ongoing process.

Clinical service concern (CSC): Care 

of the Paediatric Patient in the 

Emergency Department

Flying squad' model in place; with lead Band 7 nurse 

appointed and additional recruitment underway in 

Paediatrics.

'Flying squad' cover available 12 hours a day, 7 days a week.

Band 7 lead role supporting with training framework and 

competencies for ED nurses.

Streaming and triage in place for paediatric patients with 

further training planned along with a train the trainer 

programme commencing in June 2020.

Arrangements in place to access paediatric specialty staff if 

delays of 1 hour or more are anticipated in ED with the 

Paediatric registrar assessing the child.

Increased capacity within the ED with the appointment of a 

Band 7 Clinical Co-ordinator in ED providing 24/7 oversight 

to focus on safety and waiting times.

Due to COVID an escalation pathway for referral to 

Paediatrics and early transfer to the Paediatric ward for 

assessment has been put in place.

ED RN's are supported to attend Lincoln University to 

complete the Paediatric Skills Training course for General 

RN's - this has been impacted on by COVID. x7 have 

attended, x4 have been delayed, course due to recommence 

in October 20.

RCPCH facing the future standards regarding resuscitation 

training are focussed on through mandatory resuscicitation 

training and access to EPALS through internal and external 

providers. 

Assurance data:

(1) Positive: Quality Priority 

3d: Blood glucose checked 

when indicated by NEWS; SPC 

demonstrates consistent 

performance for NEWS; May 

2020: 100%.

(1) No Assurance Yet: Quality 

Priority 3d: Blood glucose 

checked when indicated by 

PEWS; SPC demonstrates does 

not demonstrate meeting 

target consistently; May 2020: 

95%.

Assurance sources:

Dedicated section as part of 

the ED Governance meeting to 

focus on learning lessons from 

incidents, feedback and audits 

related to paediatric care 

provision.

Unable to provide 24/7 

Paediatric cover to the ED.

Pain re-audit undertaken to 

assess impact of actions from 

the first audit, findings 

awaited.

Agreed job description for 

Clinical Educator role in the 

ED, awaiting funding as part of 

Phase 4 of the establishment 

review, working to bring 

forward, Ongoing.

Gap in assurance 1:

There have been serious 

incidents within the ED related 

to the management of the 

Paediatric patient.

Access EPALS training for all 

Band 6 ED nurses to ensure 

each shift has cover, Aim Oct 

20; significant delay as EPALS 

training cancelled due to 

Covid-19. 

Trajectory unclear at this point 

in time - dependant on 

booking courses throughout 

the region and availability 

thereof - impacted currently 

by Covid-19. 

Lack of E-prescribing system, 

currently paper based.

NO LONGER A QUALITY PRIORITY 

FOR 2020/21: TO BE REMOVED 

FROM BAF:

Medication Safety

[Insulin medication safety has been 

moved to fall within the Diabetes 

linked Quality Priority] 

Medication Safety Officer (MSO) in post, 0.2 Medicine Safety 

Pharmacy Technician supporting.

Safety Medications Group considers the findings from the 

Safer Medicines dashboard.

Medicine management nurses / work with wards to 

understand ward level errors.

Some education and training / Induction sessions / Care 

Camp for medications safety and medical gasses. Datix 

feedback to individuals.

Diabetes Nurse Specialist at both sites working to share 

lessons learnt, raise awareness regarding insulins, undertak 

training and follow up on DATIX incidents.

EPMA live at Goole, phase 1 completed. Roll-out planned 

commenced at SGH, following a short pause because of 

Covid-19, roll-out resumed in June.

EPMA Omitted Doses data available (for Goole and SGH roll-

out areas): Ward managers receive daily information 

alongside pharmacy staff. SOP/guidance on action in 

response agreed at SMG in April 20. EPMA faster roll-out 

business case approved and roll-out recommenced during 

June 2020 with the aim of SGH and Goole being fully live end 

of July 2020.

National E-learning package has been reviewed and deemed 

approved for use in the Trust in the future [000 Safer Use of 

Insulin]. Now rolled out for access by staff. 

Increased use of Medicines Safety Newsletter and Inclusion 

Central pharmacy audit 

programme.

Mandatory training: medicines 

management - 94% (no 

renewal).

Safe use of insulin mandatory 

training - 78%. 

Safer Medicines Dashboard 

Data feeding the Quality 

Section of the IPR to QGG / 

Q&S / Trust Board.

Omitted doses report drafted 

following roll-out of EPMA at 

Goole.

Safe and Secure pharmacy 

audit, reported to SMG.

No assurance yet: NHS 

Benchmarking for Pharmacy 

Services work against other 

Trusts for medication incident 

reporting. Delayed as a result 

of Covid-19. 

Monthly mini-audits being 

undertaken (ongoing work). 

Results provide some 

assurance regarding omitted 

doses, both positive and 

negative.

CNS targetting training on 

needs identified through 

incident reporting, update 

from CNS to Safer Medications 

Group, July 2020.

[To move into Diabetes 

Delayed roll-out of EPMA due 

to Covid-19.

G

Goole audit based on EPMA 

omitted doses data, August 

20.

EPMA rollout completed in 

Goole, phase 2 commenced at 

SGH, impacted by Covid-19, 

rollout resumed June; 

trajectory for SGH to be fully 

live by end of July 2020.

G

Difficult to identify prescriber 

when errors to feedback to for 

learning.

Incident data for improvement 

purposes available, but  

accuracy is questionnable.
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G Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.

A Amber: Partially assured, progress is being made in mitigating the issues.

R Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

A

Lack of assurance medicines 

are stored securely in line with 

Medicines Code. 

Current consultant pharmacist 

with the lead for 

Antimicrobials is retiring, 

temporary gap in control and 

impact on Antibiotics 

guardianship. 

Recruitment activities, 

ongoing. 

Assurance to be gained from 

ongoing medicine 

management audits, Ongoing.

R

RAG RATING KEY:

Increased use of Medicines Safety Newsletter and Inclusion 

of key audit data within Integrated Governance Reports 

going to governance, May/Jun 20.

Monthly mini-audit programme being undertaken, 

commence during March 2020.

Increased use of Medicines Safety Newsletter and inclusion 

of key audit data within Integrated Governance Reports 

going to Divisional Governance meetings. 

Action plan from external visit to include: (1) Process 

mapping of existing processes on ward (now completed); (2) 

Review and tighten current Trust Policy, Medicines code 

update (now completed). Policies and procedures in place. 

negative.

Trust now uses national E-

learning package [000 Safer 

Use of Insulin].

A

[To move into Diabetes 

Quality Priority]

Gap in assurance: availability 

of insulin leading to 

medication safety incidents

Reviewing stock of insulin to 

ensure availability, May 20.

[To move into Diabetes 

Quality Priority]
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Strategic Objective: 1. TO GIVE GREAT CARE

*

*

*

*

*

Linked Corporate or High Level Risk Rating HEATMAP:

5 2426 Brexit - (Pharm supply)

*

*

4 2462 (Bus Cont) 2706 COVID-19 (S&CC) 2708 COVID-19 (C&T)

PSA: 2705 2710 COVID-19 (Digital Serv)

2700 COVID-19 (Medicine)

* 2704 COVID-19 (CSS)

3 330 (Major Incident) 2697 (COVID-19) 2571 Brexit (Medicine)

* 2688 (Brexit Transport) 2699 (COVID-19 [W&C]) 2567 Brexit (Surgery)

2701 COVID-19 (Pharmacy)

2699 COVID-19 (Fam Serv)

*

LRF

2 2579 Brexit Transport (W&C)

*

1

1 2 3 4 5

High Risk

Covid-19 to be included within plans for the seasonal flu.

Underpinning Risks: Executive Summary (For full list of underpinning risks - see Section 3 Appendix)

Likelihood (1-5)

Key: 15-25. 8-12. 4-6. 1-3.
Moderate 

Risk
Low Risk

Very Low 

Risk

Risks to the provision of core Trust services following external events on the Trust (i.e. ‘Brexit' and access to medicines/medical treatments, 

devices, the workforce and access to some forms of diagnostics; ability to meet the demands from pandemics).

Monthly Executive Highlight Report: Risk tracking trend over time: Severe (Major) consequence: 4 x 4: Likely = RR of 16 [Meeting Target]

Risk to Strategic Objective:
3) Adverse impact of external events (i.e. Britain's exit from the European Union; 

Pandemic) on business continuity and the delivery of core services.

Trust Executive lead overseeing the Trust's response with other Executives taking lead roles on critical related areas 

to ensure a prioritised response.

Continued management and response to phase 2 of Covid-19 including further implementation of actions within the 

Trust's premises to ensure social distancing and adherence to other guidance.

Risk Description:
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The heatmap demonstrates the current local risks that relate to or underpin the management of this strategic risk. 

No changes to the underpinning divisional risk registers have been changed during this month.

Monthly Executive Highlight Report: Plans for next month:

Maintain readiness via central Brexit mailbox to receive cascade information and to maintain Brexit lead persons. 

Ongoing management of the Covid-19 pandemic and communication of key messages.

Current work underway is to create Covid secure workstatations and planning for shielding staff coming back to work 

during July and to maintain social distancing making continued use of remote working. 

Recognising higher incidence at SGH during phase 1, plans for phase 2 include options for increasing the number of 

side rooms available, making use of AAU.

Covid-19 classified by WHO as a pandemic. Affecting countries across the world. UK Government has relaxed some of 

the stricter measures taken moving the country out of 'lockdown' with non-essential locations re-opening late 

June/early July. 

The Trust's response to the pandemic during phase 1 has tested capabilities and provided assurance that the 

management of the pandemic has been appropriate.

The management of phase 2 of the pandemic has commenced with the restoration of services, screening for patients 

and visitors to the Trust in line with national guidance and roll-out of mandatory use of faces masks for staff and face 

coverings for visitors to Trust premises from the 16 June.

The incidence of Covid-19 has been significantly higher in North Lincolnshire affecting Scunthorpe and Goole than 

North East Lincolnshire and Grimsby based services. The incidence of Covid-19 in the Trust is now very low with a 

period of time where no patients with Covid-19 have been within the Trust. The national prevalence is now also 

much lower (1 in 1700).
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STRATEGIC OBJECTIVE: 1. TO GIVE GREAT CARE

Date added:

Last updated:

G Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.

A Amber: Partially assured, progress is being made in mitigating the issues.

R Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

G

Use of laundered gowns is 

to be a last resort option 

only, ongoing monitoring.

If last resort option 

needed, gowns to be 

laundered in line with 

recent CAS alert/IPC 

advice, ongoing 

monitoring.

Pandemic: Issue 6: Phase 2 

response:

National guidance received and being operationalised 

with oversight from Recovery Activity Board.

Restoring operations and procedures and 

interventions and a few issues - social distancing; 

screen people before entry to site (14 days self 

isolate); Looking at how we do more work on current 

footprints - keep left - taping of floors etc.; thermal 

monitroing of entrances; signage.

Risk assessment processes related to Covid-19 (BAME, 

workplace) in place.

Social distancing steps taken within Trust premises, 

with reminder signage and estates work in place.

Challenges in restoring 

operations and procedures 

in line with screening and 

self-isolation requirements 

Pandemic: Issue 3: Equipment 

avilability, allocation, training 

and advice

Pandemic: Issue 4: Staffing of 

extended ICU facilities (inc. 

different staffing models)

Pandemic: Issue 5: 

Development of facilities 

(including greater ICU capacity) 

and options around bringing 

other facilities into use

Nominated Executive Directors leading on specific 

aspects of Trust response to Covid-19, with overall 

lead executive. Non-Executive Director also supporting 

focus on.

Daily stock checks completed by procurement and 

returned to the centre. Regional PPE cell established 

with links to the LRF and daily regional discussions; 

Mutual Aid group meets daily to review PPE needs of 

organisations and supports in cases of shortage; 

National/regional arrangements in place to order/loan 

additional equipment with daily updates received. Due 

to previous shortages of Haemofiltration consumables, 

to meet the demands of patients during pandemic, 

regular stock updates and returns are in place with 

regular feedback.

Purchased 20 respirator hoods to reduce reliance on 

disposable masks/googles; 500 reusable half masks to 

reduce the reliance on FFP3, ordered.

External support provided to the Trust with additiional 

fit test trainers.

Red/Green/Yellow A and Yellow B zones have been 

implemented to support to mitigate infection spread 

with latest PHE guidance being used to guide staff in 

these zones and dependant on clinical 

procedures/investigations being undertaken what PPE 

is required.

Critical care facilities have been expanded using 

Theatres with red/green zones. Critical care facilities 

were sufficient during phase 1 of the pandemic, 

ICU/ITU now have capacity for Covid-19 patients and 

sufficient isolation facilities to meet demand.

Ongoing management of available machines with 

escalation to regional/national loan arrangements, 

ongoing as business as usual activity. High flow oxygen 

capacity planning involving critical care teams and 

Estates teams in place and supporting ensure safe and 

sustainable use of oxygen. Increased staff training and 

competency to operate anaesthetic machines 

following large scale training programme mobilisation.

Public Health England (PHE) guidance followed by the 

No significant concerns 

with regard to equipment 

availability has been 

identified during phase 1 of 

the pandemic response.  

Public Health England 

guidance followed.

Risk assessment completed 

for options appraisal if fit 

testing not able to be 

completed due to a lack of 

consumables.

HSE Guidance in place and 

followed by the Trust.

National guidance released 

dealing with laundering of 

gowns - last resort for the 

Trust - only to make use of 

this option following a 

detailed consideration of 

risk assessment and 

documented rationale 

behind decision making will 

be needed.

Antibody testing now 

rolled out, initially 

restricted, now available 

for all staff; 4,000 tested to 

date. Analysis of results by 

clinical area/staff group 

underway. Higher 

prevalence SGH at than 

DPoW. 

Ongoing work as part of 

BAU incident management 

by line managers with 

central Trust guidance and 

advice.

Point prevalence testing of 

500 staff working in 'green 

zones' to ID any 

assymptomatic but C-19 

positive. Lower proportion 

than seen nationally.  

Larger scale staff screening 

has not detrimentally 

impacted service delivery 

through staff absence 

during phase 1. 

Interpretation and 

implementation of national 

guidance to support 

recovery, ongoing.

To date, the Trust has not 

reached a point where 

availability of equipment 

has required external 

escalation. Ventilators 

accessed as part of national 

approach of increasing 

capacity

Ongoing work to assess 

and create 'Covid Secure' 

workstatations for staff 

following implementation 

of face masks for all staff 

on NHS Premises. Using 

HSE risk assessment.

Planning underway to 

integrate staff groups who 

were shielding and 

continue to support staff 

working remotely. 

Risk assessment process 

agreed and operationalised 

for BAME staff who are at 

increased risk of Covid-19.

Number of completed risk 

assessments suggests this 

has not been completed 

for all staff in these risk 

groups. 

Trust Board

Trust Management 

Board / Trust Board

G

G

G

G

G

G

G

G

Audit, Risk and Governance

Pandemic: Issue 1: Overall 

Executive and Operational 

Leadership and planning

COO is the lead Executive Director; with other 

Executives taking allocated lead roles on related 

issues. Operational leads in place and virtual Incident 

Coordination Centre established.

Divisional business specific risks being identified and 

scoped out with feedback to the Emergency 

Preparedness team for central collation and publishing 

on the Hub site.

Twice daily operations meetings, daily strategic 

planning / management meeting and daily Executive  

meeting overseeing Trust response. Generic mailbox is 

receiving daily updates/guidance/requests for returns 

and these are logged for action/assurance.

Mutual Aid group meets daily to review PPE needs of 

organisations and supports in cases of shortage. 

Visiting arrangements changed and implemented. 

Red/Green/Yellow A and Yellow B zones implemented 

to mitigate against infection spread.

Trust linking in with EPRR regional teams and Humber 

Pandemic: Issue 2: Trust Staff

POE Executive Director leading on HR Guidance and 

duty of care aspect of Trust response to Covid-19.

Communications team issuing daily updates to Trust 

staff.

Increased VPN/network access and arrangements 

made to enable larger scale remote working for staff.

Covid-19 Hub site enabling communication with staff 

and responding to FAQs.

Increased staff testing now available with sufficient 

capacity to meet demand. Now opened up to non-

NLAG staff also.

Staff swabbing ongoing, now business as usual, in line 

with national guidance; Staff screening and 

symptomatic staff self-isolating in line with national 

guidance, ongoing BAU. Antibody testing now 

available to all staff, ongoing BAU.

BAME risk assessment process agreed and 

communicated to all staff.

Facemask go live for all Trust staff in all areas from the 

16 June 2020, and facecoverings required of patients 

and visitors.

Covid-19 workplace risk assessment in use to assess 

and determine 'Covid Secure' locations. 

Social distancing reminders and notices affixed accross 

Issues: Controls: Assurance:

Risk to Strategic Objective:
3) Adverse impact of external events (i.e. Britain's exit from the European Union; 

Pandemic) on business continuity and the delivery of core services.

Consequences of Risk 

Materialising:

* Inability to provide core service functions; 

* Medicines and medical supplies with a short shelf life could become short in supply; 

* Shortage of radiopharmaceuticals would impact adversely on diagnostics and cancer care; 

* Increased demand on Trust services as a result of a pandemic and risks to the Trust's workforce;

* Inability to deliver medical treatments, devices due to pandemic impact on estate or workforce resulting in a 

requirement to minimise contact or use personal protect equipment at all times.

Assurance Committee:

01-May-19

Oversight Group: Trust Management Board 26-Jun-20

Lead Executive: Shaun Stacey

Trend RAG Rating:

GREEN

Assurance / Oversight 

Group

Actions required to 

improve:
GAPS in Controls: GAPS in assurance:

Assurance that the issues impacting on this risk are being 

managed:

Ongoing piece of work, 

currently awaiting national 

guidance.

Brexit: Issue 5: EU Data sharing

Ongoing piece of work, 

currently awaiting national 

guidance.

Brexit: Issue 2: Impact on the 

timely access to medical devices.

RAG RATING KEY:

Local Brexit planning group, stood down at present to await 

national developments.

Brexit Clinical Group to support clinical prioritisation of 

medicines and medical supplies, stood down at present to 

await national developments. 

Brexit: Issue 3: Impact on the 

timely access to non-medical 

consumables.

Local Brexit planning group, stood down at present to await 

national developments.

Business continuity plans 

revised and updated in 

connection with 'Brexit'.

Brexit: Issue 1: Impact on the 

timely access to medicines.

Reduced access to general sales 

medicines could increase patients 

accessing urgent care services for 

support with normally self-

managed conditions.

Regional EPRR scenarios and 

planning exercises in 

preparation for 'Brexit' have 

been undertaken alongside 

partners, including scenarios 

involving transportation, 

freight and traffic around local 

docks with resulting action 

plan.

Brexit: Issue 4: Financial risk from 

non-UK patients becoming 

chargeable as the Trust leaves the 

EU Single Market.
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Strategic Objective: 2. TO BE A GOOD EMPLOYER

*

*

*

*

*

*

*

Linked Corporate or High Level Risk Rating HEATMAP:

*

*

5 2530: Nursing skill mix

* 2421: Nurse staffing

*

*

4 2684: Employment checks 2431: Clinical Engagement 2490: Midwife staff 1800: Radiologist staff

* 2682: Working lives jnr docs 2279: Med staff (Surg) 2140: Nurse (wd25/28)

2743: Open access staff (Fam Serv) **NEW**2163: E&F workforce 2145: Nurse staff (Med) **INCREASED**

2741: Consultant gaps in breast service **NEW**2359: Med staff (Med)

3 2449: Paediatric staff 2423: Mand training 2261: Pathlinks staffing 2691: PSA Pathway Admin

2576: Paediatric ECC 1775: Bank Mand train 2255: Therapies staffing 2531: Learning disability

2689: Low staff MSK 2537: Diabetes CNS 2189: PRS Admin 2638: Tissue Viability Capacity

2580: Lack of divisional plan [W&C] 2166: PRS imaging

2581: Lack of succession plan [W&C] 2356: C&T sickness

2586: Medical personnel files 2422: PADR

2692 Family Serv 2420: Medical Job plan

1991: Paeds skills A&E

2419: Medical R&R

2519: C&T Physio

2685: Urology Med Staff **REDUCED**

2 2100: Theatre staffing 2564: UTC staffing 2018: Medical ACP

2397: C&T staffing 2553: Obstetric theatre

* 2572: OT Demand/capacity 2596: Job plans W&C

2550: Pharmacy staff

CHANGES SINCE LAST MONTH: 1

* **NEW** 2743: Open Access - Single Staff Service (Fam Serv - Cancer Performance) (risk rating: 12; C4xL3)

* **NEW** 2741: Depleted Consultant Workforce Breast Service (Fam Serv) (risk rating: 12; C4xL3)

*

*

1 2 3 4 5

The risk of having insufficient staff or staff who are not suitably trained which could prevent the Trust providing care to its patients, lead 

to poor care outcomes which could adversely affect actual care quality as well as damage the Trust's reputation. 

Monthly Executive Highlight Report: Risk tracking trend over time: Catastrophic consequence: 5 x 4: Likely = RR of 20

Risk to Strategic Objective:
4) Inability to secure sufficient numbers of appropriately skilled staff in the short, 

medium and longer term
Risk Description:

Key: 15-25. 8-12. 4-6. 1-3.

Likelihood (1-5)

Underpinning Risks: Executive Summary (For full list of underpinning risks - see Section 3 Appendix)

The heatmap demonstrates the current local risks that relate to or underpin the management of this strategic 

risk. There are a large number of underpinning or related risks captured on divisional and directorate risk 

registers. See appendix for the full list. There are some changes since last month:
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Monthly Executive Highlight Report: Plans for next month:

People strategy to be finally approved at Trust Board during July with roll out of strategy with supporting training 

and communications plan during July. 

2685: Urology medical staffing shortfall (risk rating: 12; C3xL4) [Risk Rating reduced from 15 to 12, June 2020]
2145: Nurse Staffing and Vacancy Position Medicine (risk rating: 20; C4xL5) [Risk Rating INCREASED from 16 to 20, 

June 2020]

National guidance continues to be received in relation to Covid-19 detailing guidance on visa restrictions, 

quarantine arrangements following foreign holidays, face to face training with associated action plans and 

communication to continue during July. 

High Risk
Moderate 

Risk
Low Risk

Very Low 

Risk

HIGH RISK rating increases to 20 given the impacts on recruitment during Covid-19.  Although the pipeline 

remains healthy the restrictions on international travel have prevented new staff from overseas to join the Trust. 

Nurse vacancies currently stand at 203 WTE, 12.1% and Medical Dental at a combined rate of 96.8 WTE, 13.41%.

RISK: International recruitment plan agreed with Chief Nurse and Recruitment team prior to Covid-19. This is now 

delayed due to visa restrictions and OET test centres being closed. Likely to ease a little over the next couple of 

months. Good pipelines have been established, physical restrictions preventing commencement. 
RISK: Increased establishment (phased approach) will impact on vacancy rates for nursing. On hold due to 

pipeline COVID-19 delays. 
RISK: There are concerns regarding turnover that staff may wish to retire early due to 'burn out' coupled with the 

Trust age demographics could be great cause for concern.
RISK: BAME as risk assessments are completed at risk may require redeployment in to COVID safe areas which will 

impact on staffing establishments.

Fill rate (as of June) for August 2020 rotation significantly higher than previous years at 92.9% compared to 

approximately 60% around this time in previous years.
Remploy and Vivup support services now available to staff and increased support within counselling, mindfulness 

and psychological support.

Trust working to ensure BAME risk assessments linked to Covid-19 have been undertaken for all affected staff 

during June 2020 - Large push to ensure all staff who require a risk assessment have a completed one by 30.06.20.

The Trust's People strategy has been to TMB and Trust Board for comments and consultation. Plan to approve at 

July Trust Board meeting. 
Current HR Director for POE has been successful in appointment to the ICS HR Director role. Recruitment process 

being initiated to recruit for substantive HR Director for POE. 
Substantive Deputy Director for POE and two temporary support posts advertised for to support roll out of the 

People strategy during July 2020. 
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STRATEGIC OBJECTIVE: 2. TO BE A GOOD EMPLOYER

Date added:

Last updated:

G Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.

A Amber: Partially assured, progress is being made in mitigating the issues.

R Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

Assurance sources:

Staffing report outlining 

vacancy rates.

Outcome of nursing establishment review agreed and 

increase agreed for phased implementation.

Increased establishment agreed - phase 2 has been funded.

Monthly reporting to management teams (Triumvirates / 

Heads of dept. / HR Business Partners).

Access to e-learning and a standard PADR template.

TMB approval of revised targets for both PADR and 

Mandatory Training (Core and Role specific).

HRBP supporting and working with each directorate to focus 

on specific gaps.

More reliance on non-face to face training during the 

pandemic i.e. booklet/smaller groups/on line training.

Cleansing of ESR data provides improved quality of 

workforce data providing integrated data systems that now 

join workforce and finance data.

R

Workforce 

Committee; PRIM
NHSE/I support to developing 

collaborative approach 

working with other Trusts to 

maximise attendance 

opportunities on courses 

where faculty attend site to 

provide training - when able 

post-Covid which includes 

general resusucitation and 

EPALS. Ongoing for use when 

able. 

Encouraging staff/managers 

during the pandemic to 

undertake PADR using virtual 

means, with performance 

being reported to PRIMS, 

Ongoing.

Substantive HRD successful in 

being recruited to a new role.

HRD recruitment process 

commenced. POE consultation 

on restructure on hold until 

substantive post holder in 

post.

Trust's People strategy to be 

approved at Board in July with 

communications plan and roll 

out commencing, End of July 

2020.

Workforce Committee

Assurance data:

(1) Negative: Mandatory 

Training rate (Trust): 83%, Feb 

2020 (vs. target of 85%).

(2) Negative: PADR (Trust): 

76%, Feb 2020 (vs. target of 

95%). 

Assurance sources:

PRIM monitoring as part of 

Workforce focus;

Workforce committee reviews 

key data;

Review completed to evaluate 

the level of mandatory 

training required and 

determined appropriate.

Gap in assurance 1 and 2: 

Core mandatory training and 

PADR targets not being met in 

frontline services.

Gap in assurance 1: 

A gap in availability of KPIs to 

support measuring progress 

against staffing and morale 

improvement projects.

Development of dashboard 

data with SPC by 

division/discipline to support 

more focus on individuals 

outlying and review escalation 

processes, August 2020

Releasing staff (in particular 

those in front line 

departments) to attend 

mandatory training.

Workforce Committee

Recruitment / Workforce Planning

Operational plan (5 year planning) includes workforce and 

outlines plan for transformational role development with 

STP.

POE central talent acquisition team in post and supporting 

with hard to recruit to vacancies.

HR Business Partners from central team supporting 

divisions/directorates.

Additional funding awarded and mobilised to enable a focus 

on key operational HR backlogs from Interim HR 

professionals (commenced Feb 2020).

Workforce planner and support in post.

ESR data cleanse completed to support continued roll out of 

manager ESR which will eventually support improved PADR 

and Mandatory Training rates.

Future Talent Management

Identified training needs for 

future workforce planning 

activities.

Manager self service project 

to provide increased line 

manager oversight of core 

training and will include 

electronic PADR, ongoing. 

Corporate areas now live, time 

frame for full rollout TBC.

HRBP integrated local 

workforce meetings with 

HRBP process has been 

impacted upon by Covid-19.

R

Assurance data:

(1) No assurance data: Key 

staffing data. 

(2) Negative: 203 WTE or 

12.1% Nurse Vacancies, June 

2020.

(3) Negative: 96.8 WTE or 

13.4% Medical and Dental 

Vacancies, June 2020.

Assurance sources:

External assurance from NHSI 

that time taken to recruit is 

good compared to peers;

Advert to recruitment 

timescales.

Workforce Committee

Retention / Turnover G

Increasing establishment and 

approval/costs of overseas 

recruitment

R

Mandatory training & PADR

Increased establishment 

agreed (to be phased in) - 

recruitment activities 

required.

Workforce Committee

Adverse impact on nursing 

vacancy rates whilst 

recruitment underway.

Overseas nurses pipeline 

agreed, Covid-19 impacts on 

and delays this from being 

completed.

A

Working with schools/local education regarding future 

employment options and supporting careers fairs.

Internal Transfer panel to support flexible internal 

movements to support retention (limited to nursing staff as a 

pilot). 

Effective Roster Committee established to review system 

gaps and maximisation of system resource.

Operational Deployment Centre to improve flexibility of 

employment working with MD/CN and COO. Lead appointed. 

Bank, E-Rostering, Rota Co-ordinators and Medical Staffing 

Managers centralised within the Operational Deployment 

Centre with budgets aligned.

Nursing Recruitment and Retention Strategy now in place 

which supports staff with increased flexibility.

Assurance sources:

Assurance from retention 

reported as part of Use of 

Resources;

High retention rate of staff.

Employee benefits package better understood by workforce 

(Total Reward Statement).

Recruitment and Retention Strategy (approved by Trust 

Board, Dec 19).

Assurance sources:

Retention rates are market 

leading amongst peers and 

continue to improve;

Monthly staffing report to 

Workforce Committee.

Trend RAG Rating:

RED

Assurance / Oversight 

Group

Risk to Strategic Objective:
4) Inability to secure sufficient numbers of appropriately skilled staff in the short, 

medium and longer term

Lead Executive: Claire Low 01-May-19

Oversight Group: PIM / POE SMT 30-Jun-20

Issues: Controls: Assurance: GAPS in Controls:

Assurance Committee: Workforce Committee

Consequences of Risk 

Materialising:

* Inability to safely provide services to the local population;

* Unable to cover key posts within the Trust due to a lack of succession planning / future talent identification;

Assurance that the issues impacting on this risk are being 

managed:

GAPS in assurance:
Actions required to 

improve:

RAG RATING KEY:

HRBP to support divisions 

planning future staffing needs 

as part of Divisional 

engagement plans, ongoing.

People strategy drafted, to 

ratify and approve, May 2020. 

This will incoprorate talent 

management and rising stars 

as part of POE vision.

Rising star programme and 

link to formal leadership 

training programme. People 

strategy, Autumn 2020. 

Better understanding of future 

staffing needs/talent 

management needed.

Business case declined, 

Undertake as Business as 

Usual. Meeting to review how 

to amalamate into existing 

workloads; first priority - 

medical staff. Scoping out 

steps, end of July 2020. 

Recruitment process and 

retention of information 

within staff personnel files.

Gap in assurance 2 and 3:

Staffing vacancies remain and 

could be exacerbated by 

affects of pandemic on 

workforce (i.e. burnout and 

early retirement).

Pandemic impact on 

mandatory training and PADR 

compliance rates.

Recommence HRBP workforce 

meetings with divisions. 

Outcomes data reporrted to 

PRIM, July 2020. 

Approve and cascade plan for 

August 2020 to bring staff 

shielding back to work. July 

commencement for August 

implementation.

Paper based PADR system.

E-learning platform not user 

friendly.

Forecasted workforce 

requirements linked to the 

operational plan demonstrate 

a gap of approximately 5% of 

staff post-Covid-19. When 

linked with existing vacacncy 

rates poses a high risk of 

insufficent staff available.
Continue to undertake BAME 

risk assessments linked to 

Covid-19, end of June 2020.
Risk of 2nd Covid-19 spike on 

staffing.
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Strategic Objective: 2. TO BE A GOOD EMPLOYER

*

*

*

*

* Linked Corporate or High Level Risk Rating HEATMAP:

5

*

4 2202: Out of date employment policies

*

*

3 2424: Culture **REDUCED from 20 to 12**

2 2353: C&T Morale **REDUCED from 12 to 6**

*

1

1 2 3 4 5

The Trust has seen an increase in staff sickness/absence as a result of Covid-19 pandemic. The risk rating remains 

the same, even with this increased absence rate, as this is not linked to morale. There is an associated risk of not 

progressing priority improvements around PADR and mandatory rating.

People strategy taken to TMB and Trust Board for engagement and comment. To approve finally at Trust Board in 

July.

Recovery guidance from NHS Employers received to support the Trust support staff and maintain good morale 

during the pandemic.

People strategy to be agreed at Trust Board in July with roll out and communications commencing thereafter. 

Risk Description:

Senior HR support in place and providing support with increased demand and capacity.  This support has been 

extended to July 2020. Covid-19 has resulted in an inability to progress certain ongoing HR cases. Where possible 

Whilst proving a difficult time for all NHS Trusts, the Covid-19 pandemic has resulted in increased levels of staff 

morale following initiatives such as HR Helpdesk, staff facebook page, daily communications channels along with 

nationwide recognition of the NHS. The pandemic has led to many different models for working and the Trust has 

started to explore the feasibility of continuing with some of these post-pandemic.

Ineffective staff engagement in the Trust's agenda risks delivery of the Trust's strategic objectives by adversely affecting the ability to 

retain staff, reduce sickness absences and improve morale. 

Monthly Executive Highlight Report: Risk tracking trend over time: Moderate 3 x 4 Likely = RR of 12
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Monthly Executive Highlight Report: Plans for next month:

Underpinning Risks: Executive Summary (For full list of underpinning risks - see Section 3 Appendix)

The heatmap demonstrates the current local risks that relate to or underpin the management of this strategic 

risk. There are no further risks identified this month or any changes to existing risks. 

Risk to Strategic Objective:
5) Ineffective staff engagement and ownership of Trust agenda affects morale and 

failure to change and improve the culture

Planning for relaunch of Pride and Respect.

The 2020 staff survey has been cancelled. The Trust have agreed to use Barretts staff survey methodology and will 

support this following the appointment of 2 Organisational Development practitioners. 

Likelihood (1-5)

Key: 15-25. 8-12. 4-6. 1-3.

High Risk
Moderate 

Risk
Low Risk

Very Low 

Risk
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STRATEGIC OBJECTIVE: 2. TO BE A GOOD EMPLOYER 

Date added:

Last updated:

G Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.

A Amber: Partially assured, progress is being made in mitigating the issues.

R Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

Perceptions that Trust policy 

regarding recruitment and selection 

not always followed / adhered to.

Assurance data:

(1) Positive: 3376 (39.7%) staff 

attended Pride and Respect 

training, April 2020.

(1) Positive: 80 Pride and 

Respect champions, April 2020. 

(2) Positive: 105 staff 

supported by Trust mediation 

service with a 92.6% success 

rate, April 2020. 

(3) No assurance data Lack of 

clarity on KPIs for workforce 

data. 

(4) No assurance data: The 

2020 National Staff Survey has 

been cancelled due to Covid-

19. Results normally available 

during the early part of the 

following year.

(5) No assurance data: There is 

a lack of outcome data from 

mediation sessions to 

demonstrate current actions 

are targetted and fit for 

purpose.

Assurance sources:

Annual staff survey results;

Progress with Trust priorities 

report to Trust Board;

Workforce KPIs and metrics 

reported to Workforce 

Committee.

RAG RATING KEY:

Assurance data: 

(1) Positive: Higher fill rate (to 

date, for August rotation) from 

deanery than previous years 

for at  92.9%, June 2020.

Assurance sources:

Improvements identified from 

the Medical Engagement 

Survey.

G

G

Assurance sources:

Trust shortlisted for a career 

confidence award and plans 

during 2019 to hold a career 

confidence conference for 

local youths to promote NHS / 

Trust careers.

Lack of staff training opportunities.

A

Leadership developed as 

before. - link to above. Work 

smarter with how we use.

Ongoing work required in 

improving further Medical 

Engagement.

Board development sessions run by Deloittes and leadership 

development courses and conferences held, with more 

planned to support strengthening of leadership 

arrangements.

Appointment of substantive Medical Director and Chief 

Nurse.

Remuneration Committee oversees recruitment process. New 

chair for committee and Terms of Conditions reviewed to 

ensure clarity of purpose.

ACP process in place linked to People Strategy to support role 

conversion for difficult to recruit to vacancies.

Findings from MES survey discussed with senior clinicians and 

mangers at time out session during November to identify gaps 

and necessary actions needed.

Joint weekly consultant committee (HCC & MAC).

Good clinical engagement through the Covid-19 pandemic 

with support to the Clinical Reference Group and the Ethics 

Committee.

Good communication and engagement during the pandemic 

linked to BAME risk assessment work.

Medical engagement has been a 

challenge.

Reliance on interim / acting 

arrangements for senior leadership 

positions.

Trend RAG Rating:

AMBER

Assurance / Oversight 

Group

Consequences of Risk 

Materialising:

* Failure to retain staff;

* Higher sickness levels;

* Poor morale.

Assurance that the issues impacting on this risk are being 

managed:

Issues: Controls: Assurance: GAPS in Controls: GAPS in assurance:
Actions required to 

improve:

Workforce Committee

Workforce Committee

01-May-19

Oversight Group: POE SMT / Workforce Committee 30-Jun-20

Assurance Committee: Workforce Committee
Risk to Strategic Objective:

5) Lack of staff engagement and ownership of Trust agenda affecting morale and 

failure to change and improve the culture

Lead Executive: Claire Low

Uncertainty / apathy from staff 

resulting from poor consultations, 

pockets of bullying and  lack of 

speaking up arrangements in the 

past. Working to demonstrate 

improvements in the Trust's 

approach to these issues.

Gap in assurance 3: 

A gap in availability of KPIs to 

support measuring progress 

against staffing and morale 

improvement projects.

Development of SPC linked 

dashboards to provide 

assurance on progress against 

key metrics, August 2020.

Due to Covid-19 face to face 

Pride and Respect training has 

stopped as well as corporate 

inductions that had featured 

Pride and Respect.

Existing staff who have not 

yet had Pride and Respect 

training.
Lack of long-term vision for 

Pride and Respect  and 

Freedom To Speak Up

A part of the Improving Together programme, under the 

Leadership and Culture heading.

Improved communications from Senior Leadership 

Community.

Pride and Respect Programme focusses on anti-bullying and 

offers a mediation service. Substantive lead for programme.

Vision and Values consulted upon by workforce and now 

agreed and shared.

HR Business Partners working with divisions to implement 

plans for further improvement on the back of the NHS Staff 

Survey and feeding back to the central team specific issues.

Pride and Respect features as part of Trust induction 

programme and references Freedom to Speak Up Guardian 

(FTSUG) role and process to access.

Substantive FTSUG in post with support / input from National 

FTSUG lead.

Health and well being programme established for staff to 

access.

Gap in assurance 4: 

No national NHS Staff survey to 

be held during 2020 due to 

Covid-19. 

MES Strategy to focus on 3 key 

areas: (1) developing trust, (2) 

improving communication and 

(3) empowering clinicians. 

Timescale TBC.

Medical Director led 

engagement sessions (inc. 

Consultant committees; 'ward 

walks'; Clinical Leads forum; 

Divisional Clinical Directors) 

ongoing.

Collaborative with CCG 

colleagues engagement event 

to further develop 

relationships between primary 

and secondary care, 

postponed due to Covid-19.

Workforce Committee; 

POE SMT

Workforce Committee

As part of Pride and Respect re-

launch incorporate deep dive 

into mediation data to 

understand themes and 

ensure these are included as 

part of the action planned, July 

2020 planning.

Apprenticeship Levy promoting training opportunities 

which the Trust has taken full advantage of meeting the 

target for apprenticeships.

A

A

Workforce Committee

Pride and Respect to be re-

launched with links to the 

Freedom to Speak Up 

Guardian and Health and Well-

Being, August 2020.

Change in process meaning any staffing/workforce related 

consultations now go through PIM / Executive Team meetings 

to ensure oversight arrangements.

Pride and Respect Training now a part of Junior Doctor 

Induction programme. 

Recruitment and Retention Strategy approved by Trust Boad 

(December 2019).

Inclusion of Pride and Respect into all new staff members 

induction (from December 2019).

Establishment control process revised process to support 

delivery of Trust's finance objective.

Staff voice initiatives i.e. Ask Peter can provide another means 

for staff to voice concerns.

Gap in assurance 5: 

Deep dive into data available 

from mediation not available 

to understand themes and 

examine embedded culture 

issues. 

Support from NHSE/I in pulling 

together a competency 

framework to identify gaps in 

leadership skills and support 

leadership development 

approach, linked to People 

Strategy to be approved in July 

2020.

People strategy incorporating 

longer term visions and 

leadership development to be 

approved by Trust Board in 

July 2020.

No mandatory leadership 

qualification for new managers 

or a leadership development 

strategy for different bands of 

staff. 

Barretts survey to be used in 

the absence of the national 

NHS Staff survery supported 

by 2 OD practiotioners, 

Sept/Oct 2020.
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Strategic Objective: 3. TO LIVE WITHIN OUR MEANS

*

*

*

*

* Actions 

Linked Corporate or High Level Risk Rating HEATMAP:

5

*

*

4 2683: NHS PS Invoice Dispute 2040: Invoices

2534: Finance ledger

**2577: CIP (W&C) [REMOVED]**

* **2535: NHSI deficit [REMOVED]**

**NEW: 2733 Family Services CIP**

3 **2541: Fines (MD) [REDUCED]** **NEW: 2745 Medicine CIP** 913: Employ forms 2526: CIP (C&T)

2560: CIP (Medicine)

2599: CIP (Surgery)

2 2543: CIP (CSS) 2573: CQUIN (Surg)

*

CHANGES SINCE LAST MONTH: 1

* **NEW** 2745: Delivery of Medicine CIP for financial year 2020/21 (risk rating: 9; C3xL3)

*

*

* 2577: Risk of not achieving CIP target (W&C) (RR: 16; C4xL4) [Risk removed from RR, June 2020] 1 2 3 4 5

* 2541: Risk if fines for non-disclosure (risk rating: 6; C3xL2) [Risk rating decreased from 9 to 6, June 2020]

3. Undertake the development of an activity recovery plan which is fully costed;

1. Continually review guidance and act accordingly;

The Trust receives each month a top-up payment to ensure the Trust breaks even. This top-up payment includes any 

reimbursement for Covid-19 expenditure. 

2. Maintain system for authorisation and control of Covid - 19 expenditure;

Risk to Strategic Objective:

6) Finance risk, specifically:

(a) Not achieving the control target total agreed with NHS Improvement for the Trust and failure to achieve 

the overall system target;

(b) Risk of non-delivery of the long term financial plan to produce a balanced financial position, working in 

conjunction with everyone else to achieve a system balance.

Covid-19 pandemic has resulted in the Trust's divisional teams being fully absorbed in the management and 

response.

The Trust is incurring significant expenditure on Covid -19.

Risk Description: Failure to deliver financial improvement plans, lack of support to the Trust and System and the risk of regulatory action and intervention.

Monthly Executive Highlight Report: Risk tracking trend over time: Severe (Major) consequence: 4 x 3: Possible = RR of 12

The Impact of Covid 19 has resulted in a suspension of all planning and contracting within the NHS. As a result there 

are no agreed activity plans and contracts with commissioners. There is also no agreed financial plan with NHSI. 

Although NHSI are monitoring the Trust against the average spend of the Trust in November, December and January 

uplifted for inflation. 
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Monthly Executive Highlight Report: Plans for next month:

Monitor new guidance as this emerges regarding changes to financial arrangements for the 2020/21 financial year.

Ongoing management of the Covid-19 pandemic.

Underpinning Risks: Executive Summary (For full list of underpinning risks - see Section 3 Appendix)

The heatmap demonstrates the current local risks that relate to or underpin the management of this strategic risk. 

The risk rating has been reduced from 15 (5x3) to 12 (4x3) given the fact that the top up payments being made to the 

Trust should ensure a break even position.

4. Identify and seek approval from NHSI on any major expenditure such as CQC. 

**NEW** 2733: Risk of not achieving 2020/2021 CIP target of £1.19m [Family Services] (risk rating: 16; C4xL4)

2535: Loss of income if Trust does not achieve the 2019/20 deficit as agreed with NHSI (risk rating: 16; C4xL4) [Risk 

removed from RR, June 2020]

Likelihood (1-5)

High Risk
Moderate 

Risk
Low Risk

Very Low 

Risk

15-25. 8-12. 4-6. 1-3.Key:
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STRATEGIC OBJECTIVE: 3. TO LIVE WITHIN OUR MEANS

Date added:

Last updated:

G Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.

A Amber: Partially assured, progress is being made in mitigating the issues.

R Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

Trust Board, 

Finance & Performance 

Committee and TMB.

Trust Interim Clinical Plan 

Board

HASR Programme Board

Trust Management Board 

Trust Board

Trust Interim Clinical Plan 

Board 

R

Assurance data:

(1) Positive Assurance: 

Summary CIP position by 

Workstream; 2020/21 

Forecast: Apr 20 - May 20: RAG 

Rated Green [Report to F&P].

(1) Positive Assurance: 

Summary CIP position by 

Division: 2020/21 Forecast: Apr 

20 - May 20: RAG Rated Green 

[Report to F&P].

Audit Yorkshire internal audit 

report on QIA process: 

Significant assurance.

Assurance sources:

Detailed reporting and progress 

reports to meeting structure;

Monthly reporting to Finance 

and Performance Committee;

Assurance: delivered on 

2019/20 CIP schemes;

Regional office suggested the 

Trust as an exemplar example 

for approach taken to CIP.

5 year plan, interim clinical plan 

and Trust recovery Plan 
A

Plans may not focus on 

individual organisational 

sustainability and may seek to 

only deliver system wide 

control total

System plans may not address 

individual organisational 

sustainability

Longer term sustainability 

dealing with significant 

challenges: HASR; CIP Delivery 

and Estate.

Issue 3:

CIP / Financial Improvement Plan

RAG RATING KEY:

Issue 4: 

Market share (Longer term sustainability)

Engagement with ICS on system wide planning 

Engagement with Humber Acute Services review to redesign 

fragile and vulnerable service pathways at both a system and 

sub system level 

Engagement with other partners to capitalise on the benefits 

from system service transformation 

ICS Executive Oversight Group 

Monthly Assurance Review

HASR Programme Assurance 

Group 

NLAG Clinical Strategy/Plan 

Implementation Board 

01-May-19

25-Jun-20

James Hayburn

Performance Improvement Meeting (PIM), 

Finance Review Group (FRP)

Assurance Committee:

Issues: Controls: Assurance:

Risk to Strategic Objective:

Consequences of Risk Materialising:

6) Finance risk, specifically:

(a) Not achieving the control target total agreed with NHS Improvement for the Trust 

and failure to achieve the overall system target;

(b) Risk of non-delivery of the long term financial plan to produce a balanced financial 

position, working in conjunction with everyone else to achieve a system balance.

Lead Executive:

Oversight Group:

GAPS in Controls:

* Potential lack of support to the system, regulatory action and inability to exit quality and financial special 

measures;

* Lack of longer term sustainability.

GAPS in assurance:
Actions required to 

improve:

Assurance / Oversight 

Group

Finance & Performance Committee

Trend RAG Rating:

AMBER

Assurance that the issues impacting on this risk are being 

managed:

Issue1:

For the financial year 2020/21 there is no 

control total resulting in a difficulty in 

being able to plan.

Change in process moving away from 

contracts to block payments 

The Trust is working up a CIP 

plan of £13m. Not yet fully 

programmed with a gap £3.7m.

Ongoing divisional / directorate 

meetings taking place to 

continue to develop CIP 

scheme ideas. Ongoing; step 

up/step down as needed.

National benchmarking and 

productivity data constantly 

reviewed to identify CIP 

schemes. Ongoing. 

A

Uncertainty of the full financial 

impact of covid-19 following 

the initial 4 month 

arrangement provided by 

NHSE/I, this has now been 

extended to the 31 October 

2020.Issue 2:

Impact of Covid-19 Pandemic

Monitoring new guidance as it 

is released, ongoing.
A

Covid-19 daily strategic 

planning meeting with links to 

Executive Team daily meeting. 

Financial expenditure process 

reviewed by Executive Team on 

a daily basis.

Assurance from NHSE/I that 

Covid-19 related spend will be 

covered centrally.

Covid-19 oversight/monitoring and governance processes 

supporting Trust ongoing management of the pandemic.

Daily strategic planning meeting that ensures confirm and 

challenge of financial expenditure in relation to Covid-19.

Audit, Risk and Governance 

Committee (with feeds from 

Counter Fraud and Internal 

Audit plans).

Finance and Performance 

Committee, Board oversight.

Management time focussed on 

response and management of 

Covid-19 pandemic and 

therefore a lack of time to 

focus on Business as Usual 

functions. 

Delivery support and monitoring  of CIP through Improvement 

team.

Monthly CIP report produced with management accounts 

feeding in. 

Individual divisional plans (CIP) in place with divisional leads 

established.

Divisional Finance Improvement and CIP meetings have been 

established with divisional leads which is reviewing CIP 

performance, frequency dependant on delivery.

CIP on PIM meeting agenda (including medical and nurse staff 

expenditure).

Monthly Finance Recovery Board to oversee progress, chaired 

by CEO with specific focus on CIP.

System of financial governance controls including SFIs and 

scheme of delegation overseen by Audit, Risk and Governance 

Committee.

Oversight governance assurance through Audit, Risk & 

Governance backed up by internal audit and external audit.

Clear system of finance performance reporting to 

management, Finance & Performance and Trust Board and 

PRIM.

Trust Board,  

Finance & 

Performance 

Committee

HASR Fragile and vulnerable 

services programme to deliver 

substantive change in pathways 

which deliver operational 

efficiency, improve quality and 

outcomes and support 

recruitment of staff 

Monitoring new guidance as it 

is released, ongoing.

Trust Board,  

Trust Management 

Board,

Finance & 

Performance 

Committee

Finance & 

Performance 

Committee,

Finance Recovery 

Board. 

Level of uncertainty

Ongoing 

discussions/relationship with 

NHSE/I

A
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Strategic Objective: 4. TO WORK MORE COLLABORATIVELY

* BLM and capital schemes continue for 2020/21.

*

*

*

* Internal audit programme has been embedded within E&F.

* Informal ward walks take place with nursing.

*

Linked Corporate or High Level Risk Rating HEATMAP:

5 1626 1601

2624 2038

2374 2720

2717 2623 2719

2718 1620 2715

* 2373 2281

4 2637 1223 2647 2614 2722 2644 2088

* 2693 1774 2621 2383 2723 2469 2735 **NEW**

2727 2200 2285 2731 **NEW**2725 1907 2736 **NEW**

* 2728 2452 2272 2613 2724 2539

2729 2212 2634 2635 2726

* AE audits 2716 2035 2619 2645 2732 2678

2694 2498 2730 [NEW]2721

* Internal audit programme has been embedded within E&F. 3 2690 2656 2680

2660 2679 **Increased**

* Informal ward walks take place with nursing. 2672 2677 2730 **NEW**

2665 2666 2740 **NEW**

* 2618

2 2538

* 2317 **Reduced** 2664

CHANGES SINCE LAST MONTH:

* 1

* 1887 - Inadequate space to complete delicate decanting safely - RR9; C3xL3 - Risk Removed from RR

*

*

NEW RISKS:

* **NEW** 2735: Patient samples storage fridge – Scunthorpe Microbiology Laboratory (risk rating: 20; C4xL5) 1 2 3 4 5

*

*

* **NEW** 2731: Vacuum Assisted Delivery Machine  (risk rating: 16; C4xL4)

* **NEW** 2730: Patient Observation Monitor (risk rating: 15; C3xL5)

* **NEW** 2740: Aging and fragile equipment for sentinel node biopsy (risk rating: 15; C3xL5)

**NEW** 2736: Fridge replacement - storage of reagents – Scunthorpe Microbiology Laboratory (risk rating: 20; 

C4xL5)

The heatmap demonstrates the current local risks that relate to or underpin the management of this strategic risk. 

Facilities Services Risks [Yellow 

text]

High Risk
Moderate 

Risk
Low Risk

Very Low 

Risk

Underpinning Risks: Executive Summary (For full list of underpinning risks - see Section 3 Appendix)

2679: Bladder scanners at end of life (RR:15; C3xL5) [Risk Rating INCREASED from 12 to 15]

2317 - SGH & Pathology Air Tube POD System - Risk reduced to align with Pharmacy risk perception and also due to 

the last incident being reported on 23.11.18 regarding the failure of the POD system.   RR; C2 x L3 = 6 Low 

**Reduced**

2547 - Multi Cook regeneration ovens GDH - RR; C4xL4 = 16 High - Risk Removed from RR

Fire Risks [Blue text]

Estates Engineering Risks 

[White text]

Key: 15-25. 8-12. 4-6. 1-3.

Likelihood (1-5)

Equipment Risks [Blue text]

C
o

n
se

q
u

e
n

ce
 (

1
-5

)

Monthly Executive Highlight Report: Plans for next month:

3,000,000 request going into the Capital Programme request for 20/21 programme.

PAM is now an annual reporting national requirement 

Risk to Strategic Objective:
7) Risk of failure of the Trust's infrastructure; specifically:

(a) Ageing estate and equipment.

Annual AE audits completed throughout the year on all specialist engineering services.

The risk is the Trust will be unable to deliver care to patients and also lead to enforcement action by regulators. 

Monthly Executive Highlight Report: Risk tracking trend over time: Severe (Major) consequence: 4 x 5: Certain = RR of 20

3,000,000 request going into the Capital Programme request for 20/21 programme.

Risk Description:

Monthly estates assurance report is sent to F&P committee - July - Asbestos

BLM and capital schemes continue for 2020/21

PAM is now an annual reporting national requirement 

Monthly estates assurance report is sent to F&P committee - June - Medical Gas
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STRATEGIC OBJECTIVE: 4. TO WORK MORE COLLABORATIVELY

Date added:

Last updated:

G

R

G

R

A

R

G

R

R

R

G

R

G Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.

A Amber: Partially assured, progress is being made in mitigating the issues.

R Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

Secure funding to upgrade 

infrastructure
E&F Governance group

E&F Governance group

Staff led individualised risk 

assessment of patient and 

environment risk, supported by 

Specialist Mental Health 

Practitioner, update to Q&S 

June 20.

E&F Governance 

group; Quality 

Governance Group

Internal inspections completed
No funding to replace 

infrastructure or equipment. 
None

Facilities infrastructure and equipment - 

ward kitchens domestic and fitted in 2010, 

they are in poor material condition and 

need replacement.  Facilities equipment 

needs replacing, including tugs, 

dishwashers and ovens

Capital equipment group replaces the most do equipment items 

on an annual basis.  Adhoc repairs and maintenance contracts 

on infrastructure and equipment

External inspections by EHO.  

Internal inspections by Facilities 

teams, IPC and environmental 

audits

No funding to replace 

infrastructure or equipment.  

No equipment replacement 

plan

None

Secure funding to 

upgrade/replace infrastructure 

and equipment.  Create an 

equipment replacement plan

Ligature risks posed from the estate 

(EFA Safety Alert).
No estates controls in place No estates assurance in place None None

E&F Governance group

Water systems - Infrastructure and 

associated equipment is in poor material 

condition

Flushing routine of LUO with electronic monitoring.  Random 

and planned water sampling.  Use of Silver/copper ionisation 

systems.  Adhoc remedial works as required

Annual external AE audit.  

Policy, procedures and staff 

training in place

No funding to replace 

infrastructure
None

Secure funding to 

upgrade/replace infrastructure 

and equipment

E&F Governance group

Heating Ventilation and Air Conditioning 

systems - majority of infrastructure in poor 

material state

Maintenance contract in place.  Reactionary adhoc repairs 

complete.  Annual inspection  and testing carried out on critical 

equipment including laminar flow

Secure funding to 

upgrade/replace infrastructure 

and equipment

Annual external AE audit.  

Policy, procedures and staff 

training in place

No funding to replace 

infrastructure
None

E&F Governance group

Lifts - critical lifts failing
Maintenance contract in place.  Reactionary adhoc repairs 

complete

Annual external AE audit.  

Policy, procedures and staff 

training in place.  Insurance 

contract in place

No funding to replace 

infrastructure
None

Fire Compliance - All infrastructure and 

equipment in poor material state, including 

fire ring main, alarm system, detectors, 

compartmentation

Pressure Systems - infrastructure and 

equipment is in poor material condition
Reactionary adhoc repairs complete

Annual external AE audit.  

Policy, procedures and staff 

training in place.  Insurance 

contract in place

No funding to replace 

infrastructure

AE only in place one year, policy 

and procedures need updating

Medical Gas Piped Services - Infrastructure 

and equipment is aging and in poor 

material condition

Reactionary adhoc repairs complete

Annual external AE audit.  

Policy, procedures and staff 

training in place. 

No funding to replace 

infrastructure
None

Electrical services - Low Voltage - 

Infrastructure is aging and in poor material 

condition

5 year fixed wiring and test in place.  Annual service contract in 

place for generators.  Thermal monitoring of switch gear.

Annual external AE audit.  

