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HULL AND EAST YORKSHIRE HOSPITALS TRUST 
TRUST BOARD 

 
THURSDAY 25 MAY 2017, THE BOARDROOM, HULL ROYAL INF IRMARY 12PM – 1PM 

 

AGENDA: PART 1 – MEETING TO BE HELD IN PUBLIC 
 
 
OPENING MATTERS  
1.  Apologies  verbal Chair 
   
2. Annual Governance Report (KPMG) 
 
3. Audited Accounts 2016-17 
 
4. Letter of Representation 
 
5. Annual Report 2016-17 
 
6. NHS Improvement Self -Assessment 
 
7. Any Other Business 
 
8. Date and time of the next meeting: 
    Tuesday 6th June 2017, 2pm – 5pm, The Boardroom,   
     Hull Royal Infirmary 
 

attached 
 
attached 
 
attached 
 
attached 
 
attached 
 

Chief Financial Officer 
 
Chief Financial Officer 
 
Chief Financial Officer 
 
Director of Corporate Affairs 
 
Director of Corporate Affairs 

Attendance 2017/18    

   

   

   
   

4/4 2/5 25/5 6/6 4/7 1/8 5/9 3/10 7/11 5/12 Total  
T Moran � �         2/2 
C Long � �         2/2 
L Bond � �         2/2 
A Snowden � �         2/2 
M Gore � �         2/2 
S Hall � �         2/2 
M Wright � �         2/2 
K Phillips � �         2/2 
T Sheldon x �         1/2 
V Walker � �         2/2 
T Christmas � �         2/2 
E Ryabov � �         2/2 
In Attendance  
J Myers � �         2/2 
S Nearney � �         2/2 
C Ramsay � �         2/2 
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Attendance 2016/17 
 

28/4 26/5 28/6 28/7 29/9 27/10 24/11 22/12 26/1 7/03 Total  
M Ramsden � � � � � � � � � � 10/10 
C Long x � x � � � � � � � 8/10 
L Bond � � � � � � � � � � 10/10 
A Snowden � � � � � � � � � � 10/10 
M Gore � � � � � � � � x � 9/10 
S Hall � � � � � � � � � � 10/10 
M Wright � � � � � � � � � � 10/10 
K Phillips � � � � � � � � � x 9/10 
T Sheldon � � x � x � � � x � 7/10 
V Walker x � x � � � � x � � 7/10 
T Christmas � � x � � � � � x � 8/10 
E Ryabov � � � � � � � � � � 10/10 
In Attendance  
J Myers � � � � � x � � � � 9/10 
L Thomas � � � � � � � - - - 7/7 
S Nearney � � x x � � � � � � 8/10 
C Ramsay - - - - - - � � x � 3/4 
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HULL AND EAST YORKSHIRE HOSPITALS NHS TRUST 

TRUST BOARD 25 MAY 2017 
ANNUAL REPORT AND ACCOUNTS 2016/17 

 
1. PURPOSE 

The purpose of this paper is to present the final version of the Annual 
Accounts to the Trust Board for approval. 

 
2. AUDIT PROCESS 

The audit has been completed and the deadline for submission of the audit 
opinion to the Department of Health is 2 June.  
 
The Audit Committee has reviewed the final version of the Accounts and has 
recommended their adoption by the Board. The Annual Accounts are 
attached as an appendix to this report. 

 
3. ANNUAL GOVERNANCE REPORT 

Our auditor KPMG has issued an Annual Governance Report, which details 
the findings arising from their audit. The report confirms that an unqualified 
audit opinion will be issued for the Trust’s accounts, and an unqualified 
opinion will be issued for its value for money arrangements. The Audit 
Committee has noted the content of the report and has considered the 
adequacy of the response from Management. 
 
A copy of the Annual Governance Report and management’s response to the 
recommendations is attached as an appendix to this paper 

 
4. RECOMENDATION 

The Trust Board is asked to approve the Annual Accounts for 2016/17 
 
 

Lee Bond        
Chief financial Officer  
25 May 2017 



































































External Audit 
Report
Draft
Hull and East Yorkshire Hospitals NHS Trust

—

25 May 2017

I confirm that this is the final version of our ISA 260 Audit Memorandum relating 

to our audit of the 2016/17 financial statements for Hull and East Yorkshire 

Hospitals NHS Trust.  This document was discussed and approved by the 

Trust’s Audit Committee on 25 May 2017.

…………………………………………….

John Graham Prentice  FCCA MBA

Senior Statutory Auditor for and on behalf of KPMG LLP, Statutory Auditor

Chartered Accountants

Leeds

25 May 2017

Our audit opinions and conclusions:

Financial Statements: unqualified Use of resource: clean 

Quality Accounts (content): clean Quality Accounts (indicators): clean
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The contacts at KPMG 

in connection with this 

report are:

John Prentice

Director

Tel: 0113 231 3935

john.prentice@kpmg.co.uk

Matthew Moore

Manager

Tel: 0113 231 3663

matthew.moore@kpmg.co.uk
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3. Value for Money 13

4. Quality Account 17

Appendices

1 Recommendations raised and followed up

2 Audit Differences

3 Auditor Independence

4 Other Auditor Fees

5 KPMG Audit Quality Framework

22

We are committed to providing you with a high quality service. If you have any concerns or are dissatisfied with any part of KPMG’s 

work, in the first instance you should contact John Prentice, the engagement lead to the Trust, who will try to resolve your complaint. If 

you are dissatisfied with your response please contact the national lead partner for all of KPMG’s work under our contract with Public 

Sector Audit Appointments Limited, Andrew Sayers (on 0207 6948981, or by email to andrew.sayers@kpmg.co.uk). After this, if you are 

still dissatisfied with how your complaint has been handled you can access PSAA’s complaints procedure by emailing 

generalenquiries@psaa.co.uk, by telephoning 020 7072 7445 or by writing to Public Sector Audit Appointments Limited, 3rd Floor, Local 

Government House, Smith Square, London, SW1P 3HZ.

mailto:andrew.sayers@kpmg.co.uk
mailto:generalenquiries@psaa.co.uk
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This report is addressed to Hull 

and East Yorkshire Hospitals 

NHS Trust (the Trust) and has 

been prepared for your use 

only. Circulation of this report 

is restricted.  The content of this 

report is based solely on the 

procedures necessary for our 

audit. We accept no 

responsibility towards any 

member of staff acting on their 

own, or to any third parties. The 

National Audit Office (NAO) has 

issued a document entitled 

Audit Code (the Code).  This 

summarises where the 

responsibilities of auditors begin 

and end and what is expected 

from the Trust.  External 

auditors do not act as a 

substitute for the Trust’s own 

responsibility for putting in place 

proper arrangements to ensure 

that public business is 

conducted in accordance with 

the law and proper standards, 

and that public money is 

safeguarded and properly 

accounted for, and used 

economically, efficiently and 

effectively.

Basis of preparation:  We have prepared this External Audit Report (Report) in accordance with our appointment by Public Sector Audit 

Appointments Ltd.

Purpose of this report:  This Report is made to the Trust’s Audit Committee in order to communicate matters as required by 

International Auditing Standards (ISAs) (UK and Ireland), and other matters coming to our attention during our audit work that we consider 

might be of interest, and for no other purpose. To the fullest extent permitted by law, we do not accept or assume responsibility to anyone 

(beyond that which we may have as auditors) for this Report, or for the opinions we have formed in respect of this Report. This Report is 

subject to disclosure restrictions.

Limitations on work performed:  This Report is separate from our audit opinion included in the Trust’s Annual Reports and Accounts 

and does not provide an additional opinion on the Trust’s financial statements, nor does it add to or extend or alter our duties and

responsibilities as auditors.  We have not designed or performed procedures outside those required of us as auditors for the purpose of 

identifying or communicating any of the matters covered by this Report.  The matters reported are based on the knowledge gained as a 

result of being your auditors. We have not verified the accuracy or completeness of any such information other than in connection with 

and to the extent required for the purposes of our audit.

Status of our audit:  Our audit is not yet complete and matters communicated in this Report may change pending signature of our audit 

report. We will provide an oral update on the status of our audit at the Audit Committee meeting but would highlight the following work is 

still outstanding:

• Financial Statements audit:

— PPE (Valuation Report – only received 18/5);

— NHS Debtors and Creditors awaiting clearance of the latest Agreement of Balances (AOB) mismatch report;

— Related Party Transactions;

— Annual Report disclosures;

— Non material notes;

— Final review and completion procedures;

• Quality Account: 

— agree final version of the Quality Account which is awaiting stakeholder comments.

Important Notice



Summary
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Section One

Summary

Financial Statements Audit Quality Accounts

We intend to issue an unqualified audit opinion on the accounts following the Board 

adopting them and receipt of the management representations letter.  

We have completed our audit of the financial statements.  We have also read the 

content of the Annual Report (including the Remuneration Report) and reviewed the 

Annual Governance Statement (AGS).  Our key findings are:

• There are no unadjusted audit differences, explained in section 2 and appendix 2.

• We have agreed presentational changes to the accounts with Finance, mainly 

related to compliance with the Department of Health Group Manual for Accounts 

(GAM) 2016/17.

• We are asking for routine requests only in the management representations letter 

given the information already received from your going concern assessment.

• We have reviewed the annual report and have no matters to raise with you.

We have almost completed our audit of the Trust’s Quality Account:

• You have achieved a clean limited assurance opinion on the content of your 

Quality Account which could be referenced to supporting information and evidence 

provided.  This represents an unmodified audit opinion on the Quality Accounts. 

• This year we have also tested Clostridium Difficile infections and Venous 

Thromboembolism (VTE) risk assessments as the two mandated indicators.  Our 

detailed testing on the indicators has concluded that we are able to give a clean 

limited assurance opinion on the presentation and recording of these. We noted 

that VTE performance remains below target despite the increased direct recording 

on the Lorenzo system.

Use of resources Other  Matters

In addition to our risk assessment, we examined two significant risks relating to 

achievement of break-even for 2016/17 and management of cash flow. Based on the 

findings of our work, we have concluded that the Trust has adequate arrangements to 

secure economy, efficiency and effectiveness in its use of resources.  

Despite this conclusion, the Trust is facing fundamental issues in both areas:

• STF monies for 16/17 were non-recurrent which leaves a £14m gap for 17/18 

which has not yet been bridged.

• Overspending by Health Groups is not being matched by additional activity and 

income. 

• While the break even target was met, it is not generating the surplus and cash 

needed to ease cash pressures. The Trust has an underlying cash shortfall above 

£20m which means obligations to suppliers are not being met on time. External 

support will be needed but the Trust also needs to play its part internally. 

We intend to issue an unqualified Group Audit Assurance Certificate to the NAO 

regarding the Whole of Government Accounts submission, made through the 

submission of the summarisation schedules to  Department of Health. The Trust made 

a resubmission to NHSE in line with the agreed closedown plan, which should address 

the mismatch issues identified.

We are satisfied that the Trust has addressed the recommendations raised in our 

2015/16 report.  We have made 2 recommendations as a result of our 2016/17 work.  

They key recommendations relate to Agreement of Balances and Controls 

management.  All recommendations are shown in appendix 1.

In auditing the accounts of an NHS body auditors must consider whether, in the public 

interest, they should make a report on any matters coming to their notice in the course 

of the audit, in order for it to be considered by Trust members or bought to the 

attention of the public; and whether the public interest requires any such matter to be 

made the subject of an immediate report rather than at completion of the audit. There 

are no matters that we wish to report.



Financial 
Statements Audit
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We audit your financial statements by undertaking the following tasks:

We have completed the first six stages shown above and report our key findings below:

Accounts production stage

Work Performed Before During After

1. Business Understanding: reviewed your operations   –

2. Controls: assessed the control framework  – –

3. Prepared by Client Request (PBC): issued our prepared by client request  – –

4. Accounting standards: agreed the impact of any new accounting standards   –

5. Accounts Production: reviewed the accounts production process   

6. Testing: tested and confirmed material or significant balances and disclosures –  

7. Representations and opinions: seek and obtain representations before issuing our opinions   

Section Two

Financial Statements Audit

1.  Business 

Understanding

In our 2016/17 audit plan we assessed your operations to identify significant issues that might have a financial statements consequence.  We confirmed this 

risk assessment as part of our audit work.  We have provided an update on each of the risks identified later in this section.

2.  Assessment of 

the control 

environment

We have assessed the effectiveness of your key financial system controls that prevent and detect material fraud and error.  We found that the financial 

controls on which we seek to place reliance are operating effectively, although the Trust should increase its controls locally to improve accountability and 

reduce dependence on its service provider, East Lancs Financial Services (ELFS).  We have made a recommendation which relate to monitoring the 

controls completed by ELFS on behalf of the Trust.  We believe that this recommendation (which is shown in appendix 1) will strengthen your control 

environment.  We have reviewed the work undertaken by Merseyside Internal Audit Agency (MIAA), your internal auditors, in accordance with ISA610 and 

used the findings to inform our planning and audit approach.  We have chosen not to place reliance on their work due to the approach we adopted for the 

financial statements audit.

3.  Prepared by

client request

We produced this document to summarise the working papers and evidence we ask you to collate as part of the preparation of the financial statements.  

We discussed and tailored our request with the Deputy Director of finance and this was issued as a final document to the finance team.  Although this was 

the Trust’s first year of working with ELFS, the working papers and audit information have been provided in a timely manner.

4.  Accounting 

standards

We work with you to understand the changes to accounting standard and other technical issues.  For 2016/17 these changes have had little impact on the 

Statement of accounts or annual report.
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Section Two

Financial Statements Audit

5.  Accounts 

Production
We received complete draft accounts by 26 April 2017 in accordance with the Department of Health’s deadline. The accounting policies, accounting 

estimates and financial statement disclosures are in line with the requirements of the Department of Health. As in previous years, we will debrief with 

the Finance team to share views on the final accounts audit. In particular we would like to commend Trust finance staff who were available throughout 

the audit visit to answer our queries. We thank the finance team for their co-operation throughout the visit which allowed the audit to progress and 

complete within the allocated timeframe.

6. Testing We have summarised the findings from our testing of significant risks and areas of judgement within the financial statements on the following pages. 

During the audit we have identified presentation changes to the accounts along with audit adjustments to Trade and other receivables, and Trade and 

other payables which we have presented in appendix 2. Some of the matters arising reflect the limited time available for final checking. It is important to 

include a final review before submission for audit to ensure the draft accounts meet the standards you would expect. We have raised a 

recommendation which should reduce the risk of errors in the future.

7.  Representations You are required to provide us with representations on specific matters such as your going concern assertion and whether the transactions in the 

accounts are legal and unaffected by fraud.  We provided a draft of this representations letter to the Deputy CFO on 16 May 2017. We draw your 

attention to the requirement in our representations letter for you to confirm to us that you have disclosed all relevant related parties to us.  We are not 

asking management to provide any specific representations. 

We are required under ISA 260 to communicate to you any matters specifically required by other auditing standards to be communicated to those charged with governance; and 

any other audit matters of governance interest. 

We have not identified any other matters to specifically report.
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Section Two

Financial Statements Audit

SIGNIFICANT 

audit risk

Account balances 

effected
Summary of findings

Property, Plant 

and Equipment 

(PPE)

PPE £276m 

(PY £265m]

We have reviewed the professional valuation received and with our knowledge of the changes in the Trust during 2016/17 and 

movement in price indices we have gained sufficient assurance over the valuation of the Property Plant and Equipment. 

NHS Income 

and 

Receivables

NHS income £501.8m

(PY £487m)

NHS Receivables £16m

(PY £9.3m)

Other Operating Revenue

– STF £15.081m   (PY 

£Nil)

We have reviewed the NHS Agreement of Balances exercise and gained sufficient assurance that the NHS income recorded in 

the statement of comprehensive income and expenditure is materially fairly stated.

We have followed through the NHS Agreement of Balances and gained sufficient assurance that the NHS receivables and NHS 

prepayments and accrued income are materially fairly stated.

We have reviewed the notification from the NHS Improvement for the Strategic Transformation Funding income indicating that the 

balance of this money will be paid following the end of the audit process. This provides us with sufficient assurance that this 

income is materially fairly stated.

New ledger and 

opening 

balances and 

the capacity of 

staff to deliver 

the financial 

statements on 

time

Pervasive We have carried out sufficient substantive testing of the data migration from the Oracle system to the Efinancials Ledger system 

that is hosted by East Lancs Financial Services (ELFS), to provide us with sufficient assurance that the data migration to the new 

system was materially accurate.

The financial statements were produced on time and, subject to a number of presentational issues and those amendments 

highlighted earlier, the accounts production and audit working papers have been delivered on time.

Results of our testing on areas of high audit risk

In our External Audit Plan 2016/17, presented to you in January 2017, we identified the areas assessed as significant risks in terms of their impact on our financial statements 

audit opinion. We have now completed our testing of these areas and over the next pages set out:

• The results of the procedures we performed over Property, Plant and Equipment; NHS Income and Receivables; and Provision of Ledger Services by ELFS which were 

identified as significant risks within our audit plan;

• The results of our procedures to review the required risks of the fraudulent risk of revenue recognition and management override of control; and

• Our view of the level of prudence you have applied to key balances within your financial statements.
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Section Two

Financial Statements Audit

Risks that ISAs 

require us to 

assess in all cases Why Our findings from the audit

Fraud risk from 

revenue recognition

Professional standards require us to make a rebuttable 

presumption that the fraud risk from revenue recognition is a 

significant risk. We do not plan to rebut this risk.

We recognise that the incentives in the NHS differ significantly to 

those in the private sector which have driven the requirement to 

make a rebuttable presumption that this is a significant risk.

These incentives in the NHS include the regulatory pressure to 

meet agreed control totals as well as the incentive to report the 

delivery of specific targets which enable the Trust to secure 

Sustainability and Transformation funding or CQUIN monies.

Our work on NHS Income and Receivables, as set out above, addressed the risk of 

fraudulent revenue recognition in relation to this area of income.

In relation to non-NHS income, we remained alert to the fraud risk through our audit 

of material non-NHS revenue balances, as well as other income.

Fraud risk from 

management 

override of controls

Professional standards require us to communicate the fraud risk 

from management override of controls as significant because 

management is typically in a unique position to perpetrate fraud 

because of its ability to manipulate accounting records and 

prepare fraudulent financial statements by overriding controls that 

otherwise appear to be operating effectively.

We have not identified any specific additional risks of 

management override relating to this audit. There is a heightened 

risk of management override of control based upon the incentives 

and performance oversight offered and deployed by NHSI during 

the 2016/17 period but this is separately covered by the 

significant risks around NHS income and receivables (financial 

statements) and achievement of the revenue control total targets 

(value for money).

Our procedures, including testing of journal entries, accounting estimates and 

significant transactions outside the normal course of business, did not identify any 

instances of fraud.
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Judgements in your financial statements

We always consider the level of prudence within key judgements in your financial statements.  We have summarised our view below using the following range of judgement:

Section Two

Financial Statements Audit

Level of prudence

Cautious OptimisticBalancedAudit difference Audit difference

Acceptable range



Assessment of subjective areas

Asset/liability class

Current 

year Prior year

Balance 

(£m) KPMG comment

Non NHS Accruals and 

deferred income
 

£22.9m 

PY£13.5m 

The balances have increased during 2016/17 due to the levels of invoices received, however not approved for 

payment, needing to be accrued to help manage the cash position of the Trust. The accruals have been made 

on a balance basis in 2016/17.

NHS prepayments and 

Accrued income  

£10.8m

(PY:£3.5m) 

This balance has been reviewed and the material change is due to the Strategic Transformation Funding that 

is paid in arrears at the year end; the values have been confirmed by NHSI.

Asset valuations

 

£237.8m

(PY£220m) 

The valuation carried out as at 31 March 2017 on the land and buildings  is a balanced valuation.

Buildings –

Depreciation charge  
 

£3.8m 

PY:£3.7m

In line with the valuer’s report, the Trust has maintained the asset design lives up to 90 years for buildings and 

consequently the Depreciation charge is at the optimistic range.
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Annual report

We have read the contents of the Annual Report (including the Accountability Report, Performance Report and AGS) and audited the relevant parts of the Remuneration Report. 

Based on the work performed: 

• We have not identified any inconsistencies between the contents of the Accountability, Performance and Director’s Reports and the financial statements.

• We have not identified any material inconsistencies between the knowledge acquired during our audit and the director’s statements.  As Directors you confirm that you 

consider that the annual report and accounts taken as a whole are fair, balanced and understandable and provide the information necessary for patients, regulators and other 

stakeholders to assess the Trust’s performance, business model and strategy.

• The part of the Remuneration Report that is required to be audited were all found to be materially accurate;

• The AGS is consistent with the financial statements and complies with relevant guidance subject to updates as outlined within section three; and

Independence and Objectivity

ISA 260 also requires us to make an annual declaration that we are in a position of sufficient independence and objectivity to act as your auditors, which we completed at 

planning. Due to changes in ethical standards from 1 April 2017, your auditors will no longer be permitted to provide tax services to the Trust. As outgoing auditor, we have been 

liaising with your staff over transition arrangements until your 2016/17 audit is completed. This enabled us to complete existing assignments but does not yet allow us to engage 

on new work.

Audit Fees

Our fee for the audit was £67,745 plus VAT (£71,117 in 2015/16). This fee was in line with that highlighted within our audit plan agreed by the Audit Committee in February 

2017. Our fee for the external assurance on the Quality Account was £9,500 plus VAT (£9,500 in 2015/16).  We are still awaiting approval from PSAA Ltd for the £3,000 scale 

fee adjustment in 2016/17.  We have also completed other non audit work at the Trust during the year including VAT compliance, following approval from PSAA in 2015/16 

which also covered 2016/17, and have included in appendix 4 confirmation of safeguards that have been put in place to preserve our independence. 

Section Two

Financial Statements Audit



Value for Money
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AGS review Regulatory review Other matters considered in risk assessment

We reviewed the 2016/17 

AGS and took into 

consideration the work of 

internal audit.  

We confirm that the AGS 

reflects our understanding of 

the Trust’s operations and 

risk management 

arrangements.

We considered the outcomes of relevant 

regulatory reviews (NHS Improvement, 

CQC, etc.) in reaching our conclusion.  

The latest CQC inspection ratings show 

the Trust as requires improvement but 

no areas are rated inadequate. This is 

an improvement on 2015/16 when 

responsiveness was rated inadequate. 

Based on NHSI ratings (1 to 4), the Trust 

is improving some of its metrics but 

remains 3 overall. Liquidity is the biggest 

concern at 4 which is the worst score.

As part of our risk assessment we reviewed various matters, including: 

• forecast run rate position;

• core assumptions in the 2016/17 Annual Plan;

• Identification and delivery of recurrent cost improvement schemes;  

• current operational performance and contractual risks;

• planned versus actual outturn;

• significant items affecting the outturn position;

• Management’s assessment of the Trust’s ability to continue as a going concern;

• financial support received; and

• partnership arrangements / relationships with key third parties.

For 2016/17 our value for money (VFM) work follows the NAO’s guidance.  It is risk based and targets audit effort on the areas of greatest audit risk.  Our methodology is 

summarised below.  We identified two significant VFM risks which are reported overleaf. Although the Trust remains in a very difficult cash position, we are satisfied that the 

Trust has made proper arrangements for securing economy, efficiency and effectiveness in its use of resources for the year ending 31 March 2017.

Section Three

Value for Money

Continually re-assess potential VFM risks

VFM audit risk 

assessment

Financial statements 

and other audit work

Identification of 

significant VFM 

risks (if any)
Conclude on 

arrangements to 

secure VFM

No further work required

Assessment of work by other 

review agencies

Specific local risk based work

V
F

M
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o
n

c
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s
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Section Three

Value for Money

Value for money 

risk Why this risk is significant Our audit response and findings

Achievement of 

revenue control 

total targets

The Trust is at risk of not achieving its statutory main revenue 

target. At the end of month 8 the Trust reported an actual deficit 

of £0.5million with a projected year end deficit of £2.2million 

against a plan of break-even reflecting non delivery of key 

performance targets. Achievement of CRES plans remains a 

significant concern with the month 8 position showing a 

£3.1million shortfall against a £12million plan with an anticipated 

outturn of £4.7million below plan. 

We reviewed your arrangements for delivery of the financial and CRES plans in 

2016/17 as part of our work.  We have performed specific procedures to:

• Understand the Q4 judgements management reached which led to receipt of 

STF funding;

• Review accounting judgements which impacted the reported outturn position;

• Reconciled the year end performance to in year financial reports to ensure that 

divergence in performance can be understood and justified; and

• Reviewed the year end cut off processes to ensure that revenue and 

expenditure items have been reflected within the correct period.

Overspendings by Health Groups were not fully matched by increased activity and 

income. There was also a £4.2m shortfall in the delivery of cash releasing efficiency 

savings.  A range of smaller actions were needed to achieve break-even. While 

appropriate action was taken for 2016/17, the Trust still needs to generate a surplus 

and achieve CRES to ease its pressures in 2017/18, particularly given the cash 

position reported below. 

The Trust has made some progress in addressing regulator concerns and 

addressing poor performance in key areas but achieving financial sustainability 

remains vital to its future. The Trust has not yet agreed its control total for 2017/18 

and a £13.7m gap remains reflecting that STF monies were non-recurrent. Bridging 

the gap is the immediate priority but the solutions need to be sustainable.

Significant risk based VFM audit work 

The table below sets out the detailed findings of our significant risk based VFM work. This work was completed to address the residual risks remaining after our assessment of 

the higher level controls in place to address the VFM risks identified in our planning and financial statements audit work.
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Section Three

Value for Money

Value for money 

risk Why this risk is significant Our audit response and findings

Cash flow 

management

The Trust has a serious cash shortfall that has built up over the 

past 5 years and analysis of 2016/17 to date suggests that this 

position is worsening and is currently in excess of £19million. 

Early work was undertaken at the request of the Chief Financial Officer and a report 

was issued in October 2016. We recommended improvements in the monitoring 

arrangements and the development of long term plans to address the shortfall. We 

reviewed progress on the recommendations and assessed the impact of the 

shortfall on the Trust’s long term financial viability.

The Trust has implemented two recommendations raised in the report and are 

looking to further develop these arrangements to maximise cash income.

However the Trust has an underlying deficit position of £13.7m for 2017/18 and 

£9.5m for 2018/19 and currently have not been able to agree a control total of £11.5 

deficit with the NHSI to attract the £11.95m STF funding. This position would have a 

significant impact on the worsening cash position.

Significant risk based VFM audit work 

The table below sets out the detailed findings of our significant risk based VFM work. This work was completed to address the residual risks remaining after our assessment of 

the higher level controls in place to address the VFM risks identified in our planning and financial statements audit work.



Quality Account
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Conclusion on content of Quality Accounts

Subject to carrying out our final checks to ensure you have reflected our comments in the Quality Account and reviewing changes made by the Trust after the date of this report, 

we are satisfied that there is sufficient evidence to provide a limited assurance opinion on the content of the quality accounts. 

Work performed and findings

We consider two criteria:

• Review of content to ensures it addresses the requirements set out Quality Accounts Regulations; and 

• Review of content in the quality accounts for consistency with other information required by the ‘Detailed requirements for quality reporting for Foundation Trusts 2016/17’. 

While the guidance is for FTs, this also covers requirements for NHS Trusts as best practice quality reporting.

Our findings are set out below:

Section Four

Quality Report

Issue considered Findings

Inclusion of all mandated 

content

All areas of mandated content had been reflected in the draft report, however some were awaiting information to finalise the report.

We will report to the Audit Committee formally when we have received and checked the final version.

Are significant matters in the 

specified information sources 

reflected in the quality 

accounts and significant 

assertions in the quality 

accounts supported by the 

specified information 

sources?

