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Trust Board (business and risk) 
Tuesday 28 January 2020 at 9.30 

Small conference room, Wellbeing & Learning Centre, Fieldhead Hospital, Ouchthorpe Lane, Wakefield WF1 3SP 
 

AGENDA 
 

Item Approx. 
Time 

Agenda item Presented by  Time allotted 
(mins) 

Action  

1.  9.30 Welcome, introductions and apologies Chair Verbal item 1 To receive 

2.  9.31 Declarations of interest Chair Verbal item 2 To receive 

3.  9.33 Minutes and matters arising from previous Trust Board 
meeting held 26 November 2019 

Chair Paper 7 To approve 

4.  9.40 Service User Story Director of Operations Verbal item 10 To receive 

5.  9.50 Chair and Chief Executive’s remarks Chair 

Chief Executive 

Verbal item 

Paper 

10 To receive 

6.  10.00 Risk and assurance  
 
 

   

10.00 6.1 Board Assurance Framework (BAF) Director of Finance & 
Resource 

Paper 20 To receive 

10.20 6.2 Corporate / organisational risk register (ORR) Director of Finance & 
Resource 

 

 

Paper 15 To receive 



 

Item Approx. 
Time 

Agenda item Presented by  Time allotted 
(mins) 

Action  

7.  10.35 Business developments     

10.35 7.1 Planning guidance Director Finance & 
Resources 

Paper 5 To receive 

10.40 7.2 South Yorkshire update including the South Yorkshire & 
Bassetlaw Integrated Care System (SYBICS) 

Director of HR, OD & 
Estates and 

Director of Strategy 

Paper 10 To receive 

10.50 7.3 West Yorkshire update including the West Yorkshire & 
Harrogate Health & Care Partnership (WYHHCP) 

Director of Strategy and 
Director of Provider 

Development 

Paper 10 To receive 

 11.00 7.4 Receipt of Partnership Board minutes  Chair Paper 5 To receive 

8.  11.05 Performance reports     

11.05 8.1 Integrated performance report (IPR) Month 9 2019/20 Director of Finance & 
Resources and  

Director of Nursing & 
Quality 

Paper 45 To receive 

 11.50 – 12.00 Break   10  

9.  12.00 Strategies and policies     

12.00 9.1 Estates strategy progress update Director of HR, OD & 
Estates 

Paper 10 To receive 

10.  12.10 Governance matters     

12.10 10.1 Assessment against NHS Constitution Director of Finance & 
Resources 

Paper 5 To approve 

 12.15 10.2 Review of the Trust Constitution – progress update Chair Verbal 5 To receive 



 

Item Approx. 
Time 

Agenda item Presented by  Time allotted 
(mins) 

Action  

 update 

 12.20 10.3 Assurance from Nominations Committee 9 January 2020 Chair Paper 5 To receive 

11.  12.25 Assurance and receipt of minutes from Trust Board 
committees 

- Audit Committee 7 January 2020 

- Equality & Inclusion Committee 10 December 2019 

- Finance, Investment & Performance Committee 19 
December 2019 & 23 January 2020 

- West Yorkshire Mental Health Services Collaborative 
Committees in Common 21 January 2020 

Chairs of committees Paper 10 To receive 

12.  12.35 Trust Board work programme Chair  Paper 3 To note 

13.  12.38 Date of next meeting 

31 March 2020 in Room 5/6, Laura Mitchell Health and 
Wellbeing Centre, Great Albion St, Halifax HX1 1YR 

Chair Verbal item 2 To note 

14.  12.40 Questions from the public Chair Verbal item 10 To receive 

 12.50 Close     

 
 



 

 
 

Minutes of Trust Board meeting held on 26 November 2019 
Boardroom, Conference Centre, Kendray Hospital, Barnsley 

 
Present: Angela Monaghan (AM) 

Chris Jones (CJ) 
Erfana Mahmood (EM) 
Kate Quail (KQ) 
Sam Young (SYo) 
Rob Webster (RW) 
Tim Breedon (TB) 
Mark Brooks (MB) 
Alan Davis (AGD) 
 
Dr. Subha Thiyagesh (SThi) 

Chair 
Non-Executive Director 
Non-Executive Director 
Non-Executive Director 
Non-Executive Director 
Chief Executive 

   Director of Nursing and Quality /  Deputy Chief Executive 
Director of Finance and Resources  
Director of Human Resources, Organisational       
Development and Estates  
Medical Director 

Apologies: Members 
Laurence Campbell (LC) 
Charlotte Dyson (CD) 
 
Attendees 
Emma Jones (EJ) 

 
Non-Executive Director  
Deputy Chair / Senior Independent Director 
 
 
Company Secretary 

In attendance: Laura Arnold 
Aimee Gray 
Carol Harris (CH) 
Kevin Lunn 
Susan Lunn 
Sean Rayner (SR) 
Maria Steeples 
Salma Yasmeen (SY) 

Admin Assistant (observer) 
Corporate Governance Manager (author) 
Director of Operations 
In attendance up to item 4 
In attendance up to item 4 
Director of Provider Development 
PA (observer) 
Director of Strategy 

 
 
TB/19/106 Welcome, introduction and apologies (agenda item 1) 
The Chair, Angela Monaghan (AM) welcomed everyone to the meeting. Apologies as above 
were noted. At the beginning of the meeting there were two members of the public in 
attendance, an additional member of the public joined during agenda item 4. AM reminded 
the members of the public that there would be an opportunity at the end of the meeting for 
questions and comments from members of the public. Questions asked and responses 
would be included in the meeting minutes going forward, and a form was available for 
completion if members of the public preferred to raise their questions in that way and to 
enable a response to be provided outside of the meeting.   
 
 
TB/19/107 Declarations of interest (agenda item 2) 
There were no further declarations over and above those made in the annual return in March 
2019 or subsequently. 
 
 
TB/19/108 Minutes of and matters arising from previous Trust Board meeting 
held 29 October 2019 (agenda item 3) 
It was RESOLVED to APPROVE the minutes of the public session of Trust Board held 
29 October 2019 as a true and accurate record. The following matters arising were 
discussed. 
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 TB/19/97b Board Assurance Framework (BAF) – performance against creativity and 
innovation discussion, change to December 2019, rather than January 2020.  

 TB/19/99a Integrated performance report (IPR) – targets for Comms and 
Engagement team linked to item 8.1 on the agenda. 

 TB/19/99a Integrated performance report (IPR) – update on flu vaccination figures. 
Alan Davis (AGD) provided an update. This year, there was a different start to the roll 
out of vaccines and use of a phased rollout. Initially, the vaccines were restricted to 
front line staff as this is the priority in protecting people and is reflected in the target 
definition. They have now been opened up to all staff. Current uptake is at 55.6% 
which is not far off last year’s position. Extended EMT on 28 November will take this 
as an item on the agenda to push uptake. New target of 80% for this year. Good 
feedback on Comms and link with UNICEF programme. On target, but the next few 
weeks are crucial. Support from Board needed, embedding the message about 
vaccines across the Trust. 

 TB/19/83a Integrated performance report (IPR) – no further update, possibility of new 
indicators in Q4. 

 TB/19/85d Care Quality Commission (CQC) inspection update – reporting on action 
plan considered by the Clinical Governance and Clinical Safety Committee (CG&CS) 
and recommendation made to include in the IPR. Action closed.  

 
 
TB/19/109 Service User Story (agenda item 4) 
The Trust Board heard a service user story from Mr Kevin Lunn, who has a diagnosis of 
dementia, and his wife Mrs Susan Lunn, who is also her husband’s carer. 
 
Carol Harris (CH) asked Mr & Mrs Lunn questions about Mr Lunn’s diagnosis, and the 
impact that this has had on their lives. 
 
Mr Lunn is 65, but was diagnosed with dementia aged 57. Mr & Mrs Lunn have two grown 
up children and one grandchild. 
 
Mr Lunn explained that he first realised he was experiencing problems with his memory 
when at work. Mr Lunn was previously employed as an electrician in the mining industry. He 
received a job at work but was unable to remember where he was or what he was doing on 
the way to the job, and the memory problems escalated from this point. Mr Lunn had not 
worked for over a year before receiving his diagnosis. Initially, his GP thought the memory 
problems were being caused by anxiety and work stress. Mrs Lunn advised that he can 
often become cross because he is unable to find things or work things out. She explained 
that this can be difficult because he is unaware that there is a problem and can blame others 
when he is having difficulties. After 18 months, Mr Lunn was diagnosed with dementia. Mr & 
Mrs Lunn shared that the process of reaching the diagnosis was daunting and the diagnosis 
unexpected. 
 
CH asked Mr & Mrs Lunn to explain what day to day life is like for them. Mrs Lunn advised 
that Mr Lunn would say that “everything is fine”, however this is not the case. He requires 
supervision with daily tasks, and is unable to drive or make a meal. Sometimes, Mr Lunn will 
forget that he has had something to eat or drink and Mrs Lunn has to monitor his intake. She 
stated that sometimes it is like living with someone who is getting younger and becoming 
more dependent. 
 
CH asked Mr Lunn if there is anything that helps and supports him. Mr Lunn stated that he 
attends Alzheimer’s groups and meetings and when he is there, he feels safe and 
comfortable. Mrs Lunn noted that admiral nurses had helped to set up the groups. He said 
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that often it is difficult to keep track of his thoughts, and he is unable to recall thoughts 
straight away. 
 
Mrs Lunn stated that she thinks the number of follow up appointments and level of support 
that people with dementia receive has reduced since Mr Lunn received his diagnosis. She 
also said that there are medications that are not always made readily available following 
changes to NICE guidelines and sometimes they have to request them. Mrs Lunn felt this 
was a common experience amongst other affected families. Mrs Lunn compared the care 
received by someone with cancer where everything possible was attempted, with the care 
offered for someone with dementia where people were given very little unless they 
demanded it. 
 
AM asked for any questions or comments from the Board. 
 
Erfana Mahmood (EM) asked what support Mrs Lunn receives as a carer. Mrs Lunn advised 
that she attends a group where other carers support one another, but receives no additional 
support. Kate Quail (KQ) queried if anything was done to try and support Mrs Lunn to be 
able to stay at work. Mrs Lunn explained that she was told by her employer that other 
arrangements to cover the out of hours on-call service that she did could not be made, so 
she had to leave work.  
 
Subha Thiyagesh (STh) offered to follow up the medication issue as the processes should 
mean that GPs are aware of the need  
 
Rob Webster (RW) and Sean Rayner (SR) discussed if a team of specialists could carry out 
dementia reviews as part of the primary care networks in Wakefield, rather than reviews 
taking place at the GP surgery. RW also noted that there is a campaign to support carers 
that is supported by the Trust through the joint work across West Yorkshire & Harrogate. 
This includes working carers and Mrs Lunn’s experiences underlined why this is so 
important. 
 
It was AGREED that SR would follow up on the link to Primary Care Networks and STh 
would follow up issues around medication and GP insight. It was RESOLVED to NOTE 
the Service User Story. 
 
 
TB/19/110 Chair and Chief Executive’s remarks (agenda item 5) 
Chair’s remarks 
AM highlighted the following: 
 
 AM explained that items for Board are tested against our policy to see if they are 

suitable for discussion in the private session, which is usually linked to being 
commercial in confidence. Today the Board will discuss the following items in private: 
o Those aspects of the Trust’s financial position considered to be commercial in 

confidence. 
o Commercially confidential business developments in West Yorkshire and South 

Yorkshire including the Integrated Care Systems (ICSs). 
o Early stage development of the estates strategy and sustainability strategy. 

 
Chief Executive’s report 
RW commented that “The Brief” communication to staff was included in the papers and 
provided an update on the local and national context as well as what was happening across 
the organisation. He highlighted the following: 
 

South West Yorkshire Partnership NHS Foundation Trust Board 26 November 2019 3 
PUBLIC meeting 



 

 Since the latest version of the Brief was written a number of things have changed. As 
we are now in the pre-election period it would be wrong to discuss any commitments 
made by political parties.  

 Trusts have received a letter from national bodies asking to make sure there are good 
winter delivery systems in place. The System Oversight and Assurance Group has 
considered what winter delivery needs to look like and have taken on board feedback 
from A&E boards. The plan for West Yorkshire and Harrogate will be signed off on 18 
December.  

 West Yorkshire & Harrogate and South Yorkshire & Bassetlaw ICS long term plans will 
be discussed as part of the private board session. Plans will not now be signed off until 
after general election.  

 Learners and long service and excellence awards were held on 19 November with a 
strong representation from across the Trust. Kim Leadbeater, Jo Cox’s sister, well-
pitched and inspiring talk regarding engagement and building community connections.  

 Sarah Armer, Specialist Dietician, won a national award for engaging with the public and 
patients. 
 

It was RESOLVED to NOTE the Chair’s remarks and Chief Executive’s report. 
 
 
TB/19/111 Performance reports (agenda item 6) 
TB/19/111a Integrated performance report month 7 2019/20 (agenda item 6.1) 
Tim Breedon (TB) highlighted the following from the quality section of the report: 
 There has been one under 18 admission – proper safeguards are place to ensure 

safety. There is no increasing trend around this. 
 Family & friends test (mental health) – there has been a decline relating to experience of 

care. TB noted there were a high number of responses from Forensic services and 
further work is required to look at this in more detail. No identifiable themes in relation to 
information provided in the free text fields. 

 Out of area position is positive moving into winter, however there is no complacency; 
acuity and pressures continue to exist.  

 CG&CS Committee are reviewing the numbers of staff receiving supervision. 
 Complaints – quality of responses is good and the recovery plan is working. 

Consideration is being given to changing the target to be more reflective of the time 
taken for complex complaints, however it is felt that this not appropriate at the moment 
and not until we are sure new processes are embedded.  

 New safer staffing reporting starts later this month.  
 Level of falls is reducing, but further work required to have a better understanding.  
 Operational Management Group (OMG), Executive Management Team (EMT) and risk 

panel continue to remain vigilant regarding warning signs and pressures in the system. 
 
EM queried the performance against the targets for dealing with referrals into learning 
disability services in a timely way. It was noted that this is improving, however further 
improvement is still required. CH explained that there have been issues with recruitment to 
learning disability services. This issue is monitored through the CG&CS Committee, with the 
aim of reaching 85% by year end. 
 
Chris Jones (CJ) asked if information that was included in a previous version of the report 
relating to Black, Asian and Minority Ethnic (BAME) trends on detentions can be included in 
future reports as the information made statistics more meaningful. TB explained that the 
BAME trends are currently to monitor for early signs of any increases and that targets will be 
set for 2020/21. AM noted that a presentation was given at the last Mental Health Act (MHA) 
Committee regarding the experience of BAME service users under the MHA, including the 
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relatively high level of detentions and community treatment orders compared with non-
BAME service users, and this will continue to be a focus.  
 
RW queried the use of statistical process control (SPC) charts and if the way they are 
presented was helpful. It was felt that they are generally well received across the 
organisation and CH confirmed there has been a high level of ownership. Subha Thiyagesh 
(SThi) also noted that teams like to be able to see and understand the data. 
 
KQ noted the high turnover and agency spend, especially in Forensic services. RW outlined 
that to reduce sickness and turnover levels, a different approach is required. EM suggested 
reviewing sickness rates over a different timescale, rather than monthly, to allow 
interventions to take place and see what the impact is. AGD noted that there has been a 
change to the levels of sickness this year in comparison to previous years, and that a 
focussed piece of work will be done with Forensics. KQ queried if there is a pattern to 
sickness in relation to staff groups, roles, grades and how long they have been in post. AGD 
noted that the numbers staying in post for over a year [the stability rate] is fairly constant. He 
noted that there has been an increase in peer to peer bullying and fewer exit interviews 
taking place. Managing aggression and violence is also an issue. AM noted that the safer 
staffing group will have a focus on hotspot areas and requested a focus on sickness and 
turnover in Forensic services come back to Board. 

Action: Alan Davis / Carol Harris 
 
RW queried what commitment had been made to reaching the target for risk assessments in 
the community. TB confirmed that the aim is to be at 80% by the end of this quarter and to 
95% by May 2020. CH added that there could also be issues with recording data, which may 
increase the figures. Trios are working with teams on this. TB noted that the CQC are aware 
of plans and expectations in relation to this, and that this is reviewed routinely. 
 
CJ noted the child and adolescent mental health service (CAMHS) referral to treatment 
waiting time is increasing and queried if there are data quality concerns and how this would 
impact the numbers. CH confirmed that areas of concern are Barnsley and Wakefield. 
Additional support to address the waiting list and data quality issues is in place. 
 
Mark Brooks (MB) commented that most of the metrics in the national metrics section of the 
report are green, and this is a positive position.  
 
CH highlighted the following from the locality section of the report: 
 Increased demand on service in Barnsley general community services – work is 

ongoing with commissioners to build a business case to address this. 
 The Secretary of State for Scotland is visiting Barnsley equipment services to look at 

replicating their good practice across the whole country.  
 Consultation with staff is underway in relation to the stroke pathway and early supported 

discharge service.  
 Barnsley mental health services shortlisted for an award for supporting service users 

with mental health diagnoses to get into employment.  
 Increase in delayed transfers of care, work ongoing with commissioners to address this. 
 Forensic services – work underway to address workforce issues. 
 Occupancy levels increased in low and medium secure services, risk of acuity in both 

areas. 
 Bid for community services resubmitted.  
 Forensic outreach learning disability service – some progress with recruitment and the 

service is now being provided to approximately 70 service users. 
 Barnsley Clinical Commissioning Group (CCG) procurement of CAMHS closed 14 

November. 
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 Inpatient services previously experienced challenges, however staff now reporting a 
more positive experience.  

 
Sam Young (SYo) queried what the impact of reconfiguration in Barnsley community 
services has been. CH advised that there has been no direct impact on performance but this 
does impact on staff who continue to work hard whilst trying to work out new services. RW 
noted the extra resource on communications that has been provided by all partners through 
the Barnsley integrated care partnership group (ICPG) hosted by Barnsley Council. RW also 
noted that Urban House is in Wakefield but Barnsley teams provide support, and that this is 
a good service for Board members to visit to get a better understanding of some of the risks 
and issues staff deal with. 
 
RW reinforced acuity issues and  that there had been a number of serious  assaults on staff. 
The Trust is liaising with police around the level of support provided. The Board recognised 
this and the consequence of working with high risk individuals. AM asked if staff feel they get 
the right level of support and care following a violent incident. CH advised that she 
discussed this with staff and they felt they had been supported. Feedback also noted that 
agency staff managed recent situations really well as part of a bigger team. CH added that 
there is a need to look at incidents and staff assaults when we review sickness. AGD added 
there is a focus regarding prevention of assaults. 
 
Salma Yasmeen (SYa) highlighted the following from the priority programmes section of the 
report: 
 SystmOne – care plans went live 25 November, so far only two calls to the support 

desk. No system issues. Work ongoing over the next six weeks in relation to priorities 
and system optimisation. Clarified what we expect to deliver over next year. Way of 
working embedded and people are engaging.  

 Communications and engagement now reported on separately in IPR to get the right 
focus and balance on all areas.  

 
CJ fed back headlines from the Finance, Investment and Performance (FIP) Committee 
review of the Finance Report. 
 
MB highlighted the following from the finance section of the report: 
 Third consecutive surplus month. 
 Significant improvement with out of area beds usage and expenditure compared to last 

year. 
 Income being managed with commissioners as new business is implemented. 
 Agency use increasing. 
 Challenge to maintain performance to achieve target of £200k deficit. 
 The next couple of months could show fluctuations in reporting surplus / deficit due to 

one off expenditure and income, for example the number of PCs and laptops that the 
Trust needs to be compliant with the upgrade to Windows 10 as well as expected non-
recurrent income.  

 
AM noted the positive progress and also that there is no complacency. MB noted that, based 
on current performance and information, he is confident the Trust will be close to delivering 
the control total.  
 
AGD highlighted the following from the workforce section of the report: 
 Sickness levels – link to safer staffing, which is not just about achieving numbers, has to 

be about delivering quality. 
 Appraisals – figures are improving. There is a focus on meeting the target and the new 

appraisal process means more than one review over 12 months to monitor progress. 
 Turnover – continued to be monitored through the recruitment and retention group.  
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SYo queried the number of appraisals not completed within the target timescale. AGD 
confirmed that this is the local target and that the Trust always performs well by the end of 
the year and against the national survey target. CH added that there has been some 
misunderstanding regarding e-appraisals and some staff thought the date for completion 
was December rather than September. 
 
RW queried if turnover had changed through the year in Forensic services following a 
planned series of staff moves. AGD to review outside of Board and confirm. 

Action: Alan Davis 
 
CJ queried if there were any key themes that the Board wanted the FIP committee to delve 
into. AM noted that there are ongoing questions regarding availability of data and data 
quality that the committee could look into. RW added that learning disability indicators would 
be useful. CJ noted that agency and financial risk are a continual area of review for the 
committee. 
 
It was RESOLVED to NOTE the integrated performance report and the areas for 
further focus by the FIP Committee. 
 
 
TB/19/111b Serious incident report quarter 2 2019/20 (agenda item 6.2) 
TB noted that this is a quarterly report and that the risk panel considers reports weekly. The 
number of serious incidents is slightly lower than the previous quarter. TB highlighted the 
following: 
 The highest categories continue to be suicide and apparent suicide. It was noted that 

there are also a high number of reports relating to assault.  
 The Trust continues to learn from incidents and share learning and urgent messages 

across the organisation using the blue light notices.  
 There has been a reduction in the number of investigators available due to sickness. 

This has had an impact on serious incident reviews. 
 More detailed work ongoing in relation to mortality that will be reported to CG&CS 

committee. 
 
CJ noted the figures for apparent suicide, that this is a long term trend and queried if the 
Trust has learned anything from incidents. TB noted that the Trust’s data has changed 
slightly and these figures are included in the annual report. 
 
CJ raised the incidents recently reported in the press in Shrewsbury and Telford – where 
that Trust stated it had assurance that it had learned from previous incidents but this was not 
the case. CJ stated that our Trust needs to make sure there is assurance lessons are being 
learnt and asked how Non-Executive Directors (NEDs) could be assured. TB confirmed that 
the external regulator looks at approach to learning and that there is a positive message 
about this. The Trust patient safety strategy identifies where and how learning takes place. 
TB added that all incidents are recorded on Datix and each incident has to be reviewed and 
have a report on each record.  
 
RW added that quality visits regularly take place with NEDs and lessons learned are tested 
as part of those visits. TB noted that clinical audit key lines of enquiry are also linked.  
 
SYo asked if there is somewhere that we bring together all lessons learnt from across the 
organisation. AM noted that there is an annual lessons learned report for Board. RW added 
that this information is reported in the quality account and quality priorities for the year and 
that Board members should ensure that the priorities reflect lessons learned.  
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It was RESOLVED to NOTE the serious incident report and the ways in which NEDs 
can engage with the quality assurance processes of the Trust. 
 
TB/19/111c    Safer staffing report (agenda item 6.3) 
TB advised that the report has been broadened to include some additional workforce 
information rather than the original prescribed requirement for Directors of Nursing in relation 
to safer staffing. TB outlined the following from the report: 
 The Trust is currently meeting the requirements, however there is a shortfall in 

registered nurses in some places and this level is difficult to maintain. 
 Planning for quarter 3 & 4 – ongoing work regarding establishment numbers, skill mix 

changes and better reporting to show real time data.  
 
CJ expressed a concern in relation to diluting the skill mix and queried if there is a ‘red line’ 
that the Trust would not go below. TB confirmed that this is in place and is included in the 
safer staffing guidance.  
 
RW highlighted registered nursing fill rates reported in appendix two and the struggle in most 
wards in the secure estate and a number in the acute service. TB reinforced that the Trust 
ensures services are safe and is working to break the cycle regarding lower levels of 
registered staff. Work is ongoing to deliver. AM noted that this was also a point that 
Laurence Campbell requested to be raised. 
 
CH highlighted that on some days, some wards may show more staff than another and that 
this decision will have been made as to the the safest way to manage the wards on that day. 
 
RW noted that the report considers safer staffing on inpatient wards but does not cover 
community services for mental or physical health. Turnover and vacancies in the community 
are high, and the Trust is currently delivering more care than is commissioned. RW queried 
how to get to a point where we report safer staffing for the whole organisation. TB advised 
that there is a pilot project with community teams, but it is too early to make 
recommendations. Timescales for introduction and the development of appropriate proxies 
will be reported into the next CG&CS committee. 

Action: Tim Breedon  
 
It was RESOLVED to NOTE the safer staffing report. 
 
 
TB/19/112 Business developments (agenda item 7) 
TB/19/112a South Yorkshire update including the South Yorkshire & Bassetlaw 
Integrated Care System (SYBICS) (agenda item 7.1) 
AGD noted that sections two and three were from a previous report and had been included 
in error. SYa provided an update:  
 ICS performance overall seems to be good. However for the first time across the ICS 

patch Improving Access to Psychological Therapies (IAPT) is red. Work is ongoing with 
the CCG to resolve this.  

 It is expected that by 2021 every NHS organisation will be part of an ICS. 
 Mental health executive group is working on a specification for a mental health and 

learning disabilities plan. Funding for the Quality, Innovation, Productivity and 
Prevention (QIPP) programme is being mobilised.  

 
RW noted that the Trust is playing a full role and is a well engaged partner in arrangements. 
RW also noted that the Trust’s control total is wholly within West Yorkshire & Harrogate 
finances. 
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It was RESOLVED to NOTE the updates on South Yorkshire and the South Yorkshire 
& Bassetlaw Integrated Care System. 
 
 
TB/19/112b West Yorkshire update including the West Yorkshire & Harrogate 
Health & Care Partnership (WYHHCP) (agenda item 7.2) 
SYa provided an update: 
 Discussions taking place regarding capacity and support for all partnership 

arrangements in place.  
 Aging well programme established, commitments to ensure living well and aging well. 
 Dementia pilot – initiatives reviewed across the system and how to mainstream 

developments and linking with aging well. 
 Light touch review of Memorandum of Understanding (MOU) underway, a more detailed 

review will take place in 12 months. 
 The carers programme has won a HSJ award. 
 The neigbourhoods programme has also been shortlisted for awards. The next phase is 

due to go live but is currently on hold during the pre-election period. 
 
AM advised that a dashboard for mental health, learning disabilities and autism is being 
developed to show progress on all programmes and will be reviewed by the West Yorkshire 
Mental Health Collaborative’s Committee in Common (CiC). 
 
It was RESOLVED to NOTE the updates on West Yorkshire and the West Yorkshire & 
Harrogate Health & Care Partnership. 
 
The Board agreed to take item 9 following this item as the matters were directly related. 
 
 
TB/19/113 Receipt of public minutes of partnership boards (agenda item 9) 
In addition to what was listed in the report, the following updates were noted: 
 Barnsley – TB updated that an interface between localities and primary care networks is 

being considered. The Trust is fully involved. 
 Wakefield – the meeting on 14 November focused on children’s health and wellbeing. 