Policy, procedures and staff 

training in place

No funding to replace 

infrastructure
None

Secure funding to 

upgrade/replace infrastructure 

and equipment

E&F Governance group

E&F Governance group

Secure funding to 

upgrade/replace infrastructure 

and equipment.  Update policy 

and procedures

E&F Governance group

Secure funding to 

upgrade/replace infrastructure 

and equipment

E&F Governance group

Secure funding to 

upgrade/replace infrastructure 

and equipment

E&F Governance group

Secure funding to 

upgrade/replace infrastructure 

and equipment

E&F Governance group

RAG RATING KEY:

Issues: Controls: Assurance: GAPS in Controls: GAPS in assurance:

None None None

Limited capital investment in detector head replacement and 

clinical schemes

External audit conducted by 

HFRS covering all sites on a 5 

year rolling programme.  Policy, 

procedures and staff training in 

place

No funding to replace 

infrastructure
None

Asbestos Remedial inspections carried out annually

External audit in June 18. Policy, 

procedures and staff training in 

place

No electronic asbestos register No external AE services

Annual external AE audit.  

Policy, procedures and staff 

training in place.

Electrical services - High Voltage - Site 

capacity and ongoing investment

Monitoring of site usage.  Monitoring of infrastructure and 5 

yearly compliance maintenance completed.  Estates included in 

capital equipment projects.

Use electronic asbestos register

Building infrastructure - fabric of the  

buildings is deteriorating affecting other 

engineering services (electrical supplies) 

with roofs collapsing/failing to cause 

damage and water ingress

Adhoc repairs completed as required

Actions required to 

improve:

Assurance / Oversight 

Group

Trend RAG Rating:

AMBER
Consequences of Risk Materialising:

* Risk of harm to staff, patients and visitors; 

* Regulatory action and adverse effect on Trust's reputation.

Assurance that the issues impacting on this risk are being 

managed:

Risk to Strategic Objective:
7) Risk of failure of the Trust's infrastructure; specifically:

(a) Ageing estate and equipment.

Lead Executive: Jug Johal 01-May-19

Oversight Group: Estates & Facilities Governance Group 25-Jun-20

Assurance Committee: Finance & Performance Committee
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Strategic Objective: 4. TO WORK MORE COLLABORATIVELY

*

*

* 6 Facet survey reports being reviewed 

Linked Corporate or High Level Risk Rating HEATMAP:

5 2429: Premises and engineering

*

4

3

2

*

1

1 2 3 4 5

Likelihood (1-5)

There are no significant changes requiring in month that relate to the underpinning directorate risks. For a full list 

refer to appendix; section 3. 

High Risk
Moderate 

Risk
Low Risk

Key: 15-25. 8-12. 4-6.

2655: Primary heat source (SGH)

1-3.
Very Low 

Risk

2654: Primary Heat Source 

(GDH)
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ce
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1
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)

Monthly Executive Highlight Report: Plans for next month:

6 Facet survey reports to be reviewed

Underpinning Risks: Executive Summary (For full list of underpinning risks - see Section 3 Appendix)

Risk Description: The risk is that insufficient backlog maintenance funding will impact on the delivery of care to patients and also lead to enforcement. 

Monthly Executive Highlight Report: Risk tracking trend over time: Severe (Major) consequence: 4 x 5: Certain = RR of 20

Continue to complete annual AE audits.

Internal audit programme embedded

Risk to Strategic Objective:
7) Risk of failure of the Trust's infrastructure; specifically:

(b) Longer term estates sustainability.
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STRATEGIC OBJECTIVE: 4. TO WORK MORE COLLABORATIVELY

Date added:

Last updated:

G

R

A

R

G Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.

A Amber: Partially assured, progress is being made in mitigating the issues.

R Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

E&F Governance Group

Energy Centre at Goole - Coal fired boilers 

providing primary heat source on hospital 

site, failure would result in possible loss 

of heat source dependent on external 

temperatures, one gas fired boiler on site.

Extensive maintenance program and adhoc repairs
Monitoring by NLaG in-house 

engineering team

No engineering solution to 

replace steam boilers.  No 

funding source identified

None

Awaiting feasibility study from 

HUTH sustainability team.  

Complete detailed design on 

preferred replacement 

engineering solution and 

identify funding source.  

Working with Dept of Business, 

Energy and Industrial Strategy 

and Managing Energy Partners 

to produce a business case 

that provides options on 

procurement route and 

funding.

E&F Governance Group

Energy Centre at SGH - 25 year ESCO 

contract expired 2 years ago with 

ENGIE.  Primary heat source for the 

hospital, failure would result in loss of 

heating and hot water on entire site

Sustainability of current estate

External AE audits.  HFRS inspections.  Policy and procedures.  

Staff training.  Action plan monitoring.  Insurance and external 

verification testing.

Model Hospital benchmark.  

ERIC.  PAM

Capital funding to 

reduce/eliminate risk
None

Assurance: GAPS in assurance:
Actions required to 

improve:

ENGIE complete adhoc repairs, funded via the Trust.  Annual 

maintenance and insurance inspections.
Monitoring by ENGIE

No engineering solution to 

replace steam boilers.  No 

funding source identified

None

Awaiting feasibility study from 

HUTH sustainability team.  

Complete detailed design on 

preferred replacement 

engineering solution and 

identify funding source.  

Business case to be produced 

to provide options on 

procurement route and 

funding.

Capital funding to 

reduce/eliminate risk
None

To secure capital funds to 

reduce/eliminate risk

GAPS in Controls:

Trend RAG Rating:

AMBER

Assurance / Oversight 

Group

E&F Governance Group

E&F Governance Group

01-May-19

Oversight Group: Estates & Facilities Governance Group 25-Jun-20

Assurance Committee: Finance & Performance Committee

Level of BLM:  Statutory = £4.1m,  Physical 

condition = £52.6m,  Functional suitability 

= £17m,  Space utilisation = £0.880m,  

Quality = £0.167m,  Environmental 

management = £0.021m.  Total = 

£74.768m (Year to review - numbers to be 

verified)

RAG RATING KEY:

Risk to Strategic Objective:
7) Risk of failure of the Trust's infrastructure; specifically:

(b) Longer term estates sustainability.

Lead Executive: Jug Johal

Consequences of Risk Materialising:

* Risk of harm to staff, patients and visitors; 

* Regulatory action and adverse effect on Trust's reputation;

* Lack of longer term sustainability.

Assurance that the issues impacting on this risk are being 

managed:

Issues: Controls:

To secure capital funds to 

reduce/eliminate risk

6 Facet survey, AE audits, Insurance and external verification 

testing

Model Hospital benchmark.  

ERIC.  PAM
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Strategic Objective: 4. TO WORK MORE COLLABORATIVELY

*

*

*

*

*

*

*

*

Linked Corporate or High Level Risk Rating HEATMAP:

5 2516: Data Quality 2515: Data Quality

2463: Cyber

*

4 2662: Data Quality 2409: Cyber 2408: Cyber 2433: IT Equip

* 2713: Penetration testing [NEW] 2495: WebV 2461: Cyber

2369: Cyber 2676: DPA

* 2617: Card Elec Requesting

3 2674: Cyber 2440: Strategy 2501: Data Quality

2702 [Cyber] 2738: Digital **NEW** 2675: IT

2703 [WebV] 2504: Discharge summaries

2714 [Off site mortality review]

2737 [DPA] **NEW**

2 2084: DPA

*

CHANGES SINCE LAST MONTH: 1

* NEW RISK - 2738 - Delay in Radiology Requesting Roll Out - (RR9; C3xL3

* NEW RISK - 2737 - Potential Viewing of reports unaudited - (RR6; C3xL2)

1 2 3 4 5

Serious incident investigations are ongoing into the inappropriate access of digital records by staff, with a second 

incident being identified in May 20.

Humber Coast & Vale Digital Cell Group continue to meet fortnightly to assess COVID-19 responses.

The heatmap demonstrates the current local risks that relate to or underpin the management of this strategic risk.

Underpinning Risks: Executive Summary (For full list of underpinning risks - see Section 3 Appendix)

Monthly Executive Highlight Report: Plans for next month:

In light of the Trust priorities Capital Plan the Digital Strategy Board are meeting 12/06/20 to review the alignment of 

the road map. 

Business case development of Electronic Document Management System.

Humber Coast & Vale future investment strategy being discussed at fortnightly Digital Cell Group meetings and this is 

being fed back into the Digital Strategy Board meeting.

High Risk
Moderate 

Risk
Low Risk

Very Low 

Risk

Key: 15-25. 8-12. 4-6.

Likelihood (1-5)

1-3.

C
o

n
se

q
u

e
n

ce
 (

1
-5

)

Work on the Data Security Protection toolkit continues with a submission date of 30.09.20.

IT Service Management System - going out to procurement

Digital Strategy Survey Completed.  Final key stakeholder interviews to be undertaken with clinicians by end of June 

20.

The Trust have successfully recruited a Chief Information Officer, start date October 2020.

Both the Business Case for a qualified IT Security Officer and an IT Service Management System were approved by the 

Trust Management Board;  

IT Security Officer, interviews to be held on the 19/06/2020

Risk to Strategic Objective:
7) Risk of failure of the Trust's infrastructure; specifically:

(c) IT / Digital Strategy / Cyber Security.
Risk Description:

The risk of failure in the Trust's infrastructure would impact on the organisation's ability to undertake its business as usual resulting from a 

loss of access to digital information and also the risk to data security.

Monthly Executive Highlight Report: Risk tracking trend over time: Severe (Major) consequence: 4 x 4: Likely = RR of 16
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STRATEGIC OBJECTIVE: 4. TO WORK MORE COLLABORATIVELY

Date added:

Last updated:

G Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.

A Amber: Partially assured, progress is being made in mitigating the issues.

R Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

01-May-19

Oversight Group: WebV, IT & Information Governance Group 24-Jun-20

Assurance Committee: Finance & Performance Committee

Jug Johal

Assurance: GAPS in Controls: GAPS in assurance:
Actions required to 

improve:

Risk to Strategic Objective:
7) Risk of failure of the Trust's infrastructure; specifically:

(c) IT / Digital Strategy / Cyber Security.

Lead Executive:

Trend RAG Rating:

AMBER

G

Assurance / Oversight 

Group

Lack of adequate controls to defend 

against a cyber attack; risk of a cyber 

attack as a result of increased prevalence 

world-wide

Board approval of cyber security procurement.

Anti-virus, malware scanners, firewalls etc. in place.

Security Operations Centre (SOC) Service 24/7 Remote 

Monitoring.

Cyber security incident management contract. 

CareTower; Business continuity plans in place.

Annual Penetration Testing.

Patching policy approved and now in place.

Consequences of Risk Materialising:

Data security breaches, regulatory action and a loss of public confidence in the Trust damaging its reputation; Not 

meet national digital strategy timescales, risk of running dual paper and electronic systems and risks to patient 

safety and the Trust's sustainability.

Assurance that the issues impacting on this risk are being 

managed:

Issues: Controls:

A

Undertake refreshed posture 

assessment once 

implementation of cyber 

procurement completed, 

2020/21.

Complete procurement of 

cyber security arrangements 

and implement, 2020/21.

IG Steering Group; 

WebV, IT & 

Information 

Governance Group; 

Digital Strategy Board

Feed into business planning 

approval 20/21.

Lack of qualified IT Security 

Officer.

Refreshed posture assessment 

needed 

Implementation of board 

approved cyber security 

procurement (ongoing).

Shortage of IT equipment to support the 

Trust achieve its objectives

Inadequate resource available 

resulting in a shortfall of 

equipment; 

New DSP toolkit mapping of 

leads delivering and resource 

required into work programme.

Rationalising current available IT equipment to ensure shared 

out;

Tech shop process support 

ordering and approval by lead 

directors

Risk on non-compliance with the Data 

Protection Act 2018

Data Security & Protection toolkit submissions; Substantive 

Data Protection Officer in post; IG Steering group oversees DSP 

toolkit improvement plan; Web V, IT & Information Governance 

Group.

IG Administrator now in post.

NHSD approved Trust DSP 

improvement plan;

Audit Yorkshire Internal Audit of 

DSP: Significant assurance;

Information Governance 

Administrator recruited and 

commenced in post 16 March 

2020.

Independent validation of 

data is not in place; 

Lack of integration on some 

systems effects data quality 

from being improved by 

single input source which 

prevents duplication;

True enterprise data 

management not available.

Undertaking data assurance 

validation with 3rd party 

provider.

Limited resource in IG central 

team.

Digital Delivery Plan vs. risks 

overseen by Digital Strategy 

Board with links to the forward 

capital plan and business 

planning arrangements, 

ongoing.

DSP Toolkit submission delayed 

from 31 March 2020 until 30 

September 2020 due to the 

Coronavirus

Continue to focus on 

mandatory training compliance, 

ongoing.

Staff training not meeting 

national target (95%).

IG Steering Group; 

WebV, IT & 

Information 

Governance Group; 

Digital Strategy Board

AMap new DSP requirements to 

work programme.

WebV, IT & 

Information 

Governance Group; 

Digital Strategy Board

No task and finish groups yet 

established for key areas where 

input/engagement is needed i.e. 

Medicine;

A

A

Finance & Performance 

Committee

Procurement of data 

warehouse tools or 

solutions will be 

undertaken, delays in 

progressing procurement 

looking at completion Q1 

2020/21.

CIO appointed start date 

October 2020.

Digital Strategy Board

RAG RATING KEY:

A

A lack of strategic direction and 

engagement in digital projects resulting in 

a failure to deliver improved and 

innovative systems of care that could lead 

to patient safety and financial risks

3 task and finish groups in operation; Digital Strategy Board 

(DSB) in place; DSB approves requests for digital changes;

CIO/CNIO/CCIO post to direct and drive engagement at 

executive level.  CIO appointed.

CIO on Board monitoring 

engagement and strategy 

direction. 

CCIO and CNIO attending senior 

clinical groups driving 

engagement

NLAG / NHSI and NHSD review 

ongoing following TMB 

agreement.

NHSI support review of 

efficiency and CIP and review of 

the plan for the Digital Strategy 

Board/associated task and 

finish groups, ongoing.

Trust's PAS system and data quality 

issues adversely impacting on 

business decision making.

Limited assurance reporting 

is available for some data 

sources .

Lack of clarity around the 

digital strategy and plan.

CCIO/CNIO to be recruited

DSB inconsistent 

attendance/divisional 

representation which delays 

decision making;

Engagement exercise underway 

with divisional triumvirates to 

focus on this area.

R
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Strategic Objective: 4. TO WORK MORE COLLABORATIVELY

*

*

*

*

* Detailed AAU model been reviewed with Chief Nurse and Medical Director.

Linked Corporate or High Level Risk Rating HEATMAP:

5

*

4 Strategic Risk 10: Stakeholders

*

*

*

3 2440: Digital strategy

*

*

2

*

1

1 2 3 4 5

Key: 15-25. 8-12.

Likelihood (1-5)

4-6. 1-3.

High Risk
Moderate 

Risk
Low Risk

Very Low 

Risk
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Monthly Executive Highlight Report: Plans for next month:

ICS system leaders to continue to review guidance and develop strategic plans in response to Simon Stevens letter, 

CEO meetings and Humber Recovery Planning for Elective and Non Elective Care.
Interim Clinical Plan continues to be developed in partnership with Divisional Teams. 

Work to continue to detail the clinical model with the CN and MD.

To continue reviewing and supporting Trust sub-strategies and seek assurance that these are appropriate post Covid-

19 and continue to be reviewed and updated. Link to corporate risk registers if any gaps identified.

More detailed review of strategic risk entry to be undertaken following release of national guidance and greater 

clarity on strategic planning required.
Initiation of Clinical Plan work streams aligned to ICS and Humber wide elective and non elective performance 

modelling 

Underpinning Risks: Executive Summary (For full list of underpinning risks - see Section 3 Appendix)

See appendix for a full list of underpinning divisional risks already on the risk register. These are summarised within 

the Heatmap referenced to the risk register ID number.

Risk to Strategic Objective:
8) Inability to pursue a clear organisational strategy that staff and stakeholders are 

aware of and support
Risk Description:

The risk of not having a strategy which reflects the requirements to deliver improved outcomes at an ICS, Humber and Trust/local level  

will mean that we cannot influence the ICS strategy and that our operating models may not deliver organisational and financial 

sustainability and improved patient outcomes. Our strategy underpinned by an agreed Trust Clinical Plan will enable us to prioritise our 

workforce, training and development, research and innovation and finance and capital investment plans. Ensuring that we are accountable 

for delivery of our planned outcomes. 

Monthly Executive Highlight Report: Risk tracking trend over time: Severe (Major) 4 x 3 Possible = RR of 12

Trust is an active participant in ICS and Humber post Covid planning - including elective and non elective care 

modelling, out of hospital planning and digital transformation 

Trust is leading ICS Acute data modelling for recovery 

Trust has an agreed capital investment strategy which underpins its diagnostic and emergency care pathways

National guidance received regarding the phasing of Covid-19 recovery.
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STRATEGIC OBJECTIVE: 4. TO WORK MORE COLLABORATIVELY

Date added: 

Last updated:

G Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.

A Amber: Partially assured, progress is being made in mitigating the issues.

R Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

A

Local Authority, primary care 

and community service 

engagement/feedback 

NED engagement in planning

Agreed Capital Investment 

Strategy to deliver system wide 

and Trust priorities with 

NED/Local Authority 

involvement 

Agreed  ICS and Humber work 

plan with NED/Local Authority 

involvement

Attendance at ICS and Humber 

Executive Boards 
Attendance at System 

Programme Boards.

Programme plan agreed and 

resourced to deliver each 

underpinning strategy and plan 

with regular reviews by 

Programme Boards.

* Failure to develop aligned system wide strategies and plans which support long term sustainability and improved 

patient outcomes 

* Lack of evidence based decision making; 

* Prevents changes being made which are aligned to organisational and system priorities;

* Potential delay to AAU programme implementation if clinical model not agreed

* Failure to address issues highlighted in Fragile Services may result in poor performance and patient outcomes 

* Undermines the confidence and morale of staff;

* Reduced ability to attract staff

* Poor relationships with stakeholders 

* inability to implement change to deliver agreed strategic priorities 

Wider system engagement in 

Clinical Plan development 

during Covid 19 

Time available for engagement 

of executives, clinical/non-

clinical leaders and teams in 

capital and service 

developments (i.e. AAU).

Attendance at Programme 

Boards and Clinical Sign Off of 

Proposed Plans and 

Implementation Plans 

01-May-19

Oversight Group: Trust Board; TMB; Finance and Performance 16-Jun-20

Assurance Committee:

Lead Executive: Peter Reading & Ivan McConnell

Trend RAG Rating:

AMBER

Trust Board;

Trust Management 

Board; Finance and 

Performance 

Committee

Lack of integrated plan and 

governance structure.

Lack of ICS and Humber work 

plan and agreed dependency 

map for workforce, ICT< 

finance and estates.

Trust Board

A

A

Trust Board;

Trust Management 

Board; Finance and 

Performance 

Committee

GAPS in Controls:
Actions required to 

improve:

Assurance / Oversight 

Group
GAPS in assurance:

Project and Programme Plans 

to be developed, with formal 

sign off required for each.

Remote sign off - if not 

available, ongoing.

Identification and approval for 

appropriate management time 

within existing  consultant 

management Pas (Clinical 

Leads) to review, approach to 

be agreed with COO/DCDs, 

review in July 2020.

Consequences of Risk Materialising:
Assurance that the issues impacting on this risk are being 

managed:

Trust Board - reporting on a 6-monthly basis

Assurance:

ICS Governance

Humber Sub System 

Governance 

NLAG Recovery Board 

Reporting 

Capital Investment Board (CIB) 

Individual Programme Board 

Assurance - Diagnostics/AAU 

NHS Long Term Plan

ICS Long Term Plan

ICS Leadership Group

Humber Acute Services Executive Oversight Group

Humber  - Elective/Non Elective and Out of Hospital Strategic 

Group (Recovery)

Wave 4 ICS Capital Committee 

NLAG Recovery Board 

Interim Clinical Plan Programme Board

Risk to Strategic Objective:
8) Inability to pursue a clear organisational strategy that staff and stakeholders are 

aware of an support

Inability to agree assumptions at an ICS 

and Humber level which allow the 

development of the Trusts underpinning 

Strategies 

Agreed System and Trust work plan to develop required 

Strategies and Plans

Agreed system wide planning and recovery assumptions 

Agreed funding and contracting frameworks 

Executive, NED and Board time to build relationships to 

encourage NHS Improvement / NHS England to foster 

alignment between the Trust and its system partners.

RAG RATING KEY:

Issues:

Evolving ICS Governance and Assurance 

coupled with the need to have an agreed 

Humber wide Recovery Plan set within the 

constraints of Covid 19.

Ensuring effective Executive and Non 

Executive engagement within ICS, Humber 

sub system and LRFs within NE and N 

Lincolnshire 

Controls:

Executive, NED and Board time to build relationships to 

encourage NHS Improvement / NHS England to foster 

alignment between the Trust and its system partners.
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Strategic Objective: 4. TO WORK MORE COLLABORATIVELY

*

*

* Ophthalmology - Programme Lead appointed and workplan agreed.

*

Linked Corporate or High Level Risk Rating HEATMAP:

5

*

4 2565: Lack of Divisional Strategy (Surgery)

*

*

*

3 Strategic Risk 11: Leadership

2563: Lack of Divisional Strategy (Medicine)

2578: Lack of Divisional Strategy (W&C)

2

*

1

1 2 3 4 5

Capital programme for 2020 has been approved. 

4-6. 1-3.

Monthly Executive Highlight Report: Plans for next month:

Post Covid recovery planning continues to be undertaken in line with National Guidance.

Identification of potential investment requirements during initial development of interim Clinical Plan - commenced 

with clinical teams and options for improvement. 

Underpinning Risks: Executive Summary (For full list of underpinning risks - see Section 3 Appendix)

Continue engagement with HASR during Covid19 - core team of SROs and CCG leads to develop work plan

To review divisional strategies and ensure these are appropriate post Covid-19 and review and update the divisional 

risk registers as a result.

See appendix for a full list of underpinning divisional risks already on the risk register. These are summarised within 

the Heatmap referenced to the risk register ID number.

High Risk
Moderate 

Risk
Low Risk

Very Low 

Risk

Risk to Strategic Objective:

9) Lack of an integrated ICS, Humber and Trust clinical strategy which delivers long term 

system, service and organisational sustainability including the ability to attract inward 

investment 

Risk Description:
The risk of not having an integrated clinical strategy for the ICS, Humber,  Trust/Local level will limit the Trusts ability to deliver its strategic, 

workforce, finance and investment strategies impacting on the delivery of improved  clinical outcomes 

Monthly Executive Highlight Report: Risk tracking trend over time: Catastrophic 5 x 3 Possible = RR of 15

Trust wide Heat Map and Capacity and Demand Model created.

Interim clinical plan services identified and agreed across the Humber.

Key:

Likelihood (1-5)
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STRATEGIC OBJECTIVE: 4. TO WORK MORE COLLABORATIVELY

Date added:

Last updated:

G Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.

A Amber: Partially assured, progress is being made in mitigating the issues.

R Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

Trust Interim Clinical Plan does not align 

to future ICS, Humber and local priorities 

for delivery 

Agreed ICS, Humber and Trust priorities and planning 

assumptions 

Agreed Trust work plan which identifies key dependencies 

and risks at ICS, and Humber level 

ICS Board 

Humber Board - Elective, Non 

Elective, Out of Hospital

NLAG Recovery Board 

Interim Clinical Plan Board  

Availability of clinical staff to 

design and develop plans.

CCGs, Local Authority and wider 

Trust finance, contracting, 

performance, informatics 

engagement 

Risk of fragile services deteriorating 

further    

Progress with the interim clinical plan with Humber.

Business as Usual operational management with 

appropriate escalation processes in place.

Programme plan agreed 

and resourced to deliver the 

Trusts interim clinical 

strategy 

Performance monitored 

through PRIMS with 

appropriate escalation

Governance of clinical 

engagement and sign off for 

proposed plans 

RAG RATING KEY:

Risk to Strategic Objective:

9) Lack of an integrated ICS, Humber and Trust clinical strategy

 which delivers long term system, service and organisationally sustainability including 

the ability to attract inward investment 

Lead Executive: Ivan Mconnell

GAPS in Controls: GAPS in assurance:
Actions required to 

improve:

Consequences of Risk Materialising:
Assurance that the issues impacting on this risk are being 

managed:

Issues: Controls:

* Ineffective decision making;

* Prevents changes being made aligned to 

organisational priorities;

* Undermines the confidence and morale of staff;

* Poor relationship with key stakeholders

* Reduced ability to attract staff.

Assurance:

01-May-19

Oversight Group: Trust Board; TMB; Finance and Performance 16-Jun-20

Assurance Committee: Trust Board - reporting on a 6-monthly basis

Finance, estates, capital, 

workforce and ICT engagement 

Identification of appropriate 

deputies from clinical and non  

teams 

Trust Management 

Board
R

CCG and Regulatory 

engagement

Non attendance at Boards

Attendance at Project Boards, 

delivery groups and continuity 

of clinical staff engagement.

Ensure support service 

engagement in options 

development and planning 

Remote approvals of proposals 

Trend RAG Rating:

RED

A

Trust Board;

Trust Management 

Board; Finance and 

Performance 

Committee

Assurance / Oversight 

Group
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Strategic Objective: 4. TO WORK MORE COLLABORATIVELY

*

*

*

*

*

*

Linked Corporate or High Level Risk Rating HEATMAP:

* 5

*
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High Risk
Moderate 

Risk
Low Risk

Very Low 
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4-6. 1-3.
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1
-5

)

During the Covid lockdown there has been a remarkable response from local public and business to support our 

local hospitals with donations of materials, food and money.

Build on what we have been doing 

Across the Humber discussions about establishing a partnership board with providers to sit within the ICS 

structure

Underpinning Risks: Executive Summary (For full list of underpinning risks - see Section 3 Appendix)

There are no linked corporate or high level risks that underpin this strategic risk.

Likelihood (1-5)

Key: 15-25. 8-12.

Weekly briefing of local MPs on the incident of Covid-19 and the impact on the Trust supported by the sharing of 

the daily internal all staff email which has been positively received as being very helpful.

Provisional agreement to explore the establishment of acute collaboration within the ICS led by the 4 acute CEOs.

Risk to Strategic Objective: 10) The risk of ineffective relationships with stakeholders

Very constructive meeting with Leader of North Lincolnshire Council and Lead Executive and North Lincolnshire 

MPs relating to future developments of the HCV.

Developing relationships within the Integrated Care System (ICS) and NHSE/I. Very proactive on issues such as PPE 

and post Covid-19 restart of elective, cancer and other activity. 

Monthly Executive Highlight Report: Plans for next month:

Effective informal weekly meeting with senior leaders within Northern Lincolnshire CCGs, Local Authority and the 

Trust with routine involvement of the CEO the COO and the Medical Director.

Continued progress with the Humber Services Clinical Review with particular focus on the interim clinical plan 

with the Trust's Director of Strategy, COO and Medical Director. 

As a public sector organisation, the Trust is accountable as an organisation to many different stakeholders, including the public. It is 

critical therefore to develop and maintain effective relationships with stakeholders. Failure to do so effectively results in the risk to the 

Trust's reputation and risks achievement of strategic objectives. 

Monthly Executive Highlight Report: Risk tracking trend over time: Severe Consequence: 4 x 2: Unlikely = RR of 8

Effective meetings with Northern Lincolnshire MPs held during May.

Constructive session held with North Lincolnshire Health Scrutiny panel where the Trust provided a briefing on 

the response taken to Covid-19 and plans for the next phase.

Risk Description:
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STRATEGIC OBJECTIVE: 4. TO WORK MORE COLLABORATIVELY

Date added:

Last updated:

G Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.

A Amber: Partially assured, progress is being made in mitigating the issues.

R Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

Positive relationships and 

feedback from Covid-19 

collaborative 

relationship/working.

New arrangements and relationships developed.
Area of additional focus 1: New MPs 

- following the General Election;

Area of additional focus 2: Local 

CCGs;
Close working relationships between Executive teams.

Continued evidence of effective 

relationships.

RAG RATING KEY:

Ensuring that the CEO, Executive and 

Non-Executive Directors have 

sufficient capacity to prioritise 

effective stakeholder relationship 

development.

Executive directors have structures in place to enable effective 

support arrangements in place to enable them to have 

capacity to perform their duties, including working 

collaboratively with stakeholders.
Absence of negative feedback 

regard the Trust's lack of 

engagement.

Opportunity for closer working 

relationships between the 

Trust and stakeholders in 

greater Lincolnshire.

Opportunity for closer working 

relationships between the Trust and 

councillors in Local Authorities.

Attended NEL / NL Health Scrutiny Panel and ongoing 

development of working relationship.

Meeting held with ERoY. 

1:1 arrangements between Non-Executive Directors and the 

Chair to identify any capacity challenges.

1:1 arrangements between Executive Directors and the CEO to 

identify any capacity challenges.

Area of additional focus 6: Humber 

Coast and Vale (HCV) and ICPs in NL 

and NEL.

Area of additional focus 3: National 

leaders in the NHS (NHSE/I and 

ministerial);

G Trust Board

Proactive engagement work 

with MPs following General 

Election, Ongoing.

Head of Contracting and Chief 

Operating Officer (COO) 

working with Lincolnshire, 

Ongoing.

Regular operational action 

between Executives and 

counterparts at HUFT regarding 

key issues.

Actions required to 

improve:

There is a large number of 

stakeholders that NHS/Public 

organisations need to effectively 

work alongside and that hold to 

account the organisation.

There are currently no formal controls, however the CEO, 

Executive and Non-Executive Directors are working effectively 

to manage and build relationships with stakeholders, as a 

result the risk rating is low/meeting target set.

Stakeholder map developed and considered by Trust Board.

Commentaries received from 

stakeholders provides the Trust 

with assurance that effective 

relationships with stakeholders 

have been established.

6 Areas identified from 

stakeholder mapping where 

additional focus is required.

Board review of stakeholder 

map and agreement of 6 areas 

where additional focus is 

required, Trust Board/CEO, 

held in January 2020; further 

discussion planned following 

the Covid-19 pandemic.

Area of additional focus 5: Patient 

and voluntary groups; 

Area of additional focus 4: GPs and 

PCNs;

Issues: Controls: Assurance: GAPS in Controls: GAPS in assurance:

Assurance Committee: Trust Board

Assurance / Oversight 

Group

Risk to Strategic Objective: 10) The risk of ineffective relationships with stakeholders

Lead Executive: Peter Reading 01-May-19

Oversight Group: Trust Board 01-Jun-20

Consequences of Risk 

Materialising:

* Inability to work effectively with stakeholders as a system leading to a lack of progress against objectives;

* Failure to obtain support for key changes needed to ensure improvement or sustainability;

* Damage to the organisation's reputation, leading to reactive stakeholder management, impacts on the Trust's 

ability to attract staff and reassure service users.

Assurance that the issues impacting on this risk are being 

managed:

Trend RAG Rating:

GREEN

40



Strategic Objective: 5. TO PROVIDE STRONG LEADERSHIP

*

*

Linked Corporate or High Level Risk Rating HEATMAP:

5 Strategic Risk 9: Clinical Strategy

*

4 Strategic Risk 8: Organisational Strategy

*

3

2

*

1

1 2 3 4 5

1-3.

High Risk
Moderate 

Risk
Low Risk

Very Low 

Risk

Key: 15-25. 8-12. 4-6.

Likelihood (1-5)

C
o

n
se

q
u

e
n

ce
 (

1
-5

)

Monthly Executive Highlight Report: Plans for next month:

Interviews being held for the new GM for Community and Therapies in preparation for retirement of current post 

holder

The People Strategy is being considered at Trust Board in June and for final approval at Trust Board in July 2020.

See linked strategic risks in the heatmap and listed in section 3, the appendix.

Underpinning Risks: Executive Summary (For full list of underpinning risks - see Section 3 Appendix)

Risk Description:
Effective leadership is fundamental for any organisation to achieve their strategic objectives. Inadequate leadership therefore puts at risk the 

delivery of the Trust's strategic objectives.

Monthly Executive Highlight Report: Risk tracking trend over time: Moderate Consequence: 3 x 4: Likely = RR of 12

Risk to Strategic Objective:
11) Risk of insufficient investment and development of the Trust's leadership (including 

clinical leadership) - capacity and capability

PRIMS maintaining a focus on other Trust performance matters.

Continuing effective leadership of response to pandemic with daily incident management control and governance 

including development of Covid-19 restoration plan of normal clinical activity subject to substantial constraints 

placed on activity.

0

5

10

15

20

25

May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20 Apr-20 May-20 Jun-20

Current Initial Target (Mar 21)

41



STRATEGIC OBJECTIVE: 5. TO PROVIDE SKILLED LEADERSHIP

Date added:

Last updated:

G Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.

A Amber: Partially assured, progress is being made in mitigating the issues.

R Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

Formal leadership 

development strategy 

approved by Board.

Regular reporting to Trust 

Board.

Workforce committee has 

been re-established and is now 

meeting monthly.

Latest NHS Staff Survey 

demonstrated some 

improvements, whilst 

recognising further 

improvement work is 

underway still.

Medical engagement scale 

results available which 

demonstrate improvement 

from previous survey results.

CQC report, February 2020.

Standing board agenda item dedicated to the board focus on 

leadership and organisational culture.

Significant investment in strengthened structures, specifically 

(a) Organisational structure, (b) Board structure, (c) a number 

of new senior leadership appointments.

Development programmes for clinical leaders, ward leaders 

and more programmes in development.

Increased focus on communication with the Trust's senior 

leaders to ensure they are aware of key developments and to 

support effective decision making and communication within 

their teams.

Informal leadership development strategy has resulted in 

strengthening of organisational structures.

NHSI Well Led Framework has been used to support the Trust 

reflect and self-assess. 

Deloitte's Board Leadership development sessions to refine 

leadership qualities at Board level.

Strengthening of PRIMS arrangements.

36 Clinical Leads appointed and in post.

Evidence that Trust leadership 

arrangements still need to be 

strengthened to improve further to 

a CQC rating of Good for 'well led'  

and the Trust being within both 

quality and finance special 

measures.

There is a low level of medical 

engagement and there are 

opportunities for improved 

leadership within nursing, 

operational management and 

financial management.

PADR compliance shortfall of 

target set.

RAG RATING KEY:

Trust Board

Continued transition from 

improvement to Business as 

Usual to develop and embed 

sustainable change, 3 years.

There is a need for leaders to 

develop new leadership skills within 

an NHS that is now much more 

geared towards collaboration and 

working together.

No investment specifically for 

staff training / courses to 

support leaders work within a 

different context and to be 

effective in their roles as 

leaders within wider systems.

Include within the Leadership 

Development Strategy (delayed 

until after publication of NHS 

People Plan). This has been 

deferred until after the Trust's 

current response to the 

pandemic. Going to Board in 

June 2020.

A Workforce Committee

A

Actions required to 

improve:

A Workforce Committee

CQC Re-inspection of Well Led 

Framework and Trust ratings.

Trust remains in Quality Special 

Measures.

Financial improvements 

needed.

Elaine Criddle (NHSI), Jo James 

(NHSI) and Tracey Granger 

(NHS E Regional Intensive 

Support Director) undertaking 

some close work across the 

Trust and the Northern 

Lincolnshire system, ongoing.

Focus on PADR compliance 

levels via PRIM, ongoing.

Approval of a formal 

Leadership development 

strategy (delayed until after 

publication of NHS People 

Plan). This has been deferred 

until after the Trust's current 

response to the pandemic. 

Going to Board in June 2020.

Issues: Controls: Assurance: GAPS in Controls: GAPS in assurance:

Assurance Committee: Workforce Committee

Assurance / Oversight 

Group

Risk to Strategic Objective:
11) Risk of insufficient investment and development of the Trust's leadership 

(including clinical leadership) - capacity and capability

Lead Executive: Peter Reading 01-May-19

Oversight Group: Trust Board 01-Jun-20

Consequences of Risk 

Materialising:

* Non-delivery of the Trust's strategic objectives;

* Continued quality/financial special measures status;

* CQC well-led domain of 'inadequate'.

Assurance that the issues impacting on this risk are being 

managed:

Trend RAG Rating:

GREEN
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Section 3: Appendix: Full list of underpinning divisional/directorate risks underpinning strategic risks.

Strategic Risk 1: PERFORMANCE: Linked Corporate or High Level Risks that underpin this STRATEGIC RISK:

(a) Cancer 62 day target:

* 2592: Cancer waiting / 62 day target [Surgery] (risk rating: 16; C4xL4)

* 2160, 2261: Risks of non-delivery of constitutional performance: Histology (RR 15 & 12)

* **NEW** 2743: Open Access - Single Staff Service (Fam Serv - Cancer Performance) (risk rating: 12; C4xL3)

* 2448: Failure to reach cancer targets [Gynae] (risk rating: 12; C4xL3)

* 2008: Diagnostic PTLs meeting the cancer standards (risk rating: 12; C4xL3)

* 2244: Risk to Overall Performance: Cancer Performance Target 62 day (RR: 12; C3xL4)

* 2569: Failure to meet cancer targets [Medicine] (risk rating: 12; C3xL4)

* 2601: National Bowel Cancer Audit: 18 Month Stoma outlier (RR: 12; C4xL3)

* 2650: Lung Cancer QSIS submission 2019. Gaps in compliance [Medicine] (RR: 12; C3xL4)

* 2605: National Lung Cancer Outlier Alert [Medicine] (RR: 12; C3xL4)

* 2282: Haematology Oncology Pharmacy Screen [CSS] (RR: 12; C3xL4)

* 2524: Delay of CT reports for oncology patients (risk rating: 9; C3xL3)

* 2310: Haemato-Oncology Peer Review: Risk of haemato-Oncology [Medicine] (RR: 12; C4xL3) [Risk removed from RR, Feb 2020]

(b) A&E target:

* 2562: Failure to meet constitutional targets in A&E (Risk rating: 16; C4xL4)

* 1991: Working with Children - A&E Staff (Risk rating: 12; C3xL4)

* 2561: Reduction in the average length of stay (Risk rating: 9; C3xL3)

* 2564: Risk to A&E performance from UTC medical staffing gaps (RR: 8; C2xL4) [Risk rating reduced to 8 from 16, Feb 2020]

* 2576: Paediatric medical support pathway for ECC (Risk rating: 6; C3xL2) [Risk rating reduced to 6 from 15, Feb 2020]

(c) RTT - 18 weeks target:

* 2515: Accuracy of Data of Business Decision Making (risk rating: 20; C5xL4)

* 2048: Instability of ENT service (risk rating: 16; C4xL4)

* 2347: Risk to Overall Performance: Overdue Follow-ups (RR: 16; C4xL4)

* 1851: Shortfall in capacity with the Ophthalmology service (risk rating: 15; C5xL3)

* **NEW** 2746: Urology CNS Accommodation DPOW (Surgery RTT Performance) (risk rating: 12; C3xL4)

* 2118: Overdue Follow Up Colorectal Patients (risk rating: 12; C4xL3)

* 2401: Clinical Harm Review Process  (risk rating: 12; C4xL3)

* 2245: Non compliance with RTT incomplete target (risk rating: 16; C4xL4) [Risk rating INCREASED from 12 to 16, June 2020]

* 2400: Capacity & Demand (risk rating: 6; C2xL3) [Risk Rating reduced from 8 to 6, May 2020]

* 2583: Risk to 18w target due to long waiters and overdue pt f/u (RR: 6; C2xL3)

* 2698: Capacity and Demand [W&C] (RR: 8; C4xL2)

(d) Diagnostics:

* 1800: Shortage of Radiologists (RR: 20; C4xL5)

* 1631: MRI Equipment - Philips Intera 1.5T Achieva DPoW (risk rating: 20; C4xL5)

* 2646: Replacement of Xray room 1 at Goole (risk rating: 16; C4 x L4) [Risk Rating reduced from 20 to 16, Apr 2020]

* 2499: SGH Main MRI Scanner Capacity and Waiting Lists (risk rating: 15; C3xL5)

* 2307: Shortage of Radiographers (RR: 12; C3xL4)

* 2522: One CT Scanner at DPoW (risk rating: 12; C4xL3)

* 2141: Nuclear Medicine Reporting Software (risk rating: 12; C3xL4)

Strategic Risk 2: QUALITY: Linked Corporate or High Level Risks that underpin this STRATEGIC RISK:

(1). Quality Priority 1: Patient Experience: Improve the Trust waiting list with a focus on 40 week waits, total list size and out-patient follow-ups;

* 2515: Accuracy of Data of Business Decision Making (risk rating: 20; C5xL4)

* 2048: Instability of ENT service (risk rating: 16; C4xL4)

* 2347: Risk to Overall Performance: Overdue Follow-ups (RR: 16; C4xL4)

* 2245: Non compliance with RTT incomplete target (risk rating: 16; C4xL4) [Risk rating INCREASED from 12 to 16, June 2020]

* 1851: Shortfall in capacity with the Ophthalmology service (risk rating: 15; C5xL3)

* **NEW** 2746: Urology CNS Accommodation DPOW (Surgery RTT Performance) (risk rating: 12; C3xL4)

* 2118: Overdue Follow Up Colorectal Patients (risk rating: 12; C4xL3)

* 2401: Clinical Harm Review Process  (risk rating: 12; C4xL3)

* 2698: Capacity and Demand [W&C] (RR: 8; C4xL2)

* 2400: Capacity & Demand (risk rating: 6; C2xL3) [Risk Rating reduced from 8 to 6, May 2020]

* 2583: Risk to 18w target due to long waiters and overdue pt f/u (RR: 6; C2xL3)

(2). Quality Priority 2: Clinical Effectiveness: Reduce mortality rates and strengthen end of life care;

* 2418 Mortality Performance (risk rating: 20; C5xL4)

* **NEW** 2744: Mortality: Specific Focus on End of Life (risk rating: 20; C5xL4)

* 2653 Ceilings of care and advance care planning [C&T] (risk rating: 20; C4xL5)

* 2531 Inequitable provision of an Acute Hospital Learning Disability Liaison Nurse at Scunthorpe (risk rating: 15; C3xL5)

* 2597 NELA outlier alert for mortality (risk rating: 12; C4xL3)

* 2434 CQC Mortality Review: Heart Valve Disorders (risk rating 8; C4xL2)

* 2602 NHFD outlier alert for mortality (risk rating: 8; C4xL2)

* 2598 Lack of timely mortality SJR reviews [Surgery] (risk rating: 6; C2xL3) [Risk rating reduced from 12 to 6, June 2020]

* 2111 Lack of 7-day services for palliative care at SGH (risk rating: 6; C2xL3)

* 2714: Off Site Mortality Case Note Review (risk rating: 6; C3xL2)

* 2388 Risk of deteriorating patients not being escalated [Medicine] (RR: 15; C5xL3)

* 2390 Risk of deteriorating patients not being escalated [Paediatrics] (RR: 15; C5xL3)

* 2308 The risk of deteriorating patients not being escalated (RR: 12; C4xL3)

* 2671 CTG Archiving [Maternity] (risk rating: 12; C3xL4) 

* 2389 Risk of deteriorating patients not being escalated [Surgery] (RR: 12; C3xL4)
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* 2582 Care of critically ill children (risk rating: 12; C4xL3) [Risk Rating reduced from 16 to 12, May 2020]

* 2669 Lack of high observation machine on the antenatal/postnatal ward [Maternity] (risk rating: 9; C3xL3) 

* 2393 Risk of deteriorating patients not being escalated [Maternity] (RR: 6; C3xL2)

* 2576 Paediatric medical support pathway to ECC (risk rating: 6; C3xL2) [Risk Rating reduced from 15 to 6, Mar 2020]

* 2661 Maternity Datascopes [Maternity] (risk rating: 6; C3xL2) [Risk Rating reduced from 20 to 6, Feb 2020]

* 2672 Paediatric Ventilator [W&C] (risk rating: 6; C3xL2) 

(3). Quality Priority 3: Patient Safety: Improve the management of diabetes;

* 2600 Omitted doses (risk rating: 9; C3xL3)

* 2537 Diabetes Nurse Specialist vacancy (risk rating: 9; C3xL3)

(4). Quality Priority 4: Patient Experience & Clinical Effectiveness: Improve the effectiveness of cancer pathways focussing on time to diagnosis;

* 1800 Shortage in radiologists (risk rating 20; C4xL5)

* 2592 Cancer waiting / performance against 62 day target (risk rating 16; C4xL4)

* 2160 Delays in biopsy reporting (risk rating 15; C3xL5)

* 2210 Failure to meet 6 week target for CT / MRI (risk rating 15; C3xL5)

* 2244 Divisional delay in cancer pathways risk (risk rating: 12; C3xL4)

* 2261 Delays in biopsy reporting (risk rating 12; C3xL4)

* 2448: Failure to reach cancer targets (risk rating: 12; C4xL3)

* 2008: Diagnostic PTLs meeting the cancer standards (risk rating: 12; C4xL3)

* 2569: Failure to meet cancer targets [Medicine] (risk rating: 12; C3xL4)

* 2601: National Bowel Cancer Audit: 18 Month Stoma outlier (RR: 12; C4xL3)

* 2650: Lung Cancer QSIS submission 2019. Gaps in compliance [Medicine] (RR: 12; C3xL4)

* 2605: National Lung Cancer Outlier Alert [Medicine] (RR: 12; C3xL4)

* 2282: Haematology Oncology Pharmacy Screen [CSS] (RR: 12; C3xL4)

* **NEW** 2743: Open Access - Single Staff Service (Fam Serv - Cancer Performance) (risk rating: 12; C4xL3)

* 2524: Delay of CT reports for oncology patients (risk rating: 9; C3xL3)

* 2310: Haemato-Oncology Peer Review: Risk of haemato-Oncology [Medicine] (RR: 12; C4xL3) [Risk removed from RR, Feb 2020]

* 2566 7DS risk [Surgery] (risk rating: 12; C4xL3)

* 2620 7DS risk - Medical Directors Office (risk rating: 12; C3xL4)

* 2673 Implementation of 7 Day Services [Medicine] (RR: 12; C4xL3)

* 2640 7DS risk [CSS] (risk rating: 6; C3xL2)

(6). Patient Experience: Improve the quality and timeliness of complaints responses using a more individualised approach.

* 2659: Management of formal complaints and Pals within Trust Timescales [Chief Nurse] (RR: 15; C3xL5) [Risk Rating INCREASED from 12 to 15, June 2020]

* 2681: Divisional Complaints Backlog [Medicine] (RR: 12; C3xL4)

(7). Clinical Service Concern (CSC): Ophthalmology:

* CSC: 2347 Failure to review patients in specified timescales (risk rating 16; C4xL4)

* CSC: 1851 Shortfall in Ophthalmology (risk rating 15; C5xL3)

* CSC: 2186 Space in Ophthalmology outpatients (risk rating 12; C3xL4)

(8). Clinical Service Concern (CSC): Care of the Paediatric Patient in the Emergency Department:

* 1991: Working with Children - A&E Staff (Risk rating: 12; C3xL4)

* 2576: Paediatric medical support pathway for ECC (Risk rating: 6; C3xL2) [Risk rating reduced to 6 from 15, Feb 2020]

* 2449: Paediatric staffing (not meeting national guidance) W&C (risk rating: 15; C3xL5) 

(9). Miscellanious Quality Related:

* 2595: Lack of a Local Quality Dashboard – displaying quality indicators (risk rating: 15; C3xL5)

* 2157: Obstetric Theatre (risk rating: 15; C3xL5)

* Patient Safety Alert Linked: 2705: Interuption of High Flow Nasal Oxygen during transfer (RR: 12; C4xL3)

* JAG Accreditation Linked: 2694: Failure to meet JAG Recommendations in housing enema room within clinical area [CSS] (RR: 16; C4xL4)

* CQC Linked: 2707: Resus training provision (RR: 9; C3xL3)

* CQC Linked: 2549: Assessment of ligature points within the Medicine Division [Medicine] (RR: 10; C5xL2)

* CQC Linked: 2687: Syringe Driver Training Compliance [C&TS] (RR: 9; C3xL3)

* CQC Linked: 2663: Lack of Ligature Free Rooms within Paediatric Wards [W&C] (RR: 8; C4xL2)

* **NEW** Patient Safety Alert Linked: 2742: Breast Implant associated lymphoma (BIA ALCL) (RR: 4; C4xL1)

(10).NO LONGER A QUALITY PRIORITY FOR 2020/21: Medication Safety: [TO REMOVE FROM BAF]

* QP3b: 2568 Safe and secure storage of medicines (risk rating: 12; C4xL3)

* QP3b: 2559 Medicine division: Secure storage of medicines (risk rating: 4; C2xL2)

* QP3b: 2525 Access and Supply of Medications to NRC [CSS] (risk rating: 12; C4xL3) [Risk removed from RR, Mar 2020]

To review risk ratings of divisional risk registers in response to latest developments:

* Review and confirmation of Risk Rating needed: 2462: Supply of radiopharmaceuticals and nuclear medicine ‘cold kits’ (risk rating: 12, C4xL3)

* Review and confirmation of Risk Rating needed: 2567 Brexit [Surgery] (risk rating: 12; C4xL3)

* Review and confirmation of Risk Rating needed: 2571 Transport arrangements linked to Brexit [Medicine] (RR: 12; C3xL4)

* 2579 Transport arrangements linked to Brexit [W&C] (RR: 2; C2xL2) [Risk Rating reduced from 12 to 4, Apr 2020]

* 2426: Business continuity (risk rating: 10; C5xL2)

Quality Priority 5: Patient Safety, Experience & Clinical Effectiveness: Improve safe flow and discharge through the hospital focussing on outliers, late night patient 

transfers and discharges before noon;
(5). 