We identified that the Trust reflected its significant matters, relevant to the selected priorities from the specified information sources, in its 

Quality Account. 

Significant assertions in the Quality Account are supported by the relevant information sources.

We are still awaiting the final version of the Quality Account report which will include stakeholder comments and any final performance 

information not yet available. We will confirm these to you when final version received.
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Audit of indicators within the Quality Accounts

We carried out work on two indicators, which require a public opinion, chosen by the Trust from a list of three available indicators as specified by the Department of Health in its 

guidance:

• Percentage of patients risk assessed for venous thromboembolism (VTE); and

• Rate of clostridium difficile infections (CDiff).

Conclusion 

Our work on the two indicators has concluded that there is sufficient evidence to provide a limited assurance opinion in respect of VTE and CDiff.  

Please note that the extent of the procedures performed is reduced for limited assurance. The nature of the procedures may be different and less challenging than those used 

for reasonable assurance. Therefore, our work was not a reasonable assurance audit of either the performance indicators or the processes used to collate and report them. 

Results of our work 

We have set out overleaf the key findings from our work as described above in relation to the two locally selected indicators.  In reaching our conclusions we are required to 

have assessed the design and operation of the systems of control over the data against the six data quality dimensions defined by the NAO.  In reaching our conclusion we have 

assessed these arrangements to consider whether they can be graded as:

• Green: No improvement to achieve compliance with the dimensions of data quality noted.

• Amber: Opportunities to achieve greater efficiency or better control in compliance with the dimensions of data quality noted.

• Red: Concern that systems will not achieve compliance with one or more aspects of the dimensions of data quality and therefore a limited assurance opinion cannot be 

provided.

Section Four

Quality Report
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Section Four

Quality Report

Design of system and processes and operation Results of our sample 

testing

Conclusion 

reached
Data quality 

dimension

Design Operation Commentary on ratings

Mandated Indicator: Mandated indicator one: Percentage of patients risk-assessed for venous thromboembolism (VTE) 

Performance target: 95%

Performance recorded in Quality Accounts: [actual performance]

Accuracy   Is accurate data used and reported? All relevant data is included with only VTE risk 

assessed admissions are included in the numerator.

Random samples of 25 

positive and 10 negative 

results were tested; the 

former covered all 12 

months of the year. 

These were confirmed 

as appropriately 

included or excluded 

respectively. 

Summary figures were 

checked for each month 

and confirmed to NHSE 

uploads. Quarterly 

figures were agreed to 

those reported on the 

NHSE website.

We have not come 

across any 

indications that the 

data for this 

indicator is not 

produced in line 

with national 

guidance.  

Although reporting 

is much more 

accurate this year, 

we are still seeking 

an explanation for 

performance being 

below 95% eg 

86.15% in Q3. 

Completeness   How is completeness ensured? Information Services send weekly reports to service 

managers for services to confirm on a continuous basis.

Relevance   Is the information relevant for the reported purpose? Data is confirmed as relevant to the 

national reporting for the VTE indicator.

Reliability   Is the information reported reliable insofar as it agrees to data source(s)? We confirmed 

there have been no significant changes to the system this year although completion of the 

assessment on the Lorenzo system rather than manually was much more extensive this 

year. 

Timeliness   Is real-time data used and is it reported on a timely basis? The data set is reported quarterly 

in line with the national timetable.

Validity   What checks are performed to ensure that the data is valid? The information is recorded in 

compliance with the National VTE Risk Assessment tool.

Overall   Appropriate arrangements in place to ensure the quality of data for this indicator? There

were no matters arising so we are able to conclude that appropriate arrangements are in 

place.
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Section Four

Quality Report

Design of system and processes and operation12 months of the Results of our sample 

testing

Conclusion 

reached
Data quality 

dimension

Design Operation Commentary on ratings

Mandated Indicator: Rate of clostridium difficile infections per 100,000 bed days for patients aged two or over.

Performance target: [target performance]

Performance recorded in Quality Accounts: [actual performance]

Accuracy   Is accurate data used and reported? The indicator was recalculated and we confirmed the 

correct numerator and denominator were used.

Random samples of 25 

positive and 10 negative 

results were tested; the 

former covered all 12 

months of the year. Both 

inclusions and 

exclusions were 

confirmed as 

appropriate including 

community exclusions. 

We recomputed monthly 

CDiff figures from CDiff

reports and monthly bed 

days from the CHKS 

website. The outturn 

was confirmed as 

correctly calculated. 

Trust attributable figures 

were also confirmed to 

the Public Health 

England website.

We have not come 

across any 

indications that 

data for this 

indicator is not 

produced in line 

with national 

guidance.  

Completeness   How is completeness ensured? We reconciled the records for all tests to the positives used 

in the indicator. A sample of items excluded were checked to confirm the exclusion was 

appropriate.  

Relevance   Is the information relevant for the reported purpose? All cases examined were confirmed to 

relate to clostridium difficile infections.

Reliability   Is the information reported reliable insofar as it agrees to data source(s)? We confirmed 

there were no changes to the process. Results produced were agreed to data sources.

Timeliness   Is real-time data used and is it reported on a timely basis? Recording was being done on a 

timely basis.

Validity   What checks are performed to ensure that the data is valid? Details of a sample of positive 

and negative results were agreed to patient records.

Overall   Appropriate arrangements in place to ensure the quality of data for this indicator? Our

testing confirmed that appropriate arrangements are in place for this indicator. 
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The recommendations raised as a result of our work in the current year are as follows:

Appendix 1

Recommendations raised and followed up
Priority rating for recommendations


Priority one: issues that are fundamental and 

material to your system of internal control. We 

believe that these issues might mean that you 

do not meet a system objective or reduce 

(mitigate) a risk.


Priority two: issues that have an important 

effect on internal controls but do not need 

immediate action. You may still meet a system 

objective in full or in part or reduce (mitigate) a 

risk adequately but the weakness remains in 

the system. 


Priority three: issues that would, if corrected, 

improve the internal control in general but are 

not vital to the overall system. These are 

generally issues of best practice that we feel 

would benefit you if you introduced them.

# Risk Issue, Impact and Recommendation Management Response / Officer / Due Date

Financial Statements

1


NHS Agreement of Balances Reconciliation

During the audit it was identified that the Agreement of Balances (AOB) submission was incorrect for 

the Maternity Pathways for the main commissioners. This led to additional audit work and further 

submissions by management.

Recommendation:

Ensure that at each submission of the AOB that a reconciliation between the submission and the 

general ledger is maintained to ensure that the submission is fully supported by the entries in the 

ledger.

Agreed. We will tighten up the AOB process as directed 

for the next AOB exercise which is January 2018

Deputy Director of Finance

2 East Lancs Financial Services Management (ELFS)

The responsibility for internal control is still with the Trust although the responsibility to carry out the 

control reconciliations has passed to ELFS. We have identified that although the reconciliations are 

being carried out by ELFS it is not clear how the Trust formally satisfies itself that the controls are 

operating effectively.

Recommendation:

We recommend that the Trust complete a monthly control matrix that formally documents that the 

ELFS controls have taken place and that results are reasonable to provide the Trust with the 

assurance that the controls are operating effectively.

Agreed. A Matrix approach will be introduced in June 

2017 

Deputy Director of Finance
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We have also followed up the three recommendations from the previous year’s audit:

Appendix 1

Recommendations raised and followed up

Total number of recommendations Number of recommendations implemented Number outstanding (repeated below):

3 3 0

# Risk Issue, Impact and Recommendation
Management Response / Officer 

/ Due Date
Current Status (May 2017)

Financial Statements

1


Staff and visitor catering

Catering showed a further loss of £0.3m in 2015/16. We recommended that the Trust

should review its charging policy and/or consider whether this financial position is

sustainable given the wider difficulties facing the Trust.

Alternative models of provision are 

currently being sourced with a view 

to eliminating this loss completely.

Deputy Director of Finance

March 2017

A surplus of £3k was achieved in 

2016/17. Management have 

reviewed the provision and made 

a number of changes including 

removing staff subsidy, increasing 

prices, reviewing staff rotas and 

offering meal deals.

2


Annual report

Whilst there is no requirement to produce the annual report at the same time as the

accounts, ensuring it is completed within two weeks of the accounts deadline would assist

the audit process significantly.

Agreed.

Director of Governance

April 2017

A version was received 16 May 

and this was substantially 

complete.

Quality Account

3


VTE risk assessments

Given the high error rate in the data held in the Lorenzo system, the Trust should confirm 

the revised process for logging on the Lorenzo system and the case files accurately record 

whether the VTE assessment has taken place.

A system change in Lorenzo has 

been introduced, which was 

approved through the Thrombosis 

Committee, to ensure accurate 

recording on Lorenzo. This will be 

audited through June/July to 

ensure the expected change has 

taken place.

Dr Saleh, Consultant Anaesthetist 

and Deputy Medical Director 

31 August 2016

Testing the Lorenzo system 

indicated that accurate recording 

and reporting is being achieved for 

16/17. 

Performance has improved from 

80% in Q1 of 16/17 to 86% in Q3. 

However, we understand that 

medical staff still think the Lorenzo 

system is still not being fully used. 

We have provided data to the 

Trust for further investigation – we 

have not received a response to 

date.
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Under UK auditing standards (ISA (UK&I) 260) we are required to provide the Audit Committee with a summary of unadjusted audit differences (including disclosure 

misstatements) identified during the course of our audit, other than those which are ‘clearly trivial’, which are not reflected in the financial statements. There are no unadjusted 

audit differences to report

Under UK auditing standards (ISA UK&I 260) we are required to provide the Audit Committee with a summary of adjusted audit differences (including disclosures) identified 

during the course of our audit. The adjustments below have been included in the financial statements.

There are a number of presentational adjustments that management have made to the disclosure notes. These have been detailed in the management report to the audit 

committee.

Appendix 2

Audit Differences

Adjusted audit differences (£k)

No. Detail SOCI Dr/(cr) SOFP Dr/(cr) Comments 

1 Dr Trade and Other 

Receivables

Cr Trade and Other Payables

-

-

£2,211

£(2,211)

The Maternity Pathways deferred income had been initially netted of Trade and Other 

Receivables instead of being shown as deferred income

Total £ - £ -
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Appendix 2

Audit Differences

We are required to report any inconsistencies greater than £250,000 between the signed audited accounts and the consolidation data and details of any unadjusted errors or 

uncertainties in the data provided for intra-group and intra-government balances and transactions regardless of whether a Trust is a sampled or non-sampled component. 

There are no inconsistencies between the audited accounts and the consolidation data. The initial Agreement of Balances exercise with results on 3 May showed 9 differences 

over £250k (4 I&E and 5 Drs / Crs). Following resubmission with results on 17 May, there was only 1 remaining difference as shown below.

We have provided details of this remaining matter that we are reporting to the NAO as follows:

Counter party Type of 

balance/

transaction

Balance as per 

Trust (£’000)

Balance as per 

counter party 

(£’000)

Difference 

(£’000)

Comments on Difference

Hull CCG Debtor / 

Creditor

£32 £1,361 £1,329 This is an error in the AOB submission by HEYH –

Maternity Pathways.

It does not impact on the reported position in the Financial 

Statements.
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The purpose of this Appendix is to communicate all significant facts and matters that bear on KPMG LLP’s independence and objectivity and to inform you of the requirements of 

ISA 260 (UK and Ireland) Communication of Audit Matters to Those Charged with Governance.

Integrity, objectivity and independence

We are required to communicate to you in writing at least annually all significant facts and matters, including those related to the provision of non-audit services and the 

safeguards put in place that, in our professional judgement, may reasonably be thought to bear on KPMG LLP’s independence and the objectivity of the Engagement Lead and 

the audit team. 

We have considered the fees paid to us by the Trust for professional services provided by us during the reporting period. We are satisfied that our general procedures support 

our independence and objectivity. Where tax services have been provided to the Trust, these have been provided by a separate team. The scale of the tax work is not material 

to the Trust or the audit. 

General procedures to safeguard independence and objectivity

KPMG LLP is committed to being and being seen to be independent. As part of our ethics and independence policies, all KPMG LLP Audit Partners and staff annually confirm 

their compliance with our Ethics and Independence Manual including in particular that they have no prohibited shareholdings. 

Our Ethics and Independence Manual is fully consistent with the requirements of the Ethical Standards issued by the UK Auditing Practices Board. As a result we have 

underlying safeguards in place to maintain independence through: Instilling professional values, Communications, Internal accountability, Risk management and Independent 

reviews.

We would be happy to discuss any of these aspects of our procedures in more detail. There are no other matters that, in our professional judgement, bear on our independence 

which need to be disclosed to the Board.

Audit matters

We are required to comply with ISA (UK and Ireland) 260 Communication of Audit Matters to Those Charged with Governance when carrying out the audit of the accounts. 

ISA 260 requires that we consider the following audit matters and formally communicate them to those charged with governance:

• Relationships that may bear on the firm’s independence and the integrity and objectivity of the audit engagement lead and audit staff.

• The general approach and overall scope of the audit, including any expected limitations thereon, or any additional requirements.

• The selection of, or changes in, significant accounting policies and practices that have, or could have, a material effect on the Trust’s financial statements.

• The potential effect on the financial statements of any material risks and exposures, such as pending litigation, that are required to be disclosed in the financial statements.

• Audit adjustments, whether or not recorded by the entity that have, or could have, a material effect on the Trust’s financial statements.

Appendix 3

Auditor Independence
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• Material uncertainties related to events and conditions that may cast significant doubt on the Trust’s ability to continue as a going concern.

• Disagreements with management about matters that, individually or in aggregate, could be significant to the Trust’s financial statements or the auditor’s report. These 

communications include consideration of whether the matter has, or has not, been resolved and the significance of the matter.

• Expected modifications to the auditor’s report.

• Other matters warranting attention by those charged with governance, such as material weaknesses in internal control, questions regarding management integrity, and fraud 

involving management.

• Any other matters agreed upon in the terms of the audit engagement.

We continue to discharge these responsibilities through our attendance at Audit Committees, commentary and reporting and, in the case of uncorrected misstatements, through 

our request for management representations.

Auditor Declaration 

In relation to the audit of the financial statements of the Trust for the financial year ending 31 March 2017, we confirm that there were no relationships between KPMG LLP and 

the Trust, its directors and senior management and its affiliates that we consider may reasonably be thought to bear on the objectivity and independence of the audit 

engagement lead and audit staff. We also confirm that we have complied with Ethical Standards in relation to independence and objectivity.

Appendix 3

Auditor Independence
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We have summarised below the non-audit services that we have been engaged to provide, the estimated fee, the potential threats to auditor independence and the associated 

safeguards we have put in place to manage these. 

We have considered the ratio of audit to non-audit fees as required by the APB Ethical Standards. The principal threat which arises from fees from non-audit services which are 

large in absolute terms of relative to the audit fee is the perception of self-interest and advocacy. In this regard, we do not consider that the above ratio creates such a self-

interest or advocacy threat since the absolute level of non-audit fees is not significant to our firm as a whole and neither the audit partner nor members of the audit team are 

incentivised on, or rewarded in respect of, the provision of non-audit services to you. We believe that the question of perception is best addressed through appropriate disclosure 

as to use of the auditor for the provision of non-audit services in the Trust’s annual report.

Appendix 4

Other Auditor Fees

Description of non 

audit services

Estimated Fee 

2016/17 (all 

excluding VAT)

Potential threat to auditor independence Associated safeguards in place

Charitable Funds Audit £3,150 Appointment is made by PSAA along with statutory audit N/A

Quality Account Audit

(PSAA appointment)

£9,500 While there is a separate engagement letter, this is work 

normally undertaken by the external auditor and is not 

regarded as a potential threat to auditor independence.

N/A

Taxation compliance 

services

£9,356 Specific approval was given for this work by PSAA in a 

previous year covering both 2015/16 and 2016/17.  With 

regard to potential threats:

Self-review – potential conflict with audit work

Management – take decisions for management

Advocacy – adopt position compromising audit objectivity

Intimidation – auditor is subject to intimidation

Familiarity – personal relationships affect judgement 

Self-interest – fees could affect audit judgement.  

Safeguards exist regarding all threats.

This work is undertaken by a tax team and their management entirely 

separate from the audit team.; the  team provides advice only and the 

Trust remains responsible for taking decisions and pursuing recovery, 

claims are pursued on existing law and does not require new legal 

precedents to be pursued; the audit team is not aware of the outcome 

so it has no bearing on the audit, there are no personal relationships 

so judgement is not impaired; VAT compliance and recovery work and 

fees are not material to the audit. 

Other Non-Audit 

Services – contract 

reviews

£10,916 Potential threats would remain as stated above. Similar responses to above as work is again entirely undertaken by a 

team separate from the audit and not related to material areas in 

financial statements eg health roster / renal services.  

Total fees £32,922

Total fees as a 

percentage of the 

external audit fees

48.6%
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Appendix 5

KPMG Audit Quality Framework
Audit quality is at the core of everything we do at KPMG and we believe that it is not just about reaching the right opinion, but how we reach that opinion. To 

ensure that every partner and employee concentrates on the fundamental skills and behaviours required to deliver an appropriate and independent opinion, we 

have developed our global Audit Quality Framework

- Comprehensive effective monitoring processes

- Proactive identification of emerging risks and 
opportunities to improve quality and provide insights

- Obtain feedback from key stakeholders

- Evaluate and appropriately respond to feedback and 
findings Strategy

Interim 
fieldwork

Statutory 
reporting

Debrief

- Professional judgement and scepticism 

- Direction, supervision and review

- Ongoing mentoring and on the job coaching

- Critical assessment of audit evidence

- Appropriately supported and 
documented conclusions

- Relationships built on mutual respect

- Insightful, open and honest two way communications

- Technical training and support

- Accreditation and licensing 

- Access to specialist networks

- Consultation processes

- Business understanding and industry knowledge

- Capacity to deliver valued insights

- Select clients within risk tolerance

- Manage audit responses to risk

- Robust client and engagement acceptance and 
continuance processes

- Client portfolio management

- Recruitment, promotion, retention

- Development of core competencies, skills and 
personal qualities

- Recognition and reward for quality work

- Capacity and resource management 

- Assignment of team members and specialists 

- KPMG Audit and Risk Management Manuals

- Audit technology tools, templates and guidance

- Independence policies

Commitment to 
continuous 

improvement–

Association with 
the right clients

Clear standards and 
robust audit tools

Recruitment, 
development and 

assignment of 
appropriately 

qualified personnel

Commitment 
to technical 
excellence 

and quality service 
delivery

Performance of 
effective and 

efficient audits
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HULL AND EAST YORKSHIRE HOSPITALS NHS TRUST 
 

EXTRAORDINARYTRUST BOARD 25 MAY 2017 
 

LETTER OF REPRESENTATION FOR THE 2016/17 
 

ANNUAL ACCOUNTS 
 
 
 
1. PURPOSE 

The Board is asked to formally acknowledge and consider the assurances given 
to the auditors by the Chief Financial Officer and Chair of the Audit committee on 
behalf of the Board. The assurances are in relation to the Annual Accounts for 
the year ending 31 March 2016. 

 
2. SUMMARY 

Auditing Standards require that auditors obtain written confirmation of 
representations from Management before they issue their opinion on the financial 
statements. 
 
A copy of the letter containing the representations is attached as appendix one. 
The letter has been considered, and the representations acknowledged by the 
Audit Committee at their meeting on 25 May 2016, 
 

3. RECOMMENDATION 
The Board is asked to formally acknowledge the assurances given to the 
Auditors by the Chief Financial Officer and Chair of the Audit Committee on 
behalf of the Board. 

 
 
 
 

Lee Bond 
Chief Financial officer  

 
 

25 May 2017 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 
Appendix one 

Mr John Prentice  
KPMG LLP 
1 Sovereign Street 
Leeds 
LS1 4DA         25 May 2017 
 
Dear John  
 
 
Management Representation for Hull and East Yorkshire Hospitals NHS Trust for 
31 March 2017 Financial Statements 
 

This representations letter is provided in connection with your audit of the financial 
statements of Hull and East Yorkshire Hospitals NHS Trust (“the Trust”), for the year 
ended 31 March 2017, for the purpose of expressing an opinion: 

• as to whether these financial statements give a true and fair view of the state of the 
financial position of the Trust as at 31 March 2017 and of the Trust’s income and 
expenditure for the financial year then ended; and 

• whether the Trust’s financial statements have been prepared in accordance with the 
Department of Health Group Accounting Manual (GAM). 

These financial statements comprise the Statement of Financial Position, the Statement 
of Comprehensive Income, the Statement of Cash Flows, the Statement of Changes in 
Taxpayers Equity and notes, comprising a summary of significant accounting policies 
and other explanatory notes. 

The Board confirms that the representations it makes in this letter are in accordance with 
the definitions set out in the Appendix to this letter. 

The Board confirms that, to the best of its knowledge and belief, having made such 
inquiries as it considered necessary for the purpose of appropriately informing itself: 

Financial statements 

1. The Board has fulfilled its responsibilities for the preparation of financial statements 
that: 

i. give a true and fair view of the financial position of the Trust as at 31 March 
2017 and of the Trust’s income and expenditure for that financial year; and 

ii. have been prepared in accordance with the GAM 2016/17. 

The financial statements have been prepared on a going concern basis. 

2. Measurement methods and significant assumptions used by the Board in making 
accounting estimates, including those measured at fair value, are reasonable. 

3. All events subsequent to the date of the financial statements and for which IAS 10 
Events after the reporting period requires adjustment or disclosure have been 
adjusted or disclosed. 

4. The effects of uncorrected misstatements are immaterial, both individually and in 
aggregate, to the financial statements as a whole.  There are no uncorrected 
adjustments above £250k following the audit of the 2016/17 financial statements. 



 

 

5.   The Board has provided you with: 

• access to all information of which it is aware, that is relevant to the preparation of 
the financial statements, such as records, documentation and other matters;  

• additional information that you have requested from the Board for the purpose of 
the audit; and 

• unrestricted access to persons within the Trust from whom you determined it 
necessary to obtain audit evidence. 

6.   All transactions have been recorded in the accounting records and are reflected in 
the financial statements. 

7. The Board confirms the following: 

i. The Board has disclosed to you the results of its assessment of the risk that the 
financial statements may be materially misstated as a result of fraud. 

Included in the Appendix to this letter are the definition of fraud, including 
misstatement arising from fraudulent financial reporting and from 
misappropriation of assets. 

ii. The Board has disclosed to you all information in relation to: 

a) Fraud or suspected fraud that it is aware of and that affects the Trust and 
involves:  

• management; 

• employees who have significant roles in internal control; or 

• others where the fraud could have a material effect on the financial 
statements; and  

b) allegations of fraud, or suspected fraud, affecting the Trust’s financial 
statements communicated by employees, former employees, analysts, 
regulators or others. 

In respect of the above, the Board acknowledges its responsibility for such 
internal control as it determines necessary for the preparation of financial 
statements that are free from material misstatement, whether due to fraud or 
error.  In particular, the Board acknowledges its responsibility for the design, 
implementation and maintenance of internal control to prevent and detect fraud 
and error. 

 

8.   The Board has disclosed to you all known instances of non-compliance or suspected 
non-compliance with laws and regulations whose effects should be considered when 
preparing the financial statements.   

9.     The Board has disclosed to you and has appropriately accounted for and/or 
disclosed in the financial statements, in accordance with IAS 37 Provisions, 
Contingent Liabilities and Contingent Assets, all known actual or possible litigation 
and claims whose effects should be considered when preparing the financial 
statements.   



 

10. The Board has disclosed to you the identity of the Trust’s related parties and all the 
related party relationships and transactions of which it is aware.  All related party 
relationships and transactions have been appropriately accounted for and disclosed 
in accordance with IAS 24 Related Party Disclosures.  Included in the Appendix to 
this letter are the definitions of both a related party and a related party transaction as 
we understand them and as defined in IAS 24. 

11. The Board confirms that all intra-NHS balances included in the Statement of 
Financial Position (SOFP) at 31 March 2017 in excess of £100,000 have been 
disclosed to you and that the Trust has complied with the requirements of the Intra 
NHS Agreement of Balances Exercise.  The Board confirms that Intra-NHS balances 
includes all balances with NHS counterparties, regardless of whether these balances 
are reported within those SOFP classifications formally deemed to be included within 
the Agreement of Balances exercise. 

12.  The Board confirms that:  

a) The financial statements disclose all of the key risk factors, assumptions made 
and uncertainties surrounding the Trust’s ability to continue as a going concern 
as required to provide a true and fair view.. 

b) Any uncertainties disclosed are not considered to be material and therefore do 
not cast significant doubt on the ability of the Trust to continue as a going 
concern. 

13.  The Trust is required to consolidate any NHS charitable funds which are determined 
to be subsidiaries of the Trust.  The decision on whether to consolidate is dependent 
upon the financial materiality and governance arrangements of the charitable funds.  
The Board confirms that, having considered these factors, it is satisfied that the 
charitable funds should not be consolidated. 

 

This letter was tabled and agreed at the meeting of the Board of Directors on 25 May 
2017. 

Yours sincerely 

 

 

Lee Bond      Martin Gore 

 
Chief Financial Officer    Chair of Audit Committee 

 

for and on behalf of the Board of Hull and East Yorkshire Hospitals NHS Trust 



 

Appendix to the Board Representations Letter: Definitions 

Financial Statements 

IAS 1.10 states that a complete set of financial statements comprises: 

• a statement of financial position as at the end of the period; 

• a statement of comprehensive income for the period; 

• a statement of changes in equity for the period; 

• a statement of cash flows for the period; 

• notes, comprising a summary of significant accounting policies and other explanatory 
information; 

• comparative information in respect of the previous period; and  

• a statement of financial position as at the beginning of the earliest comparative period 
when an entity applies an accounting policy retrospectively or makes a retrospective 
restatement of items in its financial statements, or when it reclassifies items in its 
financial statements.   

Material Matters 

Certain representations in this letter are described as being limited to matters that are 
material. 

IAS 1.7 and IAS 8.5 state that: 

“Material omissions or misstatements of items are material if they could, individually or 
collectively, influence the economic decisions that users make on the basis of the 
financial statements.  Materiality depends on the size and nature of the omission or 
misstatement judged in the surrounding circumstances.  The size or nature of the item, 
or a combination of both, could be the determining factor.” 

Fraud 

Fraudulent financial reporting involves intentional misstatements including omissions of 
amounts or disclosures in financial statements to deceive financial statement users. 

Misappropriation of assets involves the theft of an entity’s assets.  It is often 
accompanied by false or misleading records or documents in order to conceal the fact 
that the assets are missing or have been pledged without proper authorisation. 

Error 

An error is an unintentional misstatement in financial statements, including the omission 
of an amount or a disclosure. 

Prior period errors are omissions from, and misstatements in, the entity’s financial 
statements for one or more prior periods arising from a failure to use, or misuse of, 
reliable information that: 

a) was available when financial statements for those periods were authorised for issue; 
and 

b) could reasonably be expected to have been obtained and taken into account in the 
preparation and presentation of those financial statements. 



 

Such errors include the effects of mathematical mistakes, mistakes in applying 
accounting policies, oversights or misinterpretations of facts, and fraud. 

Management 

For the purposes of this letter, references to “management” should be read as 
“management and, where appropriate, those charged with governance”. 