There is a lot of work to do on this and it is a key priority in Wakefield. 
 The SYBICS Partnership Board meeting was cancelled. 
 The next WYHHCP Partnership Board meeting will take place next week and will 

discuss the revised MOU and draft 5 year plan. 
 
It was RESOLVED to NOTE the update on partnership boards.  
 
 
TB/19/114 Strategy updates (agenda item 8) 
TB/19/114a Communications, Engagement and Inclusion strategy (agenda item 
8.1) 
SYa updated on the process for the strategy refresh which will also include a strong focus on 
inclusion and stronger relationship with equality. The team formed in mid-October and has 
commenced on the work. SYa proposed to bring back the strategy for approval in March 
2020. 

Action: Salma Yasmeen 
 
AGD noted that a dedicated staff engagement plan is required and needs to be linked to the 
‘making SWYPFT a great place to work’ strategic objective and workforce strategy. TB 
added that this should also align with the equality strategy. 
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EM queried if work can be done with linked charities and what they can do. SYa agreed and 
confirmed that this will also link with volunteering. AM added that the Equality and Inclusion 
committee should also feed into the strategy. 
 
RW suggested that the Trust should consider some strategic choices. For example, he 
suggested we should disproportionately increase representation of groups that may find it 
difficult to access services and whose needs are not being met. RW noted that seldom 
heard voices become easier to hear when there is more representation.  
 
RW also suggested we have a choice on how the Trust is governed and the importance of 
how the Trust uses its membership and what it means to be a Foundation Trust. EM noted 
that in her experience, it can be difficult to engage with members. A discussion took place 
regarding looking at governor structure as part of the Constitution review.  
 
Both of these issues will be considered in the development of the strategy. 
 
It was RESOLVED to SUPPORT the proposed timeline for the development of the 
strategy and to APPROVE extension of the existing strategy to the end of March 2020. 
 
 
TB/19/115 Assurance from Trust Board Committees (agenda item 10) 
Clinical Governance and Clinical Safety Committee 5 November 2019 
TB highlighted the following: 
 Revised quality improvement approach to CQC action plan being tested and monitored 

through quality monitoring visits.  
 Following a query from RW, TB confirmed that there was nothing in ligature report that 

caused concerns, that the revised arrangement was positive and the new scoring 
system was proving helpful.  

 
Finance, Investment and Performance Committee 19 November 2019 
CJ highlighted the following: 
 Commissioning for Quality and Innovation (CQUINs) – impressed by range of process, 

planning and liaison with commissioners involved in delivering these.  
 AM queried if more data is available through the “model hospital” programme. MB 

confirmed that the data is available but it is old and work is ongoing to improve.  
 
Mental Health Act Committee 12 November 2019 
KQ highlighted the following: 
 BAME focus not just on figures but on experience of people. Proposal to go to EMT to 

have someone working one day per week on this. 
 Partnership working is good. Feedback form is used if unable to attend.  
 CQC recent visits, fewer actions which shows improvement.  
 Community treatment orders – more work needed to look at how often used with BAME 

service users.  
 Hospital manager payments, resolved. 
 Risk register – risks need to be added around use of documentation and care planning.  
 
West Yorkshire Mental Health, Learning Disabilities & Autism Collaborative Committees in 
Common  
AM highlighted the following: 
 Fed back verbally at the last Board meeting. Minutes now attached. 
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Workforce and Remuneration Committee 7 November 2019 
SYo highlighted the following: 
 Right things being done, clearer outcomes being developed to match to performance 

indicators.  
 More innovation needed regarding workforce if we are to meet the digital agenda and 

supply issues.  
 Forensics absence management – we have never met 4.5% target in some services so 

questioned if that is an appropriate target in all areas. The Board discussed and 
suggested involving, for example, forensic staff in their own action plans.  

 Risk ratings regarding workforce – committee to review the development of a composite 
risk, similar in approach to that for patient safety. 

 Discussion regarding pensions and tax implication for doctors. Since the committee met, 
Simon Stevens, Chief Executive Officer (CEO) of the NHS, has written to all Trust CEOs 
/ Chairs setting out new arrangements that will be in place for doctors and senior 
clinicians affected by pensions arrangements. It was noted that this is a 2019/20 
solution short term, with an aim to resolve in 2020/21 by government.  

 
It was RESOLVED to NOTE the update from Trust Board Committees and RECEIVE 
the minutes.  
 
 
TB/19/115 Use of Trust Seal (agenda item 11) 
It was RESOLVED to NOTE the use of the Trust Seal since the last report in 
September 2019.  
 
 
TB/19/116 Trust Board work programme (agenda item 12) 
Trust Board RESOLVED to NOTE the changes to the work programme. 
 
 
TB/19/117 Date of next meeting (agenda item 13) 
The next Trust Board meeting held in public will be held on Tuesday 28 January 2020, small 
conference room, Wellbeing & Learning Centre, Fieldhead Hospital, Ouchthorpe Lane, 
Wakefield WF1 3SP. 
 
 
TB/19/118 Questions from the public (agenda item 14) 
No questions were received. 
 
 
 
 
 
 
 
 
 
 
 
Signed:     Date: 
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TRUST BOARD 26 NOVEMBER 2019 – ACTION POINTS ARISING FROM THE MEETING 
 
 = completed actions 

 
Actions from 26 November 2019 
 
Min reference Action Lead Timescale Progress 

TB/19/111a Focus on sickness and turnover in Forensic 
services come back to Board. 

AGD / CH January 2020 For inclusion in the Integrated Performance 
Report (IPR). 

TB/19/111a RW queried if turnover had changed through the 
year. AGD to review outside of Board and 
confirm. 

AGD November 2019  
 

TB/19/111c RW noted that the report considers safer staffing 
on inpatient wards but does not cover community 
services… RW queried how to get to a point 
where we report safer staffing for the 
organisation. TB advised that there is a pilot 
project with community teams, but it is too early 
to make recommendations. Timescales for 
introduction will be reported into the next CG&CS 
committee. 

TB February 2020  

TB/19/1114a SYa updated on the process for the strategy 
refresh which will also include a strong focus on 
inclusion and stronger relationship with equality. 
The team formed in mid-October and has 
commenced on the work. SYa proposed to bring 
back the strategy for approval in March 2020. 

SY March 2020  
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Actions from 29 October 2019 
 
Min reference Action Lead Timescale Progress 

TB/19/97a CD also noted that bullying has been picked up as a 
theme to tackle and that this is not really represented 
in the report.  MB noted this issue should also be 
assessed for the Board Assurance Framework (BAF) 
and risk register. 

AD April 2020 This will be considered in the next versions 
of the Board Assurance Framework and risk 
register the Board receives. 

TB/19/97b LC stated that he would welcome more Board 
discussion in relation to the link between strategic 
objectives and priority programmes.   

SYa December 2019 This will be an item for consideration at the 
December strategy Board. 

TB/19/97b It is more difficult to articulate our performance against 
creativity and innovation and this requires more 
thought.  It was suggested this is discussed further at 
the December Board strategy meeting.  LC stated he 
would like to see what the deliverable is 

SYa December 2019  

TB/19/97c AM stated that the Equality & Inclusion Committee 
needs to determine whether it has a risk allocated to 
it.  This will be done in liaison with the WRC.   

AM/SYo December 2019  

TB/19/97c Reflecting on the discussions relating to the Board 
Assurance Framework and Operational Risk Register 
RW suggested there could be another strategic risk 
for consideration in relation to external threats where 
people are aiming to do harm.  Examples being cyber 
and the agenda around Prevent. This will be reviewed 
during the next update of the BAF for 2020/21. 

MB April 2020 This will be considered in readiness for the 
next versions of the Board Assurance 
Framework and risk register the Board 
receives. 

TB/19/99a EM stated that she had spent some time with the 
complaints team and recognised how complex some 
are to complete and bring to a conclusion. She 
wondered if the target completion date was always 
achievable and whether we should again review. 

TB January 2020 Target under review – Proposal to EMT in 
Q4 

TB/19/99a In relation to supervision AM asked if any of the 
committees should focus on this issue?  TB stated it 
has been reviewed at CGCS in the past, but not 
recently.  It was agreed both the CGCS and 
Workforce & Remuneration Committee (WRC) have a 
role to play 

CD / SY December 2019  

TB/19/99a CJ asked where the financial sustainability work fits SYa January 2020  
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Min reference Action Lead Timescale Progress 

within the priority programmes.  SYa explained that 
thought is currently being given to how this is 
reflected. 

TB/19/101b AM asked for the charities section of the SFIs to 
be reviewed at the Charitable Funds Committee. 
It was noted that if further changes are needed 
following this, they will be brought back to a 
future board meeting. 

SYa January 2020  

TB/19/101b LC also highlighted that at the Audit Committee 
one of the considerations was which breaches 
are reportable to the Committee. It was felt that 
this is the included in the remit of the Director of 
Finance. RW suggested some principles are 
identified and agreed. 
 

MB January 2020  

TB/19/103  RW asked if the timings for the operating plan reports 
were correct.  MB stated they are indicative based on 
past experience.  Once national guidance is received 
the work programme for this year will be updated if 
required 

EJ January 2020 Operating plan guidance is expected 
towards the end of December 

Actions from 24 
September 2019 

    

TB/19/83a  
Integrated performance 
report Month 5 2019/20  

SYo asked when reporting would commence for 
psychology waiting times.  MB commented that there 
had been some long term sickness absence issues 
within the performance team which may delay the 
reporting until Quarter 4.  LC asked if the data in 
relation to Mental Health Act areas would also be 
delayed.  SThi commented that this was planned to 
commence in October/November.  SYo asked, with 
regard to indicators where data was not yet available, 
if there was any other information that could be 
provided for assurance.  CH commented that currently 
the waiting times were recorded manually and used 
for the report into the Clinical Governance & Clinical 
Safety Committee.  RW suggested that a 

EMT  Initial reporting on Mental Health Act 
indicators commenced in the September 
report.  Given the impact of long-term 
sickness and additional sizeable priorities 
that have emerged in the year it is unlikely 
that much development work can take place 
meaning it is unlikely any new indicators will 
be reported on this year 



Trust Board action points 2019/20 

Min reference Action Lead Timescale Progress 

recommendation be provided on when reporting 
would commence and any other data that could 
provide assurance. 

 AM asked when reporting would commence on the 
number of records with an up to date risk assessment.  
TB commented that this is expected to commence in 
Quarter 3.  MB commented that it appears there has 
been an increase in data quality issues since the 
introduction of SystmOne as staff are recording 
information in different ways and it was taking time to 
ensure the reporting is accurate.  Performance and 
finance reviews took place with each BDU on 23 
September 2019.  It is important to ensure that the 
core data is accurate on the indicators the Trust has 
to provide to commissioners to then be able to take 
forward into other areas.  CH commented that work is 
ongoing in terms of monitoring risk assessments and 
starting to build the reports.  RW requested that SY 
raise this with the clinical records system programme 
board. 

SY   

TB/19/83b  
Serious incident report 
Quarter 1 2019/20  

SYo commented that some incidents suggest that 
they are still linked to the Trust’s smoking policy.  TB 
commented that these may be to do with the 
introduction of vaping and how that was impacting 
some areas.  CH added that vaping had been 
introduced in inpatient areas in single bedrooms or 
some areas of the courtyard, however this had not 
solved all problems.  In the last couple of Mental 
Health Act Care Quality Commission (CQC) 
inspections it had not been raised as an issue, 
whereas it had previously.  A review of the 
implementation of the change to the policy was due to 
take place and would be reported back. 

CH/SThi March 2020 Update to CG&CS February 2020 and Board 
March 2020. 
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Trust Board 28 January 2020 
Agenda item 6.1 

Title: Board Assurance Framework (BAF) Quarter 3 2019/20 

Paper prepared by: Director of Finance & Resources 

Purpose: For Trust Board to be assured that a sound system of control is in 

place with appropriate mechanisms to identify potential risks to 

delivery of its strategic objectives. 

This report provides the updated 2019/20 BAF for review and 

discussion at the Trust Board. 

Mission / values: The assurance framework is part of the Trust’s governance 

arrangements and an integral element of the Trust’s system of internal 

control, supporting the Trust in meeting its mission and adhering to its 

values. 

Any background papers/ 

previously considered by: 

Previous quarterly reports to Trust Board. 

Executive summary: Board Assurance Framework 

The Board Assurance Framework (BAF) provides the Trust Board with 

a simple but comprehensive method for the effective and focused 

management of the principal risks to meeting the Trust’s strategic 

objectives. In respect of the BAF for 2019/20, the principal high level 

risks to delivery of the Trust’s strategic objectives have been identified 

and, for each of these, the framework sets out: 

 key controls and / or systems the Trust has in place to support the 

delivery of the objectives. 

 assurance on controls (where the Trust Board will obtain 

assurance). 

 positive assurances received by Trust Board, its committees or 

the Executive Management Team (EMT) confirming that controls 

are in place to manage the identified risks and these are working 

effectively to enable objectives to be met. 

 gaps in control (if the assurance is found not to be effective or in 

place). 

 gaps in assurance (if the assurance does not specifically control 

the specified risks or no form of assurance has yet been received 

or identified), which are reflected on the risk register. 

A schematic of the BAF process is set out as an attachment. 

 

The BAF is used by the Trust Board in the formulation of the Trust 

Board agenda in the management of risk and by the Chief Executive 

to support his mid-year review meetings with Directors. This will 

ensure Directors are delivering against agreed objectives and action 

plans are in place to address any areas of risk identified.  
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In terms of development of the BAF there are two areas of 

improvement agreed with Internal Audit that have been put in place 

during the course of the last year in relation to whether assurances are 

positive or negative and which are provided internally or externally. 

 

In line with the Corporate / Organisational Risk Register (ORR), the 

BAF has been aligned to the Trust’s strategic objectives, including the 

fourth objective for 2019/20 ‘Making SWYPFT a great place to work’: 

Our four strategic objectives 

Improving health Improving care 

Improving resources 
Making SWYPFT a 
great place to work 

 

EMT have reviewed and aligned the controls and assurance for each 

strategic risk and indicated an overall current assurance level of 

‘yellow’. Below is an overview of the current assurance levels. The 

rationale and the individual risk RAG ratings are set out in the attached 

report: 

 

Strategic 
objective 

Strategic risk 

Assurance levels 

18/
19 

19/20 

Q4 Q1 Q2 Q3 

Improving 
health 

1.1 Differences in published local 
priorities could lead to service 
inequalities across the footprint 

Y Y Y G 

 1.2 Impact of or differences between a 
multiplicity of commissioners and place 
based plans, and those not being aligned 
with Trust plans 

Y Y Y Y 

 1.3 Differences in the services may result 
in inequitable services offers across the 
Trust 

Y Y Y G 

 1.4 Impact of the Trust not having a 
robust and compelling value proposition 
leading to under-investment in services 

N/A A A Y 

Improving 
care 

2.1 Lack of suitable and robust 
information systems backed by strong 
analysis leading to lack of high quality 
management and clinical information 

Y Y Y Y 

 2.2 Failure to create learning 
environment leading to repeat incidents Y Y Y Y 

 2.3 Increased demand for and acuity of 
service users leads to a negative impact 
on quality of care 

Y Y Y A 

Improving 
resources 

3.1 Deterioration in financial performance 
leading to unsustainable organisation 
and inability to provide services 
effectively 

Y Y Y Y 

 
 

3.2 Failure to develop commissioner 
relationships to develop services 

Y Y Y Y 

 3.3 Failure to deliver efficiency 
improvements / CIPs 

Y Y Y Y 

 3.4 Capacity / resource not prioritised 
leading to failure to meet strategic 
objectives 

G G Y Y 
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Making 
SWYPFT a 
great 
place to 
work 

4.1 Inability to recruit, retain, skill up, 
appropriately qualified, trained and 
engaged workforce leading to poor 
service user experience 

Y Y Y Y 

 

The following changes have been made to the BAF since the last 

Board report in October 2019: 

Strategic 
objective 

Areas updated  

Improving 
health 

Strategic risk RAG ratings reviewed, 1.1 and 1.3 updated to 
‘green’ 1.4 updated to ‘yellow’. Overall assurance level 
remains the same. 

Rationale for current assurance level updated. 

Strategic risk 1.1 – Gaps in control and assurance updated 
and timescales reviewed.  

Strategic risk 1.2 – New control identified relating to work in 
the ICS’. New gap in control identified, for completion in the 
next quarter. 

Strategic risk 1.3 – Gaps in assurance timescales reviewed 
and one gap marked as complete.  

Strategic risk 1.4 – Gaps in assurance timescales reviewed. 

Improving 
care 
 

Strategic risk RAG ratings reviewed. 2.3 updated to ‘amber’. 

Rationale for current assurance level updated. 

Strategic risk 2.1 – Gaps in control updated and timescales 
reviewed. 

Strategic risk 2.2 – Gaps in assurance updated and timescales 
reviewed. 

Strategic risk 2.3 – Gaps in assurance updated and timescales 
reviewed. 

Improving 
resources 

Strategic risk RAG ratings reviewed and remain unchanged. 

Rationale for current assurance level updated. 

Strategic risk 3.1 – Gaps in control and assurance updated 
and timescales reviewed. 

Strategic risk 3.2 – Gaps in assurance updated and timescales 
reviewed. 

Strategic risk 3.3 – Gaps in control and assurance updated 
and timescales reviewed. 

Strategic risk 3.4 – Gaps in assurance updated and timescales 
reviewed. 

Making 
SWYPFT 
a great 
place to 
work 

Strategic risk RAG ratings reviewed and remain unchanged. 

Strategic risk 4.1 – Gaps in assurance updated and timescales 
reviewed. 

 

The full detail for strategic risks is included in the attached BAF 
report. 

 

Within the Draft Head of Internal Audit Opinion for Stage 1 reported to 

the Audit Committee on 8 October 2019, the internal auditors provided 

some recommendations on the BAF for consideration. The first two 

were completed in Quarter 2, with the remaining three areas 

considered as part of the cyclical review in Quarter 3: 

 Due dates should be identified against all gaps in control and 

gaps in assurance – complete Q2. 

 Consider whether a lead Director should be identified for the gaps 

in control and gaps in assurance – complete Q2. 
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 Consider whether the current RAG rating provides sufficient 

assessment to ensure that the BAF is reflective of the level of risk 

to achieving the organisation’s objectives, consideration of the risk 

appetite and the required target risk the Trust is aiming for – 

complete Q3. 

 Benchmarking exercise against 19 provider BAFs top 10 risk 

issues noted two issues not explicitly covered: 

 Performance Targets 

 Estates (including H&S & Maintenance) 
Ongoing, to be included as part of committee annual planning  
process. 

 Committees are noted as being aligned to strategic risks, however 

the BAF is not currently being presented at committee meetings – 

it was agreed at Trust Board to retain review and oversight of the 

BAF at the Trust Board and not to present at committees at this 

stage. 

Recommendation: Trust Board is asked to:  

 NOTE the controls and assurances against the Trust’s 

strategic objectives for Quarter 3 2019/20. 

 AGREE to an ongoing target for addressing gaps in control 

given the nature of the gaps and risks identified. 

Private session: Not applicable. 

 



 
BOARD ASSURANCE FRAMEWORK – STRUCTURE AND PROCESS 

 
 

Corporate review of the Assurance Framework 
• Trust Board quarterly review of the BAF in terms of the adequacy of 

assurance processes and the effectiveness of the management of 
principal risks and gaps 

• Audit Committee review of process for development of BAF annually 

The Operational Context of the Board Assurance Framework (BAF) 
Purpose: to provide a comprehensive method for the effective and focused 
management of the principal risks to achieving the corporate delivery objectives. 
Provides direct evidence for: Annual Governance Statement and the Head of 
Internal Audit Opinion 

Controls 
• Accountability 
• Regular performance 

measures 
• Operational plans 
• Policy and procedure 
• Systems and structures 

 

Our mission: we help people reach their 
potential and live well in their community. 

 
 
Strategic direction: 
Strategic objectives  
And priorities as set  
out in our Annual  
Plan, underpinned by 
our values and linked 
to wider health  
economy and  
regulatory  
requirements. 
 

 

Strategic 
Objectives 

 
Approved by 
Trust Board 

and reviewed 
regularly 

Closure of gaps 
 

• Time bound 
responsibilities 
identified plus lead 

Principal risks 
linked to 
strategic 

objectives 

Controls in respect of 
risks and strategic 

objectives 

Assurances in 
respect of the 

controls and strategic 
objectives 

Exec Management Team 

Individual director/BDU 
assurance arrangements 

 

Trust Board Committees 

TRUST BOARD 

Assurances 
• Audit (including clinical 

audit) reports and 
opinions 

• Actual performance 
measurement 

• External and internal 
reports 

 

Gaps 
• Audit report, opinion 

and recommendations 
to be implemented 

• Poor performance 
management and 
related actions 

Gaps in controls and 
assurances and 

actions required to 
address the gaps 

Risks at directorate and local 
level identified and scored 

through DATIX in line with risk 
management strategy and 

procedure.  These may 
include gaps identified in the 

BAF 

Strategic level risks (15+) into 
organisational risk register, 

mitigated in accordance with 
Trust risk appetite statement. 
Summary reports into relevant 

risk committee of the Board 
where the risk is above the 

Trusts risk appetite. 

 
 



 
 
 

Board Assurance Framework (BAF) 2019/20 
 
Key: 
Lead Directors: CEO=Chief Executive Officer, DFR=Director of Finance and Resources, DHR=Director of HR, OD and 
Estates, DNQ=Director of Nursing and Quality, MD=Medical Director, DS=Director of Strategy, DO=Director of Operations, 
DPD=Director of Provider Development 
 
Key Committees: AC=Audit Committee, EMT=Executive Management Team, CGCS=Clinical Governance & Clinical Safety 
Committee, MHA=Mental Health Act Committee, WRC=Workforce & Remuneration Committee. OMG= Operational 
Management Group. MC=Members Council, ORR=Organisational Risk Register, EIC=Equality & Inclusion Committee 
 
Controls and Assurance inputs: I=Internal, E=External, P=Positive, N=Negative 
 
RAG ratings: 

G =On target to deliver within agreed timescales 
Y =On trajectory but concerns on ability / confidence to deliver actions within agreed timescales 
A =Off trajectory and concerns on ability / capacity to deliver actions within agreed timescales 
R =Actions will not be delivered within agreed  timescales 
B =Action complete 

 
Overview of current assurance level: 
The rationale and the individual risk RAG ratings are set out in the following pages. 

Strategic 
objective Strategic risk Page 

Ref 

Assurance levels 
2018/19 2019/20 

Q4 Q1 Q2 Q3 Q4 
Improving 
health  
- Working 
in 
partnership 

1.1 Differences in published local priorities could 
lead to service inequalities across the footprint 

4 Y Y Y G  

1.2 Impact of or differences between a multiplicity 
of commissioners and place based plans, and 
those not being aligned with Trust plans 

7 
Y Y Y Y 

 

1.3 Differences in the services may result in 
inequitable services offers across the Trust 

10 Y Y Y G  

1.4 Impact of the Trust not having a robust and 
compelling value proposition leading to under-
investment in services 

12 
N/A A A Y 

 

Improving 
care  
- Safety 
first, quality 
counts and 
supporting 
our staff 

2.1 Lack of suitable and robust information 
systems backed by strong analysis leading to lack 
of high quality management and clinical 
information 

15 

Y Y Y Y 
 

2.2 Failure to create learning environment leading 
to repeat incidents 

17 Y Y Y Y  

2.3 Increased demand for and acuity of service 
users leads to a negative impact on quality of 
care 

19 
Y Y Y A 

 

Improving 
resources 
- Getting 
ready for 
tomorrow: 
operational 
excellence 

3.1 Deterioration in financial performance leading 
to unsustainable organisation and inability to 
provide services effectively 

22 
Y Y Y Y 

 

3.2 Failure to develop commissioner relationships 
to develop services 

25 Y Y Y Y  

3.3 Failure to deliver efficiency improvements / 
CIPs 

27 Y Y Y Y  

3.4 Capacity / resource not prioritised leading to 
failure to meet strategic objectives 

29 G G Y Y  

Making 
SWYPFT 
a great 
place to 
work 

4.1 Inability to recruit, retain, skill up, appropriately 
qualified, trained and engaged workforce leading to 
poor service user experience 

32 

Y Y Y Y 
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Strategic Objective:  
1. Improving health - Working in 

partnership 
 

Lead 
Director(s) 

Key Board or  
Committee Overall Assurance Level 

As noted 
below 

EMT, CGCS, 
MHA 

Q1 Q2 Q3 Q4 
Y Y Y  

Strategic Risks - that need to be controlled and consequence of non-controlling and current assessment 
 

Ref Description RAG 
Rating 

1.1 Differences in published local priorities could lead to service inequalities across the 
footprint. G 

1.2 Impact of or differences between a multiplicity of commissioners and place based plans, 
and those not being aligned with Trust plans Y 

1.3 Differences in the services provided due to unnecessary internal variation in practice, may 
result in inequitable service offers across the whole Trust. G 

1.4 Impact of the Trust not having a robust and compelling value proposition leading to under-
investment in services Y 

 
Rationale for current assurance level (Strategic Objective 1) 

 
• Health & Wellbeing Board place based plans – contributed to through board discussions and commented on.  
• Active and full membership of Health & Wellbeing Boards.  
• Care Quality Commission (CQC) visit overall rating of good including well-led review, Partnership working 

acknowledged to be strong. 
• In the main, positive Friends and Family Test feedback from service users and staff with the exception of Child and 

Adolescent Mental Health Services (CAMHS) (being addressed through joint action plan with commissioners). 
• Strong and robust partnership working with local partners, through integrated partnerships in Calderdale, Kirklees 

Wakefield and Barnsley. 
• Trust executive director is SRO on behalf of Integrated Care Partnership for implementation of Primary Care 

Networks (PCHs) in Wakefield. 
• Board-to-Board and/or Exec-to Exec meetings with partners. 
• Trust involvement and engagement with West Yorkshire & Harrogate and South Yorkshire & Bassetlaw Integrated 

Care Systems, especially on mental health is strong. 
• Trust involved in development of place based plans and priority setting. 
• Involved in development of Integrated Care Partnerships in Barnsley (establishment of Integrated Care Partnership 

Group), Calderdale, Kirklees and Wakefield. 
• Mental health offer well regarded with the establishment of Mental Health Provider Alliance in Wakefield being 

copied in Kirklees and potential for this elsewhere. 
• Changes in Local Authority Commissioning arrangements for smoking cessation contracts e.g. loss of smoking 

cessation service in Kirklees and impact on our more vulnerable groups. 
• Stakeholder engagement plans in place.  
• Integrated Performance Report (IPR) summary metrics re improving people’s health and reduce inequalities – IPR 

Month 8: out of area beds – green, children and young people accommodated on an adult inpatient ward – red, 7 
day follow up– to be confirmed (green for Months 1-8), physical health – green, LD referrals with completed 
assessment, care package and commenced delivery within 18 weeks – red (red for Months 1-8), delayed transfers 
of care - green.  