Strategic Risk 3: Adverse impact of external events (i.e. Britain's exit from the European Union; Pandemic) on business continuity and the delivery of safe care: Linked 

Corporate or High Level Risks that underpin this STRATEGIC RISK:
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* 2697: Risk to frontline staff - exposure to COVID 19 (RR: 9; C3xL3)

* 2699: COVID 19 impact on W&C (RR: 9; C3xL3)

* Review and confirmation of Risk Rating needed: 330: Risk of lack of preparedness for coping with major incident (risk rating: 6; C3xL2)

* 2688: Risk to clinical services due to impact on transport arrangements following Britain’s exit from the EU (C&T) (RR: 6; C3xL2)

* 2708: Covid-19 (Community & Therapies) (RR: 20; C4xL5)

* 2710: COVID-19 Pandemic: Risk to IT Operations Service (Digital Services) (RR: 20; C4xL5)

* 2700: Impact on Divisional Businees Plan / Service Delivery due to COVID 19 (Medicine) (RR: 20; C4xL5)

* 2704: Risks arising as a result of Covid-19 Pandemic (CSS) (RR: 20; C4xL5)

* 2706: COVID 19 Pandemic (Surg & CC) (RR: 16; C4xL4)

* 2705: Interuption of High Flow Nasal Oxygen during transfer (RR: 12; C4xL3)

* 2701: Covid 19 - Pharmacy perspective (CSS) (RR: 9; C3xL3)

* 2699: Covid-19 - all sites (Family services) (RR: 9; C3xL3)

* 2714: Off Site Mortality Case Note Review (risk rating: 6; C3xL2)

Strategic Risk 4: SKILLED STAFF: Linked Corporate or High Level Risks that underpin this STRATEGIC RISK:

Medical Staffing Risks:

* 1800: Shortage of Radiologists CSS (risk rating: 20; C4xL5)

* 2359: Doctor vacancies in Medicine (risk rating 16; C4xL4)

* 2279: Risk to Overall Performance: Medical Workforce in Surgery (RR: 16; C4xL4)

* 2685: Urology medical staffing shortfall (risk rating: 12; C3xL4) [Risk Rating reduced from 15 to 12, June 2020]

* **NEW** 2741: Depleted Consultant Workforce Breast Service (Fam Serv) (risk rating: 12; C4xL3)

* 2419: Medical staff Recruitment and retention (risk rating: 12; C3xL4) [Risk Rating reduced from 15 to 12, Feb 2020]

* 2420: Medical staff job planning (risk rating: 12; C3xL4)

* 2261: Histology Reporting due to staffing CSS (risk rating: 12; C3xL4)

* 2018: Lack of substantive Acute Care Physicians [Medicine] (risk rating 10; C2xL5)

* 2596 Job plans in W&C (risk rating: 10; C2xL5)

* 2564: Risk to A&E perf from UTC medical staffing gaps Medicine (RR: 8; C2xL4) [Risk Rating reduced from 16 to 8, Feb 2020]

* 2449: Paediatric staffing (not meeting national guidance) W&C (risk rating: 15; C3xL5) 

Nursing Staffing Risks:

* 2421: Nurse Staffing (risk rating: 25; C5xL5)

* 2530: Poor registered nursing skill mix on wards (risk rating: 25, C5xL5)

* 2140: Registered Nurse Vacancy Position Ward 25 and 28 Surgery (RR: 20; C4xL5)

* 2145: Nurse Staffing and Vacancy Position Medicine (risk rating: 20; C4xL5) [Risk Rating INCREASED from 16 to 20, June 2020]

* 2490: Midwifery Staffing W&C (risk rating: 16; C4xL4)

* 2537 Diabetes Nurse Specialist vacancy Medicine (risk rating: 9; C3xL3)

* 2479: CNS Staffing Levels Medicine (risk rating: 15; C3xL5) [Risk removed from RR, Feb 2020]

* 2531 Inequitable provision of an Acute Hospital Learning Disability Liaison Nurse at Scunthorpe (risk rating: 15; C3xL5)

* 2692: Potential failure to achieve antenatal and newborn screening KPIs (RR: 9; C3xL3)

Other Staffing Risks:

* 2163: Estates Workforce Shortfall E&F (risk rating: 16; C4xL4)

* 2035: Equality Act 2010 compliance (risk rating: 16; C4xL4)

* 2638: Tissue Viability Team Capacity (risk rating: 15; C3xL5)

* 2691: PSA Pathway Admin Support (RR: 15; C3xL5)

* **NEW** 2743: Open Access - Single Staff Service (Fam Serv - Cancer Performance) (risk rating: 12; C4xL3)

* 2189: Admin W/F in Pink Rose Suite Surgery (RR: 12; C3xL4)

* 2166: Breast care: Imaging team W/F in Pink Rose Suite Surgery (RR: 12; C3xL4)

* 2255: Staffing issues in Nutrition and Dietetics C&T (risk rating 12; C3xL4)

* 2356: Community & Therapy staff sickness C&T (risk rating 12; C3xL4)

* 2519: Community & Therapies physiotherapy staffing (RR 12; C3xL4)

* 2553 Obstetric theatre staffing model for mat services W&C (RR: 10; C2xL5)

* 2550 Pharmacy staffing (risk rating: 10; C2xL5)

* 2696: Limited Neuro Rehab Therapy provision to provide rehabilitation to the unit (RR: 9; C3xL3) [Risk removed from RR, May 2020]

* 2580 Lack of divisional workforce plan in W&C (risk rating: 9; C3xL3)

* 2581 Lack of leadership/succession plan in W&C (risk rating: 9; C3xL3)

* 2576: Paediatric Medical Support Pathway for ECC (risk rating: 6; C3xL2) [Risk Rating reduced from 15 to 6, Feb 2020]

* 2352: Vacancies and Recruitment - Acute Therapy Staff NEL C&T (RR: 6; C2xL3) [Risk removed from RR, May 2020]

* 2397: Rehab Medicine staffing C&T (risk rating: 6; C2xL3)

* 2572 Occupational Therapy Capacity and Demand [C&T] (risk rating: 6; C3xL2) [Risk Rating Decreased from 9 to 6, Mar 2020]

* 2100: Theatre staffing Surgery (risk rating: 6; C2xL3)

* 2689: Low staffing levels and high waiting times within the MSK Service (RR: 6; C3xL2)

* 2492: 60 hour labour ward cover W&C (risk rating 16; C4xL4) [Risk removed from RR, Feb 2020]

Training and Appraisals:

* 2422: Leadership & Management: Annual Appraisal (risk rating: 12; C3xL4)

* 1991: Working with Children - A&E Staff [Medicine] (Risk rating: 12; C3xL4)

* 2423: Leadership & Management: Mandatory Training (risk rating: 9; Cx3xL3)

* 1775: Bank Staff - Mandatory training (risk rating: 9; C3xL3)

Clinical Engagement:

* 2682: Working lives of our trainee doctors (risk rating: 12; C4xL3) [Risk Rating reduced from 16 to 12, May 2020]

* 2431: Clinical Engagement (risk rating: 12; C4xL3)

Recruitment / Personnel Files:

* 2684: Compliance with employment check standards for private patient professionals (risk rating: 8; C4xL2) [Risk Rating reduced from 12 to 8, Apr 2020]

* 2586: Medical Personnel Files storage arrangements (risk rating: 9; C3xL3)

Strategic Risk 5: STAFF ENGAGEMENT: Linked Corporate or High Level Risks that underpin this STRATEGIC RISK:

* 2202: Failure to review and agree a number of out of date employment policies (risk rating: 16; C4xL4)

* 2424: Organisational Culture, Systems and Processes (RR: 12; C3xL4) [Risk Rating reduced from 20 to 12]
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* 2353: Staff Morale - Community and Therapies Services (risk rating: 6; C2xL3) [Risk Rating reduced from 12 to 6]

Strategic Risk 6: FINANCE: Linked Corporate or High Level Risks that underpin this STRATEGIC RISK:

* 2712: Achieve 2020/21 breakeven position as agreed with NHSi (risk rating: 16; C4xL4)

* 2040: Delay in payment of invoices (risk rating: 16; C4xL4)

* 2534: Tender for new financial ledger (risk rating: 16; C4xL4) [Risk removed from RR, May 2020]

* 2535: Loss of income if Trust does not achieve the 2019/20 deficit as agreed with NHSI (risk rating: 16; C4xL4) [Risk removed from RR, June 2020]

* 913: Late Submission of Termination of Employment Forms (risk rating: 12; C3xL4)

CIP Savings:

* **NEW** 2733: Risk of not achieving 2020/2021 CIP target of £1.19m [Family Services] (risk rating: 16; C4xL4)

* 2577: Risk of not achieving CIP target (W&C) (RR: 16; C4xL4) [Risk removed from RR, June 2020]

* 2599: Unable to meet CIP deliver (Surgery) (RR: 16; C4xL4)

* 2526: Delivery of 2019/20 CIP (Community & Therapies) (risk rating: 15; C3xL5) [Risk rating INCREASED from 12 (C4xL3) to 15, Mar 2020] [Risk removed from RR, May 2020]

* 2560: Failure to meet agreed CIP (Medicine) (RR: 12; C3xL4) [Risk removed from RR, May 2020]

* **NEW** 2745: Delivery of Medicine CIP for financial year 2020/21 (risk rating: 9; C3xL3)

* 2543: Risk of not achieving CIP plan (CSS) (RR: 2; C2xL1) [Risk rating reduced from 12 (C4xL3) to 2, Mar 2020]

* 2508: Risk of not-achieving CIP (Medical Directors Office) [Reduced] (risk rating: 9; C3xL3) [Risk removed from RR, Mar 2020]

CQUIN linked risks:

* 2573: CQUIN Performance risk (Surgery) (RR: 6; C2xL3)

Other financial risks:

* 2541: Risk if fines for non-disclosure (risk rating: 6; C3xL2) [Risk rating decreased from 9 to 6, June 2020]

* 2683: NHS PS dispute over Invoices (risk rating: 12; C4xL3)

Strategic Risk 7a: ESTATES AND EQUIPMENT: Linked Corporate or High Level Risks that underpin this STRATEGIC RISK:

Estates Engineering risks:

* 2720: Water Safety Compliance: Cold water storage (Goole)  (risk rating: 20; C5xL4)

* 2719: Water Safety Compliance: Coronation block  (risk rating: 20; C5xL4)

* 2715: Water Safety Compliance: Gravity system (DPoW) (risk rating: 20; C5xL4)

* 2425: Health & Safety Compliance: Water Safety Compliance (risk rating: 20; C5xL4) [Risk removed from RR, May 2020]

* 2038: Fire Compliance (risk rating: 20; C5xL4)

* 2293: Fire Ring Main Deadlegs and Condition Risk (risk rating: 20; C4xL5) [Risk removed from RR, May 2020]

* 2088: Building Management Systems (BMS) Controller failure/upgrade (risk rating: 20; C4xL5)

* 1620: Medical Gas Pipeline System outlet and plant (risk rating: 20; C5xL4)

* 2281: Low Voltage Electrical Infrastructure (risk rating: 20; C5xL4)

* 2623: Failure of windows trust wide (RR: 20; C5xL4)

* 2732: Lack of Authorised Persons (APs) due to AP new starteer and refresher training being postponed/cancelled because of COVID-19 (risk rating: 16; C4xL4)

* 2721: Water Safety Compliance (DPoW): Fire ring main (risk rating: 16; C4xL4)

* 2722: Water Safety Compliance (SGH): Fire ring main (risk rating: 16; C4xL4)

* 2723: Water Safety Compliance (Goole): Fire ring main (risk rating: 16; C4xL4)

* 2725: Water Safety Compliance: Sensor taps (SGH) (risk rating: 16; C4xL4)

* 2724: Water Safety Compliance: Sensor taps (DPoW) (risk rating: 16; C4xL4)

* 2726: Water Safety Compliance: Sensor taps (Goole) (risk rating: 16; C4xL4)

* 1223: Replacement/Repairs of flat roof (risk rating: 16; C4xL4)

* 2200: Door entry/intercom system (risk rating: 16; C4xL4)

* 2212: Nurse Call System (risk rating: 16; C4xL4)

* 1774: Poor condition of Fuel Oil Storage Tanks (SGH) (risk rating: 16; C4xL4)

* 2452: Northside Buildings Roofs (risk rating: 16; C4xL4)

* 2694: Failure to meet JAG Recommendations in housing enema room within clinical area [CSS] (RR: 16; C4xL4)

* 2717: Water Safety Compliance: Silver Copper ionisation (DPoW) (risk rating: 15; C5xL3)

* 2718: Water Safety Compliance: Silver Copper ionisation (SGH) (risk rating: 15; C5xL3)

* 2374: Medical Air Compressor Plant Replacement – SGH (RR:15; C5xL3)

* 1601: Clock Tower (Northside Development) (risk rating: 15; C5xL3)

* 2624: Pressurised System Safety Valves (RR:  15; C5xL3)

* 2727: Water Safety Compliance (DPoW): BMS  (risk rating: 12; C4xL3)

* 2728: Water Safety Compliance (SGH): BMS  (risk rating: 12; C4xL3)

* 2729: Water Safety Compliance (Goole): BMS  (risk rating: 12; C4xL3)

* 2716: Water Safety Compliance: Temperature Monitoring (DPoW) (risk rating: 12; C4xL3)

* 2637: Switch Room Access (Blocked) (RR:  12; C4xL3)

* 2656: Trip Hazard Car Park adjacent to West Arch (RR: 12; C3xL4)

* 2693: Aseptic Air Handling Units - alert system (RR: 12; C4xL3)

* 2538: Non Compliant with the Combustion Plant Directive (MCPD) (RR: 10; C2xL5) [Risk reduced from 15 to 10]

* 2377: Sterile Pack Bulk Storeroom (risk rating: 20; C5xL4) [Risk removed from RR, Feb 2020]

* 2317: SGH & Pathology Air Tube POD System (risk rating: 6; C3xL2) [Risk rating decreased from 20 to 6, June 2020]

Facilities Services risks:

* 2539: Deterioration of the CCTV System leading to loss of functionality (RR 20; C4xL5)

* 2381: Scunthorpe Main Kitchen Dishwasher (risk rating: 16; C4xL4) [Risk removed from RR, Mar 2020]

* 2613: Patient Sandwiches Provision (risk rating: 16; C4xL4)

* 2383: Hand Wash Sink Configuration SGH Kitchen (risk rating: 16; C4xL4)

* 2481: Cleaning trolleys and equipment (risk rating 16; C4xL4) [Risk removed from RR, May 2020]

* 2614: 1 x Pan Dishwasher (risk rating: 16; C4xL4)

* 2547: Multi-cook regen oven (GDH) (risk rating: 16; C4xL4) [Risk removed from RR, June 2020]

* 2635: Patient Beverage & Breakfast Trolley - x44 Units Trustwide (RR:  16; C4xL4)

* 2647: Sound shelter for hearing tests (risk rating: 16; C4xL4)

* 2636: Insecure Clinical Waste Bins (RR: 15; C3xL5) [Risk removed from RR, Mar 2020]

* 1626: Asbestos management (risk rating: 10; C5xL2) [Risk rating INCREASED from 5 (C5xL1) to 10, Mar 2020]
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Equipment risks:

* 2657: Replacement of x20 Endoscopy Patient Monitoring (RR:20; C5xL4) [Risk removed from RR, Apr 2020]

* **NEW** 2735: Patient samples storage fridge – Scunthorpe Microbiology Laboratory (risk rating: 20; C4xL5)

* **NEW** 2736: Fridge replacement - storage of reagents – Scunthorpe Microbiology Laboratory (risk rating: 20; C4xL5)

* 2678: Sonosite S Nerve at end of life (RR:20; C4xL5)

* **NEW** 2731: Vacuum Assisted Delivery Machine  (risk rating: 16; C4xL4)

* 2731: Vacuum Assisted Delivery Machine  (risk rating: 16; C4xL4)

* 2621: Autoclaves (Microbiology) (risk rating: 16; C4xL4)

* 2285: Bed, Trolley, Couch Replacement Plan (risk rating: 16; C4xL4)

* 2272: EHO Compliance with Ward Based Kitchen surfaces and storage areas (risk rating: 16; C4xL4)

* 2634: IOL Master  DPOW currently out of contract (risk rating: 16; C4xL4)

* 2619: Microscope Replacement (Cellular Pathology) (risk rating: 16; C4xL4)

* 2498: OPT and Cephalostat dental x-ray machine (risk rating: 16; C4xL4)

* 2645: Replacement of 1 x Ultrasound Scanner at Goole (risk rating: 16; C4xL4)

* 2644: Replacement of 1 x Ultrasound Scanner for Vascular (risk rating: 16; C4xL4)

* 2469: Replacement of Endoscopy's Lancer Drying Cabinet (risk rating: 16, C4xL4)

* 1907: Replacement of Pharmacy Robot (risk rating 16; C4xL4)

* 2679: Bladder scanners at end of life (RR:15; C3xL5) [Risk Rating INCREASED from 12 to 15]

* **NEW** 2730: Patient Observation Monitor (risk rating: 15; C3xL5)

* **NEW** 2740: Aging and fragile equipment for sentinel node biopsy (risk rating: 15; C3xL5)

* 2730: Patient Observation Monitor (risk rating: 15; C3xL5)

* 2373: Age & Vulnerability of DXC iLab (Apex / Pathology LIMS) (risk rating: 15; C5xL3)

* 2680: MicroMaxx ultrasound - end of life (risk rating: 15; C3xL5)

* 2618: Microtome Cutting Station (Histology) (risk rating: 15; C3xL5)

* 2660: Aging hysteroscopes (RR: 9; C3xL3)

* 2677: Cardiology Stress Test System (RR: 9; C3xL3)

* 2666: Extraction Cabinet - Scunthorpe Laboratory (RR: 9; C3xL3)

* 2690: Osmometer Replacement [CSS, Pathology] (RR: 9; C3xL3)

* 2664: Baby cots (RR: 8; C2xL4)

* 2665: Aging CTG Machines/Fetal Monitors (RR: 6; C3xL2)

* 2672: Paediatric ventillator (RR: 6; C3xL2)

Strategic Risk 7b: ESTATES SUSTAINABILITY: Linked Corporate or High Level Risks that underpin this STRATEGIC RISK:

* All specialist engineering risk entered on the register are relevant to this risk

* 2429: Premises and engineering services (risk rating: 20; C5xL4)

*

*

Strategic Risk 7c: DIGITAL: Linked Corporate or High Level Risks that underpin this STRATEGIC RISK:

(a) Cyber Security:

* 2463: Cyber Security Risk - (Windows 10 Implementation) (risk rating: 20; C5xL4) [Risk rating INCREASED from 15 (C5xL3) to 20, Mar 2020]

* 2461: Need for qualified IT Security Officer for Data Security Toolkit (RR: 20; C4xL5)

* 2408: Data & Cyber Security: (2) Cyber Infrastructure [Risk One] (risk rating: 16; C4xL4)

* 2369: Unsupported software, hardware and applications (risk rating: 16; C4xL4) [Risk rating INCREASED from 12 (C3xL4) to 16, Mar 2020]

* 2713: Annual Penetration Testing Delayed (risk rating: 12; C4xL3)

* 2409: Data & Cyber Security: (2) Cyber Infrastructure [Risk Two] (risk rating: 12; C4xL3)

* 2674: Cyber Security Vulnerabilities - WebV (risk rating: 6; C3xL2)

* 2702: CAccount Weaknesses in V2 of WebV  (risk rating: 6; C3xL2)

* 2703: Cyber Security: Outdated JavaScript Libraries in WebV (risk rating: 6; C3xL2)

* 2714: Off Site Mortality Case Note Review (risk rating: 6; C3xL2)

(b) Risks of non-compliance with the Data Protection Act:

* 2676: Risk of non-compliance with the Data Protection Act 2018 due to the Trust not having sufficient resource and technical tools (RR: 20; C5xL4) [Risk rating amended, Mar 2020]

*

* 2084: Management of A&E Notes inc Scanning; Destruction and Forwarding of paper records (risk rating: 8; C2xL4)

* 2288: Risk of IG Breaches Across the Trust (RR:9; C3xL3) [Risk removed from RR, May 2020]

* **NEW** 2737: Potential viewing of reports unaudited (risk rating: 6; C3xL2)

(c) Shortage of IT Equipment:

* 2433: Switchboard (Management of on-call rotas for hospital services) (RR: 20; C4xL5)

* 2675: The IT Operations Department require a comprehensive IT Service Management System (risk rating: 15; C3xL5)

(d) Strategic Direction:

* 2440: Development of the Digital 2020 Strategy (risk rating: 9; C3xL3)

e) WebV

* 2495: WebV Server Warranty Renewal (risk rating: 16; C4xL4)

* 2617: Risk of not implementing electronic requesting in cardiology (risk rating: 16; C4xL4) [Risk rating REDUCED from 20 (C4xL5) to 16, May 2020]

* 2504: Discharge Summaries only reaching 75% (risk rating: 15; C3xL5)

* **NEW** 2738: Delay in Radiology Requesting Roll Out (risk rating: 9; C3xL3)

* 2702: Account Weaknesses in V2 of WebV (risk rating: 6; C3xL2)

(e) Trust's PAS and data Quality:

* 2515: Accuracy of Data of Business Decision Making (risk rating: 20; C5xL4)

* 2501: Delay in outpatient summary letters reaching recipient < 7 days (RR: 15; C3xL5)

* 2662: Duplication of Hospital Numbers (CMIS) [Maternity] (risk rating: 4; C4xL1) [Risk Rating reduced from 12 to 4, Apr 2020]

* 2516: Delays sending letter incorrect functioning of the Dictate IT system (RR: 10; C5xL2)

Strategic Risk 8: STRATEGY: Linked Corporate or High Level Risks that underpin this STRATEGIC RISK:

2376: The risk of breaching the Data Protection Regulation re. reporting serious data protection incidents to the Information Commissioners Office (ICO) (RR: 12; 

C4xL3) [Risk removed from RR, Apr 2020]

2655: Replacement of primary heat source and associated infrastructure and equipment to include the Steam Raising Boilers [Scunthorpe General Hospital] (risk 

rating: 16; C4xL4) 

2654: Replacement of primary heat source and associated infrastructure and equipment to include the Steam Raising Boilers [Goole District Hospital] (risk rating: 12; 

C4xL3) 
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* Strategic Risk 10: Stakeholders

Strategic Risk 9: CLINICAL STRATEGY: Linked Corporate or High Level Risks that underpin this STRATEGIC RISK:

* To confirm & challenge: 2563: Lack of divisional strategy [Medicine] (RR: 9; C3xL3)

* To confirm & challenge: 2565: Surgical Division 5 Year Strategy (RR: 12; C4xL3)

* To confirm & challenge: 2578: Risk of not having an agreed W&C division 5 year strategy (RR: 9; C3xL3)

* Strategic Risk 11: Leadership

Strategic Risk 10: STAKEHOLDERS: Linked Corporate or High Level Risks that underpin this STRATEGIC RISK:

* There are no linked corporate or high level risks that underpin this strategic risk.

Strategic Risk 11: LEADERSHIP: Linked Corporate or High Level Risks that underpin this STRATEGIC RISK:

* Strategic Risk 9: Clinical Strategy

* Strategic Risk 8: Organisational Strategy
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DATE 22nd July 2020 
 

REPORT FOR 
 
Council of Governors 

 
REPORT FROM 

 
Dr Kate Wood, Medical Director     
Ivan McConnell, Director of Strategic Development 
Shaun Stacey, Chief Operating Officer 
  

CONTACT OFFICER 
 
Ivan McConnell, Director of Strategic Development 

 
SUBJECT 

 
Humber Acute Services & Interim Clinical Plan Update 

 

BACKGROUND 
DOCUMENT  
(IF ANY) 

 

Supporting Slides Attached 

EXECUTIVE COMMENT 
(INCLUDING KEY ISSUES 
OF NOTE OR, WHERE 
RELEVANT, CONCERN 
THAT THE COG NEED TO 
BE MADE AWARE OF) 

In the past two years partners in the health system have spent time 
reviewing the future of acute services through the Humber Acute 
Services Review. This has included work on initial specialty focused 
programmes through to large scale review of Urgent and Emergency 
Care, Maternity and Paediatrics and Planned Care.   
 
Despite our efforts, there has been minimal delivery of change to 
address the challenges of workforce, demand, quality of care, 
performance and constraints within our existing estate and 
infrastructure.  
 
People are not getting the healthcare services they need. Our 
performance is not as we would like. We struggle to recruit and retain 
staff despite being one of the largest employers in the Humber. Our 
estates infrastructure does not meet the needs of a modern health care 
system and we are not making effective use of digital services.  
 
We need to accelerate the process to: 

• ensure that we can deliver sustainable high quality services to 
the people we serve in the long term  

• improve access and outcomes for our patients.  
• transform how we deliver services harnessing some of the 

changes delivered during Covid  
• invest in our staff, develop new roles, innovate our training 

programmes and enhance our  partnerships with academic and 
training bodies  

• invest in our estates infrastructure 
• deliver our services more economically and efficiently  

 
A two pronged approach is therefore proposed: an Interim Clinical 
Plan to drive rapid change in the services which most urgently need 
action, to ensure they can provide safe and sustainable care and a way 
forward to a conclusion of the HASR, which is addressing the overall 
approach to sustainable hospitals services for the future. 

COUNCIL ACTION REQUIRED The Council of Governors are asked to Note the Report 

 



Governor’s Update 
 
-     Humber Acute Services 
-     Interim Clinical Plan  

Dr Kate Wood 
Ivan McConnell 
 
22 July 2020 
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Humber Acute Services: An overview of work undertaken to 
date  

2 

Humber Acute Services Case for Change 2019 

Fragile and Vulnerable Services Analysis 2019  

Interim Clinical Plan 2020 

HAS EOG Clinical Design 
Group  

Divisional 
Engagement TMB  

Engagement with Trust Colleagues  

Clinical Senate  
Review 2019 



Our strategic planning framework must reflect the system 
within which we operate  

3 

HCV ICS 

HAS 

NLAG CQC 
Action Plan  

Strategy  

NLAG Clinical Strategy  

Divisional Strategies 

Enabling Strategies 
People ICT Finance Estates 

Performance 

Interim Clinical 
Plan 

Major Capital  



A reminder: HASR Principles agreed 2018 4 

Service Change 

The Humber Acute Services Principles: 
 
• A commitment to provide acute hospital services that are in patient focussed, safe and 

sustainable, meeting the needs of our population both now and in the future  
• The service review will be clinically led 
• The review will be evidence based and take into account best practice  
• The review will focus on hospital services rather than hospital buildings and organisations  
• The review will be cognisant of local developments in out of hospital care and work towards 

solutions that support joined up care across the system  
• A transparent, collaborative and inclusive approach will be adopted at all stages of the review 

process, ensuring engagement with key stakeholders from the outset  
• Plans for the future provision of acute hospital services will be developed in accordance with 

the levels of human, physical and financial resources expected to be available  
• Plans for the future provision will include urgent and emergency care and maternity care at HRI, 

SGH and DPoW  
• The review will be undertaken in accordance with an agreed programme plan which sets out 

objectives, processes , timescales and resources  



A reminder - HASR decision making criteria 5 



We are working to accelerate the delivery of Humber Acute 
Services and our Interim Clinical Plan  6 

Interim Clinical Plan  

  

Service Change 

Years  1 - 3 

Planned Care 

Women's and Paediatrics 

Urgent and Emergency Care  

Haematology 

Neurology 

ENT 

Dermatology 

Cardiology 

Gastroenterology 

Urology 

Ophthalmology 

Respiratory  

Paediatrics 

Oncology 

Primary/Community Transformation  

Estates ICT Finance Workforce Capital  

Dependencies for  
specialist medicine 
and U+EC 



As a first step in developing an interim Clinical Plan NLAG 
developed a “Heatmap” of Fragile and Vulnerable Services 
– this provided us with a context for our operational 
improvement 

7 

 Medical Consultant & Other 
Medical Workforce vacancy rate 

against establishment 

Medical staff 
Sickness rate 

Referral rate no 
greater than 

previous  levels 

Reference 
Costs 

18 ww 
Incomplete RTT 

Performance 
against 92% 

standard 

Backlog 
volumes - 
outpatient 

overdue 

Average LOS - 
elective and 
non-elective  

Vacancies: = to or >30% of 
Establishment > 4%  Growth above 

10% >100 <92 
 > or = to 800 Higher than 

national 
Vacancies: = to or  >10%  <30% of 

establishment > 1% <4% Growth up to or = 
to 10% < or = to 100 > or = to 92 > or = to 500 

<800 
Equal to or lower 

than national 
No vacancies: <10% or over 

established (+) < or = to 1% Reduced Referrals 
(-) 

<500 
 

The “Heatmap” was based upon the analysis of a number of key performance metrics  
and thresholds  



Delivering our Interim Clinical Plan  8 

Trust plus Humber 
Heat map  

Stage 1 
(0-3 months) 

Stage 2  
(4 – 6 months) 

Stage 3 
(7 - 24months) 

• Haematology 
• Neurology 
• ENT  
• Dermatology 
• Cancer Scoping 

• Cardiology 
• Gastroenterology 
• Urology 
• Ophthalmology 

• Respiratory  
• Paediatrics 
• Oncology 

Review 

Diagnostics 

Note:   Delivering the Interim Clinical Plan does not predetermine the 
outcome of the wider Strategic HAS Review 



Delivering our Interim Clinical Plan: An example Cardiology  9 

Complex Service 
Profile 

Mix inpatient/ 
outpatient/ 
community 

High volumes of 
activity 

Integrated with Primary and Community Services 



Delivering our Interim Clinical Plan: Draft Working Principles  10 

To aid the progress of the interim plan, the following draft working principles have been developed 
jointly across the system to underpin the work programmes and delivery of change: 
 
• To continue to explore the clinical operating models of Hot/Cold and Acute/less acute in tandem 

(HASR long term) 
• Where it makes sense, to pool clinical and managerial teams  
• To operate with one PTL or patients across specialties  
• Acknowledge and increase the pace of delivery as a result of the pandemic  
• Ensure the proposals are pathway and clinically driven  
• Complete the work once for place and the Humber  
• Ensure the complimentary programme of Out Of Hospital  (OOH) work influences and is influenced 

by this piece of work  
• Ensure the Communications and Engagement programme runs in parallel  
• A single site for complex staging and treatment of cancer  
• The ‘Hosting’ of services by either HUTH or NLaG across multiple sites  
• For each service a single Medical Lead, Nurse/AHP Lead and Manager Lead  
• The principle of “reciprocity” will underpin all of the work   

Note:   Subject to agreement during mobilisation  



Communication, engagement and co-production will be  
critical to ensuring success: A joint Trust/CCG responsibility 

11 



Next Steps 12 

Jul – Oct 2020 Nov  2020 – Mar 2021 2021/2022 

PCBC Dec 2020 

Major Capital EOI/SOC 

Medium Term Capital EOI/SOC – STP Wve5 

Corporate Services 

Digital and Business Intelligence  

Strategic Workforce Plan  

Strategic Finance: Costing/Efficiency/Carter 

Systems: Interoperable/Single   

Aligned/Hosted/Shared Corporate Services 

Strategic Workforce Plan + Partnerships  

Interim Clinical Plan Phase 1  Interim Clinical Plan Phase 2  

Primary/Community Transformation  

Urgent Care shortlist of options 

Maternity and Paeds shortlist of 
options 

Planned Care  - identify proposed 
changes/shortlist options 



Questions/ 
Comments 

13 



CoG (07/20) Item 3.2 

DATE 22nd July 2020 

REPORT FOR Council of Governors 

REPORT FROM Shaun Stacey, Chief Operating Officer 
Kathryn Helley, Associate Director of Business 
Planning and Performance Management 

CONTACT OFFICER Kathryn Helley, Associate Director of Business 
Planning and Performance Management 

SUBJECT Recovery Plan Post Covid and Risks 

BACKGROUND DOCUMENT 
(IF ANY) 

Not Applicable 

EXECUTIVE COMMENT 
(INCLUDING KEY ISSUES OF 
NOTE OR, WHERE RELEVANT, 
CONCERN THAT THE COG 
NEED TO BE MADE AWARE OF) 

COUNCIL ACTION REQUIRED To note the content of the report. 



Humber - Continuing to work with the impact of the 

pandemic 

DRAFT  1 

Fears of R>1 
and risks of subsequent 
peak/s 

1st Wave Tail 
Post-ICU recovery 

2nd Wave 
Impact of resource 
restriction on urgent non-
COVID conditions  

1st Wave 
Immediate mortality and 
morbidity of COVID-19 
 

3rd Wave 
Impact of interrupted care 
on chronic conditions 
 

4th Wave 
• Psychological 

trauma 
• Mental illness 
• Economic injury 
• Burnout 

Time 
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Covid - Key Planning Issues  

• Reduced in-patient/out-patient capacity due to 
zoning – between 50% and 70% 

• Need to ensure appropriate access to PPE  

• Diagnostic capacity reduced due to infection 
control procedures and zoning 

• Patient behaviour  

• Referral behaviour  

• Maintaining and accelerating beneficial changes 
during Covid  

 



Reduction in activity as at  
1 June 2020 

Measure Performance/ Reduction  as at 1/6/20 

GP Referrals -47% 

A&G Requests -53% 

New Outpatient attendances -30% 

Follow up Outpatient attendances -7% 

Emergency admissions -18% 

Elective admissions -68% 

RRT List Size -11% 

4hr Performance ED  91% 



Phase 3 Planning Process  
• This is a Regional/HCV process – still awaiting national 

guidance 
• Three asks:- 

– What activity can you undertake within your current resources 
(base case) 

– If you received addition resource, what additional activity could 
you undertaken (stepped up case) 

– What revenue/capital resource is required to undertaken the 
stepped up case 

• First cut submission completed and now receiving questions 
on this in readiness for a second cut submission on 10 July 
2020. 

• Important that we maximise productivity within our current 
resources 
 



 
 
 
 

CoG (07/20) Item 4.1 
 
 

 
DATE 22nd July 2020 

 
REPORT FOR 

 
Council of Governors 

 
REPORT FROM 

 
Neil Gammon – Chair Finance & Performance 
Committee 

 
CONTACT OFFICER 

 
Jim Hayburn 

 
SUBJECT 

 
Finance & Performance Committee Highlight 
Reports from meetings held on 27 May and 25 June 
2020 

 
 

BACKGROUND DOCUMENT  
(IF ANY) 

 
 

None 

EXECUTIVE COMMENT 
(INCLUDING KEY ISSUES OF 
NOTE OR, WHERE RELEVANT, 
CONCERN THAT THE COG 
NEED TO BE MADE AWARE OF) 

This Highlight Report covers all items that the Finance & 
Performance Committee wished to bring to the attention of 
the Trust Board and therefore recommends that the full 
contents are considered by the Council.  

 
COUNCIL ACTION REQUIRED 

 
The Council is asked to note the items mentioned 
and consider whether further details are required at 
this stage. 

 



 
NLG(20)136  

DATE OF MEETING 7 July 2020 

REPORT FOR Trust Board of Directors – Public  

REPORT FROM Neil Gammon, NED / Chair of Finance & Performance Committee 
 

CONTACT OFFICER Jim Hayburn, Interim Director of Finance 

SUBJECT Finance & Performance Committee Highlight Report – May & June 2020 

BACKGROUND DOCUMENT (IF ANY) - 

PURPOSE OF THE REPORT: Issues from the Finance & Performance Committee meeting requiring 
escalation by exception to the Trust Board. 

EXECUTIVE SUMMARY (PLEASE INCLUDE: A SUMMARY OF 
THE REPORT,  KEY POINTS & / OR ANY RISKS WHICH NEED 
TO BE BROUGHT TO THE ATTENTION OF THE TRUST 
BOARD AND ANY MITIGATING ACTIONS, WHERE 
APPROPRIATE) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
The attached highlight report summarises the key issues presented to, 
and discussed by the Finance & Performance Committee at its meetings 
on the 27 May and 25 June 2020. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

TRUST BOARD ACTION REQUIRED 
 
The Board is asked to note the report and consider the need for any 
further actions to address issues highlighted in the report 
 

 

 

 



Northern Lincolnshire and Goole NHS Foundation Trust        NLG(20)xx 
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Highlight Report to the Trust Board 
 
Report for Trust Board Meeting on: 
 

7 July  2020 

Report From:  Finance & Performance Committee held on 27 
May & 25 June 2020 
 

Highlight Report: 
 
 
Highlights from Meeting held on 27 May 2020 
 
 
Background 
 

- First meeting since virtual meeting on 24 Mar 20. 
 
CQC Progress Report 
 

- Comprehensive report setting background and early, limited progress in some areas for 
CQC Improvement Programme, including PRIM reporting, CQC Ambassadors, Hub 
page creation and need for behaviour change leading to consistent outcomes and 
reinforcement as business as usual.   

- Committee noted that reporting improvements will include trajectories but was 
concerned that one Trust Board sub-committee needs primacy, to avoid duplication of 
work.  Trust Board to decide but suggest Quality & Safety one may be appropriate. 

 
Strategy & Planning 
 

- Committee received verbal update on strategic position covering HAS, their 11 fragile & 
vulnerable services, hosting of services; integration of heat map with CQC work; ICS 
acute lead role; need for NLAG interim clinical plan, which will come back to F & P 
Committee in Jul 20 prior to presentation to Trust Board. 

- Core Capital Programme and Capital Planning update received, including reports on 
AAUs (SGH & DPOW), MRI (SGH) & CT (DPOW).  Risk of delay noted with potential 
Covid-19 impact, particularly supplies and equipment build. 

 
Activity Recovery Board 
 

- Noted work to date.  Committee expressed concern re complexity in stepping up work 
and likely performance impact.  Agreed, to ease workload and avoid work duplication, 
that future updates would be included as single page within IPR. 

 
Use of Resources 
 

- Short paper generated much debate and questioning.  How is this action plan and 
reporting linked to overall CQC Action Plan?  Bank and Agency continuing concerns.  
Was there lack of constructive challenge on staff spend? 

- Committee felt strongly that baselines are now needed to take account of Covid-19. 
- Committee agreed to receive use of resources benchmarking results, in each 

succeeding month from CSS & Corporate (June), Workforce (July) and Clinical 
Productivity & Finance (August). 
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IPR 
 

- Covid-19 has caused significant performance distortions in many ways. 
- Should CQC expectations be re-based? 
- Committee asked to see waiting list numbers for each service. 
- Noted that pandemic has accelerated move of work from secondary to primary care. 
- Will 52ww be appropriate measurement going forward? 
- Overall, waiting list numbers huge concern and next month’s IPR will show continued 

degradation. 
 
Finance 

- Again Covid-19 has distorted normality but it is only M01. 
- Challenge is to go forward in FY within resources available.  Critically, must ensure that 

Covid-19 expenditure is less than finance top up from centre. 
- Balanced financial position likely for next 3 months at least. 

 
National Planning Timetable 

- Committee noted significant complexities of Phase 2 and beyond and recommend that 
Trust Board leads on this work. 

 
 
 
 
Highlights from meeting held on 25 June 2020 
 
 
CQC Progress Report 
 

- Committee remained concerned that current presentation of CQC response plan did not 
readily allow for central coordination and challenge.  Suggestions made that either 
separate committee formed to take CQC response forward although countervailing view 
of single report and action plan, with sections presented to Trust Board assurance 
committees as with BAF, also proposed. 

- Whilst acknowledging complexity of position and need to have CQC Action Plan 
embedded in all work throughout NLAG, rather than as standalone action plan, 
Committee felt that guidance and decision required from Trust Board on most effective 
and efficient way forward is required.  Forthcoming Divisional CQC Sharing Event on 7 
July will be key step in achieving this aim. 

- Trust Board is asked to consider and decide way forward. 
 
 

Integrated Performance Report 
 

- As predicted, report showed marked performance degradation in light of Covid-19. 
- Agreed that from next month report will show trajectories that can be scrutinised in 

forward planning manner, rather than just looking back. 
- Pointed out that re-set with new baselines is required to allow evaluation of how NLAG 

is performing in current Covid-19 environment. 
- Concerns over investment uncertainties and thus impact upon performance. 
- Need to address capacity gaps following realistic demand analysis.   
- Improvement Programme Director to produce paper for July F & P Committee meeting, 

detailing Phase 2 restoration plans and Phase 3 activity potential, including across 
HCV. 

- Trust Board is asked to note. 
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Costing Submission 2019/20 
 

- Committee received brief on pre-submission planning for NHSI’s National Cost 
Submission. 

- Several issues identified that potentially impinge upon accuracy and completeness of 
submission.  Plans in progress to address. 

- Committee noted that concerns over quality of data and information are repeated 
annually and never comprehensively addressed.  With increased level of Board 
assurance required and criticality of accurate costing now being fundamental to 
strategic progress, it is essential that improvements are made. 

- Committee agreed to receive more frequent reports to enable evidence to be presented 
to show that right data is in right place, that it is embedded in planning and that it is 
used effectively. 

- Trust Board is asked to note. 
 
Confirm or Challenge of the Board Assurance Framework: 
 
 
27 May 2020 

 
- All F & P Strategic Risks were reviewed.  Committee were content with validity and 

evidence behind both those risks ratings that changed as well as those that remained the 
same.  Noted that Estates & Facilities risks now grouped into Engineering; Sustainability 
and IM&T to avoid overlap and present more logical split. 
 

25 June 2020 
 

- All F & P Strategic Risks were reviewed.  Committee were content with validity and 
evidence which allowed the relevant Strategic Risks to remain unchanged. 

 
 
Action Required by the Trust Board: 
 
 
The Trust Board is asked to note the key points raised by the Committee, and consider any 
further action needed. 
 
 
 
 
Neil Gammon 
Non-Executive Director / Chair of Finance & Performance Committee 
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CoG (07/20) Item 4.2.1 
 
 

 
DATE   

22 July 2020 

 
REPORT FOR 

 
Council of Governors 

 
REPORT FROM 

 
Jim Hayburn, Interim Director of Finance 
 

 
CONTACT OFFICER 

 
Matt Clements, Assistant Director of Finance, 
Management Accounts 
  

SUBJECT 
 

 
Finance Overview – Month 02 position 

 
BACKGROUND DOCUMENT 
(IF ANY) 

 
 
- 

EXECUTIVE COMMENT 
(INCLUDING KEY ISSUES OF 
NOTE OR, WHERE RELEVANT, 
CONCERN THAT THE COG 
NEED TO BE MADE AWARE OF) 

 
The report outlines the reported financial position at M02 
of the 2020/21 reporting period.  
 

 
COUNCIL ACTION REQUIRED 

 
To note the contents of the report 

 



Finance Report Month 2  

May – 2020/21 
 



Executive Summary Month 2 2020/21 
• In line with NHSI guidance, the Trust reported a balanced financial position for May 2020. However, in order to achieve this position, 

additional top up funding of £0.4m in month (£1.2m year-to-date) was required over and above the agreed block agreements with 
CCGs and the initial top up funding received from NHSI/E. 

 
 

• The Trust incurred £1.7m additional expenditure relating to COVID-19 in month (£3.5m year-to-date). The Trust has effective 
processes in place to ensure all COVID-19 expenditure is authorised by the Executive Team. There is no specific COVID-19 income. 
The Trust will only receive additional funding where required in order to report a balanced financial position.  

 
 

• Therefore once the expenditure incurred for COVID-19 is removed, the underlying financial position in month would be £1.3m 
favourable in month (£2.3m year-to-date): 
 
 
 
 
 
 
 

• The key variances in the month are: 
- £0.25m under plan on Clinical Income – primarily due to reduced Injury Recovery Income (£0.1m) and Private Patient income (£0.04m). 
- £0.5m under plan on Other Income – £0.24m due to reduced Path Links activity and £0.19m due to loss of Car Parking income. 
- £1.4m overspent on Clinical Pay – £1.2m due to additional COVID-19 requirements, with the remaining overspend mainly due to 
unidentified CIP across divisions. 
- £1.5m underspent on clinical non-pay as a result of reduced planned care and diagnostic activity - £0.5m due to Clinical Support Services 
(mostly Pathology/Microbiology/Audiology), £0.4m due to theatres and £0.13m due to drugs, with the balance mostly due to lower 
Orthopaedics, Orthotics and Cardiology activity. 
- £0.24m underspent on other non-pay - mainly due to a reduction in outsourced Imaging (£0.1m) and Pathology activity (£0.1m). 
 
 

• Whilst cash balances appear healthy, this is primarily due to the advanced early receipt of clinical income cash from the centre. This 
gives the Trust improved certainty of working capital, however cash management remains extremely difficult. 
 

  May 2020 (£m) YTD to end of May (£m) 
Reported Financial Position  0.0  0.0  
Remove COVID-19 Expenditure  1.7  3.5  
Remove Additional Top-up -0.4  -1.2  
Underlying Favourable Position 1.3  2.3  



Income & Expenditure to 31st May 2020 
Income & Expenditure Plan to 

31st July 
2020

Plan Actual Variance Plan Actual Variance

£'000 £'000 £'000 £'000 £'000 £'000 £'000
Clinical Income 114,844 28,711 28,464 (247) 57,422 57,031 (391)
Other Income 12,300 3,075 2,544 (531) 6,150 5,016 (1,134)
PSF/MRET and FRF and Top Up 18,060 4,515 4,521 6 9,030 9,036 6
Additional Top Up 0 0 403 403 0 1,200 1,200
Total Operating Income 145,204 36,301 35,932 (369) 72,602 72,283 (319)
Clinical Pay (75,636) (18,909) (20,339) (1,430) (37,818) (40,289) (2,471)
Other Pay (20,980) (5,245) (5,277) (32) (10,490) (10,514) (24)
Total Pay (96,616) (24,154) (25,616) (1,462) (48,308) (50,803) (2,495)
Clinical Non Pay (22,676) (5,669) (4,122) 1,547 (11,338) (8,562) 2,776
Other Non Pay (21,104) (5,276) (5,032) 244 (10,552) (10,611) (59)
Total Non Pay (43,780) (10,945) (9,154) 1,791 (21,890) (19,173) 2,717
Operating Expenditure (140,396) (35,099) (34,770) 329 (70,198) (69,976) 222

EBITDA 4,808 1,202 1,162 (40) 2,404 2,307 (97)
Depreciation - Purchased Assets (2,964) (741) (731) 10 (1,482) (1,463) 19
Depreciation - Donated Assets 0 0 (21) (21) 0 (41) (41)
Depreciation - Assets Under Finance Leases (8) (2) (2) 0 (4) (4) 0
Interest Expenses (332) (83) (23) 60 (166) (46) 120
Other Financing Costs 36 9 2 (7) 18 4 (14)
Gains/(Losses) On Asset Disposal 0 0 0 0 0 0 0
Dividend (1,596) (399) (399) 0 (798) (798) 0
Interest Receivable 56 14 (8) (22) 28 1 (27)
Fixed Asset Impairments and Revaluations 0 0 0 0 0 0 0
Total Post EBITDA Items (4,808) (1,202) (1,182) 20 (2,404) (2,348) 56
Remove Capital Donated I&E Impact 0 0 21 21 0 41 41
I&E Surplus/ (Deficit) 0 0 1 1 0 0 0

NHSi Control Total 0 0 0 0 0 0 0

Current Month Year to Date



COVID-19 Expenditure 
Pay (£k) Non-pay (£k) Total (£k)

After care and support costs (community, mental health, primary care) 0 0 0
Infection prevention and control training (community, mental health, primary care) 0 0 0
Internal and external communication costs 0 0 0
Expand NHS Workforce - Medical / Nursing / AHPs / Healthcare Scientists / Other 515 0 515
Sick pay at full pay (all staff types) 187 0 187
COVID-19 virus testing (NHS laboratories) 2 43 45
Remote management of patients 0 0 0
Support for stay at home models 0 0 0
Direct Provision of Isolation Pod 0 0 0
Plans to release bed capacity 0 0 0
Increase ITU capacity (incl Increase hospital assisted respiratory support capacity, particularly mechanical ventilation) 11 22 32
Segregation of patient pathways 0 0 0
Enhanced PTS 0 0 0
Business Case (SDF) - Ageing Well - Urgent Response Accelerator 0 0 0
Existing workforce additional shifts 1,082 0 1,082
Decontamination 0 1 1
Backfill for higher sickness absence 455 0 455
NHS 111 additional capacity 0 0 0
Remote working for non patient activites 0 239 239
National procurement areas 0 14 14
Other 1 918 918
Total COVID-19 Expenditure 2,254 1,235 3,489
Total Trust Operating Expenditure (including COVID-19 expenditure and all other operating expenditure) 50,803 19,173 69,976

COVID-19 % of Total Trust Operating Expenditure 4.4% 6.4% 5.0%

Year-to-date 20-21
Expenditure Category



 Cash 
 

         The cash balance at 31st May was  £61.8m, an in month increase of £6.0m. 
 £m £m

Cash Balance as at 31st May 61.80

Commitments:
WebV bank account 0.03
Income received in advance 35.90
Capital creditors 1.99
In year capital underspend 0.23
2019/20 Capital loans 1.57
Capital loan repayments 0.11
PDC Dividend payment 0.80
May PAYE/NI/Pension 9.75
2019/20 P11D 0.30
To support future months creditors 9.22

(59.90)

NHSi minimum balance 1.90



Balance Sheet as at 31st May 2020 

• Debtors have reduced this month, the Trust has received 2019/20 PSF/FRF and Covid-19 monies.  
• We have seen a reduction in stock this month, mainly in Pharmacy and Pathology. 
• Revenue creditors and accruals in total have reduced, our cash position has allowed us to start to reduced the backlog 

of payments. 
• Deferred income reflects June block payments received in May.  
• Following the guidance issued by NHSI and DHSC, interim loans have now been re-profiled to under one year, these will 

be converted to PDC in September. The loan balances also include the interest accrual of £1.69m. The Trust made 
capital loan repayments in May of £0.67m. 

Last Month This Month

£mil £mil
Total Fixed Assets 178.50 178.31

Stocks & WIP 3.38 3.07
Debtors  23.52 12.94
Prepayments 3.63 3.97
Cash 55.86 61.84
Total Current Assets 86.39 81.82
Creditors : Revenue 34.23 31.43
Creditors : Capital 2.50 1.98
Accruals 11.61 11.02
Deferred Income 36.38 35.90
Finance Lease Obligations 0.02 0.02
Loans < 1 year 213.73 212.95
Provisions 1.10 1.52
Total Current Liabilities 299.56 294.82

Net Current Assets/(Liabilities) (213.17) (213.00)

Debtors Due > 1 Year 0.00 0.00
Creditors Due > 1 Year 0.00 0.00
Loans > 1 Year 10.87 10.87
Finance Lease Obligations > 1 Year 0.02 0.02
Provisions - Non Current 5.25 5.25
TOTAL ASSETS/(LIABILITIES) (50.81) (50.83)
TOTAL CAPITAL & RESERVES (50.81) (50.83)



 

 

 

 

CoG (07/20) Item 5.1 
 
 

 
DATE 22nd July 2020 

 
REPORT FOR 

 
Council of Governors 

 
REPORT FROM 

 
Quality & Safety Committee 

 
CONTACT OFFICER 

 
Tony Bramley, Non-Executive Director 

 
SUBJECT 

 
Highlight  Report from Quality & Safety Committees 
of 15th May & 19th June 2020 

BACKGROUND DOCUMENT  
(IF ANY) 

Quality & Safety Committee Agenda Papers 15th May 
& 19th June 2020 

EXECUTIVE COMMENT 
(INCLUDING KEY ISSUES OF 
NOTE OR, WHERE RELEVANT, 
CONCERN THAT THE COG 
NEED TO BE MADE AWARE OF) 

1. Clinical Harm arising from the Impact of Covid-19 on Operational 
Arrangements: Assured on emerging arrangements. 
2. Maternity Update: CNST – Partially assured; Staffing Review – 

Supported subject to funding. 
3. CQC Action Plan: Proposal for major progress review event by 

September 2020. 
4. Ophthalmology Update: Partially assured – to be kept under review. 
5. Cancer and Colorectal Update: Not assured – Revisited in June 

2020. 
6. Governance Review of the Committee: Proposals agreed by Trust 

Board. 
7. Pressure Ulcer SI Process: New simplified trial process welcomed. 
8. Infection Prevention & Control Board Assurance Framework: To 

reconsider the updated compliance position by October 2020. 
9. Surgery & Critical Care Division: The focus of corporate governance 

must be firmly on the oversight of recovery planning, alongside CQC 
requirements. 
10. Safeguarding: To be updated on the position in three months. 
11. Cancer Services Recovery: The system’s Cancer Recovery Plan 
should be a focus of assurance scrutiny by the Trust Board. 
Board Assurance Framework: Supported the challenge on the risk 
rating of the impact of C-19 on the ‘To Give Great Care’ strategic 
objective; and the addition of a new clinical concern under ‘To Give 
Great Care’ in relation to Paediatric Care in the Emergency Department. 
 
  

COUNCIL ACTION REQUIRED 
 

The CoG is asked to note the report. 

  



Highlight Report to the Council of Governors 
 

Report for Council of Governors Meeting 
on: 
 

22
nd

  July 2020 

Report From:  Quality & Safety Committees held on 15
th
 May & 

19
th
 June 2020 

Highlight Report: 
 

15
th

 May 2020 

 

 

1. Clinical Harm arising from the Impact of Covid-19 on Operational Arrangements 

 

The Committee was assured that detailed and comprehensive arrangements were being put in place to 

stratify and risk-assess the potential impacts on patient safety of the service disruptions caused by 

adapting to the knock-on effects of working with C-19. 

Action: The Committee expects to be updated monthly, on an exceptions’ basis, of any safety concerns 

arising from the application of these arrangements. 

 

2. Maternity Update 

 

CNST: The Committee noted that the expectations under the ten standards to be met under CNST had 

been raised in April 2020 and our self-assessment indicates current compliance with three of these; that 

four more are on track for delivery in the year; leaving three standards which may be a challenge to meet 

and which will be the focus of the Committee’s future scrutiny. 

Maternity Staffing Review: The Committee also considered the outcome from this review run at the end 

of 2019 which points to the need for an additional 11.46 midwives and 7.25 HCAs in order to meet 

‘Birthrate Plus’ expectations. 

Action: (a) The Committee will review CNST compliance quarterly and report exceptions to the Board; (b) 

The Committee supported the recommendations of the Maternity Staffing Review which requires 

consideration in the Trust’s business planning process. 

 

3. CQC 2020 Report – Action Plan  

 

The Committee reviewed the Quality & Safety action plan cut of the CQC ‘must’ and ‘should’ do 

recommendations following their February 2020 report and re-affirmed the need for the ruthless 

prioritisation of actions and a focus on those areas of greatest concern/impact. 

Action: The Committee will continue to monitor progress monthly but also intends to have a CQC action 

plan ‘event’ in September 2020 allowing sufficient time for deeper and wider scrutiny of progress and 

challenges. [Subsequently overtaken by a decision at Trust Board to have the event held as Board-level 

briefings in July and September.] 

 

4. Ophthalmology Update 

 

The Committee has had a long-standing concern with the effectiveness of the delivery of ophthalmology 

services and received an update on where the service was with the development of a new (system) 

recovery plan. While the position looks to be more encouraging than that reported during 2019/20, the 

Committee noted very significant performance differences between DPoW (better) and SGH (worse) 

which remain a cause for concern. 

 Action: The Committee requested a further update in 3 months to demonstrate both that the 

improvements to date had been sustained and that the inter-site service differential had been improved. 

 

 

 

 



 

5. Cancer and Colorectal Update  

 

The Committee has had a long-standing concern with the effectiveness of the delivery of (colorectal) 

cancer services and received an update on where the service was with the development of a new 

recovery plan. It was unclear from this what the intended impact of the programme of actions set out 

would be, and it also queried the reliance on an enhanced diagnostic testing regime; improved system-

wide support; and accounting for the impacts of C-19 on service delivery arrangements. 

Action: The Committee remains to be assured that the latest recovery plan will be effective and agreed to 

review again in June 2020. 

 
19

th
 June 2020 

 
6. Governance Review of the Committee 
 
The Committee has undertaken a review of its governance and conduct in order to better demonstrate 
the ‘golden thread’ between the Trust’s Strategy and Objectives for 2020/21 and its own conduct through 
its Terms of Reference and Work Plan. This has primarily involved ensuring that the Trust’s agreed 
Quality Strategy and Priorities 2019-24 (NLG(20)083 - approved by Trust Board 4th April 2020) are at the 
heart of the Committee’s Work Plan. 
Action: Revised proposals were accepted by the Trust Board on 7

th
 July 2020. 

 
7. Pressure Ulcer SI Process 
 
The Committee welcomed revised simplified trial arrangements which had been agreed with the local 
CCGs for the investigation of pressure ulcer SIs which it was hoped would speed up the process, free up 
clinical time, and focus efforts on prevention. 
Action: The Committee will review the learning from the trial in September 2020. 
 
8. Infection Prevention & Control New Board Assurance Framework   
 
The Committee reviewed the new nationally-produced ‘guidance’ on IP&C in a C-19 environment and 
considered the significant potential implications of this, from both a staffing and estates’ viewpoint. The 
Committee noted that a good start had been made to assess compliance with this and that the focus now 
needs to shift onto risk exposure and investment requirements. 
Action: The Committee to consider the updated compliance position by October 2020. 
 
9. Surgery & Critical Care Division 
 
The Committee received a presentation from the S&CC Division setting out their C-19 recovery plans 
and from this it was abundantly clear that they face very significant challenges in recovering performance 
in both elective and non-elective services. While there has been a steep decline in overdue follow-ups 
due to the effect of C-19, achieving discharges is the challenge. Of greatest concern is the forecast 
significant reduction in treatment capacity due to adaptation to C-19 working environments so 
threatening our ability to recover fully.  
Action: The Committee encouraged the Trust Board to ensure that the focus of corporate governance is 
firmly on the oversight of recovery planning, alongside CQC requirements. 
 
10. Safeguarding  
 
The Committee noted that the there is a general concern that the reduction in direct contacts due to C-19 
restrictions may be masking the true extent of risk. Also that the historic trend of a continuous increase in 
safeguarding referrals in NE Lincolnshire continues; and the CCG are now taking a lead on this.  
Action: The Committee to be updated on the position in three months. 
 
11. Cancer Services Recovery  
 
The Committee noted that the principal current risk was the large backlog of patients on 62-day 
suspected cancer pathways which cannot be resolved until the recovery of endoscopic diagnostic 
activity. More broadly the overall reduction in capacity due to adapting to C-19-compliant working 
procedures is a major concern - for example effectively all the Trust’s reduced diagnostic capacity would 
be taken up by cancer referrals alone under prevailing C-19 operating protocols. The effectiveness of the 
system-wide cancer recovery plan is critical to managing these risks. 



The Committee also heard that there is a conflict between current government guidance and published 
NICE guidance on the matter of the fecal immunochemical test (FIT) for colon cancer and this is causing 
particular difficulties as the Trust and its Primary Care partners have had different positions on this.  
Action: The Committee proposed that the system’s Cancer Recovery Plan should be a focus of 
assurance scrutiny by the Trust Board with one sub-committee allocated lead responsibility for this. 
 
 
 

Confirm or Challenge of the Board Assurance Framework (BAF): 
 

May 2020: 
 

(a) The Committee noted and supported the April 2020 AR&G Committee-initiated challenge on the risk 
rating of the impact of C-19 on the ‘To Give Great Care’ strategic objective. 
(b) The Committee asked for an explanation of why the risk-rating of QP2a (2582) ‘Care of Critically ill 
Children’ had been increased significantly from 6 to 16. [It was subsequently confirmed post-Committee 
that this was an error and that the risk should have been classed as an unchanged 12]. 

 
June 2020: 
 
(c) Committee noted that a new clinical concern had been added under the ‘To Give Great Care’ 
strategic objective in relation to Paediatric Care in the Emergency Department and supported the 
reasons for this. 
 

Action Required by the Trust Board: 
 

 
The Council of Governors is asked to note and consider the key points raised by the Committee. 
 
Tony Bramley 
Non-Executive Director; Vice-Chair of Quality & Safety Committee 

 

 
 
 



 
 
 
 

CoG (07/20) Item 5.2.1 
 
 

 
DATE 22nd July 2020 

 
REPORT FOR 

 
Council of Governors 

 
REPORT FROM 

 
Dr Kate Wood 

 
CONTACT OFFICER 

 
Helen Turner, Interim Divisional Head of Nursing   
Jeremy Daws, Head of Quality Assurance 

 
SUBJECT 

 
Report for the Council of Governors on progress 
with the Mortality and End of Life Improvement 
Plans 

 
 

BACKGROUND DOCUMENT  
(IF ANY) 

 
 

N/A 

EXECUTIVE COMMENT 
(INCLUDING KEY ISSUES OF 
NOTE OR, WHERE RELEVANT, 
CONCERN THAT THE COG 
NEED TO BE MADE AWARE OF) 

This paper provides a brief overview and update on two 
respective workstreams: 
 

(1) Mortality improvement project; and 
(2) End of life improvement work. 

 
COUNCIL ACTION REQUIRED 

 
Note contents of the report for information 
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Medical Director’s Office 

 

Report for the Council of Governors on progress with the Mortality 

and End of Life Improvement Plans 

 

Mortality Improvement   

The latest Summary Hospital-Level Mortality Indicator data was released on the 9 July; this 

demonstrated that the Trust’s SHMI has reduced further. This is the fourth consecutive month 

where the Trust’s SHMI has improved. The Trust SHMI is currently 113.32. Although still in the 

‘higher than expected’ banding, the Trust were extremely close to returning to the ‘as expected 

banding’ with the upper limit being 113.25. The charts below demonstrate the official funnel chart 

released by NHS digital and the Statistical Process Control (SPC) chart demonstrating trends over 

time: 

 

 
 

 

The mortality improvement project is broken into two distinctive strands of work: 

1. Data Quality Improvement 

2. Care Quality Improvement / Learning from deaths 

 

1. Data quality improvement: 

The Trust has commissioned Grant Thornton to support a review on data quality impacting mortality 

statistics. This review was initially for 3 months duration and this has recently been expanded for a 

further 6 months to embed process changes. The project has focussed on strengthening the Trust’s 

internal arrangements to capture and code accurately, with clinicians, the data that informs 

mortality data. This has resulted in identified clinicians who support the coding team recording key 

information and the upskilling of named coding team members to deal with all mortality coding, 

ensuring specialist knowledge is built up and applied in coding of mortality cases.  
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The 3 month presentation of key findings has identified some historical gaps in data quality that 

have led to an over-recording of deaths within certain diagnosis groupings i.e. pneumonia, fluid and 

electrolytes and UTI. On clinical review, these should have been attributed to other diagnosis groups 

e.g. sepsis. The review has also identified and ensured that other risk factors present have been 

captured and recorded. The impact of the project on the SHMI is still be fully evaluated, as the SHMI 

data becomes available. This months SHMI covers two months where an internal coding validation 

project has impacted on the data informing it – January 2020 and February 2020 – as well as the first 

month of the Grant Thornton project. 

The Mortality Improvement Group (MIG) is receiving monthly updates from the project and is 

overseeing local work to embed these process improvements in readiness for the end of the 6-

month project extension. 

 

2. Care quality improvement / learning from deaths: 

The Trust’s quality priorities for 2020/21 feature alongside SHMI improvement the aim of reviewing 

for learning purposes, 50% of all hospital deaths. Work is underway to support reviewing deaths for 

learning purposes and increase the proportion of reviews completed. Medicine division, where the 

majority of hospital deaths occur, have developed improvement trajectories for their sub-specialties 

to achieve. COG will see monthly updates on this within the Quality Report, although it should be 

remembered that the most recent month’s data are unlikely to be an accurate reflection of 

performance with the number of deaths reviewed, as the process allows 6-8 weeks for clinicians to 

review cases. Trust plans around learning from deaths were impacted upon by Covid-19 pandemic 

work taking precedence. The Trust has been working with clinicians unable to work clinically and 

who are shielding to review cases and to mitigate this risk. 

The Covid-19 pandemic has had an impact on the NHS across the country. Locally, MIG 

commissioned a specific review project to review all deaths as a result of Covid-19 and this project 

continues with regular feedback to MIG on the key themes identified for learning purposes. Divisions 

have in turn been asked to outline what action is being taken in response to these themes to support 

learning. Some non-covid-19 deaths during the pandemic have also been reviewed and any themes 

relating to care quality are being sought from these case reviews also.  