 

Related parties 

A related party is a person or entity that is related to the entity that is preparing its 
financial statements (referred to in IAS 24 Related Party Disclosures as the “reporting 
entity”). 

a) A person or a close member of that person’s family is related to a reporting entity if 
that person: 

i. has control or joint control over the reporting entity;  

ii. has significant influence over the reporting entity; or  

iii. is a member of the key management personnel of the reporting entity or of a 
parent of the reporting entity. 

b) An entity is related to a reporting entity if any of the following conditions applies: 

i. The entity and the reporting entity are members of the same group (which means 
that each parent, subsidiary and fellow subsidiary is related to the others). 

ii. One entity is an associate or joint venture of the other entity (or an associate or 
joint venture of a member of a group of which the other entity is a member). 

iii. Both entities are joint ventures of the same third party. 

iv. One entity is a joint venture of a third entity and the other entity is an associate of 
the third entity. 

v. The entity is a post-employment benefit plan for the benefit of employees of 
either the reporting entity or an entity related to the reporting entity.  If the 
reporting entity is itself such a plan, the sponsoring employers are also related 
to the reporting entity. 

vi. The entity is controlled, or jointly controlled by a person identified in (a). 

vii. A person identified in (a)(i) has significant influence over the entity or is a 
member of the key management personnel of the entity (or of a parent of the 
entity). 

Related party transaction 

A transfer of resources, services or obligations between a reporting entity and a related 
party, regardless of whether a price is charged. 
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PERFORMANCE REPORT 
 
This section of our Annual Report provides information about the Trust including its vision and 
values, the services that we provide and who we provide those services to. It also contains an 
overview of the challenges we face and how we are addressing them.  
 
Statement from the Chief Executive  
 
I am pleased to be reporting on our performance and achievements in 2016/17.  
 
In last year’s Annual Report, I was pleased to reflect on the progress we had started to make 
through a programme of cultural change, to create the right environment for our staff to be able 
to deliver excellent patient care to the people we serve. I consider that we have continued to 
make excellent progress in the last year and this is seen in the results of the national staff 
survey, the national patient survey and also our own quarterly staff cultural surveys.  
 
We are seeing further benefits from our programme of cultural change being translated in to 
improved performance and staff morale.  Following the opening of a new Emergency 
Department during the previous year, we have implemented new pathways and models of care, 
with a particular focus on the assessment and treatment of frail, elderly patients.  We sustained 
good performance compared with the national picture during the winter months, due to robust 
leadership in the Emergency Department and the support of Health Groups and management 
teams across the organisation, as well as working more closely with our partner organisations.  
At the close of the year, saw Emergency Department performance at over 90%, surpassing 
NHS England’s nationally-set target for performance at year-end.  Our focus in 2017/18 will be 
to sustain performance above 90% each month, and to meet the national target of 95% at the 
end of March 2018. 
 
We have also made steady progress in modelling our performance against the 18 week 
treatment standard and the cancer standards. Whilst we did not meet the 18-week trajectories 
agreed with NHS Improvement and commissioners, we have made progress against waiting 
times, including understanding and starting to address waiting list backlogs for follow-up 
patients.  I am nevertheless sorry that some patients have had to wait longer than they should 
have. With the input of the Intensive Support Team, we have modelled our elective pathways to 
understand what our sustainable waiting list sizes and times should be, and will be working 
towards achieving updated RTT trajectories in 2017/18.    
 
In June and July 2016, the Trust had a comprehensive inspection by the Care Quality 
Commission (CQC), which followed from the previous comprehensive inspection in 2014 and 
focussed re-inspection in 2015.  The Trust is still rated as ‘requires improvement’ but received 
positive feedback from the CQC on progress that has been seen in the last two years.  This is 
seen in the published report, wherein the Trust has no areas rated as ‘inadequate’ and has 
moved more ratings in individual areas to ‘good’.  Inspectors highlighted the improvement in the 
Emergency Department, and confirmed the quality of care as ‘good’ in Emergency care, end of 
life care and children and young people’s services, and noted many areas of good practice.  
The Trust maintained a rating of caring as ‘good’ overall.  The CQC identified 23 ‘must do’ and 
10 ‘should do’ actions from the 2016 inspection and these are all included in the Trust’s updated 
Quality Improvement Plan. 
  
In relation to our financial performance, The Trust has delivered against all three of its statutory 
financial targets: delivery of break-even, the Capital Resource Limit and External Financing 
Limit. At the end of the year, the Trust reported a small surplus of £70,000, based on delivering 
a Trust surplus of £35,000, which is then matched by incentive funding from NHS Improvement.  
However, this year-end position was reached through the use of non-sustainable financial 
measures, therefore we do not under-estimate the financial challenge in the year ahead.   
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Our staff have reported that the Trust is a better place to work, and that the culture of the 
organisation has become more focussed on patient care and safety, continuous improvement 
and accountability.  We know that there is more we must do to ensure more of our staff feel this 
too over the next year. Our vision of Great Staff, Great Care, Great Future, continues to drive 
the work we do and I am proud of the many Moments of Magic our staff have given to our 
patients, culminating in our annual staff Golden Heart awards.  I am pleased with the progress 
we have made in 2016/17 and look forward to making further improvements for our patients in 
the forthcoming year.   
 
 
 
 
 
Chris Long  
Chief Executive  
May 2017  
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Purpose and activities of the Trust  
 
1.  Introduction  
Hull and East Yorkshire Hospitals NHS Trust (HEY Trust) is a large acute Trust situated in 
Kingston upon Hull and the East Riding of Yorkshire.   The Trust was established in October 
1999 through the merger of the former Royal Hull Hospitals and East Yorkshire Hospitals NHS 
Trusts.  We employ just over 7,093 WTE staff, have an annual turnover of £555m and we have 
two main sites.  
 
The two main hospital sites are the Hull Royal Infirmary and Castle Hill Hospital. Outpatient 
services are also delivered from locations across the local health economy area.  
 
2. Services provided  
We provide a full range of urgent and planned general hospital services, covering the major 
medical and surgical specialties, routine and specialist diagnostic services and other clinical 
support services. These secondary care services are provided to a to a catchment population of 
approximately 600,000 in the Hull and East Riding of Yorkshire area.   
 
The Trust also provides specialist and tertiary services to a catchment population of between 
1.05 million and 1.25 million extending from Scarborough in North Yorkshire to Grimsby and 
Scunthorpe in North East and North Lincolnshire respectively.  The only major services not 
provided locally are transplant surgery, major burns and some specialist paediatric services. 
The Trust is a designated as a Cancer Centre, Cardiac Centre, Vascular Centre and, Major 
Trauma Centre.  
 
The Trust is also a university teaching hospital and a partner in the Hull York Medical School. 
 
In 2016/17 we provided the following services:  
 

• We assessed 147,092 people who attended our Emergency Departments (131,805 
attended Hull Royal Infirmary and 15,287 attended Beverly Minor Injuries Unit)   

• We had 727,902 attendances at our outpatient clinics 
• We admitted 153,370 patients to our wards 
• A further 14,330 re-attended our wards for a planned review following treatment   

 
2.  Vision, values and goals of the Trust  
The vision of the Trust is ‘Great Staff, Great Care, Great Future’. We believe that by developing 
an innovative, skilled and caring workforce, we can deliver great care to our patients and a great 
future for our employees, our Trust and our community. We have developed seven long term 
goals 
 

• Honest, caring and accountable culture 
• Valued, skilled and sufficient workforce  
• High quality care 
• Great local services 
• Great specialist services 
• Partnership and integrated services  
• Financial sustainability. 

 
We have developed a set of organisational values – ‘Care, Honesty, Accountability’ in 
conjunction with our staff and these form the basis of a Staff Charter which sets out the 
behaviours which staff expect from each other and what staff can expect from the Trust in 
return.   
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3.  Our catchment population  
The local health system served by the Trust centres on the City of Kingston Upon Hull, its 
suburbs and the surrounding East Riding of Yorkshire, a rural area containing a number of 
market towns.   
 
Hull is a geographically compact city of approximately 270,000 people. It was identified as the 
third most deprived local authority in England in 2015 (Index of Multiple Deprivation, 
Department of Communities and Local Government).  The health of people in Hull is generally 
worse than the England average, with life expectancy for both men and women being lower 
than the England average.  
 
The East Riding of Yorkshire is predominantly a rural area populated by approximately 342,000 
people. The geography of the East Riding makes it difficult for some people to access services. 
Life expectancy for men is higher than the England average. A larger proportion of the East 
Riding population is over 65 years of age compared to Hull.   
 
Whilst the ethnicity of the two populations is predominantly white, Hull has a higher percentage 
of residents who are either South Asian, Black, mixed race, Chinese or other origin.   
 
Although the two local authority areas are very different in their patient populations, health 
profiles, geographical landscape and distribution, common themes have emerged in respect 
addressing health inequalities, prevention and management of long term conditions.  The higher 
incidence of deprivation in Hull and the ageing and increasing population of the East Riding 
requires the Trust to tailor its services to meet the needs of these two very different patient 
populations.  
 
In order to address these challenges, the Trust is working with Clinical Commissioning Groups 
(CCGs) and health and care provider colleagues to develop integrated patient care pathways. 
We recognise that in order to improve services that we have to work together. We want to 
improve services for the frail elderly, patients with cardiac problems, those who have had a 
stroke and people who need cancer care. We also recognise that not all care will be delivered in 
hospital settings and that care will be delivered from an increasing number of community 
settings across Hull and the East Riding of Yorkshire.  
 
Key issues and risks that could affect the Trust in  delivering its objectives   
The Trust faced a challenging year in 2016/17 but has made some progress in addressing the 
key issues. This section of the annual report sets out the background to the issues, the risk that 
they pose and the action we are taking.   
 
The Care Quality Commission undertook a comprehensive inspection of the Trust in June 2016. 
The Trust maintained its rating of ‘requires improvement’, however the CQC inspection team 
noted good progress had been made in addressing the recommendations from the focussed re- 
inspection in May 2015 and the previous comprehensive inspection since 2014; the three areas 
rated as ‘inadequate’ all improved their ratings in the 2016 inspection and the overall number of 
‘good’ ratings improved.   A constructive Quality Summit was held in March 2017 to receive the 
formal feedback of the CQC with partner organisations; the Trust recognises the risk that a 
CQC rating below ‘good’ poses to patient and staff confidence, and to the reputation of the 
Trust. 
 
The Trust did not deliver all elements of the national waiting times targets in emergency care, 
for elective patients and for cancer patients. During the year, new pathways for emergency 
medical patients were introduced and positive progress was seen in the Emergency Care 
standards throughout the year, and in particular at the end of the year, which we plan to 
maintain and improve further, learning lessons from this year.  We have also had external 
support to break down waiting times for our elective pathways, and to put in place plans to 
reach sustainable waiting list sizes and times in 2017/18.  The growth in demand on our 
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services, and the impact this has had in being able to meet all NHS Constitutional standards 
has been acknowledged by our commissioners and regulator; we move in to 2017/18 with an 
Aligned Incentives Contract with our two local commissioners to work in more partnership to 
better manage within our local health economy resources. 
 
In 2016, the Trust worked as a partner within the Humber Coast and Vale Sustainability and 
Transformation Plan (STP). The STP was published in September 2016 and the Trust is leading 
the acute trust work stream to support the work of the STP, and is also a member of the Hull 
Place Based Strategic Partnership Board and the East Riding Better Care Fund Transformation 
Board.    
 
The Trust worked with a deficit position into 2016/17, which was managed through £14 million 
Sustainable Transformation Fund support, which was achieved through meeting financial and 
performance targets.  Financial constraints will continue to be very challenging for health 
services in the coming years as the gap between forecast costs and the availability of funding is 
likely to grow. The Trust delivered 78% of its cost savings programme in 2016/17 and will need 
to find further savings in 2017/18, including work on the Trust’s cost base.  The Trust is working 
through recommendations of the Lord Carter Efficiency Review in addition to pursuing its own 
analysis of opportunities for increasing productivity and reducing cost.   
 
The Trust faced difficulties in 2016/17 in recruiting staff in a number of key areas particularly 
Consultants in Emergency Medicine, Acute Medicine and Elderly Medicine. Whilst these 
problems are not unique to our Trust we have an additional challenge due to our relative 
geographic isolation. The Trust has seen positive benefits from its new approach to recruitment, 
through its Remarkable People, Extraordinary Place campaign, which will be used further in 
2017/18 to recruit in target staff groups, particularly key nursing and medical staff groups 
  
The Trust is has made positive progress in its major programme of cultural change. The culture 
and reputation of the Trust had had a negative impact on staff recruitment, retention and morale 
but staff and patient surveys in 2016/17 showed significant progress in addressing negative 
aspects of the Trust’s culture and bringing about positive change. For the first time, the Trust 
had 13 of 22 responses in the national staff survey in the top 20 percent of Trusts and the Trust 
has shown improvement in its staff engagement scores in each quarterly local staff survey, as 
well as in the national staff survey.  There is further work to do in 2017/18 to improve scores 
and better engage staff who are reporting lower levels of satisfaction, which will in turn have a 
positive impact on the Trust as a place to work and to deliver high-quality care. 
 
Performance Summary   
The year-end performance against the Trust’s key ‘responsiveness’ indicators met the required 
standards for the following areas*: 

• 12 hour trolley breaches  
• Delayed Transfers of Care 
• 31-day Cancer Standard 
• 31-day Subsequent Radiotherapy cancer standard 
• Stroke 60 minutes target 
• Stroke Care 

 
The year-end performance against the Trust’s key ‘responsiveness’ indicators did not meet the 
required standards for the following areas*: 
 

• The 95% 4-hour Emergency Care Standard; 
• The 31 day Subsequent Surgery Cancer Standard; 
• The 62 day Referral to Treatment Cancer Standard; 
• The 62 day Screening Referral to Treatment Cancer Standard; 
• The RTT Incomplete standard;  
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• 52 week breach standard; 
• Patients not treated within 28 days of last minute cancellation standard; 
• Diagnostic 6 week wait standard      

 
(*Cancer data available up to February 2017 at the time of writing) 
 
The year-end performance against the Trust’s key ‘’safe’ indicators met the required standards 
for the following areas: 
 

• Potential under-reporting of patient safety incidents 
• Patient safety alerts outstanding 
• Mixed sex accommodations breaches 
• clostridium difficile cases 
• Year-end position for emergency caesarean sections 

 
The year-end performance against the Trust’s key ‘’safe’ indicators did not meet the required 
standards for the following areas: 

• VTE risk assessment 
 
There were zero tolerance targets for 2016/17 against the following ‘safe’ indicators.  The Trust 
did not have zero cases in either category: 

• MRSA bacteraemia – 2 cases reported in 2016/17, one of which was attributed to 
another Trust by NHS England 

• Never Events – 2 Never Events were reported in 2016/17  
 
The year-end performance against the Trust’s key ‘’effective’ indicators met the required 
standards for the following areas: 

• Hospital Standardised Mortality Rate (HSMR) at year-end 
• 30 day re-admissions   

 
The year-end performance against the Trust’s key ‘’effective’ indicators did not meet the 
required standards for the following areas: 

• Hospital Standardised Mortality Rate (HSMR) weekends at year-end (this was met 
during the year but increased at the December 2016 measurement point in winter) 

 
The year-end performance against the Trust’s key ‘’caring’ indicators met the required 
standards for the following areas: 

• Inpatient Friends and Family test scores above the NHS England average 
• Year-end Friends and Family test score above the NHS England average for A&E 
• Maternity Friends and Family test scores above the NHS England average 

 
The year-end performance against the Trust’s key ‘caring’ indicators did not meet the required 
standards for the following areas: 

• None 
 
 
There is more detailed analysis against performance further on in this annual report.  
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PERFORMANCE ANALYSIS 
This section of the Annual Report sets out our most important performance measures and tells 
you how we did against them in 2016/17. They have been presented under our Trust’s vision: 
Great Staff, Great Care, Great Future 
 
GREAT STAFF  
Our staff are our greatest asset. Valuing, engaging and developing our staff is by far the most 
powerful approach we can have to achieving our vision. In 2014, we began to work to improve 
our culture beginning with the development of a new set of values for the organisation and 
chosen by our staff. This work has continued over the last two years. Our Chief Executive has 
made improving the organisation’s culture his top priority and launched an ambitious 
programme of initiatives designed to create an environment true to our new values. The positive 
impact of this work has been recognised in our staff in the 2016 national staff survey.  
 
There are 32 key findings in the national staff survey and an overall staff engagement score. 
Possible scores for the overall engagement score range from 1 to 5, with one indicating that 
staff are poorly engaged (with their work, their team and their Trust) and 5 indicting that staff are 
highly engaged. This compares with our score in 2015 was 3.74 which in itself was a significant 
improvement in one year compared to 3.54 in 2014. Our performance is still just below the 
national average for acute trusts (3.79) and it is anticipated that this will improve further in the 
2016 staff survey as our local survey results are showing positive progress.   
 
When compared with similar type organisations for all 32 key findings the Trust’s benchmarked 
performance has improved, with the number of scores in the top 20% increasing by over 100%: 
 

2016 
In the top 20% for 13 key findings 
In the middle 60% for 7 key findings 
In the bottom 20% for 12 key findings 
 
2015 
In the top 20% for six key findings 
In the middle 60% for nine key findings 
In the bottom 20% for 17 key findings 

 
Performance is deemed to have improved significantly against five key findings: 
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The findings in which the Trust was in the top 20% of Trusts in 2016 are: 
• Percentage of staff appraised in the last year 
• Percentage of staff experiencing discrimination at work 
• Percentage of staff believing the organisation provides equal opportunities 
• Percentage of staff witnessing potentially harmful errors 
• Fairness and effectiveness of procedures for reporting errors 
• Staff confidence and security in reporting unsafe clinical practice 
• Percentage of staff attending work despite feeling unwell 
• Percentage of staff satisfied with flexible working opportunities 
• Percentage of staff working extra hours 
• Satisfaction with resourcing and support 
• Satisfaction with quality of work they are able to deliver 
• Percentage of staff experiencing physical violence from patients or the public 
• Percentage of staff experiencing harassment, bullying or abuse from patients or the public 
 
The Trust is deemed to have improved significantly against these findings: 
• Percentage of staff attending work in the last 3 months despite feeling unwell because 

they felt pressure from their manager, colleagues or themselves 
• Percentage of staff feeling unwell due to work related stress in the last 12 months 
• Percentage of staff witnessing potentially harmful errors, near misses or incidents in last 

month 
• Percentage of staff experiencing harassment, bullying or abuse from staff in last 12 

months 
• Percentage of staff appraised in last 12 months 
 
The Trust’s bottom five ranking scores were 
• Percentage of staff staff experiencing harassment, bullying or abuse from staff in the last 

12 months 
• Organisation and management interest in and action on health and wellbeing 
• Percentage of staff feeling unwell due to work related stress in the last 12 months 
• Percentage of staff reporting potentially harmful errors, near misses or incidents in the last 

month 
• Staff recommendation of the Trust as a place to work or receive care or treatment 
 
Despite being one of the worst ranking scores KF26 (% staff experiencing harassment, bullying 
or abuse from staff in last 12 months), is one of the Trust’s most improved scores, a statistically 
significant shift from 38% in 2015 to 31% in 2016.  It nevertheless remains too high and we will 
continue to focus on improving our staff experience at work. 
 
KF29 (% staff reporting errors in the last month) has also improved by two percentage points 
since the last survey from 87% to 89%, and is now only one percentage point behind the 
national average. To put this into context the Trust is in the middle 60% of Trusts in terms of 
volumes of incidents reported and harm caused to patients. 
 
The Trust has not seen deterioration in any of the key findings in the staff survey.  
 
In response to the 2016 results, three objectives have been approved by the Trust Board: 
• Objective 1 - Trust performance in the National Staff Survey will be in the top 20% of trusts in 

the UK by February 2019, on publication of the 2018 survey results. The overall score for 
engagement will be the key performance indicator in this respect. 

• Objective 2 - Medical and dental engagement will be in the top 20% trusts by February 2020 
on publication of the 2019 results. 
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• Objective 3 - Scores for non-clinical staff (including Corporate and Estates, Facilities and 
Development will be comparable to those of the best performing Health Group by publication 
of the 2018 results. 

 
In order to achieve the objectives set out above, a Staff Survey Working Group has been 
established. This includes membership from all Health Groups and Directorates, and has been 
extended to include medical and nursing members. The Head of Therapies has also been 
invited to join the group in an effort to learn from areas of excellent practice and shift at some 
focus on to best practice. A standing agenda item for the group will be ‘learning from 
excellence’. The group will meet monthly and report to the Workforce Transformation 
Committee. An action plan has been agreed and will be continuously updated following further 
discussions with specific areas of the workforce. These discussions will include “all staff” focus 
groups, workshops with our disabled workforce, a focus on good practice in therapies and 
specific interventions for the medical and dental workforce as well as the Estates, Facilities and 
Development directorate. 
 
Senior manager briefing sessions will be held throughout May-August for the 800 band 7+ 
managers we employ. These will set out our intended objective and expectations of managers 
in all areas to deliver the objective. 
 
A separate group focusing specifically on medical engagement and accountability has been 
established with medical membership from all Health Groups. The first meeting of this group 
was held in March. The discussion built upon feedback from a workshop with triumvirates and 
clinical directors held in December, with five clear themes emerging: 
 
1: Basic needs : Car parking, office accommodation, admin/secretarial support, training and 
development, organisational respect, SPA time  
2: Clarity of roles : Job descriptions, appraisals, job planning/team planning  
3: Structures : Sharing the workload, clinical hierarchy  
4: Relationships : Secretaries, business/service managers, networking, consultants' forum, 
team working  
5: Accountability:  Empowerment and authorisation, removal of centralised unilateral decision-
making, hand back control over waiting lists 
 
The group, led by the Chief Medical Officer and Director of Workforce and Organisational 
Development, will continue to meet monthly to develop a robust plan of action, based on the five 
themes. The action plan will be discussed by and approved at both the LNC and Trust Board. 
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Staff Advice and Liaison Service (SALS) 
 
Since the launch of SALS in January 2015 there have been 130 contacts in total, either via 
email, telephone or face to face and a total of 47 contacts have been received from April 2016 
to March 2017, this is a decrease of 16% from the previous financial year.  The most common 
themes continue to involve difficult working relations, work pressures causing significant 
impacts on stress levels and staff being discourage from raising incidents.   

 
Memb
ers of 
staff 
who 
contac
t the 
SALS 
servic
e are 
able 
to 
speak 
in 
confid
ence 
regard

ing their issues.  Advice is given regarding further support available within the Trust and the 
caller is signposted to the most appropriate service for further help and support with consent. 
 
Golden Hearts nominations 
The sixth annual Golden Hearts awards ceremony took place on 20th May 2016 to celebrate 
teams and individuals who go the extra mile for their patients, colleagues and services.  
Held at the Willerby Manor Hotel, more than 300 people attended to see 15 awards given out to 
our very worthy winners. A number of the awards handed out were new for this year, including 
the Lessons Learned Award, the PACT Award for Cultural Transformation and Team Spirit, and 
the Lifetime Achievement Award, which went to Palliative Care Nurse, Steve Morris.  
Fiona Dwyer of ITV Calendar News hosted the awards ceremony for us, and a total of £700 was 
raised during the interval for her chosen charity, the SAMMI Fund, which supports people 
affected by spinal injury. 
 
Guests were also treated to two stunning performances from the HEY Let’s Sing Choir.  
A full list of 2016 Golden Hearts winners and runners up can be found below: 
 
1. Making It Better 
Winner:  ED Pathology Diagnostics Team  
Runners up:  

• Critical Care Team 
• Neurosurgical Physiotherapy Team  

 
2. Great Leader 
Winner: Julie Nicholson, Sterile Services 
Runners up:  

• Nick Gregory, Programme Manager, Retinal Screening 
• Donna Major, Clinical Skills Manager 

 
3. PACT Award for Positive Culture and Team Spirit 
Winner: Nicola Gilchrist and the Physio Team 
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Runners up:  
• 13th Floor, HRI  
• Ward 10 Staff (Winter Ward)  

 
4. Lessons Learned   
Winner: Ward 9, HRI  
Runners up:  

• Matthew Smith, Paediatric Services  
• Sam Davies, Ward 4 

 
5. Stronger Together: Partnership Working 
Winner:  Chris Yates and the National Pathology Week Team  
Runners up: 

• Critical Care Support Group  
• Orthotics Department  

 
6. Apprentice of the Year 
Winner:  Jamie-Lee Lister, Estates Team 
Runners up:  

• Emily Clappison, Clinical Skills 
• Alexander Bampton, Critical Care  

 
7. Mentor of the Year 
Winner:  Kevin Liddall, Occupational Therapist 
Runners up: 

• Susan Smith, Ophthalmology Outpatients 
• Tara Woffindin, Sister 

 
8. Proud of Our Staff: Moments of Magic 
Winner:  Andrea Mellor, Mortuary & Bereavement Services 
Runners up:  

• Kirsty McKenna, Matron  
• Sarah Padwick, Medical Secretary 

 
9. Outstanding Individual of the Year – Scientific,  Technical and Therapeutic  
Winner: Dr Angela Green, Clinical Research Therapist 
Runners up: 

• Ann Kristensen, Senior Clinical Pharmacist 
• Melanie Chudley, Senior Physiotherapist  

 
10. Outstanding Individual of the Year – Medical  
Winner: 

• Mr Stephen Crank, Oral and Maxillofacial Consultant  
Runners up:  

• Dr Anita Samaan, Consultant Anaesthetist  
• Peter Pairaudeau, Neonatal Consultant 

 
11. Outstanding Individual of the Year – Non Clinic al  
Winner:   

• Diane Carter, Ward Housekeeper 
Runners up:  

• Victoria Seaton, Admin Supervisor 
• Lucy Ellyard, Project Officer  

 
12. Outstanding Individual of the Year – Nursing an d Midwifery  
Winner: Chris Venton, Dementia Lead Nurse 
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Runners up: 
• Christiana Oji, Midwife 
• Jill Atkinson, Community Midwife 

 
13. Outstanding Team of the Year: Non-Clinical 
Winner:  Patient Experience Team  
Runners up:  

• Humber Diabetic Eye Screening Team  
• PaCT Steering Group  

 
14. Outstanding Team of the Year: Clinical 
Winner:  Service Improvement Team, Theatres  
Runners up:  

• Operating Department Practitioners  
• SABR Implementation Team  

 
15. Lifetime Achievement Award 
Winner:  Steve Morris, Palliative Care Nurse 
Runners up: 

• Dr Ewan Masson, Consultant Endocrinologist 
• Mr Verne Johnson, Consultant Orthopaedic Surgeon 

 
Further information about our staff is set out in the Remuneration and Staff section of this 
Annual Report.   
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GREAT CARE  
The Trust uses a number of performance indicators to measure the quality of care that it 
provides to its patients. The Trust sets its own quality and safety priorities, following consultation 
with stakeholders and these are published in the Trust’s Quality Accounts. In addition, the Trust 
Development Authority (now NHS Improvement) has a number of mandated indicators which 
cover patient safety, infection control, clinical effectiveness, maternity, patient experience and 
NHS Constitution standards.   
 
Quality Accounts 2016/17 
Each year the Trust publishes its Quality Accounts. These contain the details of the quality and 
safety priorities for 2016/17 and how we performed against them. The Quality Accounts are 
published on NHS Choices webpage and also on the Trust’s website.  The Quality Accounts are 
published by 30 June and this Annual Report should be read in conjunction with the Quality 
Accounts.  
 