• Transformation and priority programmes, including the measurement and impact on strategic risks, reported to 
Trust Board through the Integrated Performance Report (IPR), Clinical Governance & Clinical Safety Committee, 
and Audit Committee through the triangulation report. 

• Internal audit reports: Governance, Performance Management framework, Data Quality framework significant 
assurance. 

• Clear value proposition for our Social Prescribing offer in Wakefield through Live Well Wakefield 
• NHS Long Term Plan requires Commissioners to grow investment in mental health services faster than the NHS 

budget overall, aligned to specific service requirements that will be common across all districts. 
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Strategic Risk 1.1 
Differences in published local priorities could lead to service inequalities across the footprint. 

 
 

Controls (Strategic Risk 1.1) 
 

Systems and processes - what are we currently doing about the Strategic 
Risks?) 

Control 
Ref 

Director 
lead 

Strategic 
risk/s 

Process for amending policies and procedures in place aiming for consistency of 
approach, with systematic process for renewal, amending and approval. (I)  

C01 DNQ 1.1 

Cross-BDU and Operational Management Group (OMG) performance meetings 
established to identify and rectify performance issues and learn from good practices 
in other areas. (I)  

C02 DO 1.1 

Senior representation on West Yorkshire mental health collaborative and 
associated workstreams. (I) 

C03 DPD 1.1, 1.4 

Senior representation on local partnership boards, building relationships, ensuring 
transparency of agendas and risks, facilitating joint working, cohesion of policies 
and strategies, ability to influence future service direction. (I,E) 

C04 DS 1.1, 1.2, 
1.4 

Annual business planning process, ensuring consistency of approach, standardised 
process for producing businesses cases with full benefits realisation. (I) 

C05 DFR 1.1, 1.2, 
3.1 

Trust performance management system in place with KPIs covering national and 
local priorities reviewed by Executive Management Team (EMT) and Trust Board.  
(I) 

C06 DFR 1.1, 1.2 

Director lead in place to support revised service offer through transformation 
programme and work streams, overseen by EMT. (I) 

C07 DS 1.1, 1.3 

Formal contract negotiation meetings with clinical commissioning groups and 
specialist commissioners underpinned by legal agreements to support strategic 
review of services. (I) 

C08 DFR 1.1,1.4,  
3.2 

Development of joint Commissioning for Quality and Innovation (CQUIN) targets 
with commissioners to improve quality and performance, performance monitoring 
regime of compliance with CQUIN targets in place. (I,E) 

C09 DO 1.1, 1.4, 
3.3 

Engagement and representation on South Yorkshire / West Yorkshire integrated 
care system mental health work streams and partnership group. (I,E) 

C77 DS 1.1, 1.4 

 
Gaps in control - what do we need to do to address these and by when? 
 

Date Director 
lead  

Impact on services as a result of local authority cuts – actions identified on the Organisational 
Risk Register. (Linked to ORR Risk ID 275, 1077) 

Ongoing DO 

Impact of local place based solutions and Integrated Care System initiatives – recognition that 
some of this is out of our control and ensure engagement takes place in each area impacted. 
(Linked to ORR Risk ID 812) 

Ongoing DS 

Impact of not having a clear and well communicated value proposition. 
In progress - developed service and offer prospectus and engagement plan complete further 
work to develop value proposition to be concluded by April 2020. 
(Note, expected completion date changed from September 2019 to March 2020 due to 
prioritisation of other areas including Care Quality Commission (CQC) improvement plan.) 

March 
2020 

DS 

 
Assurance (Strategic Risk 1.1) 

 
Assurance outputs - how do we know 
if the things we are doing are having 
an impact internal and external 

Guidance/reports Assura
nce Ref Director 

lead 
Strategic 

risk/s 

Integrated performance report (IPR) to 
Trust Board providing assurances on 
compliance with standards and 
identifying emerging issues and actions 
to be taken 

IPR reported monthly to OMG, EMT and 
Trust Board. (P,N) (I) 

A01 DFR All 

Triangulation of risk report to Audit 
Committee to provide assurance of 
systems and processes in place 

Triangulation of risk, performance and 
governance report is a standing item on 
the agenda for Audit Committee.(P) (I) 

A02 DFR All 

Care Quality Commission (CQC) 
registration in place and assurance 

The Trust is registered with the CQC 
and assurance processes are in place 

A03 DNQ 1.1 

 
Board Assurance Framework 2019/20  4 
 



 
Assurance (Strategic Risk 1.1) 

 
Assurance outputs - how do we know 
if the things we are doing are having 
an impact internal and external 

Guidance/reports Assura
nce Ref Director 

lead 
Strategic 

risk/s 

provided that Trust complies with its 
registration 

through the DNQ to ensure continued 
compliance – quarterly engagement 
meetings between DNQ & CQC. (P) (I) 

Trust Board strategy sessions ensuring 
clear articulation of strategic direction, 
alignment of strategies, agreement on 
key priorities underpinning delivery of 
objectives 

Quarterly Board strategic meetings. (P) 
(I) 

A04 CEO 1.1 

Independent PLACE audits undertaken 
with results and actions to be taken 
reported to  Executive Management 
Team (EMT), Members’ Council and 
Trust Board 

Service users and Directors involved in 
assessments.  (P) (I, E) 

A05 DHR 1.1, 1,2, 
1.3 

Audit of compliance with policies and 
procedures in line with approved plan 
co-ordinated through clinical governance 
team in line with Trust agreed priorities 

Clinical audit and practice effectiveness 
(CAPE) annual evaluation plan 2018/19 
taken to CG&CS Committee June 
2019and 19/20 report scheduled for 
19/20 work plan. (P) (I) 

A06 DNQ 1.1, 1.2, 
1.3 

Strategic priorities and programmes 
monitored and scrutinised through 
Executive Management Team (EMT) 
and reported to Trust Board through IPR  

Monthly update provided to Trust Board 
via the IPR (reviewed monthly by EMT). 
(P) (I) 

A07 DS 1.1, 1.2, 
1.3, 2.1, 
3.4 

Service user survey results reported 
annually to Trust Board and action plans 
produced as applicable 

NHS Mental Health service user survey 
Results will be reported to Trust Board 
when available with associated plans. 
(P, N) (I, E) 

A08 DNQ 1.1, 1.2, 
1.3, 1.4, 
2.3 

Transformation change and priority 
programme plans monitored and 
scrutinised through  Executive 
Management Team (EMT) ensuring co-
ordination across directorates, 
identification of and mitigation of risks, 
reported through Change and 
partnership Board, OMG and EMT and 
IPR 

Monthly update provided to Trust Board 
via the IPR (reviewed monthly by EMT). 
Monthly update to delivery EMT. 
Quarterly report to CG&CS Committee 
re. quality impact. (I) 

A09 EMT 1.1, 1.2, 
1.3, 2.3, 
3.4 

Business cases for expansion/change of 
services approved by  Executive 
Management Team (EMT) and/or Trust 
Board subject to delegated limits 
ensuring alignment with strategic 
direction and investment framework  

Contracting risks, bids & tenders update 
standing item on delivery EMT agenda. 
Report to Board bi-annually. (P, N) (I) 

A10 DO 1.1, 1.2, 
2.1, 3.1 

Documented review of Directors’ 
objectives by Chief Executive ensuring 
delivery of key corporate objectives or 
early warning of problems 

Objectives for 2019/20 set for all 
Directors. Monthly one to one meetings 
between Chief Executive and Directors. 
(P) (I) 

A11 CEO 1.1, 1.2, 
2.1, 3.1, 
3.2, 3.3, 
3.4 

Announced and unannounced 
inspection visits undertaken by Care 
Quality Commission (CQC), 
independent reports on visits provided to 
the Trust Board , Clinical Governance 
&Clinical Safety Committee (CGCS) and 
Members’ Council  

Annual unannounced and planned visits 
programme in place and annual report is 
now received directly by the CG&CS 
Committee. The annual report for 
2017/18 was received by the CG&CS 
Committee in June 2019 and 19/20 
report included in 19/20 work plan. (P, 
N) (E) 

A12 DNQ 1.1, 1.2, 
2.3 

Annual plan, budget and strategic plan 
approved by Trust Board, and, for 
annual plan, externally scrutinised and 
challenged by NHS Improvement 

Operational plan for 2019/20 approved 
at Trust Board March 2019. Monthly 
financial reports to Trust Board and NHS 
Improvement plus quarterly exception 
reports. Trust engaged in development 

A13 DFR 1.1, 1.2, 
3.1, 3.3, 
3.4 
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Assurance (Strategic Risk 1.1) 

 
Assurance outputs - how do we know 
if the things we are doing are having 
an impact internal and external 

Guidance/reports Assura
nce Ref Director 

lead 
Strategic 

risk/s 

of Integrated Care System (ICS) 5 year 
plans (P, N) (I).   

Annual reports of Trust Board 
Committees to Audit Committee, 
attendance by Chairs of Committees 
and Director leads to provide assurance 
against annual plan 

Audit Committee and Trust Board – April 
2019. (P) (I) 
 

A14 DFR 1.1, 1.3, 
2.3 

Rolling programme of staff, stakeholder 
and service user/carer engagement and 
consultation events  
 
 

Communication, engagement and 
involvement strategy 2016-2019 
(approved October 2016). Weekly and 
monthly engagement with staff (huddles, 
the Headlines, the View and the Brief) 
plus staff listening events held in May & 
June 2019, monthly engagement with 
stakeholders (the Focus), various 
service user & carer engagement events 
across the year plus Annual Members’ 
Meeting September 2019. Engagement 
through Members’ Council. Stakeholder 
engagement through involvement in new 
models of care in each place.  
Involving people strategy refresh to be 
completed by April 2020 (P) (I, E) 

A15 DHR, DS 1.1, 1.3, 
2.3 

Commissioning intentions for 2019/20 
have been factored into our operating 
plans 

Mutual agreement between provider and 
commissioner of investment priorities 
(P) (I) 

A23 DFR, DO 1.1, 1.2, 
1.3, 1.4 

 
 
 

Gaps in assurance, are the assurances effective and what additional assurances should 
we seek to address and close the gaps and by when 

Date Director 
lead  

Assessment of commissioning intentions. (Linked to ORR Risk ID 812). 
 Complete - during 2019/20 contracting round. 

Complete DFR 

Assessment of place based plans in each Integrated Care System (ICS). (Linked to ORR Risk 
ID 812).  (Note, expected completion date changed from June 2019 to September 2019 as 
plans will be completed once implementation plans for the long term plan within each 
integrated care system are agreed. This has changed further to February 2020 in line with 
planning timescale, affected by pre-election period work continues in each place as part of 
developing the Trust plan) 

February 
2020 

DS / 
DPD 

Unclear if there is clear understanding of the full range and value of the services the Trust 
provides by all key stakeholders. Engagement plan and prospectus being developed. 
Complete - Engagement plan and prospectus in place. 

Complete DS 

Each integrated care system is required to develop a 5 year plan to implement the NHS long 
term plan  

Complete DFR 

Not a scheduled programme of board to board or exec to exec meeting in place with all 
partners 
Ongoing - The requirement for Board to Board is diminishing due to whole system working 
across each ICS and the development of Integrated Care partnerships in each place. 

Ongoing DS 
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Strategic Risk 1.2 

Impact of or differences between a multiplicity of commissioners and place based plans, and those not being 
aligned with Trust plans 

 
Controls (Strategic Risk 1.2) 

 
Systems and processes - what are we currently doing about the Strategic 
Risks? 

Control 
Ref 

Director 
lead 

Strategic 
risk/s 

Senior representation on local partnership boards, building relationships, ensuring 
transparency of agendas and risks, facilitating joint working, cohesion of policies 
and strategies, ability to influence future service direction. (I,E) 

C04 DS 1.1, 1.2, 
1.4 

Annual business planning process, ensuring consistency of approach, standardised 
process for producing businesses cases with full benefits realisation. (I) 

C05 DFR 1.1, 1.2, 
3.1 

Trust performance management system in place with KPIs covering national and 
local priorities reviewed by Executive Management Team (EMT) and Trust Board. 
(I) 

C06 DFR 1.1, 1.2 

Framework in place to ensure feedback from customers, both internal and external 
(including feedback loop) is collected, responded to, analysed and acted upon. (I, 
E) 

C10 DNQ 1.2, 1.4 

Governors’ engagement and involvement on Members’ Council and working 
groups, holding Non-Executive Directors (NEDs) to account. (I) 

C11 DFR 1.2 

Partnership Fora established with staff side organisations to facilitate necessary 
change. (I) 

C12 DHR 1.2 

Priority programmes supported through robust programme management approach. 
(I) 

C14 DS 1.2 

Project Boards for change programmes and work streams established, with 
appropriate membership skills and competencies, PIDs, project plans, project 
governance, risk registers for key projects in place. (I) 

C15 DS 1.2, 1.3 

Communication, Engagement and Involvement Strategy in place for service 
users/carers, staff and stakeholders/partners, engagement events gaining insight 
and feedback, including identification of themes and reporting on how feedback 
been used. (I,E) 

C16 DS  1.2, 1.4, 
4.1 

New operational leadership structure has been implemented to reflect the ICS 
boundaries (West and South) and focus on reducing unwarranted variation service 
wide.  

C85 DO 1.2 

 
Gaps in control - what do we need to do to address these and by when? 
 

Date Director 
lead  

Agreement and implementation of new leadership structure for all operational services to 
maximise clinical leadership across pathways and operational leadership in each place. 

Complete DO 

Clinical networks to be embedded across each pathway as part of the new operational 
leadership structure 

April 2020 DO 

 
Assurance (Strategic Risk 1.2) 

 
Assurance outputs - how do we know 
if the things we are doing are having 
an impact internal and external 

Guidance/reports Assura
nce Ref Director 

lead 
Strategic 

risk/s 

Integrated performance report (IPR) to 
Trust Board providing assurances on 
compliance with standards and 
identifying emerging issues and actions 
to be taken 

IPR reported monthly to OMG, EMT and 
Trust Board. (P,N) (I) 

A01 DFR All 

Triangulation of risk report to Audit 
Committee to provide assurance of 
systems and processes in place 

Triangulation of risk, performance and 
governance report is a standing item on 
the agenda for Audit Committee. (P) (I) 

A02 DFR All 

Independent PLACE audits undertaken 
and results and actions to be taken 
reported to  Executive Management 
Team (EMT), Members’ Council and 
Trust Board 

Service users and Directors involved in 
assessments. (P) (I, E) 

A05 DHR 1.1, 1,2, 
1.3 

Audit of compliance with policies and Clinical audit and practice effectiveness A06 DNQ 1.1, 1.2, 
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Assurance (Strategic Risk 1.2) 

 
Assurance outputs - how do we know 
if the things we are doing are having 
an impact internal and external 

Guidance/reports Assura
nce Ref Director 

lead 
Strategic 

risk/s 

procedures in line with approved plan 
co-ordinated through clinical governance 
team in line with Trust agreed priorities 

(CAPE) annual evaluation plan 2018/19 
taken to CG&CS Committee June 2018 
and 18/19 report scheduled for 19/20 
work plan. (I) 

1.3 

Strategic priorities and programmes 
monitored and scrutinised through 
Executive Management Team (EMT) 
and reported to Trust Board through IPR  

Monthly update provided to Trust Board 
via the IPR (reviewed monthly by EMT). 
(P) (I) 

A07 DS 1.1, 1.2, 
1.3, 2.1, 
3.4 

Service user survey results reported 
annually to Trust Board and action plans 
produced as applicable 

NHS mental health service user survey.  
Results are reported to Trust Board 
when available with associated plans 
(P,N) (I, E)) 

A08 DNQ 1.1, 1.2, 
1.3, 1.4, 
2.3 

Transformation change and priority 
programme plans monitored and 
scrutinised through  Executive 
Management Team (EMT) ensuring co-
ordination across directorates, 
identification of and mitigation of risks, 
reported through Change and 
partnership Board, OMG and EMT and 
IPR 

Monthly update provided to Trust Board 
via the IPR (reviewed monthly by EMT). 
Monthly update to delivery EMT. 
Quarterly report to CG&CS Committee 
re. quality impact.  (P) (I) 

A09 EMT 1.1, 1.2, 
1.3, 2.3, 
3.4 

Business cases for expansion/change of 
services approved by  Executive 
Management Team (EMT) and/or Trust 
Board subject to delegated limits 
ensuring alignment with strategic 
direction and investment framework  

Contracting risks, bids & tenders update 
standing item on delivery EMT agenda. 
Report to Board bi-annually. (P, N) (I) 

A10 DS 1.1, 1.2, 
2.1, 3.1 

Documented review of Directors’ 
objectives by Chief Executive ensuring 
delivery of key corporate objectives or 
early warning of problems 

Objectives for 2019/20 set for all 
Directors. Monthly one to one meetings 
between Chief Executive and Directors. 
(P) (I) 

A11 CEO 1.1, 1.2, 
2.1, 3.1, 
3.2, 3.3, 
3.4 

Announced and unannounced 
inspection visits undertaken by Care 
Quality Commission (CQC), 
independent reports on visits provided to 
the Trust Board , CG&CS and MC  

Unannounced and planned visits 
programme in place – regular report to 
CG&CS Committee and included in 
annual report to Board and Members 
Council.  Visit plan in place for 19/20 
and 20/21 report included in workplan 
(P,N) (E) 

A12 DNQ 1.1, 1.2, 
2.3 

Annual plan and budget and strategic 
plan approved by Trust Board, and, for 
annual plan, externally scrutinised and 
challenged by NHS Improvement 

Operational plan for 2019/20 approved 
at Trust Board March 2019. Monthly 
financial reports to Trust Board and NHS 
Improvement plus quarterly exception 
reports. Trust engaged in development 
of Integrated Care System (ICS) 5 year 
plans (P, N) (I) 

A13 DFR 1.1, 1.2, 
3.1, 3.3, 
3.4 

Monitoring of organisational 
development plan through Executive 
Management Team (EMT) and 
Workforce & Remuneration Committee, 
deviations identified and remedial plans 
requested  

Update reports into EMT and Workforce 
& Remuneration Committee (P) (I) 

A16 DHR 1.2 

Update reports on WY and SY ICS 
progress  

Routine report into EMT and Board (P) 
(I) 

A17 DS 1.2 

Reports from  Calderdale, Kirklees and 
Wakefield Partnership Board 

Update reports into EMT (P, N) (I) A18 DFR   1.2, 1.3 

Serious incidents from across the 
organisation reviewed through the 
Clinical Reference Group including the 

Process in place with outcome reported 
through quarterly serious incident 
reporting including lessons learned to 

A19 DNQ 1.2, 2.3 
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Assurance (Strategic Risk 1.2) 

 
Assurance outputs - how do we know 
if the things we are doing are having 
an impact internal and external 

Guidance/reports Assura
nce Ref Director 

lead 
Strategic 

risk/s 

undertaking of root cause analysis and 
dissemination of lessons learnt and 
good clinical practice across the 
organisation 

OMG, EMT, Clinical Governance & 
Clinical Safety Committee and Trust 
Board.  
“Our Learning Journey Report” (P, N) (I) 

Benchmarking of services and action 
plans in place to address variation  

Benchmarking reports are received by 
Executive Management Team (EMT) 
and any action required identified. (P, N) 
(I, E) 

A20 DFR 1.2, 3.1, 
3.2, 3.3 

Monthly Investment Appraisal report – 
covers bids and tenders activity, 
contract risks, and proactive business 
development activity 

Monthly bids and tenders report to 
Executive Management Team (EMT) 
and twice yearly to Trust Board (P, N) (I) 

A21 DFR 1.2, 1.4, 
3.1, 3.2, 
3.3 

CQUIN performance monitored through 
Operational Management Group (OMG) 
and Executive Management Team 
(EMT), deviations identified and 
remedial plans requested 

Monthly Integrated Performance 
reporting (IPR) to OMG, EMT and Trust 
Board. (P, N) (I) 

A22 DO 1.2, 1.4, 
3.1, 3.3 

Commissioning intentions for 2019/20 
have been factored into our operating 
plans 

Mutual agreement between provider and 
commissioner of investment priorities 
(P) (I) 

A23 DFR, DO 1.1, 1.2, 
1.3, 1.4 

 
Gaps in assurance, are the assurances effective and what additional assurances should 
we seek to address and close the gaps and by when 

Date Director 
lead  

Assessment of commissioning intentions. (Linked to ORR Risk ID 812).   
Complete - during 2019/20 contracting round. 

Complete DFR 

Benchmarking data unavailable for some services and limited number of statistically similar 
organisations.  
In progress - Programme of work agreed to accelerate availability of internal productivity 
information and effectively use the model hospital. Updated dashboards now available to 
teams. Presentations have taken place to EMT and Finance, Investment & Performance 
Committee. Plans to effectively roll out the use of the dashboard being developed. 

January 
2020 
 
 
March 
2020 

DFR 
 
 
 
DFR 

Assessment of place based plans in light of the impact of the NHS long term plan  
(Note, expected completion date changed from Jun 2019 to Sep 2019 as plans will be 
completed once implementation plans for the long term plan within each integrated care 
system are agreed. This has changed further to February 2020 in line with planning timescale, 
affected by pre-election period work continues in each place as part of developing the Trust 
plan) 

February 
2020 

DS 

Each integrated care system is required to develop a 5 year plan to implement the NHS long 
term plan. An assessment of this against the Trust’s strategy and plans will allow greater 
understanding of any risks and issues to be resolved.  
 

Complete DFR 

Not a scheduled programme of board to board or exec to exec meeting in place with all 
partners. 
Ongoing - The requirement for Board to Board is diminishing due to whole system working 
across each ICS.  Locala board to board scheduled, CHFT exec to exec meetings in place, 
further meetings will be planned as required. 

Ongoing DS 
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Strategic Risks 1.3 
Differences in the services provided due to unnecessary internal variation in practice, may result in inequitable 

service offers across the whole Trust. 
 

Controls (Strategic Risk 1.3) 
 

Systems and processes - what are we currently doing about the Strategic 
Risks? 

Control 
Ref 

Director 
lead 

Strategic 
risk/s 

Director lead in place to support revised service offer through transformation 
programme, change programmes and work streams, overseen by EMT. (I) 

C07 DO 1.1, 1.3 

Project Boards for change programmes and work streams established, with 
appropriate membership skills and competencies, PIDs, project plans, project 
governance, risk registers for key projects in place in line with the Integrated 
Change Framework. (I) 

C15 DS 1.2, 1.3 

Strategic priorities and underpinning programmes supported through robust 
programme and change management approaches and in line with the Integrated 
Change Framework.  (I) 

C17 DS 1.4 

All senior medical staff participate in a job planning process which reviews and 
restates priority areas of work for these senior clinical leaders. (I) 

C18 MD 1.3 

Clear Trustwide policies in place that are agreed by the Executive Management 
team.(I) 

C19 DNQ 1.3 

Participate in national benchmarking activity for mental health services and act on 
areas of significant variance.  (I) 

C21 DFR 1.3 

Director of operations post is now embedded and working with the Board trio (I) 
 

C78 DO 1.1, 1.3 

 
Gaps in control - what do we need to do to address these and by when? 
 

Date Director 
lead  

Impact of local place based solutions and ICS initiatives – recognition that some of this is out of 
our control and ensure engagement takes place in each area impacted, as well as using the 
LTP and relationships with groups of commissioners to ensure consistency. (Linked to ORR 
Risk ID 812). 

Ongoing DS 

 
Assurance (Strategic Risk 1.3) 

 
Assurance outputs - how do we know 
if the things we are doing are having 
an impact internal and external 

Guidance/reports Assura
nce Ref Director 

lead 
Strategic 

risk/s 

Integrated performance report (IPR) to 
Trust Board providing assurances on 
compliance with standards and 
identifying emerging issues and actions 
to be taken 

IPR reported monthly to OMG, EMT and 
Trust Board. (P, N) (I) 

A01 DFR All 

Triangulation of risk report to Audit 
Committee to provide assurance of 
systems and processes in place 

Triangulation of risk, performance and 
governance report is a standing item on 
the agenda for Audit Committee. (P) (I) 

A02 DFR All 

Independent PLACE audits undertaken 
and results and actions to be taken 
reported to  Executive Management 
Team (EMT), Members’ Council and 
Trust Board 

Service users and Directors involved in 
assessments.  (P) (I, E) 

A05 DHR 1.1, 1,2, 
1.3 

Audit of compliance with policies and 
procedures in line with approved plan 
co-ordinated through clinical governance 
team in line with Trust agreed priorities 

Clinical audit and practice effectiveness 
(CAPE) annual evaluation plan 2018/19 
taken to CG&CS Committee June 2019 
and 19/20 report is scheduled for 19/20 
work plan.(I) 

A06 DNQ 1.1, 1.2, 
1.3 

Strategic priorities and programmes 
monitored and scrutinised through 
Executive Management Team (EMT) 
and reported to Trust Board through IPR  

Monthly update provided to Trust Board 
via the IPR (reviewed monthly by 
EMT).(P) (I) 

A07 DS 1.1, 1.2, 
1.3, 2.1, 
3.4 

Service user survey results reported 
annually to Trust Board and action plans 

NHS Mental Health Service user survey 
results are reported to Trust Board when 

A08 DNQ 1.1, 1.2, 
1.3, 1.4, 
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Assurance (Strategic Risk 1.3) 

 
Assurance outputs - how do we know 
if the things we are doing are having 
an impact internal and external 

Guidance/reports Assura
nce Ref Director 

lead 
Strategic 

risk/s 

produced as applicable available with associated plans.(I, E) 2.3 
Transformation change and priority 
programme plans monitored and 
scrutinised through  Executive 
Management Team (EMT) ensuring co-
ordination across directorates, 
identification of and mitigation of risks, 
reported through Change and 
partnership Board, OMG and EMT and 
IPR 

Monthly update provided to Trust Board 
via the IPR (reviewed monthly by EMT). 
Monthly update to delivery EMT. 
Quarterly report to Audit Committee and 
CG&CS Committee re. quality impact. 
(P) (I) 

A09 EMT 1.1, 1.2, 
1.3, 2.3, 
3.4 

Annual reports of Trust Board 
Committees to Audit Committee, 
attendance by Chairs of Committees 
and Director leads to provide assurance 
against annual plan 

Audit Committee and Trust Board – April 
2019 (P) (I) 

A14 DFR 1.1, 1.3, 
2.3 

Rolling programme of staff, stakeholder 
and service user/carer engagement and 
consultation events 

Communication, engagement and 
involvement strategy 2016-2019 
(approved October 2016). Engagement 
with staff (the Headlines, the View and 
the Brief) plus staff listening events May 
& June 2019, various engagement 
events across the year plus Annual 
Members’ Meeting September 2019.  
Involving people strategy refresh to be 
completed by April 2020 (P, N) (I, E) 

A15 DHR, 
DS,  

1.1, 1.3, 
2.3 

Reports from Calderdale, Kirklees and 
Wakefield Partnership Board 

Update reports into EMT. (P, N) (I) A18 DFR   1.2, 1.3 

Commissioning intentions for 2019/20 
have been factored into our operating 
plans 

Mutual agreement between provider and 
commissioner of investment priorities 
(P) (I) 

A23 DFR, DO 1.1, 1.2, 
1.3, 1.4 

 
Gaps in assurance, are the assurances effective and what additional assurances should 
we seek to address and close the gaps and by when 

Date Director 
lead  

Assessment of commissioning intentions. (Linked to ORR Risk ID 812).   
Complete - during 2019/20 contracting round. 