The learning from deaths element of the mortality improvement project has identified a number of 

key themes from completed reviews. The key themes identified are as follows: 

 End of life (encompassing themes such as “No advanced plan, admission potentially 

avoidable” and “DNaCPR could have been commenced sooner”)  

 Communication (i.e. “excellent communication with family” and “poor documentation” 

feature prominently) 

 Oxygen use is a theme from Q1 (including: “oxygen administered but not prescribed” and 

“oxygen not monitored appropriately”) 

 Planning (“failed discharge – readmitted within 48 hours” and “no prophylaxis for VTE”) 

 Waiting (“delay in a bed becoming available”, “ delay in referring for surgical review” and 

“delay in procedure being undertaken”) 
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 Deteriorating patient (“concern patient not seen by clinical team”, “Escalation actions for 

deteriorating patient not undertaken” and “late escalation”) 

 Fluid management (includes “fluid balance not monitored”, “lack of fluids given” and fluid 

management issues when patient in AKI). 

The biggest theme from mortality reviews revolve around the lack of advanced care planning and 

the concern that some patients are being admitted to hospital at end of life unnecessarily. This 

theme has been shared with the end of life improvement group who are working to improve the 

quality of end of life services. See the later section of this report for more detail on the EOL 

improvement plan. These cases are also shared with CCG and GP colleagues for collaborative case 

review to determine what can be learnt.  

Oxygen use, another theme, is being focussed on within the Deteriorating Patient and Sepsis group 

and assurance data is being collected to monitor progress as part of the Ward Assurance Tool. A 

revised policy is being approved by individual group governance meetings this month (July). 

Themes and cases where there is potential for learning are shared with divisions for more detailed 

review and discussion in local Morbidity and Mortality (M&M) meetings. 

The Trust is also in the process of being supported by NHSE/I to review internal processes for 

learning lessons from mortality reviews. Any recommendations from this review will be included 

within the mortality improvement plan.  

 

End of Life Improvement work programme 

The Trust’s CQC report received in February 2020 identified a number of themes and challenges in 

relation to end of life care. Some of the work required was for the Trust to lead on and others, to be 

successful in bringing about real improvement, require a wider system approach. This update report 

is therefore split into these two strands: 

1. The Trust’s internal actions and programme of work 

2. The external programme of work focussed on delivering improved pathways 

 

1. Internal progress report: 

The Trust is actively working to strengthen the arrangements for governance and assurance for end 

of life services. The NLAG end of life group has been strengthened to include oversight of 

intelligence available from complaints, incidents, PALS, clinical audit and mortality reviews. From 

triangulation of these information sources, six key improvement themes have been identified: 

 Recognition that a patient is entering into the End of Life phase; 

 Proactive and advanced care planning in preparation for end of life;  

 Communication; 

 Listening to the patient and family and involving them to develop personalised plans of care; 

 Assessment of patient needs at EOL including pain assessment; 
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 Making best use of the care in the last days of life document when caring for patients at end 

of life. 

These themes, triangulated from a variety of sources, have been mapped against the EOL 

improvement plan to ensure action is planned to support taking improvement action in response. 

There is recognition that in order to improve in these areas, wider engagement and support is 

required across the system as well as in other divisions where patients at end of life are admitted 

and cared for. To this end work is planned to share more widely with divisions these themes and 

look to develop greater accountability in divisions for action required on their part to support 

improvements in end of life care provision.  

A number of specific actions are being progressed to improve on a number of these themes 

identified, these including the roll out of RESPECT framework, an EPaCCS system and a focus on 

training and education standards expected for clinical teams. 

The RESPECT tool, or Recommended Summary Plan for Emergency Care and Treatment, is designed 

to support patients in the development of personalised recommendations to aid decision making in 

the future when they are unable to make or communicate their preferences. The tool aids advanced 

care planning, including consideration of end of life planning. The Trust has funded an educational 

post to support the roll-out of the tool across the Trust’s hospitals and within the community in 

Northern Lincolnshire commencing at the end of August 2020. A policy has been drafted and shared 

with all stakeholders in the run up to the roll-out.  

Electronic Palliative Care Co-ordination Systems (EPaCCS) is a system designed to improve 

communication of a patients individual preferences about their care at end of life. This will improve 

on current communication gaps between primary and secondary care and support improved 

decision making on admission to hospital, if that is required. WebV and SystmOne have been 

selected as the respective systems of choice to act as the gateway for clinical staff to be able to 

access this important information. Work will be completed in September making this available for 

use. 

Training and education with regard to end of life care is of critical importance. This is broken down 

into two elements, firstly the specialist end of life team being fully compliant with their mandatory 

training requirements and secondly, much wider and more broadly, ensuring that appropriate end of 

life specific education is in place for all clinical teams to be able to access. The EOL group are 

overseeing both elements of work. The first has resulted in an improvement in mandatory training 

from approximately 50% during the CQC visit in September 2019 to 87% now for members of the 

specialist end of life team.  

The second aspect of EOL specialist education features within the remit of a dedicated task and 

finish group working with partners. Agreement has now been reached to implement EOL Learning 

Outcomes developed by NHS Health Education England across Northern Lincolnshire during August 

and September 2020. This will not only define the standard of training across the region, ensuring 

harmony across different organisations that work together to provide EOL services, this will also 

ensure all disciplines are included in appropriate training competencies. Presently the Trust has 

three EOL specific training courses: (1) EOL pain and symptom control with 90% applicable staff 

trained; (2) EOL care planning with 88% of applicable staff trained and (3) syringe driver update 
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training with 67% of staff trained. This training has been merged with the pain and symptom control 

training and so will be gradually phased out as a standalone training course.  

Advanced care planning is supported by the RESPECT tool, EPaCCS and good education and training. 

It is a critical part of the EOL care planning process. To support improve this further specific work is 

being taken within North Lincolnshire with care homes to enhance the quality of care and work to 

prevent unnecessary hospital admissions.  

Advanced care planning is one way of ensuring the patient’s wishes are understood and planned for. 

Other tools including the ‘Last Days of Life Care Plan’ is designed to support implementation and 

recording. Audit work and feedback from mortality reviews has demonstrated this is not fully utilised 

in all areas for patients at end of life. Work is about to commence with clinical colleagues in areas 

that have access to the tool to understand how the tool can be better utilised and make any 

necessary adjustments. Pain management at end of life is also a key component and the EOL group 

are planning to fastrack the development of a pain assessment tool designed specifically for patients 

at end of life to launch in August.  

2. External progress report: 

 In May 2020, following concerns raised by the Trust, a system wide EOL meeting was held by NHSE/I 

where it was agreed to formulate a collective understanding of the current position to inform 

delivery of next steps, needed by the system, at pace. This included specific actions such as: 

 Full picture of resources available within the whole system; 

 Challenges that providers are experiencing; 

 Ideas/ examples of good practice that have the potential to be spread; 

 Ideas about how innovation/good practice could be delivered at scale and pace. 

Following this collective approach, an agreed and strengthened governance structure with partners 

across Northern Lincolnshire to ensure a system wide approach has been put in place with a CCG 

Lead.  

To support this collective approach a large scale collaborative process mapping project has begun 

across Northern Lincolnshire to develop a high level and ideal state process map.  This has been 

undertaken initially with all partner agencies and subsequently now with a wider group of 

professionals across these organisations. The aim is to develop a consistent pathway across 

Northern Lincolnshire and review the resources available with the intention of improving access and 

availability of services.  

This collaborative approach is underway presently and this is supportive of some of the other 

improvement plans underway and already referred to i.e. EPaCCs and the education and training 

work underway for end of life. 

 

Dr Kate Wood 

Medical Director 



 

 

 

 

CoG (07/20) Item 6.1.1 
 
 

 
DATE 22nd July 2020 

 
REPORT FOR 

 
Council of Governors 

 
REPORT FROM 

 
Workforce Committee 

 
CONTACT OFFICER 

 
Sandra J Hills, Non-Executive Director 

 
SUBJECT 

 
Highlight Report from the Workforce Committee 
meeting held of  30th June 2020 

 
 

BACKGROUND DOCUMENT  
(IF ANY) 

 
 

Workforce Committee Agenda Papers for the 30th 
June 2020 

EXECUTIVE COMMENT 
(INCLUDING KEY ISSUES OF 
NOTE OR, WHERE RELEVANT, 
CONCERN THAT THE COG 
NEED TO BE MADE AWARE OF) 

1.The impact of Covid 19 on staff numbers and staff morale 
2. Review and increase of the BAF risk rating  
3. CQC progress report update 
4. Internal Audit report on Equality and Diversity 
5. People Strategy 
6. Terms of Reference for the Workforce Committee 
7. Annual Work-plan for Workforce Committee 
8. Staff Lottery Annual Report 
9. Predicted Trainee Doctor fill-rate for August 2020 

 
COUNCIL ACTION REQUIRED 

 
The CoG is asked to note the report and act upon the 
action required under item 6. 

 

 

 

 

 



Report for Council of Governors (CoG) Meeting 
on: 

22 July 2020 

 

Report From: Workforce Committee 

 

Highlight Report: 

The Workforce Committee met for the first time since February due to ‘Lockdown’ on the 30th 
June 2020.  The committee  wish to bring to the attention of the CoG the following: 
 

1. The impact of Covid 19 on both staff numbers and staff morale was discussed in 
some detail and is a cause for concern.  Anecdotal discussion suggests that in 
addition to the direct impact on staff within their day to day roles and staff numbers 
due to absence due to symptoms of Covid 19, self-isolation and shielding,where the 
trust is taking action to support or offer where possible home based working.  There 
is also an impact on pipeline recruitment from overseas nurses and other professions 
where new measures for entering the country are delaying the timescale in which 
these recruits will be able to join the trust and arrangements to support them as they 
join also need careful management. It was reassuring to learn that these pipeline 
recruits are still keen to join the trust.  
 
However, a growing concern is the impact on our more mature employees and 
decisions they may make regarding retirement.  Similarly those younger people who 
may have been considering a career in the NHS but now have a heightened 
awareness of the personal risk in working at the front line.   
 
Finally, there is an increasing concern related to fatigue amongst staff at all levels 
within the trust as they continue to deal with the demands of Covid, the backlog of 
patients requiring other treatments and care and the impending winter pressures. It 
was confirmed by those in attendance that work is in play to identify via HR Business 
Partners the impact on morale and retirement decisions within divisions to better 
predict actual numbers.  In addition both the Nursing Directorate and Operations 
Directorate are actively managing and mitigating risks in this area.  Agreed Action: 
Workforce Committee will keep Covid 19 as a standing agenda item to ensure it 
monitors these concerns. 

 
2. Review of the BAF – it was agreed that although the BAF has recently been 

updated, currently it does not adequately highlight the most significant workforce 
risks related to safe staffing levels within the Trust. The BAF risk score for this risk 
has been increased from 15 to 20 for the trust’s ability to secure sufficient numbers of  
appropriately skilled staff in the short, medium and long term, as was reported in the 
updated BAF presented to Trust Board on the 7th July 2020. Agreed Action: the 
committee will undertake a more in depth review of the BAF at its July meeting. 

 
3. CQC progress report update – the first update report was received by the 

committee and there were concerns that it did not give the assurance we require 
against the CQC Must Dos and Should Dos for each division.  Divisions are making 
progress but it was highlighted that capturing and articulating/presenting this 
progress requires more work at divisional level. The current format of reporting does 
not provide sufficient granularity to identify specific week spots or gains. It was also 
apparent that there is a lag between progress being made and included in reporting 
and triangulation of information from other directorates such as Nursing is not 
captured in divisional reports. A key concern is that if divisions are unable to 
articulate this within the trust they will be more challenged when meeting with the 
CQC who will commence attendance in Divisional Meetings starting with Medicine on 
the 1st July. Agreed Actions: the Associate Director of Compliance and 
Assurance to meet with the Vice Chair (NED lead for CQC) to review the 
assurance report format for sub-committees and the Acting HRD to liaise with 
Chief Nurse to ensure appropriate skill development is included within the 



Leadership Development Programme. 
 

4. Internal Audit report on Equality and Diversity – the committee received the 
report and were pleased to see an overall rating of Significant (Good) for compliance 
with the Equality Duty of the Trust.  However, the committee wish to highlight that a 
thread throughout the report identified that currently there is no reporting of Equality 
and Diversity data on patients and service users, and in respect of the principles of 
Equality and Diversity being embedded within the Board and Sub-Committee terms 
of reference and Trust Policies, currently, these are in a form of standard text and do 
not necessarily demonstrate that a meaningful Equality and Diversity impact 
assessment has taken place.  It was noted that the Equality and Diversity Lead has 
commenced work in collaboration with others to address these two areas for 
improvement. Agreed Actions: The committee will continue to monitor progress 
with the  Equality and Diversity plan and compliance with the Equality Duty of 
the Trust. 

 
5. People Strategy – the committee took an action from the Trust Board meeting in 

June to ensure that comments and amendments raised there were incorporated into 
the strategy and it should be reviewed at the Workforce Committee.  It is confirmed 
that amendments have been made and the committee recommendation to the Trust 
Board on the 7th July 2020 to formally adopt the strategy was ratified. 
Agreed Action: monitoring of implementation of the strategy to be built into the                
committee’s annual workplan. 

 
6. Terms of Reference for the Workforce Committee – these were reviewed and 

agreed by the committee and these are on the Trust Board Agenda for approval. The 
committee wishes to highlight the decision to include and invite the Staff Side 
Chair, an Elected Governor and BAME representative as attendee members of 
the committee.  Work will be undertaken in collaboration with Karl Portz, Equality, 
Diversity and Inclusion Lead to identify how to recruit a BAME representative.  
The Terms of Reference were approved at Trust Board on the 7th July 2020. 
Action: Lead Governor has been asked to identify an Elected Governor to 
become an attendee of the Workforce Committee. 

 
7. Annual Work-plan for Workforce Committee – this was reviewed and agreed by 

the committee subject to some further discussion regarding the most appropriate 
assurance committee to receive the Annual Safe Staffing & Establishment Review 
(Nursing).  It was approved by the Trust Board on the 7th July 2020. 

 
8. Staff Lottery Annual Report – the Workforce Committee has recently been 

requested to provide oversight and assurance for the governance of the Staff Lottery.  
The annual report was reviewed by the committee and approved. The report is 
appended to the highlight report for information only to ensure compliance with the 
lottery constitution. The Trust Board noted the report and this assurance at the 
meeting on the 7th July 2020. 

 
9. Predicted Trainee Doctor fill-rate for August 2020 – the forecast intake stands at 

92.97% which is a significant improvement on previous years where it stood at 88% 
and 68%.  This indicates the hard work and success of teamwork within the Trust 
across a number of disciplines and directorates in making NLAG an attractive place 
to undertake Doctor training.  The Trust Board noted this improvement and 
congratulated and thanked all concerned at the meeting on the 7th July 2020. 

 
 
 
 
 
 



Confirm or Challenge of the Board Assurance Framework: 

 
As the BAF risk rating has recently been upgraded outside of the committee (as described 
above) there are no specific challenges or proposed change to risk rating at this time.  
Individual actions are identified for each of the items highlighted within this report and in 
particular it should be noted that an in depth review of the BAF is planned for the July 
meeting of the committee. 
 

Action Required by the COG: 

 
The COG is asked to note and act upon the individual items listed within this report. 
 
 
 
 
 

Sandra J Hills – Non-Executive Director and Chair of Workforce Committee 

08 July 2020 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



CoG (07/20) Item 7.1 

DATE 22nd July 2020 

REPORT FOR Council of Governors 

REPORT FROM Audit, Risk & Governance Committee 

CONTACT OFFICER Tony Bramley, Non-Executive Director 

SUBJECT Highlight  Report from Audit Risk & Governance 
Committee meeting of 15th June 2020 

BACKGROUND DOCUMENT 
(IF ANY) 

Audit, Risk & Governance Committee Agenda Papers 
15th June 2020 

EXECUTIVE COMMENT 
(INCLUDING KEY ISSUES OF 
NOTE OR, WHERE RELEVANT, 
CONCERN THAT THE COG 
NEED TO BE MADE AWARE OF) 

1. 2019/20 External Audit Report and Management
Letter of Representation: Unqualified opinion for the
annual accounts, although once again with a modified
conclusion (adverse) in respect of arrangements to secure
VFM in the use of resources. Letter approved.
2. Audited Annual Accounts 2019/20: Approved.
3. Head of Internal Audit Opinion: ‘Significant
Assurance’.
4. Annual Governance Statement (AGS): Approved.
5. Internal Audit Progress Report: One ‘high’ assurance
report; seven ‘significant’ assurances; and two ‘limited’
assurances (Divisional Management and Accountability /
Data Security & Protection Toolkit) both requiring further
attention.
6. ARG Committee Annual Report 2019/20: Approved.
7. Potential WebV System Access Issues: Noted.

COUNCIL ACTION REQUIRED The CoG is asked to note the report. 



Highlight Report to the Council of Governors 
 

Report for Council of Governors Meeting 
on: 
 

22
nd

  July 2020 

Report From:  Audit, Risk and Governance Committee held on 
15

th
 June 2020 

 

Highlight Report: 
 

1. 2019/20 External Audit Report / Management Letter of Representation - The Committee 
heard that the External Auditor (Mazars) would be issuing an unqualified opinion for the annual 
accounts, although once again would be issuing a modified conclusion (adverse) in respect of 
the Trust’s arrangements to secure VFM in the use of its resources.  Mazars stated that this was 
nothing new or unusual this year, but a continuation of previous years.  They also confirmed that 
they were content with the accounts being prepared on a going concern basis. Mazars advised 
that the Trust had been the first organisation amongst their clients to produce a set of accounts 
and congratulated the Finance team for managing this given the circumstances of Covid-19, 
adding that the quality of the accounts was very good and in the top end of the spectrum. 
 

2. Audited Annual Accounts 2019/20 - received and approved on behalf of the Trust Board under 
formal delegated authority.  The accounts were previously reviewed in detail by the Committee at 
its April 2020 meeting.  The Assistant Director of Finance – Planning and Control informed the 
Committee of the limited number of changes made since the draft accounts were received by the 
April meeting of the Committee.  The Chair formally placed on record his thanks to the Finance 
team for their hard work in preparing the annual accounts, and also to the External and Internal 
Auditors for their associated work, during these unprecedented times. 

 
3. Head of Internal Audit Opinion (HoIAO) – The Committee heard that the final HoIAO for 

2019/20 was one of ‘Significant Assurance’. 
 

4. Annual Governance Statement (AGS) – No further comments were received on the final draft 
and it was approved by the Committee. 
 

5. Internal Audit Progress Report – The Committee received details of nine audit reports finalised 
since the last meeting, and one in draft.  One received ‘high’ assurance, 7 ‘significant’ assurance 
and two received ‘limited’ assurance (Divisional Management and Accountability / Data Security 
& Protection Toolkit) – the former will be referred to the Quality & Safety Committee for review 
and the latter discussed as part of the next Information Governance update to this Committee at 
its July meeting 

 
6. ARG Committee Annual Report 2019/20 – The Committee was content with the draft version 

of the report, and approved it being submitted to the Trust Board and Council of Governors for 
information.  This item is a separate paper on the Trust Board agenda. 

 
7. Update on Incidents of Potential Inappropriate Access to WebV – The Committee received 

an interim update at this meeting and will receive a more in-depth update at its July 2020 
meeting.  The ICO is content with the Trust investigating these incidents. 

 

Confirm or Challenge of the Board Assurance Framework (BAF): 
 

 
Review of the BAF was not scheduled for this meeting, which was primarily for the approval of the Trust’s 
public disclosure statements. 
 

Action Required by the Trust Board: 
 

 
The CoG is asked to note the report. 
 

Tony Bramley 
Non-Executive Director and Chair of Audit, Risk and Governance Committee. 

 



 
 
 
 

CoG (07/20) Item 8.1 
 
 

 
DATE 22nd July 2020 

 
REPORT FOR 

 
Council of Governors 

 
REPORT FROM 

 
Neil Gammon – Chair Health Tree Foundation 
Trustees’ Committee 

 
CONTACT OFFICERS 

 
Ellie Monkhouse & Kate Wood 

 
SUBJECT 

 
Health Tree Foundation Trustees’ Committee 
Highlight Reports from meetings held on 14 May 
and 2 July 2020 

 
 

BACKGROUND DOCUMENT  
(IF ANY) 

 
 

None 

EXECUTIVE COMMENT 
(INCLUDING KEY ISSUES OF 
NOTE OR, WHERE RELEVANT, 
CONCERN THAT THE COG 
NEED TO BE MADE AWARE OF) 

This Highlight Report covers all items that the Health Tree 
Foundation Trustees’ Committee wished to bring to the 
attention of the Trust Board and therefore recommends that 
the full contents are considered by the Council.  

 
COUNCIL ACTION REQUIRED 

 
The Council is asked to note the items mentioned 
and consider whether further details are required at 
this stage. 

 



 
NLG(20)139    

DATE OF MEETING 7 July 2020 

REPORT FOR Trust Board of Directors – Public  

REPORT FROM Neil Gammon, Chair of Health Tree Foundation Trustees Committee 
 

CONTACT OFFICER Ellie Monkhouse, Chief Nurse and Dr Kate Wood, Medical Director 

SUBJECT Health Tree Foundation Trustees’ Committee Highlight Report – May & 
July 2020 

BACKGROUND DOCUMENT (IF ANY) - 

PURPOSE OF THE REPORT: 
Issues from the Health Tree Foundation Trustees Committee meetings of 
14 May 20 & 2 July 20 requiring escalation by exception to the Trust 
Board. 

EXECUTIVE SUMMARY (PLEASE INCLUDE: A SUMMARY OF 
THE REPORT,  KEY POINTS & / OR ANY RISKS WHICH NEED 
TO BE BROUGHT TO THE ATTENTION OF THE TRUST 
BOARD AND ANY MITIGATING ACTIONS, WHERE 
APPROPRIATE) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
The attached highlight report summarises the key issues presented to, 
and discussed by the Health Tree Foundation Trustees Committee at its 
meetings on 14 May 2020 & 2 July 2020. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

TRUST BOARD ACTION REQUIRED 
 
The Board is asked to note the report and consider the need for any 
further actions to address issues highlighted in the report 
 

 

 

 



Northern Lincolnshire and Goole NHS Foundation Trust        NLG(20)139 
____________________________________________________________________________________________________________ 
 
 

Highlight Report to the Trust Board 
 
Report for Trust Board Meeting on: 
 

7 July 2020 

Report From:  Health Tree Foundation (HTF) Trustees’ 
Committee meetings held on 14 May 2020 &  
2 July2020 
 

Highlight Report: 
 
14 May 20 Meeting 
 
• The Committee was made aware of unprecedented donations totaling £133,000 as a result 

of the Covid-19 pandemic.  These came from NHS Charities Together, local businesses 
large and small as well as individuals through many fundraising activities and contributions. 

 
• The Committee approved the widespread publicising and communication of the donations 

HTF has received, including sources, as well as noting that individual thanks have been 
given for every single one. 

 
• Items purchased so far included ‘well-being’ packs for staff, cameras for TVN nurses and 

electronic tablet devices to support patient communication. 
 

• The Committee was advised that Sir Reginal Sheffield has agreed to be patron of the HTF. 
 
2 July 20 Meeting 

 
• The Committee approved the purchase of a new ultrasound scanner for non-obstetric, 

interventional ultrasound and complex ultrasound scanning at SGH.  This purchase fulfils 
the wish of a legacy to NLAG in March 2020. 

 
• The Committee approved further Covid-19 funds being spent on several longer lasting 

items including RITA machines for use in dementia support, rehabilitation chairs and bikes 
and a commemorative Pin Badge to be presented to all staff. 

 
• The Committee approved the creation of a public, HTF branded, fundraising lottery scheme. 
 
Confirm or Challenge of the Board Assurance Framework: 
 
 
N/A 
 
Action Required by the Trust Board: 
 
 
The Trust Board is asked to note the key points raised by the Committee, and consider any 
further action needed. 
 
 
 
Neil Gammon 
Chair of Health Tree Foundation Trustees’ Committee 
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CoG (07/20) Item 9.1 

 
 
 

 
DATE 

 
22nd July 2020 

 

REPORT FOR 
 

Council of Governors 

 

REPORT FROM 

 

Alison Hurley, Membership Manager 

 

CONTACT OFFICER 

 

Alison Hurley, Membership Manager 

 
SUBJECT 

 
Governor Attendance at the Council of Governor 
meetings (CoG) and the CoG sub-group meetings 

 
 

BACKGROUND DOCUMENT (IF ANY) 

 

N/A 

 
 
 

EXECUTIVE COMMENT (INCLUDING 
KEY ISSUES OF NOTE OR, WHERE 
RELEVANT, CONCERN THAT THE 
COG NEED TO BE MADE AWARE OF) 

 
 

The report provides details of the attendance the at 
Council of Governor meetings (CoG) and the CoG sub- 
group meetings. 

 
 
 

COUNCIL ACTION REQUIRED 

 
 

Governors are requested to receive and consider this 
attendance information. 

 



ATTENDANCE RECORD - July 2019 - July 2020

ARM Private Private Private ARM

Constituencies 04/07 04/07 04/07 06/09 15/10 14/01 14/01 22/01 28/01 07/05 07/05 23/06 Total 09/07 19/09 19/12 18/03 17/06 Total 16/05 15/08 21/11 26/03 12/05 18/08 Total 15/05 21/08 20/11 27/02 13/05 12/08 Total 01/05 07/08 06/11 13/02 12/05 11/08 Total 26/06 10/09 12/12 19/12 25/03 16/06 Total

East & West Lindsey

Jeremy Baskett 1 1 1 0 1 0 0 1 1 1 0 1 8 1 1 c c c 2 1 1 1 0 c 1 1 1 1 c 4 7

Dr Gorajala Vijay 1 1 1 0 1 0 0 0 1 1 1 1 8 1 1 1 c 3 3

Goole & Howdenshire

Tony Burndred 1 1 1 1 0 1 1 1 1 1 1 1 11 0 1 1 c

Janthea Capitani 0 0

Barbara Jeffreys 0

Rob Pickersgill 0 1 1 1 1 1 1 1 1 1 1 1 11 1 1 c c c 2 0 1 1 1 c c 3 c 0 1 1 1 c 3 9

Steve Price 1 1 1 1 0 0 1 5

North East Lincolnshire

Diana Barnes 1 1 1 0 1 0 1 5

Julie Grimmer 0 0 0 1 1 0 0 1 1 4 0 0 1 c 1 1

Brian Page 0 1 1 1 1 1 1 1 1 1 1 1 11 1 1 c c c 2 1 1 1 c c 3 c 1 1 1 1 c 4 9

Ian Reekie 1 1 1 1 1 1 1 0 0 1 1 1 10 0 1 0 1 c 2 1 0 0 c c 1 3

Jeff Shaw 1 1 1 1 1 5 1 1 c c c 2 0 1 0 c c 1

Liz Stones 0 1 1 1 1 0 0 1 1 1 1 1 9 c 1 1 0 0 c 2 2

North Lincolnshire

John Balderson 1 1 1 0 1 1 1 0 1 0 0 0 7 0 1 1 1 c c 3 3

Maureen Dobson 1 1 1 1 1 1 1 1 1 1 1 1 12 1 1 c c c 2 1 1 1 1 c 4 1 1 1 c c 3 10

Vince Garrington 1 1 1 1 0 1 1 0 0 1 1 1 9 0

Paul Grinell 1 1 1 1 1 1 1 1 1 1 1 1 12 0 1 c c c 1 c 1 1 1 1 c 4 6

VACANCY 0 0 0 0

Staff Governors

Elaine Coghill 0 1 1 0 1 0 0 3 c c 0 c c c 0

Andy Karvot 1 1 1 1 1 1 1 1 1 1 1 1 12 c c 1 c c c 1 1

Tim Mawson 0 0 0 1 1 1 1 1 1 1 1 1 9 c c 1 c c c 1 c 1 1 1 0 c 3 4

Anthony Whyte 0 0 0 0 0 0 0 0 c c c 0 c c 1 c c c 1

Stakeholder Governors

Mr Eddie McCabe - NE Lincolnshire CCG 0 1 1 1 0 1 1 0 1 1 1 0 8

Mrs Alex Seale - N Lincolnshire CCG 0 0 0 0 0 0 0 0 1 0 0 0 1

Mr Stan Shreeve - NE Lincolnshire Council 0 0 0 1 0 1 1 1 1 1 1 1 8

Cllr Anne Handley - ER Yorkshire Council 1 1 0 0 0 0 0 2

VACANCY - N Lincolnshire Council

VACANCY - HYMS

C - cancelled meeting

Staff Governor Working Group Quality Review Group Appointments and Remuneration CommitteeGOVERNORS CoG Total CoG sub-group 

attendance (does not 

include CoG,  or 

GovEngagement Events)

Governor Assurance Group Membership and Patient Engagement Group

H:/Governance and Quality Improvement/FT Project Team/COG/MEETINGS/#Attendance Records/Attendance Record Apr 15-Mar 16



 
 
 

 

CoG (07/20) Item 9.2 
 
 
 
 

DATE  
22nd July 2020 

 

REPORT FOR 
 

Council of Governors 

 

REPORT FROM 

 

Alison Hurley, Membership Manager 

 
CONTACT OFFICER 

 
Alison Hurley, Membership Manager 

 
 

SUBJECT 

 
Attendance at Governor Briefings and Training & 
Development Opportunities 

 
 

BACKGROUND DOCUMENT (IF ANY) 

 

N/A 

 
 
 

EXECUTIVE COMMENT (INCLUDING 
KEY ISSUES OF NOTE OR, WHERE 
RELEVANT, CONCERN THAT THE 
COG NEED TO BE MADE AWARE OF) 

 
 

The report provides details of Governor attendance at 
briefings so far. 

 
 
 

COUNCIL ACTION REQUIRED 

 
 

 
To note the report. 

 
 
 
 



ATTENDANCE RECORD - July 2019 - July 2020

04/07 11/02 23/06 Total

East & West Lindsey

Jeremy Baskett 1 1 c 4
Dr Gorajala Vijay 1 0 c 1

Goole & Howdenshire
Tony Burndred 1 0 c 1

Janthea Capitani
Rob Pickersgill 0 1 c 4
Barbara Jeffreys

Steve Price 0 c 0

North East Lincolnshire

Diana Barnes 1 c 1
Julie Grimmer 0
Brian Page 0 1 c 4
Ian Reekie 1 1 c 4
Jeff Shaw 1
Liz Stones 0 0 c 1

North Lincolnshire

John Balderson 1 0 c 4
Maureen Dobson 1 1 c 5
Vince Garrington 1 0 c 1
Paul Grinell 1 1 c 5

VACANCY

Staff Governors

Elaine Coghill 0
Andy Karvot 1 0 c 4

Tim Mawson 0 1 c 3
Tony Whyte 0 c

Stakeholder Governors

Mr Eddie McCabe - NE Lincolnshire CCG 0 0 c 0
Mrs Alex Seale - N Lincolnshire CCG 0 0 c 0
Stan Shreeve - NE Lincolnshire Council 0 0 c 0

Cll Anne Handley - ER Yorkshire Council 1 c 1
VACANCY - N Lincolnshire Council
VACANCY - HYMS

Non-Executive Directors

Tony Bramley 0 1 c 2
Neil Gammon 0 c 0
Stuart Hall c 0
Sandra Hills 0 1 c 2
Linda Jackson 0 1 c 4
Nick Mapstone
Jeff Ramseyer 0 0 c 1
Michael Whitworth c 0

GOVERNORS

COG Briefings



 
 
 
 

CoG (07/20) Item 10.1 
 
 

 
DATE  22nd July  2020 

 
REPORT FOR 

 
Council of Governors 

 
REPORT FROM 

 
Helen Harris, Trust Secretary 

 
CONTACT OFFICER 

 
Alison Hurley, Membership Manager & Assistant 
Trust Secretary 
 
  

SUBJECT 
 

Review of the Trust Constitution  
 

 
BACKGROUND DOCUMENT 
(IF ANY) 

 
N/A 
 

EXECUTIVE COMMENT 
(INCLUDING KEY ISSUES OF 
NOTE OR, WHERE RELEVANT, 
CONCERN THAT THE COG 
NEED TO BE MADE AWARE OF) 

The report provides an amendment to the Trust 
Constitution which covers the waiver of the residency 
requirement in respect of Non-Executive Director 
appointments in exceptional circumstances - as per 
paragraph 23.3 on page 11. 
 
The above principle was agreed by the Council of 
Governors as part of the recent process to appoint the 
Trust Chair, however the amendment made ensures this 
provision is formally recorded with the Trust’s 
Constitution.  This was also approved by the Trust Board 
at its’ meeting held on 3rd July 2020. 
 
Note:  Further detailed review and amendment of the 
Trust Constitution is planned for later within the year once 
the Trust Secretary is established within her post. 

 
COUNCIL ACTION REQUIRED 

 
To ratify the amendment to the waiver of the residency 
requirement in respect of Non-Executive Director 
appointments in exceptional circumstances. 
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TRUST CONSTITUTION 

1. Name 

The name of the foundation trust is Northern Lincolnshire and Goole NHS 
Foundation Trust (“the trust”). 

 
2. Principal purpose 

2.1 The principal purpose of the trust is the provision of goods and services for the 
purposes of the health service in England (the "Principal Purpose"). 

2.2 The trust does not fulfil its Principal Purpose unless, in each financial year, its total 
income from the provision of goods and services for the purposes of the health 
service in England is greater than its total income from the provision of goods and 
services for any other purposes.  

2.3 The trust may provide goods and services for any purposes related to: 

2.3.1 The provision of services provided to individuals for or in connection with the 
prevention, diagnosis or treatment of illness; and 

2.3.2 The promotion and protection of public health. 

2.4 Subject to the requirements of paragraph 41, the trust may also carry on activities 
other than those mentioned in paragraph 2.3 for the purpose of making additional 
income available in order to better carry on its Principal Purpose. 

 
3. Powers 

3.1 The powers of the trust are set out in the 2006 Act, subject to any restrictions in its 
Licence. 

3.2 The powers of the trust shall be exercised by the Board of Directors on behalf of the 
trust. 

3.3 Any of these powers may be delegated to a committee of directors or to an executive 
director. 

 
4. Membership and constituencies 

The trust shall have members, each of whom shall be a member of one of the 
following constituencies: 

4.1 a public constituency and 

4.2 a staff constituency. 
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5. Application for membership 

5.1 Save as provided for in paragraph 7, an individual who is eligible to become a 
member of the trust may do so on application to the trust. 

5.2 Applications for membership shall be dealt with by the trust in accordance with the 
provisions of Annex 8. 

 
6. Public Constituency 

6.1 An individual who lives in an area specified in Annex 1 as an area for a public 
constituency may become or continue as a member of the trust. 

6.2 Those individuals who live in an area specified as an area for any public constituency 
are referred to collectively as the public constituency. 

6.3 The minimum number of members in each area specified as an area for a public 
constituency is specified in Annex 1. 

 
7. Staff Constituency 

7.1 An individual who is employed by the trust under a contract of employment with the 
trust may become or continue as a member of the trust provided that: 

7.1.1 he or she is employed by the trust under a contract of employment which has no 
fixed term or has a fixed term of at least twelve months; or 

7.1.2 he or she has been continuously employed by the trust under a contract of 
employment for at least twelve months. 

7.2 Individuals who exercise functions for the purposes of the trust, otherwise than under 
a contract of employment with the trust, may become or continue as members of the 
staff constituency provided such individuals have exercised those functions 
continuously for a period of at least twelve months. 

7.3 Those individuals who are eligible for membership of the trust by reason of the 
previous provisions are referred to collectively as the staff constituency. 

7.4 The minimum number of members in the staff constituency is specified in Annex 2.  

7.5 An individual who is: 

7.5.1 eligible to become a member of the staff constituency, and 

7.5.2 invited by the trust to become a member of the staff constituency, shall become a 
member of the trust without an application being made, unless they inform the trust 
that they do not wish to do so, in accordance with the process more fully set out in 
Annex 8. 
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8. Restriction on membership 

8.1 An individual who is a member of a constituency may not while membership of that 
constituency continues, be a member of any other constituency. 

8.2 An individual who satisfies the criteria for membership of the staff constituency may 
not become or continue as a member of any constituency other than the staff 
constituency. 

8.3 Further provisions as to the circumstances in which an individual may not become or 
continue as a member of the trust are set out in Annex 8. 

 
9. Annual Members' Meeting 

9.1 The trust shall hold an annual members' meeting which shall be open to members of 
the public.  Further provisions about the annual members meeting are set out in 
Annex 6.  

 
10. Council of Governors – composition 

10.1 The trust shall have a Council of Governors, which shall comprise both elected and 
appointed governors.  

10.2 The composition of the Council of Governors is specified in Annex 3. 

10.3 The members of the Council of Governors, other than the appointed members, shall 
be chosen by election by their constituency.  The number of governors to be elected 
by each constituency is specified in Annex 3 

11. Council of Governors – election of governors 

11.1 Elections for elected members of the Council of Governors shall be conducted in 
accordance with the Model Rules for Elections, as may be varied from time to time. 

11.2 The Model Rules for Elections, as may be varied from time to time, form part of this 
Constitution and are attached at Annex 4. 

11.3 A variation of the Model Rules by the Department of Health shall not constitute a 
variation of the terms of this Constitution.  For the avoidance of doubt, the trust 
cannot amend the Model Rules. 

11.4 An election, if contested, shall be by secret ballot. 
 
12. Council of Governors – tenure 

12.1 Subject to the transitional provisions, governors, both elected and nominated, shall 
hold office for three years and will be eligible for re-election or re-appointment as 
applicable at the end of that period. 

12.2 An elected governor shall cease to hold office if they cease to be a member of the 
constituency by which they were elected. 
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12.3 An appointed governor shall cease to hold office if the appointing organisation 
withdraws its sponsorship and / or terminates the appointment. 

 
13. Council of Governors – disqualification and removal 

13.1 The following may not become or continue as a member of the Council of Governors: 

13.1.1 a person who has been adjudged bankrupt or whose estate has been sequestrated 
and (in either case) has not been discharged; 

13.1.2 a person who has made a composition or arrangement with, or granted a trust deed 
for, creditors and has not been discharged in respect of it; 

13.1.3 a person who within the preceding five years has been convicted in the British Isles 
of any offence if a sentence of imprisonment (whether suspended or not) for a period 
of not less than three months (without the option of a fine) was imposed. 

13.2 Governors must be at least 16 years of age at the date they are nominated for 
election or appointment. 

13.3 Further provisions as to the circumstances in which an individual may not become or 
continue as a member of the Council of Governors are set out in Annex 5. 

 
14. Termination of office and removal of governors 

A governor shall immediately cease to hold office if: 

14.1 They resign by notice in writing to the Chairman. 

14.2 They fail to attend half of the council meetings in any financial year, unless the other 
governors are satisfied that: 

14.2.1 the absences were due to a reasonable cause and 

14.2.2 he or she will start attending council meetings within such a period as the governors 
consider reasonable. 

14.3 In the case of an elected governor, they cease to be a member of the constituency by 
whom they were elected. 

14.4 In the case of an appointed governor, the appointing organisation withdraws its 
sponsorship or terminates the appointment. 

14.5 Without good reason the governor has failed to undertake any training required by 
the Council of Governors and/or fails to engage with the development review process 
for governors as agreed by the Council of Governors. 

14.6 They have failed to sign and deliver to the Chairman a statement in the form required 
by the Council of Governors confirming acceptance of the code of conduct and/or 
complete the Criminal Records Bureau (CRB) process within the specified time 
period. 



Reference DCM001  Date of issue 26/05/20  Version 6.7 
 

 
Printed copies valid only if separately controlled  Page 9 of 101 

14.7 They refuse to sign a declaration, in the form specified by the Council of Governors, 
that they are a member of one of the public constituencies or one of the classes of 
staff constituency as the case might be and are not prevented from being a member 
of the Council of Governors. 

14.8 Any of the exclusion criteria listed in Annex 5 become applicable. 

14.9 They are removed from the Council of Governors by a resolution, approved by a two-
thirds majority of the remaining governors, that: 

14.9.1 he or she has committed a serious breach of the code of conduct; 

14.9.2 he or she has acted in a manner detrimental to the interests of the trust, 

14.9.3 the Council of Governors considers that it is not in the best interests of the trust for 
that person to continue as governor. 

14.10 Where there is any disagreement as to whether the proposal for removal of a 
governor is justified, an independent assessor agreeable to both parties shall be 
requested to consider the evidence and conclude whether the proposed removal is 
reasonable or otherwise. 

 
15. Council of Governors – duties of governors 

15.1 The general duties of the Council of Governors are: 

15.1.1 to hold the non-executive directors individually and collectively to account for the 
performance of the Board of Directors; and 

15.1.2 to represent the interests of the members of the trust as a whole and the interests of 
the public. 

15.2 The trust must take steps to secure that the governors are equipped with the skills 
and knowledge they require in their capacity as such. 

15.3 The specific duties of governors are: 

15.3.1 amending the constitution; 

15.3.2 approving the appointment of the chief executive; 

15.3.3 appointing and removing the chair and other non-executive directors; 

15.3.4 appointing and removing the NHS foundation trust’s external auditor; 

15.3.5 receiving the NHS foundation trust’s annual accounts and annual report; 

15.3.6 receiving the Trust’s forward (operational) plan; 

15.3.7 taking decisions on ‘significant transactions’; 

15.3.8 taking decisions on non-NHS income. 
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16. Council of Governors – meetings of governors 

16.1 The Chairman or, in the absence of the Chairman, the Deputy Chairman or, in the 
absence of the Deputy Chairman, any other non-executive director, shall preside at 
meetings of the Council of Governors. 

16.2 Meetings of the Council of Governors shall be open to members of the public except 
as provided for in Annex 6. 

16.3 For the purposes of obtaining information about the trust’s performance of its 
functions or the directors’ performance of their duties (and deciding whether to 
propose a vote on the trust’s or directors’ performance), the Council of Governors 
may require one or more of the directors to attend a meeting. 

 
17. Council of Governors – standing orders 

17.1 The standing orders for the practice and procedure of the Council of Governors, as 
may be varied from time to time, are attached at Annex 6. 

 
18. Council of Governors – referral to the Panel for Advising Governors 

18.1 The Panel is both independent and national and is appointed by NHSI.  Its role is to 
answer questions raised by the governors of an NHS foundation trust about whether 
the trust has failed or is failing to act in accordance with: 

18.1.1 its own Constitution; or  

18.1.2 Chapter 5 of the NHS Act 2006. 

18.2 A governor may refer a question to the Panel only if more than half of the members 
of the Council of Governors voting approve the referral.  Evidence of the vote will 
need to be provided to the Panel before it can consider a question from governors.  
The Panel’s remit is to support governors in fulfilling their role in representing the 
interests of their members and the public.  Best interests are served by governors 
seeking to resolve any questions or issues with their trust chair and other non-
executive directors before posing a question to the Panel.  However, the Panel is 
available as a free resource in the event of continued uncertainty. 

 
19. Council of Governors – conflicts of interest of governors 

19.1 If a governor has a pecuniary, personal or family interest, whether that interest is 
actual or potential and whether that interest is direct or indirect, in any proposed 
contract or other matter which is under consideration or is to be considered by the 
Council of Governors, the governor shall disclose that interest to the members of the 
Council of Governors as soon as he or she becomes aware of it.  The standing 
orders for the Council of Governors shall make provision for the disclosure of 
interests and arrangements for the exclusion of a governor declaring any interest 
from any discussion or consideration of the matter in respect of which an interest has 
been disclosed. 
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20. Council of Governors – expenses 

20.1 The trust shall pay travelling and other expenses to members of the Council of 
Governors at rates determined by the trust. 

 
21. Board of Directors – composition 

21.1 The Board of Directors shall comprise: 

21.1.1 a non-executive Chairman; 

21.1.2 five other non-executive directors; and 

21.1.3 five executive directors. 

21.2 One of the executive directors shall be the Chief Executive. 

21.3 The Chief Executive shall be the accounting officer. 

21.4 One of the executive directors shall be the Finance Director. 

21.5 One of the executive directors shall be a registered medical practitioner or a 
registered dentist (within the meaning of the Dentists Act 1984). 

21.6 One of the executive directors shall be a registered nurse or a registered midwife. 
 
22. Board of Directors – general duty 

22.1 The general duty of the Board of Directors and of each director individually, is to act 
with a view to promoting the success of the trust so as to maximise the benefits for 
the members of the trust as a whole and for the public. 

 
23. Board of Directors – qualification for appointment as a non-executive director 

(including the Chair) 

A person may be appointed as a non-executive director only if: 

23.1 they are a member of the public constituency*, or 

23.2 where any of the trust’s hospitals includes a medical or dental school provided by a 
university, they exercise functions for the purposes of that university, and 

23.3 they are not disqualified by virtue of paragraph 29 below. 
*In exceptional circumstances, this requirement may be waived by the Council of 
Governors in agreement with NHSE/I.  An example might be where the Trust is in 
'special measures' and to secure the best possible candidate for the role. 
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24. Board of Directors – appointment and removal of chairman and other non-
executive directors 

24.1 The Council of Governors at a general meeting of the Council of Governors shall 
appoint or remove the Chairman and the other non-executive directors. 

24.2 The Council of Governors shall appoint a Chairman who is independent.  This 
provision shall exclude anyone who: 

• is a former Chief Executive of the trust. 

• has been an employee of the NHS foundation trust within the last five years. 

• has, or has had within the last three years, a material business relationship 
with the NHS foundation trust either directly, or as a partner, shareholder, 
director or senior employee of a body that has such a relationship with the 
NHS foundation trust. 

• has received or receives additional remuneration from the NHS foundation 
trust apart from a director’s fee, participates in the NHS foundation trust’s 
performance-related pay scheme, or is a member of the NHS foundation 
trust’s pension scheme; 

• has close family ties with any of the NHS foundation trust’s advisers, directors 
or senior employees; 

• holds cross directorships or has significant links with other directors through 
involvement in other companies or bodies; 

• has served on the board for more than nine years from the date of his or her 
first appointment; 

• is an appointed representative of the NHS foundation trust’s university 
medical or dental school. 

These criteria shall apply only on appointment, thereafter the test of independence is 
not appropriate in relation to the Chairman. 

24.3 The Council of Governors shall not appoint as Chairman a person who is 
simultaneously a chairman of another NHS foundation trust. 

24.4 Removal of the Chairman or another non-executive director shall require the 
approval of three-quarters of the members of the Council of Governors. 

24.5 The initial Chairman and the initial non-executive directors are to be appointed in 
accordance with paragraph 25 below. 

 
25. Board of Directors – appointment of initial Chairman and initial other non-

executive directors 

25.1 The Chairman of the applicant NHS trust shall be appointed as the initial Chairman of 
the trust if he or she wishes to be appointed. 
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25.2 The power of the Council of Governors to appoint the other non-executive directors 
of the trust is to be exercised, so far as possible, by appointing as the initial non-
executive directors of the trust any of the non-executive directors of the applicant 
NHS trust (other than the Chairman) who wish to be appointed. 

25.3 The criteria for qualification for appointment as a non-executive director set out in 
paragraph 23 above (other than disqualification by virtue of paragraph 29 below) do 
not apply to the appointment of the initial chairman and the initial other non-executive 
directors in accordance with the procedures set out in this paragraph.  

25.4 An individual appointed as the initial Chairman or as an initial non-executive director 
in accordance with the provisions of this paragraph shall be appointed for the 
unexpired period of his or her term of office as Chairman or (as the case may be) 
non-executive director of the applicant NHS trust; but if, on appointment, that period 
is less than 12 months, the appointment shall be for 12 months. 

 
26. Board of Directors – appointment of Deputy Chairman 

26.1 The Council of Governors at a general meeting of the Council of Governors shall 
appoint one of the non-executive directors as Deputy Chairman. 

 
27. Board of Directors – appointment and removal of the Chief Executive and other 

executive directors 

27.1 The non-executive directors shall appoint or remove the Chief Executive. 

27.2 The appointment of the Chief Executive shall require the approval of the Council of 
Governors. This shall be a subject of the first general meeting after the appointment. 

27.3 The initial Chief Executive shall be appointed in accordance with paragraph 28 
below. 

27.4 A committee consisting of the Chairman, the Chief Executive and the other non-
executive directors shall appoint or remove the other executive directors. 

 
28. Board of Directors – appointment and removal of initial Chief Executive 

28.1 The chief officer of the applicant NHS trust shall be appointed as the initial Chief 
Executive of the trust if he or she wishes to be appointed. 

28.2 The appointment of the chief officer of the applicant NHS trust as the initial Chief 
Executive of the trust shall not require the approval of the Council of Governors. 

 
29. Board of Directors – disqualification 

The following shall not become or continue as a member of the Board of Directors: 

29.1 a person who has been adjudged bankrupt or whose estate has been sequestrated 
and (in either case) has not been discharged; 
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29.2 a person who has made a composition or arrangement with, or granted a trust deed 
for, creditors and has not been discharged in respect of it; 

29.3 a person who within the preceding five years has been convicted in the British Isles 
of any offence if a sentence of imprisonment (whether suspended or not) for a period 
of not less than three months (without the option of a fine) was imposed; 

29.4 a person who falls within the additional grounds for disqualification set out at Annex 
8. 

 
30. Board of Directors – meetings 

30.1 Meetings of the Board of Directors shall be open to members of the public. Members 
of the public may be excluded from a meeting for special reasons.  

30.2 Before holding a meeting, the Board of Directors must send a copy of the agenda of 
the meeting to the Council of Governors.  As soon as practicable after holding a 
meeting, the Board of Directors must send a copy of the minutes of the meeting to 
the Council of Governors. 

 
31. Board of Directors – standing orders 

31.1 The standing orders for the practice and procedure of the Board of Directors, as may 
be varied from time to time, are attached at Annex 7. 

 
32. Board of Directors – liability of directors 

32.1 The trust shall indemnify non-executive directors in respect of any personal civil 
liability they incur as a result of carrying out their duties, provided that they have 
acted honestly, in good faith and without recklessness. 

32.2 The trust shall indemnify executive directors in respect of any personal civil liability 
they incur as a result of carrying out their duties, provided that they have acted 
honestly, in good faith, without recklessness and within the remit of their contractual 
duties as set out by the trust. 

 
33. Board of Directors – conflicts of interest of directors 

33.1 The duties that a director of the trust has by virtue of being a director include in 
particular: 

33.1.1 a duty to avoid a situation in which the director has (or can have) a direct or indirect 
interest that conflicts (or possibly may conflict) with the interests of the trust; and 

33.1.2 a duty not to accept a benefit from a third party by reason of being a director or doing 
(or not doing) anything in that capacity. 

33.2 The duty referred to in sub-paragraph 33.1.1 is not infringed if: 

33.2.1 the situation cannot reasonably be regarded as likely to give rise to a conflict of 
interest; or  
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33.2.2 the matter has been authorised in accordance with the Constitution.  

33.3 The duty referred to in sub-paragraph 33.1.2 is not infringed if acceptance of the 
benefit cannot reasonably be regarded as likely to give rise to a conflict of interest.  

33.4 In sub-paragraph 33.1.2, “third party” means a person other than: 

33.4.1 the trust; or  

33.4.2 a person acting on its behalf.  

33.5 If a director of the trust has in any way a direct or indirect interest in a proposed 
transaction or arrangement with the trust, the director must declare the nature and 
extent of that interest to the other directors.  

33.6 If a declaration under this paragraph proves to be, or becomes, inaccurate, 
incomplete, a further declaration must be made.  

33.7 Any declaration required by this paragraph must be made before the trust enters into 
the transaction or arrangement.  

33.8 This paragraph does not require a declaration of an interest of which the director is 
not aware or where the director is not aware of the transaction or arrangement in 
question.  

33.9 A director need not declare an interest: 

33.9.1 if it cannot reasonably be regarded as likely to give rise to a conflict of interest;  

33.9.2 if, or to the extent that, the Board of directors are already aware of it;  

33.9.3 if, or to the extent that, it concerns terms of the director’s appointment that have been 
or are to be considered: 

• by a meeting of the Board of Directors; or  

• by a committee of the directors appointed for the purpose under the 
Constitution. 

 
34. Board of Directors – remuneration and terms of office 

34.1 The Council of Governors at a general meeting of the Council of Governors, following 
a recommendation by the Appointments & Remuneration Committee for Non-
Executive Directors (including Chair, Deputy Chair and Senior Independent Director), 
shall decide the remuneration and allowances, and the other terms and conditions of 
office, of the Chairman and the other non-executive directors. 

34.2 The trust shall establish a committee of non-executive directors (the ‘Remuneration 
Committee’) to decide the remuneration and allowances, and the other terms and 
conditions of office, of the Chief Executive and other executive directors. 
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35. Registers 

35.1 The trust shall have: 

35.1.1 a register of members showing, in respect of each member, the constituency to which 
they belong; 

35.1.2 a register of members of the Council of Governors; 

35.1.3 a register of interests of governors; 

35.1.4 a register of directors; and 

35.1.5 a register of interests of the directors. 

35.2 The process of admission to and removal from the register shall be as set out in 
Annex 8. 

 
36. Registers – inspection and copies 

36.1 The trust shall make the registers specified in paragraph 35 above available for 
inspection by members of the public, except in the circumstances set out below or as 
otherwise prescribed by regulations. 

36.2 The trust shall not make any part of its registers available for inspection by members 
of the public which shows details of any member of the trust, if the member so 
requests. 

36.3 So far as the registers are required to be made available: 

36.3.1 they are to be available for inspection free of charge at all reasonable times; and 

36.3.2 a person who requests a copy of or extract from the registers is to be provided with a 
copy or extract. 

36.4 If the person requesting a copy or extract is not a member of the trust, the trust may 
impose a reasonable charge for doing so. 

 
37. Documents available for public inspection 

37.1 The trust shall make the following documents available for inspection by members of 
the public free of charge at all reasonable times: 

37.1.1 a copy of the current Constitution: 

37.1.2 a copy of the latest annual accounts and of any report of the auditor on them; and 

37.1.3 a copy of the latest annual report; . 

37.2 The trust shall also make the following documents relating to a special administration 
of the trust available for inspection by members of the public free of charge at all 
reasonable times: 
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37.2.1 a copy of any order made under section 65D (appointment of trust special 
administrator), 65J (power to extend time), 65KC (action following Secretary of 
State’s rejection of final report), 65L(trusts coming out of administration) or 65LA 
(trusts to be dissolved) of the 2006 Act; 

37.2.2 a copy of any report laid under section 65D (appointment of trust special 
administrator) of the 2006 Act; 

37.2.3 a copy of any information published under section 65D (appointment of trust special 
administrator) of the 2006 Act; 

37.2.4 a copy of any draft report published under section 65F (administrator’s draft report) of 
the 2006 Act; 

37.2.5 a copy of any statement provided under section 65F (administrator’s draft report) of 
the 2006 Act; 

37.2.6 a copy of any notice published under section 65F (administrator’s draft report), 65G 
(consultation plan), 65H (consultation requirements), 65J (power to extend time), 
65KA (NHSI’s decision), 65KB (Secretary of State’s response to NHSI’s decision), 
65KC (action following Secretary of State’s rejection of final report) or 65KD 
(Secretary of State’s response to re-submitted final report) of the 2006 Act; 

37.2.7 a copy of any statement published or provided under section 65G (consultation plan) 
of the 2006 Act; 

37.2.8 a copy of any final report published under section 65I (administrator’s final report); 

37.2.9 a copy of any statement published under section 65J (power to extend time) or 65KC 
(action following Secretary of State’s rejection of final report) of the 2006 Act; and 

37.2.10 a copy of any information published under section 65M (replacement of trust 
special administrator) of the 2006 Act. 

37.3 Any person who requests a copy of or extract from any of the above documents is to 
be provided with a copy. 

37.4 If the person requesting a copy or extract is not a member of the trust, the trust may 
impose a reasonable charge for doing so. 

 
38. Appointing & Removing the NHS Foundation Trust’s External Auditor 

38.1 The trust shall have an external auditor. 

38.2 The Council of Governors shall appoint or remove the external auditor at a general 
meeting of the Council of Governors. 

38.3 When appointing or removing the external auditor, governors must consider the 
criteria set out in the ‘Audit Code for NHS Foundation Trusts’. In all matters regarding 
the appointment, re-appointment, removal, remuneration and terms of engagement 
of the external auditor, and in discharging its responsibilities in this regard as referred 
to above, the Council of Governors will be advised by the audit committee.  
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38.4 Should the Council of Governors not accept the recommendation of the audit 
committee then the Board of Directors shall ensure that the annual report both 
includes a statement from the audit committee explaining the recommendation and 
also sets out the reasons why the Council of Governors has taken a different 
position. 