Patient Safety 
 
Single Oversight Framework (SOF) indicators 2016/17 : 

Domain Indicator Standard Apr-16 May-16 Jun-16 Jul-16 Aug- 16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 2016/17

Safe
Occurrence of any Never Event 0 0 0 0 1 0 1 0 0 0 0 0 0 2

Potential under-reporting of patient 
safety incidents (reported 6 months)

- 34.44 32.71 32.71

VTE Risk Assessment 95% 80.61% 81.59% 86.15%
not yet 

published 82.79%

Patient Safety Alerts Outstanding 0 0 0 0 0 0 0 0 0 0 0 0 0 0

MRSA Bacteraemias 0 0 0 0 0 0 0 0 1 1 0 0 0 2

Clostridium Difficile 53 6 3 3 2 6 5 3 4 1 4 5 3 45

Emergency C-section rate <=12.1% 16.40% 16.90% 13.20% 13.70% 13.70% 14.30% 12.20% 10.80% 12.20% 14.40% 12.10% 11.30% 13.40%  
 
The reports to the Trust’s Board show that it is now reporting incidents at the same rate as the 
middle 60% of acute Trusts.  The Trust has performed well on completing Patient Safety Alerts.  
The Trust has finished the year under trajectory for clostridium difficile cases, which follows 
previous years with strong performance in infection prevention and control for this area. 
 
Areas where further improvements are required:  
 
Never Events: The Trust reported 2 Never Events in 2016/17, which is two fewer than the 
previous year.  The two Never Events were: one misplaced naso-gastric tube Never Event and 
one wrong site surgery Never Event.  The wrong site surgery was a repeat Never Event; there 
have been previous Never Events of this nature in the clinical area (Neurosurgery).  The Trust 
Board received a detailed briefing and assurance from the Neurosurgery team regarding Never 
Events in this clinical specialty; further detail on this assurance can be found later on in this 
annual report, in the Annual Governance Statement. 
 
Venous thromboembolism assessment (VTE): The Trust’s formal reporting systems showed an 
underperformance throughout the year against the target of 95%. New reporting arrangements 
using an electronic system were introduced in 2015 and not all the assessments have been 
recorded on this system. Steps to address this have been taken in 2016/17 and improvement in 
the quarterly figures has been seen.  There has been a particular focus in quarter 4 against this 
measure.  The Trust’s Thrombosis Committee reviews any reported VTE case identified through 
the Trust’s patient safety thermometer for assurance on compliance with the Trust’s VTE 
procedures.  It is anticipated that changes made in 2016/17, changes to the drug chart that are 
coming at the start of 2017/18 for all VTE risk assessments to only be recorded electronically, 
will mean that the Trust achieves this target, as it has done in previous years, consistently in 
2017/18. 
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MRSA: please see infection control section below 
 
Emergency Caesarean Section: the Trust has been reporting against the national best practice 
rate, to be at or below 12.1%.  The national average rate is circa 15%.  In 2016/17, the Trust 
reviewed the new national Maternity Matters recommendations and considered national 
recommendations for reducing still births.  The Trust has a detailed maternity dashboard and 
action plan in place to constantly review the safety and delivery of maternity care. 
 
Infection control: 
The Trust measures 4 infections: clostridium difficile, Methicillin Resistant Staphylococcus 
Aureus (MRSA) bacteraemia, Meticillin Staphylococcus Aureus (MSSA) bacteraemia and 
Escherichia-coli (E.coli) bacteraemia.  
 
The Trust is required to report monthly on performance in relation to these four key Healthcare 
Associated or Acquired Infections (HCAI’s).  These are summarised in the following table along 
with the year-end performance against the upper threshold for each: 
 
Organism  2016/17 

Threshold 
2016/17 Performance (Trust 
Apportioned) 

Post 72-hour Clostridium difficile 
infections 

53  
 

45 
(85% of threshold) 

MRSA bacteraemia infections  
(post 48-hours) 

Zero  1  
(100% of threshold) 

MSSA bacteraemia 46 44 
(96% of threshold) 

E.coli bacteraemia 95 81 
(85% of threshold)  

 
For clostridium difficile cases attributable to the Trust, the Trust reported 45 cases during 
2016/17 against an upper threshold of 53.  This represents a sustained reduction in cases year 
on year, which is very positive performance.  This is particularly notable following the decision to 
close the dedicated c.difficile cohort area at Castle Hill Hospital in July 2016 and to nurse 
affected patients on base wards instead. For each case confirmed, root-cause analysis 
investigations are conducted for each infection and, whilst identifying minor areas of 
improvement, continue to demonstrate sustained positive management of patients with this 
infection. Cases of this infection are now investigated collaboratively with commissioners, 
reviewing 3 months of the patients’ care contacts prior to the detection of the case.  This is in 
line with the pending revised national reporting requirements for 2017/18.  
 
For MRSA, the Trust declared two cases in 2016/17.  One of these two cases was subsequently 
attributed to another NHS Trust, following independent arbitration by NHS England North Area 
team.   
 
The following graph highlights that cases of this infection are now extremely rare, thanks to 
significant dedication and a zero-tolerance approach being in place for a number of years.  The 
performance from 2013/14 to date and demonstrates the variability in numbers year on year. 
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MSSA bacteraemia ended the year within the Trust threshold number of cases.  There are no 
national thresholds for this infection. Cases of patients with this infection are represented across 
Health Groups and provide an opportunity to investigate and further analyse any trends to 
improve practice. The Trust continues to see fluctuations in the number of cases reported 
throughout the year.  The need for continued and sustained improvements regarding this 
infection remains a priority. Actions on device/ line management continue and are considered 
key in reducing rates of this infection 
 
E.coli is now the commonest cause of bacteraemia reported to Public Health England. Most 
patients are admitted with this infection to hospital and have invariably acquired it whilst in the 
community. Sources of infection relate usually to a person’s urinary tract, hepatobiliary (liver), 
respiratory system and/or a previous history of E.coli infection.  There has been a 15% 
reduction in Trust apportioned cases during 2016/17 with year-end total of 81 against a 
threshold of 95, which is positive news.    
 
New reporting for 2017/18: Gram negative bacteria are bacteria whose outer membrane 
contains a lipid that acts as an endotoxin.  If gram-negative bacteria enter the circulatory 
system, this can cause a toxic reaction to the patient.  This results in fever, an increased 
respiratory rate, and low blood pressure. This may lead to life-threatening condition of septic 
shock.  NHS England and Public Health England have introduced a new set of measures from 
April 2017 to reduce the burden of gram negative bacteraemias.  This includes two additional 
organisms that have not been required to be reported on previously.  Surveillance of E. coli 
bacteraemias continues.  However, alongside these, Klebsiella and Proteus bacteraemia cases 
will be reported on in the future.   
 
Surveillance of the three types of gram negative bacteraemia commenced during January 2017 
and continued until the end of March 2017 in order to establish baseline levels.   E.coli remains 
the predominant gram negative organism detected in blood cultures in this Trust during this 
period.    The requirement for 2017/18 is to reduce the number of these infections by 10% and, 
by 2020/21, to have reduced the total burden of gram negative bacteraemia by 50%.  The Trust 
Board will be advised of the significance of these and performance going forward. 
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Effectiveness  
 
Single Oversight Framework (SOF) indicators 2016/17 : 
 

 
 
There are 4 mortality indicators that the Trust is measured against. Information on mortality is 
published a number of months in arrears. The latest information relates to December 2016, as 
above.    
 
During 2016/17 the Trust introduced a systematic case note review with the support of the 
Improvement Academy, and in anticipation of the new mortality quality review requirements 
applicable from April 2017.  The Trust Board Quality Committee reviewed the first themes and 
trends from the first tier mortality reviews completed in January 2017 and has been briefed on 
the tier two review process.  The review process enables the Trust to identify occurring trends in 
patient care and highlighting areas that need improvement, as well highlighting areas of 
exemplary care.  The structured review process is designed to help staff understand current 
status of avoidability of patient deaths as a more detailed analysis than standardised mortality 
data points (such as SHMI and RAMI).  From the first 42 tier one reviews completed by January 
2017, 93% of the reviews undertaken so far show that death was either unavoidable, or showed 
a very slight possibility of avoidance. Of this 93%, a number of cases highlighted learning points 
on the quality of care delivered – the structured case note review not only takes account of the 
circumstances of the patient’s death, but also examines the quality of care in all cases, as this 
may identify learning points, even if the patient’s death was not avoidable.  The structured case 
note review approach has involvement of clinicians in primary care who are keen to engage in 
reviews as a learning opportunity for primary care, which is a positive development during 
2016/17.  
 
Patient experience  
 
Single Oversight Framework (SOF) indicators 2016/17 : 
 

Domain Indicator Standard Apr-16 May-16 Jun-16 Jul-16 Aug- 16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 2016/17

Caring Inpatient Scores from Friends and 
Family Test  - % positive 

- 96.71% 96.18% 96.38% 96.37% 96.83% 97.12% 96.85% 96.82% 95.79% 99.49% 100%
not yet 

published 97.05%

A&E Scores from Friends and Family 
Test - % positive 

- 86.36% 89.87% 87.76% 85.92% 84.62% 87.77% 86.28% 86.28% 84.80% 91.68% 97.58%
not yet 

published 88.16%

Maternity Scores from Friends and 
Family Test - % Positive 

- no data no data 100% no data 94.17% 98.36% 100% 94.20% 100% 98.75% 100%
not yet 

published 98.29%

Staff Surveys: FFT recommend the 
Trust as a place to work

- 67.0% 67.0% 58.0%
not yet 

published 61.84%

Staff Surveys: FFT recommend the 
Trust as a place for care/treatment

- 80.0% 80.0% 66.0%
not yet 

published 72.84%

Written Complaints Rate Reduction 48 57 10 36 42 48 45 54 37 52 50 64 543

Mixed Sex Accommodation Breaches 0 0 0 0 0 0 0 0 0 0 0 0 0 0
 

 
The Trust is committed to promoting an open culture of feedback, learning and improvement.  
Complaints and concerns (informal complaints) are a valuable source of feedback and should 
be used to inform learning and improvement in the experiences of patients.  In addition, the 
National Patient Surveys, as well as information from the Friends and Family Test, can identify 
areas for improvement before they become concerns or complaints.   
 
During 2016/17, the Trust received 581 formal complaints. This is a 9.5% decrease from 
2015/16 when 642 complaints were received. 
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During the period 1 April 2016 to 31 March 2017, the Surgery Health Group (HG) received 221 
(38%), Medicine HG – 207 (35%), Family and Women’s HG 119 (20%) and Clinical Support HG 
33 (6%).  1 complaint was received for a non-HG area. A monthly breakdown of complaints 
received is shown on the graph below, compared with the previous two years. 
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Of the 581 complaints investigated, 388 were regarding treatment issues.  Treatment, not 
satisfied with plan remains the highest (143), with treatment outcome of surgery (72), diagnosis 
incorrect (46) treatment outcome of treatment (33) and diagnosis delay (30) being the top 5 sub-
subjects.  22 complaints were not investigated as the complainant had requested that it not be 
progressed; it was responded to as PALS or was escalated for a serious incident investigation.  
194 were not upheld, 260 partly upheld and 105 upheld. 
 
The table below indicates by health group the subject of complaints received in 2016/17. 
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Corporate Functions  0 0 0 0 1 0 0 0 0 0 0 1 

Clinical Support Health 

Group  0 2 4 5 0 1 0 0 0 0 21 33 

Family and Women's 

Health Group  1 5 3 8 15 0 0 1 1 0 86 119 

Medicine Health Group  0 6 25 20 11 18 1 0 3 0 122 207 

Surgery Health Group  0 10 7 11 20 13 0 0 0 1 159 221 

Totals:  1 23 39 44 47 32 1 1 4 1 388 581 
 
In 2016/17, 579 formal complaints were closed.  The Trust aims to close complaints within 40 
working days.  The complaints team have worked closely with the health groups to improve the 
closing of complaints, which has shown improvement but is still outside the required timescale 
of 90%.  
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Improvements from 2014/15 and 2015/16 are shown in the table below: 
 
Health Group  Totals closed 

within 40 days 
2014/15 

Totals closed 
within 40 days 
2015/16 

Totals closed 
within 40 days 
2016/17 

Surgery 30% 72.2% 50.5% 
Medicine 67% 67.2% 71.1% 
Family and Women’s 40% 63.6% 64.7% 
Clinical Support 54% 76.6% 58.6% 
 
The complaints resolution process includes identifying and implementing appropriate actions.   

 
If the complainant remains dissatisfied with the response they receive, they can ask the 
Parliamentary and Health Service Ombudsman to independently review their complaint.  During 
2016/17 there were 8 new cases referred to the PHSO, and from existing cases 9 were not 
upheld, 7 were partially upheld 10 were closed.  
 
Patient Advice and Liaison Service (PALS) 
PALS offers support, information and help to patients, their families, carers and friends.  
 
A total number of concerns, compliments, comments and general advice contacts received by 
the PALS team for April 2016 – March 2017 was 3935, an increase of 11% from the previous 
financial year. There has been a decrease of 11% in the number of concerns raised.  The graph 
below indicates PALS activity 2014-17 by month: 

 
• Of all the concerns raised, 70 were escalated to a formal complaint, a 6% increase from 

the previous year. 
• 2 serious incidents were recorded in PALS. 
• 3 patients requested an alternative provider.  
• A total of 282 compliments were logged in PALS, an increase of 29% from 2015/16. 
• Surgery Health Group had the most concerns raised in 2016/17 

 
The top three areas of concerns raised were: 

• Waiting times for outpatient appointments 
• Not satisfied with plans for treatment 
• Clinic appointment’s being cancelled 
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In 2017/18, the PALS team will be contacting ward department areas to offer training and 
awareness sessions to all staff in the coming months, working closely with all charge nurses 
and senior staff to look at ways in which the Trust can improve patient care and implement 
lessons learned. 
 
Compliments 
The PALS team received 282 compliments during 2016-17.  Examples of the compliments are 
as follows: 
 
Praise for the ECG department where the relative reported that her mother had an ECG and the 
process was ‘slick and your staff were lovely. We were in and out in 25 minutes and my mother 
was really buoyed up by how kind and efficient the two staff who had dealt with her had been’.   
 
A compliment was received for the Ambulatory Care Unit where a patient was referred by their 
GP with a possible Pulmonary Embolism (PE).  The patient received a very thorough 
examination and whilst a PE was ruled out, another serious issue was diagnosed and the 
patient left with a full explanation and plan of care.    
 
A patient attended the Cardiology Day Unit and reported the staff as being efficient but friendly.  
Even though there were some difficulties with the angiogram procedure, the sense of calm in 
the room helped the patient to remain calm also.  The patient reports the unit as being bright, 
clean and smart. 
 
These examples are used as part of the induction training presented by the Patient Experience 
Team to encourage new members of staff to aspire to the same standards in the care they 
provide. 
 
The National Inpatient Survey 2016 was undertaken in August and surveyed patients who were 
in hospital in the month of July 2016 and was published by the CQC in April 2017.  A total of 
1250 patients from this Trust were sent the questionnaire and 1158 patients were eligible for the 
survey, of which 511 returned a completed questionnaire, giving a response rate of 44%.  The 
average response rate for the 83 'Picker' trusts was 41%. 
 
The Trust has performed significantly better in 12 areas in comparison to other large acute 
Trusts nationally and significantly worse in 2 areas.   
 

Q Question 
(lower scores are better) 

HEY 
Score 
% 

Large Acute 
Trust 
Average 
% 

Picker 
Average 
% 

Significantly 
better or 
worse 

5 Planned admission: not offered a choice of 
hospitals 80 69 69  

9 Admission: had to wait long time to get to bed 
on ward 38 42 36  

17 Hospital: room or ward not very or not at all 
clean 1 3 3  

18+ Hospital: toilets not very or not at all clean 4 6 5  

22+ Hospital: food was fair or poor 37 41 39  

23 Hospital: not offered a choice of food 18 22 20  
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24+ Hospital: did not always get enough help from 
staff to eat meals 30 39 36  

32 Nurses: did not always know which nurse was 
in charge of care 49 54 51  

41 Care: not always enough privacy when being 
examined or treated 7 10 9  

43 Care: staff did not do everything to help 
control pain 27 32 29  

59+ Discharge: did always get enough support 
from health or social care professionals. 54 47 46  

61 
Discharge: not given any written/printed 
information about what they should or should 
not do after leaving hospital 

31 39 36  

74+ Overall: rated experience as less than 7/10 14 18 15  

76 Overall: did not receive any information 
explaining how to complain 60 64 60  

 
Volunteering at Hull and East Yorkshire Hospitals 
At the start of 2015, the Patient Experience Team embarked on a major piece of work to 
improve our volunteer service, the work of which has borne increased success in 2016/17.  It 
was recognised the added value that volunteers bring into our organisation and provided 
opportunities for the public to volunteer in different departments other than clinical areas. 
 
The Patient Experience team has been working to ensure the recruitment process is clearer and 
quicker for volunteers whilst remaining safe and that core principles of the Lampard enquiry 
(2015) are upheld when recruiting.  Recent advertising at the local job centres, GP surgeries, 
health clubs and the NHS jobsite has seen an increase of 300 volunteers since the new 
approach has been adopted. 
 
Speech and Language Therapy, Dietetics and Pathology all have shown an interest in recruiting 
volunteers into the departments, together with non-clinical departments such as estates and 
administration. The volunteer service is taking five applications forms each day for the new 
volunteers. 
 
The Emergency Department (ED) has also welcomed the volunteers who provide support and 
reassurance to the patients and their families, providing refreshments and offering reassurance 
to them during what can be a very stressful time.  The main reception at Hull Royal Infirmary 
has its own bank of volunteers, Monday to Friday providing sign posting and reassurance.  
Some patients find added value from the volunteers who help them with the check in service. 
 
The Young Volunteers/ Young Health Champions 
The young volunteers have been with us at Hull and East Yorkshire hospitals for the last 
fourteen months and their journey with the Trust has been an incredible experience for all those 
involved.    
 
The team have met some incredible young adults who all have a personnel story and a life goal 
to achieve. 
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Through the Young Health Champions the trust is offering volunteering opportunities to young 
people, some of whom have learning disability, experience social difficulties, or are otherwise 
struggling to find employment. 
 
Young Health Champions enables the trust to showcase the sheer variety of NHS careers 
available, in particular those which do not require a university education, as well as to inspire 
young people’s career choices and offer some practical, hands-on experience.  Work carried 
out by Active Humber showed that many of the young people they worked with were unaware of 
the non-clinical support roles required within hospitals. 
 
Individual hospital departments such as catering, pharmacy and linen services rose to the 
challenge of creating opportunities by devising specific traineeship programmes to equip these 
young people with some of the skills needed to adapt to a working environment. 
 
Now the trust is playing host to over one hundred Young Health Champions aged sixteen and 
upwards across both hospital sites. 
 
Further work is underway to extend such opportunities to more young people across Hull and 
East Riding, including bi-monthly sessions whereby local school pupils and college’s also our 
local university is invited in to hear more about NHS careers and voluntary experiences. 
 
Initiatives run by the volunteers to receive feedback to improve our services at the Trust include: 
• Friends and Family Test 
• Patient Reporting and Action for Safe Environment (PRASE) 
• Patient Led Assessment of the Care Environment (PLACE)  
• Secret Shopper 
• Patient Council 
• Patient Information Leaflets (PILS) 
• Signage Group and Way finding 
 
Our volunteer motto is “Born in Hull Raised by HEY”  
 
Responsive 
 
Single Oversight Framework (SOF) indicators 2016/17 : 

Domain Indicator Standard Apr-16 May-16 Jun-16 Jul-16 Aug- 16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 2016/17

Responsive
Diagnostic Waiting Times: 6 Weeks <=1% 2.06% 1.08% 0.89% 1.53% 3.42% 2.71% 3.44% 4.35% 6.88% 6.37% 3.59% 3.59% 3.28%

Referral to Treatment Incomplete 
pathway 

92% 86.0% 87.0% 87.0% 87.2% 87.9% 87.9% 87.1% 86.6% 85.0% 85.2% 84.5% 84.6% 86.30%

A&E Waiting Times 95% 89.4% 85.9% 85.9% 82.5% 86.6% 86.8% 79.4% 80.7% 87.3% 81.4% 82.0% 94.4% 85.20%

Cancer:  62 Day Standard 85% 82.0% 81.0% 80.4% 80.7% 81.6% 75.3% 78.3% 71.0% 76.7% 70.0% 81.7%
not yet 

published 78.02%

Cancer: 62 Day Screening Standard 90% 82.1% 93.5% 96.2% 96.1% 92.9% 85.1% 80.7% 94.7% 92.5% 86.0% 89.7%
not yet 

published 89.50%  
 
The Trust has been on a journey of improvement in 2016/17 against the ‘responsive’ national 
waiting times targets.   
 
For A&E waiting times, a number of pathway changes and enablers were put in place during the 
year, which have incrementally impacted on performance.  The focus is on sustaining waiting 
times above 90% each month, rising to 95% in March 2018, in line with the new national 
requirements set by NHS England 2017/18.  The Trust has identified a number of pathway 
developments that will further support the ED position going in to 2017/18, including surgical 
assessment, developing the frailty pathway support, an updated Social Care pathway and other 
initiatives. 
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In relation to elective waiting times, the Trust reported a month 12 position of 84.6% against the 
STF trajectory of 92.9%. The trajectory total list size was 47,556 against a reported position of 
52,691 (variance +5,135). The Trust was limited in its ability to deliver the 92% elective waiting 
time standard in 2016/17 by a number of factors: 

• Staffing gaps in a number of key specialties throughout 2016/17, particularly ICU nurse 
staffing, theatre staffing, medical staffing in a number of specialties  

• In quarter 4, the agreement with CCGs to monitor and control spend in the final quarter 
limited the additional session working to maintain and improve RTT standards  

 
Going in to 2017/18, all vacancies in ICU nursing staff have been filled during the final quarter of 
2016/17, which will impact on the ability to deal with high demand and acuity. Medical staff 
recruitment is underway in Upper GI surgery, Cardiology and Gastroenterology. Within cost 
constraints there is a concerted effort, across all Health Groups, to maximise over 18 week 
waits being treated to improve the overall experience for patients.  
 
In addition, validation of waiting lists, outpatient reconciliation and diagnostic results has been 
undertaken in all health groups and the theatre scheduling review being undertaken at the end 
of 2016/17 has made recommendations on changes to increase capacity and throughput. 
These changes are out to consultation with a proposed introduction in July/August 2017.   
 
Going in to 2017/18, all specialties have all agreed new trajectories with the Chief Operating 
Officer for 2017/18.  This revised plan sees the majority of specialties achieve the target by the 
end of the financial year and a Trust achievement of 90.7%. Clinical Support Services and 
Medicine Health Groups have a trajectory to achieve 92% with Family and Women’s and the 
Surgery Health Groups achieving 90%. The Trust has been advised by the Intensive Support 
Team (IST) to focus on the size of waiting lists and clearance times. Going in to 2017/18, and in 
the context of a fixed income and Aligned Incentives Contract with the Trust’s two local 
commissioners in 2017/18, a new performance dashboard has been developed and will be used 
to support improvement work which will enable the Divisions to work towards delivery of the 
required standard. At the end of March, the Trust’s clearance rate was 13.0 weeks (the IST 
recommends a clearance rate of 12 weeks or less for sustainability and delivery of the 92% 
standard).  
 
For the cancer 62-days target, the Trust failed to achieve the 62 day RTT standard target.  . 
Some breaches were outside the control of the Trust because of the lateness of the referral 
from partner organisations.  In addition, significant pressure on diagnostics and the ability to 
deliver timely review impacted on the Trust’s own delivery of this target.  Internal pathways 
continue to be reviewed to improve the Trust’s position; the lung pathway has been reviewed 
and actions have been identified for implementation including dedicated CT slots to allow 
patients to have this investigation prior to their first consultation; 4D CT scans in the planning 
stage of radical radiotherapy resulting in a reduction in time for planning treatment   In addition, 
the Trust Lead Cancer Manager continues to have open dialogue with referring Trust Cancer 
Managers to identify delays and pathway issues. Referring Trusts’ are experiencing similar 
issues as the Trust insofar as timely access to some diagnostic tests prevent patients pathways 
progressing in a timely manner. Outputs from this work are slow but continue to be reviewed to 
support improvements  
 
The Trust’s achievement of the diagnostics 6 weeks standard came under particular pressure in 
2016/17 from staff and equipment availability.  The Trust reviewed a plan to increase MRI/CT 
capacity and replace aging equipment.  At year-end, the position in MRI was improving, 
primarily due to the new MRI scanner at Hull Royal Infirmary, which delivers a faster and more 
reliable performance.   The revised lumbar pain pathway in primary care also had a positive 
impact on MRI waiting times.  The Trust had a backlog of Cardiac CT scans that were a 
particular factor in diagnostic waiting times and there is a plan going in to 2017/18 to review this 
service with the key stakeholders in order to ascertain what action can be taken to address the 
current backlog and to agree a plan for recovery. Cystoscopy equipment failure caused an in-



24 
 

year pressure and number of waiting time breaches for diagnostics.  A solution for this was put 
in place in year and the backlog was reducing at the end of 2016/17.  A particular focus for the 
Trust in 2017/18 will be capacity and demand for diagnostics, as well as equipment replacement 
and partnership working on diagnostic capacity and requirements in the local health economy.   
 
Care Quality Commission Inspection  
The Trust received a comprehensive inspection by the Care Quality Commission (CQC) in June 
– July 2016.  This followed a comprehensive inspection in 2014 and a follow up in May 2015 in 
response to concerns that had been identified in 2014 and subsequently.   
 
The overall ratings from the June 2016 inspection were as follows: 
 

 Safe Effective  Caring  Responsive  Well -led 

Overall domain for the 
Trust 

Requires 
Improvement 

Requires 
Improvement 

Good Requires 
Improvement 

Requires 
Improvement 

Overall  Trust rating  Requires Improvement 

 
The Trust accepted all of the 32 recommendations made by the CQC following the inspection in 
June 2016. 22 of the recommendations were ‘must do’ actions and 10 were ‘should do’ actions.  
The Trust’s Quality Accounts for 2016/17 provide the breakdown of ratings between Hull Royal 
Infirmary and Castle Hill Hospital, and the full list of the 32 recommendations.   
 