Complete DFR 

Impact of medical workforce retention / turnover in certain specialities and assessment through 
recruitment and retention strategy.  
Complete - This is linked to the Trust Recruitment and Retention strategy with an ongoing 
action plan. 

Complete MD / 
DHR 

Review of model hospital data and determine how this can best be used in the Trust 
In progress - Work has commenced on the review of the model hospital data with a 
presentation to EMT on 03/10/2019 that identified initial areas for consideration. (Note, 
expected completion date changed from October 2019 to March 2020 as next update of model 
hospital likely in Q4, 2019/20). 

March 
2020 

DO 

Each integrated care system is required to develop a 5 year plan to implement the NHS long 
term plan.  

Complete DFR 
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Strategic Risk 1.4 
Impact of the Trust not having a robust and compelling value proposition leading to under-investment in services 

 
Controls (Strategic Risk 1.4) 

 
Systems and processes - what are we currently doing about the Strategic 
Risks? 

Control 
Ref 

Director 
lead 

Strategic 
risk/s 

Senior representation on West Yorkshire mental health collaborative and 
associated workstreams. (I) 

C03 DPD 1.1, 1.4 

Senior representation on local partnership boards, building relationships, ensuring 
transparency of agendas and risks, facilitating joint working, cohesion of policies 
and strategies, ability to influence future service direction. (I,E) 

C04 DS 1.1, 1.2, 
1.4 

Formal contract negotiation meetings with clinical commissioning groups and 
specialist commissioners underpinned by legal agreements to support strategic 
review of services. (I) 

C08 DFR 1.1, 1.4, 
3.2 

Development of joint Commissioning for Quality and Innovation (CQUIN) targets 
with commissioners to improve quality and performance, performance monitoring 
regime of compliance with CQUIN targets in place. (I,E) 

C09 DO 1.1, 1.4, 
3.3 

Framework in place to ensure feedback from customers, both internal and external 
(including feedback loop) is collected, responded to, analysed and acted upon. (I, 
E) 

C10 DNQ 1.2, 1.4 

Representation and engagement in place based integrated care developments. 
 

C13 DS/DPD 1.4 

Communication, Engagement and Involvement Strategy in place for service 
users/carers, staff and stakeholders/partners, engagement events gaining insight 
and feedback, including identification of themes and reporting on how feedback 
been used. (I,E) 

C16 DS  1.2, 1.4, 
4.1 

Engagement and representation on South Yorkshire and Bassetlaw / West 
Yorkshire and Harrogate integrated care systems mental health work streams and 
partnership group. (I,E) 

C77 DS 1.1, 1.4  

 
Gaps in control - what do we need to do to address these and by when? 
 

Date Director 
lead  

Finalisation of an engagement plan and prospectus 
Complete - engagement plan and prospectus developed. 

Complete DS 

 
Assurance (Strategic Risk 1.4) 

 
Assurance outputs - how do we know 
if the things we are doing are having 
an impact internal and external 

Guidance/reports Assura
nce Ref Director 

lead 
Strategic 

risk/s 

Integrated performance report (IPR) to 
Trust Board providing assurances on 
compliance with standards and 
identifying emerging issues and actions 
to be taken 

IPR reported monthly to OMG, EMT and 
Trust Board. (P, N) (I) 

A01 DFR All 

Triangulation of risk report to Audit 
Committee to provide assurance of 
systems and processes in place 

Triangulation of risk, performance and 
governance report is a standing item on 
the agenda for Audit Committee.(P) (I) 

A02 DFR All 

Service user survey results reported 
annually to Trust Board and action plans 
produced as applicable 

NHS mental health service user survey.  
Results are reported to Trust Board 
when available with associated plans 
(P,N) (I, E)) 

A08 DNQ 1.1, 1.2, 
1.3, 1.4, 
2.3 

Rolling programme of staff, stakeholder 
and service user/carer engagement and 
consultation events 

Communication, engagement and 
involvement strategy 2016-2019 
(approved October 2016). Engagement 
with staff (huddles, the Headlines, the 
View and the Brief) plus staff listening 
events May & June 2019, various 
engagement events across the year plus 
Annual Members’ Meeting September 

A15 DHR, 
DS,  

1.1, 1.3, 
2.3 
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Assurance (Strategic Risk 1.4) 

 
Assurance outputs - how do we know 
if the things we are doing are having 
an impact internal and external 

Guidance/reports Assura
nce Ref Director 

lead 
Strategic 

risk/s 

2019.  
Involving people strategy refresh to be 
completed by April 2020 (P, N) (I, E) 

Reports from Calderdale, Kirklees and 
Wakefield Partnership Board 

Update reports into EMT. (P, N) (I) A18 DFR   1.2, 1.3 

Monthly Investment Appraisal report – 
covers bids and tenders activity, 
contract risks, and proactive business 
development activity 

Monthly bids and tenders report to 
Executive Management Team (EMT) 
and twice yearly to Trust Board (P, N) (I) 

A21 DFR 1.2, 1.4, 
3.1, 3.2, 
3.3 

CQUIN performance monitored through 
Operational Management Group (OMG) 
and Executive Management Team 
(EMT), deviations identified and 
remedial plans requested 

Monthly Integrated Performance 
reporting (IPR) to OMG, EMT and Trust 
Board. (P, N) (I) 

A22 DO 1.2, 1.4, 
3.1, 3.3 

Commissioning intentions for 2019/20 
have been factored into our operating 
plans 

Mutual agreement between provider and 
commissioner of investment priorities 
(P) (I) 

A23 DFR, DO 1.1, 1.2, 
1.3, 1.4 

Customer service reports to board and 
CGCS 

Monthly reports to board/EMT and bi-
monthly into CGCS. (P, N) (I) 

A27 DNQ 2.1 2.2 
2.3 

Quality strategy implementation  plan 
reports into CGCS  

Routine reports into CGCS via IPR and 
annual report scheduled in 19/20 work 
plan. (P) (I) 

A29 DNQ 1.4, 2.1, 
2.2, 4.1 

 
Gaps in assurance, are the assurances effective and what additional assurances should 
we seek to address and close the gaps and by when 

Date Director 
lead  

Development of a clear value proposition linked to vision, mission and values 
Complete - prospectus developed. 

Complete DS 

Collate learning and insight from engagement surveys with feedback to identify themes 
In progress - The Involving people strategy refresh complete by April 2020 will include 
significant stakeholder engagement and feedback. (Note, expected completion date changed 
from December 2019 to March 2020). 
 

March 
2020 

DS 
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Strategic Objective: 
2. Improving care - Safety first, quality 

counts and supporting our staff 
 

Lead 
Director(s) 

Key Board or 
Committee Current Assurance Level 

As noted below EMT, WRC, 
CGCS 

Q1 Q2 Q3 Q4 
Y Y Y  

Strategic Risks - that need to be controlled and consequence of non-controlling and current assessment 
 

Ref Description RAG 
Rating 

2.1 Lack of suitable and robust, performance and  clinical information systems backed by 
strong analysis leading to lack of timely high quality management and clinical information 
to enable improved decision-making 

Y 

2.2 Failure to create a learning environment leading to repeat incidents impacting on service 
delivery and reputation Y 

2.3 Increased demand for and acuity of service users leads to a negative impact on quality of 
care A 

 
Rationale for current assurance level (Strategic Objective 2) 

 
• Staff ‘living the values’ as evidenced through values into excellence awards. 
• In the main, positive Friends and Family Test feedback from service users and staff with the exception of CAMHs 

(being addressed through joint action plan with commissioners). 
• Trio model bringing together clinical, managerial and governance roles working together at service line level, with 

shared accountability for delivery.  
• Strong and robust partnership working with local partners, such as Locala to deliver the Care Close to Home 

contract and establishment of Programme Board. 
• Care Quality Commission (CQC) assessment overall rating of good. 
• CQC have conducted a well-led review during recent inspections which has contributed to the overall rating 

provided. 
• Internal audit reports – Risk management, Information Governance, Data Quality, Staff Engagement, Mental 

Health Act Governance, Quality Governance – significant assurance. 
• CQUIN targets largely achieved. 
• Regular analysis and reporting of incidents. 
• Development of trust wide arrangements for learning and improving standards, recognised by CQC. 
• Quality Improvement culture becoming embedded and good examples have emerged on safety huddles, reducing 

restricted practices and flu.  
• Data warehouse implementation taking place, but at slower pace than originally planned to ensure alignment with 

SystmOne implementation. 
• Capacity for routine analysis and focused work affected by SystmOne implementation. 
• Focused information provided for out of area bed review to support findings and recommendations. 
• Integrated Performance Report (IPR) summary metrics re improving the quality and experience of all that we do – 

IPR for month 8 shows:  Friends & Family Test MH green, F&F Test Community green, safer staff fill rates green, 
IG confidentiality breaches green, people dying in their place of choosing – green.  

• Effective initial implementation of SystmOne for mental health. 
• Programme of optimisation for SystmOne for mental health in place. 
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Strategic Risk 2.1 
Lack of suitable and robust, performance and  clinical information systems backed by strong analysis leading 

to lack of timely high quality management and clinical information to enable improved decision-making  
 

Controls (Strategic Risk 2.1) 
 

Systems and processes - what are we currently doing about the Strategic 
Risks?) 

Control 
Ref 

Director 
lead 

Strategic 
risk/s 

Access to the model hospital to enable effective national benchmarking and support 
decision-making. 

C20 DFR 2.1 

Development of data warehouse and business intelligence tool supporting improved 
decision making. (I) 

C22 DFR 2.1 

Digital strategy in place with quarterly report to Executive Management Team 
(EMT) and half yearly report to Trust Board.  (I) 

C23 DFR 2.1 

Programme established for optimising the use of SystmOne. (I) 
 

C24 DS 2.1 

Risk assessment and action plan for data quality assurance in place. (I) 
 

C25 DFR 2.1 

Customer services reporting includes learning from complaints and concerns. (I) C26 DNQ 2.1, 2.2, 
4.1 

Datix incident reporting system supports review of all incidents for learning and 
action.(I) 

C27 DNQ 2.1, 2.2, 
4.1 

Integrated change management arrangements focus on co-design. (I) 
 

C28 DS 2.1,  2.3 

Patient Safety Strategy developed to reduce harm through listening and learning. (I) C29 DNQ 2.1, 2.2, 
4.1 

Weekly risk scan where all red and amber incidents are reviewed for immediate 
learning. (I) 

C30 DNQ/MD 2.1, 2.3, 
4.1 

Quality Improvement network established to provide Trustwide learning platform. (I) C31 DNQ 2.1, 2.2, 
4.1 

Quality Strategy achieving balance between assurance and improvement. (I) C32 DNQ 2.1, 2.2, 
2.3 

Performance management system in place with Key Performance Indicators (KPIs) 
covering national and local priorities reviewed by EMT and Trust Board. (I) 

C33 DFR 2.1, 2.2, 
3.1, 3.2, 
4.1 

 
Gaps in control - what do we need to do to address these and by when? 
 

Date Director 
lead  

Limited use of reports generated using the data warehouse tool with resource recently focused 
on SystmOne implementation.  
In progress - Initial presentations on model hospital benchmarking made to EMT and the 
Finance, Investment & Performance Committee. Updated team dashboards now available.  
Plans being to developed to ensure effective roll out of new dashboards. 

2020 DFR 

Limited data on caseload, real time waiting list issues, face to face time.   
In progress - Work is taking place as part of data warehouse and dashboard development.  
Further development expected during Q1 of 2020/21. (Note, expected completion date 
changed from 2019 to June 2020). 

June 
2020 

DFR 

Limited actual use of benchmarking information in the Trust. Review use of model hospital data 
(Note, change of due date from October 2019 to January 2020. Programme of work has 
commenced to accelerate availability of internal productivity information and effectively use the 
model hospital. Initial presentation made to EMT of areas for consideration following review of 
the model hospital). 

January 
2020 

DFR 

 
Assurance (Strategic Risk 2.1) 

 
Assurance outputs - how do we know 
if the things we are doing are having 
an impact internal and external 

Guidance/reports Assura
nce Ref Director 

lead 
Strategic 

risk/s 

Integrated performance report (IPR) to 
Trust Board providing assurances on 
compliance with standards and 
identifying emerging issues and actions 

IPR reported monthly to OMG, EMT and 
Trust Board. (P) (I) 

A01 DFR All 
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Assurance (Strategic Risk 2.1) 

 
Assurance outputs - how do we know 
if the things we are doing are having 
an impact internal and external 

Guidance/reports Assura
nce Ref Director 

lead 
Strategic 

risk/s 

to be taken 
Triangulation of risk report to Audit 
Committee to provide assurance of 
systems and processes in place 

Triangulation of risk, performance and 
governance report is a standing item on 
the agenda for Audit Committee.(P) (I) 

A02 DFR All 

Strategic priorities and programmes 
monitored and scrutinised through 
Executive Management Team (EMT) 
and reported to Trust Board through the 
Integrated Performance Report (IPR)  

Monthly update provided to Trust Board 
via the IPR (reviewed monthly by EMT). 
Annual review of impact of priority 
programmes received by EMT. (P) (I) 

A07 DS 1.1, 1.2, 
1.3, 2.1, 
3.4 

Business cases for expansion/change of 
services approved by Executive 
Management Team (EMT) and/or Trust 
Board subject to delegated limits 
ensuring alignment with strategic 
direction and investment framework  

Contracting risks, bids & tenders update 
standing item on delivery EMT agenda. 
Report to Board bi-annually. (P, N) (I) 

A10 DS 1.1, 1.2, 
2.1, 3.1 

Documented review of Directors 
objectives by Chief Executive ensuring 
delivery of key corporate objectives or 
early warning of problems  

Objectives for 2019/20 set for all 
Directors. Monthly one to one meetings 
between Chief Executive and 
Directors.(P) (I) 

A11 CEO 1.1, 1.2, 
2.1, 3.1, 
3.2, 3.3, 
3.4 

Data quality improvement plan 
monitored through Executive 
Management Team (EMT) deviations 
identified and remedial plans requested  

Included in monthly IPR to OMG, EMT 
and Trust Board. Regular reports to 
Audit Committee. (P) (I) 

A24 DNQ 2.1 

Progress against SystmOne 
optimisation plan reviewed by 
Programme Board, EMT and Trust 
Board  

Monthly priority programmes item 
schedule for EMT. Included as part of 
the IPR to EMT and Trust Board. (P) (I) 

A25 DS 2.1 

Quarterly Assurance Framework and 
Risk Register report to Board providing 
assurances on actions being taken  

Quarterly BAF and risk register reports 
to Board. Triangulation of risk, 
performance and governance present to 
each Audit Committee. (P) (I) 

A26 DFR 2.1 

Customer service reports to board and 
CGCS 

Monthly reports to board/EMT and bi-
monthly into CGCS (P, N) 

A27 DNQ 2.1 2.2 
2.3 

Quality strategy implementation  plan 
reports into CGCS  

Routine reports into CGCS  (I) A29 DNQ 1.4, 2.1, 
2.2, 4.1 

Attendance of NHS Improvement at 
Executive Management Team (EMT) 
and feedback on performance against 
targets 

NHS Improvement hold Quarterly 
Review Meetings with EMT. (P) (E) 

A30 DFR 2.1, 3.1, 
3.3 

Data quality focus at OMG and ICIG Regular agenda items and reporting of 
at ICIG and OMG (P, N) (I) 

A31 DNQ 2.1 

 
Gaps in assurance, are the assurances effective and what additional assurances should 
we seek to address and close the gaps and by when 

Date Director 
lead  

Implementation of actions identified in internal audit report on SystmOne implementation 
governance arrangements.  
Complete - Focus in Q3 & Q4 was on ensuring clinical record data for fit for migration to 
SystmOne for mental health services.  System was implemented in February and March 2019 
and moved into optimisation phase. 

Complete DS 

Development plan and implementation to more extensively generate and use management 
reports using the data warehouse.   
(Note, expected date of completion changed from Quarter 3 to January 2020).  
In progress - Work has commenced and an initial presentation of model hospital benchmarking 
given to EMT. Use of benchmarking reports is evolving and will continue to do so over the next 
twelve months. 

January 
2020 

DFR 

Completion of review of decision-making framework (Scheme of Delegation) to inform 
delegated authority at all levels (to Audit Committee).  
Complete - Update approved by Trust Board in April 2019. 

Complete DFR 
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Gaps in assurance, are the assurances effective and what additional assurances should 
we seek to address and close the gaps and by when 

Date Director 
lead  

Data input for SystmOne implementation catch up is not yet complete.   
Complete - previous clinical records system closed. 

Complete DS 

SystmOne optimisation programme will take place over the course of the next twelve months. 
 

Septemb
er 2020 

DS 
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Strategic Risk 2.2 
Failure to create a learning environment leading to repeat incidents impacting on service delivery and 

reputation  
 

Controls (Strategic Risk 2.2) 
 

Systems and processes - what are we currently doing about the Strategic 
Risks?) 

Control 
Ref 

Director 
lead 

Strategic 
risk/s 

Customer services reporting includes learning from complaints and  concerns (I) C26 DNQ 2.1, 2.2, 
4.1 

Datix incident reporting system supports review of all incidents for learning and 
action (I) 

C27 DNQ 2.1, 2.2, 
4.1 

Integrated change management arrangements focus on co-design (I) 
 

C28 DS 2.1,  2.3 

Patient Safety Strategy developed to reduce harm through listening and learning (I) C29 DNQ 2.1, 2.2, 
4.1 

Weekly risk scan where all red and amber incidents are reviewed for immediate 
learning (I) 

C30 DNQ/MD 2.1, 2.2, 
4.1 

Quality Improvement network established to provide Trustwide learning platform (I) C31 DNQ 2.1, 2.2, 
4.1 

Quality Strategy achieving balance between assurance and improvement (I) C32 DNQ 2.1, 2.2, 
2.3 

Performance management system in place with Key Performance Indicators (KPIs) 
in place covering national and local priorities reviewed by OMG, EMT and Trust 
Board (I) 

C33 DFR 2.1, 2.2, 
3.1, 3.2, 
4.1 

Leadership and management arrangements established and embedded at BDU 
and service line level with key focus on clinical engagement and delivery of services  
(I)  

C46 DO 2.2, 4.1 

Learning lessons reports, BDUs, post incident reviews (I) 
 

C47 DNQ 2.3 

Risk Management Strategy in place facilitating a culture of horizon scanning, risk 
mitigation and learning lessons supported through appropriate training (I) 

C48 DFR 2.3 

Weekly serious incident summaries to Executive Management Team (EMT) 
supported by quarterly and annual reports to OMG, EMT, Clinical Governance & 
Clinical Safety Committee and Trust Board (I) 

C49 DNQ 2.3 

Quality improvement approach and methodology (I) C82 DNQ 2.1, 2.2, 
2.3 

 
Gaps in control - what do we need to do to address these and by when? 
 

Date Director 
lead  

Monitoring of implementation of action plans linked to SI reports. 
 

Ongoing DNQ 

 
Assurance (Strategic Risk 2.2) 

 
Assurance outputs - how do we know 
if the things we are doing are having 
an impact internal and external 

Guidance/reports Assura
nce Ref Director 

lead 
Strategic 

risk/s 

Integrated performance report (IPR) to 
Trust Board providing assurances on 
compliance with standards and 
identifying emerging issues and actions 
to be taken 

IPR reported monthly to OMG, EMT and 
Trust Board. (P, N) (I) 

A01 DFR All 

Triangulation of risk report to Audit 
Committee to provide assurance of 
systems and processes in place 

Triangulation of risk, performance and 
governance report is a standing item on 
the agenda for Audit Committee. (P) (I) 

A02 DFR All 

Service user survey results reported 
annually to Trust Board and action plans 
produced as applicable 

NHS Mental Health Service user survey 
results are reported to Trust Board when 
available with associated plans. (I, E) 

A08 DNQ 1.1, 1.2, 
1.3, 1.4, 
2.3 

Serious incidents from across the 
organisation reviewed through the 
Clinical Reference Group including the 

Process in place with outcome reported 
through quarterly serious incident 
reporting including lessons learned to 

A19 DNQ 1.2, 2.3 
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Assurance (Strategic Risk 2.2) 

 
Assurance outputs - how do we know 
if the things we are doing are having 
an impact internal and external 

Guidance/reports Assura
nce Ref Director 

lead 
Strategic 

risk/s 

undertaking of root cause analysis and 
dissemination of lessons learnt and 
good clinical practice across the 
organisation 

OMG, EMT, Clinical Governance & 
Clinical Safety Committee and Trust 
Board.  
“Our Learning Journey Report” (P), (N), 
(I) 

Customer service reports to board and 
CGCS 

Monthly reports to board/EMT and bi-
monthly into CGCS. (P, N) (I) 

A27 DNQ 2.1 2.2 
2.3 

Priority programmes reported to board 
and EMT 

Monthly reports to board/EMT and bi-
monthly into CGCS. (P) (I) 

A28 DS 2.2, 4.1 

Quality strategy implementation  plan 
reports into CGCS  

Routine reports into CGCS via IPR and 
annual report scheduled in 19/20 work 
plan. (P) (I) 

A29 DNQ 1.4, 2.1, 
2.2, 4.1 

Weekly risk scan update into EMT 
 

Weekly risk scan update into EMT. (P, 
N) (I) 

A38 DNQ 2.3 

Assurance reports to Clinical 
Governance and Clinical Safety 
Committee covering key areas of risk in 
the organisation seeking assurance on 
robustness of systems and processes in 
place 

Routine report to each CG&CS 
Committee of risks aligned to the 
committee for review. (P) (I) 

A39 DNQ 2.3 

New inpatient structure provides 
assurance of operational grip in relation 
to record keeping 

Routine matron checks reported through 
BDU governance groups and in 
governance report to CGCS 

A54 DO 2.2 

 
Gaps in assurance, are the assurances effective and what additional assurances should 
we seek to address and close the gaps and by when 

Date Director 
lead  

Impact of information governance (IG) training and action plan on IG hotspots. (Linked to ORR 
Risk ID 852)   
Largely complete - IG training achieved the target.  Deep-dive conducted for Audit Committee.  
Updated comms plan taking effect from April 2019 following SysmOne go-live.  Current level of 
training is below the required amount and focus being placed on this during Q4 

January 
2020 
Largely 
complete  

DFR 

Impact of learning lessons process on all relevant practitioners 
Complete – now included in revised Patient Safety Strategy. 

Complete DNQ 

Further assurance required to address similar repeated themes in relation to communication 
and risk assessment are identified through investigations  
Complete - “Our Learning Journey” Report and annual BDU Governance report published. 

Complete DNQ 

Inpatient strategy improvement plan evaluation data to be finalised prior to  end of financial 
year.  

Partially 
complete 
Decembe
r 2019 
 
March 
2020 for 
strategy 
improve
ment 
plan 
data. 

DO 
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Strategic Risk 2.3 
Increased demand for and acuity of service users leads to a negative impact on quality of care 

 
Controls (Strategic Risk 2.3) 

 
Systems and processes - what are we currently doing about the Strategic 
Risks?) 

Control 
Ref 

Director 
lead 

Strategic 
risk/s 

Care Closer to Home Partnership Meeting and governance process. (I) 
 

C50 DO 2.3 

Care closer to home priority programme incorporating whole system actions with 
out of area bed reduction reported against trajectory. (I, E) 
 

C51 DO 2.3 

Performance management process and IPR at various levels of the organisation. (I) 
 

C52 DFR 2.3 

Safer staffing policies and procedures in place to respond to changes in need. (I) 
 

C53 DNQ 2.3 

TRIO management system monitoring quality, performance and activity on a routine 
basis. (I) 

C54 DO 2.3 

Use of trained and appropriately qualified temporary staffing through bank and 
agency system. (I) 

C55 DO 2.3 

Targeted improvement support in place to deliver waiting list management 
improvement plans to support people awaiting a service/treatment. (I) 

C56 DO 2.3 

Process to manage the CQC action plan 
 

C79 DNQ 2.3 

 
Gaps in control - what do we need to do to address these and by when? 
 