38.5 Should the Council of Governors remove the auditor contrary to the advice of the 
audit committee then the Chairman will advise NHSI in writing of the reasons behind 
the decision. 

 
39. Audit committee 

39.1 The trust shall establish a committee of non-executive directors as an audit 
committee to perform such monitoring, reviewing and other functions as are 
appropriate. 

 
40. Accounts 

40.1 The trust shall keep proper accounts and proper records in relation to the accounts. 

40.2 NHSI may with the approval of the Secretary of State give directions to the trust as to 
the content and form of its accounts. 

40.3 The accounts shall be audited by the trust’s auditor. 

40.4 The trust shall prepare in respect of each financial year annual accounts in such form 
as NHSI may, with the approval of the Secretary of State, direct. 

40.5 The functions of the trust with respect to the preparation of the annual accounts shall 
be delegated to the Accounting Officer. 

 
41. Annual report, forward (operational) plans and non-NHS work 

41.1 The trust shall prepare an annual report and send it to NHSI. 

41.2 The trust shall give information as to its forward (operational) planning in respect of 
each financial year to NHSI. 

41.3 The document containing the information with respect to forward (operational) 
planning (referred to in paragraph 41.2 above) shall be prepared by the directors. 

41.4 In preparing the said document with respect to forward (operational) planning, the 
directors shall have regard to the views of the Council of Governors. 

41.5 Each forward (operational) plan must include information about: 

41.5.1 the activities other than the provision of goods and services for the purposes of the 
health service in England that the trust proposes to carry on; and 

41.5.2 the income it expects to receive from doing so. 
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41.6 Where a forward (operational) plan contains a proposal that the trust carry on an 
activity of a kind mentioned in sub-paragraph 41.5.1 the Council of Governors must: 

41.6.1 determine whether it is satisfied that the carrying on of the activity will not to any 
significant extent interfere with the fulfilment by the trust of its Principal Purpose or 
the performance of its other functions; and 

41.6.2 notify the directors of the trust of its determination. 

41.7 A trust which proposes to increase by 5% or more the proportion of its total income in 
any financial year attributable to activities other than the provision of goods and 
services for the purposes of health service in England may implement the proposal 
only if more than half of the members of the Council of Governors voting approve its 
implementation. 

 
42. Presentation of the annual accounts and reports to the governors and 

members 

42.1 The following documents are to be presented to the Council of Governors at a 
general meeting of the Council of Governors: 

42.1.1 the annual accounts; 

42.1.2 any report of the auditor on them; and 

42.1.3 the annual report. 

42.2 The documents shall also be presented to the members of the trust at the annual 
members’ meeting by at least one member of the Board of Directors in attendance. 

42.3 The trust may combine a meeting of the Council of Governors convened for the 
purposes of sub-paragraph 42.1 with the annual members’ meeting. 

 
43. Resolution of disputes 

43.1 Should a disagreement arise between the Board of Directors and the Council of 
Governors, such as would impair the decision making process or the successful 
operation of the trust, then the Chairman shall convene a joint meeting of the two 
bodies to consider the issue in dispute. 

43.2 Should this meeting not resolve the issue then the Chairman shall have the authority 
to make a decision on behalf of the trust. This decision, and the reasons supporting 
it, will be communicated in writing to all members of both the Board of Directors and 
the Council of Governors. 

 
44. Instruments 

44.1 The trust shall have a seal.   

44.2 The seal shall not be affixed except under the authority of the Board of Directors and 
as delegated to the Trust Secretary. 
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45. Amendment of the Constitution 

45.1 The trust may make amendments of its Constitution only if: 

45.1.1 More than half of the members of the Council of Governors of the trust voting 
approve the amendments; and 

45.1.2 More than half of the members of the Board of Directors of the trust voting approve 
the amendments. 

45.2 Amendments made under paragraph 45.1 take effect as soon as the conditions in 
that paragraph are satisfied, but the amendment has no effect in so far as the 
Constitution would, as a result of the amendment, not accord with schedule 7 of the 
2006 Act. 

45.3 Where an amendment is made to the Constitution in relation to the powers or duties 
of the Council of Governors (or otherwise with respect to the role that the Council of 
Governors has as part of the trust): 

45.3.1 At least one member of the Council of Governors must attend the next annual 
members’ meeting and present the amendment; and 

45.3.2 The trust must give the members an opportunity to vote on whether they approve the 
amendment. 

45.4 If more than half of the members voting approve the amendment, the amendment will 
continue to have effect; otherwise, it will cease to have effect and the trust must take 
such steps as are necessary as a result. 

45.5 The trust shall inform NHSI of amendments to its Constitution. 
 
46. Significant Transactions 

46.1 The trust may only apply for a merger, acquisition, separation or dissolution with the 
approval of more than half of the members of the Council of Governors – not just half 
the number that attends the meeting at which the decision is taken. 

46.2 The trust may enter into a Significant Transaction only if more than half of the 
members of the Council of Governors of the Trust voting approve of the trust entering 
into the transaction. 

46.3 “Significant Transaction” means: 

46.3.1 the acquisition of, or an agreement to acquire, whether contingent or not, assets the 
value of which is more than 25% of the value of the trust's gross assets before the 
acquisition; or 

46.3.2 the disposition of, or an agreement to dispose of, whether contingent or not, assets of 
the trust the value of which is more than 25% of the value of the trust's gross assets 
before the disposition; or 

46.3.3 a transaction that has or is likely to have the effect of the trust acquiring rights or 
interests or incurring obligations or liabilities, including contingent liabilities, the value 
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of which is more than 25% of the value of the trust's gross assets before the 
transaction. 

46.4 For the purpose of this paragraph 46: 

46.4.1 "gross assets" means the total of fixed assets and current assets; 

46.4.2 in assessing the value of any contingent liability for the purposes of sub-paragraph 
46.3.3, the directors: 

• must have regard to all circumstances that the directors know, or ought to 
know, affect, or may affect, the value of the contingent liability; and 

• may rely on estimates of the contingent liability that are reasonable in the 
circumstances; and 

• may take account of the likelihood of the contingency occurring. 

46.5 Where the Trust is considering organisational transactions (mergers and acquisitions, 
transfer and dissolutions) or non-organisational transactions (significant capital 
investments, joint ventures and private finance initiatives), early engagement with 
NHSI is required.  This process aims to reduce costs and allow Trusts to identify 
issues prior to committing significant resources to a particular transaction.  Further 
guidance on the process for Trusts to follow when considering such transactions is 
outlined in the NHSI ‘Transactions guidance – for trusts undertaking transactions, 
including mergers and acquisitions’. 

 
47. Interpretation and definitions 

47.1 Unless a contrary intention is evident or the context requires otherwise, words or 
expressions contained in this Constitution shall bear the same meaning as in the 
2006 Act. 

47.2 Words importing the masculine gender only shall include the feminine gender; words 
importing the singular shall import the plural and vice-versa. 

47.3 References in this Constitution to legislation include all amendments, replacements 
or re-enactments made in references to paragraph numbers or references to 
paragraphs of this Constitution unless the context provides otherwise. 

47.4 References to legislation include all regulations and statutory guidance. 

47.5 Headings are for ease of reference only and are not to affect interpretation. 

47.6 If there is a conflict between the provisions of this Constitution and the provisions of 
any document referred to herein then the provisions of this Constitution shall prevail 
unless the law requires otherwise. 

47.7 References to this paragraph are to paragraphs in this Constitution. 

47.8 All Annexes referred to in this Constitution form part of it. 

47.9 In this Constitution: 
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“accounting officer” is the person who from time to time discharges the 
functions specified in paragraph 25(5) in Schedule 7 to 
the 2006 Act;   

“annual members’ meeting” means the annual meeting of all the members;. 

“applicant NHS trust” means the Northern Lincolnshire and Goole NHS 
Foundation Trust; 

“appointed governors” means the local authority governors, the medical school 
governors and the partnership organisation governors; 

“authorisation” means the authorisation for the trust to become an NHS 
foundation trust given by Monitor at that time*; 

[*Monitor became part of NHS Improvement as of 1 
April 2016.] 

“Board of Directors” means the Board of Directors of the trust as constituted 
in accordance with this Constitution and referred to in 
paragraph 21.  

“Chairman” means the chairman of the trust appointed in 
accordance with the Constitution;  

“Chief Executive” means the chief executive (and accounting officer) of 
the trust appointed in accordance with paragraph 27; 

“constituencies” means the public constituencies and the staff 
constituency of the trust; 

“Constitution” means this constitution of the trust; 

“Council of Governors” means the Council of Governors of the trust as 
constituted in accordance with this Constitution; 

“Deputy Chairman” means the Deputy Chairman of the trust; 

“director" means a director on the Board of Directors; 

“elected governors” means the public and staff governors respectively;  

“election rules” means the election rules set out in Annex 4 and which 
are to be used in connection with the election of the 
elected governors; 

“executive director” means an executive director of the trust;  

“financial year” means-: 

(a) the period beginning with the date on which the 
trust is authorised and ending with the next 31st 
March; and 

(b)  each successive period of twelve months 
beginning with 1st April; 
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“governor” means a governor on the Council of Governors and 
being either an elected governor or an appointed 
governor; 

“lead governor” 

 

"Licence" 

means the main governor contact in a few specific 
circumstances in which NHSI may need to contact the 
council of governors or the other way round (further 
details on this role are provided within Annex 6, 1.9;  

means the Trust's licence granted by Monitor at the 
time* under the 2012 Act; 

[*Monitor became part of NHS Improvement as of 1 
April 2016.] 

“member" means a member of the trust as determined in 
accordance with this Constitution; 

“members’ meetings” means a meeting of the members; 

“membership” means membership of the trust through being a 
member of one of the constituencies; 

“model election rules” means the model form rules for the conduct of elections 
published from time to time by the Department of Health 
and as currently set out in Annex 4; 

“NHSI” means the regulator for the purposes of the 2006 Act; 

“non-executive directors” means a non-executive director of the trust; 

“partnership organisation 
governor” 

means a member of the Council of Governors appointed 
by a partnership organisation referred to in Annex 3; 

“partnership organisations” means organisations designated as partnership 
organisations for the purposes of this Constitution and 
referred to in Annex 3; 

“public constituencies” means that part of the trust’s membership consisting of 
members from the area of the public constituency as 
described in Annex 1; 

“public governor” means a member of the Council of Governors elected 
by the members of a public constituency; 

“qualifying local authorities” means those Councils referred to in Annex 3 all of 
which are Councils for an area which includes the whole 
or part of the area of the trust; 

“qualifying local authority 
governors” 

means a member of the Council of Governors appointed 
by qualifying local authorities and referred to in Annex 3; 

“Secretary” means the Trust Secretary of the trust or any other 
person appointed to perform the duties of a ‘company 
secretary’; 
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“senior independent director” 

“staff constituency” 

means the non-executive director appointed as an 
alternative point of contact for governors and directors 
when they have concerns that have not been resolved 
through the normal channels of Chair, Chief Executive, 
Finance Director or Trust Secretary or for which such 
contact is inappropriate; 

means that part of the trust’s membership consisting of 
staff of the trust and other persons as described in 
paragraph 7; 

“staff governor” means a member of the Council of Governors elected 
by the staff constituency;  

“the 2006 Act" means the National Health Service Act 2006; 

“the trust” means the Northern Lincolnshire and Goole NHS 
Foundation Trust; 

“transitional provisions” means those provisions relating to the terms of office of 
the initial governors as set out in Annex 3, 
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ANNEX 1 – THE PUBLIC CONSTITUENCIES 

Name of the 
Public 
Constituency 

Area of the public constituency by 
Electoral Wards 

Minimum 
number of 
members  

Number of 
Governors 
to be 
elected 

North 
Lincolnshire 

The Wards of: 
Ashby; Axholme Central; Axholme North; 
Axholme South; Barton; Bottesford; Brigg & 
Wolds; Broughton & Appleby; Brumby; 
Burringham & Gunness; Burton upon Stather 
& Winterton; Crosby & Park; Ferry; 
Frodingham; Kingsway/Lincoln Gardens; 
Ridge; Town. 
 

500 5 

North East 
Lincolnshire 

The Wards of: 
Croft Baker; East Marsh; Freshney; 
Haverstoe; Heneage; Humberston & New 
Waltham; Immingham; Park; Scartho; 
Sidney; South; Sussex; Waltham; West 
Marsh; Wolds; Yarborough. 
 

500 5 

Goole & 
Howdenshire 

The Wards of 
Goole North; Goole South; Howden; 
Howdenshire; Snaith, Airmyn & Rawcliffe 
and Marshlands. 
 

200 3 

East & West 
Lindsey 

The Wards of: 
Binbrook; Grimoldby; Holton Le Clay; 
Legbourne; Ludford; Mablethorpe Central; 
Mablethorpe East; Mablethorpe North; 
Marsh Chapel; North Holme; North 
Somercotes; North Thoresby; Priory; 
Skidbrook with Saltfleet Haven; St Mary’s; St 
Michaels; Sutton on Sea North; Sutton on 
Sea South; Tetney; Trinity; 
Trusthorpe/Mablethorpe South; Withern with 
Stain. 
 
Caistor; Gainsborough East; Gainsborough 
North; Gainsborough South West; Hemswell; 
Kelsey; Scotter; Thonock; Waddingham & 
Spital; Wold View; Yarborough. 
 

200 2 

 
 
 
 
 
 



Reference DCM001  Date of issue 26/05/20  Version 6.7 
 

 
Printed copies valid only if separately controlled  Page 26 of 101 

ANNEX 2 – THE STAFF CONSTITUENCY 

There are no classes within the staff constituency. The minimum number of members 
in the staff constituency is 150. 
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ANNEX 3 – COMPOSITION OF COUNCIL OF GOVERNORS 

1. Introduction 

1.1 The Council of Governors shall comprise governors who are: 

1.1.1 elected by the respective constituencies in accordance with the provisions of this 
constitution; and 

1.1.2 appointed in accordance with paragraph 2 below. 

1.2 The Council of Governors shall at all times be constituted so that more than half the 
Council of Governors shall consist of governors who are elected by members of the 
trust other than those who are members of the staff constituency. 

2. Bodies entitled to appoint a member of the Council of Governors 

2.1 The following bodies in this paragraph 2 shall be entitled to appoint a governor or 
governors (as the case may be) to the Council of Governors as provided for in this 
paragraph 2. 

Qualifying Local Authorities 

2.2 There are four qualifying local authorities covering the areas specified within the 
Trust’s Constitution as a public constituency, as follows: 

• North East Lincolnshire 

• North Lincolnshire 

• Lincolnshire 

• East Riding of Yorkshire 

2.3 There will be four local authority seats on the Council of Governors for the four 
qualifying local authorities. 

2.4 A governor appointed under paragraph 2.3 above shall then serve on the Council of 
Governors for the period stipulated in the Constitution. 

Qualifying Medical Schools 

2.5 Hull York Medical School shall be entitled to appoint one governor in accordance with a 
process of appointment agreed by it with the trust. The absence of any such agreed 
process of appointment shall not preclude the medical school from appointing its 
governor. 
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Partnership Organisations: 

Clinical Commissioning Groups 

2.6 NHS North Lincolnshire Clinical Commissioning Group and NHS North East 
Lincolnshire Clinical Commissioning Group shall be entitled to appoint one governor 
each in accordance with a process of appointment agreed by them with the trust.  The 
absence of any such agreed process of appointment shall not preclude the said clinical 
commissioning groups from appointing their governors provided the appointment is duly 
made in accordance with the clinical commissioning groups' own internal processes. 

2.7 If a clinical commissioning group named in paragraph 2.6 above declines or fails to 
appoint a governor within three months of being requested to do so by the trust, the 
trust shall in its absolute discretion be entitled to invite any of those other clinical 
commissioning groups to whom it provides goods and services to appoint a governor in 
substitution for the clinical commissioning group which has failed or declined to do so.   

2.8 If the invitation referred to in paragraph 2.7 above is accepted by a clinical 
commissioning group, that clinical commissioning group shall appoint a governor and 
any clinical commissioning group which has previously failed to appoint a governor shall 
cease to be entitled to do so.  

2.9 Subject to paragraph 2.10 below, if the invitation is not accepted within a reasonable 
period or such period as may have been specified in the invitation the trust shall invite 
any other such clinical commissioning group until the invitation, is accepted and a 
governor is appointed. 

2.10 Any governor appointed under paragraphs 2.8 and 2.9 above shall serve on the Council 
of Governors for the period stipulated in the constitution.  At the end of that period the 
trust shall in its absolute discretion decide whether to permit that clinical commissioning 
group which had first failed or declined to appoint a governor to do so for the next period 
of office or to invite that clinical commissioning group which had appointed a governor in 
substitution to do so. 

2.11 Notwithstanding the foregoing provisions of this paragraph, the trust shall in its absolute 
discretion be entitled: 

2.11.1 to give not less than 6 months’ notice to any of those clinical commissioning groups 
referred to in paragraphs 2.6 above (or any substituted clinical commissioning group 
appointed under paragraphs 2.7 to 2.9 above) terminating their right to appoint a 
governor and upon the expiration of that notice period or such other date as the trust 
and the relevant clinical commissioning group may agree that clinical commissioning 
group's right to appoint a governor shall be terminated and the period of office of the 
governor appointed by that clinical commissioning group shall also come to an end on 
that date; and 

to appoint another clinical commissioning group for which the trust provides goods and 
services to replace that clinical commissioning group to which notice has been given 
under paragraph 2.11.1 above save that these provisions shall at all times be operated 
so as to ensure that the number of clinical commissioning groups entitled to appoint a 
governor remains as provided for in paragraph 2.6 and 2.7 above. The Composition of 
the Council of Governors 

The composition of the Council of Governors shall be as set out in Table 1 below 
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Table 1: 

 Electing/Appointing Body Number of Governors 

1. 

1.1 

1.2 

1.3 

1.4 

Public Constituency Governors 

North East Lincolnshire Constituency 

North Lincolnshire Constituency 

East and West Lindsey Constituency 

Goole & Howdenshire Constituency 

 

5 

5 

2 

3 

2. Staff Governors 4 

3. 

3.1 

3.2 

 

Partnership Organisations 

NHS North East Lincolnshire CCG 

NHS North Lincolnshire CCG 

 

1 

1 

4. 

4.1 

4.2 

4.3 

4.4 

Qualifying Local Authority Governors 

North East Lincolnshire 

North Lincolnshire 

Lincolnshire 

East Riding of Yorkshire 

 

1 

1 

1 

1 

5. 

5.1 

Qualifying Medical Schools 

Hull York Medical School 

 

1 

 Total number of governors 26 
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ANNEX 4 –THE MODEL RULES FOR ELECTIONS 
 

(Paragraph 11.2) 
 

Part 1 – Interpretation 
 
1.   Interpretation 

Part 2 – Timetable for election 
 
2.   Timetable 
3.   Computation of time 

Part 3 – Returning officer 
 
4.   Returning officer 
5.   Staff 
6.   Expenditure 
7.   Duty of co-operation 
 

Part 4 - Stages Common to Contested and Uncontested Elections 
 
8.   Notice of election 
9.   Nomination of candidates 
10. Candidate’s consent and particulars 
11. Declaration of interests 
12. Declaration of eligibility 
13. Signature of candidate 
14. Decisions as to validity of nomination papers 
15. Publication of statement of nominated candidates 
16. Inspection of statement of nominated candidates and nomination papers 
17. Withdrawal of candidates 
18. Method of election 
 

Part 5 – Contested elections 
 
19. Poll to be taken by ballot 
20. The ballot paper 
21. The declaration of identity 
 

Action to be taken before the poll 
 
22. List of eligible voters 
23. Notice of poll 
24. Issue of voting information by returning officer 
25. Ballot paper envelope and covering envelope 
26. E-voting systems 
 

The poll 
 
27. Eligibility to vote 
28. Voting by persons who require assistance 
29. Spoilt ballot papers 
30. Lost voting information 
31. Issue of replacement voting information 
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32. Declaration of identity for replacement ballot information 
33. Procedure for remote voting by internet 
34. Procedure for remote voting by telephone 
35. Procedure for remote voting by text 

 
Procedure for receipt of envelopes, internet votes, telephone vote and text message 

votes 
 
36. Receipt of voting documents 
37. Validity of votes 
38. De-duplication of votes 
39. Declaration of identity but no ballot paper 
40. Sealing of packets 
 

Part 6 – Counting the votes 
 
41. Single Transferable Vote (STV) - Interpretation of Part 6 
42. Arrangements for counting of the votes 
43. The count 
44. STV - Rejected ballot papers 
45. First Past the Post (FPP) - Rejected ballot papers 
46. STV - First stage 
47. STV - The quota 
48. STV - Transfer of votes 
49. STV - Supplementary provisions on transfer 
50. STV - Exclusion of candidates 
51. STV - Filling of last vacancies 
52. STV - Order of election of candidates 
53. FPP - Equality of votes 
 

Part 7 – Final proceedings in contested and uncontested elections 
 
54. STV - Declaration of result for contested elections 
55. FPP - Declaration of result for contested elections 
56. Declaration of result for uncontested elections 
 

Part 8 – Disposal of documents 
 
57. Sealing up of documents relating to the poll 
58. Delivery of documents 
59. Forwarding of documents received after close of the poll 
60. Retention and public inspection of documents 
61. Application for inspection of certain documents relating to election 
 

Part 9 – Death of a candidate during a contested election 
 
62. STV- Countermand or abandonment of poll on death of candidate 
63. FPP - Countermand or abandonment of poll on death of candidate 
 

Part 10 – Election expenses and publicity Expenses 
 
64. Election expenses 
65. Expenses and payments by candidates 
66. Expenses incurred by other persons 
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Publicity 
 
67. Publicity about election by the corporation 
68. Information about candidates for inclusion with voting information 
69. Meaning of “for the purposes of an election” 
 

Part 11 - Questioning elections and irregularities 
 
70. Application to question an election 
 

Part 12 - Miscellaneous 
 
71. Secrecy 
72. Prohibition of disclosure of vote 
73. Disqualification 
74. Delay in postal service through industrial action or unforeseen event 
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Part 1 – Interpretation 
 
1. Interpretation 

 
1.1 In these rules, unless the context otherwise requires: 

 
“corporation” means the public benefit corporation subject to this Constitution; 
 
“election” means an election by a constituency, or by a class within a constituency, to  
fill a vacancy among one or more posts on the Council of Governors; 
 
“the regulator” means the Independent Regulator for NHS foundation trusts; and “the 
2006 Act” means the National Health Service Act 2006; 
 
“e-voting” means voting using the internet; 
 
“internet voting system” means such computer hardware and software, data, other 
equipment and services as may be provided by the returning officer for the purpose 
of enabling voters to cast their votes using the internet; 
 
“method of polling” means voting either by post or internet; 
 
“voter ID number” means a unique, randomly generated numeric identifier allocated 
to each voter by the Returning Officer for the purpose of e-voting. 
 

1.2 Other expressions used in these rules and in Schedule 7 to the NHS Act 2006 have 
the same meaning in these rules as in that Schedule. 
 

Part 2 – Timetable for election 
 
2. Timetable 
 
The proceedings at an election shall be conducted in accordance with the following 
timetable: 
 
Proceeding Time 
Publication of notice of election Not later than the fortieth day before the day of 

the close of the poll.  
Final day for delivery of nomination 
papers to returning officer 

Not later than the twenty eighth day before the 
day of the close of the poll.  

Publication of statement of nominated 
candidates 

Not later than the twenty seventh day before the 
day of the close of the poll.  

Final day for delivery of notices of 
withdrawals by candidates from election 

Not later than twenty fifth day before the day of 
the close of the poll.  

Notice of the poll Not later than the fifteenth day before the day of 
the close of the poll.  

Close of the poll By 5.00pm on the final day of the election 
 
3. Computation of time 
 
3.1 In computing any period of time for the purposes of the timetable: 
 

(a) a Saturday or Sunday; 
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(b) Christmas day, Good Friday, or a bank holiday; or, 
(c) a day appointed for public thanksgiving or mourning, shall be disregarded, and 

any such day shall not be treated as a day for the purpose of any proceedings up 
to the completion of the poll, nor shall the returning officer be obliged to proceed 
with the counting of votes on such a day. 

 
3.2 In this rule, “bank holiday” means a day which is a bank holiday under the Banking 

and Financial Dealings Act 1971 in England and Wales. 
 

Part 3 – Returning officer 
 
4. Returning officer 
 
4.1 Subject to rule 69, the returning officer for an election is to be appointed by the 

corporation. 
 
4.2 Where two or more elections are to be held concurrently, the same returning officer 

may be appointed for all those elections. 
 
5.  Staff 
 
5.1 Subject to rule 69, the returning officer may appoint and pay such staff, including 

such technical advisers, as he or she considers necessary for the purposes of the 
election. 

 
6.  Expenditure  
 
6.1 The corporation is to pay the returning officer: 
 

(a)  any expenses incurred by that officer in the exercise of his or her functions under 
these rules, 

(b)  such remuneration and other expenses as the corporation may determine. 
 
7. Duty of co-operation 
 
7.1 The corporation is to co-operate with the returning officer in the exercise of his or her 

functions under these rules. 
 

Part 4 – Stages Common to Contested and Uncontested Elections 
 
8. Notice of election 

 
8.1 The returning officer is to publish a notice of the election stating: 
 

(a)  the constituency, or class within a constituency, for which the election is being 
held; 

(b) the number of members of the Council of Governors to be elected from that 
constituency, or class within that constituency; 

(d) the details of any nomination committee that has been established by the 
corporation; 

(e) the address and times at which nomination papers may be obtained; 
(f) the address for return of nomination papers and the date and time by which they 

must be received by the returning officer; 
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(g) the date and time by which any notice of withdrawal must be received by the 
returning officer; 

(g) the contact details of the returning officer; and, 
(h) the date and time of the close of the poll in the event of a contest, 

 
9. Nomination of candidates 
 
9.1 Each candidate must nominate themselves on a single nomination paper. 
 
9.2 The returning officer: 
 

(a) is to supply any member of the corporation with a nomination paper, and; 
(b) is to prepare a nomination paper for signature at the request of any member of 

the corporation; 
 

but it is not necessary for a nomination to be on a form supplied by the returning 
officer and it can, subject to rule 13, be in an electronic format. 

 
10. Candidate’s particulars 
 
10.1 The nomination paper must state the candidate’s: 
 

(a) full name; 
 (b) contact address in full; and, 

(c) constituency, or class within a constituency, of which the candidate is a member. 
 
11.  Declaration of interests  
 
11.1 The nomination paper must state: 
 

(a) any financial interest that the candidate has in the corporation; and, 
(b) whether the candidate is a member of a political party, and if so, which party, and 

if the candidate has no such interests, the paper must include a statement to that 
effect. 

 
12. Declaration of eligibility 
 
12.1 The nomination paper must include a declaration made by the candidate: 
 

(a) that he or she is not prevented from being a member of the Council of Governors 
by paragraph 8 of Schedule 7 of the 2006 Act or by any provision of the 
Constitution; and, 

(b) for a member of the public constituency, of the particulars of his or her 
qualification to vote as a member of that constituency, or class within that 
constituency, for which the election is being held. 

 
13.  Signature of candidate 
 
13.1 The nomination paper must be signed and dated by the candidate, in a manner 

prescribed by the returning officer, indicating that: 
 

(a) they wish to stand as a candidate, 
(b) their declaration of interests as required under rule 11, is true and correct, and 
(c) their declaration of eligibility, as required under rule 12, is true and correct. 
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14.  Decisions as to the validity of nomination 
 
14.1 Where a nomination paper is received by the returning officer in accordance with 

these rules, the candidate is deemed to stand for election unless and until the 
returning officer: 

 
(a) decides that the candidate is not eligible to stand, 
(b) decides that the nomination paper is invalid, 
(c) receives satisfactory proof that the candidate has died, or 
(d) receives a written request by the candidate of their withdrawal from candidacy. 

 
14.2 The returning officer is entitled to decide that a nomination paper is invalid only on 

one of the following grounds: 
 

(a) that the paper is not received on or before the final time and date for return of 
nomination papers, as specified in the notice of the election; 

(b) that the paper does not contain the candidate’s particulars, as required by rule 
10; 

(c) that the paper does not contain a declaration of the interests of the candidate, as 
required by rule 11; 

(d) that the paper does not include a declaration of eligibility as required by rule 12; 
or, 

(e) that the paper is not signed and dated by the candidate, as required by rule 13. 
 
14.3 The returning officer is to examine each nomination paper as soon as is practicable 

after he or she has received it, and decide whether the candidate has been validly 
nominated. 

 
14.4 Where the returning officer decides that a nomination is invalid, the returning officer 

must endorse this on the nomination paper, stating the reasons for their decision. 
 
14.5 The returning officer is to send notice of the decision as to whether a nomination is 

valid or invalid to the candidate at the contact address given in the candidate’s 
nomination paper. 

 
15.  Publication of statement of candidates 
 
15.1 The returning officer is to prepare and publish a statement showing the candidates 

who are standing for election. 
 
15.2 The statement must show: 
 

(a) the name, contact address, and constituency or class within a constituency of 
each candidate standing, and 

(b) the declared interests of each candidate standing, as given in their nomination 
paper. 

 
15.3 The statement must list the candidates standing for election in alphabetical order by 

surname. 
 
15.4 The returning officer must send a copy of the statement of candidates and copies of 

the nomination papers to the corporation as soon as is practicable after publishing 
the statement. 
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16.  Inspection of statement of nominated candidates and nomination papers 
 
16.1 The corporation is to make the statement of the candidates and the nomination 

papers supplied by the returning officer under rule 15.4 available for inspection by 
members of the public free of charge at all reasonable times.  

 
16.2 If a person requests a copy or extract of the statement of candidates or their 

nomination papers, the corporation is to provide that member with the copy or extract 
free of charge. 

 
 
17.  Withdrawal of candidates 
 
17.1 A candidate may withdraw from election on or before the date and time for withdrawal 

by candidates, by providing to the returning officer a written notice of withdrawal 
which is signed by the candidate and attested by a witness. 

 
 
18.  Method of election 
 
18.1 If the number of candidates remaining validly nominated for an election after any 

withdrawals under these rules is greater than the number of members to be elected 
to the Council of Governors, a poll is to be taken in accordance with Parts 5 and 6 of 
these rules. 

 
18.2 If the number of candidates remaining validly nominated for an election after any 

withdrawals under these rules is equal to the number of members to be elected to the 
Council of Governors, those candidates are to be declared elected in accordance 
with Part 7 of these rules. 

 
18.3  If the number of candidates remaining validly nominated for an election after any 

withdrawals under these rules is less than the number of members to be elected to 
be Council of Governors, then: 

 
(a) the candidates who remain validly nominated are to be declared elected in 

accordance with Part 7 of these rules, and 
 

(b) the returning officer is to order a new election to fill any vacancy which remains 
unfilled, on a day appointed by him or her in consultation with the corporation. 

 
Part 5 – Contested elections 

 
19.  Poll to be taken by ballot  
 
19.1 The votes at the poll must be given by secret ballot. 
 
19.2 The votes are to be counted and the result of the poll determined in accordance with 

Part 6 of these rules. 
 
19.3  The corporation may decide if eligible voters, within a constituency, or class within a 

constituency, may, subject to rule 19.4, cast their vote by any combination of the 
methods of polling. 
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19.4  The corporation may decide if eligible voters, within a constituency or class within a 
constituency, for whom an e-mail mailing address is included in the list of eligible 
voters may only cast their votes by, one or more, e-voting methods of polling. 
 

19.5 If the corporation decides to use an e-voting method of polling then they and the 
returning officer must satisfy themselves that: 

 
(a) if internet voting is being used, the internet voting system to be used for the 

purpose of the election is configured in accordance with these rules and that it 
will accurately record the internet voting record of any voter who chooses to cast 
their vote using the internet voting system. 
 

(b) if telephone voting is being used, the telephone voting system to be used for the 
purpose of the election is configured in accordance with these rules and that it 
will accurately record the telephone voting record of any voter who choose to cast 
their vote using the telephone voting system. 

 
(c) if text message voting is being used, the text message voting system to be used 

for the purpose of the election is configured in accordance with these rules and 
that it will accurately record the text voting record of any voter who choose to cast 
their vote using the text message voting system. 
 

20.  The ballot paper 
 
20.1 The ballot of each voter is to consist of a ballot paper with the persons remaining 

validly nominated for an election after any withdrawals under these rules, and no 
others, inserted in the paper. 

 
20.2 Every ballot paper must specify: 
 

(a) the name of the corporation; 
 

(b) the constituency, or class within a constituency, for which the election is being 
held; 

 
(c) the number of members of the Council of Governors to be elected from that 

constituency, or class within that constituency; 
 
(d) the names and other particulars of the candidates standing for election, with the 

details and order being the same as in the statement of nominated candidates; 
 
(e) instructions on how to vote by all available methods of polling, including the 

relevant voters and voter ID number if e-voting is a method of polling; 
 
(f) if the ballot paper is to be returned by post, the address for its return and the date 

and time of the close of the poll; and, 
 
(g) the contact details of the returning officer. 

 
20.3 Each ballot paper must have a unique identifier. 
 
20.4 Each ballot paper must have features incorporated into it to prevent it from being 

reproduced. 
 



Reference DCM001  Date of issue 26/05/20  Version 6.7 
 

 
Printed copies valid only if separately controlled  Page 39 of 101 

21. The declaration of identity (public constituencies) 
 
21.1 In respect of an election for a public constituency a declaration of identity must be 

issued with all ballot information. 
 
21.2 The declaration of identity is to include a declaration: 
 

(a) that the voter is the person to whom the ballot information was addressed; 
(b) that the voter has not marked or returned any other voting paper in the election; 

and, 
(c) for a member of the public constituency, of the particulars of that member’s 

qualification to vote as a member of the constituency or class within a 
constituency for which the election is being held. 

 
21.3 The declaration of identity is to include space for: 
 

(a)  the name of the voter; 
(b)  the address of the voter; 
(c)  the voter’s signature; and, 
(d)  the date that the declaration was made by the voter. 

 
21.4 The voter must be required to return the declaration of identity together with the ballot 

information, or complete the electronic declaration prior to voting electronically. 
 
21.5 The declaration of identity must caution the voter that, if it is not returned with the 

ballot paper, or if it is returned without being correctly completed, or if it is not 
completed prior to electronic voting, the voter’s ballot paper may be declared invalid. 

 
Action to be taken before the poll 

 
22.  List of eligible voters 
 
22.1 The corporation is to provide the returning officer with a list of the members of the 

constituency or class within a constituency for which the election is being held who 
are eligible to vote by virtue of rule 27 as soon as is reasonably practicable after the 
final date for the delivery of notices of withdrawals by candidates from an election. 

 
22.2 The list is to include, for each member, a postal mailing address and if available an e-

mail address, where their voting information may be sent. 
 
22.3 The corporation may decide if the voting information is to be sent only by e-mail to 

those members, in a particular constituency or class within a constituency, for whom 
an e-mail address is included in the list of eligible voters. 

 
23.  Notice of poll 
 
23.1 The returning officer is to publish a notice of the poll stating: 
 

(a) the name of the corporation; 
 

(b) the constituency, or class within a constituency, for which the election is being 
held; 
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(c) the number of members of the Council of Governors to be elected from that 
constituency, or class with that constituency; 

 
(d) the names, contact addresses, and other particulars of the candidates standing 

for election, with the details and order being the same as in the statement of 
nominated candidates; 

 
(e) the methods of polling by which votes may be cast at the election by a 

constituency or class within a constituency as determined by the corporation in 
rule 19.3; 

 
(f) the address for return of the ballot papers, and the date and time of the close of 

the poll; 
 

(g) the uniform resource locator (url) where, if internet voting is being used, the 
polling website is located; 

 
(h) the telephone number where, if telephone voting is being used, the telephone 

voting facility is located; 
 
(i) the telephone number or telephone short code where, if text message voting is 

being used, the text message voting facility is located; 
 
(j) the address and final dates for applications for replacement voting information; 

and, 
 
(k) the contact details of the returning officer. 

 
24. Issue of voting information by returning officer 
 
24.1 As soon as is reasonably practicable on or after the publication of the notice of the 

poll, the returning officer is to send the following voting information to each member 
of the corporation named in the list of eligible voters: 

 
(a) by post to each member of the corporation named in the list of eligible voters and 
on the basis of rule 22 able to cast their vote by post: 

(i)  a ballot paper and ballot paper envelope; 
(ii)   a declaration of identity (if required); 
(iii) information about each candidate standing for election, pursuant to rule 

68 of these rules; and, 
(iv)  a covering envelope. 

 
(b) by e-mail or by post, to each member of the corporation named in the list of 
eligible voters and on the basis of rule 19.4 able to cast their vote only by an e-voting 
method of polling: 

(i) instructions on how to vote; 
(ii) the eligible voter’s voter ID number; 
(iii) information about each candidate standing for election, pursuant to 

rule 64 of these rules, or details of where this information is readily 
available on the internet or available in such other formats as the 
Returning Officer thinks appropriate; 

(iv) contact details of the returning officer. 
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24.2 The documents are to be sent to the mailing address or e-mail address for each 
member, as specified in the list of eligible voters. 

 
25. Ballot paper envelope and covering envelope 
 
25.1 The ballot paper envelope must have clear instructions to the voter printed on it, 

instructing the voter to seal the ballot paper inside the envelope once the ballot paper 
has been marked. 

 
25.2 The covering envelope is to have: 
 

(a) the address for return of the ballot paper printed on it; and, 
 

(b) pre-paid postage for return to that address. 
 
25.3 There should be clear instructions, either printed on the covering envelope or 

elsewhere, instructing the voter to seal the following documents inside the covering 
envelope and return it to the returning officer: 

 
(a) the completed declaration of identity if required; and, 

 
(b) the ballot paper envelope, with the ballot paper sealed inside it. 

 
26. E-voting systems 
 
26.1  If internet voting is a method of polling for the relevant election then the returning 

officer must provide a website for the purpose of voting over the internet (in these 
rules referred to as "the polling website"). 

 
26.2  If telephone voting is a method of polling for the relevant election then the returning 

officer must provide an automated telephone system for the purpose of voting by the 
use of a touch-tone telephone (in these rules referred to as “the telephone voting 
facility”). 

 
26.3  If text message voting is a method of polling for the relevant election then the 

returning officer must provide an automated text messaging system for the purpose 
of voting by text message (in these rules referred to as “the text message voting 
facility”). 

 
26.4  The provision of the polling website and internet voting system will: 
 

(a) require a voter, to be permitted to vote, to enter his voter ID number; 
 

(b) specify: 
 

(i) the name of the corporation; 
(ii) the constituency, or class within a constituency, for which the election is 

being held; 
(iii) the number of members of the council of governors to be elected from 

that constituency, or class within that constituency; 
(iv) the names and other particulars of the candidates standing for election, 

with the details and order being the same as in the statement of 
nominated candidates; 

(v)  instructions on how to vote. 
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(c) prevent a voter voting for more candidates than they are entitled to at the 

election; 
 

(d) create a record ("the internet voting record") that is stored in the internet voting 
system in respect of each vote cast using the internet of: 

(i) the voter ID number used by the voter; 
(ii) the candidate or candidates for whom he has voted; and, 
(iii) the date and time of his vote;  
 

(e)  if their vote has been cast and recorded, provide the voter with confirmation; 
 
(f)  prevent any voter voting after the close of poll. 

 
26.5  The provision of a telephone voting facility and telephone voting system, will: 
 

(a) require a voter to be permitted to vote, to enter his voter ID number; 
 
(b) specify: 

(i) the name of the corporation, 
(ii) the constituency, or class within a constituency, for which the election is 
being held 
(iii) the number of members of the council of governors to be elected from that 
constituency, or class within that constituency, 
(iv) instructions on how to vote. 

 
(c) prevent a voter voting for more candidates than he is entitled to at the election; 
 
(d) create a record ("the telephone voting record") that is stored in the telephone 
voting system in respect of each vote cast by telephone of- 

(i) the voter ID number used by the voter; 
(ii) the candidate or candidates for whom he has voted; and 
(iii) the date and time of his vote 

 
(e) if their vote has been cast and recorded, provide the voter with confirmation; 
 
(f) prevent any voter voting after the close of poll. 

 
26.6 The provision of a text message voting facility and text messaging voting system, will: 
 
  (a) require a voter to be permitted to vote, to provide his voter ID number; 

 
(b) prevent a voter voting for more candidates than he is entitled to at the election; 
 
d) create a record ("the text voting record") that is stored in the text messaging voting 
system in respect of each vote cast by text message of: 

(i) the voter ID number used by the voter; 
(ii) the candidate or candidates for whom he has voted; and 
(iii) the date and time of his vote 

 
(e) if their vote has been cast and recorded, provide the voter with confirmation; 
 
(f) prevent any voter voting after the close of poll. 
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The poll 
 
27.  Eligibility to vote  
 
27.1 An individual who becomes a member of the corporation on or before the closing 

date for the receipt of nominations by candidates for the election, is eligible to vote in 
that election. 

 
28. Voting by persons who require assistance  
 
28.1 The returning officer is to put in place arrangements to enable requests for 

assistance to vote to be made. 
 
28.2 Where the returning officer receives a request from a voter who requires assistance 

to vote, the returning officer is to make such arrangements as they consider 
necessary to enable that voter to vote. 

 
29. Spoilt ballot papers 
 
29.1 If a voter has dealt with their ballot paper in such a manner that it cannot be accepted 

as a ballot paper (referred to as a “spoilt ballot paper”), that voter may apply to the 
returning officer for a replacement ballot paper. 

 
29.2 On receiving an application, the returning officer is to obtain the details of the unique 

identifier on the spoilt ballot paper, if they can obtain it. 
 
29.3 The returning officer may not issue a replacement ballot paper for a spoilt ballot 

paper unless: 
 

(a) satisfied as to the voter’s identity; or, 
 

(b) the declaration of identity, if required, has not been returned. 
 
29.4 After issuing a replacement ballot paper for a spoilt ballot paper, the returning officer 

shall enter in a list (“the list of spoilt ballot papers”): 
 

(a) the name of the voter and confirmation of the voter’s identity;  
 

(b) the details of the unique identifier of the spoilt ballot paper (if that officer was able 
to obtain it); and, 

 
(c) the details of the unique identifier of the replacement ballot paper. 

 
30. Lost voting information 
 
30.1 Where a voter has not received their voting information by the tenth day before the 

close of the poll, that voter may apply to the returning officer for replacement voting 
information. 

 
30.2 The returning officer may not issue replacement voting information for lost voting 

information unless they: 
 

(a) are satisfied as to the voter’s identity; 
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(b) have no reason to doubt that the voter did not receive the original voting 
information; 

(c)  has ensured that the declaration of identity if required has not been returned. 
 
30.3 After issuing replacement voting information, the returning officer shall enter in a list 

(“the list of lost ballots”): 
 

(a)  the name of the voter; 
(b)  the details of the unique identifier of the replacement ballot paper; and, 
(c)  if applicable, the voter ID number of the voter. 

 
31. Issue of replacement voting information 
 
31.1 If a person applies for replacement voting information under rule 29 or 30 and a 

declaration of identity has already been received by the returning officer in the name 
of that voter, the returning officer may not issue replacement voting information 
unless, in addition to the requirements imposed by rule 29.3 or 30.2, they are also 
satisfied that that person has not already voted in the election, notwithstanding the 
fact that a declaration of identity if required has already been received  by the 
returning officer in the name of that voter. 

 
31.2 After issuing a replacement ballot paper under this rule, the returning officer shall 

enter in a list (“the list of tendered ballot papers”): 
 

(a)  the name of the voter; and, 
(b) the details of the unique identifier of the replacement ballot paper issued under 

this rule. 
 
 
32. Declaration of identity for replacement voting information (public 

constituencies) 
 
32.1 In respect of an election for a public constituency a declaration of identity must be 

issued with all replacement ballot information. 
 
32.2 The declaration of identity is to include a declaration: 
 

(a) that the voter has not voted in the election with any ballot information other than 
the ballot information being returned or completed with the declaration; and, 

(b) of the particulars of that member’s qualification to vote as a member of the public 
constituency, or class within a constituency, for which the election is being held. 

 
32.3 The declaration of identity is to include space for: 
 

(a)  the name of the voter; 
(b)  the address of the voter; 
(c)  the voter’s signature; and, 
(d)  the date that the declaration was made by the voter. 

 
32.4 The voter must be required to return or electronically complete the declaration of 

identity together with the ballot paper. 
 
32.5 The declaration of identity must caution the voter that if it is not returned with the 

ballot paper, or if it is returned without being correctly completed, or electronically 
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completed prior to e-voting, the replacement ballot information may be declared 
invalid. 

 
Polling by internet, telephone or text 

 
33.  Procedure for remote voting by internet 
 
33.1  To cast their vote using the internet the voter must gain access to the polling website 

by keying in the url of the polling website provided in the voting information. 
 
33.2  When prompted to do so, the voter must enter their voter ID number. 
 
33.3  If the internet voting system authenticates the voter ID number the system must give 

the voter access to the polling website for the election in which the voter is eligible to 
vote. 

 
33.4  To cast their vote the voter may then key in a mark on the screen opposite the 

particulars of the candidate or candidates for whom they wish to cast their vote. 
 
33.5  The voter must not be able to access the internet voting facility for an election once 

their vote at that election has been cast. 
 
34.  Voting procedure for remote voting by telephone 
 
34.1  To cast their vote by telephone the voter must gain access to the telephone voting 

facility by calling the designated telephone number provided on the voter information 
using a telephone with a touch-tone keypad. 

 
34.2  When prompted to do so, the voter must enter their voter ID number using the 

keypad. 
 
34.3  If the telephone voting facility authenticates the voter ID number, the voter must be 

prompted to vote in the election. 
 
34.4  When prompted to do so the voter may then cast his vote by keying in the code of 

the candidate or candidates, allocated in accordance with rule 61 of these rules, for 
whom they wish to vote. 

 
34.5  The voter must not be able to access the telephone voting facility for an election once 

their vote at that election has been cast. 
 
35.  Voting procedure for remote voting by text message 
 
35.1  To cast their vote by text the voter must gain access to the text message voting 

facility by sending a text message to the designated telephone number or telephone 
short code provided on the voter information. 

 
35.2  The text message sent by the voter must contain their voter ID number and the code 

for the candidate or candidates, allocated in accordance with rule 68 of these rules, 
for whom they wish to vote. 

35.3  The text message sent by the voter must be structured in accordance with the 
instructions on how to vote contained in the voter information. 
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Procedure for receipt of envelopes, internet votes, telephone votes and text 
message votes 

 
36. Receipt of voting documents 
 
36.1 Where the returning officer receives a: 
 

(a)  covering envelope; or, 
(b) any other envelope containing a declaration of identity if required, a ballot paper 

envelope, or a ballot paper, before the close of the poll, that officer is to open it 
as soon as is practicable; and rules 37 and 38 are to apply. 

 
36.2 The returning officer may open any ballot paper covering envelope for the purposes 

of rules 37 and 38, but must make arrangements to ensure that no person obtains or 
communicates information as to: 

 
(a) the candidate for whom a voter has voted; or, 
(b) the unique identifier on a ballot paper. 

 
36.3 The returning officer must make arrangements to ensure the safety and security of 

the ballot papers and other documents. 
 
37. Validity of votes 
 
37.1 A ballot paper shall not be taken to be duly returned unless the returning officer is 

satisfied that it has been received by the returning officer before the close of the poll, 
with a declaration of identity if required that has been correctly completed, signed, 
and dated. 

 
37.2 Where the returning officer is satisfied that rule 37.1 has been fulfilled, they should: 
 

(a)  put the declaration of identity if required in a separate packet; and, 
(b)  put the ballot paper aside for counting after the close of the poll. 

 
37.3 Where the returning officer is not satisfied that rule 37.1 has been fulfilled, they 

should: 
 

(a)  mark the ballot paper “disqualified”; 
(b) if there is a declaration of identity accompanying the ballot paper, mark it as 

“disqualified” and attach it the ballot paper; 
(c) record the unique identifier on the ballot paper in a list (the “list of disqualified 

documents”); and, 
(d)  place the document or documents in a separate packet. 

 
37.4  An internet, telephone or text message vote shall not be taken to be duly returned 

unless the returning officer is satisfied that the internet, telephone or text voting 
record has been received by the returning officer before the close of the poll. 

 
38.  De-duplication of votes 
 
38.1 Where a combination of the methods of polling are being used, the returning officer 

shall examine all votes cast to ascertain if a voter ID number has been used more 
than once to cast a vote in an election. 
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38.2  If the returning officer ascertains that a voter ID number has been used more than 
once to cast a vote in an election they shall: 
 
(a) only accept as duly returned the first vote received that contained the duplicated 
voter ID number; 
 
(b) mark as “disqualified” all other votes containing the duplicated voter ID number 

 
38.3  Where a ballot paper is “disqualified” under this rule the returning officer shall: 

 
(a) mark the ballot paper “disqualified”, 
 
(b) record the unique identifier and voter id number on the ballot paper in a list (the 
“list of disqualified documents”); and 
 
(c) place the ballot paper in a separate packet. 

 
38.4  Where an internet, telephone or text voting record is “disqualified” under this rule the 

returning officer shall: 
 
(a) mark the record as “disqualified”, 
 
(b) record the voter ID number on the record in a list (the “list of disqualified 
documents”. 
 
(c) disregard the record when counting the votes in accordance with these Rules. 

 
39. Declaration of identity but no ballot paper (public constituency) – Where the 

returning officer receives a declaration of identity if required but no ballot paper: 
 

(a) mark the declaration of identity “disqualified”; 
(b) record the name of the voter in the list of disqualified documents, indicating that a 

declaration of identity has been received from the voter without a ballot paper; 
and, 

(c) place the declaration of identity in a separate packet. 
 

40. Sealing of packets 
 
40.1 As soon as is possible after the close of the poll and after the completion of the 

procedure under rules 37 and 38, the returning officer is to seal the packets 
containing: 

 
(a)   the disqualified documents, together with the list of disqualified documents inside 

it; 
(b)  the declarations of identity if required; 
(c)  the list of spoilt ballots; 
(d)  the list of lost ballots; 
(e)  the list of eligible voters;  
(e)  the list of tendered ballots; and, 
(f) complete electronic copies of records referred to in rule 26 held in a device 

suitable for the purpose of storage. 
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Part 6 – Counting the votes 
 

Note: the following rules describe how the votes are to be counted manually but it is 
expected that appropriately audited vote counting software will be used to count 
votes where a combination of methods of polling is being used and votes are 
contained as electronic e-voting records and ballot papers. 

 
41. Single Transferable Vote (STV)  - Interpretation of Part 6 
 
 In part 6 of these rules: 

 
“ballot” means a ballot paper, internet voting record, telephone voting record or text 
voting record; 
 
“continuing candidate” means any candidate not deemed to be elected, and not 
excluded; 
 
“count” means all the operations involved in counting of the first preferences 
recorded for candidates, the transfer of the surpluses of elected candidates, and the 
transfer of the votes of the excluded candidates; 
 
“deemed to be elected” means deemed to be elected for the purposes of counting of 
votes but without prejudice to the declaration of the result of the poll; 
 
“mark” means a figure, an identifiable written word, or a mark such as “X”; 
 
“non-transferable vote” means a ballot: 
 

(a) on which no second or subsequent preference is recorded for a 
continuing candidate; or, 

(b)  which is excluded by the returning officer under rule 49 - STV below; 
 
“preference” as used in the following contexts has the meaning assigned below: 
 

(a) “first preference” means the figure “1” or any mark or word which clearly 
indicates a first (or only) preference; 

(b) “next available preference” means a preference which is the second, or as 
the case may be, subsequent preference recorded in consecutive order 
for a continuing candidate (any candidate who is deemed to be elected or 
is excluded thereby being ignored); and, 

(c) in this context, a “second preference” is shown by the figure “2” or any 
mark or word which clearly indicates a second preference, and a third 
preference by the figure “3” or any mark or word which clearly indicates a 
third preference, and so on; 

 
“quota” means the number calculated in accordance with rule 46 - STV below; 
  
“surplus” means the number of votes by which the total number of votes for any 
candidate (whether first preference or transferred votes, or a combination of both) 
exceeds the quota; but references in these rules to the transfer of the surplus means 
the transfer (at a transfer value) of all transferable ballots from the candidate who has 
the surplus; 
  
“stage of the count” means: 
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(a)  the determination of the first preference vote of each candidate; 
(b)  the transfer of a surplus of a candidate deemed to be elected; or, 
(c)  the exclusion of one or more candidates at any given time; 

 
“transferable vote” means a ballot on which, following a first preference, a second or 
subsequent preference is recorded in consecutive numerical order for a continuing 
candidate; 

 
“transferred vote” means a vote derived from a ballot on which a second or 
subsequent preference is recorded for the candidate to whom that ballot has been 
transferred; and, 

 
“transfer value” means the value of a transferred vote calculated in accordance with 
rules 47.4 - STV or 47.7 - STV below 
 

 
42. Arrangements for counting of the votes 
 
42.1 The returning officer is to make arrangements for counting the votes as soon as is 

practicable after the close of the poll. 
 
43. The count 
 
43.1 The returning officer is to: 
 

(a) count and record the number of votes that have been returned; and, 
(b) count the votes according to the provisions in this Part of the rules. 

 
43.2 The returning officer, while counting and recording the number of votes and counting 

the votes, must make arrangements to ensure that no person obtains or 
communicates information as to the unique identifier on a ballot paper or a voter’s 
voter ID number. 

 
43.3 The returning officer is to proceed continuously with counting the votes as far as is 

practicable. 
 
44. STV - Rejected ballot papers 
 
44.1 STV - Any ballot paper: 
 

(a) which does not bear the features that have been incorporated into the other ballot 
papers to prevent them from being reproduced; 

(b) on which the figure “1” standing alone is not placed so as to indicate a first 
preference for any candidate; 

(c) on which anything is written or marked by which the voter can be identified except 
the unique identifier; or, 

(d) which is unmarked or rejected because of uncertainty; 
 
shall be rejected and not counted, but the ballot paper shall not be rejected by reason 
only of carrying the words “one”, “two”, “three” and so on, or any other mark instead 
of a figure if, in the opinion of the returning officer, the word or mark clearly indicates 
a preference or preferences. 
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44.2 STV – The returning officer is to endorse the word “rejected” on any ballot paper 
which under this rule is not to be counted. 

 
44.3 STV - The returning officer is to draw up a statement showing the number of ballot 

papers rejected by him or her under each of the subparagraphs (a) to (d) of rule 44.1 
- STV 

 
44. First Past the Post (FPP) - Rejected ballot papers 
 
44.1 Any ballot paper: 

 
(a) which does not bear the features that have been incorporated into the other ballot 

papers to prevent them from being reproduced; 
(b) on which votes are given for more candidates than the voter is entitled to vote; 
(b) on which anything is written or marked by which the voter can be identified except 

the unique identifier; or, 
(c) which is unmarked or rejected because of uncertainty; 
 
shall, subject to rules 44.2- FPP and 44.3 - FPP, be rejected and not counted. 

 
44.2  FPP - Where the voter is entitled to vote for more than one candidate, a ballot paper 

is not to be rejected because of uncertainty in respect of any vote where no 
uncertainty arises, and that vote is to be counted. 

 
44.3  FPP - A ballot paper on which a vote is marked: 
 

(a) elsewhere than in the proper place; 
(b) otherwise than by means of a clear mark; 
(c) by more than one mark; 
 
is not to be rejected for such reason (either wholly or in respect of that vote) if an 
intention that the vote shall be for one or other of the candidates clearly appears, and 
the way the paper is marked does not itself identify the voter and it is not shown that 
he or she can be identified by it. 

 
44.4  FPP - The returning officer is to: 
 

(a) endorse the word “rejected” on any ballot paper which under this rule is not to be 
counted; and 

(b) in the case of a ballot paper on which any vote is counted under rules 44.2 - FPP 
and 44.3 - FPP, endorse the words “rejected in part” on the ballot paper and 
indicate which vote or votes have been counted. 

 
44.5  FPP - The returning officer is to draw up a statement showing the number of rejected 

ballot papers under the following headings: 
 
(a) does not bear proper features that have been incorporated into the ballot paper, 
(b) voting for more candidates than the voter is entitled to; 
(c) writing or mark by which voter could be identified; and, 
(d) unmarked or rejected because of uncertainty; 
 
and, where applicable, each heading must record the number of ballot papers 
rejected in part. 
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45. STV - First stage 
 
45.1 STV - The returning officer is to sort the ballots into parcels according to the 

candidates for whom the first preference votes are given. 
 
45.2 STV - The returning officer is to then count the number of first preference votes given 

on ballots for each candidate, and is to record those numbers. 
 