In response to the inspection, the Trust has closed its previous Quality Improvement Plan, 
which contained 29 separate projects to make progress against the areas identified by the 
previous CQC inspections.. These covered improving risk/incident management, safer staffing, 
improving infection control, improving patient nutrition, improving dementia care and improving 
medicines management and are fully detailed in our Quality Accounts.  The Quality and 
Compliance team has reflected on the Quality Improvement Plan approach taken and identified 
that all the previous projects were in the right areas, but did not include actions that addressed 
the entirety of an issue.  The updated Quality Improvement Plan is looks at both outputs and 
outcomes required to address the 32 recommendations, as well as actions that would take the 
Trust from ‘requires improvement’ to ‘good’ as soon as possible, and will by key in 2017/18 to 
monitor and manage quality improvement. 
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NHS Constitution Standards  
As detailed above, operational performance during 2016/17 presented significant challenges for 
the Trust and not all the standards were met.  The table below details the Trust’s performance 
against key indicators and national targets, comparing 2015/16 with 2016/17 
 

Threshold 2015/16 Threshold 2016/17
0 2 0 2
53 46 53 45

Emergency Department < 4 hour wait National ≥95% 78.50% ≥95% 85.22%
Admitted ≥90% 73.04% ≥90%
Non-admitted ≥95% 87.38% ≥95%
Incomplete ≥92% 85.35% ≥92% 86.32%

≤1.0% 0.70% ≤1.0% 3.28%
All cancers ≥93% 92.31% ≥93% 94.19%
Breast ≥93% 86.49% ≥93% 95.10%

Cancer - 31 days to first treatment All cancers ≥96% 97.60% ≥96% 98.31%
Drug ≥98% 99.30% ≥98% 99.19%
Radiotherapy ≥94% 97.42% ≥94% 97.49%
Surgery ≥94% 94.17% ≥94% 95.34%

Cancer - 62 days GP to first treatment All cancers ≥85% 77.55% ≥85% 78.02%
Cancer - 62 days screening to first treatment All cancers ≥90% 87.92% ≥90% 89.50%

≥80% 87.15% ≥80% 86.24%
≥90% 78.16% ≥90% 88.80%
≥60% 98.90% ≥60% 96.23%

≥95%
100%

≥95%
100%

Stroke - % of patients admitted to a Stroke Ward within 4 hours via A&E
Stroke - TIA Service: % of high risk patients treated within 24 hours
Stroke - TIA Service: % of low-moderate risk patients receiving specialist 
assessment and brain scan within 7 days 

Referral to Treatment Time Pathway (18 weeks)

Cancer - GP 2 week wait

Cancer - 31 days to second or subsequent treatment

PERFORMANCE HEADLINES

Diagnostic 6 week breaches

C. Difficile
MRSA
Metric

Stroke - % of patients spending at least 90% of their time on a Stroke Ward

 
 
The narrative and analysis for the targets not met is included in the sections above. 
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Financial performance and organisational health  
 

Domain Indicator Standard Apr-16 May-16 Jun-16 Jul-16 Aug- 16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 2016/17

Organisational Health WTEs in post 
- 6987.4 6979.4 6973.2 6958.2 6981.4 7053.8 7064.8 7127 7118.5 7145.5 7172 7172.1 7172.1

Sickness Absence Rates 
<=3.9% 3.61% 3.60% 3.58% 3.58% 3.57% 3.59% 3.57% 3.64% 3.66% 3.64% 3.68% 3.68% 3.68%

Executive Team Turnover
0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0%

Proportion of Temporary Staff
- 4.70% 4.17% 4.62% 4.41% 5.01% 5.13% 5.00% 5.10% 5.10% 5.10% 5.20% 4.60% 4.60%

Cash Balance 
<3 month 2648 1676 2284 1510 870 1042 1047 1272 1039 1178 996 2971 2971

CRES Achievement Against Plan
£19.2m 803 953 904 815 1205 1276 1408 1542 1178 1500 1491 1933 15008

Risk Rating
score 1-4 3 3 3 3 3 3 3 3 3 3 3 3 3

Income & Expenditure (£000)
- -832 -1489 641 -299 902 146 -360 331 -663 1534 -1888 2047 70  

 
The Trust monitors a suite of organisational health indicators, which are consistent with the 
‘Great Staff’ and cultural work undertaken throughout 2016/17.  They show elements of stability 
in the workforce and in organisational leadership. There is further commentary on the financial 
indicators in the section below. 
 
The Trust has maintained a Single Operating Framework risk rating of 3, out of a possible 4.  
This reflects the Trust’s position on financial and waiting times performance throughout 
2016/17.   
 
The financial position at year-end was as follows: 
 
1. The Trust has delivered against all 3 of its statutory financial targets: delivery of break-even, 
Capital Resource Limit and External Financing Limit.  

2. At the end of month 12 the Trust is reporting a surplus of £70k. This is based on delivering a 
Trust surplus of £35k which is then matched by £35k of incentive funding from NHSI.  

3. The position is based on the Trust receiving the full £14m Sustainability and Transformation 
Fund support as per NHS Improvement guidelines. The Trust has had formal confirmation of 
achievement of the first three quarters of the year and the final quarter funding is based solely 
on delivering the financial plan and hence has been built into the position.  

4. The Trust’s cash position remains weak. This is impacting on supplier relationships and has 
impacted on the Trust’s performance against the Better Payment Practice Code. The Trust was 
£157k below its External Financing Limit.  
 
5.  The Trust delivered 78% of its Cash Releasing Efficiency Savings (CRES) target in 2016/17.  
This was a year-end shortfall of £4.2m shortfall against a £12.2m plan. Offsetting this, the 
Trust’s financial plan included a risk provision (reserve) totalling almost £5m recognising the risk 
inherent within the CRES program. In addition, the plan made a further £5m allowance against 
the risk of non delivery of the RTT recovery plans.  

6.  In total the Trust is forecasting a deficit of approximately £6.2m against the planned activity 
targets. The bigger issue is the growth in the Health Group cost base above budgeted levels 
without delivering the funded levels of activity.   

7. Agency spend totalled £13.1m for the year, £3.6m above the £9.5m NHSI set target.  

8. The financial plan for 2017/18 has been agreed at Health Group level but a large deficit is 
identified and a full CRES programme is not yet identified, requiring £10.3m more to be 
identified going in to 2017/18, and a focus on reducing cost base. The Trust will join the FIP2 
programme to provide help and support.  
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The full annual accounts are detailed further on in this annual report. 
 
Other performance - Sustainable development   
As an NHS organisation, and as a spender of public funds, we have an obligation to work in a 
way that has a positive effect on the communities we serve. Sustainability means spending 
public money well, the smart and efficient use of natural resources and building healthy, resilient 
communities. By making the most of social, environmental and economic assets we can 
improve health both in the immediate and long term even in the context of rising cost of natural 
resources. Demonstrating that we consider the social and environmental impacts ensures that 
the legal requirements in the Public Services (Social Value) Act (2012) are met. 
 
In order to fulfil our responsibilities for the role we play, the Trust has the following sustainability 
mission statement located in our sustainable development management plan (SDMP): 
 
As a part of the NHS, public health and social care system, it is our duty to contribute towards 
the level of ambition set in 2014 of reducing the carbon footprint of the NHS, public health and 
social care system by 34% (from a 1990 baseline), equivalent to a 28% reduction from a 2013 
baseline by 2020. 
 
Policies and Procedures 
In order to embed sustainability within our business it is important to explain where in our 
process and procedures sustainability features. 
 

Business Cases No

Suppliers' impact

Area Is sustainability considered?

Travel

Procurement (environmental)

Procurement (social impact)

No

Yes

No

Yes  
 
The Trust is working on an update to our SDMP; it has not been reviewed by the board in the 
last 12 months. The update will be complete early in 2017/18 following a full review of the 
previous Sustainable Healthcare Strategy. 
 
The Trust has expanded the number of areas reported against this year.  New areas include 
anaesthetic gasses, particularly usage in the maternity department, and the emissions from 
good and services procured by eClass category (see detail below). 
 
As an organisation that acknowledges its responsibility towards creating a sustainable future, 
we help achieve that goal by running awareness campaigns that promote the benefits of 
sustainability to our staff. These involve Sustainability events together with poster and intranet 
information. 
 
Climate change brings new challenges to our business both in direct effects to the healthcare 
estates, but also to patient health. Examples of recent years include the effects of heat waves, 
extreme temperatures and prolonged periods of cold, floods, droughts etc. The organisation has 
identified the need for the development of a board approved plan for future climate change risks 
affecting our area. 
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Energy 
 

 
 

2013/14 2014/15 2015/16 2016/17

Use (kWh) 80,729,427 71,368,422 76,389,427 75,731,540

tCO2e 17,126 14,973 15,987 15,827

Use (kWh) 10,104,829 10,534,199 0 14,635,689

tCO2e 5,658 6,524 0 7,564

Use (kWh) 16,578,639 16,202,456 25,664,100 12,978,818

tCO2e 9,283 10,035 14,755 6,707

32,066 31,618 30,852 30,193

6,035,057£  5,150,982£ 4,577,012£ 4,679,322£     

Resource

Gas

Total Energy Spend

Total Energy CO2e

Electricity

Green 

Electricity

 
 
In 2016/17 the Trust has spent £4,679,322 on energy which is an increase of just over 2% on 
energy spend from last year. This was due to the increase in the total quantity of energy 
consumed, the average unit cost of energy has increased by less than 1% due to effective 
purchasing mitigating the increases seen both in the market and to the non-commodity 
elements such as levies and taxes. 
 
The Trust has seen a small reduction in the quantity of gas consumed this is partially due to the 
warmer temperatures experienced during the year but also due to a reduction in the operational 
hours of the combined heat and power plant meaning less gas was consumed but consequently 
more electricity required to be imported from the grid. This combined with the warmer weather 
resulted in an increased demand for air conditioning meant the Trust consumed more electricity 
in 2016/17 than the previous year. However there was a reduction in total emissions from 
energy only for the second year running. 
 
We are a lean organisation trying to realise efficiencies across the board for cost and carbon 
(CO2e) reductions. We support a culture for active travel to improve staff wellbeing and reduce 
sickness. Air pollution, accidents and noise all cause health problems for our local population, 
patients, staff and visitors and are caused by cars, as well as other forms of transport. 
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Waste 
 

2013/14 2014/15 2015/16 2016/17

(tonnes) 1556.00 1353.00 1607.00 1599.00

tCO2e 32.68 28.41 32.14 33.58

(tonnes) 54.00 83.00 47.00 25.00

tCO2e 1.13 1.74 0.94 0.53

(tonnes) 1176.00 1173.00 1181.00 1190.00

tCO2e 258.72 258.06 258.64 261.80

(tonnes) 73.00 384.00 259.00 86.00

tCO2e 17.84 93.86 63.30 26.66

2859.00 2993.00 3094.00 2900.00

54% 45% 52% 55%

310.37 382.07 355.02 322.56

Waste

Recycling

Landfill

Total Waste tCO2e

Other 

recovery

High 

Temp 

disposal

Total Waste (tonnes)

% Recycled or Re-used

 
 

 
 
The total volume of waste generated by the Trust has reduced as well as reducing the waste 
going to landfill, achieved through an increase in the use of an off-site Materials Recovery 
Facility. The percentage of waste recycled has increased to our highest level at 55% up from 
52% last year.  Other recovery consists of food waste; this has fallen over the last two years. 
There are new plans on how food waste can be segregated at source and the Trust will work to 
increase the amount of food waste diverted from landfill. 
 
Water 
 

2013/14 2014/15 2015/16 2016/17

m
3

279,813 286,136 312,672 325,211

tCO2e 255 261 285 296

570,315£     615,692£        635,024£    690,421£    

Mains

Water

Water & Sewage Spend  
 
Water usage at the Trust increased again this year.  The primary cause for this was a number of 
leaks across the Trust. The Trust worked to locate and repair the leaks quickly however some 
were in challenging locations requiring lengthy investigations and excavations. 
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Transport 
 

Mode 2013/14 2014/15 2015/16 2016/17

miles 2,032,987 1,745,294 2,061,807 2,172,738

tCO2e 751.13 641.27 745.62 785.25

miles 1,425,097 1,292,816 1,780,197 1,850,450

tCO2e 510.09 469.14 638.74 663.83

Category

Business Travel and 

fleet

Patient and visitor 

Travel

 
 
There has been an increase in both the patient and visitor travel. This may be due to activity 
and patient location however more work will be needed to establish this. The Trust continues to 
review its own vehicle fleet and invested in several electric vans to reduce on site emissions 
together with a financial saving. 
 
Procurement 
 

 
 
This is the first year the Trust has reported carbon emissions from procurement. We have used 
the eClass categories and will use this to identify hot spots for further investigation. Excluding 
staff and patient consulting services and expenses, key areas for investigation are 
pharmaceutical blood products and medical gases, dressings and medical and surgical 
equipment. 
 
GREAT FUTURE 
 
Supporting Improvement 
 
2016-17 has been a positive year for the HEY Improvement Team (HIP).  The team started the 
year running the HEY Improvement Programme, supporting and facilitating operational service 
teams to improve their utilisation and systems to improve care for patients in outpatients and 
theatres, as well as in the wards.  The work in theatres continues to grow and expand, leading 
to the planned launch of a Theatre Programme in 2017-18.   
 
In July HIP also took on responsibility for providing programme and project management for the 
Urgent and Emergency Care Programme.  As part of this HIP also provided dedicated 
improvement skills support to operational service teams within the wards, emergency 
department, assessment areas and the frailty team.  This programme was aimed at improving 
the patient flow within and across the hospital systems to deliver the 4 hour emergency 
department target.  Touching and involving every part of the hospital, and though great effort 
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from everyone, at all levels and within all services across the Trust, together we delivered the 
target and got to 11th place for performance in England.  
 
To support developing even greater capacity within the Trust the team have become NHS 
Improvement Academy Fellows.  Project Managers, the Programme Director and Director of 
Strategy and Planning all hold bronze and silver Improvement Academy Quality Improvement 
Certificates and have undertaken gold level training which enables them to train other staff in 
the Trust in the quality improvement methodology.  This training is part the Trust’s Leadership 
Programme. 
 
In 2017-18 HIP will:- 
 

• Provide programme and project management support for Theatre Improvement 
Programme, as well as improvement skills support to the operational service teams. 

• Engage more and more frontline teams to help them make improvements, whilst 
coaching them to develop their own service improvement skills. 

• Support teams across the Trust and provide a focus to achieve a commonality in our 
approach to improvement, focussing on using high quality tools with a strong evidence 
base. 

• Support leadership development within the Trust facilitating Quality Improvement training 
within the Leadership Programmes offered through the Trust’s Annual Development 
Programme. 

• Launch a new intranet site that will be full of improvement resources and tools. 
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ACCOUNTABILITY REPORT 
 
Directors’ report  
The Chairman of the Trust during 2016/17 was Mr Mike Ramsden and the Chief Executive was 
Mr Chris Long.  
 
The Trust Board comprises the Chairman, six voting Non-Executive Directors and five voting 
Executive Directors.  The five Executive Directors with voting rights are the Chief Executive, 
Chief Nurse, Chief Financial Officer, Chief Medical Officer and the Chief Operating Officer. 
Three other Directors attended the Trust Board in 2016/17 but they do not have voting rights. 
These were the Director of Strategy and Planning, the Director of Workforce and Organisational 
Development and the Director of Governance (to December 2016, succeeded by the Director of 
Corporate Affairs).  Four Board members have a clinical background.  These are the Chief 
Nurse, the Chief Medical Officer and two Non-Executive Directors (the Dean of the Hull York 
Medical School and a Non-Executive with a nursing background). 
 
Terms of Office of Non-Executive Directors  
The Non-Executive Directors were appointed to the Board by the Trust Development Authority 
(TDA), now NHS Improvement. Non-Executive Directors can be appointed for a maximum of 3 
terms (up to 9 years). All Non-Executive Directors apart from Mr Snowden are in their first terms 
of office. Details on appointment dates and when their current term of office comes to an end 
are set out below.  
 
Terms of office – Non-Executive Directors  
Name Position  Term Commenced  Term Ends  

Mr M Ramsden Chairman February 2015 March 2017  
Mr A Snowden Non-Executive Director April 2013  September 2017 
Mr M Gore Non-Executive Director January 2015 June 2017 
Mr S Hall Non-Executive Director January 2015 June 2017 
Prof. T Sheldon Non-Executive Director January 2015 June 2017 
Mrs V Walker Non-Executive Director July 2015 July 2017 
Mrs T Christmas Non-Executive Director July 2015 July 2017 
 
The biographies of the Chairman and the Chief Executive together with other Board members 
are set out below.  
 
Chairman and Non-Executive Directors  
 

 Mike Ramsden – Chair  
Mike was appointed in February 2015.  He is Chair of Leodis Health and is a Director of 
Waring Health Ltd. He has previously held a number of senior executive positions, including 
Chief Executive of Leeds Health Authority between 1999 and 2002.  He has established the 
Smartrisk Foundation UK which is a registered charity focusing on reducing injuries, 
particularly amongst young people.  His more recent positions include Chair of Health and 
Social Care Information Centre (2005-13) and Chief Executive of the National Association of 
Primary Care (2006-12). Mike’s term of office concluded with the end of this financial year.  
NHS Improvement has appointed a new Chair, who takes up office on 1 April 2017. 
 

 Andy Snowden – Vice Chair  
Andy was appointed in January 2015 Vice Chair. He has been a Non-Executive Director with 
the Trust since April 2013 and before that was an Associate Non-Executive Director 
(appointed November 2011). Prior to this he was a Non-Executive Director at NHS Hull.  He 
has been a corporate director with two local authorities (Hull City Council and Middlesbrough). 
He runs his own consultancy business which provides leadership and development expertise 
to health, local government and other organisations.  
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 Trevor Sheldon – Non-Executive Director  
Trevor was appointed in January 2015 after spending six months working with the Trust Board 
as an Associate Non-Executive Director.  Trevor is a Professor of Health Services Research & 
Policy at the University of York, with over 25 years’ experience in this field.  He was the Dean 
of the Hull York Medical School until January 2017 and Board Chair of the York Health 
Economics Consortium. 
 

 Martin Gore – Non-Execu tive Director  
Martin was appointed in January 2015. His previous role was at the Humberside Probation 
Trust as a Director of Corporate Services.  He is a qualified accountant.  He brings with him 
more than 25 years’ experience of working at board level and in senior finance roles, as well 
as extensive experience of the private sector. 
 

 Stuart Hall – Non-Executive Director  
Stuart was appointed in January 2015.  He spent a large part of his career working with FTSE 
100 company, Santander.  A fellow of the Chartered Institute of Bankers, Stuart is experienced 
in a range of areas from governance and HR to strategy development, and a Director of a 
Community Interest Company specialising in vocational training and end of life care. 
 

 Vanessa Walker – Non-Execut ive Director  
Vanessa was appointed in July 2015.  She was previously a Non-Executive Director with 
Humber NHS Foundation Trust. Vanessa has more than 30 years’ experience working across 
the NHS, civil services and local government.  She has a strong track record of leading 
strategic change programmes designed to improve organisational culture and performance.  
Vanessa is an elected member of East Riding of Yorkshire Council. 
 

 Tracey Christmas – Non-Executive Director  
Tracey was appointed in July 2015.  Tracey has extensive knowledge of both the public and 
private sectors, predominantly in finance and corporate services roles.  Tracey is a Finance 
Business Partner for the Ministry of Justice/National Offender Management Service working 
within the Yorkshire Region at HMP Full Sutton and HMP Hatfield. She is also a past president 
of the ACCA Women’s Society and International Assembly UK Representative, and is 
currently an elected representative for Yorkshire and the North East on the ACCA’s Strategy 
Implementation Committee.  Tracey has previously served as a Non-Executive Director of 
Eastern Hull NHS Primary Care Trust.  

 
Executive Directors  

 Chris Long – Chief Executive Officer  
Chris has a wealth of NHS experience, including four years with the former Scarborough and 
North East Yorkshire Hospitals NHS Trust as Executive Director of Operations and, more 
recently, seven years as Chief Executive of Hull Teaching Primary Care Trust (PCT) between 
2006 and 2013. Prior to joining the NHS, Chris spent 12 years in the Army, and before joining 
Hull and East Yorkshire Hospitals NHS Trust in 2014, he worked as the Area Director for NHS 
England’s Locality Team in Yorkshire and the Humber. 
 

 Lee Bond – Chief Financial Officer  
Lee was appointed in March 2013. Prior to this he was a Director of Business Delivery within 
the Trust and before that Director of Finance at Central Manchester University Hospitals NHS 
Foundation Trust.  His previous financial posts include Sherwood Forest Hospitals NHS FT 
and Sheffield Children’s NHS FT. 
 

 Kevin Phillips - Chief Medical Officer  
Kevin commenced as Chief Medical Officer in 25 August 2015 following a short period in the 
interim post. Prior to this appointment has was the Medical Director of the Family and 
Women’s Health Group within the Trust.  He has been a Consultant at the Trust for 19 years in 
obstetrics/gynaecology with a special interest in keyhole gynaecological surgery. He has 
worked in many managerial roles as well as full time clinical roles.  Nationally he recently 
received a term as President of the British Society for Gynaecological Endoscopy. 
He qualified from Leeds University in 1986 and pursued a career in obstetrics and 
gynaecology working in Leeds, Australia, New Zealand and Scotland before returning to 
Yorkshire to take up his Consultant post.  He is committed to working for our local population 
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and bringing high quality safe care to our patients. 
 

 Mike Wright – Chief Nurse  
Mike was appointed in April 2015. His previous appointment was Chief Nurse and Deputy 
Chief Executive at County Durham and Darlington NHS Foundation Trust. He is a registered 
Nurse and has 34 years’ experience working in clinical, managerial and leadership roles. 
These have included various clinical roles up to and including senior nurse manager level, four 
years Directorate Manager/Head of Nursing at Guy’s and St Thomas’ Hospital and three years 
as a Deputy Director of Nursing at Guy’s and St Thomas’ Hospital before his Chief Nurse role 
in 2003. 
 

 
In attendance at Trust Board Meetings  

 Jacqueline Myers – Director of Strategy and Planning  (non -voting)  
Jacqueline was appointed in July 2013 as Director of Strategy and Planning. She was 
previously Director of Planning at Leeds Teaching Hospitals NHS Trust and prior to this held 
the posts of Divisional General Manager and the Lead Cancer Manager.  She has also held a 
range of general management and strategic positions at University College London Hospitals 
Foundation Trust and Guys and St Thomas’s Foundation Trust. She is a Trustee of St 
Leonard’s Hospice in York. 
 

 Simon Nearney – Director of Workforce  and Organisational Development  (non -voting)  
Simon joined the Trust in September 2012 from his previous post as Director of Human 
Resources at Leicestershire County Council and took up post as Director of Workforce and 
Organisational Development in July 2015.  Simon has held several senior HR and 
Organisational Development management roles in large public sector organisations. 
Simon has a track record of transforming services, leading major organisational change 
programmes and improving the customer experience.  
 

 Liz Thomas – Director of Governance and Corporate Affairs  (non -voting  - to December 
2016) 
Liz joined the Trust in 1992 having previously worked in the New Zealand health service for 8 
years.  She has worked in a number of operational management roles in both new Zealand 
and in Hull, leading medical and surgical services. More recently her has role has included 
clinical governance responsibilities as well as fulfilling the role of Trust Secretary.  She is a 
qualified Company Secretary (ICSA).  Liz retired from the Trust in December 2016. 
 

 Carla Ramsay – Director of Corporate Affairs (non -voting – from December 2016)  
Carla was appointed in December 2016. She worked previously as Head of Quality in NHS 
Yorkshire and Humber Commissioning Support and has held previous Board Secretary roles 
within NHS commissioning and in further education. She started her NHS management career 
at the Trust, and has held operational management posts in medicine and surgery previously. 
She is a Trustee and Honorary Treasurer to two local charities. 
 

 
Trust Board meetings  
The Trust Board met on 10 occasions during 2016/17. No meetings were held in August and 
December 2015. A record of attendance of kept for each Board meeting and the table below 
sets out the attendance of Board members during the year.  
 
Trust Board Attendance 2016/17 
    Name / Title  Total  

M Ramsden – Chairman  10/10 
A Snowden -  Vice Chair /Non-Executive Director 10/10 
T Sheldon – Non Executive Director 710 
M Gore -  Non Executive Director 9/10 
S Hall -  Non Executive Director 10/10 
V Walker -  Non Executive Director  7/10 
T Christmas -  Non Executive Director  8/10 
C Long – Chief Executive Officer 8/10 
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Board Committees 
The Trust Board has established a number of committees to support it in discharging its 
responsibilities.  These are an Audit Committee, Quality Committee, Performance and Finance 
Committee and a Remuneration Committee.  The Trust also has a constituted Charitable Funds 
Committee.  The Audit and Remuneration Committees are statutory requirements and the work 
of the committees is detailed below.  Further detail on the work of the Quality Committee and 
Performance and Finance Committee can be found in the Annual Governance Statement within 
this annual report. 
 
Audit Committee 
The Audit Committee comprises of 3 Non-Executive Directors.  Other individuals attend the 
meeting but are not members of the committee.  These are Internal Audit (MiAA), External Audit 
(KPMG), the Chief Financial Officer, the deputy Director of Finance and the Director of 
Governance (from December 2016, attendees have been the Director of Corporate Affairs and 
the interim Deputy Director of Quality Governance and Assurance). 
 
The Audit Committee provides assurance on the Trust’s systems of internal control, integrated 
governance and risk management.  A tracking system of agreed actions is in place and the 
internal auditors follow up recommendations to provide assurance to the Audit Committee that 
the issues raised have been addressed. There were 6 meetings of the Audit Committee in 
2015/16 which included 1 extra ordinary meeting to consider the Annual Accounts.  All meetings 
were quorate. 
 
Members  Attendance  
Mr M Gore   6/6 
Mr S Hall  6/6 
Mrs T Christmas  5/6 
 
The Committee reviewed relevant disclosure statements in particular the draft Governance 
Statement, financial Accounts and the Quality Accounts.    
  
The internal audit programme for 2016/17 was informed by the Trust’s own risk and assurance 
framework, discussion with a wide range of officers and the broader context of the NHS. It was 
developed around the Trust’s strategic objectives and its business critical systems and was risk 
based. A draft Director of Audit Opinion and Annual Report 2016/17 gave an overall opinion of 
significant assurance. This was provided in the knowledge of the significant challenges that the 
Trust has faced over the year in terms of operational performance and financial pressures.  
   
No critical actions were identified for those audits that received limited assurance. Limited 
assurance audits consisted medicines management, quality spot checks, bank and agency 
staffing, the Clinical Sciences locality review, and the Information Governance toolkit (going in 
to 2016-17).   
 
Minutes and other updates from the work of the Quality Committee and the Performance & 
Finance Committee were considered by the Audit Committee which contributed to the overall 
view of governance and internal control.  
 

L Bond – Chief Financial Officer 10/10 
M Wright – Chief Nurse 10/10 
K Phillips – Chief Medical Officer  9/10 
E Ryabov – Chief Operating Officer 10/10 
J Myers  – Director of Strategy and Planning 9/10 
S Nearney – Director of Workforce and Organisational Development  8/10 
E Thomas – Director of Governance & Corporate Affairs (until December 2016) 7/7 
C Ramsay – Director of Corporate Affairs (from December 2016) 3/4 
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Work to prevent or counter fraud continued and reports were received throughout the year.  The 
Committee reviewed the Board Assurance Framework and other documents in respect of risk.  
These included Reference Costs, Losses and Special Payments and the Register of Gifts and 
Hospitality. 
 
Remuneration Committee 
The Board’s Remuneration and Terms of Service Committee is responsible for setting the pay 
and conditions for the voting Executive Directors (Chiefs) and the Directors who report to the 
Chief Executive/Chairman. The Remuneration Committee met 4 times during 2016/17.  The 
Committee was quorate at all meetings. Membership of the Committee comprises the Trust 
Chairman and all Non-Executive Directors. The Chief Executive, Director of Workforce and 
Organisational Development and Director of Governance/Director of Corporate Affairs also 
attend the Committee. Non-Executive Director attendance is detailed below:   
 
Member  Post  Meetings attended  
M Ramsden  Trust Chairman 4/4 
A Snowden Non-Executive Director 4/4 
M Gore  Non-Executive Director 4/4 
S Hall  Non-Executive Director 4/4 
V Walker Non-Executive Director 4/4 
T Christmas Non-Executive Director 4/4 
T Sheldon Non-Executive Director 3/4 

 
The Trust complies with the Trust Development Authority’s (TDA) guidance on pay for Very 
Senior Managers which was re-issued in September 2015 following new requirements set out 
by the Department of Health. Executive Directors are employed on contracts of service and are 
substantive employees of the Trust. Their contracts are open ended and can be terminated by 
the Trust by up to 6 months’ notice. The new guidance issued in 2015 requires NHS Trusts to 
include in the remuneration package an element of earn-back pay i.e. a requirement to meet 
agreed performance objectives. The Chief Medical Officer, the Chief Operating Officer and the 
Director of Workforce and Organisational Development have this requirement built in to their 
remuneration packages as they were appointed after the guidance was published. Other 
Executive Directors in post during the year did not have a component of performance related 
pay.  
 