Date Director 
lead 

N/A 
 

  

 
Assurance (Strategic Risk 2.3) 

 
Assurance outputs - how do we know 
if the things we are doing are having 
an impact internal and external 

Guidance/reports Assura
nce Ref Director 

lead 
Strategic 

risk/s 

Integrated performance report (IPR) to 
Trust Board providing assurances on 
compliance with standards and 
identifying emerging issues and actions 
to be taken 

IPR reported monthly to OMG, EMT and 
Trust Board. (P, N) (I) 

A01 DFR All 

Triangulation of risk report to Audit 
Committee to provide assurance of 
systems and processes in place 

Triangulation of risk, performance and 
governance report is a standing item on 
the agenda for Audit Committee. (P) (I) 

A02 DFR All 

Service user survey results reported 
annually to Trust Board and action plans 
produced as applicable 

NHS Mental Health service user survey 
results reported regularly to Trust Board 
via the IPR with associated plans. (I, E) 

A08 DNQ 1.1, 1.2, 
1.3, 1.4, 
2.3, 2.3 

Transformation change and priority 
programme plans monitored and 
scrutinised through  Executive 
Management Team (EMT) ensuring co-
ordination across directorates, 
identification of and mitigation of risks, 
reported through Change and 
partnership Board, OMG and EMT and 
IPR 

Monthly update provided to Trust Board 
via the IPR (reviewed monthly by EMT). 
Monthly update to delivery EMT. 
Quarterly report to CG&CS Committee 
re: quality impact. (P) (I) 

A09 EMT 1.1, 1.2, 
1.3, 2.3, 
3.4 

Announced and unannounced 
inspection visits undertaken by Care 
Quality Commission (CQC), 
independent reports on visits provided to 
the Trust Board , CG&CS and MC  

Unannounced and planned visits 
programme in place – report to CG&CS 
Committee and included in annual report 
to Board. Visits planned during 2018/19 
and 20/21 report included in  work plan. 
(E) 

A12 DNQ 1.1, 1.2, 
2.3 

 
Board Assurance Framework 2019/20  20 
 



 
Assurance (Strategic Risk 2.3) 

 
Assurance outputs - how do we know 
if the things we are doing are having 
an impact internal and external 

Guidance/reports Assura
nce Ref Director 

lead 
Strategic 

risk/s 

Annual reports of Trust Board 
Committees to Audit Committee, 
attendance by Chairs of Committees 
and Director leads to provide assurance 
against annual plan 

Audit Committee and Trust Board – April 
2019 (P) (I) 

A14 DFR 1.1, 1.3, 
2.3 

Rolling programme of staff, stakeholder 
and service user/carer engagement and 
consultation events 

Communication, engagement and 
involvement strategy 2016-2019 
(approved October 2016). Engagement 
with staff (the Headlines, the View and 
the Brief) plus staff listening events May 
& June 2019, various engagement 
events across the year plus Annual 
Members’ Meeting September 2019.  
Involving people strategy refresh to be 
completed by April 2020 (P) (I) 

A15 DHR, DS 1.1, 1.3, 
2.3 

Serious incidents from across the 
organisation reviewed through the 
Clinical Reference Group including the 
undertaking of root cause analysis and 
dissemination of lessons learnt and 
good clinical practice across the 
organisation 

Process in place with outcome reported 
through quarterly serious incident 
reporting including lessons learned to 
OMG, EMT, Clinical Governance & 
Clinical Safety Committee and Trust 
Board.  
“Our Learning Journey Report” (P, N) (I) 

A19 DNQ 1.2, 2.3, 
2.3 

CQC self-assessment process Reviewed by EMT as part of preparation 
for CQC inspection process 

A32 DNQ 2.3 

Assurance reports to Clinical 
Governance and Clinical Safety 
Committee covering key areas of risk in 
the organisation seeking assurance on 
robustness of systems and processes in 
place 

Routine report to each CG&CS 
Committee of risks aligned to the 
committee for review. (P, N) (I) 

A39 DNQ 2.3, 2.3 

Health Watch undertake unannounced 
visits to services providing external 
assurance on standards and quality of 
care 

Unannounced visits as scheduled by 
Health Watch. (E) 

A40 DNQ 2.3 

Staff wellbeing survey results reported 
to Trust Board and/or Workforce & 
Remuneration Committee and action 
plans produced as applicable 

Results will be reported when available. 
(P, N) (I) 

A41 DHR 2.3 

Annual appraisal, objective setting and 
PDPs to be completed in Q1 of financial 
year for staff in Bands 6 and above and 
in Quarter 2 for all other staff, 
performance managed by Executive 
Management Team (EMT) 

Included as part of the IPR to EMT and 
Trust Board. (P) (I) 

A42 DHR 2.3, 3.4 

The Care Closer to Home Priority 
Programme incorporates the outcomes 
from the review of the community mental 
health transformation review 

Reported through to Board as part of the 
priority programmes and to the 
Partnership Board with commissioners 

A53 DO 2.3 

 
Gaps in assurance, are the assurances effective and what additional assurances should 
we seek to address and close the gaps and by when 

Date Director 
lead  

Impact upon patients and families of out of area placements. (Linked to ORR 1319)  
In progress - Independent SSG report completed and recommendations being implemented 
during 2019/20. 
In progress - Progress against out of area has been noted and the actions from the 
independent report are well underway.  Risk reduced but still present. (Note, expected 
completion date changed from December 2019 to April 2020). 
 

April 2020 DO 
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Outcomes of community mental health transformation programme review.  
Complete - findings have been incorporated into the Care Closer to Home priority programme.  

Complete DO 

Impact of waiting list in CAMHS services.  
In progress - Improvements noted but not yet sustained in Barnsley and Wakefield. CAMHS 
improvement group established with additional resources in place for change leadership.  
Further review required in April 2020 (Note, expected completion date changed from Oct 2019 
to April 2020). 
 

April 2020 DO 
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Strategic Objective:  
3. Improving resources - Getting ready for 

tomorrow: operational excellence 
 

Lead 
Director(s) 

Key Board or 
Committee Current Assurance Level 

As noted AC, EMT, WRC  Q1 Q2 Q3 Q4 
Y Y Y  

Strategic Risks - that need to be controlled and consequence of non-controlling and current assessment 
 

Ref Description RAG 
Rating 

3.1 Deterioration in financial performance leading to unsustainable organisation and 
insufficient cash to provide services effectively Y 

3.2 Failure to develop required relationships or commissioner support to develop new 
services/expand existing services leading to contracts being lost, reduction in income Y 

3.3 Failure to deliver efficiency improvements/CIPs 
 Y 

3.4 Capacity and resources not prioritised leading to failure to meet strategic objectives 
 Y 

 
Rationale for current assurance level (Strategic Objective 3) 

 
• Contracts agreed with commissioners for 2019/20. 
• NHS Improvement Single Oversight Framework rating of 2 – targeted support. 
• Deterioration in financial performance since mid-2017/18.  
• Impact of non-delivery of Cost Improvement Programmes (CIPs), non-recurrent CIPs and out of area placements 

on financial performance.  
• Underlying deficit is higher than the reported number after adjusting for non-recurrent measures being taken. 
• Integrated Care System (ICS) and place based driven change may impact on our service portfolio.  
• Internal audit reports – CIP, Quality and Integrity of general ledger and financial reporting, financial system 

(accounts payable) – significant assurance.   
• Integrated Performance Report (IPR) summary metrics provide assurance on majority of our performance and 

clearly identifies where improvement is required. 
• Various income reductions in recent years. 
• 2018/19 deficit recorded and 2019/20 deficit plan. 
• Current cash balance and cash management processes. 
• Positive well-led results following Care Quality Commission (CQC) review. 
• Capital investment prioritisation process. 
• Priority programmes agreed for 2019/20 which are aligned to strategic objectives. 
• CIP delivery higher than plan in 2018/19. 
• Recurrent CIP delivery 75% of total in 2018/19. 
• £1.2m unidentified CIP for 2019/20. 
• Projected recurrent delivery of 60% of total identified in 2019/20. 
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Strategic Risk 3.1 
Deterioration in financial performance leading to unsustainable organisation and insufficient cash to provide 

services effectively 
 

Controls (Strategic Risk 3.1) 
 

Systems and processes - what are we currently doing about the Strategic 
Risks?) 

Control 
Ref 

Director 
lead 

Strategic 
risk/s 

Annual business planning process, ensuring consistency of approach, standardised 
process for producing businesses cases with full benefits realisation.  (I) 

C05 DFR 1.1, 1.2, 
3.1 

Performance management system in place with KPIs covering national and local 
priorities reviewed by Executive Management Team (EMT) and Trust Board.  (I) 

C33 DFR 2.1, 2.2, 
3.1, 3.2, 
4.1 

Finance managers aligned to Business Delivery Units (BDUs) acting as integral part 
of local management teams.  (I) 

C57 DFR  3.1 

Standardised process in place for producing business cases with full benefits 
realisation.  (I) 

C58 DFR 3.1 

Standing Orders, Standing Financial Systems, Scheme of Delegation and Trust 
Constitution in place and publicised re staff responsibilities.  (I) 

C59 DFR 3.1 

Annual financial planning process, CIP and Quality Impact Assessment (QIA) 
process. (I) 

C60 DFR  
DNQ 

3.1, 3.3 

Financial control and financial reporting processes. (I) 
 

C61 DFR 3.1, 3.3 

Regular financial reviews at Executive Management Team (EMT) including monthly 
focus when non-executive directors are also invited. (I) 

C62 DFR 3.1, 3.3 

Service line reporting / service line management approach. (I) 
 

C63 DFR 3.1, 3.3 

Weekly Operational Management Group (OMG) chaired by Director of Operations 
providing overview of operational delivery, services/resources, identifying and 
mitigating pressures / risks. (I) 

C64 DO 3.1, 3.3 

Finance Investment & Performance Committee (FIP) chaired by a non-executive 
director. 

C84 DFR 3.1, 3.3 

 
Gaps in control - what do we need to do to address these and by when? 
 

Date Director 
lead  

Risk of loss of business impacting on financial, operational and clinical sustainability (Linked to 
ORR Risk ID 1077, 1214). 

Ongoing DFR 

Risk of inability to achieve transitions identified in our plan (Linked to ORR Risk ID 695, 1114). 
 

Ongoing DS 

Trust has a history of not fully achieving its recurrent CIP targets (Linked to ORR Risk ID 
1076).  
In progress - Total CIP delivery £0.5m below plan.  £1.2m risk for the full year position 

March 
2020 

DFR/DO 

Reduction in Local Authority budgets negatively impacting on financial resource available to 
commission staff / deploy social care resource (Lined to ORR Risk ID 275). 

Ongoing DO 

Historical lack of growth in Clinical Commissioning Group (CCG) budgets combined with other 
local healthcare financial pressures leading to mental health and community funding not 
increasing in line with demand for our services over recent years. (Linked to ORR Risk ID 275).  
Ongoing - Contractual growth for 2019/20 in line with mental health investment standard, 
recognises demographic growth and some specific service pressures 

Ongoing DFR 

All financial risk for out of area bed costs currently sits with the Trust (Linked to ORR Risk ID 
1335). Complete - Non-recurrent support provided by commissioners in 2018/19. Recognition 
of demographic growth in 2019/20 - contracts and recognising priority for in year funding if 
required and available. 

Complete 
for 
2018/19 
and 
2019/20 
contract 

DFR 

Increased risk of redundancy / lack of ability to redeploy if services are decommissioned at 
short notice (Linked to ORR Risk ID 1156, 1214). 

Ongoing DHR 

Formal board committee covering finance, investment and performance will commence in 
November 2019. 

Complete DFR 
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Assurance (Strategic Risk 3.1) 
 

Assurance outputs - how do we know 
if the things we are doing are having 
an impact internal and external 

Guidance/reports Assura
nce Ref Director 

lead 
Strategic 

risk/s 

Integrated Performance Report (IPR) to 
Trust Board providing assurances on 
compliance with standards and 
identifying emerging issues and actions 
to be taken 

IPR reported monthly to OMG, EMT and 
Trust Board. (P, N) (I) 

A01 DFR All 

Triangulation of risk report to Audit 
Committee to provide assurance of 
systems and processes in place 

Triangulation of risk, performance and 
governance report is a standing item on 
the agenda for Audit Committee. (P) (I) 

A02 DFR All 

Business cases for expansion/change of 
services approved by Executive 
Management Team (EMT) and/or Trust 
Board subject to delegated limits 
ensuring alignment with strategic 
direction and investment framework  

Contracting risks, bids & tenders update 
standing item on delivery EMT agenda. 
Report to Board bi-annually. 
Scheme of delegation. 
Reports to Audit Committee. (P, N) (I) 

A10 DS 
 
 
DFR 

1.1, 1.2, 
2.1, 3.1 
 
 
3.1 

Documented review of Directors’ 
objectives by Chief Executive ensuring 
delivery of key corporate objectives or 
early warning of problems 

Objectives for 2019/20 set for all 
Directors. Monthly one to one meetings 
between Chief Executive and Directors. 
(P) (I) 

A11 CEO 1.1, 1.2, 
2.1, 3.1, 
3.2, 3.3, 
3.4 

Annual plan and budget and strategic 
plan approved by Trust Board, and, for 
annual plan, externally scrutinised and 
challenged by NHS Improvement 

Operational plan for 2019/20 approved 
at Trust Board March 2019. Monthly 
financial reports to Trust Board and NHS 
Improvement plus quarterly exception 
reports. Trust engaging in development 
of Integrated Care System (ICS) 5 year 
plans.(P, N) (I) 

A13 DFR 1.1, 1.2, 
3.1, 3.3, 
3.4 

Benchmarking of services and action 
plans in place to address variation  

Benchmarking reports are received by 
Executive Management Team (EMT) 
and any action required identified. (P, N) 
(I) 

A20 DFR 1.2, 3.1, 
3.2, 3.3 

Monthly Investment Appraisal report – 
covers bids and tenders activity, 
contract risks, and proactive business 
development activity 

Monthly bids and tenders report to 
Executive Management Team (EMT) 
and twice yearly to Trust Board (P, N) (I) 

A21 DFR 1.2, 1.4, 
3.1, 3.2, 
3.3 

CQUIN performance monitored through 
Operational Management Group (OMG) 
and Executive Management Team 
(EMT), deviations identified and 
remedial plans requested 

Monthly Integrated Performance 
reporting (IPR) to OMG, EMT and Trust 
Board. (P, N) (I) 

A22 DO 1.2, 1.4, 
3.1, 3.3 

Attendance of NHS Improvement at 
Executive Management Team (EMT) 
and feedback on performance against 
targets 

NHS Improvement hold Quarterly 
Review Meetings with EMT. (P) (E) 

A30 DFR 2.1, 3.1, 
3.3 

Annual Governance Statement reviewed 
and approved by Audit Committee and 
Trust Board and externally audited  

 (P) (I) Annual Governance Statement 
2018/19 reviewed by Audit Committee 
and approved by Trust Board in May 
2019 

A43 DFR 3.1 

Half-yearly strategic business and risk 
analysis to Trust Board ensuring 
identification of opportunities and threats  

Strategic business and risk analysis 
reviewed by Trust Board in the first half 
and second half of 2019 (P) (I) 

A44 DS 3.1, 3.2 

Monthly investment appraisal report – 
covers bids and tenders activity, 
contract risks, and proactive business 
development activity 

Monthly bids and tenders report to 
Executive Management Team (EMT). 
Trust Board reviews the investment 
appraisal report every six months. (P, N) 
(I) 

A45 DFR 3.1 

Audit Committee review evidence for 
compliance with policies, process, 
standing orders, standing financial 

Trust Constitution (including Standing 
Order) and Scheme of Delegation last 
reviewed by Audit Committee in April 

A46 DFR 3.1 
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Assurance (Strategic Risk 3.1) 

 
Assurance outputs - how do we know 
if the things we are doing are having 
an impact internal and external 

Guidance/reports Assura
nce Ref Director 

lead 
Strategic 

risk/s 

instructions, scheme of delegation, 
mitigation of risk, best use of resources  

2019 prior to approval by Trust Board 
and Members’ Council. (P) (I) 

Monthly focus of key financial issues 
including CIP delivery, out of area beds 
and agency costs at Operational 
Management Group (OMG) 

Standing agenda item for OMG.(P, N) (I) A47 DO 3.1, 3.3 

 
Gaps in assurance, are the assurances effective and what additional assurances should 
we seek to address and close the gaps and by when 

Date Director 
lead  

Update of decision-making framework (Scheme of Delegation) to inform delegated authority at 
all levels (to Audit Committee). Will reduce some levels of approval.  
Complete - Update approved by Trust Board in April 2019. 

Complete DFR 

£1.2m of unidentified CIP for 2019/20 
In progress - Level of unidentified recurrent savings remains at a similar level.  Options to 
address in-year and beyond continue to be assessed. (Note, expected completion date 
changed from October 2019 to March 2020). 

March 
2020 

DFR 

Internal audit reports with limited assurance management actions agreed by lead Director. 
Review of high and medium priority recommendations to be undertaken quarterly.  
Ongoing - Completion of internal audit recommendations in line with original timescales (70% 
implemented within original timescales as at 31/12/19 and 95% fully implemented)  

As per 
Audit 
reports 

DFR 

There is a significant increase in spend on out of area bed placements and an overspend 
against budget. Requesting non-recurrent financial support for 2018/19.  
Ongoing - Actions identified as part of the SSG review are being implemented. Although a 
reduction in spend has been noted for 2019/20 the actions in place from the Care Closer to 
Home improvement priority programme are still to be embedded 

Ongoing DO 

Cash position is largely dependent on us delivering a surplus. 
 

Ongoing DFR 

Balanced financial plan for 2019/20 not yet in place.  
(Note, change of due date from April 2019 to April 2020. Regular forecast updates provided to 
Trust Board. Ongoing work to identify how unidentified CIP risk can be covered) 

April 
2020  

DFR 

Recurrent position is a deficit in excess of £4m 
Ongoing - Financial sustainability work is focusing on recurrent improvement opportunities. 

Ongoing DFR 

Level of board scrutiny to be increased by introduction of a Finance Committee 
Ongoing - Terms of Reference for Finance, Investment and Performance Committee approved 
by Trust Board in September 2019, due to replace Finance Oversight Group from November 
2019. 

Ongoing DFR 
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Strategic Risk 3.2 
Failure to develop required relationships or commissioner support to develop new services/expand existing 

services leading to contracts being lost, reduction in income 
 

Controls (Strategic Risk 3.2) 
 

Systems and processes - what are we currently doing about the strategic 
risks? 

Control 
Ref 

Director 
lead 

Strategic 
risk/s 

Formal contract negotiation meetings with clinical commissioning and specialist 
commissioners underpinned by legal agreements to support strategic review of 
services. (I, E) 

C08 DFR 1.1, 1.4, 
3.2 

Performance management system in place with KPIs covering national and local 
priorities reviewed by Executive Management Team (EMT) and Trust Board.  (I) 

C33 DFR 2.1, 2.2, 
3.1, 3.2, 
4.1 

Clear strategy in place for each service and place to provide direction for service 
development. (I) 

C65 DS 3.2 

Forums in place with commissioners to monitor performance and identify service 
development. I, E) 

C66 DO 3.2 

Independent survey of stakeholders perceptions of the organisation and resulting 
action plans. (I, E) 

C67 DS 3.2 

Strategic Business and Risk Report including PESTEL / SWOT and threat of new 
entrants/substitution, partner/buyer power. (I) 

C68 DS 3.2 

Quality Impact Assessment (QIA) process in place. (I) 
 

C69 DNQ 3.2, 3.3 

 
Gaps in control - what do we need to do to address these and by when? 
 

Date Director 
lead  

Risk of loss of business. (Linked to ORR Risk ID 1077). Being addressed as part of the work 
on the LTP in each place, SY&B and WY&H. 

Ongoing DFR 

Level of tendering activity taking place. (Linked to ORR Risk ID 1214). Partnership and 
collaborative arrangements in each place being used to minimise this wherever possible. 

Ongoing DFR 

Refresh of actions to support the stakeholder engagement plans. 
Complete - prospectus and engagement plan complete. 

Complete DS 

 
Assurance (Strategic Risk 3.2) 

 
Assurance outputs - how do we know 
if the things we are doing are having 
an impact internal and external 

Guidance/reports Assura
nce Ref Director 

lead 
Strategic 

risk/s 

Integrated Performance Report (IPR) to 
Trust Board providing assurances on 
compliance with standards and 
identifying emerging issues and actions 
to be taken 

IPR reported monthly to OMG, EMT and 
Trust Board. (P, N) (I) 

A01 DFR All 

Triangulation of risk report to Audit 
Committee to provide assurance of 
systems and processes in place 

Triangulation of risk, performance and 
governance report is a standing item on 
the agenda for Audit Committee.(P) (I) 

A02 DFR All 

Documented review of Directors’ 
objectives by Chief Executive ensuring 
delivery of key corporate objectives or 
early warning of problems 

Objectives for 2019/20 set for all 
Directors. Monthly one to one meetings 
between Chief Executive and Directors. 
(P) (I) 

A11 CEO 1.1, 1.2, 
2.1, 3.1, 
3.2, 3.3, 
3.4 

Benchmarking of services and action 
plans in place to address variation  

Benchmarking reports are received by 
Executive Management Team (EMT) 
and any action required identified. (P, N) 
(I) 

A20 DFR 1.2, 3.1, 
3.2, 3.3 

Monthly Investment Appraisal report – 
covers bids and tenders activity, 
contract risks, and proactive business 
development activity 

Monthly bids and tenders report to 
Executive Management Team (EMT) 
and twice yearly to Trust Board (P, N) (I) 

A21 DFR 1.2, 1.4, 
3.1, 3.2, 
3.3 

2019/20 contracts reflect growth in line 
with mental health investment standard 
as well as some specific service 

Contracts in place for 2019/20 (P) (I,E) A33 DFR 1.1, 1.2, 
1.3, 3.1, 
3.2 
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Assurance (Strategic Risk 3.2) 

 
Assurance outputs - how do we know 
if the things we are doing are having 
an impact internal and external 

Guidance/reports Assura
nce Ref Director 

lead 
Strategic 

risk/s 

pressures 
Half-yearly strategic business and risk 
analysis to Trust Board ensuring 
identification of opportunities and threats 
  

Strategic business and risk analysis 
reviewed by Trust Board in the first half 
and second half of 2019. (P) (I) 

A44 DS 3.1, 3.2 

Attendance at external stakeholder 
meetings including Health & Wellbeing 
boards 

Minutes and issues arising reported to 
Trust Board meeting on a monthly 
basis.(P, N) (I,E) 

A48 DO 3.2 

Documented update of progress made 
against comms and engagement 
strategy 

Monthly IPR to Executive Management 
Team (EMT) and Trust Board. (P, N) (I) 

A49 DS 3.2 

 
Gaps in assurance, are the assurances effective and what additional assurances should 
we seek to address and close the gaps and by when 

Date Director 
lead  

Refresh of actions to support the stakeholder engagement plans.  
In progress - Involving people strategy refresh to be completed by April 2020. 
(Note, expected completion date changed from October 2018 to December 2018 and again to 
March 2020, work ongoing) 

March 
2020  

DS 

Assessment of updated commissioning intentions.  
(Note, expected completion date changed from December 2018 to January 2019 as publication 
of national guidance and long term plan has been delayed). 
Completed - during planning process and contract negotiations). Further review taking place as 
part of the long term and 5 year plan intentions. 

Complete DFR 

Assessment of place based plans within the Integrated Care Systems. 
(Note, expected completion date changed from June 2019 to September 2019 as plans will be 
completed once implementation plans for the long term plan within each integrated care 
system are agreed This has changed further to February 2020 in line with planning timescale, 
affected by pre-election work continues in each place as part of developing the Trust plan). 

February 
2020 

DS / 
DPD 
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Strategic Risk 3.3 
Failure to deliver efficiency Improvements/CIPs 

 
Controls (Strategic Risk 3.3) 

 
Systems and processes - what are we currently doing about the Strategic 
Risks?) 

Control 
Ref 

Director 
lead 

Strategic 
risk/s 

Development of joint Commissioning for Quality and Innovation (CQUIN) targets 
with commissioners to improve quality and performance, performance monitoring 
regime of compliance with CQUIN targets in place.  (I, E) 

C09 DO 1.1, 1.4, 
3.3 

Annual financial planning process, CIP and Quality Impact Assessment (QIA) 
process. (I) 

C60 DFR  
DNQ 

3.1, 3.3 

Financial control and financial reporting processes. (I) 
 

C61 DFR 3.1, 3.3 

Regular financial reviews at Executive Management Team (EMT) including monthly 
focus when non-executive directors are also invited. (I) 

C62 DFR 3.1, 3.3 

Service line reporting / service line management approach. (I) 
 

C63 DFR 3.1, 3.3 

Weekly Operational Management Group (OMG) chaired by Director of Operations 
providing overview of operational delivery, services/resources, identifying and 
mitigating pressures/risks. (I) 

C64 DO 3.1, 3.3 

Quality Impact Assessment (QIA) process in place. (I) 
 

C69 DNQ 3.2, 3.3 

Participation in benchmarking exercises and use of that data to shape CIP 
opportunities. (I) 

C70 DFR 3.3 

Introduction of a Finance Investment & Performance Committee (FIP)chaired by a 
non-executive director. 

C83 DFR 3.3 

 
Gaps in control - what do we need to do to address these and by when? 
 

Date Director 
lead  

Trust has a history of not fully achieving its recurrent CIP targets.  Review of NHSI checklist to 
further strengthen CIP delivery process.   
Complete - review has been completed and recommendations form part of the financial 
sustainability plans.  

Complete DFR 

Finance Oversight Group has not yet commenced 
Complete - Group meetings in place from June 2019.  This will be replaced by a board 
committee – Finance, Investment & Performance from November 2019 

Complete DFR 

 
Assurance (Strategic Risk 3.3) 

 
Assurance outputs - how do we know 
if the things we are doing are having 
an impact internal and external 

Guidance/reports Assura
nce Ref Director 

lead 
Strategic 

risk/s 

Integrated Performance Report (IPR) to 
Trust Board providing assurances on 
compliance with standards and 
identifying emerging issues and actions 
to be taken 

IPR reported monthly to OMG, EMT and 
Trust Board. (P, N) (I) 

A01 DFR All 

Triangulation of risk report to Audit 
Committee to provide assurance of 
systems and processes in place 

Triangulation of risk, performance and 
governance report is a standing item on 
the agenda for Audit Committee. (P) (I) 

A02 DFR All 

Documented review of Directors’ 
objectives by Chief Executive ensuring 
delivery of key corporate objectives or 
early warning of problems 

Objectives for 2019/20 set for all 
Directors. Monthly one to one meetings 
between Chief Executive and Directors. 
(P) (I) 

A11 CEO 1.1, 1.2, 
2.1, 3.1, 
3.2, 3.3, 
3.4 

Annual plan and budget and strategic 
plan approved by Trust Board, and, for 
annual plan, externally scrutinised and 
challenged by NHS Improvement 

Operational plan for 2019/20 approved 
at Trust Board March 2019. Monthly 
financial reports to Trust Board and NHS 
Improvement plus quarterly exception 
reports. Trust engaging in development 
of Integrated Care System (ICS) 5 year 
plans.(P, N) (I) 

A13 DFR 1.1, 1.2, 
3.1, 3.3, 
3.4 
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Benchmarking of services and action 
plans in place to address variation  

Benchmarking reports are received by 
Executive Management Team (EMT) 
and any action required identified. (P, N) 
(I) 

A20 DFR 1.2, 3.1, 
3.2, 3.3 

Monthly Investment Appraisal report – 
covers bids and tenders activity, 
contract risks, and proactive business 
development activity 

Monthly bids and tenders report to 
Executive Management Team (EMT) 
and twice yearly to Trust Board  (P) (I) 

A21 DFR 1.2, 1.4, 
3.1, 3.2, 
3.3 

CQUIN performance monitored through 
Operational Management Group (OMG) 
and Executive Management Team 
(EMT), deviations identified and 
remedial plans requested 

Monthly Integrated Performance 
reporting (IPR) to OMG, EMT and Trust 
Board. (P, N) (I) 

A22 DO 1.2, 1.4, 
3.1, 3.3 

Attendance of NHS Improvement at 
Executive Management Team (EMT) 
and feedback on performance against 
targets 

NHS Improvement hold Quarterly 
Review Meetings with EMT. (P) (E) 

A30 DFR 2.1, 3.1, 
3.3 

Monthly focus of key financial issues 
including CIP delivery, out of area beds 
and agency costs at Operational 
Management Group (OMG) 

Standing agenda item for OMG.(P, N) (I) A47 DO 3.1, 3.3 

 
Gaps in assurance, are the assurances effective and what additional assurances should 
we seek to address and close the gaps and by when 

Date Director 
lead  

Currently £1.2m of unidentified CIP for 2019/20 
(Note, expected completion date changed from September 2019 to January 2020). 
Ongoing - Plans to bridge the gap continually reviewed and assessed. Main issue is that 
mitigations are typically non-recurrent. (Note, expected completion date changed from January 
2020 to March 2020). 