45.3 STV - The returning officer is to also ascertain and record the number of valid ballots. 
 
46. STV -  The quota 
 
46.1 STV - The returning officer is to divide the number of valid ballots by a number 

exceeding by one the number of members to be elected. 
 
46.2 STV - The result, increased by one, of the division under rule 46.1 - STV (any fraction 

being disregarded) shall be the number of votes sufficient to secure the election of a 
candidate (in these rules referred to as “the quota”). 

 
46.3 STV - At any stage of the count a candidate whose total votes equals or exceeds the 

quota shall be deemed to be elected, except that any election where there is only 
one vacancy a candidate shall not be deemed to be elected until the procedure set 
out in rules 47.1 - STV to 47.3 - STV has been complied with. 

 
47. STV - Transfer of votes 
 
47.1 STV - Where the number of first preference votes for any candidate exceeds the 

quota, the returning officer is to sort all the ballots on which first preference votes are 
given for that candidate into sub- parcels so that they are grouped: 

 
(a) according to next available preference given on those ballots for any continuing 

candidate; or, 
(b) where no such preference is given, as the sub-parcel of non-transferable votes. 

 
47.2 STV - The returning officer is to count the number of ballots in each parcel referred to 

in rule. 
 
47.3 STV - The returning officer is, in accordance with this rule and rule 48 - STV, to 

transfer each sub-parcel of ballots referred to in rule 47.1(a) - STV to the candidate 
for whom the next available preference is given on those papers. 

 
47.4 STV - The vote on each ballot transferred under rule 47.3 - STV shall be at a value 

(“the transfer value”) which: 
 

(a) reduces the value of each vote transferred so that the total value of all such votes 
does not exceed the surplus; and, 

(b) is calculated by dividing the surplus of the candidate from whom the votes are 
being transferred by the total number of the ballots on which those votes are 
given, the calculation being made to two decimal places (ignoring the remainder if 
any). 

 
47.5 STV - Where at the end of any stage of the count involving the transfer of ballots, the 

number of votes for any candidate exceeds the quota, the returning officer is to sort 
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the ballots in the sub-parcel of transferred votes which was last received by that 
candidate into separate sub-parcels so that they are grouped: 
 
(a) according to the next available preference given on those ballots for any 

continuing candidate; or, 
(b) where no such preference is given, as the sub-parcel of non-transferable votes. 

 
47.6 STV - The returning officer is, in accordance with this rule and rule 48 - STV, to 

transfer each sub-parcel of ballots referred to in rule 47.5(a) - STV to the candidate 
for whom the next available preference is given on those ballots. 

 
47.7 STV - The vote on each ballot transferred under rule 47.6 - STV shall be at: 

 
(a) a transfer value calculated as set out in rule 47.4(b) - STV; or, 
(b) at the value at which that vote was received by the candidate from whom it is now 

being transferred, whichever is the less. 
 
47.8 STV - Each transfer of a surplus constitutes a stage in the count. 
 
47.9 STV - Subject to rule 47.10 - STV, the returning officer shall proceed to transfer 

transferable ballots until no candidate who is deemed to be elected has a surplus or 
all the vacancies have been filled. 

 
47.10 STV - Transferable ballots shall not be liable to be transferred where any surplus or 

surpluses which, at a particular stage of the count, have not already been 
transferred, are: 

 
(a) less than the difference between the total vote then credited to the continuing 

candidate with the lowest recorded vote and the vote of the candidate with the 
next lowest recorded vote; or, 

(b) less than the difference between the total votes of the two or more continuing 
candidates, credited at that stage of the count with the lowest recorded total 
numbers of votes and the candidate next above such candidates. 

 
47.11 STV - This rule does not apply at an election where there is only one vacancy. 
 
48. STV - Supplementary provisions on transfer  
 
48.1 STV - If, at any stage of the count, two or more candidates have surpluses, the 

transferable ballots of the candidate with the highest surplus shall be transferred first, 
and if: 

 
(a) The surpluses determined in respect of two or more candidates are equal, the 

transferable ballots of the candidate who had the highest recorded vote at the 
earliest preceding stage at which they had unequal votes shall be transferred 
first; and, 

(b) the votes credited to two or more candidates were equal at all stages of the 
count, the returning officer shall decide between those candidates by lot, and the 
transferable ballots of the candidate on whom the lot falls shall be transferred 
first. 

 
48.2 STV - The returning officer shall, on each transfer of transferable ballots under rule 

47 - STV: 
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(a) record the total value of the votes transferred to each candidate; 
(b) add that value to the previous total of votes recorded for each candidate and 

record the new total; 
(c) record as non-transferable votes the difference between the surplus and the total 

transfer value of the transferred votes and add that difference to the previously 
recorded total of non-transferable votes; and, 

(d) compare: 
(i) the total number of votes then recorded for all of the candidates, together 
with the total number of non-transferable votes; with, 
(ii) the recorded total of valid first preference votes. 

 
48.3 STV - All ballots transferred under rule 47 - STV or 48 - STV shall be clearly marked, 

either individually or as a sub-parcel, so as to indicate the transfer value recorded at 
that time to each vote on that ballot or, as the case may be, all the ballots in that sub-
parcel. 

 
48.4 STV - Where a ballot is so marked that it is unclear to the returning officer at any 

stage of the count under rule 47 - STV or 48 - STV for which candidate the next 
preference is recorded, the returning officer shall treat any vote on that ballot as a 
non-transferable vote; and votes on a ballot shall be so treated where, for example, 
the names of two or more candidates (whether continuing candidates or not) are so 
marked that, in the opinion of the returning officer, the same order of preference is 
indicated or the numerical sequence is broken. 

 
49. STV - Exclusion of candidates 
 
49.1 STV - If: 
 

(a) all transferable ballots which under the provisions of rule 47 – STV (including that 
rule as applied by rule 49.11 - STV and this rule are required to be transferred, 
have been transferred; and, 

(b) subject to rule 50 - STV, one or more vacancies remain to be filled; 
 
the returning officer shall exclude from the election at that stage the candidate with 
the then lowest vote (or, where rule 49.12 - STV applies, the candidates with the 
then lowest votes). 

 
49.2 STV - The returning officer shall sort all the ballots on which first preference votes are 

given for the candidate or candidates excluded under rule 49.1 - STV into two sub-
parcels so that they are grouped as: 

 
(a) ballots on which a next available preference is given; and, 
(b) ballots on which no such preference is given (thereby including ballots on which 

preferences are given only for candidates who are deemed to be elected or are 
excluded). 

 
49.3 STV - The returning officer shall, in accordance with this rule and rule 48 - STV, 

transfer each sub-parcel of ballots referred to in rule 49.2 - STV to the candidate for 
whom the next available preference is given on those ballots. 

 
49.4 STV - The exclusion of a candidate, or of two or more candidates together, 

constitutes a further stage of the count. 
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49.5 STV - If, subject to rule 50 - STV, one or more vacancies still remain to be filled, the 
returning officer shall then sort the transferable ballots, if any, which had been 
transferred to any candidate excluded under rule 49.1 - STV into sub- parcels 
according to their transfer value. 

 
49.6 STV - The returning officer shall transfer those ballots in the sub-parcel of 

transferable ballots with the highest transfer value to the continuing candidates in 
accordance with the next available preferences given on those ballots (thereby 
passing over candidates who are deemed to be elected or are excluded). 

 
49.7 STV - The vote on each transferable ballot transferred under rule STV49.6 shall be at 

the value at which that vote was received by the candidate excluded under rule 
STV49.1. 

 
49.8 STV - Any ballots on which no next available preferences have been expressed shall 

be set aside as non-transferable votes. 
 
49.9 STV - After the returning officer has completed the transfer of the ballots in the sub-

parcel of ballots with the highest transfer value he or she shall proceed to transfer in 
the same way the sub-parcel of ballots with the next highest value and so on until he 
has dealt with each sub-parcel of a candidate excluded under rule STV49.1. 

 
49.10 STV - The returning officer shall after each stage of the count completed under this 

rule: 
 

(a)  record: 
(i) the total value of votes; or, 
(ii) the total transfer value of votes transferred to each candidate; 

(b) add that total to the previous total of votes recorded for each candidate and 
record the new total; 

(c) record the value of non-transferable votes and add that value to the previous 
non-transferable votes total; and, 

(d) compare: 
 

(i) the total number of votes then recorded for each candidate together with 
the total number of non-transferable votes; with, 

(ii)  the recorded total of valid first preference votes.  
 
49.11 STV - If after a transfer of votes under any provision of this rule, a candidate has a 

surplus, that surplus shall be dealt with in accordance with rules 47.5 - STV 47.10 - 
STV and rule 48 - STV. 

 
49.12 STV - Where the total of the votes of the two or more lowest candidates, together 

with any surpluses not transferred, is less than the number of votes credited to the 
next lowest candidate, the returning officer shall in one operation exclude such two or 
more candidates. 

 
49.13 STV - If when a candidate has to be excluded under this rule, two or more candidates 

each have the same number of votes and are lowest: 
 

(a) regard shall be had to the total number of votes credited to those candidates at 
the earliest stage of the count at which they had an unequal number of votes and 
the candidate with the lowest number of votes at that stage shall be excluded; 
and, 
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(b) where the number of votes credited to those candidates was equal at all stages, 
the returning officer shall decide between the candidates by lot and the candidate 
on whom the lot falls shall be excluded. 

 
50. STV - Filling of last vacancies 
 
50.1 STV - Where the number of continuing candidates is equal to the number of 

vacancies remaining unfilled the continuing candidates shall thereupon be deemed to 
be elected. 

 
50.2 STV - Where only one vacancy remains unfilled and the votes of any one continuing 

candidate are equal to or greater than the total of votes credited to other continuing 
candidates together with any surplus not transferred, the candidate shall thereupon 
be deemed to be elected. 

 
50.3 STV - Where the last vacancies can be filled under this rule, no further transfer of 

votes shall be made. 
 
51.  STV - Order of election of candidates 
 
51.1 STV - The order in which candidates whose votes equal or exceed the quota are 

deemed to be elected shall be the order in which their respective surpluses were 
transferred, or would have been transferred but for rule 47.10 - STV. 

 
51.2 STV - A candidate credited with a number of votes equal to, and not greater than, the 

quota shall, for the purposes of this rule, be regarded as having had the smallest 
surplus at the stage of the count at which he obtained the quota. 

 
51.3 STV - Where the surpluses of two or more candidates are equal and are not required 

to be transferred, regard shall be had to the total number of votes credited to such 
candidates at the earliest stage of the count at which they had an unequal number of 
votes and the surplus of the candidate who had the greatest number of votes at that 
stage shall be deemed to be the largest. 

 
51.4 STV - Where the number of votes credited to two or more candidates were equal at 

all stages of the count, the returning officer shall decide between them by lot and the 
candidate on whom the lot falls shall be deemed to have been elected first. 

 
51.  FPP - Equality of votes 
 
51.1 FPP - Where, after the counting of votes is completed, an equality of votes is found 

to exist between any candidates and the addition of a vote would entitle any of those 
candidates to be declared elected, the returning officer is to decide between those 
candidates by a lot, and proceed as if the candidate on whom the lot falls had 
received an additional vote. 

 
Part 7 – Final proceedings in contested and uncontested elections 

 
52. STV - Declaration of result for contested elections 
 
52.1  STV - In a contested election, when the result of the poll has been ascertained, the 

returning officer is to: 
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(a) declare the candidates who are deemed to be elected under Part 6 of these rules 
as elected; 

(b) give notice of the name of each candidate who they have declared elected: 
 

(i) where the election is held under a proposed Constitution pursuant to 
powers conferred on the Northern Lincolnshire and Goole Foundation 
NHS Trust by section 33(4) of the 2006 Act, to the chairman of the NHS 
Trust; or, 

(ii)  in any other case, to the chairman of the corporation; and, 
 

(c) give public notice of the name of each candidate who they have declared elected. 
 
52.2 STV - The returning officer is to make: 
 

(a) the number of first preference votes for each candidate whether elected or not; 
(b) any transfer of votes; 
(b) the total number of votes for each candidate at each stage of the count at which 

such transfer took place; 
(d) the order in which the successful candidates were elected; and, 
(e) the number of rejected ballot papers under each of the headings in rule STV- 
44.1,  
available on request. 

 
52. FPP - Declaration of result for contested elections 
 
52.1 FPP - In a contested election, when the result of the poll has been ascertained, the 

returning officer is to: 
 

(a) declare the candidate or candidates whom more votes have been given than for 
the other candidates, up to the number of vacancies to be filled on the council of 
governors from the constituency, or class within a constituency, for which the 
election is being held to be elected; 

 
(b)  give notice of the name of each candidate who they have declared elected: 

(i) where the election is held under a proposed constitution pursuant to 
powers conferred on the Northern Lincolnshire and Goole Foundation 
NHS Trust by section 33(4) of the 2006 Act, to the chairman of the NHS 
Trust, or 

(ii)  in any other case, to the chairman of the corporation; and, 
 

(b) give public notice of the name of each candidate whom they have declared 
elected. 

 
52.2 FPP - The returning officer is to make: 
 

(a)  the total number of votes given for each candidate (whether elected or not); and, 
(b) the number of rejected ballot papers under each of the headings in rule 44.5 - 

FPP, available on request. 
 
53.  Declaration of result for uncontested elections 
 
53.1  In an uncontested election, the returning officer is to as soon as is practicable after 

final day for the delivery of notices of withdrawals by candidates from the election: 
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(a) declare the candidate or candidates remaining validly nominated to be elected; 
(b) give notice of the name of each candidate who they have declared elected to the 

chairman of the corporation; and, 
(c) give public notice of the name of each candidate who they have declared elected. 

 
Part 8 – Disposal of documents 

 
54.  Sealing up of documents relating to the poll 
 
54.1  On completion of the counting at a contested election, the returning officer is to seal 

up the following documents in separate packets: 
 

(a)  the counted ballot papers; 
(b)  the ballot papers endorsed with “rejected in part”; 
(c)  the rejected ballot papers;  
(d)  papers; and, 
(e)  the complete electronic copies of records referred to in rule 26 held in a device 

suitable for the purpose of storage. 
 
54.2  The returning officer must not open the sealed packets of: 
 

(a)  the disqualified documents, with the list of disqualified documents inside it; 
(b)  the list of spoilt ballot papers; 
(c)  the list of lost ballots; 
(d)  the list of eligible voters;  
(e) the complete electronic copies of records referred to in rule 26 held in a device 

suitable for the purpose of storage; and, 
(f)   the list of tendered ballot papers. 

 
54.3 The returning officer must endorse on each packet a description of: 
 

(a)  its contents; 
(b)  the date of the publication of notice of the election; 
(c)  the name of the corporation to which the election relates; and, 
(d)  the constituency, or class within a constituency, to which the election relates. 

 
55. Delivery of documents  
 
55.1 Once the documents relating to the poll have been sealed up and endorsed pursuant 

to rule 54, the returning officer is to forward them to the chair of the corporation. 
 
 
56.  Forwarding of documents received after close of the poll 
 
56.1  Where: 
 

(a)  any voting documents are received by the returning officer after the close of the 
poll; or, 

(b) any envelopes addressed to eligible voters are returned as undelivered too late 
to be resent; or, 

(c) any applications for replacement voter information is made too late to enable new 
ballot papers to be issued. 
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The returning officer is to put them in a separate packet, seal it up, and endorse and 
forward it to the chairman of the corporation. 

 
57.  Retention and public inspection of documents 
 
57.1  The corporation is to retain the documents relating to an election that are forwarded 

to the chair by the returning officer under these rules for one year, and then, unless 
otherwise directed by the regulator, cause them to be destroyed. 

 
57.2  With the exception of the documents listed in rule 58.1, the documents relating to an 

election that are held by the corporation shall be available for inspection by members 
of the public at all reasonable times. 

 
57.3  A person may request a copy or extract from the documents relating to an election 

that are held by the corporation, and the corporation is to provide it, and may impose 
a reasonable charge for doing so. 

 
58.  Application for inspection of certain documents relating to an election 
 
58.1  The corporation may not allow the inspection of, or the opening of any sealed packet 

containing: 
 

(a)  any rejected ballot papers, including ballot papers rejected in part; 
(b)  any disqualified documents, or the list of disqualified documents; 
(c)  any counted ballot papers; 
(d)  any declarations of identity;  
(e)  the list of eligible voters; or, 
(f)  the complete electronic copies of records referred to in rule 26 held in a device 

suitable for the purpose of storage by any person without the consent of the 
Regulator. 

 
58.2  A person may apply to the Regulator to inspect any of the documents listed in rule 

58.1, and the Regulator may only consent to such inspection if it is satisfied that it is 
necessary for the purpose of questioning an election pursuant to Part 11. 

 
58.3  The Regulator’s consent may be on any terms or conditions that it thinks necessary, 

including conditions as to: 
 

(a)  persons; 
(b)  time; 
(c)  place and mode of inspection; 
(d) production or opening, and the corporation must only make the documents 

available for inspection in accordance with those terms and conditions. 
 
58.4  On an application to inspect any of the documents listed in rule 58.1: 

 
(a)  in giving its consent, the regulator, and 
(b) making the documents available for inspection, the corporation, must ensure that 

the way in which the vote of any particular member has been given shall not be 
disclosed, until it has been established:  

 
(i) that their vote was given; and, 
(ii) that the regulator has declared that the vote was invalid. 
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Part 9 – Death of a candidate during a contested election 
 
59.  STV - Countermand or abandonment of poll on death of candidate 
 
59.1 STV - If, at a contested election, proof is given to the returning officer’s satisfaction 

before the result of the election is declared that one of the persons named or to be 
named as a candidate has died, then the returning officer is to: 

 
(a) publish a notice stating that the candidate has died; and, 

 
(c) proceed with the counting of the votes as if that candidate had been excluded 

from the count so that: 
 

(i) ballots which only have a first preference recorded for the candidate that 
has died, and no preferences for any other candidates, are not to be 
counted; and, 

 
(ii) ballots which have preferences recorded for other candidates are to be 

counted according to the consecutive order of those preferences, passing 
over preferences marked for the candidate who has died. 

 
59.2 STV - The ballots which have preferences recorded for the candidate who has died 

are to be sealed with the other counted ballots pursuant to rule 54.1(a). 
 
59. FPP - Countermand or abandonment of poll on death of candidate 
 
59.1 FPP - If at a contested election, proof is given to the returning officer’s satisfaction 

before the result of the election is declared that one of the persons named or to be 
named as a candidate has died, then the returning officer is to: 

 
(a) countermand notice of the poll, or, if voting information has been issued, 

direct that the poll be abandoned within that constituency or class; and, 
(b) order a new election, on a date to be appointed by him or her in 

consultation with the corporation, within the period of 40 days, computed 
in accordance with rule 3 of these rules, beginning with the day that the 
poll was countermanded or abandoned. 

 
59.2 FPP - Where a new election is ordered under rule 59.1 - FPP, no fresh nomination is 

necessary for any candidate who was validly nominated for the election where the 
poll was countermanded or abandoned but further candidates shall be invited for that 
constituency or class. 

 
59.3 FPP - Where a poll is abandoned under rule 56.1(a) - FPP, rules 59.4 - FPP to 59.7 - 

FPP are to apply. 
 
59.4 FPP - The returning officer shall not take any step or further step to open envelopes 

or deal with their contents in accordance with rules 37 and 38, and is to make up 
separate sealed packets in accordance with rule 39. 

 
59.5 FPP - The returning officer is to: 
 

(a)  count and record the number of ballot papers that have been received; and, 
(b) seal up the ballot papers into packets, along with the records of the number of 

ballot papers; 
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(c) seal up the electronic copies of records that have been received referred to in 
rule 26 held in a device suitable for the purpose of storage. 

 
59.6  FPP - The returning officer is to endorse on each packet a description of: 
 

(a) its contents; 
(b) the date of the publication of notice of the election; 
(c) the name of the corporation to which the election relates; and, 
(d) the constituency, or class within a constituency, to which the election relates. 

 
59.7 FPP - Once the documents relating to the poll have been sealed up and endorsed 

pursuant to rules 59.4 - FPP to 59.6 - FPP, the returning officer is to deliver them to 
the chairman of the corporation, and rules 57 and 58 are to apply. 

 
Part 10 – Election expenses and publicity 

 
60.  Election expenses 
 
60.1 Any expenses incurred, or payments made, for the purposes of an election which 

contravene this Part are an electoral irregularity, which may only be questioned in an 
application to the regulator under Part 11 of these rules. 

 
61. Expenses and payments by candidates  
 
61.1  A candidate may not incur any expenses or make a payment (of whatever nature) for 

the purposes of an election, other than expenses or payments that relate to 
 

(a) personal expenses; 
(b) travelling expenses, and expenses incurred while living away from home; and, 
(c) expenses for stationery, postage, telephone, internet (or any similar means of 
communication) and other petty expenses, to a limit of £100. 

 
62.  Election expenses incurred by other persons 
 
62.1 No person may: 
 

(a) incur any expenses or make a payment (of whatever nature) for the purposes of a 
candidate’s election, whether on that candidate’s behalf or otherwise, or 

(b) give a candidate or their family any money or property (whether a gift, donation, 
loan, or otherwise) to meet or contribute to expenses incurred by or on behalf of 
the candidate for the purposes of an election. 

 
62.2 Nothing in this rule is to prevent the corporation from incurring such expenses, and 

making such payments, as it considers necessary pursuant to rules 63 and 64. 
 
Publicity 
 
63.  Publicity about election by the corporation 
 
63.1 The corporation may: 
 

(a)  compile and distribute such information about the candidates; and, 
(b) organise and hold such meetings to enable the candidates to speak and respond 

to questions, as it considers necessary. 
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63.2  Any information provided by the corporation about the candidates, including 

information compiled by the corporation under rule 64, must be: 
 

(a)  objective, balanced and fair; 
(b)  equivalent in size and content for all candidates; 
(c) compiled and distributed in consultation with all of the candidates standing for 

election; and, 
(d)  must not seek to promote or procure the election of a specific candidate or 

candidates,  the expense of the electoral prospects of one or more other 
candidates. 

 
63.3  Where the corporation proposes to hold a meeting to enable the candidates to speak, 

the corporation must ensure that all of the candidates are invited to attend, and in 
organising and holding such a meeting, the corporation must not seek to promote or 
procure the election of a specific candidate or candidates at the expense of the 
electoral prospects of one or more other candidates. 

 
64.  Information about candidates for inclusion with voting information 
 
64.1  The corporation must compile information about the candidates standing for election, 

to be distributed by the returning officer pursuant to rule 24 of these rules. 
 
64.2  The information must consist of: 
 

(a) a statement submitted by the candidate of no more than 250 words; 
(b) a photograph of the candidate; 
(c) an optional video statement may also be submitted. 

 
65. Meaning of “for the purposes of an election” 
 
65.1 In this Part, the phrase “for the purposes of an election” means with a view to, or 

otherwise in connection with, promoting or procuring a candidate’s election, including 
the prejudicing of another candidate’s electoral prospects; and the phrase “for the 
purposes of a candidate’s election” is to be construed accordingly. 

 
65.2 The provision by any individual of their own services voluntarily, on their own time, 

and free of charge is not to be considered an expense for the purposes of this Part. 
 

Part 11 – Questioning elections and the consequence of irregularities 
 
66.  Application to question an election 
 
66.1  An application alleging a breach of these rules, including an electoral irregularity 

under Part 10, may be made to the regulator. 
 
66.2  An application may only be made once the outcome of the election has been 

declared by the returning officer. 
 
66.3 An application may only be made to the Regulator by: 
 

(a) a person who voted at the election or who claimed to have had the right to vote; 
or, 

(b) a candidate, or a person claiming to have had a right to be elected at the election. 
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66.4  The application must: 
 

(a) describe the alleged breach of the rules or electoral irregularity; and, 
(b) be in such a form as the Regulator may require. 

 
66.5  The application must be presented in writing within 21 days of the declaration of the 

result of the election. 
 
66.6  If the Regulator requests further information from the applicant, then that person 

must provide it as soon as is reasonably practicable. 
 
66.7  The Regulator shall delegate the determination of an application to a person or 

persons to be nominated for the purpose of the Regulator. 
 
66.8  The determination by the person or persons nominated in accordance with rule 64.7 

shall be binding on and shall be given effect by the corporation, the applicant and the 
members of the constituency (or class within a constituency including all the 
candidates for the election to which the application relates. 

 
66.9  The Regulator may prescribe rules of procedure for the determination of an 

application including costs. 
 

Part 12 – Miscellaneous 
 
67.  Secrecy 
 
67.1  The following persons: 
 

(a) the returning officer; 
(b) the returning officer’s staff, must maintain and aid in maintaining the secrecy of 

the voting and the counting of the votes, and must not, except for some purpose 
authorised by law, communicate to any person any information as to: 

 
(i) the name of any member of the corporation who has or has not been 

given voter information or who has or has not voted; 
(ii)   the unique identifier on any ballot paper; 
(iii)  the voter ID number allocated to any voter; 
(iv)  the candidate(s) for whom any member has voted. 

 
67.2  No person may obtain or attempt to obtain information as to the candidate(s) for 

whom a voter is about to vote or has voted, or communicate such information to any 
person at any time, including the unique identifier on a ballot paper given to a voter or 
the voter id number allocated to a voter. 

 
67.3  The returning officer is to make such arrangements as he or she thinks fit to ensure 

that the individuals who are affected by this provision are aware of the duties it 
imposes. 

 
68.  Prohibition of disclosure of vote 
 
68.1  No person who has voted at an election shall, in any legal or other proceedings to 

question the election, be required to state for whom he or she has voted. 
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69.  Disqualification 
 
69.1  A person may not be appointed as a returning officer, or as staff of the returning 

officer pursuant to these rules, if that person is: 
 

(a)  a member of the corporation, 
(b)  an employee of the corporation, 
(c)  a director of the corporation, or 
(d)  employed by or on behalf of a person who has been nominated for election. 

 
70.  Delay in postal service through industrial action or unforeseen event 
 
70.1  If industrial action, or some other unforeseen event, results in a delay in: 
 

(a)   the delivery of the documents in rule 24; or, 
(b)  the return of the ballot papers and declarations of identity; 
 
the returning officer may extend the time between the publication of the notice of the 
poll and the close of the poll, with the agreement of the Regulator. 
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ANNEX 5 – ADDITIONAL PROVISIONS – COUNCIL OF GOVERNORS 

1. Further Provisions as to the Disqualification of Governors 

In addition to those provisions in paragraph 12 of the Constitution, the following 
persons may not become or continue as a member of the Council of Governors: 

1.1 Anyone who is a director or chair of the trust or a governor of another healthcare trust 
or equivalent NHS funded provider. 

1.2 Persons defined under the trust’s complaints policy as a vexatious complainant or 
litigant. 

1.3 Staff and appointed governors with current disciplinary action, or who have a 
disciplinary sanction still in force will not be permitted to be elected, or if already 
elected carry out the role of a governor. 

1.4 Members who have, within the preceding two years, been dismissed otherwise than 
by reason of redundancy or ill health from any paid employment with a health service 
body. 

1.5 Persons whose name appears or is added to the Sex Offenders Register. 

1.6 A person whose tenure of office as the chairman, governor or director of a health 
service body has been terminated on the grounds that the appointment was not in the 
interests of the health service, for non-attendance at meetings, or for non-disclosure 
of a pecuniary interest. 

1.7 Anyone who is suffering from a mental disorder and is either admitted to hospital in 
pursuance of an application for admission for treatment under the Mental Health Act 
1983 or is subject to an order made by a court having jurisdiction in matters 
concerning mental disorder for detention or for the appointment of a receiver; and is, 
therefore, incapable by reason of mental disorder of carrying out the duties of a 
governor. 

2. Vacancies 

2.1 In the event of an appointed governor not serving out their full term of office the 
Council of Governors shall require the organisation concerned to appoint a 
replacement at the earliest opportunity. 

2.2 In the event of an elected governor not serving out their full term of office the 
Chairman may, where the unexpired term is less than twelve months, choose to 
leave the seat vacant until the next scheduled election unless the vacancy is in a 
public constituency and the vacancy means that the governors elected by the public 
constituencies no longer constitute more than half the members of the Council of 
Governors.  In that event and in all other cases save as provided for in this paragraph 
the Chairman shall be at liberty either: 

2.2.1 to call an election within three months to fill the seat for the remainder of that term of 
office, or  
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2.2.2 to invite the next highest polling candidate for that seat at the most recent election to 
fill the seat until the next annual election, at which time the seat will fall vacant and 
subject to election for any unexpired period of the term of office.  At the annual 
election, it shall be the last candidate elected to the constituency involved who will 
serve the unexpired period of the term of office for that constituency. 

2.3 In the event of the seat of an elected governor not being filled at an election, the 
Chairman shall be at liberty to call a further election within three months to fill the 
seat for the remainder of the terms of office. 
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ANNEX 6 – STANDING ORDERS FOR THE PRACTICE AND PROCEDURE OF 
THE COUNCIL OF GOVERNORS 

1. General Overview and Introduction to the Council of Governors 

1.1 The Council of Governors shall be constituted in accordance with the requirements of 
the constitution. 

1.2 Provisions concerning the nomination and election to the Council of Governors are 
set out in the Constitution and the election rules.  A member may not be nominated 
as a candidate for election to the Council of Governors unless he or she conforms to 
the requirements set out in the Constitution. 

1.3 Governors shall comply with the code of conduct set out in Section 4.   

1.4 A member of the Council of Governors shall be disqualified from taking up office, or if 
in office shall vacate the office, in the circumstances set out in the Constitution. A 
governor shall cease to hold office when required to do so by the Council of 
Governors.   

1.5 In accordance with the Constitution the Chairman will chair the Council of Governors. 

1.6 Standing orders, including those concerning agenda, quorum, voting and the taking 
of minutes at Council of Governors meetings are set out in Section 2 and in the 
Constitution. 

1.7 Members of the Council of Governors shall not be remunerated, but may receive 
expenses e.g. travel expenses in accordance with the relevant Trust polices and 
guidance. 

1.8 Functions and Responsibilities of the Council of Governors 

The function of the Council of Governors is to exercise the rights set out in the 
Constitution and the powers (if any) delegated from time to time by the Board of 
Directors and to act in accordance with these procedures. The Council’s roles and 
responsibilities are set out in Section 4 and the trust shall provide sufficient resources 
to enable the Council of Governors to discharge its responsibilities. 

1.9 Lead Governor 

1.9.1 The Council of Governors shall select a public governor to undertake the role of Lead 
Governor of the Northern Lincolnshire and Goole NHS Foundation Trust. The Lead 
Governor shall be chosen by the Council of Governors, who will also approve the 
process for the appointment. 

1.9.2 The process for the selection and appointment of the Lead Governor shall be as 
follows: 

• The Lead Governor shall be elected by their peers at the last general meeting 
of the Council of Governors prior to expiry of the incumbent Lead Governor’s 
term of office. Where there is to be a change of incumbent, the newly elected 
Lead Governor shall hold office as shadow Lead Governor whilst the 
incumbent Lead Governor completed their term in office. Where a ballot is 
required, all Governors present shall be entitled to vote.  The Chairman (or 
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Deputy Chairman if presiding as Chairman of the Council of Governors 
meeting in question) shall not participate in the ballot but shall have a casting 
vote in the event of a tie. 

• At least one calendar month before the date of the meeting of the Council of 
Governors, the Trust Secretary shall contact all Governors by e-mail or post 
inviting nominations together with a short election statement in support of their 
nomination. 

• Where more than one nomination is received, ballot papers showing the 
names of all the nominated candidates shall be distributed with the papers for 
the meeting and a secret ballot shall be conducted at the meeting.  The Trust 
Secretary, or their nominee, shall act as returning officer and shall announce 
the results of the election before the close of the meeting when completed 
ballot papers will be made available for scrutiny by Governors as required.  
Where there is only one nomination, the Council of Governors shall be asked 
to ratify the appointment. 

• Once elected, the shadow Lead Governor’s terms as Lead Governor shall 
commence upon the expiry of the incumbent Lead Governor’s term of office. 

1.9.3 The appointment as Lead Governor shall be for a period of three (3) years  or until: 

• the end of that Governor’s current term of office whichever is the sooner; or 

• they resign the position of Lead Governor by giving notice to the Chairman in 
writing; or 

• they are removed from the position of Lead Governor by a resolution passed 
by a two thirds majority of the remaining governors at a general meeting of the 
Council of Governors; 

with the option of re-election after that period if that governor is re-elected on to the 
Council of Governors.  Continuation in the role will not be automatic on re-election to 
the Council, unless following a recommendation by the Appointments & 
Remuneration Committee to the Council of Governors. 

1.9.4 The Trust Secretary shall be responsible for notifying NHSI of a change of Lead 
Governor. 

1.9.5 The responsibilities of the Lead Governor shall be: 

• To lead the Council of Governors in circumstances where it may not be 
considered appropriate for the Chairman or another one of the Non-Executive 
Directors to lead (e.g. chairing a meeting to discuss the appointment of a new 
chair) and to act as the point of contact with the independent panel referred to 
in paragraph 18 of the Constitution where a question is referred to that panel 
in accordance with that paragraph; 

• To chair the Governors’ Assurance Group and Appointments and 
Remuneration Committee; 

• On behalf of the Council of Governors, to attend the monthly meetings with 
the Chairman and the Trust Secretary; 
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• On behalf of the Council of Governors, to raise issues for discussion at the 
Trust Board; 

• To assist the Chairman in facilitating the flow of information between the Trust 
Board and the Council of Governors. 

• To work with the Trust Chair to draft the Council of Governors’ commentary 
for inclusion in the Quality Report. 

1.9.6 Further details on the role of the Lead Governor including the role criteria and 
desirable personal qualities can be found in the Trust document ‘Criteria & Process 
for the Appointment of a Lead Governor”. 

1.10 Trust Secretary 

The functions of Trust Secretary; most particularly monitoring of the trust’s 
compliance with the law, Standing Orders and the regulatory framework, are a 
corporate responsibility shared by the directors but with the lead role being assumed 
by the Trust Secretary. The Trust Secretary has a significant role to play in the 
administration of corporate governance. In accordance with Standing Orders for the 
Practice and Procedure of the Board of Directors (paragraph 5.4) the Chief Executive 
and the Director of Finance have responsibility for advising the Chairman on the 
interpretation of Standing Orders and the Standing Financial Instructions. The 
specific duties and responsibilities of the Trust Secretary are outlined below. 

Acts as ‘Company Secretary’ to the Council of Governors and Trust Board of 
Directors: 

• ensuring good information flows within the board of directors and its 
committees and between senior management, non-executive directors and 
the governors; 

• ensuring that meetings of the Board of Directors, Council of Governors and 
committees thereof run efficiently and effectively, that they are properly 
recorded and that Directors and Governors receive appropriate support and 
timely information; 

• ensure that board procedures of both the board of directors and the council of 
governors are complied with; 

• advise the board of directors and the council of governors (through the 
chairperson) on all corporate governance matters; 

• in conjunction with Executive and Non-Executive Directors, ensure that the 
Trust complies with all relevant legislation and the Terms of its Provider 
Licence’; 

• be available to give advice and support to individual directors, particularly in 
relation to the induction of new directors and assistance with professional 
development; 

• in conjunction with the Chairman and Lead Governor ensuring the ongoing 
development of the Council of Governors; 

• responsible for the management of the membership office; 
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• as/if required, provide a source of advice and support independent of the 
Executive on any matters of concern relating to the governance of the 
organisation. 

All directors and governors have access to the advice and services of the Trust 
Secretary.  Both the appointment and removal of the Trust Secretary is a matter for 
the Chief Executive and Chair jointly. 

1.11 Disputes 

The Chairman shall, in the first instance, arbitrate in any dispute concerning the 
interpretation of or arising out of these procedures.  The Chairman shall enforce any 
code of conduct approved by the Board of Directors.  Any unresolved dispute shall be 
determined in accordance with the Constitution as if references to any dispute in 
relation to the Constitution include any dispute in relation to these procedures. 

1.12 Validity of Procedures 

The procedures set out in this document are made in accordance with the 
Constitution.  They shall only be altered on a recommendation of the Council of 
Governors and with the approval of the Board of Directors.  Changes to these 
procedures shall not be recommended that would make them inconsistent with the 
Constitution or the 2006 Act.  Where there is any inconsistency between these 
procedures and the Constitution, the Constitution shall prevail. 

2. Standing Orders for Council of Governors Meetings 

2.1 Calling Meetings 

2.1.1 The Council of Governors is to meet at least three times in each financial year 
(excluding the annual members meeting) at such times and places as the Council of 
Governors may determine.  

2.1.2 Meetings of the Council of Governors may be called by the Chairman, or by six 
governors including not less than three public governors who give written notice to 
the Chairman specifying the business to be carried out. 

2.2 Admission of the Public 

All meetings of the Council of Governors are to be general meetings open to 
members of the public unless the Council of Governors decides otherwise in relation 
to all or part of a meeting for reasons of commercial confidentiality or on other proper 
grounds.  The Chairman may exclude any member of the public from a meeting of 
the Council of Governors if they are interfering with or preventing the proper conduct 
of the meeting. 

2.3 Notice of Meetings 

2.3.1 Save in the case of emergencies or the need to conduct urgent business, the 
Chairman’s office will give at least 14 days written notice of the date and place of 
every meeting of the Council of Governors to all governors.  Notice will also be 
published on the trust’s website. 

2.3.2 After the receipt of a request to call a meeting the Chairman’s office shall send 
written notice to all governors, specifying the business to be carried out, as soon as 
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possible after the receipt of such a request.  The Chairman shall call a meeting on at 
least fourteen but not more than twenty-eight days’ notice to discuss the specified 
business. If the Chairman fails to call such a meeting then four governors may call 
such a meeting. 

2.3.3 The notice of the meeting shall be delivered to every governor, or sent by post to the 
usual place of residence of such governor, so as to be available to the governor at 
least five clear days before the meeting. 

2.3.4 In the case of a meeting called by the governors in default of the Chairman, those 
governors shall sign the notice and no business shall be transacted at the meeting 
other than that specified in the notice. 

2.3.5 Failure to serve such a notice on more than 25 governors will invalidate the meeting. 

2.4 Setting the Agenda 

2.4.1 The trust may determine that certain matters shall appear on every agenda for a 
meeting of the Council of Governors and shall be addressed prior to any other 
business being conducted. 

2.4.2 In accordance with the Constitution every agenda for meetings of the Council of 
Governors will draw to the attention of the elected governors the declaration 
governors are required to make in clause 2.9.1 stating that they are qualified to vote 
as a member of the trust and that they are not prevented from being a member of the 
Council of Governors.  An elected governor shall be deemed to have confirmed the 
declaration upon attending any subsequent meeting of the meeting of the Council of 
Governors. 

2.4.3 Any governor wishing to submit an agenda item must notify the Trust Secretary in 
writing at least ten clear working days prior to the meeting at which it is to be 
considered.  Requests made less than ten clear days before a meeting may be 
included on the agenda at the discretion of the Chairman. 

2.5 Chairman of the Meeting 

2.5.1 The Chairman or, in the absence of the Chairman, the Deputy Chairman or, in the 
absence of the Deputy Chairman, one of the other non-executive directors is to 
preside at meetings of the Council of Governors. 

2.5.2 If the person presiding at any such meeting has a conflict of interest in relation to the 
business being discussed then the governors present will choose one of their number 
to chair that part of the meeting.  

2.5.3 If a vote concerns matters relating to the Chairman and/or non-executive directors, 
neither the Chairman nor any other non-executive director should preside over the 
meeting.  In this instance, the governors present will choose one of their number to 
chair the meeting and to have the casting vote. 

2.6 Annual Members Meeting 

2.6.1 The trust will publicise and hold an annual members meeting in accordance with the 
Constitution. 

2.6.2 The following documents shall be presented to the members of the trust at the annual 
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members’ meeting by at least one member of the Board of Directors: 

(a) the annual accounts; 

(b) any report of the auditor on the annual accounts; and 

(c) the annual report. 

2.6.3 The trust may combine a meeting of the Council of Governors convened for the 
purposes of being presented with the documents in sub-paragraph 2.6.2 with the 
annual members’ meeting. 

2.7 Motions 

2.7.1 Motions may only be submitted by a governor and must be received by the 
Chairman’s office in writing at least one week prior to the meeting at which they are 
to be considered. 

2.7.2 Emergency motions may only be submitted by a governor and must be received by 
the Chairman before the commencement of the meeting.  Acceptance of such 
motions for inclusion on the agenda will be at the discretion of the Chairman. 

2.7.3 Any other business should be notified to the Chairman at the commencement of the 
meeting. Acceptance of such items of business for inclusion on the agenda will be at 
the discretion of the Chairman. 

2.7.4 Notice of a motion to rescind a previous minute must be received by the Chairman’s 
office at least 21 days before the meeting and must be signed by a majority of 
members.  Such a motion should not be taken until at least 30 minutes after the start 
of the meeting. 

2.7.5 An amendment that does not directly negate a resolution may be moved by any 
member.  No further amendments may be moved until the first amendment is 
disposed of. If an amendment is passed it shall become part of the substantive 
motion and subject to further amendment. 

2.7.6 The mover of a motion under standing order no. 2.7.1 or 2.7.2 above shall have a 
maximum of five minutes to move and three minutes to reply.  Once a motion has 
been moved no member shall speak more than once or for more than three minutes. 

2.8 Chairman’s Ruling 

Statements of governors made at meetings of the trust shall be relevant to the matter 
under discussion at the material time and the decision of the Chairman of the 
meeting on questions of order, relevancy, regularity and any other matters shall be 
observed at the meeting. 

2.9 Voting 

2.9.1 An elected governor may not vote at a meeting of the Council of Governors unless, 
before attending the meeting, a declaration has been made in the form specified by 
the Council of Governors of particulars of his or her qualification to vote as a member 
of the trust, and that they are not prevented from being a member of the Council of 
Governors. An elected governor shall be deemed to have confirmed the declaration 
upon attending any subsequent meeting of the Council of Governors, and every 
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agenda for meetings of the Council of Governors will draw this to the attention of 
elected governors. 

2.9.2 Subject to the Constitution, questions arising at a meeting shall be determined by a 
majority of the votes of the governors present and voting on the question and, in the 
case of any equality of votes, the person presiding shall have a second or casting 
vote. 

2.9.3 All questions put to the vote shall, at the discretion of the chairman of the meeting, be 
determined by oral expression or by a show of hands.  A paper ballot may also be 
used if a majority of the governors present so request.   

2.9.4 In no circumstances may an absent governor vote by proxy. Absence is defined as 
being absent at the time of the vote. 

2.9.5 No resolution of the Council of Governors shall be passed if the public governors 
present unanimously oppose it. 

2.10 Attendance 

2.10.1 Governors who are unable to attend the Council of Governors meeting should advise 
the Chairman’s office in advance of the meeting so that their apologies may be 
submitted. 

2.10.2 The Council of Governors may agree that its members can participate in its meetings 
by telephone, video or computer link.  Participation in a meeting in this manner shall 
be deemed to constitute presence in person at the meeting. 

2.10.3 The Council of Governors may invite the Chief Executive or any other member or 
members of the Board of Directors, or a representative of the trust’s auditors or other 
advisors to attend a meeting of the Council of Governors.  

2.10.4 The Council of Governors may require one or more directors to attend a meeting of 
the Council of Governors for the purpose of obtaining information about the trust's 
performance of its functions or the directors' performance of their duties (and 
deciding whether to propose a vote on the trust's or directors' performance). 

2.11 Minutes 

2.11.1 The minutes of the proceedings of a meeting shall be drawn up and submitted for 
agreement at the next ensuing meeting.  The person presiding at it will sign them.  

2.11.2 No discussion shall take place upon the minutes except upon their accuracy or where 
the Chairman considers discussion appropriate.  Any amendment to the minutes 
shall be agreed and recorded at the next meeting. 

2.11.3 Minutes shall be circulated in accordance with the governors’ wishes.  Where 
providing a record of a public meeting the minutes shall be made available to the 
public. 

2.12 Record of Attendance 

The names of the governors present at the meeting shall be recorded in the minutes. 
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2.13 Suspension of Standing Orders 

2.13.1 Except where this would contravene any statutory provision, any one or more of the 
Standing Orders may be suspended at any meeting, provided that at least two-thirds 
of the Council of Governors are present, and that a majority of those present vote in 
favour of suspension. 

2.13.2 A decision to suspend SOs shall be recorded in the minutes of the meeting. 

2.13.3 A separate record of matters discussed during the suspension of SOs shall be made 
and shall be available to the governors. 

2.13.4 No formal business may be transacted while SOs are suspended. 

2.14 Variation and Amendment of Standing Orders 

2.14.1 These standing orders shall be amended only if the requirements provided for in the 
Constitution for variation of the Constitution have been met and if: 

(a) a majority of the governors voting at a quorate meeting of the Council of 
Governors agrees to the amendment; 

(b) the amendment has been authorised by a majority of directors voting at a 
quorate meeting of the Trust Board; 

(c) the variation proposed does not contravene a statutory provision. 

Any amendments to these Standing Orders shall be reported to NHSI. 

2.14.2 Where an amendment is made in relation to the powers or duties of the Council of 
Governors (or otherwise with respect to the role that the Council of Governors has as 
part of the trust) at least one member of the Council of Governors must attend the 
next annual members’ meeting and present the amendment and the trust must give 
the members an opportunity to vote on whether they approve the amendment.  

2.14.3 If more than half of the members voting approve the amendment, the amendment 
continues to have effect; otherwise, it ceases to have effect and the trust must take 
such steps as are necessary as a result. 

2.15 Quorum 

2.15.1 Nine governors including not less than five public governors shall form a quorum. 

2.15.2 Any governor who has been disqualified from participating in the discussion on any 
matter and/or from voting on any resolution by reason of the declaration of a conflict 
of interest shall no longer count towards the quorum.  If a quorum is then not 
available for the discussion and/or the passing of a resolution on any matter, that 
matter may not be discussed further or voted upon at that meeting.  Such a position 
shall be recorded in the minutes of the meeting.  The meeting must then proceed to 
the next business. 

2.15.3 In accordance with the Constitution, if at any meeting there is no quorum within an 
appropriate period of time (to be determined by the chairman of the meeting) from the 
start of the meeting it shall stand adjourned for six clear days and written notice of the 
date, place and time of the adjourned meeting shall be given to all governors.  Upon 
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reconvening, those present shall constitute a quorum. 

2.16 Appointment of Committees 

2.16.1 The Council of Governors may establish such committees as it requires to conduct its 
business. Membership of these committees shall be open to all governors. 

2.16.2 Each committee shall have such terms of reference and powers and be subject to 
such conditions (as to reporting back to the council) as the Council of Governors shall 
decide. Such terms of reference shall be read in conjunction with these Standing 
Orders. 

2.16.3 As and when vacancies arise on each committee, governors shall be invited to 
express an interest in standing for appointment.  Where elections are required, they 
shall be held at the first meeting of the Council of Governors after the vacancy has 
arisen. Governor members will be elected by the Council of Governors until the end 
of their term of office as a governor although will be entitled to express an interest in 
standing for re-appointment if they are re-elected as a governor. 

3. Governors – Roles and Responsibilities 

In addition to those duties specified in the constitution, it is the role of the Council of 
Governors and of each governor: 

3.1 To act at all times in the best interests of the trust. 

3.2 To represent the interests of the membership and partner organisations. 

3.3 To feedback information about the trust to the membership and partner 
organisations. 

3.4 To use their best endeavours to ensure Northern Lincolnshire and Goole NHS 
Foundation Trust remains a leading acute trust. 

3.5 To ensure the Council of Governors meetings are held in accordance with policy and 
standing orders. 

3.6 To comply with and implement the code of conduct for the Council of Governors as 
set out in Section 4. 

3.7 To be consulted on and make recommendations to the Board of Directors on the 
development of the membership strategy. 

3.8 To respond as appropriate when consulted by the Board of Directors in accordance 
with the Constitution. 

3.9 To undertake such functions as the Board of Directors shall from time to time 
request. 

3.10 To consider the annual accounts, any report of the auditor on them and the annual 
report. 

3.11 To set up committees and working groups; for example, membership strategy, 
assurance, quality. 
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3.12 To attend regular Council of Governors’ meetings. 

3.13 To attend the annual members meeting. 

4. Code of Conduct for the Council of Governors and the Nolan Principles  

4.1 Introduction 

4.1.1 This code seeks to outline appropriate conduct for governors, and addresses both 
the requirements of office and their personal behaviour.  Ideally any penalties for 
non-compliance would never need to be applied; however a code is considered an 
essential guide for governors, particularly those who are newly elected. 

4.1.2 The code seeks to expand on or complement the Constitution. Copies will be made 
available for the information of all governors and for those considering seeking 
election to the trust’s Council of Governors.   

4.1.3 Members seeking election to the Council of Governors should sign a declaration to 
confirm that they will comply with the code in all respects and that, in particular, they 
support the trust’s objectives. 

4.2 Qualifications for Office 

Members of the Council of Governors must continue to comply with the qualifications 
required to hold elected office throughout their period of tenure as defined in the 
Constitution.  The Chairman should be advised of any changes in circumstances, 
which disqualify the governor from continuing in office.  An example of this would be 
a public governor becoming an employee of the trust. 

4.3 Code of Conduct Role and Functions 

In addition to their duties set out in the Constitution, and specifically in relation to 
matters of conduct, governors should: 

4.3.1 adhere to the trust’s rules and policies and support its objectives, in particular those 
of retaining foundation status and developing a successful organisation; 

4.3.2 act in the best interests of the trust at all times; 

4.3.3 contribute to the workings of the Council of Governors in order for it to fulfil its role 
and functions as defined in the Constitution; 

4.3.4 recognise that their role is a collective one. They exercise collective decision making 
in the meeting room, which is recorded in the minutes.  Outside the meeting room a 
governor has no more rights and privileges than any other member; 

4.3.5 note that the functions allotted to the Council of Governors are not of a managerial 
nature. 

4.4 Confidentiality 

All governors are required to respect the confidentiality of the information they are 
made privy to as a result of their membership of the Council of Governors. 

4.5 Conflict of Interests 
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4.5.1 Governors should act with the utmost integrity and objectivity and in the best interests 
of the trust in performing their duties.  They should not use their position for personal 
advantage or seek to gain preferential treatment. Any governor who has a material 
interest in a matter as defined by the Constitution, shall declare such interest to the 
Council of Governors and: 

• shall not vote on any such matters; 

• shall not be present except with the permission of the Council of Governors in 
any discussion of the matter.  

4.5.2 If in any doubt the governor should seek advice from the Chairman and/or Trust 
Secretary.  It is important that conflicts of interest are addressed and are seen to be 
actioned in the interests of the trust and all individuals concerned. 

4.5.3 Any governor who fails to disclose any interest required to be disclosed under the 
preceding paragraph must permanently vacate their office if required to do so by a 
majority of the remaining governors. 

4.5.4 The Register of Governors Interests will feature as a standing item on the agenda of 
each meeting of the Council of Governors. 

4.6 Council of Governors Meetings 

4.6.1 Governors have a responsibility to attend meetings of the Council of Governors.  
When this is not possible they should submit an apology to the Chairman’s office in 
advance of the meeting stating the reason for non-attendance.  The reason for non-
attendance will be recorded in the minutes of the meeting. 

4.6.2 In accordance with the Constitution, absence from the Council of Governors 
meetings without good reason established to the satisfaction of the Council of 
Governors is grounds for disqualification.  If a governor fails to attend half of the 
meetings of the Council of Governors in any financial year his or her tenure of office 
is to be immediately terminated unless the other governors are satisfied that the 
absence was due to a reasonable cause and he or she will be able to start attending 
meetings of the trust again within such a period as they consider reasonable. 

4.6.3 Governors are expected to attend for the duration of the meeting. 

4.7 Personal Conduct 

Governors are required to adhere to the highest standards of conduct in the 
performance of their duties. In respect of their interaction with others, they are 
required to: 

4.7.1 adhere to good practice in respect of the conduct of meetings and respect the views 
of their fellow elected members; 

4.7.2 be mindful of conduct which could be deemed to be unfair or discriminatory; 

4.7.3 treat the trust’s executives and other employees with respect and in accordance with 
the trust’s policy in this respect; 

4.7.4 recognise that the Council of Governors and management have a common purpose, 
i.e. the success of the trust and adopt a team approach; 
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4.7.5 conduct themselves in such a manner as to reflect positively on the trust.  When 
attending external meetings or any other events at which they are present, it is 
important for governors to be ambassadors for the trust. 

4.8 Accountability 

Governors are accountable to the membership and should demonstrate this by 
attending members’ meetings and other key events, which provide opportunities to 
interface with their electorate in order to understand their views. 

4.9 Induction and Development 

Training is essential for governors, in respect of the effective performance of their 
current role. Governors are required to adhere to the trust’s policy in all respects. 

4.10 Visits to Trust Premises 

Where governors wish to visit the premises of the trust in a formal capacity as 
opposed to individuals in a personal capacity, the Council of Governors should liaise 
with the Membership Office to make the necessary arrangements. 

4.11 Non-Compliance with the Code of Conduct 

4.11.1 Non-compliance with the code may result in action being taken as follows: 

• Where misconduct takes place, the Chairman shall be authorised to take such 
action as may be immediately required, including the exclusion of the person 
concerned from a meeting. 

• Where such misconduct is alleged, it shall be open to the Council of 
Governors to decide, by simple majority of those in attendance, to lay a formal 
charge of misconduct: 

- notifying the governor in writing of the charge/s, detailing the specific 
behaviour, which is considered to be detrimental to the trust, and 
inviting and considering their response within a defined timescale. 

- inviting the governor to address the Council of Governors in person if 
the matter cannot be resolved satisfactorily through correspondence; 

- deciding, by simple majority of those present and voting, whether to 
uphold the charge of conduct detrimental to the trust; 

- imposing such sanctions as shall be deemed appropriate.  Such 
sanctions will range from the issuing of a written warning as to the 
member’s future conduct and consequences, non-payment of 
expenses to the removal of the governor from office. 

4.11.2 A governor may be removed from the Council of Governors by a resolution approved 
by not less than two-thirds of the remaining governors present and voting at a 
general meeting of the Council of Governors. 

4.11.3 This code of conduct does not limit or invalidate the right of the governor or the trust 
to act under the Constitution. 
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4.12 Nolan Principles – the seven principles of public life 

Governors should act in accordance with the Nolan Principles, namely: 

Selflessness:  Holders of public office should take decisions solely in terms of the 
public interest.  They should not do so to gain financial or other material benefit for 
themselves, their family or their friends. 

Integrity:  Holders of public office should not place themselves under any financial or 
other obligation to outside individuals or organisations that might influence them in 
the performance of their official duties. 

Objectivity:  In carrying out public business, including making public appointments, 
awarding contracts or recommending individuals for rewards and benefits, holders of 
public office should make choice on merit. 

Accountability:  Holders of public office are accountable for their decisions and 
actions to the public and must submit themselves to whatever scrutiny is appropriate 
to their office. 

Openness:  Holders of public office should be as open as possible about all the 
decisions and actions they take.  They should give reasons for their decisions and 
restrict information only when the wider public interest clearly demands. 

Honesty:  Holders of public office have a duty to declare any private interests 
relating to their public duties and to take steps to resolve any conflicts arising in a 
way that protects the public interest. 

Leadership:  Holders of public office should promote and support these principles by 
leadership and example. 

5. Declarations of Interests and Register of Interests 

5.1 Declarations 

5.1.1 In accordance with the Constitution and the 2006 Act and in recognition of the codes 
of conduct and accountability issued by the Department of Health the trust is required 
to maintain a register of interests of governors.  The governors must declare any 
relevant and material interest, whether direct or indirect, in any contract, proposed 
contract or other matter which is under consideration by the Council of Governors. 

5.1.2 Interests, which should be regarded as ‘relevant and material’ are:  

• Directorships, including non-executive directorships held in private companies 
or PLCs (with the exception of those of dormant companies) likely or possibly 
seeking to do business with the NHS. 

• Ownership, part-ownership or directorship of private companies, businesses 
or consultancies likely or possibly seeking to do business with the NHS. 

• Majority or controlling share holdings in organisations likely or possibly 
seeking to do business with the NHS. 

• A position of authority in a charity or voluntary organisation in the field of 
health or social care. 
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• Any connection with a voluntary or other organisation contracting for NHS 
services or commissioning NHS services. 

• Any connection with an organisation, entity or company considering entering 
into or having entered into a financial arrangement with the trust, including but 
not limited to, lenders or banks.  

5.1.3 The trust will interpret the phrase ‘relevant and material’ in accordance with guidance 
issued from time to time by the Independent Regulator. 

5.1.4 If governors have any doubt about the relevance of an interest, this should be 
discussed with the Chairman. 

5.1.5 The exceptions, which shall not be treated as material interests are as follows: 

• shares not exceeding 2% of the total shares in issue held in any company 
whose shares are listed on any public exchange. 

• an employment contract held by staff governors. 