Key items discussed by the Committee during the year included the appointment terms of the 
Chief Operating Officer, salary review for the Chief Financial Officer, annual performance 
reviews, Directors’ earn-back, succession planning in anticipation of the retirement of the 
Director of Governance and Corporate Affairs and the top earners in the Trust.  A summary of 
the Remuneration Committee is received in the closed session of the Trust Board.    
 
Details of the remuneration, including salary and pension entitlements of the Directors is set out 
in the Accounts on page XXXXXXX  .  
 
Details of company Directorships which may conflict  with management responsibilities  
None of the Trust Board hold company directorships that may conflict with management 
responsibilities.  The Trust publishes the declared interests of its Trust Board members on its 
website 
 
Personal Data related incidents  
The Trust has Information Governance arrangements in place to ensure that information is 
handled in a secure and confidential manner.  It covers personal information relating to service 
users and employees and corporate information, for example finance and accounting records. 
 
Information Governance provides a framework in which the Trust is able to deal consistently 
with, and adhere to, the regulations, codes of practice and law on how information is handled, 
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for example the Data Protection Act 1998, the Freedom of Information Act 2000 and the 
Confidentiality NHS Code of Practice.  The way in which the Trust measures its performance is 
via the Information Governance Toolkit. The Information Governance Toolkit is a performance 
tool produced by the Department of Health, which draws together the legal rules and guidance 
referred to above, as a set of requirements. In March each year NHS Organisations are 
required to submit a self-assessment return via the toolkit. The return and supporting evidence 
are independently audited.  For 2016/17 the Trust was awarded ‘significant assurance’ for 
compliance level 2 or above by the Internal Auditors.  
 
The Trust is required to score all Information Governance Incidents.  Any incident that scores a 
Level 2 or above is required to be reported via the IG Toolkit Incident Reporting Tool which 
sends automatic notification to the Information Commissioner.  The Information Governance 
Serious Incident requiring reporting to the Information Commissioner during 2016/17 are 
detailed below: 
 
The Trust has reported four SIRIs in 2016/17 to the Information Commissioner’s Office  

 
Two breaches were a result of data being lost in transit       

 
• A record requested from archive was found in the street by a member of the public and 

handed to the nearest GP Practice (Nov 2015, reported to the ICO in April 2016).  
 
There was a delay in reporting as the severity of the incident was not clear at the time. 
 
Outcome:   The record was recovered.  The Trust has appropriate policies governing the 

transfer of records.  The incident was the result of human error of a suitably 
trained employee.  Remedial actions have been identified and taken to 
minimise the risk of future occurrences.   There have been no reported 
similar incidents. 

 
                  The ICO closed the case with no further action   
 

• A number of copy Immediate Discharge Letters (IDL) were found on the platform floor at 
the railway station (Jan 2016, reported to the ICO in April 2016).  
 
There was a delay in reporting as the severity of the incident was not known until the 
incident had been investigated. 
 
Outcome:  The records were recovered quickly by security staff.  The team reviewed the 

way audits are performed and supervised within the department to learn from 
this incident and prevent reoccurrence. This included the audit training, staff 
guidance and review of the way data is collected, handled, processed and 
stored during an audit. 

 
Staff will be reminded of their IG responsibilities during audits using this 
incident as an example in department training, emails, safety huddles and 
monthly team talks 
 

                  The ICO closed the case with no further action  
 

Two breaches were a result of unauthorised access of personal data       
 
Both incidents are an offence under section 55 of the Data Protection Act.  A global 
communication had been sent to all staff in May 2016 warning them against committing Section 
55 offences. 
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• A staff member accessed a colleague’s medical record (June 2016) 
 

Outcome:   The Trust investigation found the staff member committed an act of gross 
misconduct.  If they had still been an employee of the Trust they would have 
been dismissed.   

                  
                   The Police were also involved in aspect of this case not covered in the Trust 

Investigation terms of reference.  This resulted in a successful prosecution at 
Hull Magistrates’ Court. 

 
                   The staff member will be reported to their regulatory body. 

 
                   The ICO closed the case with no further action 

 
• A staff member accessed family member’s record on Trust PAS System (September 

2016) 
 
Outcome:  The staff member was on leave.  On return they would have been informed 

that a disciplinary investigation would begin.   The staff member resigned 
from the Trust having never returned from leave.   

 
                  A note has been placed on their HR file in case any future employer contacts 

the Trust for a reference. 
 
 The ICO closed the case with no further action 

 

 
Directors’ disclosure  
Each Director knows of no information which would be relevant to the auditors for the purposes 
of their audit report and of which the auditors are not aware, and has taken all the steps that 
he/she ought to have taken to make himself/herself aware of any such information and to 
establish that the auditors are aware of it.  
 
Statement of Accounting/Accountable Officer’s respo nsibilities 
The Accounting Officer has overall responsibility for the financial statements. The statements 
are prepared through the Chief Financial Officer’s office. The Audit Committee is updated on the 
progress in preparing the Accounts. The Chief Financial Officer prepared a report to the Audit 
Committee in April 2017 to discuss and review the Trust’s status as a going concern. The Audit 

SUMMARY OF OTHER PERSONAL DATA RELATED INCIDENTS IN  2016/17 

Category  Nature of Incident  Total  

A Corruption or inability to recover electronic data 0 

B Disclosed in Error 31 

C Lost in transit 2 

D Lost or stolen hardware 0 

E Lost or stolen paperwork 7 

F Non-secure Disposal – hardware 0 

G Non-secure Disposal – paperwork 1 

H Uploaded to website in error 0 

I Technical security failing (including hacking) 0 

J Unauthorised access/disclosure 3 

K Other 6 
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Committee approved the Chief Financial Officer’s recommendation that the Accounts should be 
prepared on a going concern basis.  
 
As Accounting Officer I confirm that, as far as I am aware, there are no relevant Audit 
information of which the Trust’s auditors are unaware and I have taken all the steps that I 
should take to make myself aware of any relevant audit information and to establish that the 
Trust’s auditors are aware of that information.  
 
I confirm that the annual report and accounts as a whole is fair balanced and understandable 
and that I take personal responsibility for the annual report and accounts and the judgements 
required for determining that it is fair, balanced and understandable.  
 
Chris Long  
Chief Executive  
May 2017 
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MODERN SLAVERY STATEMENT FOR THE FINANCIAL YEAR 1 A PRIL 2016 TO 31 
MARCH 2017 
 
Introduction 
This Statement sets out the steps that the Hull and East Yorkshire Hospitals NHS Trust have 
taken for the financial year; 1 April 2016 to 31 March 2017, to ensure that modern slavery (i.e. 
slavery and human trafficking), is not taking place in any part of its own business or any of its 
supply chains.  
  
About the Trust  
Hull and East Yorkshire Hospitals NHS Trust is a large acute Trust situated in Kingston upon 
Hull and the East Riding of Yorkshire.  
 
The Trust employs just over 8000 staff, has an annual turnover of over £500m and has two 
main sites; Hull Royal Infirmary and Castle Hill Hospital. Outpatient services are also delivered 
from locations across the local health economy area. 
 
The Trust’s organisational structures are available on the Trust internet site and also via the 
links below: 
• Board Committee Structure 
• Executive Management Committee Structure 
• Executive Structure 
• Health Group Structure 
 
Policies 
The Trust has a number of internal policies and procedures in place to help safeguard against 
modern slavery which includes (but not exclusively) the following: 
 
• Raising Concerns at Work (Whistleblowing) Policy CP169 
• Recruitment and Selection Policy CP089 
• Recruitment and Selection - Medical and Dental Consultant Staff CP190 
• Criminal Record Checking (Disclosure) Policy CP088 
• Health And Safety at Work Policy CP137 
• Policy for the Safeguarding of Adults at Risk CP277 
• Situations Where Abuse or Neglect of Children Is Suspected CP278  
• Safeguarding Children and Adults Supervision Policy CP341 
 
All the Trust’s policies are available to staff via the Trust’s intranet. The Trust is committed to 
reviewing policies on a regular basis and in line with changes to legislation.   
 
Due Diligence 
The Trust is committed to preventing slavery and human trafficking in its corporate activities, 
and to ensuring that its supply chains are free from slavery and human trafficking. The Trust 
also has a responsibility to ensure that workers are not being exploited, that they are safe and 
that relevant employment (working hours etc.), health and safety, human rights laws and 
international standards are adhered to.  
 
The Trust adheres to the National NHS Employment Checks Standards, which among others 
includes pre-employment checking which seek to verify that an individual meets the 
preconditions of the role they are applying for. 
 
The Trust expects that the supply chains it works with have suitable anti-slavery and human 
trafficking policies and processes in place.  
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Throughout 2016, and continuing into 2017, the Trust extended a significant amount of effort 
into requesting affirmation that key suppliers of the Trust’s supply chain comply with the Modern 
Slavery Act 2015. Additional processes have also been put in place in the relevant areas (e.g. 
agencies supplying Nurses) to capture this information on an ongoing basis. A key supplier list 
is also being developed.  
 
Within Procurement, the Trust uses a Pre-Qualification Questionnaire (PQQ) which asks 
organisations to confirm whether they or any persons affiliated with them have been convicted 
of an offence under section 2 or section 4 of the Modern Slavery Act 2015. The Trust has now 
included this in the Selection Questionnaire document that is shared with appropriate suppliers 
when the Trust is going out to tender.  
 
In 2017/2018, the Trust will undertake further work in its supply chain, to identify and 
understand any significant risks, in order for the Trust to continue to adhere to the requirements 
of the Modern Slavery Act 2015. 
 
The Trust has a robust incident reporting system where modern slavery concerns can be raised, 
which are then brought to the attention of the safeguarding team. The team will then investigate 
the concern and determine whether a safeguarding alert should be made against the 
appropriate organisation. During 2016 the importance of having a robust reporting system was 
reaffirmed, when a human trafficking concern was raised and passed onto the safeguarding 
team, who followed up and dealt with the concern as required.  
 
Training 
Modern Slavery is embedded into the Trust’s mandatory Safeguarding training for all staff and 
forms part of the Trust’s key performance indicators. To supplement this, the Trust also provides 
an ‘Identifying and Supporting Victims of Modern Slavery’ voluntary eLearning module to help 
frontline healthcare staff to identify victims of human trafficking and take appropriate action to 
address their health and safety needs. 
 
Training continues to be improved upon and updated as necessary, such as, the Recruitment 
and Selection training has been updated to provide a brief overview of modern slavery and the 
key contacts. The Trust has also implemented a one hour mandatory training session on 
modern slavery for Midwives and is reviewing whether links to other appropriate modern slavery 
training (e.g. Salvation Army modern slavery training) can be added to the Trust’s training 
website. 
 
Awareness-raising Programme 
Following the obligation to produce the modern slavery annual statement, a Steering Group was 
formed within the Trust made up of key colleagues who represent the areas where there are 
potential links to modern slavery (HR/Procurement/Risk/Facilities/Training). The Steering Group 
facilitates the work that needs to be undertaken to ensure that the Trust is meeting its 
obligations under the Modern Slavery Act 2015. The Steering Group also reviews and updates 
this modern slavery statement on an annual basis and identifies new actions to further embed 
the requirements of the Modern Slavery Act 2015 in the Trust. 
 
There is also a local partnership working group in place to specifically look at the processes for 
referral, led by the Safeguarding Adult Board and in which the acute Trust is represented. 
 
Safeguarding Champions have been identified across the Trust, which provides individuals with 
an understanding of the fundamentals for good safeguarding (which includes modern slavery 
and human trafficking). The Safeguarding Champions ensure consistency of expertise in all 
teams, act as a role model in the workplace, provide information in order for staff to identify 
people at risk of harm and take action and ensure documentation is completed correctly, 
accurately, timely and forwarded to the right place. 
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Raising the profile of modern slavery continues to be a focus of the Trust, with posters being put 
up around the sites and an awareness campaign due to take place in 2017. 
 
The Trust Board has considered and approved this statement and will continue to support the 
requirements of the legislation. 
 
 
 
Signed ___________________________ 

Mr Terry Moran CB 
Chairman 
 

Signed ___________________________ 
Mr Chris Long 
Chief Executive  
 

Dated ___________________________ 
 

Dated ___________________________ 
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Annual Governance Statement 2016/17 
 
Scope of Responsibility  
As Chief Executive and the Accountable Officer I have responsibility for maintaining a sound 
system of internal control that supports the achievement of the organisation’s goals whilst 
safeguarding quality standards and public funds. I ensure that the Trust meets its three principal 
functions as set out in the Accountable Officer Memorandum. These are to:  
•       enter into and fulfil agreements with commissioning bodies 
• meet statutory duties 
• maintain and develop relationships with patients, local partner organisations and the  

wider local community, their commissioning agencies and their suppliers.  
 
In carrying out these functions I am responsible for the proper stewardship of public funds and 
assets for which I am personally responsible as set out in the Accountable Officer 
Memorandum.  
 
The governance framework of the organisation  
The Trust Board is accountable for all aspects of the performance of the Trust. The Trust Board 
met in public on 10 occasions during 2016/17 and was quorate at all meetings. The attendance 
of each individual Board member is set out in the Trust’s Annual Report and on each Trust 
Board agenda. 
 
The Board has five committees which support it in discharging its responsibilities. In addition to 
the statutory requirement for an Audit Committee and a Remuneration and Terms of Service 
Committee, the Board has a Performance and Finance Committee and a Quality Committee. A 
Charitable Funds Committee is in place for the management of funds held on trust. All Board 
committees are chaired by a Non-Executive Director. An attendance record is kept for the Board 
and each of its committees.  
 
The Audit Committee met 6 times during 2016/17, which is one more than the minimum set by 
its Terms of Reference and was quorate for all meetings. Its work plan for 2016/17 was received 
at its February 2016 meeting and was also periodically reviewed during the year to ensure it 
remained relevant and current. The first part of the Audit Committee agenda is comprised of 
standing items which include an overview of the work of the Quality Committee and the 
Performance and Finance Committee.  There are standing agenda sections for the external 
auditor followed by the internal auditor update and reports. Other agenda items are scheduled 
at regular intervals during the year and these include the preparation and submission of the 
Annual Accounts and Quality Accounts, Going Concern status, review of the Board Assurance 
Framework, Board members’ expenses, off payroll expenses, losses and special payments 
register and debts above £50,000.  The Audit Committee also undertook a review of committee 
effectiveness, facilitated by the Internal Auditors, in October 2016, which did not find any 
significant gaps in governance and made recommendations for the committee’s further 
development.  The Audit Committee chair fed back to the Board key issues following each 
meeting. These included internal audit reports giving limited assurance: medicines 
management, quality spot checks, bank and agency staffing, the Clinical Sciences locality 
review, and the Information Governance toolkit (going in to 2016-17).  This also included 
discussions on cash-flow, liquidity and timeliness on paying suppliers, and delays in completing 
recommendations and actions from previous internal audit reviews.  The Audit Committee also 
lead a successful procurement process for external audit services from 1 April 2017. The Audit 
Committee has not escalated any serious gaps in control during the year.    
 
The Performance and Finance Committee met on 12 occasions in line with its Terms of 
Reference and was quorate at all meetings. The focus of each meeting was on the detailed 
Integrated Performance report, specifically the Trust’s underlying performance against the key 
NHS Constitution standards and the Trust’s financial plan, which are standing agenda items 
discussed at each meeting.  Other key issues during the year included the delivery of the 
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Trust’s Cash Releasing Efficiency Savings programme, the financial position of the Trust and 
specifically health groups, capital expenditure, cash reserves, and a new proposed contract 
form with local commissioners as part of planning for 2017-18. The Non-Executive Chair of the 
meeting provided a briefing to the Board each month on these areas. 
 
The Quality Committee met on seven occasions which is one meeting more than its Terms of 
Reference.  The Committee agreed to meet monthly from January 2017 to provide more 
focussed review on quality, as is the case with performance and finance. Key issues discussed 
related to Quality Improvement Programme, Radiology and Neurosurgery Never Events, the 
Care Quality Commission comprehensive inspection, incident reporting, mortality, clinical audit, 
and the outpatient follow-up backlog. The Committee received annual reports relating to 
medicines optimisation, claims, serious incidents and safeguarding.  Each meeting also 
received a briefing report on issues discussed at the Operational Quality Committee. The Board 
was advised of issues arising following each meeting by the Non-Executive Committee Chair.   
 
The Remuneration Committee met four times during 2016/17 and was quorate for all meetings.  
Issues discussed included appointment terms of the Chief Operating Officer, annual 
performance reviews, Directors’ earn-back and the top earners in the Trust.  A summary of the 
Remuneration Committee is received in the closed session of the Trust Board.    
 
The Board held five development sessions during the year. The Board used the ‘Discovery 
Insights tool’ together with a questionnaire on its performance to inform the development 
sessions. The Board recognises that there is a need to build a strong, unified team and is 
benefitting from a stable year in relation to Executive and Non-Executive turnover. The well-led 
framework has informed the content of the sessions. Time was given for the Board to consider 
the development of its strategy, challenges relating to the changing environment with the 
emerging work around Strategic Transformation Partnerships (STPs), and benefitted from the 
insight brought by an external speaker: Roy Lilley, NHS commentator. 
  
Quality governance arrangements are in place, managed through a team of Quality Assurance 
specialists, which include clinical audit (delivering an annual clinical audit plan), risk 
management (with support provided in to each Health Group from a central team), compliance 
(including CQC, ward standards and support to safeguarding), claims and safety.  The Trust 
has in place a Trust-wide Quality Improvement Plan, which has detailed projects to improve 
identified areas within the Trust.  These are identified through internal compliance and quality 
checks, internal audit reports, CQC inspection reports and other internal processes.  The 
Quality Improvement Plan has a governance and project management structure in place, which 
feeds up to the Trust Board Quality Committee.  The Trust’s quality governance arrangements 
culminate annually in the formulation, approval and publication of the Trust’s Quality Accounts. 
The Quality Accounts signed off in June 2016 (relating to 2015-16) are reviewed by the Audit 
Committee, the Quality Committee and the external auditors. The external auditors, engaged to 
conduct a limited assurance review of the Quality Accounts, concluded that the 2015/16 Quality 
Accounts were prepared in a way that was consistent with guidance and Trust sources of 
information.  The external auditors highlighted one area, in relation to data quality within 
electronic patient records for venous thromboembolism, on which they gave a qualified 
conclusion.  This is being followed up in the Quality Accounts testing for 2016-17.   
 
A Quality Report is received at each Board meeting. The report is divided into sections, which 
set out patient safety matters, healthcare associated infections, patient experience matters, 
incident reporting, levels of harm caused to patients and actions being taken.  The report is 
detailed so as to account publically for the quality and safety of the Trust’s services, including a 
ward-by-ward read-across of patient safety reporting. The patient safety matters section 
contains information about Never Events and action taken, Serious Incidents and improvement 
activities. In 2016/17 the Trust declared two Never Events: one misplaced naso-gastric tube 
Never Event and one wrong site surgery Never Event.  The wrong site surgery was a repeat 
Never Event; there have been previous Never Events of this nature in the clinical area 
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(Neurosurgery).  The investigation panel for this Never Event agreed that there needed to be a 
different investigation approach as previous actions introduced to prevent such incidents had 
not succeeded.   The Deputy Chief Medical Officer undertook a simulation exercise with the 
team.  This inclusive approach was welcomed by the team and resulted in further, new 
mitigating actions.  The Trust Board received a detailed presentation at the conclusion of this 
learning process.  The Trust Board and Quality Committee have also received follow-up detail 
other Serious Incident issues during the year, providing assurance on the actions being taken 
and the steps already implemented to further mitigate against risks of future incidents. During 
the year, the Trust has put in place new processes for escalation and declaration of serious 
incidents, have reviewed templates for serious incident reports, and improved relations with our 
Commissioners to create a more open, transparent and honest dialogue on our SIs. 
Commissioners recently gave the Trust ‘significant assurance’ on its SI reporting. 
 
Arrangements for the discharge of statutory functions have been checked for irregularities and 
were found to be legally compliant.    
 
Risk assessment   
All risks are categorised using the same risk matrix and framework based on the likelihood of 
the risk occurring and the severity of impact, with the highest risk having a score of 25 (almost 
certain and catastrophic) and the lowest risk of 1 (rare and negligible). The Trust uses a web 
based system (Datix) and designated members of staff have authority to identify and enter risks 
on the risk register.  Each Health Group has arrangements for the review of risks on the risk 
register and the outcome is recorded in Health Group governance meetings. The Non-Clinical 
Quality Committee reviews all risks within their Terms of Reference.  The Trust strengthened 
the ‘ward to board’ risk escalation process in January 2017, defining a process by which 
operational risks were reviewed for inclusion on a corporate risk register.  This is an inclusive 
process, escalating up corporate service and non-clinical risks through the Non Clinical Quality 
Committee, (NCQC) and a parallel process for clinical risks up from Health Groups to the 
Operational Quality Committee (OQC).  The NCQC and OQC recommend high-level risks for 
consideration for the Trust’s Corporate Risk Register, which is determined and agreed by the 
Executive Management Committee.  The risks on the Corporate Risk Register are then in turn, 
are considered against the risk areas on the Board Assurance Framework, and whether these 
corporate risks impact of the achievement or show a deterioration of an issue linked to the 
achievement of the Trust’s strategic goals as detailed on the Board Assurance Framework.   
 
There were 224 risks on the risk register at the end of March 2017. Of these, 34 risks have 
been rated as high, 145 as moderate and 45 as low risk. The highest rated risks at the year-end 
were grouped on to the Corporate Risk Register against six themed areas.  The corporate risk 
register themes with the highest levels of risk at year-end were workforce and financial 
management.    
 
The risks that could threaten achievement of the Trust’s strategic objectives are set out in the 
Board Assurance Framework which is reviewed by the Trust Board throughout the year.  It is 
also reviewed by the Trust Board Committees quarterly in relation to the risks linked with the 
Committee’s terms of reference and also by the Audit Committee as a governance mechanism. 
The Board Assurance Framework includes an assessment of the source and level of assurance 
received as well as gaps in assurance. Any increase or decrease in a risk score is agreed by 
the whole Board. There were 10 risks on the Board Assurance Framework at the start of 
2016/17, which were then aligned to the Trust’s aims from the Trust Strategy, approved by the 
Trust Board in April 2016.  One risk (F2) was removed from the Board Assurance Framework 
(BAF) as repetition of risks already described in two other risks on the BAF.  The highest-rated 
risks at the end of 2016/17 on the Board Assurance Framework related to resolution of the 
Trust’s deficit, the potential impact of workforce on quality of care and the potential impact of the 
Strategic Transformation Plan.  The year-end position was that were three high rated and six 
medium-rated risks.  At the year-end position, three risk areas had met their target risk rating.   
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The Trust has a number of controls in place to address the risks identified in the Board 
Assurance Framework. A Quality Improvement Programme was developed following the 
comprehensive CQC inspection in May 2015 and was further developed following the CQC 
inspection in 2016.  This includes an Improvement Plan on lessons learned.  The Trust’s People 
Strategy and Workforce Development Plan detail the Trust’s approach to tackling staffing and 
skills shortages, and good progress, including month-on-month increase in staffing figures have 
been seen in 2016/17.  In respect of the two BAF risks relating to the Trust’s finances, including 
the highest-rated risk (deficit position), the Board’s Performance and Finance Committee has 
maintained close overview of the financial plan throughout the year. Health Groups have 
attended the meetings to provide information on the delivery and robustness of their financial 
plans and links to performance (such as overspend on agency to maintain safe staffing levels. 
 
There were four Serious Incidents Requiring Investigation (SIRI) during 2016/17.  Two of these 
related to data being lost in transit and two related to unauthorised access of personal data.  
The data lost in transit related to patient information being found in public places, which were 
retrieved quickly and action taken with staff involved.  The two unauthorised access to personal 
data incidents involved two staff members who accessed medical records inappropriately, both 
of which resulted in disciplinary actions.  Both employees are no longer with the organisation 
and notes have been kept on file should references be requested in the future.  In all four cases, 
the Information Commissioner has responded to the Trust and is not taking any action against 
the Trust. 
 
The risk and control framework  
The system of internal control is designed to manage risk to a reasonable level. All risks that are 
entered on the Trust risk management system are assigned initial, current and target risk rating. 
Controls are identified to mitigate the level of risk and where there are gaps in the controls, 
action plans are developed. Risks are identified and reviewed on an ongoing basis across 
Health Groups. Risks are identified from a number of different sources, including day to day 
operational working practices and trends arising from incidents, complaints and regulatory 
compliance. Line managers are responsible for on-going investigation and assessment of risks.  
 
There is a mechanism for Health Groups and Directorates to escalate risks. New high level risks 
are notified to the Health Group triumvirates to be dealt with immediately whilst lower level risks 
are discussed at the Health Group Governance meetings. The Executive Management 
Committee reviews the highest rated risks. There is a process in place that reviews the risks on 
the risk register and aligns these to Board Assurance Framework risks. This process was 
strengthened in 2016/17, to incorporate escalated risks to the Executive Management 
Committee in to a corporate risk register, for high-rated risks that affected and/or could not be 
resolved by more than one Health Group. This updated process also provides the same 
escalation mechanism and consideration as corporate risks for non-clinical risks raised by the 
Non Clinical Quality Committee to the Executive Management Committee in order to recognise 
that key services and enablers in the organisation that impact on patient care will not always 
originate within Health Groups, such as Estates risks. 
 
There are a number of mechanisms in place which are designed to prevent or minimise the 
potential of risks occurring. The Trust’s incident reporting system records near misses as well as 
actual incidents. The learning from Serious Incidents is shared at Health Group Governance 
meetings and across the Trust through a Lessons Learned newsletter, cascade through the 
monthly Team Brief mechanism. The Trust’s Mortality Committee commissions case note 
reviews and has put in place a new case note review process to identify patient deaths that 
have any flags for failure or impacts of care that could have been avoided, which have a more 
detailed review undertaken to identify lessons that could be learned. Training is provided to staff 
who use the Datix system. Root Cause Analysis training is provided to senior managers 
involved in investigating Serious Incidents. The Trust’s intranet site contains information to 
support staff in managing risks. The Trust’s formal communication systems are used to remind 
staff of their responsibilities and when specific initiatives or incidents have occurred. These 
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include anti-fraud activities relating to employment, bank or agency staff and publishing the 
outcome of investigations.  
 
A fundamental nursing standards audit process is in place, which audits practice on each ward 
and is aligned to the Care Quality Commission’s Key Lines of Enquiry. This gives a rating to 
each ward and identifies areas of potential risk. Risks are also identified from patient 
complaints, through the internal audit programme and the clinical audit programme.  

 
A framework is in place for managing and controlling risks to data security. There is a Senior 
Risk Owner at Board level and a network of information risk owners across the organisation. 
Information Governance training is a mandatory requirement for all staff to complete. The Trust 
has achieved Level 2 in the NHS Information Governance toolkit in March 2017, following an 
internal audit giving limited assurance going in to 2016-17, demonstrating a focus on 
improvement in information governance standards.  The Trust internal auditors undertook an 
internal audit of 15 information governance standards against the Information Governance 
toolkit requirements and gave an assurance rating of significant assurance. 
 