March 
2020 

DFR 

Balanced financial plan for 2019/20 not yet in place. Financial sustainability partly developed 
with further opportunities for improvement required.  
(Note, expected completion date changed from Sept 2019 to Jan 2020). 
Ongoing - Plans to bridge the gap continually reviewed and assessed.  Control total likely to be 
delivered in 2019/20 with a higher reliance on non-recurrent measures than what was assumed 
in the plan. 

January 
2020 

DFR 

Level of Board scrutiny to be increased by introduction of a Finance Committee. 
Complete -Terms of Reference for Finance, Investment and Performance Committee approved 
by Trust Board in September 2019, replacing Finance Oversight Group from November 2019. 

Complete DFR 
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Strategic Risk 3.4 
Capacity and resources not prioritised leading to failure to meet strategic objectives 

 
Controls (Strategic Risk 3.4) 

 
Systems and processes - what are we currently doing about the Strategic 
Risks?) 

Control 
Ref 

Director 
lead 

Strategic 
risk/s 

Agreed workforce plans in place which identify staffing resources required to meet 
current and revised service offers. Also describe how we meet statutory 
requirements re training, equality and diversity. (P, N), (I) 

C71 DHR 3.4 

Director portfolios clearly identify director level leadership for strategic priorities.  
(P), (I) 

C72 CEO 3.4 

Integrated Change Framework in place to deliver service change and innovation 
with clearly articulated governance systems and processes. (P), (I) 

C73 DS 3.4 

Integrated Change Team in place with competencies and skills to support the Trust 
to make best use of its capacity and resources and to take advantage of business 
opportunities. (P), (I) 

C74 DS 3.4 

Production of annual plan and strategic plan demonstrating ability to deliver agreed 
service specification and activity within contracted resource envelope or investment 
required to achieve service levels and mitigate risks. (P), (I) 

C75 DFR 3.4 

Robust prioritisation process developed and used which takes into account multiple 
factors including capacity and resources. Process used to set 2019/20 priorities. 
(P), (I) 

C76 DS 3.4 

Integrated Change framework contains process for adding to strategic priorities 
within year which includes consideration as to whether a new programme becomes 
an additional priority or whether it replaces a current priority. (P), (I) 

C80 DS 3.4 

 
Gaps in control - what do we need to do to address these and by when? 
 

Date Director 
lead 

N/A   

 
Assurance (Strategic Risk 3.4) 

 
Assurance outputs - how do we know 
if the things we are doing are having 
an impact internal and external 

Guidance/reports Assura
nce Ref Director 

lead 
Strategic 

risk/s 

Integrated performance report (IPR) to 
Trust Board providing assurances on 
compliance with standards and 
identifying emerging issues and actions 
to be taken 

IPR reported monthly to OMG, EMT and 
Trust Board. (P, N) (I) 

A01 DFR All 

Triangulation of risk report to Audit 
Committee to provide assurance of 
systems and processes in place 

Triangulation of risk, performance and 
governance report is a standing item on 
the agenda for Audit Committee.(P) (I) 

A02 DFR All 

Strategic priorities and programmes 
monitored and scrutinised through 
Executive Management Team (EMT) 
and reported to Trust Board through IPR  

Monthly update provided to Trust Board 
via the IPR (reviewed monthly by EMT). 
Annual review of impact of priority 
programmes received by EMT. (P) (I) 

A07 DS 1.1, 1.2, 
1.3, 2.1, 
3.4 

Transformation change and priority 
programme plans monitored and 
scrutinised through  Executive 
Management Team (EMT) ensuring co-
ordination across directorates, 
identification of and mitigation of risks, 
reported through Change and 
partnership Board, OMG and EMT and 
IPR 

Monthly update provided to Trust Board 
via the IPR (reviewed monthly by EMT). 
Monthly update to delivery EMT. 
Quarterly report to CG&CS Committee 
re. quality impact.  (P) (I) 

A09 EMT 1.1, 1.2, 
1.3, 2.3, 
3.4 

Documented review of Directors’ 
objectives by Chief Executive ensuring 
delivery of key corporate objectives or 
early warning of problems  

Objectives for 2019/20 set for all 
Directors. Monthly one to one meetings 
between Chief Executive and 
Directors.(P) (I) 

A11 CEO 1.1, 1.2, 
2.1, 3.1, 
3.2, 3.3, 
3.4 

Annual plan and budget and strategic Operational plan for 2019/20 approved A13 DFR 1.1, 1.2, 
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Assurance (Strategic Risk 3.4) 

 
Assurance outputs - how do we know 
if the things we are doing are having 
an impact internal and external 

Guidance/reports Assura
nce Ref Director 

lead 
Strategic 

risk/s 

plan approved by Trust Board, and, for 
annual plan, externally scrutinised and 
challenged by NHS Improvement 

at Trust Board March 2019. Monthly 
financial reports to Trust Board and NHS 
Improvement plus quarterly exception 
reports. Trust engaged in development 
of Integrated Care System (ICS) 5 year 
plans.(P, N) (I) 

3.1, 3.3, 
3.4 

Annual appraisal, objective setting and 
PDPs to be completed in Q1 of financial 
year for staff in Bands 6 and above and 
in Quarter 2 for all other staff, 
performance managed by Executive 
Management Team (EMT) 

Included as part of the IPR to EMT and 
Trust Board. (P) (I) 

A42 DHR 2.3, 3.4 

Integrated Change Framework includes 
escalation process for issues/risks to be 
brought to the attention of the Executive 
Management Team 

Included as part of priority programme 
agenda item. (P) (I) 

A50 DS 3.4 

Integrated Change Framework includes 
gateway reviews at key points and post 
implementation reviews. Capacity and 
resources are considered at these key 
points  

Included as part of priority programme 
agenda item. (P) (I) 

A51 DS 3.4 

Strategic priority programmes report into 
CG&CS Committee and Audit 
Committee on regular basis to provide 
assurance on risk and quality issues  

Strategic priority programmes report into 
CG&CS Committee and Audit 
Committee.(P) (I) 

A52 DS 3.4 

 
Gaps in assurance, are the assurances effective and what additional assurances should 
we seek to address and close the gaps and by when 

Date Director 
lead  

Assessment of place based plans within the Integrated Care Systems to include understanding 
of capacity required for implementation and any implications this has on capacity overall. 
(Note, expected completion date changed from June 2019 to September 2019 as plans will be 
completed once implementation plans for the long term plan within each integrated care 
system are agreed. This has changed further to February 2020 in line with planning timescale, 
affected by pre-election period work continues in each place as part of developing the Trust 
plan). 

February 
2020 

DS 

Additional demands being placed on Trust resource during the year over and above planning 
assumptions, particularly in respect of place based developments.  
Ongoing - Engagement through place based Integrated Care Partnerships to agree capacity 
and resources to deliver on agreed change programmes. 

Ongoing DS 
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Strategic Objective:  
4. Making SWYPFT a great place to work  

Lead 
Director(s) 

Key Board or 
Committee Current Assurance Level 

As noted WRC Q1 Q2 Q3 Q4 
Y Y Y  

Strategic Risks - that need to be controlled and consequence of non-controlling and current assessment 
 

Ref Description RAG 
Rating 

4.1 Inability to recruit, retain, skill up, appropriately qualified, trained and engaged workforce 
leading to poor service user experience Y 

 
Rationale for current assurance level (Strategic Objective 4) 

 
• Staff ‘living the values’ as evidenced through values into excellence awards, consistent feedback from regulators 

and partners. 
• Award winning flu and #allofus staff wellbeing campaigns with strong impact. 
• Vacancies in key areas – CAMHS consultants – and supply problems in LD nursing and PWP trainees. 
• Staff turnover rates slightly higher but comparable with other trusts in Yorkshire. 
• Staff sickness absence higher than target, but lower than majority of other trusts in Yorkshire. 
• Staff survey feedback average across the Trust, with some good areas and some hot spots.  
• In the main, positive Friends and Family Test feedback from service users and staff with the exception of CAMHS 

(being addressed through joint action plan with commissioners). 
• Trio model bringing together clinical, managerial and governance roles working together at service line level, with 

shared accountability for delivery.  
• Strong and robust partnership working with local partners, such as Locala to deliver the Care Close to Home 

contract and establishment of Programme Board. 
• Care Quality Commission (CQC) visit overall rating of good. CQUIN targets largely achieved. 
• Integrated Performance Report (IPR) summary 
• “Hot spots” in terms of staff survey results and other workforce metrics reviewed and identified 
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Strategic Risk 4.1 

Inability to recruit, retain, skill up, appropriately qualified, trained and engaged workforce leading to poor 
service user experience 

 
Controls (Strategic Risk 4.1) 

 
Systems and processes - what are we currently doing about the Strategic 
Risks? 

Control 
Ref 

Director 
lead 

Strategic 
risk/s 

Communication, Engagement and Involvement Strategy in place for service 
users/carers, staff and stakeholders/partners, engagement events gaining insight 
and feedback, including identification of themes and reporting on how feedback 
been used I, E) 

C16 DS  1.2, 2.2, 
4.1 

Customer services reporting includes learning from complaints and  concerns (I) C26 DNQ 2.1, 2.2, 
4.1 

Datix incident reporting system supports review of all incidents for learning and 
action (I) 

C27 DNQ 2.1, 2.2, 
4.1 

Patient Safety Strategy developed to reduce harm through listening and learning (I) C29 DNQ 2.1, 2.2, 
4.1 

Weekly risk scan where all red and amber incidents are reviewed for immediate 
learning  (I) 

C30 DNQ/MD 2.1, 2.3, 
4.1 

Quality Improvement network established to provide trust-wide learning platform  (I) C31 DNQ 2.1, 2.2, 
4.1 

Quality Strategy achieving balance between assurance and improvement (I) C32 DNQ 2.1, 2.2, 
2.3, 4.1 

Performance management system in place with Key Performance Indicators (KPIs) 
covering national and local priorities reviewed by OMG, EMT and Trust Board (I) 

C33 DFR 2.1, 2.2, 
3.1, 3.2, 
4.1 

A set of leadership competencies developed as part of the leadership and 
management development plan supported by coherent and consistent leadership 
development programme (I) 

C34 DHR 2.2, 4.1 

Annual learning needs analysis undertaken linked to service and financial meeting. 
(I) 
 

C35 DHR 2.2, 4.1 

Education and training governance group established to agree and monitor annual 
training plans (I) 

C36 DHR 2.2, 4.1 

Human Resources processes in place ensuring defined job description, roles and 
competencies to meet needs of service, pre-employment checks done re 
qualifications, DBS, work permits  (I) 

C37 DHR 2.2, 4.1 

Mandatory clinical supervision and training standards set and monitored for service 
lines  (I) 

C38 DHR 2.2, 4.1 

Medical leadership programme in place with external facilitation  as and when 
required 

C39 MD 2.2, 4.1 

Organisational Development Framework and plan re support objectives “the how” in 
place with underpinning delivery plan, strategic priorities and underpinning 
programmes supported through robust programme management approach (I) 

C40 DHR 2.2, 4.1 

Recruitment and Retention action plan agreed by EMT (I) 
 

C41 DHR 2.2, 4.1 

Recruitment and Retention Task Group established (I) 
 

C42 DHR 2.2, 4.1 

Values-based appraisal process in place and monitored through Key Performance 
Indicators (KPIs) (I) 

C43 DHR 2.2, 4.1 

Values-based Trust Welcome Event in place covering mission, vision, values, key 
policies and procedures (I) 

C44 DHR 2.2, 4.1 

Workforce plans in place identifying staffing resources required to meet current and 
revised service offers and meeting statutory requirements re training, equality and 
diversity (I) 

C45 DHR 2.2, 4.1 

Leadership and management arrangements established and embedded at BDU 
and service line level with key focus on clinical engagement and delivery of service 
(I)   
 

C46 DO 2.2, 4.1 

Regular meetings established with Sheffield and Huddersfield University to discuss 
undergraduate and post graduate programmes 

C81 DHR 4.1 
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Gaps in control - what do we need to do to address these and by when? 
 

Date Director 
lead  

Exit interviews and questionnaire have a poor response rate and therefore Trust does not have 
a complete picture of why staff are leaving. Recruitment and Retention Task group streamlining 
process and monitoring response rate including medical workforce Further work required on 
response rates. 
Complete - New arrangements in place and response rate significantly increased. 

Complete DHR 

Support needed for a tailored medical leadership / talent development programme. Currently 
capacity issues exist to support this.  
Complete - Mentorship programme launched.  Medical leadership programmes launched. 

Complete MD/DHR 

The recruitment group have membership including medical HR, medical directorate and are 
developing the offer further; the recruitment and retention strategy is in place. The offer is 
being finalised and once complete to be supported by the development of a comms plan  

Decembe
r 2019 

MD / 
DHR 

 
Assurance (Strategic Risk 4.1) 

 
Assurance outputs - how do we know 
if the things we are doing are having 
an impact internal and external 

Guidance/reports Assura
nce Ref Director 

lead 
Strategic 

risk/s 

Integrated performance report (IPR) to 
Trust Board providing assurances on 
compliance with standards and 
identifying emerging issues and actions 
to be taken 

IPR reported monthly to OMG, EMT and 
Trust Board. (P, N) (I) 

A01 DFR All 

Triangulation of risk report to Audit 
Committee to provide assurance of 
systems and processes in place 

Triangulation of risk, performance and 
governance report is a standing item on 
the agenda for Audit Committee. (P) (I) 

A02 DFR All 

Customer service reports to board and 
CGCS 

Monthly reports to board/EMT and bi-
monthly into CGCS (P, N) (I) 

A27 DNQ 2.1 2.2 
2.3 

Priority programmes reported to board 
and EMT 

Monthly reports to board/EMT and bi-
monthly into CGCS (P) (I) 

A28 DS 2.2, 4.1 

Quality strategy implementation  plan 
reports into CGCS  

Routine reports into CGCS via IPR and 
annual report, scheduled in 19/20 work 
plan (I) 

A29 DNQ 1.4, 2.1, 
2.2, 4.1 

Annual Mandatory Training report goes 
to Clinical Governance & Clinical Safety 
Committee 

Clinical Governance & Clinical Safety 
Committee receive annual report (P) (I) 

A31 DHR 2.2 

Appraisal uptake included in IPR Monthly IPR goes to the Trust Board 
and EMT (P) (I) 

A32 DHR 2.2 

ESR competency framework for all 
clinical posts 

Monitored through mandatory training 
report  (P) (I) 

A33 DHR 2.2 

Mandatory training compliance is part of 
the IPR 

Monthly IPR goes to the Trust Board 
and EMT (P) (I) 

A34 DHR 2.2 

Recruitment and Retention performance 
dashboard 

Quarterly report to the Workforce and 
Remuneration Committee (P, N) (I) 

A35 DHR 2.2 

Safer staffing reports included in IPR 
and reported to Clinical Governance & 
Clinical Safety Committee 

Monthly IPR goes to the Trust Board 
and EMT six monthly report to Trust 
Board (P) 

A36 DNQ 2.2 

Workforce Strategy performance 
dashboard 

Quarterly report to the Workforce and 
Remuneration Committee (P) (I) 

A37 DHR 2.2 
 

Gaps in assurance, are the assurances effective and what additional assurances should 
we seek to address and close the gaps and by when 

Date Director 
lead  

Report to Workforce and Remuneration Committee on reasons for leaving extracted from exit 
interviews.  
(Note, Reviewing & streamlining current processes which causes delay to meeting original 
plan.  Next Committee meeting scheduled for November 2019) 

Novembe
r 2019 

DHR  

Sustainable workforce plan for CAMHS services.  
Complete - Developed an action plan with consultants to increase their leadership role 
including them supporting the development of a sustainable workforce. Further work will be 
developed through workforce planning workshops in January and February. This is also linked 
to the Trust Recruitment and Retention strategy.  

Complete DO / 
DHR 

Impact of a no deal Brexit is currently uncertain.  Jan 2020 DHR 
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(Note, Brexit coordination group established and Trust meeting national guidance. Timescale 
changed to be in line with latest withdrawal date, now January 2020) 
Supply of a range of professions including doctors and nurses is insufficient to meet demand. 
(Linked to ORR ID 1151). 

Ongoing DHR 
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Trust Board 28 January 2020 

Agenda item 6.2 
Title: Corporate / Organisational Risk Register Quarter 3 2019/20 

Paper prepared by: Director of Finance and Resources 

Purpose: 

 

For Trust Board to be assured that a sound system of control is in 

place with appropriate mechanisms to identify potential risks to 

delivery of key objectives and have controls and actions in place to 

mitigate those risks 

Mission / values: 

 

The risk register is part of the Trust’s governance arrangements and 

an integral element of the Trust’s system of internal control, supporting 

the Trust in meeting its mission and adhering to its values. 

Any background papers / 

previously considered by: 

Previous quarterly reports to Trust Board. 

Standing agenda item at each board committee meeting. 

Triangulation of risk performance and governance report to Audit 
Committee in January 2020. 

Executive summary: 

 

Corporate / Organisational Risk Register 

The Corporate / Organisational Risk Register (ORR) records high level 

risks in the organisation and the controls in place to manage and 

mitigate the risks. The organisational level risks are aligned to the 

Trust’s strategic objectives and to one of the board committees for 

review and to ensure that the committee is assured the current risk 

level is appropriate.  

 

Our four strategic objectives 

Improving health Improving care 

Improving resources 
Making SWYPFT a 
great place to work 

 

 

The risk register is reviewed at each board committee meeting and 

any recommendations made to the Executive Management Team 

(EMT) to consider as part of the cyclical review. EMT re-assess risks 

based on current knowledge and proposals made in relation to this 

assessment, including the addition of any high level risks from 

Business Delivery Units (BDUs), corporate or project specific risks and 

the removal of risks from the register. 

 



Trust Board:  28 January 2020 
Organisational risk register Q3 2019/20 

The ORR contains the following 15+ risk:  

 Risk 
ID 

Description  

 1080 Risk that the Trust’s IT infrastructure and information systems 
could be the target of cyber-crime leading to theft of personal 
data. 

 

The following changes have been made to the ORR since the last 
Board report in October 2019: 

 

Risks 15+ 

 Risk 
ID 

Description Status  Update (what changed, 
why, assurance) 

 1080 Risk that the Trust’s IT 
infrastructure and 
information systems could 
be the target of cyber-
crime leading to theft of 
personal data. 

Actions 
updated 

Reviewed by lead 
Director and EMT. 
Additional actions 
identified.  

 

Risks below 15 (outside risk appetite): 

 Risk 
ID 

Description Status  Update (what changed, 
why, assurance) 

 275 Risk of deterioration in 
quality of care and 
financial resources 
available to commission 
services due to reduction 
in LA funding. 

Controls 
and 
actions 
updated 

Reviewed by lead 
Director and EMT. 
Controls and actions 
updated. 

 905 Risk that wards are not 
adequately staffed 
leading to increased 
temporary staffing which 
may impact upon quality 
of care and have financial 
implications. 

Controls 
and 
actions 
updated 

Reviewed by lead 
Director and EMT. 
Controls and actions 
updated. 

 1078 Risk that young people will 
suffer serious harm as a 
result of waiting for 
treatment.  

Controls 
and  
actions 
updated 

Reviewed by lead 
Director and EMT. 
Controls and actions 
updated. 

 1159 Risk of fire safety – risk of 
arson at Trust premises 
leading to loss of life, 
serious injury and / or 
reduced bed capacity. 

Controls 
updated 

Reviewed by lead 
Director and EMT. 
Controls updated. 

 1424 Risk of serious harm 
occurring from known 
patient safety. risks, with 
a specific focus on: 
 Inpatient ligature risks 
 Learning from deaths 

& complaints 
 Clinical risk 

assessment  
 Suicide prevention  
 Restraint reduction 

Risk 
description, 
controls 
and  
actions 
updated 

Reviewed by lead 
Director and EMT. Risk 
description updated, 
new controls and 
actions added, 
completed actions 
moved to control. 

 522 Risk that the Trust’s 
financial viability will be 

Risk score 
updated 

Reviewed by lead 
Director and EMT. 
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affected as a result of 
changes to national 
funding arrangements. 
 

Likelihood changed 
from 3 ‘possible’ to 2 
‘unlikely’. 
*in future reports, the 
risk will be included in 
summary of risks 
managed within the risk 
appetite  

 852 Risk of information 
governance breach and / 
or non-compliance with 
General Data Protection 
Regulations (GDPR) 
leading to inappropriate 
circulation and / or use of 
personal data leading to 
reputational and public 
confidence risk. 

Risk 
description 
and 
controls 
updated 

Reviewed by lead 
Director and EMT. 
Risk description and 
controls updated. Risk 
merged with former risk 
relating specifically to 
GDPR implementation 
(1216) 

 1076 Risk that the Trust may 
deplete its cash given the 
inability to identify 
sufficient CIPs, the 
current operating 
environment, and its 
capital programme, 
leading to an inability to 
pay staff and suppliers 
without DH support. 

Risk level, 
controls 
and  
actions 
updated 

Reviewed by lead 
Director and EMT. 
Likelihood changed 
from 3 ‘possible’ to 2 
‘unlikely’. Controls and 
actions updated. 

 1077 Risk that the Trust could 
lose business resulting in a 
loss of sustainability for the 
full Trust from a financial, 
operational and clinical 
perspective. 

Risk level, 
controls 
and  
actions 
updated 

Reviewed by lead 
Director and EMT. 
Likelihood changed 
from 4 ‘likely’ to 3 
‘possible’. Controls and 
actions updated. 

 1114 Risk of financial 
unsustainability if the Trust 
is unable to meet cost 
saving requirements and 
ensure income received is 
sufficient to pay for the 
services provided. 

Controls 
and 
actions 
updated 

Reviewed by lead 
Director and EMT. 
Controls and actions 
updated. 

 1158 Risk of over reliance on 
agency staff which could 
impact on quality and 
finances. 

Controls 
and 
actions 
updated 

Reviewed by lead 
Director and EMT.  
Controls updated, new 
actions added. 

 1214 Risk that local tendering of 
services will increase, 
impacting on Trust 
financial viability. 

Actions 
updated 

Reviewed by lead 
Director and EMT. 
Actions updated. 

 1169 Risk that improvements in 
performance against the 
metrics covering open 
referrals, unvalidated 
progress notes and un-
outcomed appointments 
are not made leading to 
clinical risk and poor 
outcomes for service 
users. 

Risk 
responsibi
lity level 
reviewed. 

Reviewed by lead 
Director and EMT. 
Discussions ongoing 
regarding managing the 
risk at a BDU level.  

 1319 Risk that there will be no 
bed available in the Trust 
for someone requiring 
admission to hospital for 

Risk level,  
description 
and 
controls 

Reviewed by lead 
Director and EMT. 
Risk description and 
controls updated. 
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PICU or mental health 
adult inpatient treatment 
and therefore they will 
need to be admitted to an 
out of area bed. The 
distance from home will 
mean that their quality of 
care will be compromised. 

updated Likelihood changed 
from 4 ‘likely’ to 3 
‘possible’. 

 1335 Risk that the use of out of 
area beds results in a 
financial overspend and 
the Trust not achieving its 
control total. 

Risk level 
and 
actions 
updated 

Reviewed by lead 
Director and EMT. 
Likelihood changed 
from 4 ‘likely’ to 3 
‘possible’ and actions 
updated. 

 1368 Risk that given demand 
and capacity issues across 
West Yorkshire and 
nationally, children and 
younger people aged 16 
and 17 requiring admission 
to hospital will be unable to 
access a CAMHS bed. 
This could result in serious 
harm.  

Actions 
updated 

Reviewed by lead 
Director and EMT. 
Actions updated. 

 1151 Risk of being unable to 
recruit qualified clinical 
staff due to national 
shortages which could 
impact on the safety and 
quality of current services 
and future development.  

Controls 
and 
actions 
updated 

Reviewed by lead 
Director and EMT. 
Completed actions 
moved to controls. 

 1154 Risk of loss of staff due to 
sickness absence leading 
to reduced ability to meet 
clinical demand etc.  

Controls 
and 
actions 
updated 

Reviewed by lead 
Director and EMT. 
Completed actions 
moved to controls. 

 

Risks recommended for closure: 

 Risk 
ID 

Description Status  Update (what changed, 
why, assurance) 

 1369 Risk that a “no-deal” Brexit 
has implications for the 
Trust including product 
availability, medicines 
availability and staffing. 

Recomme
nded for 
closure 

Reviewed by lead 
Director and EMT. As 
of 10 January 2020, 
the NHS I risk team 
has formally stood 
down all activity in this 
area.  

 279 Risk that trust may not be 
competitive in its offer to 
secure Any Qualifies 
Provider status for services 
selected by Cluster 
Commissioners. 

Recomme
nded for 
closure 

Reviewed by lead 
Director and EMT. 

 1216 Risk that the impact of 
General Data Protection 
Regulations (GDPR) 
results in additional 
requirements places on 
the Trust that are not met 
or result in a financial 
penalty.  

Recomme
nded for 
closure 

Reviewed by lead 
Director and EMT. 
Merged with risk ID 852. 
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The full detail for all current organisational level risks is included 
in the attached risk report. Further detail regarding the status of 
risks is also provided in the attached risk profile. 

 

The Executive Management Team (EMT) and Workforce and 
Remuneration Committee will consider inclusion of a generic 
workforce risk as part of the next cyclical review of the risk register. 

 

As the Finance, Investment and Performance Committee is now 
established, EMT and Committee Chairs will also reconsider the 
alignment of risks to the nominated committees. Any updates will be 
reported to Board in quarter 4.  

 

Risk appetite 

The ORR supports the Trust in providing safe, high quality services 
within available resources, in line with the Trust’s Risk Appetite 
Statement. 

Recommendation: 

 

Trust Board is asked to: 

 NOTE the key risks for the organisation subject to any 
changes / additions arising from papers discussed at the 
Board meeting around performance, compliance and 
governance. 

 DISCUSS if the target risk levels that fall outside of the risk 
appetite are acceptable or whether they require review. 

 AGREE the risk recommended for closure. 

Private session: Not applicable. 

 



ORGANISATIONAL LEVEL RISK REPORT 

 
RISK REPORT – Organisational level risks - Current 
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Risk level 15+  
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1080 Risk that the Trust’s 
IT infrastructure and 
information systems 
could be the target of 
cyber-crime leading 
to theft of personal 
data. 

 McAfee anti-virus software in place 
including additional email security and data 
loss prevention. 

 Security patching regime covering all 
servers, client machines and key network 
devices. 

 Annual infrastructure, server and client 
penetration testing. 

 Appropriately skilled and experienced staff 
who regularly attend cyber security events. 

 Disaster recovery and business continuity 
plans which are tested annually. 

 Data retention policy with regular back-ups 
and off-site storage. 

 NHS Digital Care Cert advisories reviewed 
on an on-going basis & where applicable 
applied to Trust infrastructure. 

 Key messages and communications issued 
to staff regarding potential cyber security 
risks. 