• an employment contract with a CCG held by a CCG governor. 

• an employment contract with a local authority held by a local authority 
governor. 

• an employment contract with a partnership organisation held by a partnership 
governor. 

5.2 Register of Interests  
5.2.1 The Trust Secretary will ensure that a register of interests is established to record 

formally declarations of interests of governors.  In particular the register will include 
details of all directorships and other relevant and material interests, which governors 
have declared.  

5.2.2 These details will be kept up to date and governors must disclose any relevant and 
material interest as soon as they are aware of it. 

5.2.3 The register will be available for inspection by members of the public free of charge. 

5.3 Disclosure  

Any governor who has a material interest as defined above shall declare such 
interest to the Council of Governors and: 

• shall not be present except with the permission of the Council of Governors in 
any discussion with relevance to the interest;, 

• shall not vote on the issue (and if by inadvertence they do remain and vote, 
their vote shall not be counted). 
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ANNEX 7 – STANDING ORDERS FOR THE PRACTICE AND PROCEDURE OF 
THE BOARD OF DIRECTORS 

i. Introduction 

i.a The Northern Lincolnshire and Goole NHS Foundation Trust (the trust) is a public 
benefit corporation authorised by the Independent Regulator of NHS foundation 
trusts under the National Health Service Act 2006. 

i.b The trust’s Constitution requires the Board of Directors, in consultation with the 
Council of Governors, to adopt Standing Orders (SOs) for the regulation of its 
proceedings and business. 

 
PART I - INTERPRETATION AND SCOPE 

Interpretation 

5.4 Save as permitted by law, and subject to the Constitution, at any meeting the 
Chairman of the trust shall be the final authority on the interpretation of Standing 
Orders on which he/she shall be advised by the Chief Executive and in the case of 
Standing Financial Instructions by the Director of Finance. 

5.5 Any expression to which a meaning is given in the Health Service Acts or in the 
Regulations or Orders made under the Acts shall have the same meaning in this 
interpretation and in addition: 

“Accounting Officer” shall be the officer responsible and accountable for funds 
entrusted to the trust. He/she shall be responsible for ensuring the proper 
stewardship of public funds and assets. For this trust it shall be the Chief Executive.  

“Trust” means the Northern Lincolnshire and Goole NHS Foundation Trust.  

“Board” shall mean the Chairman, non-executive directors, and the executive 
directors.  

“Budget” shall mean 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;  

“Chairman” is the person appointed by the Council of Governors 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 
Deputy Chairman of the trust if the Chairman is absent from the meeting or is 
otherwise unavailable.  

“Chief Executive” shall mean the chief executive officer of the trust.  

“Committee” shall mean a committee appointed by the trust.  

“Committee Members” shall be persons formally appointed by the trust to sit on or 
to chair specific committees.  
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“Deputy Chairman” means the non-executive director appointed by the trust to take 
on the Chairman’s duties if the Chairman is absent for any reason 

“Director” shall mean a person appointed as a director in accordance with the 
Constitution and includes the Chairman.  

“Director of Finance” shall mean the chief finance officer of the trust.  

“Funds Held On Trust” shall mean those funds which the trust holds at its date of 
incorporation, receives on distribution by statutory instrument, or chooses 
subsequently to accept. Such funds may or may not be charitable.  

“Motion” means a formal proposition to be discussed and voted on during the 
course of a meeting. 

“Non-Executive Director” means a director, including the Chairman, who does not 
hold an executive office of the trust. 

“Nominated Officer” means an officer charged with the responsibility for 
discharging specific tasks within SOs and SFIs.  

“Officer” means an employee of the trust.  

“Senior Independent Director” means the non-executive director appointed as an 
alternative point of contact for governors and directors when they have concerns that 
have not been resolved through the normal channels of Chair, Chief Executive, 
Finance Director or Trust Secretary or for which such contact is inappropriate. 

“SFIs” means Standing Financial Instructions.  

“SOs” means Standing Orders. 

6. Business Scope 

6.1 All business shall be conducted using these Standing Orders in the name of the trust. 

6.2 All funds received in trust shall be in the name of the trust as corporate trustee.  In 
relation to funds held on trust, powers exercised by the trust as corporate trustee shall 
be exercised separately and distinctly from those powers exercised as a trust. 

6.3 The trust has resolved that certain powers and decisions may only be exercised by the 
board in formal session.  These powers and decisions are set out in the “Reservation of 
Powers to the Board” and have effect as if incorporated into the standing orders. 
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PART II - APPOINTMENT TO THE BOARD 

7. Composition of the Trust Board 

In accordance with the Constitution the composition of the board of the trust shall 
comprise a Chairman, five non-executive directors, and five executive directors 
including the Chief Executive, Director of Finance, a registered medical practitioner 
and a registered nurse or midwife. 

8. Appointment of the Chairman and Non-Executive Directors 

8.1 The trust has resolved that certain powers and decisions may only be exercised by the 
board in formal session.  These powers and decisions are set out in the “Reservation of 
Powers to the Board” and have effect as if incorporated into the standing orders. 

8.2 In accordance with the Constitution, the appointment and removal of the Chairman 
and the other non-executive directors is the prerogative of the Council of Governors.  
The skills required to be fulfilled by the non-executive director will be assessed and 
agreed by the Trust Board. 

8.3 For the appointment of a chairman the trust shall appoint a nominations panel (of the 
Appointments & Remuneration Committee for Non-Executive Directors) which will 
include the Senior Independent Director (or another non-executive director in the 
case of a conflict of interests) and at least three  governors to interview applicants 
and make a recommendation to the Council of Governors. 

8.4 In the case of other non-executive directors the trust shall appoint a nominations 
panel which will include the Chairman, and at least three governors to interview 
applicants and to make a recommendation to the Council of Governors. 

9. Terms of Office of the Chairman and Non-Executive Directors 

Unless the Council of Governors decides otherwise from time to time the Chairman 
and the non-executive directors are to be appointed for a term of three years and will 
be eligible for reappointment for one further term of three years.  Any term beyond six 
years (e.g. two three year terms) for a non-executive director shall be subject to 
particularly rigorous review, and shall take into account the need for progressive 
refreshing of the board. Non-executive directors may in exceptional circumstances 
serve longer than six years (e.g. two three-year terms following authorisation of the 
NHS foundation trust), but subject to annual re-appointment. 

10. Performance Appraisal of the Chairman 

The non-executive directors shall meet without the Chairman at least annually to 
evaluate the Chairman’s performance as part of a process of appraisal which has 
been agreed with the Council of Governors. 

11. Appointment of Deputy Chairman 

11.1 For the purpose of enabling the proceedings of the trust to be conducted in the 
absence of the Chairman, the Council of Governors will appoint a non-executive 
director to be Deputy Chairman for such a period, not exceeding the remainder of the 
term as non-executive director of the trust, as it may specify on making the 
appointment.  If the Chairman is unable to discharge the office of chairman of the 
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trust, the Deputy Chairman shall be Acting Chairman of the trust. 

11.2 Any non-executive director so elected may at any time resign from the office of 
Deputy Chairman by giving notice in writing to the Chairman and the Council of 
Governors may thereupon appoint another non-executive director as Deputy 
Chairman. 

12. Powers of Deputy Chairman 

Where the Chairman of the trust has died or has otherwise ceased to hold office or 
where he/she has been unable to perform his/her duties as Chairman owing to 
illness, absence from England and Wales or any other cause, references to the 
Chairman in these Standing Orders shall, so long as there is no Chairman able to 
perform his/her duties, be taken to include references to the Deputy Chairman. 

13. Appointment of Senior Independent Director 

The NHS Foundation Trust Code of Governance recommends that the Board of 
Directors should appoint a non-Executive Director as the Senior Independent Director 
as an alternative point of contact for governors and directors when they have concerns 
that have not been resolved through the normal channels of Chair, Chief Executive, 
Finance Director or Trust Secretary or for which such contact is inappropriate.  The 
criteria and process for the appointment of a Senior Independent Director is set out in 
Appendix A of the Terms of Reference and Membership Appointments & Remuneration 
Committee for Non-Executive Directors. 

14. Executive Directors – Additional Appointments 

14.1 With the approval of the Trust Board, an executive director may accept not more than 
one appointment as a non-executive director of another NHS foundation trust or an 
organisation of comparable size and complexity. 

14.2 An executive director may not accept an appointment as chairman of another NHS 
foundation trust or an organisation of comparable size and complexity. 

15. Declaration of Interests 

15.1 The regulatory framework requires board directors to declare interests that are 
relevant and material to the NHS foundation trust board of which they are a director. 

15.2 All existing board directors should declare such interests.  Any board directors 
appointed subsequently should do so on appointment. 

15.3 Interests which should be regarded as "relevant and material" are: 

(a) Directorships, including non-executive directorships held in private companies 
or PLCs (with the exception of those of dormant companies) likely or possibly 
seeking to do business with the NHS. 

(b) Ownership, part-ownership or directorates of private companies, businesses 
or consultancies likely or possibly seeking to do business with the NHS;  

(c) Majority or controlling share holdings in organisations likely or possibly 
seeking to do business with the NHS;  
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(d) A position of authority in a charity or voluntary organisation in the field of 
health and social care;  

(e) Any connection with a voluntary or other organisation contracting for NHS 
services or commissioning NHS services; 

(f) Any connection with an organisation, entity or company considering entering 
into a financial arrangement with the trust, including, but not limited to, lenders 
or banks. 

15.4 If board directors have any doubt about the relevance of an interest, this should be 
discussed with the Chairman. 

15.5 At the time board directors' interests are declared, they should be recorded in the 
board minutes.  Any changes in interests should be declared at the next board 
meeting following the change occurring. 

15.6 Board directors' directorships of companies likely or possibly seeking to do business 
with the NHS should be published in the board's annual report.  The information 
should be kept up to date for inclusion in succeeding annual reports. 

15.7 During the course of a board meeting, if a conflict of interest is established, the board 
director concerned should withdraw from the meeting and play no part in the relevant 
discussion or decision. 

15.8 There is no requirement for the interests of board directors' spouses or partners to be 
declared. (Note, however, that SO 29.0 requires that the interest of directors' 
spouses, if living together, in contracts should be declared). 

16. Register of Interests 

16.1 In accordance with the Constitution the Trust Secretary will ensure that a Register of 
Interests is established to record formally declarations of interests of directors.  In 
particular the register will include details of all directorships and other relevant and 
material interests which have been declared by both executive and non-executive 
board directors, as defined in SO 14.3. 

16.2 These details will be kept up to date by means of an annual review of the register in 
which any changes to interests declared during the preceding twelve months will be 
incorporated and reviewed by the Trust Board. 

16.3 The register will be available to the public and the Chairman will take reasonable 
steps to bring the existence of the register to the attention of the local population and 
to publicise arrangements for viewing it. 
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PART III - MEETINGS OF THE TRUST BOARD 

17. Calling Meetings / Extraordinary Meetings 

17.1 The Chief Executive may call a meeting of the Trust Board at any time.  The 
Chairman or four directors may request the Chief Executive to call a meeting giving 
written notice of the business to be carried out. The Chief Executive shall send a 
written notice to all directors as soon as possible after the receipt of such a request.  
The Chief Executive shall call a meeting on at least fourteen, but not more than 
twenty-eight, days’ notice to discuss the specified business.  If the Chief Executive 
fails to call such a meeting then the Chairman, or four directors, whichever is the 
case, may forthwith call a meeting. 

17.2 The ordinary meetings of the Trust Board shall, unless otherwise be determined, be 
held on a nominated day each month or at such other times as the board may 
determine and at such places as the board may determine. 

17.3 Meetings of the Trust Board shall be open to the public, unless and to the extent that 
the Trust Board has resolved that members of the public should be excluded from a 
meeting due to special reasons. 

17.4 The Chairman (or Deputy Chairman in the absence of the Chairman) shall give such 
directions as the Chairman thinks fit in regard to the arrangements for meetings and 
accommodation of the public and representatives of the press such as to ensure that 
the Trust Board's business shall be conducted without interruption and disruption. 

17.5 Nothing in these Standing Orders shall require the Trust Board to allow members of 
the public or representative of the press to record proceedings in any manner 
whatsoever, other than writing, or to make an oral report of proceedings as they take 
place without the prior agreement of the Trust Board. 

18. Notice of Meetings 

18.1 Save in the case of emergencies or the need to conduct urgent business, the 
Chairman’s office shall give to all directors at least fourteen days written notice of the 
date and place of every meeting of the Board of Directors. 

18.2 Before each meeting of the Board of Directors, a notice of the meeting, specifying the 
business proposed to be transacted at it shall be delivered to every director, or sent 
by post to the usual place of residence of such director, so as to be available to every 
director at least three clear days before the meeting. 

18.3 Lack of service of the notice on any director shall not affect the validity of a meeting. 

18.4 In the case of a meeting called by directors or the Chairman, in default of the Chief 
Executive, the notice shall be signed by those directors or the Chairman and no 
business shall be transacted at the meeting other than that specified in the notice. 

18.5 Failure to serve such a notice on more than two directors will invalidate the meeting.  
A notice shall be presumed to have been served at the time at which the notice would 
be delivered in the ordinary course of the post. 
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19. Notice of Agenda Items 

19.1 The trust may determine that certain matters shall appear on every agenda for a 
meeting of the Trust Board and shall be addressed prior to any other business being 
conducted, which will have effect as though incorporated into the Standing Orders. 

19.2 A director wishing to propose an agenda item or motion should send written notice 8 
clear days before the meeting to the Chairman who shall insert the item or motion in 
the agenda for the meeting.  Requests made less than eight days before a meeting 
may be included on the agenda at the discretion of the Chairman. 

19.3 Notwithstanding the intent of the previous paragraph urgent business may be raised 
at a meeting of the board provided the director wishing to raise such business has 
given notice to the Chief Executive not later than the day preceding the meeting or in 
exceptional circumstances not later than one hour before the meeting. In either case, 
the Chairman (or in his/her absence the Deputy Chairman) shall determine in 
consultation with the Chief Executive, the urgency of the proposed business and 
whether it should be discussed, deferred to the next meeting, or dealt with by the 
Chief Executive. 

19.4 Before holding a meeting, the Trust Board shall send a copy of the agenda to the 
Council of Governors. 

20. Chairman of Meeting 

20.1 At any meeting of the Board of Directors, the Chairman, if present, shall preside. 

20.2 If the Chairman is absent from the meeting the Deputy Chairman, if present, shall 
preside.  If the Chairman and Deputy Chairman are absent such non-executive 
director as the directors present shall choose shall preside. 

20.3 If the Chairman is absent from the meeting temporarily on the grounds of a declared 
conflict of interest the Deputy Chairman, if present, shall preside.  If Chairman and 
Deputy Chairman are absent, or are disqualified from participating, such non-
executive director as the directors present shall choose shall preside. 

21. Annual Members’ Meeting 

In accordance with the Constitution the trust will hold a members meeting (the 
“annual members’ meeting”) within nine months of the end of the financial year. 

22. Motions 

22.1 A director of the trust wishing to move or amend a motion shall send a written notice 
thereof at least 8 clear days before the meeting to the Chairman, who shall insert in 
the agenda for the meeting all notices so received subject to the notice being 
permissible under the appropriate regulations.  This paragraph shall not prevent any 
motion being moved during the meeting, without notice, on any business mentioned 
on the agenda subject to SO 17.4 

22.2 A motion or amendment once moved and seconded may be withdrawn by the 
proposer with the concurrence of the seconder and the consent of the Chairman.  
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22.3 Notice of motion to amend or rescind any resolution (or the general substance of any 
resolution) which has been passed within the preceding 6 calendar months shall bear 
the signature of the director(s) who gives it and also the signature of 4 other 
directors.  When any such motion has been disposed of by the trust, it shall not be 
competent for any director other than the Chairman to propose a motion to the same 
effect within 6 months.  

22.4 When a motion is under discussion or immediately prior to discussion it shall be open 
to a director to move: 

• An amendment to the motion.  

• The adjournment of the discussion or the meeting.  

• That the meeting proceed to the next business. (*)  

• The appointment of an ad hoc committee to deal with a specific item of 
business.  

• That the motion be now put. (*)  

In the case of sub-paragraphs denoted by (*) above to ensure objectivity motions 
may only be put by a director who has not previously taken part in the debate and 
who is eligible to vote.  

22.5 No amendment to the motion shall be admitted if, in the opinion of the chairman of 
the meeting, the amendment negates the substance of the motion. 

22.6 The mover of a motion shall have a right of reply at the close of any discussion on the 
motion or any amendment thereto. 

23. Chairman’s Ruling 

Statements of directors made at meetings of the board shall be relevant to the matter 
under discussion at the material time.  The decision of the chairman of the meeting 
on questions of order, relevancy and regularity (including procedure on handling 
motions) and his/her interpretation of the Standing Orders, shall be final.  In this 
interpretation he/she shall be advised by the Chief Executive and in the case of 
Standing Financial Instructions by the Director of Finance. 

24. Voting 

24.1 Every question at a meeting can be determined by a majority of the votes of the 
directors present and voting on the question and, in the case of any equality of votes, 
the person presiding shall have a second or casting vote. 

24.2 All questions put to the vote shall, at the discretion of the chairman of the meeting, be 
determined by oral expression or by a show of hands.  A paper ballot may also be 
used if a majority of the directors present so request. 

24.3 If at least one-third of the directors present so request, the voting (other than by 
paper ballot) on any question may be recorded to show how each director present 
voted or abstained. 
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24.4 If a director so requests, his/her vote shall be recorded by name upon any vote (other 
than by paper ballot). 

24.5 In no circumstances may an absent director vote by proxy. Absence is defined as 
being absent at the time of the vote. 

24.6 Any director or member of a committee of the directors may participate in a meeting 
of the board of directors or such committee by means of a conference telephone or 
similar communications equipment whereby all persons participating in the meeting 
can hear each other and participation in the meeting in this manner shall be deemed 
to constitute presence in person at such meeting. 

24.7 A resolution in writing signed by all of the directors entitled to receive notice of a 
meeting of the board of directors shall be as valid and effectual as if it had been 
passed at a meeting of the board of directors duly convened and held and may 
consist of several documents in the like form each signed by one or more directors. 

24.8 A resolution in electronic form sent to all of the directors entitled to receive notice of a 
meeting of the board of directors by electronic communication (for the purposes of 
this provision “electronic communication” means a communication transmitted 
(whether from one person to another, from one device to another or from a person to 
a device or vice versa) (a) by means of an electronic communications network; or (b) 
by other means but while in an electronic form) to the electronic addresses notified to 
the trust by each of the directors, shall be as valid and effectual as if it had been 
passed at a meeting of the board of directors duly convened and held provided that 
each and every director entitled to receive a notice of a meeting of the board of 
directors responds by electronic communication to the electronic address from which 
the resolution in electronic form was transmitted from, confirming their acceptance of 
the resolution. 

24.9 An acting director who has been appointed formally by the appropriate appointments 
committee in accordance with the Constitution to carry out a vacant director’s duties 
during a period of temporary incapacity, shall be entitled to exercise the voting rights 
of the director.  An officer attending the board to represent an executive director 
during a period of incapacity or temporary absence without being formally appointed 
to the board may not exercise the voting rights of the executive director.  An officer’s 
status when attending a meeting shall be recorded in the minutes. 

25. Minutes 

25.1 The minutes of the proceedings of a meeting shall be drawn up and submitted for 
agreement at the next ensuing meeting where they will be signed by the person 
presiding at it. 

25.2 The names of the directors present at the meeting shall be recorded in the minutes. 
No discussion shall take place upon the minutes except upon their accuracy or where 
the Chairman considers discussion appropriate. Any amendment to the minutes shall 
be agreed and recorded at the next meeting. 

25.3 It is the responsibility of each individual director to ensure that, where they have 
concerns which cannot be resolved about the running of the foundation trust or a 
proposed action, those concerns are recorded in the board minutes. 

25.4 Minutes shall be circulated in accordance with directors' wishes. 
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25.5 A copy of the minutes shall be provided by the Trust Board to the Council of 
Governors as soon as practicable after the meeting to which they relate. 

26. Quorum 

26.1 No business shall be transacted at a meeting of the Trust Board unless at least six of 
the directors are present including not less than three executive directors (one of 
whom must be the Chief Executive or Finance Director) and three non-executive 
directors. 

26.2 An officer in attendance for an executive director but without formal acting up status 
may not count towards the quorum. 

26.3 If a director has been disqualified from participating in the discussion on any matter 
and/or from voting on any resolution by reason of the declaration of a conflict of 
interest (see SO 13.0 and 29.0) he/she shall no longer count towards the quorum. If a 
quorum is then not available for the discussion and/or the passing of a resolution on 
any matter, that matter may not be discussed further or voted upon at that meeting.  
Such a position shall be recorded in the minutes of the meeting. The meeting must 
then proceed to the next business.  The above requirement for at least three 
executive directors to form part of the quorum shall not apply where the executive 
directors are excluded from a meeting (for example when the board considers the 
recommendations of the Remuneration Committee). 

27. Personal Conduct 

Directors are required to adhere to the highest standards of conduct in the 
performance of their duties. In respect of their interaction with others, they are 
required to: 

• adhere to good practice in respect of the conduct of meetings and respect the 
views of their colleagues;, 

• be mindful of conduct which could be deemed to be unfair or discriminatory;, 

• treat the trust’s Council of Governors and trust employees with respect and in 
accordance with the trust’s policy;, 

• recognise that the Board of Directors and the Council of Governors have a 
common purpose, i.e. the success of the trust, and adopt a team approach;, 

• conduct themselves in such a manner as to reflect positively on the trust. 
When attending external meetings or any other events at which they are 
present, it is important for directors to be ambassadors for the trust. 

28. Variation of Standing Orders 

These Standing Orders shall be amended only if: the requirements provided for in the 
Constitution for variation of the Constitution have been met and if: 

(a) a notice of motion under Standing Order 21.1 has been given; and  

(b) no fewer than half the total of the trust’s non-executive directors vote in favour 
of amendment; and  
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(c) at least two-thirds of the directors are present; and  

(d) the variation proposed does not contravene a statutory provision; and 

(e) the proposed amendment has been reported to NHSI. 

29. Suspension of Standing Orders 

29.1 Except where this would contravene any statutory provision,  Standing Orders may 
be suspended at any meeting, provided that at least two thirds of the board are 
present including one executive director and one non-executive director, and that a 
majority of those present vote in favour of a suspension. 

29.2 A decision to suspend Standing Orders shall be recorded in the minutes of the 
meeting. A separate record of matters discussed during the suspension of Standing 
Orders shall be made and should be available to the directors.  

29.3 No formal business shall be transacted while Standing Orders are suspended. 

30. Exclusion of Directors from Proceedings on Account of Pecuniary Interest 

30.1 Subject to the following provisions of this Standing Order, if a director of the trust has 
any pecuniary interest, direct or indirect, in any contract, proposed contract or other 
matter and is present at a meeting of the trust at which the contract or other matter is 
the subject of consideration, he/she shall at the meeting and as soon as practicable 
after its commencement disclose the fact and shall not take part in the consideration 
or discussion of the contract or other matter or vote on any question with respect to it. 

30.2 The trust shall exclude a director from a meeting of the trust while any contract, 
proposed contract or other matter in which he/she has a pecuniary interest, is under 
consideration. 

30.3 For the purpose of this Standing Order, any remuneration, compensation or 
allowances payable to a director by virtue of paragraph 9 of Schedule 2 to the NHS & 
Community Care Act 1990, relating to payments of travelling expenses and other 
allowances as determined by the Secretary of State with the approval of the 
Treasury, shall not be treated as a pecuniary interest. 

30.4 For the purpose of this Standing Order the Chairman or a director shall be treated, 
subject to SO 29.5, as having indirectly a pecuniary interest in a contract, proposed 
contract or other matter, if:  

(a) they, or their nominee, is a director of a company or other body, not being a 
public body, with which the contract was made or is proposed to be made or 
which has a direct pecuniary interest in the other matter under consideration; 

or  

(b) they are a partner of, or in the employment of, a person with whom the 
contract was made or is proposed to be made or who has a direct pecuniary 
interest in the other matter under consideration; and in the case of persons 
living together as partners the interest of one or other shall, if known to the 
other, be deemed for the purposes of this Standing Order to be also an 
interest of the other. 
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30.5 A director shall not be treated as having a pecuniary interest in any contract, 
proposed contract or other matter by reason only:  

(a) of his/her membership of a company or other body, if the director has no 
beneficial interest in any securities of that company or other body;  

(b) of an interest in any company, body or person with which the director is 
connected as mentioned in SO 29.4 above which is so remote or insignificant 
that it cannot reasonably be regarded as likely to influence a director in the 
consideration or discussion of or in voting on, any question with respect to 
that contract or matter. 

30.6 Where a director:  

(a) has an indirect pecuniary interest in a contract, proposed contract or other 
matter by reason only of a beneficial interest in securities of a company or 
other body, and  

(b) the total nominal value of those securities does not exceed £5,000 or one-
hundredth of the total nominal value of the issued share capital of the 
company or body, whichever is the less, and  

(c) if the share capital is of more than one class, the total nominal value of shares 
of any one class in which the director has a beneficial interest does not 
exceed one-hundredth of the total issued share capital of that class, 

this Standing Order shall not prohibit the director from taking part in the consideration 
or discussion of the contract or other matter or from voting on any question with 
respect to it without prejudice however to his/her duty to disclose his/her interest.  

30.7 Standing Order 29.0 applies to a committee or sub-committee of the trust as it 
applies to the trust and applies to any member of any such committee or sub-
committee (whether or not he/she is also a director of the trust) as it applies to a 
director of the trust. 
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PART IV - RESERVATION OF POWERS AND DELEGATION OF FUNCTIONS 

31. Reservation of Powers 

The trust has resolved that certain powers and decisions may only be exercised by 
the board in formal session, held in accordance with Part III of these Standing 
Orders.  These powers and decisions are set out in the “Reservation of Powers to the 
Board and Delegation of Powers” and have effect as if incorporated into the Standing 
Orders. 

32. Arrangements for the Exercise of Functions by Delegation 

Subject to SO 33.0, the board may make arrangements for the exercise, on behalf of 
the trust, of any of its functions by a committee or sub-committee, appointed by virtue 
of SO 35.0 below or by a director or an officer of the trust in each case subject to 
such restrictions and conditions as the board thinks fit. 

33. Emergency Powers 

The powers which the board has retained to itself within these Standing Orders (SO 
30.0) may in emergency be exercised by the Chief Executive and the Chairman after 
having consulted at least two non-executive directors.  The exercise of such powers 
by the Chief Executive and the Chairman shall be reported to the next formal meeting 
of the board for ratification. 

34. Delegation to Committees 

The board shall agree from time to time to the delegation of executive powers to be 
exercised by executive committees or assurance sub-committees of the Trust Board, 
which it has formally constituted.  The Constitution and terms of reference of these 
committees, or sub-committees, and their specific executive powers shall be 
approved by the board. 

35. Delegation to Officers 

35.1 Those functions of the trust which have not been retained as reserved by the board 
or delegated to an executive committee or assurance sub-committee of the Trust 
Board shall be exercised on behalf of the board by the Chief Executive.  The Chief 
Executive shall determine which functions he/she will perform personally and shall 
nominate officers to undertake the remaining functions for which he/she will still retain 
an accountability to the board. 

35.2 The Chief Executive shall prepare a Scheme of Delegation identifying his/her 
proposals which shall be considered for approval by the board, subject to any 
amendment agreed during the discussion.  The Chief Executive may periodically 
propose amendment to the Scheme of Delegation which shall be considered for 
approval by the board as indicated above. 

35.3 Nothing in the Scheme of Delegation shall impair the discharge of the direct 
accountability to the board of the Director of Finance or other executive director to 
provide information and advise the board in accordance with any statutory 
requirements or the requirements of the Independent Regulator.  
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36. Appointment of Committees and Sub Committees 

36.1 Subject to SO 33.0 and such directions as may be given by the Constitution, the trust 
may appoint committees of the trust, consisting wholly or partly of directors of the 
trust or wholly of persons who are not directors of the trust. 

36.2 A committee appointed under SO 35.1 may, subject to such directions as may be 
given by the trust, appoint sub-committees consisting wholly or partly of members of 
the committee (whether or not they include directors of the trust) or wholly of persons 
who are not members of the trust committee (whether or not they include directors of 
the trust). 

36.3 The Standing Orders of the trust, as far as they are applicable, shall apply with 
appropriate alteration agreed by the board to meetings of any committees or sub-
committee established by the trust. 

36.4 Each such committee or sub-committee shall have such terms of reference and 
powers and be subject to such conditions (as to reporting back to the board), as the 
board shall decide. Such terms of reference shall have effect as if incorporated into 
the Standing Orders. 

36.5 Committees may not delegate their executive powers to a sub-committee unless 
expressly authorised by the board. 

36.6 The board assurance sub-committees will be made up of non-executive directors as 
core members with Executive Directors and other staff as deemed appropriate being 
‘in attendance’. 

36.7 Where the trust is required to appoint persons to a committee and/or to undertake 
statutory functions as required by the independent regulator, and where such 
appointments are to operate independently of the trust such appointment shall be 
made in accordance with applicable statute and regulations and with guidance issued 
by the independent regulator. 

36.8 The following committees shall be established: 

(a) Audit Committee  

The board shall establish an Audit Committee which shall meet at least 
quarterly and be answerable to, and report to, the board.  

The terms of reference of the Audit Committee have effect as if incorporated 
into these Standing Orders.  

(b) Finance & Performance Committee  

The board shall establish a Finance Committee to be known as the Finance & 
Performance Committee which shall meet at least quarterly and be 
answerable to, and report to, the board.  

The terms of reference of the Finance & Performance Committee have effect 
as if incorporated into these Standing Orders. 
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(c) Remuneration Committee 

The board shall establish a Remuneration Committee which shall meet at 
least quarterly and be answerable to, and report to, the board.  

The terms of reference of the Committee have effect as if incorporated into 
the Standing Orders.  

(d) Charitable Funds Committee  

The board shall establish a Charitable Funds Committee which shall meet at 
least quarterly and be answerable to, and report to, the board.  

The terms of reference of the Committee have effect as if incorporated into 
the Standing Orders. 

(e) Workforce Committee  

The board shall establish a Workforce Committee which shall meet at least 
quarterly and be answerable to, and report to, the board.  

The terms of reference of the Committee have effect as if incorporated into 
the Standing Orders. 

(f) Quality & Safety Committee 

The board shall establish a Quality & Safety Committee which shall meet at 
least quarterly and be answerable to, and report to, the board. 

The terms of reference of the Committee have effect as if incorporated into 
the Standing Orders. 

(g) Other Committees  

The board shall establish any other permanent or ad hoc committees as may 
be required. It is not necessarily a requirement that these other committees 
report directly to the board, but in all cases the reporting arrangements will be 
defined in their terms of reference. 

37. Confidentiality 

37.1 A member of a committee shall not disclose a matter dealt with by, or brought before, 
the committee without its permission until the committee shall have reported to the 
board or shall otherwise have concluded on that matter. 

37.2 A director of the trust or a member of a committee shall not disclose any matter 
reported to the board or otherwise dealt with by the committee, notwithstanding that 
the matter has been reported or action has been concluded, if the board or 
committee shall resolve that it is confidential. 
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PART V - STANDARDS OF BUSINESS CONDUCT 

38. Policy 

Staff must comply with the national guidance contained in HSG(93)5 `Standards of 
Business Conduct for NHS staff'.  The following provisions should be read in 
conjunction with that document. 

39. Interest of Officers in Contracts 

39.1 If it comes to the knowledge of a director or an officer of the trust that a contract in 
which he/she has any pecuniary interest, not being a contract to which he/she is 
himself a party, has been, or is proposed to be, entered into by the trust he/she shall, 
at once, give notice in writing to the Chief Executive of the fact that he/she is 
interested therein. In the case of married persons, or persons living together as 
partners, the interest of one partner shall, if known to the other, be deemed to be also 
the interest of that partner. 

39.2 An officer or employee must also declare to the Chief Executive any other 
employment or business or other relationship of his/hers, or of a cohabiting spouse, 
that conflicts, or might reasonably be predicted could conflict with the interests of the 
trust.  A register of declared interests shall be kept and maintained by means of an 
annual review. 

39.3 Canvassing of directors of the trust or members of any committee of the trust directly 
or indirectly for any appointment under the trust shall disqualify the candidate for 
such appointment.  The contents of this paragraph of the Standing Order shall be 
included in application forms or otherwise brought to the attention of candidates.  

39.4 A director of the trust shall not solicit for any person any appointment under the trust 
or recommend any person for such appointment. This does not preclude a director 
from giving written testimonial of a candidate's ability, experience or character for 
submission to the trust for reference purposes. 

39.5 Informal discussions which take place with potential candidates outside appointments 
panels or committees, whether solicited or unsolicited, should be declared to the 
panel or committee. 

39.6 Candidates for any staff appointment shall, when making application, be required to 
disclose in writing whether they have a close relationship or are related to any 
director or the holder of any office under the trust.  Failure to disclose such a 
relationship shall disqualify a candidate and, if appointed, render him/her liable to 
instant dismissal. 

39.7 The directors and every officer of the trust shall disclose to the Chief Executive any 
relationship with a candidate of whose candidature that director or officer is aware. It 
shall be the duty of the Chief Executive to report to the trust any such disclosure 
made. 

39.8 On appointment, directors (and prior to acceptance of an appointment in the case of 
executive directors) should disclose to the trust whether they are related to any other 
director or holder of any office under the trust. 
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39.9 Where the relationship of an officer or another director to a director of the trust is 
disclosed, Standing Order 29.0 shall apply. 

39.10 All managers must comply with the Code of Conduct for NHS Managers Directions 
(2002). 
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PART VI - TENDERING AND CONTRACTING PROCEDURES 

40. Please note – details relating to Tendering and Contracting Procedures can be 
found in the Standing Financial Instructions document reference DCM076. 
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PART VII - MISCELLANEOUS 

41. Standing Orders to be Given to Directors and Officers 

It is the duty of the Chief Executive to ensure that existing directors and officers and 
all new appointees are notified of and understand their responsibilities within 
Standing Orders and SFIs.  Updated copies shall be available to all staff via the trust 
intranet. New officers designated by the Chief Executive shall be informed in writing 
of the location and means of accessing SOs. 

42. Trust Policies 

All trust policies will be prepared, consulted upon and assessed for equality impact in 
accordance with the trust document control policy and supporting procedures.  Draft 
policies presented to the board or the Trust Executive Team for approval must be 
accompanied by evidence of compliance with the proper procedures for consultation 
and equality assessment. 

43. Documents Having the Standing of Standing Orders 

Standing Financial Instructions, Reservation of Powers to the board and Delegation 
of Powers including the trust’s Devolution Policy, shall have the effect as if 
incorporated into SOs. 

44. Signature of Documents 

Where the signature of any document will be a necessary step in legal proceedings 
involving the trust, it shall be signed by the Chief Executive, unless any enactment 
otherwise requires or authorises, or the board shall have given the necessary 
authority to some other person for the purpose of such proceedings.  

The Chief Executive or nominated officers shall be authorised, by resolution of the 
board, to sign on behalf of the trust any agreement or other document (not required 
to be executed as a deed) the subject matter of which has been approved by the 
board or committee or sub-committee to which the board has delegated appropriate 
authority. 

45. Seal and Sealing of Documents 

45.1 Custody of Seal  

The Common Seal of the trust shall be kept securely by the Trust Secretary as 
delegated by the Chief Executive. The seal will only be affixed to a document in 
accordance with these Standing Orders.  

Sealing of Documents  

The Seal of the trust shall not be fixed to any documents unless the sealing has been 
authorised by a resolution of the board in accordance with these Standing Orders.  The 
seal of the trust must be used in order to execute a deed, when required to do so by 
law, normally the conveyancing of land.  

Before any building, engineering, property or capital document is sealed it must be 
approved and signed by the Director of Finance and authorised and countersigned by 
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the Chief Executive (or an officer nominated by the Chief Executive who shall not be 
within the originating directorate). 

1.1 Register of Sealing  

An entry of every sealing shall be made and numbered consecutively in a book provided 
for that purpose, and shall be signed by the persons who shall have approved and 
authorised the document and those who attested the Seal.  A report of all sealing shall 
be made to the trust at least quarterly.  (The report shall contain details of the seal 
number, the description of the document and date of sealing). 

1.2 Review of Standing Orders 

Standing Orders shall be reviewed annually by the trust.  The requirement for review 
extends to all documents having the effect as if incorporated in Standing Orders. 
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ANNEX 8 – FURTHER PROVISIONS 

1. Application for Membership 

1.1 An individual may become a member by application to the trust in accordance with 
this Constitution or, where so provided for in this Constitution, by being invited by the 
trust to become a member of a staff class of the staff constituency in accordance with 
paragraph 7.5. 

1.2 Where an individual wishes to apply to become a member of the trust, the following 
procedure shall apply: 

1.2.1 the trust shall upon request supply the individual with a form of application for 
membership in a form determined by the trust; 

1.2.2 upon receipt of the said form of application duly completed or upon application in 
person or via the telephone, the trust will complete the actions described in 
paragraph 1.2.3;  

1.2.3 unless the applicant is ineligible for membership or is disqualified from membership, 
the trust shall cause their name to be entered forthwith on the trust’s Register of 
Members and shall give notice in writing to the applicant of that fact; 

1.2.4 upon the applicant’s name being entered on the trust’s Register of Members the 
individual shall thereupon become a member; 

1.2.5 the information to be included in the trust’s Register of Members shall include the 
following details relating to that member: 

• full name and title; 

• the constituency of which they are a member. 

1.3 Where an individual is to be invited by the trust to become a member, the following 
procedure shall apply: 

1.3.1 the trust shall take all reasonable steps to satisfy itself that the individual is eligible to 
become a member of the staff constituency before issuing an invitation to become a 
member of the trust and that it has all the information needed to administer that 
person’s membership, as may be defined by the trust from time to time; 

1.3.2 the trust having so satisfied itself, it shall thereupon invite that individual to become a 
member pursuant to paragraph 7.5 of the Constitution and if necessary shall request 
the individual to provide such further information, if any, as it may need to administer 
his or her membership; 

1.3.3 unless the individual has within 14 days of the date upon which the trust dispatches 
its invitation to him or her to become a member advised the trust that they do not 
wish to become a member, the trust shall thereupon enter that individual’s name on 
the Register of Members and they shall thereupon become a member provided that 
the trust has been provided with the information, if any, requested pursuant to 
paragraph 1.3.2 to enable it to administer the membership;  
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1.3.4 if the individual has failed to provide the information requested by the trust within 14 
days of being invited by the trust to provide it in accordance with paragraph 1.3.2 
above, the trust shall give notice in writing to the applicant that the information has 
not been provided and that unless and until the information is provided that 
individual’s name shall not be entered on the Register of Members. 

1.4 No individual who is ineligible or disqualified from membership shall be entered or 
remain on the Register of Members. 

1.5 For the avoidance of doubt, an individual shall become a member on the date upon 
which their name is entered on the trust’s Register of Members and shall cease to be 
a member upon the date on which their name is removed from the Register of 
Members as provided for in this Constitution. 

2. Additional Grounds for Eligibility or Disqualification of Members 

In addition to satisfying those grounds of eligibility otherwise provided for in the 
Constitution, the trust reserves the right to exclude persons from membership of the 
trust if they are: 

• Persons under 16 years of age. 

• Vexatious complainants, as defined by the trust complaints policy from time to 
time. 

• Former members of the staff of the trust who were dismissed due to 
misconduct in the course of their employment. 

• Patients of the trust who have been excluded from treatment by the trust in 
accordance with the trust’s policy from time to time for the management of 
violent and aggressive behaviour towards trust staff. 

• Persons who, within the preceding 5 years, have committed an act of violence 
against any of the trust’s employees or registered volunteers in association 
with their employment, as defined in the trust’s policy from time to time for the 
management of violent and aggressive behaviour, or who have wilfully 
damaged trust property or facilities. 

 
___________________________________________________________________ 

The electronic master copy of this document is held by Document Control, Office of 
the Office of the Trust Secretary, NL&G NHS Foundation Trust. 
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COUNCIL ACTION REQUIRED 

Members are requested to note that a majority of 15 of 19 
current Governors virtually approved the proposal to extend 
the remaining Staff Governor term of office for 4 months, 
until the annual elections are completed, and to 
recommend this proposal to the August 2020 Trust Board 
meeting. 
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Staff Governor Elections and Term of Office 

 

Introduction 
A Governor bi-election was due to take place in July 2020, but due to the current COVID-19 
situation all elections were postponed.  This has led to a situation where the current, and only 
Staff Governor who wishes to stand again in the elections, will be out of their term of office on 
28th July 2020.  
 
Background 
There are four Staff Governor seats on the CoG.  One existing staff Governor wishes to re-stand 
in the next elections as his term of office will end on 28th July 2020 of the remaining three Staff 
Governors, one left for further employment in May, another staff Governor whose term of office 
will terminate in July will not be re-standing for a further term and the third staff Governor will be 
retiring in July 2020. 
  
Terms of office for Governor seats are detailed in primary legislation as three years (paragraph 
10 (1) of Schedule 7, National Health Service Act 2006 as amended by the Health and Social 
Care Act 2012).   In relation to the existing Trust Constitution and Model Election Rules, the 
Governors’ terms of office cannot be extended to allow for the current circumstances.  A 
potential solution to this issue is to retain the current and potential ongoing Staff Governor until 
the culmination of the upcoming elections when their full three year term would commence again 
if re-elected.  This would retain the Staff Governor and the Staff Member voice on the Council of 
Governors, and they would be able to take part in Governor activities but they would not retain 
any voting rights during this retention period.  The Trust Constitution would not require amending 
to allow this approach. 
 
Appointments and Remuneration Committee Membership and Quoracy 
This would not necessarily present a problem for quoracy of the Appointments and 
Remuneration Committee which requires a membership of six Governors, with no more than one 
Staff Governor.  The retained Staff Governor would be able to attend the ARC meetings but not 
vote on any decisions.  This would on be an issue in the intervening period prior to the 
completion of the elections if the quorum of three Governors was not achieved. 
 
Next steps 
Current advice from NHS Providers is that Trusts are able to recommence elections subject to 
suitable election resources being in place and confidence of effective participation and turnout 
rates. 
 
The option to extend the governor term of office by four months is technically outside of the 
legislation; however, carrying four Staff Governor vacancies is also outside of the Trust 
Constitution for the composition of the CoG.   
 
There are risks with extending a non-voting Staff Governor role as they will have no voting rights 
during this period.  This however, if preferable to the risks of not having any Staff Governor 
representatives from a governance perspective and helps to maintain continuity of this key 
governance body during these unique circumstances within which we are operating. 
 
 
Recommendations 
Members are requested to note that a majority of 15 of 19 current Governors virtually approved 
the proposal to extend the remaining Staff Governor term of office for 4 months, until the annual 
elections are completed, and to recommend this proposal to the August 2020 Trust Board 
meeting. 
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EXECUTIVE COMMENT 
(INCLUDING KEY ISSUES OF 
NOTE OR, WHERE RELEVANT, 
CONCERN THAT THE COG 
NEED TO BE MADE AWARE OF) 

The annual report summarises the key work of the Audit, Risk and Governance 
Committee during 2019/20.    It contains details of membership and attendance at 
each meeting throughout the year, the principal areas of review undertaken by 
the Committee in terms of governance, risk management and internal control. 
This year’s report also includes details of the Committee’s response to dealing 
with the Covid-19 pandemic. 
 
Appendix 1 details attendees at meetings, either members, regular attendees and 
ad-hoc attendees.  Appendix 2 is the Committee’s annual work plan for 2020/21, 
updated to reflect the impact of the Covid-19 pandemic on its meeting schedule 
in line with national changes to the annual accounts submission dates.  
 
It was received, reviewed and approved by the ARG Committee at its meeting on 
15th June 2020 and submitted to the July 2020 Trust Board.  The report is 
presented to the Council of Governors for information. 
  

COUNCIL ACTION REQUIRED 
 

To note the 2019/20 Annual Report from the Audit, Risk 
and Governance Committee. 
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1.  Introduction and Purpose of the Report  

The Audit, Risk and Governance Committee of Northern Lincolnshire and Goole NHS 
Foundation Trust (NLAG) is established under Trust Board delegation with approved terms 
of reference that are aligned with the latest Audit Committee Handbook (2018), as published 
by the Healthcare Financial Management Association (HFMA) in association with the 
Department of Health.  The Audit, Risk and Governance Committee independently reviews, 
monitors and reports to the Board on the attainment of effective control systems and 
financial reporting processes.   

The Membership and Terms of Reference for the Committee are subject to regular review 
and revision as necessary, most recently in January 2020 although no amendments where 
considered necessary on this occasion.  The Trust Board therefore ratified the existing terms 
of reference for a further year.  The terms of reference will be reviewed again during 2020/21 
in line with the Committee’s annual work plan to consider whether they remain fit for 
purpose.  The Committee also revisited and re-approved adjustments to its 2019/20 annual 
work plan during the year. 

As part of the Committee’s regular review of its own governance arrangements, it undertook 
a self-assessment exercise in January 2020 using the latest HFMA NHS Audit Committee 
Handbook self-assessment checklist.  This exercise did not identify any significant gaps in 
the Committee’s processes or terms of reference.  The results of this latest exercise were 
submitted to the Trust Board for information in February 2020. 

This report sets out how the Committee has satisfied its terms of reference during 2019/20 
and seeks to provide the Board with evidence relevant to its responsibilities for the Annual 
Governance Statement (AGS).  

2. Membership and Attendance 
 
The Committee consists of three non-executive directors (NEDs), for which two must be 
present at a meeting of the Committee for it to be quorate.  The Committee has been chaired 
by Tony Bramley, NED, since July 2019.    Current NED members are Michael Whitworth 
(Vice Chair) and Neil Gammon.  There is cross NED membership with other Trust Board 
sub-committees. 
 
The Committee met on five occasions (four full meetings plus an additional meeting for the 
audited accounts to be approved) during 2019/20 and has discharged its responsibilities for 
scrutinising risks and controls that affect all aspects of the Trust’s business.  
 
A record of attendance by Committee members and regular attendees is provided at 
Appendix 1.  The record shows excellent attendance from both core members and regular 
attendees, with a good cross section of other managers attending on an ad-hoc basis to 
provide assurance to the Committee on various matters as and when necessary.   
 
3. Principal Review Areas 
 
3.1   Governance, Risk Management and Internal Control 
 
During 2019/20 the Committee reviewed relevant disclosure statements, in particular the 
Annual Governance Statement (AGS), the Head of Internal Audit Opinion (HoIAO), External 
Audit opinion and other appropriate independent assurances. The Committee considers that 
the AGS for 2019/20 is consistent with the Committee’s view on the Trust’s system of 
internal control.   
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The Committee has received regular quarterly reports during the year on the Trust’s Board 
Assurance Framework and Strategic Risk Register, and provided feedback on the various 
iterations of the document during that time, as well as reviewing / commenting on those risks 
on the Risk Dashboard assigned to it. 
 
3.2   Internal Audit 
 
The Trust’s internal audit service is provided by Audit Yorkshire, who replaced KPMG on the 
1st June 2018, following a competitive procurement exercise in early 2018.  The contract for 
the internal audit service is for a period of three years, with the option to extend for a fourth 
and final year.  An agreed Internal Audit Charter is in place with Audit Yorkshire.   

The Committee received the Annual Internal Audit Report for 2018/19 from its internal 
auditors at its May 2019 meeting. 
 
An internal audit plan was considered and agreed for 2019/20 at the January 2019 meeting 
of the Committee.  As in previous years, the Committee has sought to work effectively with 
Internal Audit throughout the year to review, assess and develop internal control processes 
as necessary.  The Committee reviewed progress against the agreed internal audit work 
plan for 2019/20 via routine written progress reports from its internal auditor at each meeting, 
at which an internal audit representative was always present.  Written progress reports 
outline the status of the planned audit work for the year and the outcome of individual 
reviews performed, along with associated recommendations where appropriate. 
 
As is normal practice, an internal audit planning workshop was also held in January 2020 to 
consider the annual internal audit plan for 2020/21 and align it to the Trust’s strategic risks.  
The workshop process is designed to maximise the value of internal audit reviews and 
resulting reports.  It is accepted that this risk based approach may however lead to an 
increase in the number of reports resulting in partial assurance outcomes.   
 
During 2019/20 Internal Audit completed 26 reports, of which 6 were pieces of advisory 
benchmarking work and an assurance rating not applied.  Assurance ratings, as to the 
adequacy and effectiveness of control arrangements in place, for the remaining 20 reports 
were as follows: 

• 1 report with High Assurance rating; 
• 15 reports with Significant Assurance rating; 
• 2 reports with Limited Assurance rating; 
• 1 with Low Assurance rating; 
• 1 with no assurance rating, advisory interim review only. 

The 2019/20 HoIAO was also received by the Committee which gave an overall opinion as 
follows: Significant assurance is given that there is a generally sound system of internal 
control, designed to meet the organisation’s objectives, and that controls are generally being 
applied consistently. However, some weaknesses in the design and/or inconsistent 
application of controls put the achievement of particular objectives at risk. The 2019/20 
HoIAO is included within the AGS, which forms part of the Trust’s Annual Report. 

Audit Yorkshire operates an electronic follow-up process for all recommendations made, 
which involves the relevant managers providing periodic updates and evidence in support of 
all recommendations considered to be closed.  A routine report is prepared by Audit 
Yorkshire to show the status of recommendations made, and this is presented to each 
meeting of the Committee for assurance or the consideration of action as appropriate. 
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3.3 Counter Fraud 
 
The Audit, Risk and Governance Committee has continued to receive regular written 
progress reports from the Trust’s Local Counter Fraud Specialist (LCFS) throughout the 
year.  Additionally the Annual Counter Fraud Report for 2018/19 and the Annual Counter 
Fraud Operational Plan for 2019/20 were also submitted to the Committee during the 
reporting year.  The Committee noted the continuing efforts of the LCFS to promote 
awareness of counter-fraud issues throughout the organisation and continues to develop a 
strong anti-fraud culture, whilst at the same time investigating allegations of fraud to a 
criminal standard.  The LCFS has also continued to liaise effectively with the Trust’s Human 
Resources team to apply appropriate internal disciplinary and sanctions as necessary.  
  
The Trust continues to host and manage an in-house counter fraud collaborative, known as 
Counter Fraud Plus (CFP) between itself, Doncaster and Bassetlaw Teaching Hospitals 
NHS Foundation Trust and United Lincolnshire Hospitals NHS Trust.  This collaborative 
arrangement commenced in July 2013 under a formal service level agreement arrangement.  
It is designed to provide a more resilient counter fraud service between the three 
organisations.  The Committee has received reports that the collaborative continues to work 
effectively and successfully across all three organisations.  As from September 2020, the 
collaborative arrangement is being expanded to include two other Lincolnshire Trusts, 
namely Lincolnshire Partnership NHS Foundation Trust and Lincolnshire Community Health 
Services NHS Trust, after they expressed a desire to join the collaborative. 
 
3.4 External Audit   
 
The Trust appointed its current External Auditor, Mazars, in September 2019 following a 
tendering exercise.  Mazars took over from PwC, who had been the Trust’s External Auditors 
since 2012 (having been re-appointed in September 2016, again following a mini-tendering 
exercise).  The Committee duly supported the Council of Governors with this latest 
appointment process.   The existing contract is for a term of three years, with the option to 
extend for a further year, commencing with the audit of the Trust’s financial statements for 
2019/20.    The Trust’s External Auditor (either PwC or Mazars) attended all meetings of the 
Committee during 2019/20.  Oral or written progress reports are received from the Trust’s 
External Auditor at Committee meetings, including the audit opinion on the Trust’s annual 
financial statements and annual Quality Account. 
 
PwC has from time to time in previous years also provided non-audit services to the Trust 
and the value of such work is routinely disclosed in the Trust’s accounts, and this has been 
the case during 2019/20.  In line with Regulator guidance, the Trust has a ‘Policy for 
Engagement of External Auditors for Non-Audit Work’ to avoid any potential conflicts of 
interest, either real or perceived, in terms of the objectivity of their opinion on the financial 
statements of the Trust.  The policy, which can be found on the documents section of the 
Trust intranet, is subject to annual review and was duly considered by the Committee at its 
January 2020 meeting and submitted to the Trust Board for information at its February 2020 
meeting.  
 
During the year a private meeting with both the external and internal auditors took place 
before the May 2019 meeting of the Committee. In this private meeting the auditors 
expressed satisfaction with the level of cooperation received from the Trust, and no matters 
of concern have been raised. However in line with its Terms of Reference, there is an open 
offer to all parties (the Trust, external auditors and internal auditors) to request a private 
meeting at any time. 
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4. Financial Reporting 
 
At its April and May 2019 meetings the Committee reviewed the draft and audited annual 
financial statements for 2018/19 before submission to the External Auditor, the Trust Board 
and NHS Improvement (NHSI), and we understand these were in agreement with our 
accounting records and the current Regulatory requirements.   
 
Prior to the preparation of the 2019/20 financial statements, the Committee reviewed and 
agreed the detailed accounting principles at its January 2020 meeting.  The Committee also 
reviewed the draft and audited annual financial statements for 2019/20 prior to the 
submission of this report to the July 2020 Trust Board meeting.  The Committee approved 
the 2019/20 financial statements on behalf of the Trust Board (in line with formal delegated 
authority given by the Board in February 2020), which are now due for submission to NHSI 
by the revised national deadline of Thursday 25th June 2020 as a result of the national 
Coronavirus pandemic.   
 
At the April 2020 Committee meeting the issue of ‘Going Concern’ status was discussed with 
the External Auditor.  As a result the Committee endorsed the view that the Trust is a going 
concern for the purposes of the annual accounting exercise. 
 
5.  Management Reports 
 
The Committee has requested and reviewed various management assurance reports from a 
range of directors and managers within the organisation in relation to relevant areas of 
enquiry during the financial year 2019/20.   We thank all those who have assisted the 
Committee in these matters.   
 
6.  Other Matters Worthy of Note 
 
The Committee followed its agreed annual work plan throughout the year and received 
regular reports covering Waiving of Standing Orders; Losses and Compensations; 
Hospitality and Sponsorship declarations; Orders placed with and without Purchase Orders; 
Salary Overpayments; and Document Control.  Additional information is called for as 
appropriate.  
 
The Committee once again received the Local Security Management Specialist (LSMS) work 
plan and annual report for information and assurance.  
 
Throughout the year the Committee also received the highlight reports and action logs from 
the Trust’s main assurance Trust Board sub-committees in order to assess the effectiveness 
of the Trust’s governance arrangements.  
 
Minutes of the Committee’s meetings and a Chair’s Highlight Report of matters to be 
escalated are submitted to the Board for information, assurance or decision as necessary. 
 
The Committee members would like to place on record their thanks to our external auditors 
(both PwC and Mazars), our internal auditors (Audit Yorkshire), and our in-house counter-
fraud service.  All have provided a professional and effective service throughout 2019/20.  
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7. Adapting to the Coronavirus Pandemic 
 
In April 2020 the Trust Board made significant but time-limited changes to its governance 
arrangements in order to allow for the anticipated severe impact of the Coronavirus 
pandemic on the ongoing operations of the organisation.  
 
As part of these changes additions were made to the terms of reference of the Committee in 
order to: Reduce attendance at meetings; make the frequency of meetings flexible and 
responsive; add to its responsibilities the oversight of the new temporary governance 
arrangements proposed for the Trust; manage the relationship with both the External and 
Internal Audit services appropriately; increase the emphasis on counter fraud and anti-theft 
preparedness; focus on the changing risks in the Board Assurance Framework; and 
undertake a risk-based review of the Committee’s Work Plan. 
 
Additionally, appropriate adjustments were made to the format and content of the 
Committee’s agenda along with the introduction of a specific ‘Discussion and Decision Log 
During C-19 Governance’ (adopted by all Board Sub-Committees).   
 
In order to comply with social distancing requirements, meetings of the Committee in April 
and June 2020 were conducted via video conferencing facilities and this format change 
worked well, although the number of attendees was at a slightly lower level than for normal 
business meetings. Meetings will continue to be conducted via video conferencing for the 
foreseeable future. 
 
These arrangements will be kept under regular review during 2020/21 and are subject to 
Trust Board oversight. 
 
 
8.  Conclusion and Plans for 2020/21 
 
The Audit, Risk and Governance Committee’s refreshed work plan for 2020/21, including an 
additional meeting and items to reflect the Coronavirus pandemic situation, is attached at 
Appendix 2.   
 
The Council of Governors will also receive a copy of this annual report and work plan. 
 