The Trust continues to review current systems and processes to ensure that it can demonstrate 
the best standards in research governance and delivery. The Trust adheres to national Health 
Research Authority (HRA) systems to manage the studies in proportion to risk. A suite of 
standard operating procedures provide a framework to demonstrate adherence to the UK 
Clinical Trial Regulations and Research Governance Framework (RGF) and these procedures 
will be updated in line with the publication of the HRA UK Policy Framework for Health & Social 
Care Research in the summer of 2016.The Trust’s third routine MHRA Good Clinical Practice 
(GCP) inspection was due in 2016 but did not take place.  Usually these are every three years 
but are also based on relative risk compared to other organisations. The Trust has recently 
been asked to provide information on studies involving the Trust’s labs so it is anticipated that a 
GCP lab inspection may take place in 2017-18. A risk based monitoring programme continued 
in 2016-17 to ensure compliance to Good Clinical Practice. Common findings from the 
monitoring include the need for dedicated research nurse support, ensuring participant research 
visits are appropriately documented and demonstrating that appropriate version control for 
research documentation is maintained. The Trust also creates action plans in response to each 
trial-specific monitoring visit reports for all for HEY-sponsored CTIMPs (drug trials).  These 
action plans are monitored and actions addressed with each research team. 
 
Review of the effectiveness of risk management and internal control 
The effectiveness of risk management and internal control has been determined through a 
number of mechanisms. The Trust’s internal auditors has provided an opinion on the Trust’s 
Assurance Framework and has confirmed that it meets the NHS requirements, is visibly used by 
the Board and clearly reflects the risks discussed by the Board.  
 
The internal audit programme for 2016/17 was informed by the Trust’s own risk and assurance 
framework, discussion with a wide range of officers and the broader context of the NHS. It was 
developed around the Trust’s strategic objectives and its business critical systems and was risk 
based. The Director of Internal Audit Opinion and Annual Report 2016/17 gave an overall 
opinion of significant assurance that there is generally a sound system of internal control 
designed to meet the organisation’s objectives and that controls are being applied consistently.  
The Trust’s Board Assurance Framework was reviewed by the Trust’s internal audit team, who 
provided an opinion of significant assurance that the Board Assurance Framework was 
appropriately structured to meet the needs of an NHS Trust, met all requirements to relevant 
guidance and was monitored and reviewed regularly by the Trust Board. 
   
No critical actions were identified for those audits that received limited assurance. Limited 
assurance audits consisted quality spot checks, bank, locum and agency staffing, payroll/HR 
and NICE quality standards.  In addition, one locality review, for clinical sciences, received 
limited assurance. Thirteen internal audits received significant assurance in 2016/17, including 
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safeguarding, information governance, data quality, medicines management, nurse revalidation, 
emergency preparedness, and treasury management.  
 
The Audit Committee, comprising Non-Executive Directors, gives independent assurance to the 
Board. It receives all audit reports from internal and external auditors and monitors progress 
against agreed recommendations. Where gaps in control are identified management action is 
agreed. A tracking system of agreed actions was strengthened in 2016/17 and the internal 
auditors follow up completed action plans to provide assurance to the Audit Committee that the 
issues raised have been addressed.  
 
The Trust Board had a year of stability 2016/17. The appointment of a permanent Chief 
Operating Officer commenced in April 2016 and there were no other changes in the Executive 
or Non-Executive Directors.   In relation to non-voting Directors, the Trust’s Director of 
Governance retired in December 2016.  The Board’s Remuneration Committee reviewed the 
skills and capacity required for corporate affairs and quality governance and assurance and 
determined that the combined Director of Governance post be split back in to two separate 
posts, both of which were recruited to prior to the retirement of the Director of Governance.  In 
recognition of the need to build a strong unitary Board, time has been spent in the Board 
Development sessions specifically around building relationships, increasing knowledge and 
developing the Trust strategies.  
 
There has been relative stability at Health Group level during 2016/17, with the only change 
being the recruitment of a new Nurse Director for the Family and Women’s Health Group 
following retirement.  This appointment was given to an internal candidate who was able to take 
up post with handover from the previous post holder. In addition, the Chief Executive has held a 
number of development sessions with the Trust’s senior management teams. These have been 
used to discuss organisational priorities, listen to feedback from management teams and foster 
a way of working that extends beyond each individual Health Group.   
 
The Trust’s performance against the Emergency Department 4 hour wait target has resulted in 
continued external scrutiny. The Trust has received external support in developing its plans. 
The acute medical pathway has now been transformed and the Urgent and Emergency Care 
Board has monitored progress against a detailed project plan to implement improved pathways 
and patient flows.  This includes investment in to the Trust’s Site Team and implementation of a 
new Frailty Intervention Team (FIT) model to assess and prevent admissions of medical elderly 
patients.  Following a challenging winter period nationally, the Trust’s Emergency Department 
performance in March 2017 is in the top 20 nationally and met the national requirement of 
performance of at least 90% for the month on the four-hour Emergency Department target.   
 
The Trust did not meet the 18 week referral to treatment time (incomplete pathway) or the full 
suite of cancer targets during 2016/17.  Each service worked towards a trajectory to reduce 
waiting times overall and reduce the backlog of outpatient follow-up appointments, which 
showed overall steady improvement during 2016/17 until reaching a plateau on 18-week RTT 
performance in the last quarter of 2016/17.  The Trust had input and support from the national 
Intensive Support Team on elective waiting times, as well as the Emergency Department.  The 
IST work included interrogation and methods of validating waiting lists, with a view to moving to 
sustainable waiting list positions.  On this basis, the Trust’s plans for 2017/18 will focus on the 
wait for first outpatient appointment by ensuring that core capacity meets referral demand.  This 
work is subject to detailed discussion and agreement of activity trajectories with local 
commissioners for 2017/18.   
 
The Trust has continued to strive for improvement by embedding efficient and effective 
mechanisms for managing risks.  Clearly defined processes are in place to ensure the Trust is 
continually “inspection ready” by providing high quality care.  This is regularly assessed through 
the clinical audit programme, fundamental standard reviews, multi-disciplinary clinical reviews 
as well as internal ad-hoc reviews against the CQC’s Key Lines of Enquiry as required.  The 
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Trust through its Quality Improvement Programme put in place arrangements to deliver 
improvements identified through previous CQC inspections and by partners and stakeholders 
via reviews for the Quality Accounts, Serious Incidents, Claims and Complaints as well as the 
programme for Sign Up to Safety.   The Quality Improvement Plan has project governance set 
up to monitor progress, reporting up in the organisation to Trust Board level. 
 
The improvements achieved through this approach were evidenced by the CQC 
Comprehensive Inspection in June and July 2016.  Whilst the Trust received an overall rating of 
“requires improvement”, key core services received improved ratings, namely Emergency Care, 
Children and Young People’s Services and End of Life Services.  The Trust acknowledged with 
the CQC, NHS Improvement and key Partners at the Quality Summit in March 2017 that further 
work was required to continue the Trust’s improvement journey.  Sector and region wide 
stakeholders were present at the event and signed up to delivering a Quality Improvement Plan 
that would lead to system wide change. 
 
The Trust has committed to engaging regularly with key stakeholders and partners, including 
regular meetings with the CQC and NHS Improvement.  During these meetings all parties will 
continue to monitor progress in an environment of openness and honestly. 
 
In addition, the Trust uses benchmarking information from a variety of sources to gauge the 
effectiveness of its risk management and internal control processes. The 2016 national staff 
survey results demonstrated significant improvement. The response rate for the Trust was 44% 
(3,508 staff), against a national average of 43%. For the first time, the Trust had 13 responses 
in the top 20% of Trusts, compared with 6 in 2015, including significant improvements in the 
scores for staff attending work despite feeling unwell, staff feeling unwell due to work related 
stress, staff witnessing potentially harmful errors, near misses or incidents, staff experiencing 
harassment, bullying or abuse from staff  and staff appraisal rates.  There are some staffing 
groups and demographics requiring attention, an a focussed action plan is being brought 
together to address these specific areas.  In addition, the initial feedback from the national 
inpatient survey also demonstrates that patients have responded positively to the way that care 
is being delivered and further improvements in patient care were noted in the CQC 
Comprehensive Inspection report published in February 2017. 
 
Information is also used from external agencies visiting the Trust. The Trust received a peer 
review visit on its Major Trauma Centre, which demonstrated a much improved position from the 
previous peer review, and gave confidence in the Trust’s care and treatment of Major Trauma 
patients and its role in the Major Trauma network.  The Stroke Service peer review at the end of 
2016-17 highlighted some service provision issues that require consideration within the Trust, 
and also require the input of commissioners and other stakeholders, such as the level of 
rehabilitation services available within the local health economy. 
 
2016/17 saw one visit to the Trust by the Health and Safety Executive, (HSE). This was a 
routine, planned inspection of the biological containment facilities within the Microbiology 
Laboratories. The visit concluded with no further actions.  The Trust’s Safety Team reported 31 
incidents to the HSE under the RIDDOR regulations in 2016/17, which represents the 
consolidation of the progress made last year (30) compared with the 40 that were reported in 
2014/15.  The number of new staff claims against the Trust fell again in 2016/17 to 14. 2015/16 
had seen 17 new claims which was itself a significant improvement on the 36 claims made in 
2014/15. 
 
Significant issues 
Having reviewed the areas of risk I consider that the following are significant issues:  
 
The Trust’s planned investment in new pathways and estate to improve performance against 
the Emergency Department 4 hour wait, has shown improvement in achieving the national ED 
target in the last part of this year.  The Trust will show a year-end figure below the 95% 
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standard that was applied nationally but did show achievement of 90% as required by the end of 
March 2017.  It is expected that this improved performance will be sustained and further 
improvements will be possible in 2017/18.    
 
The Trust did not meet all of the remaining NHS Constitution standards. Whilst progress has 
been seen in individual services against the referral to treatment 18 week target, against 
trajectories agreed with commissioners and NHS Improvement, performance at the end of the 
year was 84.6% against a 92% target. In addition the 62 day cancer standard was also not met 
for the full year. Action plans have been developed and presented at the Board’s Performance 
and Finance Committee, and Health Groups have been subject to detailed confirm and 
challenge at monthly performance reviews with the Executive team.   Trajectories have been set 
and agreed for these targets in the forthcoming year but in the context with the Trust’s two main 
local commissioners of working within a fixed-income and activity contract in 2017/18.  This will 
mean that, although the Trust will continue to improve performance towards the 92% standard, 
this may not be achieved across the organisation by the end of 2017/18. Steady progress was 
made against the cancer standards with improvements in the two-week wait performance from 
Quarter 2 2016/17.  The 62 day performance did not meet the expected delivery trajectory.  A 
review of the diagnostic, lung and urology pathways is being undertaken.  The Trust aims to 
deliver the 62 day standard from October 2017.  Diagnostic capacity will be a specific factor in 
the ability to meet all waiting time standards in 2017/18 and beyond.  
 
The Trust recorded a planned deficit, excluding Sustainability and Transformation funding, of 
£14 million for 2016-17.  Whilst being in line with the Trust’s financial plan, the achievement of 
the Trust’s control target was achieved through the use of a number of non-recurrent measures.  
Looking forward to 2017-18, the Trust’s financial plan looks to deliver a stepped improvement in 
terms of deficit reduction and an improvement in the underlying financial health of the 
organisation.  The Trust is planning to do this whilst working within a fixed funding envelope with 
its two largest local commissioning bodies.  Delivery of the financial plan in the context of a local 
health economy which is also currently very tightly constrained represents a significant risk. 
 
The CQC inspection of the Trust in June/July 2016 resulted in an overall rating of ‘requires 
improvement’, with 23 ‘must do’ actions and a further 10 ‘should do’ actions. The report was 
published in February 2017 and the Quality Summit held with stakeholders in March 2017.  The 
Trust responded with its action plan by 31 March 2017.  At the Quality Summit, the CQC and 
NHS Improvement recognised that, although the Trust has not improved its overall rating, a 
number of areas within the Trust had improved since the last inspection and that the Trust has 
good foundations in place to move to a ‘good’ and ‘outstanding’ rating.  A focus on improvement 
in quality and safety remains a key focus for the organisation going in to 2017-18.    
 
The Trust Board acknowledges that 2017/18 will be a challenging year. The Trust welcomes a 
new Chairman on 1 April 2017 and is seeking to work more closely with partners to manage 
system challenges constructively.  Board members within the Trust and across organisations 
need to build mutually supportive relationships to meet growing patient demand within limited 
resources. From this organisation’s perspective, a programme is in place to support the 
development of the whole Board so that there is an appropriate balance of experience, skills 
and knowledge to meet the strategic needs of the organisation and to provide leadership during 
increasingly difficult times for the NHS.    
 
  
Accountable Officer: Mr C Long   
Organisation: Hull and East Yorkshire Hospitals NHS Trust  
Signature 
Date 
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Remuneration and staff report  
This section of the Annual Report sets out the Trust’s remuneration policy for directors and senior managers, reports on how that policy has been 
implemented and sets out the amounts awarded to directors and senior managers.  
REMUNERATION TABLE - ANNUAL REPORT 

This table has been subject to audit Current year 2016/17 Prior Year: 2015/16 

Name and title 

(a) (b) (c)   (a) (b) (c)   

Salary 
(bands 

of 
£5,000) 

Expense 
payments 
(taxable) 
total to 
nearest 

£100 

All 
pension 

- 
related 

benefits 
(bands 

of 
£2,500) 

TOTAL 
(a to c)  
 (bands 

of 
£5.000) 

Salary 
(bands 

of 
£5,000) 

Expense 
payments 
(taxable) 
total to 
nearest 

£100 

All 
pension 

- 
related 

benefits 
(bands 

of 
£2,500) 

TOTAL 
(a to c)  
 (bands 

of 
£5.000) 

£000 £00 £000 £000 £000 £00 £000 £000 
Mike Ramsden: Chairman 35-40  - 35-40 35-40  - 35-40 

Tracey Christmas: Non Executive Director 
 

5-10  - 5-10 0-5  - 0-5 

Martin Gore: Non Executive Director 
 

5-10  - 5-10 5-10  - 5-10 

Stuart Hall: Non Executive Director 
 

5-10  - 5-10 5-10  - 5-10 

Trevor Sheldon: Non Executive Director 
 

5-10  - 5-10 5-10  - 5-10 

Andy Snowden: Non Executive Director & Vice Chair 
 

5-10  - 5-10 5-10  - 5-10 

Vanessa Walker: Non Executive Director  
 

5-10  - 5-10 0-5  - 0-5 

Ellen Ryabov: Chief Operating Officer from 1 April 16 155-
160 

80 - 165-
170 

- - - - 

Chris Long: Chief Executive Officer 175-
180 

 35-37.5 215-
220 

175-180 15 60-62.5 240-
245 
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Lee Bond: Chief Financial Officer 135-
140 

 30-32.5 170-
175 

135-140  20-22.5 160-
165 

Kevin Phillips: Chief Medical Officer 210-
215 

 180-
182.5 

395-
400 

165-170  340-
342.5 

510-
515 

Mike Wright: Chief Nurse 145-
150 

 20-22.5 165-
170 

140-145  - 140-
145 

Jacqueline Myers: Director of Strategy and Planning 
 

95-100  15-17.5 80-85 30-35 1 10-12.5 45-50 

Liz Thomas: Director of Governance & Corporate Affairs 
to 31 December 2016 

75-80 2 12.5-15 60-65 95-100  5-7.5 105-
110 

Simon Nearney: Director of Workforce & Organisational 
Development 

105-
110 

 7.5-10 100-
105 

105-110  72.5-75 175-
180 

Carla Ramsay: Director of Corporate Affairs from 19 
December 2016 

15-20  40-45 55-60 - - - - 

Notes: 

Taxable expenses comprise of assets made available to office holders for private use and relocation expenses 
No contributions have been made by the Trust to a stakeholder pension in respect of anyone in the above table 

A recruitment incentive of £13,000 was paid to Ellen Ryabov and has been included in the table above as salary 

Ellen Ryabov, Simon Nearney and Kevin Phillips have an element of earn-back included in their gross salary   

This is in accordance with NHS Improvement requirements for Very Senior Managers appointed after 1 June 2015 for  

Ellen Ryabov and Kevin Phillips, and has been applied on a voluntary basis for Simon Nearney 
These elements of earn-back have been confirmed as achieved by the Chief Executive and noted by the Remuneration Committee for 2016/17.   

The earn-back percentages of gross salary are: Ellen Ryabov 10%; Kevin Phillips 10% and Simon Nearney 5%. 
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No exit packages were agreed in 2016/17. Two compulsory redundancies were agreed, which were made 
in line with Trust policy and agenda for change terms and conditions.  One was a result of internal 
restructure and no suitable alternative employment could be secured and one was due to cessation of 
external funding supporting the post and the cessation of the work involved. 

 

 
 

REMUNERATION REPORT - PENSIONS TABLE  
This table has been subject to audit 

NAME 

(a) Real 
increase 

in pension 
at 

pension 
age 

(bands of 
£2,500) 

(b) Real 
increase 

in pension 
lump sum 

at 
pension 

age 
(bands of 
£2,500) 

(c) Total 
accrued 

pension at 
pension 
age at 

31/03/2017 
(bands of 
£5,000) 

(d) Lump 
sum at 

pension age 
related to 
accrued 

pension at 
31/03/2017 
(bands of 
£5,000) 

 {e} CETV at 
01/04/16 

 (f) Real 
increase in 

CETV 
(g) CETV at 

31/03/17 

Chris Long 2.5-5 7.5-10 50-55 150-155 985,314.52 85,788.35 1,071,102.87 

Lee Bond 2.5-5 0.00 40-45 110-115 597,443.46 41,173.65 638,617.11 

Kevin Phillips 7.5-10 27.5-30 80-85 250-255 1,397,970.52 216,736.24 1,614,706.76 

Michael Wright 0-2.5 5-7.5 60-65 190-195 1,176,167.71 68,591.88 1,244,759.59 
Jacqueline 
Myers 0-2.5 5-7.5 25-30 65-70 388,058.00 2,166.57 390,224.57 

Liz Thomas -0-2.5 0-2.5 25-30 85-90 653,237.17 0.00 0.00 

Simon Nearney 0-2.5 0 5-10 0.00 80,645.84 4,894.60 85,540.44 

Carla Ramsay 0-2.5 0 5-10 0.00 9074.97 13887.35 58,287.41 
 
 
PAY MULTIPLES 
Reporting bodies are required to disclose the relationship between the remuneration of the highest-paid 
Board Director in their organisation and the median remuneration of the organisation’s workforce.  
 
The Trust’s highest paid Board Director was the Chief Medical Officer.  The banded remuneration of 
the highest paid Board Director in Hull and East Yorkshire Hospitals in the financial year 2016/17 was 
£210,000 - £215,000 (2015/16 - £210,000- £215,000). This was 7.6 times (2015/16 – 7.7 times) the 
median remuneration of the workforce, which was £28,096 (2015/16 - £27,778).  
 
No employees received more than the highest paid Board Director in 2016/17 or 2015/16.  Total 
remuneration includes salary, non-consolidated performance-related pay, benefits-in-kind, but not 
severance payments. It does not include employer pension contributions and the cash equivalent 
transfer value of pensions. 
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Staff report  
 
Number of Senior Managers by Band 

Band WTE 

Band 8b 12 

Band 8c 11 

Band 8d 5 

VSM 9 
 

Staff Numbers 

Staff Group 

WTE 
Average 
16/17 

Medical and Dental 968 

Ambulance Staff 1 

Administration and Clerical 1395 

Healthcare Assistants and Other Support Staff 634 

Nursing, Midwifery and Health Visiting Staff 2780 

Nursing, Midwifery and Health Visiting Learners 18 

Scientific, Therapeutic and Technical Staff 843 

Social Care Staff 0 

Healthcare Science 424 

Other Staff 1 

Trust Total 7064 

 
Staff Composition 

Trust Total 

Gender Headcount % 

Male 2034 23 

Female 6789 77 
 

Executive Director Grade 

Gender Headcount % 

Male 5 71 

Female 2 29 
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Sickness Absence Data  

% Sickness 
(2016/17) 

 Average 
FTE 2016/17   

FTE-Days Available 
16/17 

FTE-Days Lost to 
Sickness 
Absence 16/17 Average Sick Days per FTE 

3.7% 
                  

7,064  2,576,200 
                             

94,928                   13.4  
 
Staff policies applied during the financial year 
As part of the Trust’s People Strategy 2016 to 2018, we continue to be committed to 
transforming the Trust’s HR service provision and people management culture, to deliver great 
staff, great care, great future, which will enable us to achieve our strategic objectives. 
 
The introduction of the new Employee Service Centre based at Castle Hill Hospital has given an 
opportunity for the Workforce and Organisational Development Teams to commence 
modernising the way we work, cross collaborate and to streamline policies, procedures and 
processes which impact across the Trust. 
 
To support the People Strategy 2016 to 2018 and in particular, equality, diversity and inclusion, 
health and wellbeing and recruitment and retention work streams, working in partnership with 
staff side and management representatives, a number of policies have been updated over the 
past year, which includes:  
 
Disciplinary Policy and Procedure  
The policy was updated to introduce an ‘Accepted Responsibility’ approach, which deals with 
incidents that may have previously been dealt with under formal disciplinary procedures. The 
revised policy supports staff and gives them the opportunity to accept and learn from mistakes 
where they are openly acknowledged. The policy gives the opportunity for both individual and 
organisational learning, to work towards avoiding errors and the same mistakes happening 
again in the future. It enables issues that can be dealt with under the accepted responsibility 
approach to be dealt with quickly and without the need for lengthy investigations and formal 
processes. 
 
Raising Concerns at Work (Whistleblowing) Policy 
In April 2016, NHS Improvement published a standard integrated policy for raising concerns for 
NHS organisations in England to adopt as a minimum standard to help normalise the raising of 
public interest concerns. Therefore a comparison between the existing Trust’s Raising 
Concerns at Work (Whistleblowing) Policy and the suggested national policy took place to 
ensure that all points were included. The revised policy clearly identifies the Trust’s Freedom to 
Speak Up Guardian (Director of Corporate Affairs) and reflectd Junior Doctors whistleblowing 
third party rights. 
 
Reserve Forces Training and Mobilisation Policy 
A Reserve Forces, Training and Mobilisation Policy was developed and published in May 2016. 
The policy confirm the Trusts commitment to employing volunteer reservists, shows flexibility 
towards releasing employees for reserve forces training and supports reservists when reporting 
for duty and returning from their period of mobilisation. Following that, in January 2017 the Trust 
received the Bronze award in national recognition of the commitment to Armed Forces and is 
now included on the NHS Employers footprint map 
http://www.nhsemployers.org/reserveforcesmap, which shows which NHS organisations in 
England have given support for the Reserve Forces. 
 
Managing Attendance Policy 
Following the ACAS Attendance Management and Disability workshop held in June 2015, the 
Trust agreed in partnership with staff side representatives to update the Managing Attendance 
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Policy and supporting documents. A number of positive changes to the policy were introduced 
which included the importance of employee health and well-being to the Trust, emphasising 
how the Trust can support employees at work or returning to work following absence and 
clarification around disabilities and attendance issues by providing a legal definition of disability 
in accordance with the Equality Act 2010. 
 
Family Friendly Policies 
In addition to the above key policies, the Trust continues to promote a family friendly working 
environment and a number of policies were updated to support this for example: 
• Adoption and Fostering Policy 
• Flexible Working Policy 
• Special Leave Policy 
 
Health and Wellbeing 
A Steering Group has been created to lead and manage the health and wellbeing agenda which 
includes creating and promoting one health and wellbeing programme for staff on the Trust’s 
intranet site and reviewing key issues such as smoking, alcoholism and mental health. As part 
of this work, the Smoke Free Policy is being revised to support the Trust’s smoke free agenda. 
 
Recruitment and Retention 
Using the Leaver and Employee Transfer Policy as a conduit, data is gathered from individuals 
leaving the Trust through leaver questionnaires. Reported on a bi-annual basis, the analysis of 
this data with other measures helps inform and monitor the delivery of the programme of 
cultural change, helps to understand and improve staff retention, and support the strategic 
workforce themes within the People Strategy 2016 to 2018. 
 
Remuneration 
The remuneration for Executive Directors and those reporting directly to the Chief Executive are 
set by the Remuneration Committee, with terms of reference set through the Scheme of 
Delegation in Standing Orders.  The work of the Remuneration Committee in 2016/17 is set out 
within this annual report.  The remuneration for Very Senior Managers who do not fall under the 
Remuneration Committee is set by the Pay, Terms and Conditions Group, with agreed terms of 
reference, and who oversee the application of the Trust’s Very Senior Managers contracts, 
terms and conditions.  Remuneration for all other staff are set through nationally determined 
policies positions and agreements (agenda for change, consultant and medical staff contract 
and agreements).   The Trust has in place relevant polices for the processes of recruitment and 
remuneration of staff. 
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Consultancy Fees 2016/17 
Description  Supplier  £000’s Percentage  
Consultancy on theatre efficiency  James (Jim) Birrell 55.5 92.5% 
Consultancy on TB  Health and Safety 

Executive 
0.5 7.5% 

Totals 60 100% 
   

 

Off payroll engagements 

From time to time the Trust uses the services of individuals who are self employed or who trade 
through a personal services company. At 31 March 2017 the Trust received services from 13 such 
individuals. 11 of these individuals charged an equivalent daily rate of £220 or more and had been 
engaged by the Trust for more than 6 months. Those engagements are set out in the table below.  
The Trust has requested assurances and issued contracts to individuals in May 17 to seek 
assurances on tax, indemnity and professional registrations and will be securing sign up through  
June 2017. 
 

2 individuals had a formal contract which is clear on the Trusts expectations in relation to paying tax 
in the  
UK and sets out the Trust's right to receive assurances that taxes have been paid appropriately.  
 

  Number  

Number of existing engagements at 31 March 2017 11 

Of which, the number have existed :   

For less than 1 year at the time of reporting 1 

For between 1 and 2 years at the time of reporting 4 

For between 2 and 3 years at the time of reporting 1 

For between 3 and 4 years at the time of reporting 3 

For more than 4 years at the time of reporting 2 

There has only been one new engagement during the 2016/17 financial year. 
  Number  

Number of new engagements between 1 April 2016 and 31 March 2017 1 

Number of engagements which include contractual clauses giving the 
Trust the right to request assurance in relation to income tax and National 
Insurance obligations. 

0 

Number for whom assurance has been requested 0 

Of which assurances received 0 
 

 
The Trust is seeking to eliminate off payroll engagements during 2017/18.  

    No Board members were engaged on an "off payroll" basis during 2015/16 
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FINANCIAL STATEMENTS (SEE ANNUAL ACCOUNTS – DRAFT C IRCULATED 
SEPARATELY TO THE AUDIT COMMITTEE 27 APRIL 2017)  
 
 
 
C Long signature 
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EXTERNAL AUDIT – LETTER OF REPRESENTATION 



 

HULL AND EAST YORKSHIRE HOSPITALS NHS TRUST 
 

NHS IMPROVEMENT – SELF ASSESSMENTS 
 

Trust Board date 
 

25 May 2017 Reference  
Number  

  2017 – 5 - 6 

Director  Chairman – Terry Moran Author  Director of Corporate Affairs – 
Carla Ramsay 

Reason for the 
report  
 

The purpose of this report is to present two newly-required self-assessments 
and supporting evidence to the Trust Board for review and approval  
 

Type of report  Concept paper  Strategic options  Business case   

Performance  
 

 Information  
 

Review  � 

 
 

1 RECOMMENDATIONS 
The Trust Board is recommended to review and approve the self-certification for GC6 and FT4 
and to approve publication of the same by 31 May 2017 
 
 

2 KEY PURPOSE:  

Decision  Approval  � Discussion  

Information  Assurance  Delegation  

3 STRATEGIC GOALS:  
Honest, caring and accountable culture  � 
Valued, skilled and sufficient staff  
High quality care  
Great local services  
Great specialist services  
Partnership and integrated services  
Financial sustainability   

4 LINKED TO:   
 CQC Regulation(s):   W2 - governance 
 
 
Assurance Framework  
Ref: N/A 

Raises Equalities 
Issues?  N 

Legal advice 
taken?  N 

Raises 
sustainability 
issues?  N 

5 BOARD/BOARD COMMITTEE  REVIEW    
The Trust Board is now required to provide two self-assessment declarations; this is a new 
requirement from NHS Improvement and mirrors the self-assessment process and standards 
that applied previously to NHS Foundation Trusts in previous years.  With the merger of NHS 
regulators, these self-assessments apply the same requirements across the acute provider 
sector.  These require Trust Board review and approval. 