(continued over) 

5 
Catast
rophic  

3 
Possib
le 

15 
 
Red / 
extrem
e / SUI 
risk 
(15-
25) 

Minimal  
/ low –  
Cauti- 
ous / 
moder- 
ate  
(1 – 6)  
 

 The Trust has signed up to be an early adopter for 
the simulated phishing training tool being developed 
by NHS Digital – NHS Digital re-considering its 
approach time scales are awaited. (DFR). (awaiting 
national confirmation of timescales) 

 The implementation of year 3 of the data centre 
infrastructure plan focusing on improvements to: 
(DFR) (31 March 2020) 
 Replacement of core equipment 
 Application availability 

 Implement Forcepoint email filtering solution (DFR) 
(March 2020)  

 Work towards full cyber essentials certification (DFR) 
(December 2020) – activities progressing to support 
this.  

 Registered interest with NHS Digital to become a 
pilot site for secure boundary service. (DFR) (June 
2020) 

 Annual cyber survey currently being conducted. 
(DFR) (March 2020) 

(continued over) 

DFR Ongoing  IM&T 
Managers 
Meeting 
(Monthly) 
 
EMT 
Monthly (bi 
-Monthly) 
 
Audit 
Committee 
(Quarterly) 
 
IT Services 
Department 
service 
manageme
nt meetings 
(Trust / 
Daisy) 
(Monthly) 

5 
 
Yellow 
/ 
moder
ate  
(4-6) 

AC Risk appetite: 
Financial risk 
target 1 – 6 
 

Links to BAF, 
SO 2 & 3 
 
The Trust was 
not impacted by 
the WannaCry 
Ransomware 
cyber-attack on 
NHS and private 
industry, 12 May 
2017. 
 
Cyber security 
review 
conducted by 
Daisy completed 
in March 2018. 
(continued over) 

Every  
three  
months  
prior to  
busi- 
ness  
and  
risk  
Trust 
Board –  
January  
2020 
 

Risk appetite:   Likelihood  Our  four strategic objectives 

Clinical risks (1-6): 
Risks arising as a result of clinical practice or those risks created or exacerbated by the environment, such as cleanliness or ligature risks. 

 Consequence  1  
Rare 

2 
Unlikely 

3 
Possible 

4  
Likely 

5 Almost 
certain 

 

Improving health Improving care   

Commercial risks (8-12): 
Risks which might affect the sustainability of the Trust or its ability to achieve its plans, such as inability to recruit or retain an appropriately skilled workforce, damage to  
the Trust’s public reputation which could impact on commissioners’ decisions to place contracts with the organisation. 

 5 Catastrophic 5 10 15 20 25  

 4 Major 4 8 12 16 20  

Improving resources 
Making this a great place 

to work 
 3 Moderate 3 6 9 12 15  

Compliance risks (1-6): 
Failure to comply with its licence, CQC registration standards, or failure to meet statutory duties, such as compliance with health and safety legislation. 

 2 Minor 2 4 6 8 10  

 1 Negligible 1 2 3 4 5     

Financial risks (1-6): 
Risks which might affect the sustainability of the Trust or its ability to achieve its plans, such as loss of income. 

           

 Green 1 – 3 Low risk     

Strategic risks (8-12): 
Risks generated by the national and political context in which the Trust operates that could affect the ability of the Trust to deliver its plans. 

 Yellow 4 – 6 Moderate risk     

 Amber 8 – 12 High risk     

   Red 15 – 25  Extreme / SUI risk     

Risk appetite Application             

Minimal / low -  
Cautious / moderate  
(1-6) 

 Risks to service user/public safety. 

 Risks to staff safety 

 Risks to meeting statutory and mandatory training requirements, within limits set by the Board. 

 Risk of failing to comply with Monitor requirements impacting on license 

 Risk of failing to comply with CQC standards and potential of compliance action 

 Risk of failing to comply with health and safety legislation 

 Meeting its statutory duties of maintain expenditure within limits agreed by the Board. 

 Financial risk associated with plans for existing/new services as the benefits for patient care may justify the investment 

 Risk of breakdown in financial controls, loss of assets with significant financial value. 

           

 KEY:  
CEO = Chief Executive Officer 
DFR = Director of Finance and Resources 
DHR = Director of HR, OD and Estates 
DNQ = Director of Nursing and Quality 
MD = Medical Director 
DS = Director of Strategy 
DO = Director of Operations 
DPD = Director of Provider Development 
 
Actions in green are ongoing by their nature. 

 
AC = Audit Committee 
CG&CSC = Clinical Governance & Clinical Safety Committee 
MHA = Mental Health Act Committee 
WRC = Workforce & Remuneration Committee 
EIC = Equality & Inclusion Committee 

 

 

 

 

 

 

 

Open / high (8-12)  Reputational risks, negative impact on perceptions of service users, staff, commissioners. 

 Risks to recruiting and retaining the best staff. 

 Delivering transformational change whilst ensuring a safe place to receive services and a safe place to work. 

 Developing partnerships that enhance Trusts current and future services. 
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   Microsoft software licensing strategic 
roadmap in place. 

 Cyber security has been incorporated into 
mandatory Information Governance 
Training, revised during 17/18. The Trust 
achieved the compliance requirement for 
level 2. 

 Annual cyber exercise. 
 Windows defender advanced threat 

protection in place. 
 Strengthened password requirements in 

place. 

     Internal Audit phishing exercise results being 
evaluated. (DFR) (January 2020) 

 

     Internal 
assurance 
report for the 
Trust controls 
and 
mechanisms in 
relation to the 
WannaCry 
Ransomware 
cyber-attack 
produced and all 
actions 
complete. 
Actions 
identified for 
2018/19 are 
complete with 
any further 
improvements 
identified 
included in the 
19/20 plan. 
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Risk level <15 - risks outside the risk appetite (unless stated) 
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275 Risk of deterioration 
in quality of care and 
financial resources 
available to 
commission services 
due to reduction in 
LA funding. 

 Agreed joint arrangements for 
management and monitoring delivery of 
integrated teams. 

 Weekly risk scan by Director of Nursing & 
Quality and Medical Director. 

 BDU / commissioner forums – monitoring 
of performance. 

 Monthly review through performance 
monitoring governance structure via EMT 
of key indicators and regular review at 
OMG of key indicators, which would 
indicate if issues arose regarding delivery, 
such as delayed transfers of care, waiting 
times and service users in settled 
accommodation. 

 Regular ongoing review of contracts with 
local authorities. 

 New organisational change policy to 
include further support for the transfer and 
redeployment of staff.  

 Attendance at and minutes from Health & 
Wellbeing board meetings. 

 Attendance and monitoring at contract 
forums. 

 Annual planning process. 
 

4 
Major  

3 
Possib
le  

12  
 
Amber 
/ high  
(8-12) 

Minimal  
/ low –  
Cauti- 
ous / 
moder- 
ate  
(1 – 6)  
 

 Involved with partners in the co-development of 
integrated care partnerships in each place as Trust 
priority programmes of work. (DS) 

 Calderdale is captured in the Calderdale Cares 
document and delivery is overseen through the 
Health and Wellbeing Board. (DNQ) 

 Kirklees – part of the provider development board to 
develop wider system integration of care closer to 
home and 0 – 19 services in Kirklees (DO / DPD) 

 Barnsley – part of the Integrated Care Delivery 
Group (DS) 

 Wakefield – active involvement in the mental health 
provider alliance and integrated care partnership 
(DPD) 

 Active involvement in both West and South Yorkshire 
integrated care systems (DHR / DS / DPD) 

 Engagement in each place with local authority 
partners through meetings and joint working. (DO) 
 

DS Ongoing 
risk 
given 
external 
influenc
e 
outside 
our 
control 

BDU 
(monthly) 
 
EMT 
(monthly) 
 
OMG 
(regular) 
 
Trust Board 
(each 
meeting 
through 
integrated 
performanc
e report) 
 
Annual 
review of 
contracts 
and annual 
plan at 
EMT and 
Trust Board 
 

6 
 
Yellow
/Moder
ate (4-
6) 

CG&CS 
 
AC 

Risk appetite: 
Clinical risk 
target 1 – 6 
 
Links to BAF,  
SO1, 2 & 3 

Every  
three  
months  
prior to  
business  
and risk  
Trust 
Board –  
January  
2020 
 

905 Risk that wards are 
not adequately 
staffed leading to 
increased temporary 
staffing which may 
impact upon quality 
of care and have 
financial implications. 
 

 Safer staffing project manager in place with 
appropriate medium and longer term plans 
including recruitment drive and 
centralisation of the bank. 

 Safer staffing project manager is currently 
implementing appropriate actions. 

 Recruitment and retention plan agreed. 
 Additional funding requested from 

commissioners through contract 
negotiations where applicable. 

 Monthly safer staffing reports to Board and 
OMG with appropriate escalation 
arrangements in place. 

 Biannual safer staffing report to Board and 
Commissioners. 

 Review of establishment for adult inpatient 
areas completed and implementation plan 
developed. Progress monitored through 
OMG & EMT. 

3 
Moder
ate 

3 
Possib
le 

9 
 
Amber 
/ high  
(8-12) 

Minimal  
/ low –  
Cauti- 
ous / 
moder- 
ate  
(1 – 6)  
 

 Further review of forensics and older peoples services 
to take place. (DNQ / DO) (March 2020) 

 Safecare tool to be introduced during 2020/21 with 
pilot during Q4 2019/20. (DNQ) (April 2020) 

 Care hours per patient day (CHPPD) data now 
included in revised safer staffing six monthly board 
report. (DNQ) 

 Additional funding requests with commissioners will be 
maintained throughout contract negotiations for 
2020/21. (DO / DFR) 
 

DO /  
DNQ 

Ongoing  EMT 
(monthly) 

6 
 
Yellow 
/ 
moder
ate  
(4-6) 

CG&CS Risk appetite: 
Clinical risk 
target 1 – 6  
 
Links to BAF, 
SO 2 & 3 

Every  
three  
months  
prior to  
business  
and risk  
Trust 
Board –  
January 
2020 

1078 Risk that young 
people will suffer 
serious harm as a 
result of waiting for 
treatment 
 

 Emergency response process in place for 
those on the waiting list. 

 Demand management process with 
commissioners to manage ASD waiting list 
within available resource. 

 Commissioners have established an ASD 

4 
Major 

2 
Unlikel
y 

8 
 
Amber 
/ High 
risk 
(8-12) 

Minimal  
/ low –  
Cauti- 
ous / 
moder- 
ate  

 CAMHS Improvement Group established with 
identified change leadership for Barnsley and 
Wakefield – this focuses on improvements required 
to reduce waits. (DO)  (impact to be reviewed at the 
end of March 2020) 

 Recruitment to vacant positions is underway to 

DO Review 
every 
three 
months 

Performanc
e  reporting 
to EMT - 
monthly 
 
Assurance 

6  
 
Yellow 
/ 
moder
ate 

CG&CS Risk appetite: 
Clinical risk 
target 1 – 6 
 
Links to BAF, 
SO 2 

Every  
three  
months  
prior to  
business  
and risk  
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Board and local commissioning plans are in 
place to start to address backlog for ASD.  

 Future in Mind investments are in place to 
support the whole CAMHS system.  

 Healthwatch Barnsley and Wakefield have 
carried out monitoring visits and are 
supporting local teams with the action 
plans. 

 CAMHS performance dashboard for each 
district. 

 Work has taken place to implement care 
pathways and consistent recording of 
activity and outcome data.  

 Kirklees has a new ASD pathway in place. 
 System wide work was undertaken in 

Wakefield to improve access to 
assessment for ASD.  

 There is ongoing dialogue with people on 
the waiting list to keep in touch and to carry 
out well-being checks. 

 Active participation in ICS CAMHS 
initiative. 

 Jointly agreed neuro-developmental 
pathway implemented in Kirklees. 

 Improved finances included in 2019/20 
contracts. 

 CAMHS assurance meeting chaired by 
Chief Exec of SWYPFT and Chief Officer of 
Wakefield CCG oversees the delivery of 
young people’s mental health and 
associated action plans. 

 First point of contact is in place in all areas. 
 

(1 – 6)  
 

increase capacity. This includes the consideration of 
new roles to improve opportunities to recruit. (DO) 

 Calderdale CCG has led on development of a new 
diagnostic assessment pathway and is currently 
considering options for investment in a waiting list 
initiative. (DO) (Date to be confirmed by CCG). 

 Waiting list initiatives details and outputs reported to 
Clinical Governance & Clinical Safety Committee. 
(DO) 

 System being developed to review young people on 
the waiting list every three months. (DO) 
 

report to 
Clinical 
Governanc
e 
Committee  
 
Individual 
district 
performanc
e reports 
reviewed 
by BDU 

(4-6)  
An additional 
£150k was 
made 
available by 
Kirklees CCG 
to support 
reduction of 
the ASC 
waiting list. 
The 
strengthened 
pathway 
ensured 
waiting times 
were reduced 
to less than 12 
months by 
September 
2018. 

Trust 
Board –  
January  
2020 

1132 Risks to the 
confidence in 
services caused by 
long waiting lists 
delaying treatment 
and recovery. 
 
 

 Waiting lists are reported through the BDU 
business meetings.  

 Alternative services are offered as 
appropriate. 

 People waiting are offered contact 
information if they need to contact 
someone urgently. 

 Individual bespoke arrangements are in 
place within services and reported through 
the BDU business meetings.  

 Bespoke arrangements to review pathways 
in individual services. 

 Additional investment secured waiting list 
initiatives as part of the 2019/20 contract 
negotiations to flex capacity across the 
IAPT pathway. 

 Review of impact and ongoing risk 
presented to CG&CS Committee. 

 Bespoke arrangements are in place in 
BDUs where waiting times have an impact 
on carers. 

4 
Major 

3 
Possib
le 

12 
 
Amber 
/ high 
risk 
(8-12) 

Minimal  
/ low –  
Cauti- 
ous / 
moder- 
ate  
(1 – 6)  
 

 Waiting list information being developed with P&I 
and reported to EMT on the IPR. (DPD / DO / DFR) 
(April 2020) 

 Reports developed, further work is still required to 
ensure they are comprehensive. Additional reporting 
will be developed as part of SystmOne optimisation. 
(DPD / DO / DFR) (April 2020) 

 The impact of reviewed pathways is to be monitored 
in the BDU management meetings and will be a 
regular report at OMG in 2019/20. (DO) 

 Waiting list initiatives agreed with Barnsley and 
Calderdale CCGs. Demand will be reported via 
contract meetings during 2019/20 

 Work has taken place with commissioners to agree 
additional capacity in specific services. ( DO)  
 

 DO April 
2020 

Performanc
e reporting 
to OMG 
and EMT 
monthly. 
 
Assurance 
report to 
CG&CS 
Committee 
(CAMHS). 
 
Individual 
district 
performanc
e reports 
reviewed 
by BDU. 

6 
 
Yellow 
/ 
moder
ate  
(4-6) 

CG&CS Risk appetite: 
Clinical risk 
target 1 – 6 
 
Links to BAF, 
SO 2 
 
 

Every  
three  
months  
prior to  
business  
and risk  
Trust 
Board –  
January 
2020 
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1159 Risk of fire safety – 
risk of arson at Trust 
premises leading to 
loss of life, serious 
injury and / or 
reduced bed 
capacity. 
 
 

 Fire Safety Advisor produces monthly / 
quarterly Fire Report and Operational Fire / 
Unwanted Fire Activation for review / action 
by EFM Senior Managers. 

 Quarterly review undertaken by Estates 
TAG. 

 Weekly risk scan are completed by the 
Trust’s Fire Safety Advisor and any issues 
or concerns raised directly with the Head of 
Estates and Facilities and Head of Estates 
Operations with the  Director of HR, OD 
and Estates been briefed and action 
undertaken accordingly. 

 Trust smoking policies with the use of e-
cigarettes agreed for a trial period. 

 Compliance  with the following regulations: 
o The allocation and definition of 

responsibilities and standards for the 
provision, installation, testing and 
planned maintenance of fire safety 
equipment, devices, alarm and 
extinguishing systems; 

o The identification of standards for the 
control of combustible, flammable or 
explosive materials; 

o The allocation of responsibilities for the 
implementation of fire emergency plans 
including evacuation procedures, first-
aid firefighting, contacting the 
emergency services, emergency co-
ordination and staff training; 

o The allocation of responsibilities and 
duties of staff for monitoring and 
auditing all fire safety management 
systems and procedures; 

o The development and delivery of 
suitable staff training in fire safety 
awareness; 

o Fire safety training compliance 
measured monthly at OMG with time 
constrained action plans required for 
non-compliant areas. 

o The development and implementation of 
emergency procedures to ensure early 
recovery from unforeseen incident 
involving fire in order to maximise 
safety, minimise problems and enable 
the core business structure to continue.  

 Use of sprinklers across all Trust 
buildings reviewed as part of the capital 
programme. 

4 
Major 

3 
Possib
le 

12 
 
Amber 
/ high 
(8-12) 

Minimal  
/ low –  
Cauti- 
ous / 
moder- 
ate  
(1 – 6)  
 

 Smoking group established to review the smoking 
policy including the trial period for the use of e-
cigarettes. (DO) An update report will be provided to 
the Clinical Governance and Clinical Safety 
Committee in February 2020. 

 New inpatient builds and major developments fitted 
with sprinklers. (DHR) 
 

DHR Ongoing  EFM 
(weekly 
and 
monthly) 
 
Estates 
TAG 
(quarterly) 
 
OMG 
(monthly) 

6 
 
Yellow 
/ 
moder
ate 
(4-6) 

CG&C
S 

Risk appetite: 
Clinical risk 
target 1 – 6  
 
Links to BAF, 
SO2 & 3 
 
Note - A failure 
to effectively 
manage 
compliance 
with the Trust 
Fire/Smoking 
policies will 
expose the 
Trust to an 
increased risk 
of fire within 
patient care 
areas.  This 
would result in 
injury to 
service users 
and damage to 
Trust property 
and buildings. 
 

Every  
three  
months  
prior to  
business  
and risk  
Trust 
Board –  
January  
2020 
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1424  Risk of serious harm 
occurring from 
known patient safety. 
risks, with a specific 
focus on: 
 Inpatient ligature 

risks 
 Learning from 

deaths & 
complaints 

 Clinical risk 
assessment  

 Suicide 
prevention  

 Restraint 
reduction 

Clear policy & procedure in place providing 
framework for the identification and mitigation 
of risks in respect of: 
 Ligature assessment. 
 Blue light alerts and learning library 

introduced immediate lessons learnt are 
shared and prompt action taken to prevent 
recurrence of incidents. (DNQ) 

 Learning from deaths. 
 Complaints reviews. 
 Clinical risk assessment process. 
 Suicide prevention training. 
 Weekly risk scan of all red and amber 

patient safety incidents for immediate 
action. 

 Monthly clinical risk report to OMG for 
action and dissemination. 

 Monthly IPR performance monitoring report 
includes complaints response times and 
risk assessment training level compliance. 

 Patient safety strategy in place to reduce 
harm and improve patient experience. 

 Patient safety strategy identifies key 
metrics for harm reduction which are 
reported to EMT & TB. 

 Suicide prevention strategy in place to 
reduce to reduce risk of suicide.   

 Monthly complaints review meeting with 
CEO / DNQ / MD / DO to scan and act on 
themes. 

 Introduction of “Manchester scale” to 
improve reliability & validity of ligature 
assessment process and to prioritise 
remedial action. 

 New AMD for patient safety appointed to 
revised job description. 

 Updated clinical risk report that captures a 
wider range of risk information for OMG. 

 Mental health safety improvement 
partnership in place with NHS I / CQC. 

 Clinical risk assessment training 
programme. 

 Our Learning Journey report disseminated 
across all teams and discussed at team 
level (DNQ) (2017/18 report complete, 
2018/19 report complete and being 
utilised). 

 Agency and bank staffing action plan is 
monitored through OMG. 

 Safer staffing group meets on a monthly 
basis to review exception reporting. 

 Alignment of WY&H ICS suicide prevention 
strategy with SWYPFT plans. 

 QI approach adopted on CQC areas for 

4 
Major 

2 
Unlikel
y 

8 
 
Amber 
/ high  
(8-12) 

Minimal  
/ low –  
Cauti- 
ous / 
moder- 
ate  
(1 – 6)  

 

 CQC improvement action plans performance 
managed through OMG and Clinical Governance 
Group with escalation arrangements in place where 
action behind schedule. (DNQ) 

 Quality improvement network focus on patient safety 
improvement. (DNQ) – to commence in Q1 2020/21 
in line with clinical TRIO refresh.  

 Formulation of informed risk assessment training 
plan scheduled for Q4 2019/20 / Q1 2020/21 to 
introduce enhanced risk assessment process and 
outcome. 

 Reducing restrictive practice and intervention (RRPI) 
improvement plan implementation.  
 

 

DNQ 
MD 

On 
going 

Performanc
e & 
monitoring 
via EMT, 
OMG & TB 
reports e.g. 
quarterly 
Patient 
Safety 
report & 
incident 
report   

6 
 
Yellow 
/ 
moder
ate  
(4-6) 

CG&CSC Risk appetite: 
Clinical risk 
target 1 – 6 

Every  
three  
months  
prior to  
business  
and risk  
Trust 
Board  
January 
2020 
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improvement. Detailed plan approved by 
CG&CS Committee. Risk assessment 
improvement is a key domain. 

 Suicide prevention strategy action plan.  
 

522 Risk that the Trust’s 
financial viability will 
be affected as a 
result of changes to 
national funding 
arrangements. 
 
 

 Participation in system transformation 
programmes. 

 Robust CIP planning and implementation 
process. 

 Trust is proactive in national discussions 
and forums to have positive influence on 
upholding concept of “parity of esteem” for 
mental health and learning disabilities. 

 2019/20 contracts agreed and in place. 
 5 year funding arrangements increases 

income allocated to mental health services. 
 Mental health investment standard. 

3 
Moder
ate 

2 
Unlikel
y  

6 
 
Yellow 
/ 
moder
ate 
(4 – 6) 

Minimal  
/ low –  
Cauti- 
ous / 
moder- 
ate  
(1 – 6)  
 

 The Trust is developing external engagement and 
communications to explain the benefits of mental 
health transformation for external stakeholders. (DS) 
(Ongoing – delivery dates specific to each priority 
programme)  

 Annual planning process identifies financial needs and 
risks, enabling necessary actions to be identified. 
(DFR) 

 2020/21 contract negotiation process (DFR) (March 
2020) 

DFR Ongoing 
 
Review 
annually 

EMT 
(monthly) 
 
Trust Board 

6 
 
Yellow 
/ 
moder
ate  
(4-6) 

AC Risk appetite: 
Financial risk 
target 1 – 6  
 
Links to BAF, 
SO1, 2 & 3 
 

Every  
three  
months  
prior to  
business  
and risk  
Trust 
Board –  
January  
2020 

852 
 
 

Risk of information 
governance breach 
and / or non-
compliance with 
General Data 
Protection 
Regulations (GDPR) 
leading to 
inappropriate 
circulation and / or 
use of personal data 
leading to 
reputational and 
public confidence 
risk. 
 
 

 Trust maintains access to information 
governance training for all staff and has 
track record of achieving the mandatory 
training target of 95%. 

 Trust employs appropriate skills and 
capacity to advise on policies, procedures 
and training for Information Governance. 

 Trust has appropriate policies and 
procedures that are compliant with GDPR. 

 Trust has good track record for recording 
incidents and all incidents are reviewed 
weekly with investigations carried out 
where needed and action plans put in 
place. 

 Improving Clinical Information and 
Governance group in place which is the 
governance group with oversight of IG 
issues. 

 Monthly report of IG issues to EMT. 
 Internal audit perform annual review of IG 

as part of IG Toolkit. 
 Internal Audit programme of work. 

4 
Major 

3 
Possib
le 

12 
 
Amber 
/ high 
(8-12) 

Minimal  
/ low –  
Cauti- 
ous / 
moder- 
ate  
(1 – 6)  
 

 Targeted approach to advice and support from IG 
Manager through proactive monitoring of incidents and 
'hot-spot- areas. Individual letters asking for action 
plans from services where there have been a 
recurrence of incidents(DFR) 

 IG awareness raising sessions through an updated 
communications plan. (DFR) 

 Rebranded materials and advice to increase 
awareness in staff and reduce incidents. (DFR) 

 Increase in training available to teams including 
additional e-learning and face-to-face training. (DFR) 

 Commitment to support comprehensive attendance at 
the ICIG meeting (DO) 

 

DFR ICO 
external 
monitori
ng of 
progres
s by 
external 
evidenc
e / desk 
based 
reviews 

Progress 
monitored 
through 
EMT and 
weekly risk 
scans 

4  
 
Yellow 
/ 
moder
ate 
(4-6) 

AC Risk appetite: 
Financial risk 
target 1 – 6 
 
Links to BAF, 
SO2 & 3 
 

Every  
three  
months  
prior to  
business  
and risk  
Trust 
Board –  
January  
2020 

1076 Risk that the Trust 
may deplete its cash 
given the inability to 
identify sufficient 
CIPs, the current 
operating 
environment, and its 
capital programme, 
leading to an inability 
to pay staff and 
suppliers without DH 
support. 

 Financial planning process includes 
detailed two year projection of cash flows. 

 Working capital management process 
including credit control and creditor 
payments to ensure income is collected on 
time and creditors paid appropriately. 

 Capital prioritisation process to ensure 
capital is funded where the organisation 
most needs it. 

 Stated aim of development of financial 
plans that achieve at least a small surplus 
position. 

 Existing estates strategy in place. 
 CIP identification and review process. 

4 
Major 

2 
Unlikel
y  

8 
 
Amber 
/ high 
(8-12) 

Minimal  
/ low –  
Cauti- 
ous / 
moder- 
ate  
(1 – 6)  
 

 Investigate additional sources of capital funding 
should they be required. (DFR) (December 2020) 

 Focus on benchmarking and internal productivity. 
(DFR) (July 2020) 

 Compare CIP ideas with similar trusts in the region. 
(DFR) (April 2020) 

 Revised estates strategy being developed. (DHR) 
(July 2020) 

 Increased robustness of CIP and expenditure 
management. (DFR)  

 Increased focus on raising of invoices to ensure 
timely payment. (DFR) 

 Increased focus on robust financial management via 
training. (DFR) 

DFR Ongoing  EMT 
(monthly) 
 
Board 
(monthly) 

6 
 
Yellow 
/ 
moder
ate 
(4-6) 

AC Risk appetite: 
Financial risk 
target 1 – 6 
 
Links to BAF, 
SO3 
 

Every  
three  
months  
prior to  
business  
and risk  
Trust 
Board –  
January  
2020 



 
 

RISK REPORT – Organisational level risks - Current                   8 

R
is

k
 I

D
 

D
e
s
c

ri
p

ti
o

n
  

O
f 

ri
s
k

 

C
u

rr
e
n

t 

c
o

n
tr

o
l 

m
e
a
s
u

re
s

 

C
o

n
s
e
q

u
e
n

 

-c
e
 

(c
u

rr
e
n

t)
 

L
ik

e
li
h

o
o

d
 

(c
u

rr
e
n

t)
 

R
is

k
 l

e
v
e

l 

(c
u

rr
e
n

t)
 

R
is

k
 a

p
p

e
ti

te
 

S
u

m
m

a
ry

 o
f 

R
is

k
 a

c
ti

o
n

 

P
la

n
 t

o
 g

e
t 

to
 

T
a
rg

e
t 

ri
s
k

 

L
e
v
e
l 

a
n

d
 

in
d

iv
id

u
a
l 

 

ri
s
k
 o

w
n

e
rs

 

O
v
e
ra

ll
 

R
is

k
 o

w
n

e
r 

E
x
p

e
c
te

d
  

D
a
te

 o
f 

 

c
o

m
p

le
ti

o
n

 

A
s
s
u

ra
n

c
e
 &

 

m
o

n
it

o
ri

n
g

 

R
is

k
 l

e
v
e

l 

(t
a
rg

e
t)

 

N
o

m
in

a
te

d
 

C
o

m
m

it
te

e
 

C
o

m
m

e
n

ts
 

R
is

k
 r

e
v
ie

w
 

d
a
te

 

 Treasury Management policy. 
 Non-Executive Director led Finance, 

Investment & Performance Committee. 
 