The Committee will remain active in reviewing the risks, internal controls, reports of auditors 
and audit recommendations and will continue to press for action and improvements where 
required throughout the coming year. It will also continue to respond accordingly to the 
additional issues and risks arising from the Coronavirus pandemic for as long as necessary. 
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Appendix 1 - Schedule of Attendance at Audit Committee meetings during 2019/20 
 

Member / Attendee Apr-19 May-19 Jul-19 Oct-19 Jan-20 

Members:  

Nick Mapstone – NED / Chair (to May19) Y Y - - - 

Tony Bramley – NED / Deputy Chair (to Jul19) / Chair (from 
Jul19) 

Y Y Y Y Y 

Linda Jackson – NED (to Jul19) Y Y Y - - 

Sandra Hills – NED (Oct19 only) - - - Y - 

Michael Whitworth - NED (from Jan20) - - - - Y 

Neil Gammon - NED (from Jan20) - - - - Y 

Regular Attendees:  

Richard Eley – Interim Director of Finance (to Sept19) Y Y Y - - 

Jim Hayburn – Interim Director of Finance (from Sept19) - - - Y N1 

Wendy Booth –Trust Secretary Y Y Y N Y 

Sally Stevenson - Asst. DoF – Compliance & Counter Fraud Y Y Y Y Y 

Nicki Foley – Local Counter Fraud Specialist Y N/A2 N3 Y Y 

Head of Procurement (IP) Y N/A2 Y Y Y 

Internal Audit Y Y Y Y Y 

External Audit Y Y Y4 Y5 Y 

Ad-hoc Attendees:  

Asst. DoF – Process & Control (NP) Y Y - - Y 

Data Protection Officer and Lead for IT (SM) Y N/A2 N Y Y 

Head of Safety & Statutory Compliance (BP) Y - Y - - 

Trust Chair (AS) - Y - - - 

CEO (PR) - Y - - - 

NED (JR) - Y - - - 

Head of Quality Assurance (JD) - Y Y Y Y 
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Resilience Manager (GJ) - - Y - - 

Associate Director of Quality Governance (AL) - - Y - - 

Assistant Director of Cultural Transformation (KF) - - - Y - 

Associate Director of IM&T (SM) - - - Y - 

Deputy Director of Finance (BS) - - - - Y1 

 
Notes: 

1 Brian Shipley, Deputy DoF, attended in the absence of Jim Hayburn, Interim DoF 
2 Not required to attend, Final Accounts meeting only 
3Sally Stevenson, Assistant Director of Finance – Compliance & Counter Fraud in attendance to present report 
4Last meeting for PwC as External Auditor 
5First meeting for Mazars as External Auditor 
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APPENDIX 2 - TRUST AUDIT, RISK AND GOVERNANCE COMMITTEE WORK PLAN - year ended 31st March 2021 – COVID-19 
 

Item of Business  21 Apr 20 
 

18 May 20 
(Public 

Disclosure 
Statements 

meeting) 
CANCELLED 

15 Jun 20 
(Covid-19 

Reserve date 
for Public 
Disclosure 
Statements 

meeting) 

23 Jul 20  22 Oct 20 
 

21 Jan 21 
 

Audit Committee - Annual Review of Terms of Reference      X 
Audit Committee - Annual Review of Work Plan      X 
Audit Committee - Annual Self-Assessment Exercise & Results      X 
Audit Committee - Annual Report to Trust Board / CoG  X X    
Audit Committee - Annual meeting dates/times/locations      X  
Private Discussion with Auditors (internal and external) as needed X X as needed as needed as needed 
Receive highlight reports & action logs from other Board sub-committees  X   X X X 

       
External Audit - Annual External Audit Plan / Timetable / Fees      X 
External Audit - Routine Progress Reports  X X X X X X 
External Audit - Year End Report & Letter of Representation  X X    
External Audit - Report on Trust’s Quality Account  X X    

       
Internal Audit - Annual Internal Audit Plan      X 
Internal Audit - Routine Progress Report / Technical Updates X   X X X 
Internal Audit - Head of Internal Audit Opinion X      
Internal Audit - Annual Report (inc. client feedback survey results)    X   
Internal Audit - IA Plan strategic workshop results      X 
Receive Status Report on Implementation of IA Recommendations X   X X X 

       
Annual Governance Statement  X      

       
Public Disclosure Statements: 
Review changes to Accounting Policies       

X 
Draft annual accounts, quality accounts and VFM conclusion X      
Audited annual accounts  X X    

       
New from April 2020 – Any Covid-19 ARGC Related Business as needed as needed as needed as needed as needed as needed 
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Item of Business  21 Apr 20 
 

18 May 20 
 

15 Jun 20 23 Jul 20  22 Oct 20 
 

21 Jan 21 
 

LCFS - Annual Counter Fraud Report    X   
LCFS - Annual Counter Fraud Work Plan X      
LCFS - Written Progress Reports X   X X X 
LCFS - Concluding investigation reports / related issues as needed   as needed as needed as needed 
LCFS - Annual review of Fraud and Corruption Policy       X 
LCFS - Results of Annual Staff Fraud Awareness Survey     X   

       
LSMS - Annual Security Management Report     X   
LSMS - Annual Security Management Work Plan  X      
LSMS - Ad-hoc reports and updates as needed   as needed as needed as needed 

       
Review of Waiving of Standing Orders X   X X X 
Review of Losses and Compensations - quarterly X   X X X 
Review of Hospitality and Sponsorship X   X X X 
Review of Salary Overpayments & Underpayments - quarterly    X X X 
Review of data re: Invoices without Purchase Orders X   X X X 

       
Review of finance related policies (SFIs / Standing Orders / Scheme of 
Delegation, Recovery of Salary Overpayments Policy, Standards of Business 
Conduct Policy, etc.)  

as needed  
 

as needed as needed as needed 

Annual Review of Policy for Engagement of External Auditors for Non-Audit 
Work      X 

       
Board Assurance Framework (BAF) and Risk Register report - quarterly X   X X X 
Annual Review of Risk Management Strategy    X   

       
Annual Review of CQC Statement of Purpose X      
       
Annual Review of Trust’s freedom to speak up arrangements     X  
Freedom to Speak Up Guardian     X  
       
Annual IG Toolkit Return X      
IG Steering Group Highlight reports - quarterly X   X X X 
       



 

12 | P a g e  
 

Document Control report - quarterly X   X X X 
Item of Business  21 Apr 20 

 
18 May 20 

 
15 Jun 20 23 Jul 20  22 Oct 20 

 
21 Jan 21 

 
Annual Fire Report    X   
Annual Health and Safety Policy statement X      
Annual Emergency Preparedness, Resilience and Business Continuity Report    X   
Annual Review of Web V Solutions governance arrangements  X X    
       
Clinical Audit Annual Work Plan    X   
       
Review of Data Quality Dimensions (new item from HFMA checklist 2018) as needed as needed as needed as needed as needed as needed 
       
New HFMA NHS Audit Committee Handbook Items – July 2018       
Cyber security – invite Trust’s IT team to explain cyber security arrangements 
at least once a year. as needed as needed as needed as needed X as needed 

Mergers and acquisitions – review new arrangements 
 as needed as needed as needed as needed as needed as needed 

Working with regulators - oversee action plans relating to regulatory 
requirements (e.g. single oversight framework; use of resources) as needed as needed as needed as needed as needed as needed 

Working at Scale – oversee developing partnership arrangements (e.g. 
accountable care organisations) as needed as needed as needed as needed as needed as needed 
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CONTACT OFFICER 

 
Claire Low, Acting Director of People and 
Organisational Effectiveness 
 
  

SUBJECT 

 
Monthly Staffing Report – June 2020 
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EXECUTIVE COMMENT 
(INCLUDING KEY ISSUES OF 
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CONCERN THAT THE COG 
NEED TO BE MADE AWARE OF) 

 
The Monthly Staffing Report gives an update for 
May 2020 on turnover, vacancies, sickness and 
workforce developments 

 
COUNCIL ACTION REQUIRED 

 
For information  

 





Sickness Rates:
The Trust’s Sickness Percentage in Apr 2020 stood 5.20% which is outside the Trust target of <4.1%. When compared to Apr last year the 
overall sickness percentage is higher. Last year's figures for Apr stood at 4.33%, representing a difference of 0.87%.

Additional Clinical Services (which includes healthcare staff) sickness rates remained high in Apr 2020 at 7.66%.

Estates and Ancillary sickness rates remained high in Apr 2020 at 6.84%.

Nursing and Midwifery Registered sickness rates remained high in Apr 2020 at 6.27%.

The highest sickness reasons in month were ‘Anxiety/stress/depression/other psychiatric illnesses’ (2,890 calendar days lost), Cold, 
Cough, Flu-Influenza (2,312 calendar days lost), 'Other musculoskeletal problems' (899 calendar days lost), ‘Injury, fracture’ (696 calendar 
days lost) and ‘Back problems’ (677 calendar days lost). 
  

EXECUTIVE SUMMARY 
Turnover & Retention: 
The 12 month Trustwide turnover rate FTE (permanent staff only) stands at 9.28% in May 2020, within the annual target of <9.4%. This 
time last year the annual turnover rate stood at 8.59%. 

The overall turnover rate saw an increase in month at 0.78%, which is within the monthly target of 0.78%. This is an in month increase of 
0.06%. This time last year the turnover rate stood lower at 0.66%.

      • The Medical & Dental Staff Group turnover rate in month stood at 0.76% which inside the Trust target of 0.78%. When compared to 
this time last year the turnover figure stood at 0.39%. 

     • Nursing and Midwifery Staff Group turnover rate saw an increase in month at 1.08% which is outside the Trust target of 0.78%. This 
is an in month increase of 0.45%. When compared to the previous year, the turnover rate stood at 0.70%.

     • The AHP turnover rate saw an increase in month at 1.04% which is outside the monthly target of 0.78%. This is an in month increase 
of 0.44%. Last year the turnover figure stood at 1.46%.
                                                                                                                                                                                                                                                                                                                                 
The Exit Questionnaire return rate for Apr 2020 stood at 6.12% against the target of 50%. The return rate saw an decreased when 
compared to the same time last year where the return rate stood at 12%. 

Vacancy Summary: 
Although the vacancy rate has increased in month this is largely due to an increase in the budgeted establishment being reported.  
Medical & Dental budgeted establishments now include the total number of PAs for each role, whereas previously this was based on 10 
PAs. Registered Nursing has also seen an increase in budgeted establishment reported due to new posts being included.  In addition to 
increased establishments the ability to start candidates from overseas has been impacted due to COVID with current restrictions in visa 
offices and test centres.  However, the recruitment team are working closely with all appointed candidates awaiting start to facilitate 
start dates as early as possible.
The nursing vacancy position has increased again in month to 12.18% which equates to 203.05 WTE.  This continues to remain high and is 
causing both a cost and quality pressure to the Trust with regards the use of peripheral workforces at a premium rate to fill the gap. 
HEE international nurse recruitment from India continues to be on hold due to the current situation. 
40 2nd year students are welcomed back to the trust to continue with university placements as part of COVID response. These nurses will 
commence in June 2020. 
Further sourcing of candidates from overseas is underway alongside other methods including headhunting. The use of the talent 
acquisition team will help to positively influence this to recruit registered nurse.  Upon appointment OSCE preparation will be delivered 
to support NMC registration. 
The Medical & Dental vacancy position has increased in month to 13.41% which remains within the Trust target of <15%. The vacancy 
position is equivalent to 96.89 whole time equivalent vacancies.  The overall budgeted establishment has increased further since the 
increase detailed last month, by 7.76 WTE in month. 
Ongoing activity has created a substantial pipeline of Doctors that the Trust is working hard on to convert into starters; this pipeline 
currently stands at 48 doctors awaiting start dates between June 2020 and September 2020, however note that these start dates may be 
delayed due to the current pandemic situation and restrictions on travel. Local backfill arrangements to cover vacancies are taking place 
through advertising, utilising the existing pipeline, and interim agency locums. Work to further build up the existing pipeline, maintain 
this pipeline and deliver divisional recruitment plans are ongoing.



1.0     INTRODUCTION

2.0    BOARD ACTION

The Board is asked to:

2.1    RECOMMENDATIONS

3.0 AT A GLANCE

4.0 MONTHY DASHBOARD BY DIRECTORATE

5.0 MONTHLY WORKFORCE UPDATE AND MONTHLY THEMED ANALYSIS

Monthly Staffing Report

 June 2020

· Recommendations for the monthly feature are welcomed. Please send any 
suggestions to Aneel Khan, aneel.khan@nhs.net.

· Review the performance against the range of targets/indicators included within the 
report.                                                                                                                                          

The ‘at a glance’ section of this report has been refreshed to allow the KPI figures to be 
relevant and aligned to the Trust’s current priorities.  These will continue to evolve in 
line with Trust priorities and agreed KPIs.

· Consider the information contained within this report. 

· For noting and any appropriate action.



3.0     AT A GLANCE

Indicator

0.47% ▲ 8.33% 7.02% <7.00%

0.51% ▲ 12.90% 15.51% <15.00%

Registered 0.32% ▲ 11.86% 10.00% <6.00%

Unregistered 0.49% ▲
5.98% 2.00% <2.00%

0.06% ▲ 0.72% 0.66% 0.78%

0.45% ▲
0.63% 0.70%

0.78%

-0.23% ▼
0.99% 0.39%

0.78%

0.44% ▲
0.60% 1.46%

0.78%

Change

0.06% ▲ 5.14% 4.33% <4.10%

-8.18% ▼ 14.30% 12.00% 50.00%

Change
Previous 
Month

Previous 
Year

Trend

0.00% ▼ 90.00% 82.00% 90.00%

-1.00% ▼ 77.00% 76.00% 85.00%

Target                    
Training and Development May-20

Comparator

Previous 
Month

Exit Interview Return Rate 6.12%

OTHER WORKFORCE Apr-20 Trend
Previous 

Year

Sickness Rate 5.20%

13.41%

0.78%

Nursing Vacancies
12.18%

6.47%

All Staff Turnover 

Nursing and Midwifery Staff Turnover 1.08%

Medical and Dental Staff Turnover 0.76%

AHP Staff Turnover 1.04%

*Please note that sparklines follow a 12 month rolling period and not the financial year to date.

Trustwide Vacancy rate 8.80%

Medical Vacancy Rate

Target
ComparatorIndicator

Mandatory Training Compliance 90.00%

PADR Compliance 76.00%

Indicator

STAFFING INDICATORS: June 20
2019/20 Indicators

Target           
VACANCIES AND STAFF MOVEMENTS

In Month 
Change

Previous 
Month

Trend
Previous 

Year

Comparator

May-20



4.0     MONTHLY DASHBOARD BY DIRECTORATE

Directorate
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Target N/A 4.10% 0.78% 50% <7% 90% 85%

Chief Nurses Office 192 3.05% 0.91% N/A 2.61% 83% 56%

Digital Services 146 2.62% 0.00% 25% 2.73% 98% 85%

Estates and Facilities 682 6.18% 0.68% 0% 9.67% 95% 93%

Finance 104 4.03% 0.00% N/A 1.99% 94% 46%

Medical Directors Office 113 2.98% 0.00% N/A 7.71% 98% 71%

Operations Clinical Support 
Services

1325 4.76% 0.93% 0% 8.41% 95% 84%

Operations Therapy  & 
Community

769 6.02% 1.20% 17% 6.08% 92% 72%

Operations Medicine 1416 5.50% 0.69% 11% 14.60% 87% 74%

Operations Surgery & Critical 
Care

1115 4.94% 1.06% 0% 10.60% 87% 68%

Operations Women & Childrens 830 6.15% 0.65% 0% 0.18% 87% 77%

People & Organisational 
Effectiveness

79 4.45% 0.00% 0% 12.23% 96% 69%

Strategy and Planning 8 0.00% 0.00% N/A 0% 99% 86%

* Exit questionnaire return rates and sickness rates are reported 1 month behind to ensure accuracy of data.
* On the exit questionnaire column, N/A will be shown were there have been no leavers in the directorate. Were there have been leavers and no exit questionnaires returned this will result in a 0% 
return rate.



5.0    MONTHLY WORKFORCE UPDATE
Workforce Update:
Recruitment Update: 
Although the vacancy rate has increased in month this is largely due to an increase in the budgeted establishment being reported.  
Medical & Dental budgeted establishments now include the total number of PAs for each role, whereas previously this was based on 
10 PAs. Registered Nursing has also seen an increase in budgeted establishment reported due to new posts being included.  In 
addition to increased establishments the ability to start candidates from overseas has been impacted due to Covid with current 
restrictions in visa offices and test centres.  However, the recruitment team are working closely with all appointed candidates 
awaiting start to facilitate start dates as early as possible.

Nursing: 
The nursing vacancy position has increased again in month to 12.18% which equates to 203.05 WTE.  This continues to remain high 
and is causing both a cost and quality pressure to the Trust with regards the use of peripheral workforces at a premium rate to fill the 
gap. 
HEE international nurse recruitment from India continues to be on hold due to the current situation. 
40 2nd year students are welcomed back to the trust to continue with university placements as part of Covid response. These nurses 
will commence in June 2020. 
Further sourcing of candidates from overseas is underway alongside other methods including headhunting. The use of the talent 
acquisition team will help to positively influence this to recruit registered nurse.  Upon appointment OSCE preparation will be 
delivered to support NMC registration. 

Medical & Dental:
The Medical & Dental vacancy position has increased in month to 13.41% which remains within the Trust target of <15%. The 
vacancy position is equivalent to 96.89 whole time equivalent vacancies.  The overall budgeted establishment has increased further 
since the increase detailed last month , by 7.76 WTE in month. 
Ongoing activity has created a substantial pipeline of Doctors that the Trust is working hard on to convert into starters; this pipeline 
currently stands at 48 doctors awaiting start dates between June 2020 and September 2020, however note that these start dates 
may be delayed due to the current pandemic situation and restrictions on travel. Local backfill arrangements to cover vacancies are 
taking place through advertising, utilising the existing pipeline, and interim agency locums. Work to further build up the existing 
pipeline, maintain this pipeline and deliver divisional recruitment plans are ongoing. 
14 medical school graduates who have elected to start their “Interim F1” period at NLAG started in May 2020 and will undertake this 
interim role before commencing their full F1 post in August, the majority with NLAG.  Note these doctors are not included in the 
vacancy figures mentioned above as they are considered supernumerary.
HEE national recruitment for August rotation is underway and details received from HEE indicate an exceptional fill rate.  The fill rate 
currently stands at 92.97%, this fill rate exceeds any fill rate for August rotation for NLAG, and should result in only circa 13 trainee 
vacancies from August.  Previous fill rates in recent years have been between 68% and 88%.
Further sourcing of candidates from overseas posts under the medical training initiative is underway alongside other methods 
including headhunting. The forecast for SAS and Consultant recruitment against turnover shows a position that remains relatively 
stable. The use of the talent acquisition team will help to positively influence this to recruit more middle and Consultant grades.

Workforce Update:
The Workforce Information function within POE has appointed a new temporary team to cover secondments.  The team are 
currently working on supporting the collation  of data to support both HR and OH functions during COVID 19 response. 
                                                                                                                                                                                                                                                                                                                                       
ESR Manager Self Service Project:
MSS rollout is still ongoing.  Hierarchies are being built by the ESR Team.  
Annual Leave Support for areas that have gone live is ongoing via virtual demonstration 
The ESR Team continue to support those areas that are live on Manager Self Service. Due to the ongoing issues with Covid 19 the 
training of Operational areas are now on hold.  The ESR Team will continue to support those areas that are live on Manager Self 
Service and ensure that all non-operational areas are Live.   



Apprenticeships:
The current picture of apprentice training uptake per Directorate along with the number of staff that have withdrawn from 
programme due to a variety of different reasons.



5.1 MONTHLY THEME ANALYSIS

england.covid19dailydeaths@nhs.net

Monthly Theme/ Analysis - COVID-19 Daily Deaths Summary
Deaths of patients who have died in hospitals in England and had tested positive for COVID-19 at time of death. All deaths are 
recorded against the date of death rather than the day the deaths were announed.                                                                                                                                                                                                      
Interpretation of the figures should take into account the fact that totals by date of death, particularly for most recent days, are 
likely to be updated in future releases. For example as deaths are confirmed as testing positive for COVID-19, as more post-mortem 
tests are processed and data from them are validated. Any changes are made clear in the daily files.

These figures will be updated at 2pm each day and include confirmed cases reported at 5pm the previous day. Confirmation of 
COVID-19 diagnosis, death notification and reporting in central figures can take up to several days and the hospitals providing the 
data are under significant operational pressure. This means that the totals reported at 5pm on each day may not include all deaths 
that occurred on that day or on recent prior days.

These figures do not include deaths outside hospital, such as those in care homes. This approach makes it possible to compile deaths 
data on a daily basis using up to date figures.
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A&E - Accident and Emergency: A walk-in facility at hospitals that provides urgent treatment 
for serious injuries and conditions 
 
A4C - Agenda for Change.  NHS system of pay that is linked to the job content, and the 
skills and knowledge staff apply to perform jobs 
 
Acute - Used to describe a disorder or symptom that comes on suddenly and needs urgent 
treatment 
 
Acute Hospital Trust - Hospitals in England are managed by acute trusts (Foundation 
Trusts). Acute trusts ensure hospitals provide high-quality healthcare and check that they 
spend their money efficiently. They also decide how a hospital will develop, so that services 
improve 
 
Admission - A term used to describe when someone requires a stay in hospital, and 
admitted to a ward 
 
Adult Social Care - Provide personal and practical support to help people live their lives by 
supporting individuals to maintain their independence and dignity, and to make sure they 
have choice and control. These services are provided through the local authorities  
 
Advocate - An advocate is someone who supports people, at times acting on behalf of the 
individual  
 
AHP - Allied Health Professional 
 
AMM - Annual Members’ Meeting 
 
ARC - the governor Appointments & Remuneration Committee has delegated authority to 
consider the appointment and remuneration of the Chair, Deputy Chair and Non-Executive 
Directors on behalf of the Council of Governors, and provide advice and recommendations to 
the full Council in respect of these matters 
 
ARM – Annual Review Meeting for CoG 
 
Audit Committee - A Trust’s own committee, monitoring its performance, probity and 
accountability 
 
Auditor - The internal auditor helps organisations (particularly boards of directors) to 
achieve their objectives by systematically evaluating and proposing improvements relating to 
the effectiveness of their risk management, internal controls and governance processes. The 
external auditor gives a professional opinion on the quality of the financial statements and 
report on issues that have arisen during the annual audit 
 
BAF - Board Assurance Framework 
 



Benchmarking - Comparing performance or measures to best standards or practices or 
averages 
 
BME – Black and Minority Ethnic: Defined by ONS as including White Irish, White other 
(including White asylum seekers and refugees and Gypsies and Travellers), mixed (White & 
Black Caribbean, White & Black African, White & Asian, any other mixed background), Asian 
or Asian British (Indian, Pakistani, Bangladeshi, any other Asian background), Black or Black 
British (Caribbean, African or any other Black background), Chinese, and any other ethnic 
group 
 
Board of Directors - A Board of Directors is the executive body responsible for the 
operational management and conduct of an NHS Foundation Trust. It is includes a non-
executive Chairman, non-executive directors, the Chief Executive and other Executive 
Directors. The Chairman and non-executive directors are in the majority on the Board 
 
C Diff - Clostridium difficile is a type of bacteria. Clostridium difficile infection usually causes 
diarrhoea and abdominal pain, but it can be more serious 
  
Caldicott Guardian - The person with responsibility for the policies that safeguard the 
confidentiality of patient information 
 
CAMHS - Child and Adolescent Mental Health Services work with children and young people 
experiencing mental health problems  
 
Care Plan - A signed written agreement setting out how care will be provided. A care plan 
may be written in a letter or using a special form 
 
CCG – Clinical Commissioning Groups were introduced by the Health & Social Care 2012 
Act. Following the abolition of Primary Care Trusts (PCTs), they are formed by GP practices 
and are responsible for commissioning the majority of local health care services 

CFC – Charitable Funds Committee 

Choose and Book - When a patient has been referred by your GP for an appointment with 
a healthcare provider, they may be able to book your appointment with Choose and Book. 
Most services are available via Choose and Book.  Patients can choose the date and time of 
their appointment their GP may be able to book their appointment there and then. However, 
the patient has the right to think about their choices, compare different options and book 
their appointment at a later stage 

CIP – the Cost Improvement Programme is a vital part of Trust finances. Every year a 
number of schemes/projects are identified. The Trust have an agreed CIP process which 
has been influenced by feedback from auditors and signed off at the CIP & Transformation 
Programme Board 

Clinical Audit - Regular measurement and evaluation by health professionals of the clinical 
standards they are achieving 
 
Clinical Governance - A system of steps and procedures through which NHS organisations 
are accountable for improving quality and safeguarding high standards 
 



Code of Governance - The NHS Foundation Trust Code of Governance is a document 
published by Monitor which gives best practice advice on governance. NHS Foundation 
Trusts are required to explain, in their annual reports, any non-compliance with the code  
 
CoG - Council of Governors.  Each NHS Foundation Trust is required to establish a Board of 
Governors. A group of Governors who are either elected by Members (Public Members elect 
Public Governors and Staff Members elect Staff Governors) or are nominated by partner 
organisations. The Council of Governors is the Trust’s direct link to the local community and 
the community’s voice in relation to its forward planning.  It is ultimately accountable for the 
proper use of resources in the Trust and therefore has important powers including the 
appointment and removal of the Chairman 
 
Commissioners - Commissioners specify in detail the delivery and performance 
requirements of providers such as NHS Foundation Trusts, and the responsibilities of each 
party, through legally binding contracts. NHS Foundation Trusts are required to meet their 
obligations to commissioners under their contracts. Any disputes about contract performance 
should be resolved in discussion between commissioners and NHS Foundation Trusts, or 
through their dispute resolution procedures 
 
Committee - A small group intended to remain subordinate to the board it reports to  
 
Co-morbidity - The presence of one or more disorders in addition to a primary disorder, for 
example, dementia and diabetes 
 
Compliance Framework - Monitor’s Compliance Framework serves as guidance as to how 
Monitor will assess governance and financial risk at NHS Foundation Trusts, as reflected by 
compliance with the Continuity of Services and governance conditions in the provider 
licence. NHS Foundation Trusts are required by their licence to have regard to this guidance. 
It was superseded by the Risk Assessment Framework in 2013/14 
 
Constituency - Membership of each NHS Foundation Trust is divided into constituencies 
that are defined in each trust’s constitution. An NHS Foundation Trust must have a public 
constituency and a staff constituency, and may also have a patient, carer and/or service 
users’ constituency.  Within the public constituency, an NHS Foundation Trust may have a 
“rest of England” constituency. Members of the various constituencies vote to elect 
Governors and can also stand for election themselves 
 
Constitution - A set of rules that define the operating principles for each NHS Foundation 
Trust. It defines the structure, principles, powers and duties of the trust 
 
COO – Chief Operating Officer 
 
CPD – Continuing Professional Development. It refers to the process of tracking and 
documenting the skills, knowledge and experience that is gained both formally and informally 
at work, beyond any initial training. It's a record of what is experienced, learned and then 
applied 
 
CQC - Care Quality Commission - is the independent regulator of health and social care in 
England, aiming to make sure better care is provided for everyone in hospitals, care homes 
and people’s own homes. Their responsibilities include registration, review and inspection of 
services; their primary aim is to ensure that quality and safety are met on behalf of patients 
 
CQUIN – Commissioning for Quality and Innovation are measures which determine whether 
we achieve quality goals or an element of the quality goal. These achievements are on the 
basis of which CQUIN payments are made.   The CQUIN payments framework encourages 



care providers to share and continually improve how care is delivered and to achieve 
transparency and overall improvement in healthcare. For the patient – this means better 
experience, involvement and outcomes 
 
CSU – Commissioning Support Unit support clinical commissioning groups by providing 
business intelligence, health and clinical procurement services, as well as back-office 
administrative functions, including contract management  
 
Datix - is the patient safety web-based incident reporting and risk management software, 
widely used by NHS staff to report clinical incidents 
 
DBS – Disclosure & Barring Service (replaces CRB (Criminal Records Bureau) 
 
Depreciation – A reduction in the value of a fixed asset over its useful life as opposed to 
recording the cost as a single entry in the income and expenditure account.   
 
DGH – District General Hospitals 
 
DH or DoH – Department of Health – A Government Department that aims to improve the 
health and well-being of people in England 
 
DHSC - Department of Health and Social Care is a government department responsible for 
government policy on health and adult social care matters in England and oversees the NHS  
 
DN – District Nurse, a nurse who visits and treats patients in their homes, operating in a 
specific area or in association with a particular general practice surgery or health centre  
 
DNA – Did not attend: when a patient misses a health or social care appointment without 
prior notice. The appointment is wasted and therefore a cost incurred 
 
DNR - Do not resuscitate 
 
DOI – Declarations of Interest 
 
DOLS – Deprivation of Liberty Safeguards 
 
DPA - Data Protection Act 
 
DPoWH – Diana, Princess of Wales Hospital 
 
EBITDA – Earnings Before Interest, Taxes, Depreciation and Amortisation.  An approximate 
measure of a company's operating cash flow based on data from the company's income 
statement 
 
ECC – Emergency Care Centre 
 
Elective admission - A patient admitted to hospital for a planned clinical intervention, 
involving at least an overnight stay  
 
Emergency (non-elective) admission - An unplanned admission to hospital at short notice 
because of clinical need or because alternative care is not available 
 
EMG - Executive Management Group – assists the Chief Executive in the performance of his 
duties, including recommending strategy, implementing operational plans and budgets, 
managing risk, and prioritising and allocating resources 

http://www.investorwords.com/3457/operating_cash_flow.html
http://www.investorwords.com/2408/income_statement.html
http://www.investorwords.com/2408/income_statement.html


 
ENT – Ear, nose and throat treatment. An ENT specialist is a physician trained in the 
medical and surgical treatment of the ears, nose throat, and related structures of the head 
and neck 
 
EOL – End of Life 
 
EPR - Electronic Patient Record 
 
ERoY – East Riding of Yorkshire for Council and CCG etc 
 
ESR - Electronic Staff Record 
 
Executive Directors - Board-level senior management employees of the NHS Foundation 
Trust who are accountable for carrying out the work of the organisation.  For example the 
Chief Executive and Finance Director, of a NHS Foundation Trust who sit on the Board of 
Directors. Executive Directors have decision-making powers and a defined set of 
responsibilities, thus playing a key role in the day to day running of the Trust. 
 
FFT - Friends and Family Test: is an important opportunity for patients to provide feedback 
on the services that provided care and treatment. This feedback will help NHS England to 
improve services for everyone   
  
FIP – Finance & Performance Committee 
 
FOI - Freedom of information. The FOI Act 2000 is an Act of Parliament of the United 
Kingdom that creates a public "right of access" to information. 
 
FPC – Finance & Performance Committee 
 
FT – Foundation Trust.  NHS foundation trusts are public benefit corporations authorised 
under the NHS 2006 Act, to provide goods and services for the purposes of the health 
service in England. They are part of the NHS and provide over half of all NHS hospital, 
mental health and ambulance services. NHS foundation trusts were created to devolve 
decision making from central government to local organisations and communities. They are 
different from NHS trusts as they: have greater freedom to decide, with their governors and 
members, their own strategy and the way services are run; can retain their surpluses and 
borrow to invest in new and improved services for patients and service users; and are 
accountable to, among others, their local communities through their members and governors 
 
FTSUG - Freedom to Speak Up Guardians help to protect patient safety and the quality of 
care, whilst improving the experience of workers 
 
GAG – the Governor Assurance Group has oversight of areas of Trust governance and 
assurance frameworks in order to provide added levels of assurance to the work of the 
Council of Governors* 

GDH – Goole District Hospital 
 
GDPR – General Data Protection Regulations 
 
GMC - General Medical Council: the organisation that licenses doctors to practice medicine 
in the UK 
 



GP - General Practitioner - a doctor who does not specialise in any particular area of 
medicine, but who has a medical practice in which he or she treats all types of illness (family 
doctor) 
 
Governance - This refers to the “rules” that govern the internal conduct of an organisation 
by defining the roles and responsibilities of groups (e.g. Board of Directors, Council of 
Governors) and individuals (e.g. Chairman, Chief Executive Officer, Finance Director) and 
the relationships between them. The governance arrangements of NHS Foundation Trusts 
are set out in the constitution and enshrined in the Licence 
 
Governors - Elected or appointed individuals who represent Foundation Trust Members or 
stakeholders through a Council of Governors 
 
GUM - Genito Urinary Medicine: usually used as the name of a clinic treating sexually 
transmitted disease 
 
GMC – General Medical Council 
 
HAS – Humber Acute Services 
 
HCA – a Health Care Assistant is someone employed to support other health care 
professions 
 
HCAI – Healthcare Acquired Infections are those acquired as a result of health care 
 
HDU - Some hospitals have High Dependency Units (HDUs), also called step-down, 
progressive and intermediate care units. HDUs are wards for people who need more 
intensive observation, treatment and nursing care than is possible in a general ward but 
slightly less than that given in intensive care 
 
Health inequalities - Variations in health identified by indicators such as infant mortality 
rate, life expectancy which are associated with socio-economic status and other 
determinants 
 
HES - Hospital Episode Statistics – the national statistical data warehouse for England of the 
care provided by the NHS. It is the data source for a wide range of healthcare analysis for 
the NHS, government and many other organisations and individuals 
 
HOSC - Health Overview and Scrutiny Committee.  Committee that looks at the work of the 
clinical commissioning groups, and National Health Service (NHS) trusts, and the local area 
team of NHS England. It acts as a 'critical friend' by suggesting ways that health related 
services might be improve 
 
HTF – Healthtree Foundation Trust charity 
 
Human resources (HR) - A term that refers to managing “human capital”, the people of an 
organisation 
 
HW - Healthwatch 
 
H&WB Board - Health and Wellbeing Board: has a duty to improve the health and wellbeing 
for its residents. The joint strategy developed for this Board is based on the Joint Strategic 
Needs Assessment. Each CCG has its own Health and Wellbeing Board 
 



I & E – Income and Expenditure.  A record showing the amounts of money coming into and 
going out of an organization, during a particular period 
 
ICS – Integrated Care Systems – where NHS organisations, in partnership with local 
councils and others, take collective responsibility for managing resources, delivering NHS 
standards, and improving the health of the population they serve 

IPR – Integrated Performance Report 
 
JAG – Joint Advisory Group accreditation   
 
KPI – Key Performance Indicator. Targets that are agreed between the provider and 
commissioner of each service, which performance can be tracked against 
 
KSF – Knowledge and Skills Framework- This defines and describes the knowledge and 
skills which NHS staff (except doctors and dentists) need to apply in their work in order to 
deliver quality services 
 
Lead Governor - Governors will generally communicate with Monitor through the trust’s 
chair. However, there may be instances where it would not be appropriate for the chair to 
contact Monitor, or for Monitor to contact the chair (for example, in relation to the 
appointment of the chair). In such situations, we advise that the lead Governor should 
communicate with Monitor. The role of lead Governor is set out in The NHS Foundation 
Trust Code of Governance 
 
LiA – Listening into Action 
 
Licence - The NHS provider licence contains obligations for providers of NHS services that 
will allow Monitor to fulfil its new duties in relation to: setting prices for NHS-funded care in 
partnership with NHS England; enabling integrated care; preventing anti-competitive 
behaviour which is against the interests of patients; supporting commissioners in maintaining 
service continuity; and enabling Monitor to continue to oversee the way that NHS Foundation 
Trusts are governed. It replaces the Terms of Authorisation 
 
LGBT – Lesbian, gay, bisexual or transgender 
 
LMC – the Local Medical Council is the local representative committee of NHS GPs which 
represents individual GPs and GP practices as a whole in their localities 
 
Local Health Economy - This term refers to the different parts of the NHS working together 
within a geographical area. It includes GP practices and other primary care contractors (e.g. 
pharmacies, optometrists, dentists), mental health and learning disabilities services, hospital 
services, ambulance services, primary care trusts (England) and local health boards 
(Wales). It also includes the other partners who contribute to the health and well-being of 
local people – including local authorities, community and voluntary organisations and 
independent sectors bodies involving in commissioning, developing or providing health 
services 
 
LOS - length of stay for patients is the duration of a single episode of hospitalisation  
 
MCA – Mental Capacity Act 
 
Members - As part of the application process to become an NHS Foundation Trust, NHS 
trusts are required to set out detailed proposals for the minimum size and composition of 



their membership. Anyone who lives in the area, works for the trust, or has been a patient or 
service user there, can become a Member of an NHS Foundation Trust, subject to the 
provisions of the trust’s constitution.  Members can: receive information about the NHS 
Foundation Trust and be consulted on plans for future development of the trust and its 
services; elect representatives to serve on the Council of Governors; and stand for election 
to the Council of Governors 
 
Monitor - Monitor was the sector regulator of health care services in England, now replaced 
by NHS Improvement as of April 2016 (which has since merged with NHS England) 
 
MPEG – the governor Membership & Patient Engagement Group has been established to 
produce and implement the detailed Membership Strategy and provides oversight and scrutiny 
of the Trust Vision and Values and engagement with patients and carers* 
MRSA – Metacillin Resistant Staphylococcus Aureus is a common type of bacteria that lives 
harmlessly in the nose or on the skin 
 
National Tariff - This payment system covers national prices, national currencies, national 
variations, and the rules, principles and methods for local payment arrangements  
 
NED – Non-Executive Director 
 
Neonatal – Relates to newborn babies, up to the age of four weeks 
 
Nephrology - The early detection and diagnosis of renal (kidney) disease and the long-term 
management of its complications.  
 
Neurology - Study and treatment of nerve systems. 
 
Never Event - Serious, largely preventable patient safety incidents that should not occur if 
the available preventable measures have been implemented 
 
NEL - North East Lincolnshire for Council and CCG etc 
 
NGO - National Guardians Office for the Freedom to Speak Up Guardian 
 
NHS – National Health Service    
 
NHS 111 - NHS 111 makes it easier to access local NHS healthcare services in England. 
You can call 111 when you need medical help fast but it’s not a 999 emergency. NHS 111 is 
a fast and easy way to get the right help, whatever the time 
 
NHS Confederation – is the membership body which represents both NHS commissioning 
and provider organisations 
 
NHSE – NHS England.  The NHS Commissioning Board, referred to as NHS England, was 
established as a statutory body from October 2012. From April 2013, it has taken on many of 
the functions of the former PCTs with regard to the commissioning of primary care health 
services, as well as some nationally based functions previously undertaken by the 
Department of Health 
 
NHS Improvement (NHSI) is an umbrella organisation that brings together Monitor, NHS 
Trust Development Authority, Patient Safety, the National Reporting and Learning Systems, 
the Advancing Change Team and the Intensive Support Teams. These companies came 
together on the 1st April 2019 to act as a single organisation to better support the NHS and 



help improve care for patients. The NHSI ensures that it receives sufficient timely 
information, including monitoring activity against annual plans and maintaining oversight of 
key quality, governance, finance and sustainability standards, to enable it to assess the 
performance of each provider in order that it can give the Department a clear account of the 
quality of its implementation of its functions 
 
NHSE/I – officially merged on 1 April 2019, but are yet to formalise all details 
 
NHSLA - NHS Litigation Authority.  Handles negligence claims and works to improve risk 
management practices in the NHS 
 
NHS Providers – This is the membership organisation and trade association for all NHS 
provider trusts 
 
NICE – the National Institute for Health and Care Excellence is an independent organisation 
responsible for providing national guidance on promoting good health and preventing and 
treating ill health  
 
NL - North Lincolnshire for Council and CCG etc 
 
NLaG – Northern Lincolnshire & Goole Hospitals NHS Foundation Trust 
 
NMC – Nursing & Midwifery Council 
 
Non-Elective Admission (Emergency) - An unplanned admission to hospital at short notice 
because of clinical need or because alternative care is not available 
 
NQB – National Quality Board 
 
Operational management - Operational management concerns the day-to-day organisation 
and coordination of services and resources; liaison with clinical and non-clinical staff; dealing 
with the public and managing complaints; anticipating and resolving service delivery issues; 
and planning and implementing change 
 
PALS - Patient Advice and Liaison Service.  All NHS Trusts have a PALS team who are 
there to help patients navigate and deal with the NHS. PALS can advise and help with any 
non-clinical matter (eg accessing treatment, information about local services, resolving 
problems etc) 
 
PADR – Personal Appraisal and Development Review - The aim of a Performance Appraisal 
Development Review is to confirm what is required of an individual within their role, feedback 
on how they are progressing, to identify any learning and development needs through the 
use of the and to agree a Personal Development Plan  
 
PbR – Payment by Results 
 
PCN – Primary Care Networks are groupings of GP practices typically with a patient 
population of 30,000 – 50,000, which practices were required to participate in as part of the 
2019 GP contract.  They are intended to provide fully integrated community based health 
services at a neighbourhood level 
  
PLACE – Patient Led Assessment of Controlled Environment are annual assessments of 
inpatient healthcare sites in England that have more than 10 beds. It is a benchmarking tool 
to ensure improvements are made in the non-clinical aspects of patient care, such as 
cleanliness, food and infection control 



 
Place – the geographical/population unit between integrated care systems and PCN network 
neighbourhoods.  Typically they are co-terminus with local authority boundaries, such as 
North East Lincolnshire and North Lincolnshire.   
 
Place based working - enables NHS, councils and other organisations to collectively take 
responsibility for local resources and population health 
 
POE – People & Organisational Effectiveness  
 
PPG - Patient Participation Group.  The CCGs supports and encourages patients to get 
involved with the way their healthcare is planned by creating and joining Patient Participation 
Groups which are based in each Medical Practice. This is another term for GP Patient group 
 
PRIMM - Performance Review Improvement Management Meeting 
 
PSF - Provider Sustainability Fund 
 
PTL – Patient Transfer List 
 
QA – Quality Accounts.  A QA is a written report that providers of NHS services are required 
to submit to the Secretary of State and publish on the NHS Choices website each June 
summarising the quality of their services during the previous financial year 

QIPP – Quality Innovation, Productivity and Prevention. QIPP Is a national, regional and 
local level programme designed to support clinical teams and NHS organisations to improve 
the quality of care they deliver while making efficiency savings that can be reinvested into 
the NHS 

QOF – Quality and Outcomes Framework. The quality and outcomes framework (QOF) is 
part of the General Medical Services (GMS) contract for general practices and was 
introduced on 1 April 2004  
 
QRG – the governor Quality Review Group gather robust information on the quality and safety 
of care provided or commissioned  by the Trust and in particular gather information on patients’ 
perceptions of service quality and safety* 

QSIR – Quality & Service Improvement Report 

RCN – Royal College of Nursing 

RIDDOR – Reporting of Injuries, Diseases, Dangerous Occurrences Regulation. Regulates 
the statutory obligation to report deaths, injuries, diseases and "dangerous occurrences", 
including near misses, that take place at work or in connection with work 

Risk Assessment Framework – The Risk Assessment Framework replaced the 
Compliance Framework during 2013/14 in the areas of financial oversight of providers of key 
NHS services – not just NHS Foundation Trusts – and the governance of NHS Foundation 
Trusts 
 
RTT – Referrals to Treatment 
 

https://en.wikipedia.org/wiki/Statute
https://en.wikipedia.org/wiki/Death
https://en.wikipedia.org/wiki/Injury
https://en.wikipedia.org/wiki/Disease
https://en.wikipedia.org/wiki/Employment


Secondary Care - NHS trusts and NHS Foundation Trusts are the organisations responsible 
for running hospitals and providing secondary care. Patients must first be referred into 
secondary care by a primary care provider, such as a GP 
 
Serious Untoward Incident/event (SUI) - An incident that occurred during NHS funded 
healthcare which resulted in serious harm, a never event, or another form of serious 
negative activity 
 
Service User/s - People who need health and social care for mental health problems. They 
may live in their own home, stay in care, or be cared for in hospital 
 
SGH – Scunthorpe General Hospital 
 
SGWG – the Staff Governor Working Group provides a mechanism to monitor and assist as 
appropriate in staff engagement, recruitment and retention and staff morale* 
 
SHMI – Summary Hospital-level Mortality Indicator 
 
SI - Serious Incident – An out of the ordinary or unexpected event (not exclusively clinical 
issues) that occurs on NHS premises or in the provision of an NHS or a commissioned 
service, with the potential to cause serious harm  
 
SIB – System Improvement Board 
 
SID - Senior Independent Director - One of the non-executive directors should be 
appointed as the SID by the Board of Directors, in consultation with the Council of 
Governors. The SID should act as the point of contact with the Board of Directors if 
Governors have concerns which approaches through normal channels have failed to resolve 
or for which such normal approaches are inappropriate. The SID may also act as the point of 
contact with the Board of Directors for Governors when they discuss, for example, the chair’s 
performance appraisal and his or her remuneration and other allowances. More detail can be 
found in the Code of Governance 
 
Single Oversight Framework - (SOF) sets out how the NHSI oversee NHS trusts and NHS 
foundation trusts, using one consistent approach in order to determine the type and level of 
support Trusts require to meet these requirements. The framework identifies NHS providers' 
support needs across five themes: 

• quality of care 
• finance and use of resources 
• operational performance 
• strategic change 
• leadership and improvement capability 

 
SNCT - Safer Nursing Care Tool 
 
Social Care - This term refers to care services which are provided by local authorities to 
their residents 
 
Strategic Management - Strategic management involves setting objectives for the 
organisation and managing people, resource and budgets towards reaching these goals 
 
Statutory Requirement - A requirement prescribed by legislation 
 
STP - Sustainability and Transformation Partnerships 



 
SUI – Serious untoward incident/event: An incident that occurred during NHS funded 
healthcare which resulted in serious harm, a never event, or another form of serious 
negative activity 
 
Terms of Authorisation - Previously, when an NHS Foundation Trust was authorised, 
Monitor set out a number of terms with which the trust had to comply. The terms of 
authorisation have now been replaced by the NHS provider licence, and NHS Foundation 
Trusts must comply with the conditions of the licence 
 
TMB - Trust Management Board 
 
ToR – Terms of Reference 
 
Third Sector - Also known as voluntary sector/ non-profit sector or "not-for-profit" sector. 
These organisations are non-governmental 
 
Trauma - The effect on the body of a wound or violent impact 
 
Triage - A system which sorts medical cases in order of urgency to determine how quickly 
patients receive treatment, for instance in accident and emergency departments 
 
UTC – Urgent Treatment Centre 
 
Voluntary Sector - Also known as third sector/non-profit sector or "not-for-profit" sector. 
These organisations are non-governmental 
 
Vote of No Confidence - A motion put before the Board which, if passed, weakens the 
position of the individual concerned 
 
WC – Workforce Committee 
 
WTE - Whole time equivalent 
 
YTD – Year to date 
 
 
* please see the terms of reference for further details 



 

A Meeting of the Council of Governors 
Will be held on 22nd July 2020 between 14:00 - 17:00 hours using GoTo meetings 

 

 

For the purpose of transacting the business set out below 

 
  
  

  
  

 
 

 

Part 1 – PUBLIC COG BUSINESS MEETING (14:00 - 16:45 hours) 
 

1. Business Items 
1.1 Chairs Opening Remarks  

Linda Jackson,  Vice Chair 
(To note the Chair’s opening remarks) 
 
1.1.1 Reflections on the 7

th
 May 2020 Council of Governors Business Meeting 

Alison Hurley, Membership Manager & Assistant Trust Secretary  
 

Verbal 
 
 
 

Attached 

14:00 
 

1.2 Apologies for Absence 
Linda Jackson,  Vice Chair 
(To note apologies for absence) 
 

Verbal 

1.3 Declaration of Interests 
Linda Jackson,  Vice Chair 
(To note any declarations of interest in any of the agenda items) 
 

Verbal 

1.4 To approve the draft minutes and documents of the previous meetings: 
Linda Jackson,  Vice Chair 
(To approve or amend the minutes and documents from the meetings listed) 
 

1.4.1     7
th
 May 2020 - Council of  Governors’ Business Meeting Minutes 

 
 
 
 

Attached 

1.5 Matters Arising: 
Linda Jackson,  Vice Chair 
(To discuss any matters arising from the minutes that are not on the agenda) 
 

Verbal 

1.6 Council of Governors Action Log 
Linda Jackson,  Vice Chair 
(To consider progress against actions agreed at the previous meeting) 
 

Attached 
 

1.7 Trust Chair’s Report 
Linda Jackson,  Vice Chair 
(To receive the Trust Chair’s report, and the Board Highlight reports and raise any 
associated questions) 
 

1.7.1 Trust Chair’s Report  
 

 
 
 
 
 

Attached  

14:10 
 

1.8 Chief Executive’s Report  
Kathryn Helley, Associate Director of Business Planning & Performance Management - 
on behalf of Peter Reading, Chief Executive 
(To receive and note the Chief Executive’s report) 
 

1.8.1 Trust Priorities 2019/20 – Year End Report 
 

1.8.2 Trust Priorities 2020/21 

 
 

 
 

Attached  
 

Attached 
 

14.15  
 

Elected governors are reminded that they have signed a declaration stating that they are eligible to 
vote as members of the Trust and that they are not prevented by any of the terms of the Constitution 
from being a member of the Council of Governors (CoG).  Elected governors will be deemed to have 

confirmed that declaration by attending this meeting. 



2 
 

  

2. CoG Assurance 

 2.1     Board Assurance Framework (BAF) 
Jeremy Daws, Head of Quality Assurance  
(To receive & note the BAF) 

 

Attached 
 

14.30 

3. Strategy & Planning 

 3.1 Humber Acute Services - including Interim Clinical Plan’ 
Ivan Mcconnell Director of Strategic Development 
Dr Kate Wood, Medical Director 

 
3.2 Recovery Plan Post COVID-19 and Risks 

Kathryn Helley, Associate Director of Business Planning & Performance Management 
(To receive & note updates, actions and risks following the COVID-19 outbreak) 
 

Attached 
 
 
 

Attached 
 
 

14.45 
 
 
 

15.25 
 
 

 

4. Finance & Performance 

 4.1    Finance & Performance Committee (F&PC)  Highlight Report  
Linda Jackson, Vice Trust Chair 
(To report issues from the F&PC requiring escalation by exception to the CoG 
for discussion and agreement of any required actions) 

 

Attached 

 
 

15.45 
 
 
 
 

 
15.50 

 4.2       Supporting Papers:  

 4.2.1      Finance Overview (Month 2 position)  
(including current contracting & planning position & capital update)  
Jim Hayburn, Interim Director of Finance 
(To receive the reported financial position at Month 1 of the 2020/21 
reporting period and agreement of any required actions) 

 

Attached 
 

5. Quality & Safety 
 5.1    Quality and Safety Committee (QSC)  Highlight Report 

 (Including Reflection on Mortality & SHMI) 
Tony Bramley, Committee Chair 
(To report issues from the F&PC requiring escalation by exception to the CoG 
for discussion and agreement of any required actions) 

 

Attached 
 

 
 

15.55 
 
 
 
 
 
 

16.05 
 5.2       Supporting Papers:  

 5.2.1 End of Life & Mortality 
Dr Kate Wood, Medical Director 
(To receive and note the latest end of life  and mortality position and 
progress) 
 

Attached 
 

6. Leadership, OD & Culture 
 6.1        Appointments & Remuneration Committee (ARC) Highlight Report  

Brian Page, Committee Chair 
(To report issues from the ARC requiring escalation by exception to the CoG for 
discussion and agreement of any required actions) 
 
6.1.1     Workforce Transformation Committee (WTC) Highlight Report  

Sandra Hills, Non-Executive Director 
(To report issues from the WTC requiring escalation by exception to the 
CoG for discussion and agreement of any required actions) 

 

Attached 
 
 
 
 

Attached 
 
 
 

16.10 

 

 
 

16.15 

 

7. Audit, Risk & Governance Committee 
 7.1 Audit, Risk & Governance Committee (ARGC) Highlight Report   

Tony Bramley, Committee Chair  
(To report issues from the ARGC requiring escalation by exception to the CoG 
for discussion and agreement of any required actions) 

 

Attached 
 

 16.20 

8. Health Tree Foundation Trustees’ Committee 

 8.1 Health Tree Foundation Trustees’ Committee (HTFC) Highlight Report   
Tony Bramley, Non-Executive Director  
(To report issues from the HTF requiring escalation by exception to the CoG for 
discussion and agreement of any required actions) 

 

Attached 
 

 16.25 
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9. Items to Note  
 9.1    Governor Attendance at the CoG & Sub-groups 

  Alison Hurley, Membership Manager & Assistant Trust Secretary 
(To receive and consider the latest Governor attendance at the CoG and Sub-
groups) 

 
9.2   Attendance at Governor Briefings, Training and Development 

 Opportunities 
 Alison Hurley, Membership Manager & Assistant Trust Secretary 
 (To consider the latest Governor attendance at briefings and training and 

development opportunities) 
 

Attached 
 
 
 
 

Attached 
 
 
 
 

16.30 

10. Items for Approval 
 10.1 Review of the Trust Constitution 

 Alison Hurley, Membership Manager & Assistant Trust Secretary 
(To ratify the amendment to the waiver of the residency requirement in respect 
of Non-Executive Director appointments in exceptional circumstance) 
 

10.2     Staff Governor Elections & Terms of Office 
  Alison Hurley, Membership Manager & Assistant Trust Secretary 

(To ratify& support extension of remaining Staff Governor)  

Attached 
 
 
 
 

Attached 
 

16.35 

11. Questions from Governors   
Alison Hurley, Membership Manager & Assistant Trust Secretary 
(To raise and respond to questions from governors for consideration at the CoG) 
 
 

Verbal 16.40 
 
 
 
   
 

12. Items for Information  (see separate Appendix A) 
Linda Jackson,  Vice Chair 
(To note items for information) 
 

To Note 

13. Any Other Urgent Business 
Linda Jackson,  Vice Chair 
(To discuss any other urgent items of business) 
 
 

Verbal  

14. Questions from the public 
Linda Jackson,  Vice Chair 
(To take any questions from members of the public) 
 
 

Verbal 

15. COUNCIL REFLECTION 
Linda Jackson,  Vice Chair 
(To consider the performance of the CoG including asking the following :) 
 

 
 

Are you satisfied with the agenda items, updates and level of discussion at 
today’s CoG meeting? 
  

Verbal 16.45 

16. Date and Time of the Next Meeting(s):  
Linda Jackson,  Vice Chair 
(To note the date and time of the next meeting and briefing) 

 
 Governor & NED Briefing 

Date:   30th September 2020   
Time:   12:45 - 13:45 hours 
Venue: GoToMeeting 
 

Governor & NED Briefing 
Date:   15th October 2020   
Time:   12:45 - 13:45 hours 
Venue: TBC 

Council of Governors Annual Members Meeting  
Date:   30th September 2020   
Time:   14:00 - 17:00 hours 
Venue: GoToMeeting 
 
Council of Governors Business Meeting 
Date:   15th October 2020    
Time:   14:00 - 17:00 hours          
Venue: TBC 

 
PLEASE NOTE – that updates from the CoG sub-groups were not available due to the 
meetings being stood down during the initial COVID-19 arrangements, as per national 

guidance 
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PROTOCOL FOR CONDUCT OF COUNCIL OF GOVERNOR BUSINESS 
 

 In accordance with Standing Order 2.4.3 (at Annex 6 of the Trust Constitution), any Governor wishing to submit an 
agenda item must notify the Chairman’s Office in writing at least 10 clear days prior to the meeting at which it 
is to be considered. Requests made less than 10 clear days before a meeting may be included on the agenda at 

the discretion of the Chairman.  

 Governors are asked to raise any questions on which they require information or clarification in advance of 
meetings.  This will allow time for the information to be gathered and an appropriate response provided. 

 
 
 
 

Part 2 - PRIVATE COG BUSINESS MEETING (16:45 - 17:00 hours) 

1. Appraisal of Non-Executive Directors 
 1.1 Non-Executive Director Appraisals 

 Linda Jackson, Trust Vice Chair 
 (To receive and consider the appraisal of the Non-Executive Directors) 

 
1.2 Trust’s Vice Chair Appraisal 
  Sandra Hills, Senior Independent Director 

 (To receive and consider the appraisal of the Trust’s Vice Chair) 
 

Attached, 
see 6.1 
 
 
Attached, 
see 6.1 

10mins 
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APPENDIX A 
 
Listed below is a schedule of documents circulated to all CoG members for information. 
 
The Council has previously agreed that these items will be included within the CoG papers for information.   

 

12. Items for Information 

12.1 Finance Report (Month 2 position) 
Jim Hayburn,  
Interim Director of Finance 

Attached, see 
4.2.1  

12.2 Audit, Risk and Governance Committee 
Annual Report 

Tony Bramley 
ARG Committee Chair 

Attached 

12.3 

 

Monthly Staffing Report 

 

Claire Low 
Acting Director of People & 
Organisational Effectiveness 

Attached 

 

12.4 Glossary and Acronyms 
Alison Hurley, 
Membership Manager & 
Assistant Trust Secretary 

Attached 
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