 

  



 

HULL AND EAST YORKSHIRE HOSPITALS NHS TRUST 
 

NHS IMPROVEMENT – SELF CERTIFICATION REQUIREMENTS 
 
 
1. PURPOSE OF THIS REPORT 

The purpose of the report is to present two self-certification templates and an assessment of 
supporting evidence to enable the Trust to self-certify against NHS improvement 
requirements that have just been brought in for year-end 2016/17. 

 
2. BACKGROUND 

Monitor, when it was the regulator of NHS Foundation Trusts, put in place an self-
assessment process against the Monitor licence conditions.  Although NHS trusts are exempt 
from needing the provider licence, directions from the Secretary of State require the NHS 
Trust Development Authority (NHS Improvement) to ensure that NHS trusts comply with 
conditions equivalent to the licence as it deems appropriate.  
 
As stated by NHS Improvement: 
[The Trust is subject to] the Single Oversight Framework, which bases its oversight on the 
NHS provider licence. NHS trusts are therefore legally subject to the equivalent of certain 
provider licence conditions (including Condition G6 and Condition FT4) and must self-certify 
under these licence provisions.  
 
All Trusts are required to complete two self-certifications and have these confirmed by their 
Trust Boards.  One is due for completion by end May 2017 and one by end June 2017.  NHS 
Improvement will then select a number of Trusts for spot-check audits of these self-
certifications in July 2017.  The Trust is also required to publish one of the self-certification 
declarations.   

 
3. SELF-ASSESSMENT REQUIREMENTS 
 The Trust needs to self-certify the following after the financial year-end that: 

• The provider has taken all precautions necessary to comply with the licence, NHS 
Acts and NHS Constitution (Condition G6(3)) 

• The provider has complied with required governance arrangements (Condition FT4(8)) 
 
As this self-certification process was previously required of all NHS Foundation Trusts, the 
Director of Corporate Affairs has reviewed the approach taken on self-certification by such 
Trusts.  Most Trusts undertook a review of the evidence to show compliance with the licence 
requirements, and commented on the compliance with the NHS Acts and NHS Constitution. 
 
This report takes a similar approach and provides overview of evidence to enable the Trust to 
self-certify against both Condition G6 and Condition FT4. 
 
The template declarations are included at Appendix 1 and Appendix 2. 
 
The Director of Corporate Affairs has reviewed these requirements and the Trust’s evidence 
against these and recommends that the Trust Board is able to self-certify as meeting the 
requirements of both self-certifications. 
 
3.1 Condition G6 
• The provider has taken all precautions necessary to comply with the licence, NHS 

Acts and NHS Constitution (Condition G6(3)) 
 
NHS licence  
Attached at Appendix 3 is a review of the Trust’s position against the Monitor provider 
licence.  Some of these requirements are specific to NHS Foundation Trusts and reference 



 

the previous Monitor regime; where this is the case, the spirit and equivalent requirements in 
non-Foundation Trusts have been applied in the Trust’s evidence. 
 
The Trust meets all the requirements of the licence. 
 
NHS Acts 
For all its NHS services, the Trust has in place the NHS Standard Contract.  This requires the 
Trust to act in accordance with relevant NHS Acts in the delivery of its services.  These 
safeguard the public to receive NHS services free of charge at the point of delivery (except 
for charges agreed by Parliament, such as NHS prescription charges) and also require the 
Trust to act in accordance with relevant legislation (safeguarding, mental capacity act 
requirements, mental health act requirements, etc) and be subject to NHS regulatory 
requirements, including CQC registration requirements.  These requirements are embedded 
in the daily delivery of the Trust. 
 
Through delivery of services via the NHS Standard Contract, the Trust is compliant with 
relevant NHS Acts.  The Trust is not currently under notice by its commissioners or regulators 
of any significant breach of contractual requirements relating to a specific NHS act. 
 
NHS Constitution 
The Trust is required to have regard of the NHS Constitution in the delivery of NHS services.  
This ensures equity of service access to all patients, and that providers must strive to deliver 
high quality services and provide value for money to the taxpayer.  The Trust is able to 
demonstrate it has regard of the NHS Constitution and that it is continually working to further 
improve quality and efficiency.  The Trust has published its performance data monthly during 
2016/17 and shows that Trust has not consistently met the two waiting time standards that 
are included as rights to NHS patients, namely the 18-weeks Referral to Treatment standard 
and cancer two-week waits.  The Trust met the two-week wait standard except for two 
months in 2016-17 and expects to achieve it consistently.  The Trust can also demonstrate 
that it has regard to the NHS Constitution to improve waiting times for RTT, by agreeing last 
year and this year improvement trajectories for the 18-week waiting time standard, with a 
view to ending 2017-18 at 90.3%, in the national context where NHS England has relaxed 
the requirement to meet 92% - the Trust can demonstrate that, despite this national 
relaxation, it still plans and is working towards monthly improvement in RTT waiting times. 
 
NB – this template references Conditions of Service 7 (CoS7); the guidance from NHS 
Improvement confirms that NHS Trusts do not need to self-declare against this standard but 
it is included in the standard template for NHS Foundation Trust. 
 
Condition FT4 
• The provider has complied with required governance arrangements (Condition FT4(8)) 
Condition FT4 is a more detailed governance self-certification for NHS Trusts.  The attached 
appendix self-certification confirms that the Trust can confirm it meets all standards, with 
supporting information included, for Trust Board review and confirmation.   
 

4. RECOMMENDATION 
The Trust Board is recommended to review and approve the self-certification for GC6 and 
FT4 and to approve publication of the same by 31 May 2017 

 
Carla Ramsay 
Director of Corporate Affairs 
May 2017 
 
 
 
 



  

Actions to ensure compliance with the Monitor licen ce 

 
Condition  Action  Evidence  Completed  Party 

responsible  
G1 provision 
of 
information 

Monitor will request information from time to 
time which must be accurate, complete and not 
misleading. 

All requests for documents and information 
submitted as required to regulators – e.g. 
evidence to CQC, information to support 
NHS Improvement discussions 

Per request Executive 
Team 

G2 publication 
of information 

As directed by Monitor the Trust must publish 
information 

The Trust has published all required 
information on its website: 
• Trust Board papers 
• Annual Reports 
• Quality Accounts  
• Modern Slavery Statement 
• Eliminating Mixed Sex Accommodation 

Statement 
• Safer Staffing 
• Public Sector Equality Duty 
• Publication Scheme 
• CQC rating and link to report 
• Freedom of Information Request guidance 

Per 
requirement 

Director of 
Corporate 
Affairs  

G3 payment 
of fees 

Trust must pay Monitor fee as required within 28 
days of it becoming payable 

Trust not required to pay a Monitor fee as it 
is not an NHS Foundation Trust however 
the Trust has paid all relevant fees as an 
acute Trust – CQC fees, NHS Litigation 
Authority contributions  

Per 
invoice 

Chief Medical 
Officer 
Director of 
Corporate 
Affairs  

G4 Fit and 
proper 
person 

All those with the title of Director or equivalent shall 
complete the fit and proper person test and a 
register will be kept. This includes the Governors. 
This will be updated on an annual basis as part of 
the year end process. 

Fit and Proper Persons Test updated and 
presented to the Trust Board April 2017 – no 
issues raised 
 
As a non-FT, the Trust does not have any 
Governors  

April 2017 Director of 
Corporate 
Affairs / Trust 
Board  



  

Condition  Action  Evidence  Completed  Party 
responsible  

G4 Fit and 
proper 
person 

Term to be added to all Directors’ employment 
contracts to state that a Director will have their 
employment as a Director summary terminated in 
the event of not being able to satisfy the fit and 
proper person test. This should be extended to 
those considered to be equivalent to a director, but 
not using the title. 

Clause included in the updated Very Senior 
Manager contracts, agreed by the 
Remuneration Committee in April 2016; 
contract applicable to the most senior tier of 
trust management (not just Executive 
Directors) 

April 2016 Director of 
Workforce and 
Organisational  
Development  

G5 Monitor 
guidance 

When Monitor releases guidance, the Trust is 
required to comply with that guidance or explain 
why it cannot comply. 

 
On the release of guidance a review will be 
undertaken and if there are any areas where the 
Trust cannot comply they will be reported to the 
Board. Where necessary a statement will be sent 
from the Board to Monitor to explain why the Trust 
is not complying with the guidance. 

The Trust has applied this to NHS 
Improvement guidance and, before this, to 
Trust Development Authority guidance 
 
No issues raised with compliance to date; 
most recent changes have been use of the 
Single Oversight Framework, which form t 
the basis of the Trust’s Integrated 
Performance Report, reviewed and published 
monthly 
 
 

As per new 
guidance 

Director of 
Corporate 
Affairs / Trust 
Board 

G6 System 
for 
compliance 

The Trust is required to take reasonable precautions 
against the risk of failure to complying with the 
licence and the conditions imposed under the NHS 
acts and required to have regard to the NHS 
Constitution 

 
No later than 2 months from the end of the 
financial year, the Trust must prepare and submit 
to Monitor a certificate to the effect that the Trust 
during the previous financial year has complied 
with the conditions in the licence. 

 
Trust must publish each certificate within 1 month 
of submission to Monitor in such a manner as 
would bring to the attention of anyone who may be 
interested. 

This self-assessment is being completed 
within the two month timescale – see cover 
paper for summary of compliance 
 
The Trust’s Annual Governance Statement 
identifies risks to compliance with the NHS 
Contracts it has in place and to NHS 
Constitution rights 
 
The Trust will complete and publish its 
annual report including annual financial 
statements by end May 2017 

May 2017 Director of 
Corporate 
Affairs  



  

Condition  Action  Evidence  Completed  Party 
responsible  

G7 
Registration 
with the CQC 

Trust must at all times be registered with the CQC The Trust has remained registered with the 
CQC at all times 

In place Chief Medical 
Officer 

G7 
Registration 
with the CQC 

Trust to advise Monitor if the Trust does not 
maintain the CQC registration - the Trust must 
notify Monitor within 7 days 

Not applicable – Trust has retained 
registration  

  

G8 Patient 
eligibility and 
selection 
criteria 

Set transparent eligibility and section criteria and 
apply those criteria in a transparent way to persons 
who, having a choice of person from whom to 
receive health care services. 

 
Publish the criteria in such a manner as will 
make them accessible to those that are 
interested. 

The Trust has the standard NHS Contract 
in place for all NHS services; patient 
choice arrangements are managed via 
local commissioners.  The Trust provides a 
service to all patients referred under the 
NHS Contracts in place with 
commissioners.  The Trust makes 
appointments available via Choose and 
Book at the point of choice and referral.  
The Trust is working towards new e-
referral requirements in 16-17 and 17-18. 
 

In place Director of 
Corporate 
Affairs 
 
Chief Operating 
Officer  

G9 
Application of 
Continuity of 
Services 

Condition applies whenever the trust is subject 
to a contractual or other legally enforceable 
obligation to provide a service which is a 
Commissioner Requested Service 

The Trust has Commissioner Requested 
Services included in contracts with local 
commissioners 

In place Chief Financial 
Officer 

G9 
Application of 
Continuity of 
Services 

The Trust shall give Monitor not less than 28 days’ 
notice of the expiry of any contractual obligation 
pursuant to which it is required to provide a 
Commissioner Requested Service to which no 
extension or renewal has been agreed. 

The Trust would inform NHS Improvement 
if this were enacted – no such action taken 
for 16-17 or 17-18 contracts 

 Chief Financial 
Officer 

  



  

Condition  Action  Evidence  Completed  Party 
responsible  

G9 
Application of 
Continuity of 
Services 

The Trust shall make available free of charge to 
any person a statement in writing setting out the 
description and quality of service which it is 
under a contractual or other legally enforceable 
obligation to provide as a Commissioner 
Requested Service (CRS). 

The Trust publishes monthly such 
statements through its Trust Board 
papers, and also through publications 
such as the Quality Accounts, all of which 
are available free of charge on line. 
 
The Trust has in place the NHS Standard 
Contract, including description of service 
sand quality standards, in place for all 
NHS services provided  

In place Director of 
Corporate 
Affairs / Trust 
Board 

G9 
Application of 
Continuity of 
Services 

Within 28 days of a change to the description or 
quantity of services which the Trust is under a 
contractual obligation to provide as Commissioner 
Requested Services, the Trust shall provide to 
Monitor in writing a notice setting out the description 
and quantity of all services it is obliged to provide as 
CRS. 
 

The Trust would inform NHS Improvement 
if this were enacted 

In place Chief Financial 
Officer 

P1 
Recording of 
information 

If required by Monitor the trust shall obtain, record 
and maintain sufficient information about the cost 
which it expends in the course of providing services 
for the purpose of the NHS and other relevant 
information. 

 
The Trust will establish, maintain and apply such 
systems and methods for the obtaining, recording 
and maintaining of such information about those 
costs and other relevant information. 

The Trust publishes its accounts annually, 
which are subject to audit.  The Trust can 
provide more detailed information on 
expenditure on request (and has done, for 
example, for commissioners). 
 
The Trust has in place relevant systems to 
upload and provide information to NHS 
Digital, used by commissioners and 
regulators. 

In place Chief Financial 
Officer  

  



  

Condition  Action  Evidence  Completed  Party 
responsible  

P1 
Recording of 
information 

The Trust is required to use the cost allocation 
methodology and procedures relating to other 
relevant information set out in the Approved 
Guidance. 

The Trust is compliant with relevant 
guidance, for example, application of PbR 
and new HRG requirements  

In place Chief Financial 
Officer 

P1 
Recording of 
information 

If the Trust sub contracts to the extent allowed by 
Monitor the Trust shall ensure the sub-contractors 
obtains, records and maintains information about the 
costs which it expends in the course of providing 
services as a sub-contractor, and establishes, 
maintains and applies systems and methods for the 
obtaining, recording and maintaining of information. 
The sub-contractor will supply that information to 
Monitor as required within a timely manner. 

The Trust has relevant processes in place for 
the sub-contracting it undertakes (i.e. using 
elective capacity in the private sector).  The 
Trust, as a non-FT, does not submit this 
information to Monitor or NHS Improvement 
but provides information as required 

In place Chief Operating 
Officer 
 
Chief Financial 
Officer 

P1 
Recording of 
information 

The Trust will keep the information for not less than 
six years 

All relevant Trust information available for 
more than six years – the Trust applies NHS 
Records Management Guidance to 
document and information retention 

In place Director of 
Corporate 
Affairs  

P2 Provision 
of 
information 

As G1 The Trust will supply Monitor with information 
as required. 

Will do as and when required In place Chief Financial 
Officer  

P3 
Assurance 
report on 
submissions 
to Monitor 

If Monitor requires the Trust to provide an assurance 
report in relation to a submission of information 
under P2 or by a third party. 

 
An Assurance Report must be completed by a 
person approved by Monitor or qualified to act as an 
auditor. 

Will do as and when required In place Chief Financial 
Officer  

  



  

Condition  Action  Evidence  Completed  Party 
responsible  

P4 
Compliance 
with the 
National 
Tariff 
 

The Trust shall only provide healthcare services for 
the purpose of the NHS at prices which comply with, 
or are determined in accordance with, the national 
tariff published by Monitor. 

The Trust’s contract management 
arrangements in place with local and 
specialised commissioners and the Trust’s 
audited accounts confirm this is in place 

In place Chief Financial 
Officer  

P5 
Constructive 
engagement 
concerning 
local tariff 
modifications 

The Trust is required to engage constructively 
with Commissioners, with a view to reaching 
agreement as provided in section 124 of 2012 
Act (around price). 

In place – local tariff agreed as part of 
NHS contracts in place 

In place Chief Financial 
Officer  

C1 The right 
of patients to 
make 
choices 

The Trust shall ensure that at every point where a 
patient has a choice under the NHS Constitution or 
a choice of provider conferred locally by 
commissioners, the patient is notified of that choice 
and told where they can find that information. 

 
The information provided must not be 
misleading. The information cannot 
prejudice any patient. 
Note: The Trust is strictly prevented from offering or 
giving gifts, benefits in kind or pecuniary or other 
advantage to clinicians, other health professionals, 
Commissioners or their administrative or other staff 
as inducement to refer patients to commissioned 
services. 

Choice is primarily lead by commissioners 
and choice is offered at the point of referral – 
the Trust is in receipt of the referrals after 
choice has been made 
 
The Trust includes information on the NHS 
Constitution on its website  

In place Chief Operating 
Officer  

C2 
Competition  
oversight 

The Trust shall not enter into any agreement or 
arrangement that prevents or distort competition in 
the provision of healthcare. 
 

No such arrangements in place; NHS 
Standard Contract in place for all NHS 
services  

 Trust Board  

  



  

Condition  Action  Evidence  Completed  Party 
responsible  

IC1 Provision 
of Integrated 
Care 

The Trust shall not do anything that would be 
regarded as against the interests of people who use 
healthcare services. 

 
The Trust shall aim to achieve the objectives as 
follows: 
- Improving the quality of health care services 

- Reduce inequalities between persons with 
respect to their ability to access services and 
the outcomes achieved for them. 

The Trust has in place a Quality 
Improvement Plan to make specific 
improvements in services across the Trust  
 
The Trust complies with the Public Sector 
Equality Duty in respect of access to 
services 

In place Chief Medical 
Officer  
 
Chief Operating 
Officer  

CoS1 
Continuing 
provision of 
Commissioner 
Requested 
Services 

The Trust is not allowed to materially alter the 
specification or means of provision of any CRS 
services except: 

• By agreement in writing from the 
Commissioner 

• If required to do so by, or in accordance with 
its terms of authorisation. 

NHS Standard Contract in place, including 
clauses as to how amendments to the 
contract are made in agreement with 
commissioners 

In place Chief Financial 
Officer  

CoS2 
Restriction 
on the 
disposal of 
assets 

Keep an asset register up to date which shall 
list every relevant assed used by the Trust. 

 
The Trust shall not dispose of or relinquish control 
over any relevant asset except with consent of 
Monitor.  
 
The Trust will supply Monitor with a copy of the 
register if requested. 

[Assets taken as Estates in this context] 
 
The Trust would inform commissioners and 
NHS Improvement is any action on estates 
were being taken that would prevent the 
continuation of an NHS services 

In place Chief Financial 
Officer  

  



  

Condition  Action  Evidence  Completed  Party 
responsible  

CoS3 
Standards of 
corporate 
governance 
and financial 
management 

Trust is required at all times to maintain, adopt 
and apply systems and standards of corporate 
governance and of risk management which 
reasonably would be regarded as: Suitable for a 
provider of the CRS provided by the Trust 
Providing reasonable safeguards against the risk 
of the Trust being able to carry on as a going 
concern 

Audit Committee and Trust Board have 
oversight of governance. 
 
Audit Committee and Trust Board signed 
off preparation of accounts on a going 
concern basis 
 
Trust Board has oversight and sign-off of 
Annual Governance Statement, confirming 
adequate governance arrangements are in 
place 
 
Head of Internal Audit Opinion gives 
significant assurance for 16-17 year-end 
position  

May 2017 Chief Executive 

CoS3 
Standards of 
corporate 
governance 
and financial 
management 

The Trust shall have regard to:  
Guidance from Monitor 
Trust rating using risk rating methodology 
Desirability of that rating being not less than the 
level regarded by Monitor as acceptable 

The Trust has regard for NHS Improvement 
and TDA requirements in this regard 
 
The Trust has in place monthly self-
assessment against the Single Oversight 
Framework risk rating, included and 
published in the Integrated Performance 
Report; the risk rating has remained at 3 out 
of 4, which has not required further 
intervention by the Trust’s regulator 
 

Monthly Chief Financial 
Officer 

CoS4 
Undertaking 
from the 
ultimate 
controller 

The Trust shall procure from each company or 
other person which the trust knows or reasonably 
ought to know is at any time its ultimate controller 

Not applicable    

  



  

Condition  Action  Evidence  Completed  Party 
responsible  

CoS5 Risk 
pool levy 

The Trust shall pay to Monitor any sums required to 
be paid in consequence of any requirement 
imposed on providers, including sums payable by 
way of levy imposed and any interest payable. If no 
date given then within 28 days 

Will be managed in line with the NHS 
standard contract, if applicable   

 Chief Financial 
Officer  

CoS6 co- 
operation in 
the event of 
financial 
stress 

If Monitor gives notice in writing to the Trust that 
it is concerned about the ability of the Trust to 
carry on as a going concern, 

 
The Trust shall: 
Provide information as Monitor my director to 
commissioners and to such other persons as 
Monitor may direct 
Allow such persons as Monitor may appoint 
to enter premises 
Cooperate with such persons 

Such information exists and can be 
provided to NHS Improvement if such a 
concern was raised  
 
The Trust has a requirement under the 
NHS Standard contract to allow 
commissioners and regulators access to 
the Trust if significant concerns were 
formally raised  

April 2017 
 
 
 
In place 

Chief Financial 
Officer  
 
 
Chief Executive  

CoS7 
Availability of 
resources 

The Trust will at all times act in a manner 
calculated to secure the required resources 

 
Trust not later than 2 months after the year end 
shall submit to Monitor a certificate as to the 
availability of the required resources for the 
period of 12 months commencing on the date of 
the certificated using one of the following 
statements: 

 
After making enquires the Directors of the Licensee 
have a reasonable expectation that the Licensee will 
have the Required Resources available to it after 
taking account distributions which might reasonably 
be expected to be declared or paid for the period of 
12 months referred to in this certificate. 

Going concern review submitted and 
accepted by the Audit Committee April 2017 
 
Annual audited accounts shared with Audit 
Committee April 2017 
 
On track for review and acceptance by Trust 
Board May 2017 
 
Annual report includes annual governance 
statement, including use of resources and 
anticipated risks to service delivery and 
resources 

May 2017 Chief Executive 
/ Trust Board 



  

 
 
 or  

 
after making enquires the Directors of the Licensee 
have a reasonable expectation, subject to what is 
explained 
below, that the Licensee will have the Required 
Resources available to it after taking into account in 
particular (but without limitation) and distribution 
which might reasonably be expected to be declared 
or paid for the period of 12 months referred to in the 
certificate. However, they would like to draw 
attention to the following factors which may cast 
doubt ion the ability of the Licensee to provide CRS. 

 
or  
In the opinion of the Directors of the Licensee, the 
Licensee will not have the Required Resources 
available to it for the period of 12 months referred to 
in this certificate. 

 
The Trust shall submit to Monitor with that 
certificate a statement of the main factors which 
the Director of the Trust have taken into account 
in issuing that certificate. 

 
The certificate must be approved by a resolution 
of the BoD and signed by a Director the Trust 
pursuant to that resolution. 

 
Trust must tell Monitor immediately the Directors 
become aware of circumstances that cause them to 
no longer have the reasonable expectation referred 
to in the certificate Trust must publish the certificate 

   



 
 

 
Condition  Action  Evidence  Completed  Party 

responsible  

FT1 
Information 
to update the 
register of 
NHSFT 

Trust must supply to Monitor or make sure they are 
available to Monitor the following: 

 
Current version of the Constitution 
Most recent published accounts and auditor report 
on them 
Most recent annual report 

 
Amended Constitutions must be supplied within 28 
days 

 
Comply with any Direction given by Monitor 

 
When submitting documents to Monitor Trust must 
provide a short written statement describing the 
document and specifying its electronic format and 
advising that the document is being sent for the 
purpose of updating the register. 

No such equivalent exists for non-
Foundation Trust 
 
The Trust publishes its annual report and 
accounts shortly after approval – this 
includes description of the Trust, its use 
of resources and audit opinion 
 
The Trust has published its key strategy 
documents 
 
The Trust publishes monthly 
performance, quality and financial 
information via Trust Board papers  
 
 
 

In place  Trust Board  

FT2 
Payment to 
Monitor 

Not applicable – equivalent requirements noted and 
evidenced above  

   

FT3 
provision of 
information 
to advisory 
panel 

Trust must comply with any request from Monitor The Trust complies with requests from 
regulators (NHS Improvement, CQC) as 
and when received 

In place  Chief Executive  

  



 
 

Condition  Action  Evidence  Completed  Party 
responsible  

FT4 NHSFT 
governance 
arrangements 

Trust will apply the principles, systems and 
standards of good corporate governance 

 
The Trust will have regard to such guidance as 
Monitor may issue. 
 
Comply with the following conditions -  
Trust will establish and implement: 
• An effective Board and committee structure 
• Clear responsibilities for its Boards and 

committees reporting to the Board and for staff 
reporting to the Board and those committees. 

• Have clear lines of accountabilities throughout the 
organisation 

 
The Trust shall establish and effectively implement 
systems and processes to: 
• Ensure compliance with the duty to operate 

efficiently, economically and effectively 
• For timely and effective scrutiny and oversight by 

the Board of the Trust’s operations. 
• Ensure compliance with health care standards 

binding on the trust including but not restricted to 
standards specified by the SoS, the CQC and 
NHS Commissioning Board and statutory 
regulators of health care professionals  

• To identify and manage material risks to 
compliance.  

The Trust’s Annual Governance 
Statement and Annual Report set out the 
Trusts’ governance structure, which 
includes a Board and committee 
structure that meets statutory and good 
governance requirements, clear reporting 
lines up to the Trust Board through 
Standing Orders, and a triumvirate 
system for Health Group management, 
with Executive oversight of Health 
Groups and corporate services  
 
The Trust has Standing Orders, Standing 
Financial Instructions and other relevant 
policies, such as the Managing Business 
Interests policy and financial 
management policies 
 
The Trust reports monthly and has a 
supporting committee structure in place 
for the scrutiny and management of 
quality in services, performance and 
financial oversight and accountability 
 
The Trust has in place policies and 
processes for financial management, 
deployment and management of human 
resources, which are subject to scrutiny 
by the Trust’s internal and external 
auditors 
 

In place 
 
Reviewed 
April – May 
2017 as part 
of annual 
review and 
reporting 
requirements  

Chief Executive/ 
Trust Board 

 
 



 
 

  
• To generate and monitor delivery of business 

plans.  
• To ensure compliance with all applicable legal 

requirements 
• To obtain and disseminate accurate, 

comprehensive, timely and up to date info for BoD 
and Committee decision making 

• For effective financial decision-making, 
management and control 

 
The Trust shall submit to Monitor within 3 
months of the year end: 
• A corporate governance statement by and on 

behalf of its Board confirming compliance with this 
condition as at the date of the statement and 
anticipated compliance with this Condition for the 
next financial year, specifying any risks to 
compliance with this condition in the next financial 
year and any action it proposed to take to manage 
such risks. 

• If required by Monitor a statement from the 
External Auditors will be included. 

 
The Trust updated its Risk Policy in April 
2017 to include a more robust ‘ward to 
board’ process for the management or 
organisational risk 
 
The Trust has in place a process to 
generate and monitor business plans, 
whether these are the annual operational 
plan for the organisation, individual 
business cases for capital or revenue 
equipment, a rolling capital programme 
or Trust strategies. 
 
The Trust’s monitoring of quality and 
finance includes compliance with legal 
and regulatory requirements  
 
The Board and Committee timings are 
set in advance to receive the most 
current data available  
 
The Trust will have completed and 
published its annual report, including its 
annual governance statement and 
assessment of risks for the coming 
financial year by the end of May 2017, 
and will publish this to be available to the 
public, stakeholders and regulators  
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