 Collaborative working within West Yorkshire ICS. 
(DFR / CEO / DPD) 
 

1077 Risk that the Trust 
could lose business 
resulting in a loss of 
sustainability for the 
full Trust from a 
financial, operational 
and clinical 
perspective. 

 Systematic and integrated monitoring of 
contract performance, changes in 
specification and commissioning intentions 
to identify and quantify contract risks. 

 Regular reporting of contract risks to EMT 
and Trust Board. 

 Play full role in ICSs in both West and 
South Yorkshire. 

 Communication, engagement and 
involvement strategy. 

 Updated Trust strategy in place. 
 Liaison with regulators. 

 Approved commercial strategy. 

 2019/20 contracts agreed and in place. 
 Non-Executive Director led Finance, 

Investment & Performance Committee. 
 Prospectus and Board stakeholder 

engagement plan.  

3 
Moder
ate 

3 
Possib
le  

9 
 
Amber 
/ high  
(8-12) 

Minimal  
/ low –  
Cauti- 
ous / 
moder- 
ate  
(1 – 6)  
 

 Develop an understanding of clinical and operational 
interdependencies and minimum volumes for high 
quality care. (DPD / DO) (To be in place for 2019/20 
Contract round discussions (to start in January 
2019)) 

 Implement actions from stakeholder survey. (DS) 
(December 2019) 

 2020/21 contract negotiations. (DFR) (March 2020) 
 External stakeholder engagement plans will be 

refreshed as part of the involving people strategy 
refresh (DS) (April 2020) 

 Implementation of longer term financial sustainability 
plan. (DFR) (ongoing over three years period 2019 - 
2022) 

 Development of targeted programme of business 
growth focused on specific services and markets and 
aligned to strategy. (DPD / DO) 

 Scenario planning in operational plan and strategy 
regarding place based developments, where this 
could result in step-changes in income in either 
direction. (DS / DPD / DO) (Ongoing – delivery dates 
specific to each priority programme) 

 Ongoing response to the rapidly changing operating 
environment and the role the Trust plays in each 
place (DS). (Ongoing – delivery dates specific to 
each priority programme) 
 

DFR Ongoing  EMT 
(monthly) 
 
Board 
(monthly) 

6 
 
Yellow 
/ 
moder
ate  
(4-6) 

AC Risk appetite: 
Financial risk 
target 1 – 6 
 
Links to BAF, 
SO 1 & 3 
 

Every  
three  
months  
prior to  
business  
and risk  
Trust 
Board –  
January 
2020 

1114 Risk of financial 
unsustainability if the 
Trust is unable to 
meet cost saving 
requirements and 
ensure income 
received is sufficient 
to pay for the 
services provided. 

 Board and EMT oversight of progress 
made against transformation schemes. 

 Active engagement in West Yorkshire and 
South Yorkshire STPs / CEO leads the 
West Yorkshire STP. 

 Active engagement on place based plans. 
 Enhanced management of CIP 

programme. 
 Updated integrated change management 

processes. 
 2019/20 contracts agreed and in place. 

Non-Executive Director led Finance, 
Investment & Performance Committee. 
 

3 
Moder
ate  

3 
Possib
le 

9 
 
Amber 
/ high  
(8-12) 

Minimal  
/ low –  
Cauti- 
ous / 
moder- 
ate  
(1 – 6)  
 

 Focus on benchmarking and internal productivity. 
(DFR) (July 2020) 

 Implementation of longer term financial sustainability 
plan. (DFR)  

 Increased use of service line management 
information by directorates. (DFR) 

 Increase in joint bids and projects to develop 
strategic partnerships which will facilitate the 
transition to new models of care and sustainable 
services. (DS) 
 
 

DFR Annual 
review 

EMT 
(monthly) 
 
Trust Board 
(quarterly) 

4 
 
Yellow
/Moder
ate (4-
6) 

AC Risk appetite: 
Financial risk 
target 1 – 6 
 
Links to BAF, 
SO 3 
 
 

Every  
three  
months  
prior to  
business  
and risk  
Trust 
Board –  
January  
2020 

1153 Risk of potential loss 
of knowledge, skills 
and experience of 
NHS staff due to 
ageing workforce 
able to retire in the 
next five years. 

 Monitoring turnover rates monthly. 
 Exit interviews. 
 Flexible working guidance.  
 Flexible working arrangements promoted. 
 Investment in health and well-being 

services. 
 Retire and return options. 
 Apprenticeship scheme balancing the age 

profile. 

3 
Moder
ate 

3 
Possib
le 

9 
 
Amber 
/ High  
(8-12) 
 

Minimal  
/ low –  
Cauti- 
ous / 
moder- 
ate  
(1 – 6)  

 Refresh of workforce plans as part of operational 
planning process. (DHR) (March 2020) 

DHR Ongoing  EMT and 
Trust Board 
reporting 
through 
IPR 
(monthly) 
 
RTSC 
exception 

6 
 
Yellow 
/ 
moder
ate  
(4-6) 

WRC Risk appetite: 
Financial / 
commercial 
risk target  
1 – 6  
 
Links to BAF, 
SO2 & 3 

 

Every  
three  
months  
prior to  
business  
and risk  
Trust 
Board –  
January  
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 Recruitment and Retention action plan 
agreed. 

 Workforce planning includes age profile. 
 

reports 2020 
 

1158 Risk of over reliance 
on agency staff 
which could impact 
on quality and 
finances. 

 Board self-assessment. 
 Reporting through IPR. 
 Safer Staffing Reports. 
 Agency induction policy. 
 Authorisation levels for approval of agency 

staff now at a senior level. 
 Restrictions on Administration and Clerical 

Staff. 
 Extension of the Staff Bank. 
 Development of Medical Bank. 
 OMG to Overview. 
 Retention plan developed. 
 Recruitment to Consultant roles. 
 Direct engagement with medical locum 

master vendor contracting. 

3 
Moder
ate 

3 
Possib
le 

9 
 
Amber  
/ High  
(8-12) 

Minimal  
/ low –  
Cauti- 
ous / 
moder- 
ate  
(1 – 6) 

 A dedicated recruitment resource has been sourced 
until May 2020 to target areas with the greatest 
recruitment issues / highest agency use. (DHR / DO) 
(May 2020) 

 Direct Engagement vendor is in place and meetings 
are almost complete with individual agency locums 
to support move to DE, with a few remaining. (MD) 
(March 2020) 

 Exit strategy for all agency locums has been 
requested from all clinical leads who refresh this on 
an ongoing basis. (MD) (March 2020) 

 Business case for potential use of NHS 
Professionals underway. (DHR) 

 Implementation of new roles across 2020 including 
Nursing Associates and Advanced Clinical 
Practitioners.  

 Agency project group has joined with the R&R group 
to focus on actions to address staffing shortfalls that 
then lead to agency use. (DHR) 

DHR Ongoing 
through 
agency 
project 
group 
and 
workforc
e 
planning 
– 
worksho
p  
 
March 
2020 

EMT 
(monthly) 
 
Board 
(monthly) 

6 
 
Yellow 
/ 
moder
ate  
(4-6) 

WRC Risk appetite: 
Financial / 
commercial 
risk target  
1 – 6  
 
Links to BAF, 
SO2 & 3 
 

Every  
three  
months  
prior to  
business  
and risk  
Trust 
Board –  
January  
2020 
 

1169 Risk that 
improvements in 
performance against 
the metrics covering 
open referrals, 
unvalidated progress 
notes and un-
outcomed 
appointments are not 
made leading to 
clinical risk and poor 
outcomes for service 
users. 
 
This will be reviewed 
by the Operational 
Management Group 
(OMG) to consider 
whether changes in 
SystmOne  and 
improvements in 
recording mean the 
risk can be managed 
at OMG level. 
 

 Information is available daily at HCP, team, 
BDU and Trust level.  

 A regular summary is reviewed at 
Operational Management Group (OMG) to 
track progress. 

3 
Moder
ate 

3 
Possib
le 

9 
 
Amber 
/ high 
(8-12) 

Minimal  
/ low –  
Cauti- 
ous / 
moder- 
ate  
(1 – 6) 

 Track movement in performance. (DO)  DO Ongoing ICIG 
 
OMG 

3 
 
Green 
/ low 
(1-3) 

CG&CS Risk appetite: 
Financial risk 
target  
1 - 6 
 
Links to BAF, 
SO3 
 
 

Every  
three  
months  
prior to  
business  
and risk  
Trust 
Board –  
January 
2020 

1214 Risk that local 
tendering of services 
will increase, 
impacting on Trust 
financial viability.  

 Clear service strategy to engage 
commissioners and service users on the 
value of services delivered. 

 Participation in system transformation 
programmes. 

3 
Moder
ate 

3 
Possib
le 

9 
 
Amber 
/ high  
(8-12) 

Minimal  
/ low –  
Cauti- 
ous / 
moder- 

 2020/21 contract negotiations. (DFR) (M arch 2020) 
 The Trust leadership is developing productive 

partnerships with other organisations to develop joint 
bids and shared services in preparation for integration 
of services. (DFR / DS / DPD / DO) 

DFR Ongoing 
 
Review 
annually 

EMT 
(monthly) 
 
Trust Board 

6 
 
Yellow 
/ 
moder

AC Risk appetite: 
Financial risk 
target 1 – 6  
 
Links to BAF, 

Every  
three  
months  
prior to  
business  
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 Robust process of stakeholder 
engagement and management in place 
through EMT. 
- Progress on transformation reviewed by 

Trust Board and EMT. 
 Robust CIP planning and implementation 

process. 
 Trust is proactive in engaging leadership 

across the service footprint. 
 Active role in ICSs. 
 Skilled business development resource in 

place. 
 Commercial strategy. 
 Trust prospectus. 

ate  
(1 – 6) 

 The Trust is developing external engagement and 
communications to explain the benefits of mental 
health transformation for external stakeholders. (DS) 
(Ongoing – delivery dates specific to each priority 
programme) 

 Annual planning process identifies financial needs and 
risks, enabling necessary actions to be identified. 
(DFR) 

 Development of Alliances in Calderdale, Kirklees and 
Wakefield will ensure local priorities and impact are 
considered. (DS) 

ate  
(4-6) 

SO1, 2 & 3 
 

and risk  
Trust 
Board –  
January  
2020 

1319 Risk that there will be 
no bed available in 
the Trust for 
someone requiring 
admission to hospital 
for PICU or mental 
health adult inpatient 
treatment and 
therefore they will 
need to be admitted 
to an out of area bed. 
The distance from 
home will mean that 
their quality of care 
will be compromised. 
 

 Bed management process. 
 Critical to Quality map to identify priority 

change areas. 
 Joint action plan with commissioners. 
 Internal programme board. 
 Weekly oversight at OMG. 
 Agreed governance structure, with 

meetings in place, with commissioners in 
relation to the monitoring and management 
out of area cessation plans. 

 Workstreams in place to address specific 
areas as agreed following the SSG review. 

 Routine reviews of care whilst out of area 
are in place. 

 Pathway for people with trauma informed 
emotionally unstable personality disorder is 
in place with a programme of training 
ongoing. 
 

3 
Moder
ate 

3 
Possib
le 

9 
 
Amber
/ high 
(8 – 
12) 

Minimal  
/ low –  
Cauti- 
ous / 
moder- 
ate  
(1 – 6) 

 Development and implementation of local plans of 
change activity to reduce admissions and plans to 
reduce length of stay. (DO) 

 Development and implementation of local plans of 
change activity to reduce PICU bed usage. (DO) 

 Implementation of actions identified through 
independent review of our bed management 
processes.  Progress is monitored via the steering 
group and reported to the partnership group. (DO) 

DO April 
2020 

OMG 4 
 
Yellow
/Moder
ate (4-
6) 

CG&CS Risk appetite: 
Clinical risk 
target 1 – 6 
 
 

Every  
three  
months  
prior to  
business  
and risk  
Trust 
Board –  
January 
2020 
 

1335 Risk that the use of 
out of area beds 
results in a financial 
overspend and the 
Trust not achieving 
its control total.  

 Bed management process. 
 Joint action plan with commissioners. 
 Internal bed management programme 

board. 
 Weekly oversight at EMT and OMG. 
 In-depth financial reviews at OMG, EMT 

and Trust Board.  
 2019/20 contracts agreed and in place. 

3 
Moder
ate 

3 
Possib
le 

9 
 
Amber
/ high 
(8 – 
12) 

Minimal  
/ low –  
Cauti- 
ous / 
moder- 
ate  
(1 – 6)  

 2020/21 contract negotiations. (DFR) (M arch 2020) 
 Ongoing review with commissioners to prioritise areas 

of expenditure. (DFR) 
 Implementation of actions identified through 

independent review of our bed management 
processes. (DO) 

DO /  
DFR 

Ongoing OMG 
monthly 
 
EMT 
monthly  
 
Trust Board 
monthly 

4 
 
Yellow 
/ 
moder
ate  
(4-6) 

Trust  
Board 

Risk appetite: 
Financial risk 1 
– 6   
 

Every  
three  
months  
prior to  
business  
and risk  
Trust 
Board –  
January 
2020 
 

1368 Risk that given 
demand and capacity 
issues across West 
Yorkshire and 
nationally, children 
and younger people 
aged 16 and 17 
requiring admission 
to hospital will be 

 Bed management processes are in place 
as part of the new care model for Tier 4. 
These include exhausting out of area 
provision.  

 All community options are explored. 
 Where no age appropriate bed or 

community option is available then a bed 
on an adult ward is considered as the least 
worst option to maintain safety.  

4 
Major 

2 
Unlikel
y  

8 
 
Amber 
/ High  
(8-12) 
 

Minimal  
/ low –  
Cauti- 
ous / 
moder- 
ate  
(1 – 6)  

 Development of new CAMHS inpatient facility in 
Leeds for West Yorkshire. (DO) (2020) 

 Recruitment was not as successful as originally 
considered and therefore further recruitment has 
been underway. This has delayed the 
implementation of all age liaison in every area until 
March 2020. (DO) (March 2020) 

DO Ongoing 
risk 
given 
external 
influenc
e 
outside 
our 
control 

EMT 
(monthly) 
 
CG&CS 
(regular) 
 
Trust Board 
(each 
meeting 

4 
 
Yellow
/Moder
ate (4-
6) 

CG&CS Risk appetite: 
Clinical risk 
target 1 – 6 
 
The Trust 
ensures 
children and 
young people 
are only 

Every  
three  
months  
prior to  
business  
and risk  
Trust 
Board –  
January  
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unable to access a 
CAMHS bed. This 
could result in 
serious harm.  

 Protocol in place for admission of children 
and younger people on to adult wards. 

 The most appropriate beds identified for 
temporary use. 

 CAMHS in-reach arrange to the ward to 
support care planning. 

 Safeguarding policies and procedures. 
 Safer staffing escalation processes. 
 Regular report to board to ensure that 

position does not become accepted 
practice. 

 Safeguarding team scrutiny of all under 18 
admissions. 

 Letter sent to NHS England from Director 
of Nursing & Quality and Medical Director 
expressing concerns.  

 Meetings led by NHSE took place. The 
system is better informed of the challenges 
with agreement to working together to best 
meet the needs of children and young 
people. 
 

through 
integrated 
performanc
e report) 

admitted to an 
adult bed as 
least worst 
option and 
ensure full 
safeguarding 
is in place 
when the need 
arises. This is 
in line with our 
“safety first” 
approach. 

2020 

1151 Risk of being unable 
to recruit qualified 
clinical staff due to 
national shortages 
which could impact 
on the safety and 
quality of current 
services and future 
development.  

 Safer staffing levels for inpatient services 
agreed and monitored. 

 Agreed turnover and stability rates part of 
IPR. 

 Weekly risk scan by DNQ and MD to 
identify any emerging issues, reported 
weekly to EMT. 

 Reporting to the Board through IPR.  
 Datix reporting on staffing levels. 
 Strong links with universities. 
 New students supported whilst on 

placement. 
 Regular advertising. 
 Development of Associate Practitioner. 
 Workforce plans incorporated into new 

business cases. 
 Workforce strategy implementation of 

action plan. 
 Retention plan developed. 
 Workforce plans linked to annual business 

plans. 
 Working in partnership across West 

Yorkshire on international recruitment. 
 Inpatient ward workforce review with 

revised skill mix. Major recruitment drive to 
implement nursing associates via Trainee 
Nurse Associate recruitment. 

 

3 
Moder
ate 

4 
Likely 

12 
 
Amber 
/ high  
(8-12) 

Minimal  
/ low –  
Cauti- 
ous / 
moder- 
ate  
(1 – 6)  
 

 Proposal for On Boarding System to include 
recruitment Microsite. (DHR) 

 Marketing of the Trust as an employer of choice. 
(DHR) 

 Develop new roles e.g. Advanced Nurse Practitioner. 
(DNQ / DHR / MD) 

 Safer staffing reviewing establishment levels. (DNQ) 

 

DHR Ongoing 
given 
external 
influenc
e 
outside 
our 
control 

BDU 
(weekly) 
 
EMT 
(monthly) 
 
Trust Board 
(each 
meeting 
through 
integrated 
performanc
e report) 

6 
 
Yellow 
/ 
moder
ate  
(4-6) 

CG&C
S 

Risk appetite: 
Financial / 
commercial 
risk target  
1 – 6  
 
Links to BAF, 
SO 2 & 3 
 
34 TNA posts 
recruited to 
(October – 
November 
2019) both 
internal and 
external to a 
total 
establishment 
of 52 WTE.  

 

Every  
three  
months  
prior to  
business  
and risk  
Trust 
Board –  
January  
2020 
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1154 Risk of loss of staff 
due to sickness 
absence leading to 
reduced ability to 
meet clinical demand 
etc. 

 Absence management policy. 
 Occupational Health service. 
 Trust Board reporting. 
 Health and well-being survey. 
 Each BDU identified wellbeing groups and 

champions. 
 Enhanced occupational health service. 
 Well-being at Work Partnership Group. 
 Health trainers. 
 Well-being action plans. 
 Core skills training on absence 

management. 
 Extend use of e-rostering. 
 Retention plan developed. 
 HR and service managers ensuring 

consistent application of sickness policy. 
 

3 
Moder
ate 

3 
Possib
le 

9 
 
Amber  
/ High  
(8-12) 

Minimal  
/ low –  
Cauti- 
ous / 
moder- 
ate  
(1 – 6) 

 DHR Ongoing BDU 
(weekly) 
 
EMT 
(monthly) 
 
Trust Board 

6 
 
Yellow 
/ 
moder
ate  
(4-6) 

WRC Risk appetite: 
Financial / 
commercial 
risk target  
1 – 6  
 
Links to BAF, 
SO2 & 3 

 

Every  
three  
months  
prior to  
business  
and risk  
Trust 
Board –  
January  
2020 
 

1157 Risk that the Trust 
does not have a 
diverse and 
representative 
workforce and fails to 
achieve EDS2, 
WRES and WDES. 

 Annual Equality Report. 
 Equality and Inclusion Form. 
 Equality Impact Assessment. 
 Staff Partnership Forum. 
 Development and delivery of joint WRES 

and EDS2 action plan. 
 Targeted career promotion in Schools. 
 Focus development programmes. 
 Review of recruitment with staff networks 

complete. 
 Actions identified in the equality and 

diversity annual report 2017/18. 
 Establishment of staff disability network 

and LGBT network.  
 Links with Universities on widening 

access.  
 Framework for bullying and harassment 

between colleagues. 

3 
Moder
ate 

3 
Possib
le 

9 
 
Amber  
/ High  
(8-12) 

Minimal  
/ low –  
Cauti- 
ous / 
moder- 
ate  
(1 – 6) 

 Development of action plan to tackle harassment 

and bullying from services users and families. (DNQ) 

(Q3 2019/20) 

 Delivery of WRES and EDS2 action plans. (DNQ) 
 

 

DHR Ongoing  EMT 
(quarterly) 
 
E&I 
Committee 
(quarterly) 

6 
 
Yellow 
/ 
moder
ate  
(4-6) 

WRC 
 
E&IC 

Risk appetite: 
Financial / 
commercial 
risk target  
1 – 6  
 
Links to BAF, 
SO2 & 3 

 

Every  
three  
months  
prior to  
business  
and risk  
Trust 
Board –  
January  
2020 
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Organisational level risks within the risk appetite 
 
Risk ID Description of risk Risk level (current /  

pre-mitigation) 
Risk appetite Risk level  

(target) 

695 Risk of adverse impact on clinical services if the Trust is unable to achieve the transitions identified in its strategy. 
 

Yellow / Moderate 
(4-6) 

Minimal / low – cautious /  
Moderate (1-6) 

Yellow / Moderate 
(4-6) 

812 Risk the creation of local place based solutions which change clinical pathways and financial flows could impact adversely on the quality and 
sustainability of other services. 

Amber / High risk 
(8 - 12) 

Open / High 
(8 - 12) 

Amber / High risk 
(8 - 12) 

773 Risk that a lack of engagement with external stakeholders and alignment with commissioning intentions results in not achieving the Trust’s 
strategic ambition. 

Amber / High risk 
(8 - 12) 

Open / High 
(8 - 12) 

Yellow / Moderate 
(4-6) 

1156 Risk that decommissioning of services at short notice makes redeployment difficult and increases risk of redundancy. 
 

Yellow / Moderate 
(4-6) 

Minimal / low – cautious /  
Moderate (1-6) 

Yellow / Moderate 
(4-6) 

1212 Risk that the amount of tendering activity taking place has a negative impact on staff morale which leads to sub-optimal performance and 
increased staff turnover. 

Amber / High risk 
(8 - 12) 

Open / high  
(8 - 12) 

Amber / High risk 
(8 - 12) 

1217 Risk that the Trust has insufficient capacity for change to meet its own and system-wide objectives. Amber / High risk 
(8 - 12) 

Open / high  
(8 - 12) 

Amber / High risk 
(8 - 12) 

1432 
 

Risk of problems with succession planning / talent management. Amber / High risk 
(8 - 12) 

Open / high  
(8 - 12) 

Yellow / Moderate 
(4-6) 

 

 

Risks recommended for closure 
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1369 Risk that a “no-deal” 
Brexit has 
implications for the 
Trust including 
product availability, 
medicines availability 
and staffing. 
 
RECOMMENDED 
FOR CLOSURE. 

 Review regular updates from regulators. 
 National guidance. 
 Workforce plans. 
 National work to ensure medicine 

supplies remain available. 
 Formation of an internal group focussed 

on mitigating potential issues arising from 
Brexit. 

 Local risk register in place. 
 Engagement with local CCGs. 
 Regular completion of sit rep to Brexit 

lead. 
 As of 10 January 2020, the NHS I risk 

team has formally stood down all activity 
in this area.  
 

4 
Major 

3 
Possibl
e 

12 
 
Amber 
/ high 
risk (8 
- 12) 

Minimal  
/ low –  
Cauti- 
ous / 
moder- 
ate  
(1 – 6) 

 Receive national guidance and instruction and 
feedback. (MD) 

 Drugs & Therapeutics Committee to identify 
unlicensed medicines not covered by the national 
centralised stockpile. (MD) 

 Brexit group constituted and meets weekly. 
 Continued engagement with national groups on 

Brexit planning. 
 Desktop exercises on drugs availability have been 

undertaken.  

MD Ongoing EMT 
(monthly) 
 
CG&CS 
(regular) 

4 
 
Yellow
/Moder
ate (1-
6) 

CG&C
S 

Risk appetite: 
Clinical risk 
target 1 – 6 

Every  
three  
months  
prior to  
business  
and risk  
Trust 
Board –  
January  
2020 
 

279 Risk that trust may not 
be competitive in its 
offer to secure Any 
Qualifies Provider 
status for services 
selected by Cluster 
Commissioners. 
 
RECOMMENDED 
FOR CLOSURE. 

 Regular contract review meetings with 
commissioners. 

 National guidance and timetable on Any 
Qualified Provider timetable. 

 Market assessment reviewed as part of 
Business and Risk Board process to 
highlight any pertinent issues. 

 BDU directors’ role in ensuring good 
stakeholder relationships with CCGs and 
other commissioners. 
 

3 
Modera
te 

2 
Unlikely 

6 
 
Yellow 
/ 
moder
ate  
(4-6) 

Minimal  
/ low –  
Cauti- 
ous / 
moder- 
ate  
(1 – 6) 

Recommended for closure DFR TBC EMT 
(monthly) 

6 
 
Yellow 
/ 
moder
ate 
(4-6) 

AC Risk appetite: 
Clinical risk risk 
target 1 – 6  
 

Every  
three  
months  
prior to  
business  
and risk  
Trust 
Board –  
January  
2020 

1216 Risk that the impact 
of General Data 
Protection 

 Implementation plan. 
 Existing data protection policies reviewed 

and compliant by 25 May 2018. 

4 
Major 

2 
Unlikel
y  

8 
 
Amber 

Minimal  
/ low –  
Cauti- 

 Implementation plan monitored by ICIG group which 
includes the update of policies and staff awareness 
training. (DFR / DNQ)  

DFR /  
DNQ 

Novemb
er 2019 
 

Regular 
reports to 
ICIG group 

6 
 
Yellow 

AC Risk appetite: 
Compliance risk 
1 – 6   

Every  
three  
months  
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Regulations (GDPR)   
results in additional 
requirements placed 
on the Trust that are 
not met or result in a 
financial penalty. 
 
RECOMMENDED 
FOR CLOSURE, 
MERGED WITH 
RISK ID 852. 

 Attendance at Yorkshire & Humber IG 
meetings. 

 Internal audit completed on readiness and 
all actions closed. 

 Training provided by Deloitte to Board 
members. 

 Regular updates to Board and audit 
committee. 

 Actions identified in internal audit report 
implemented. 

 Centralisation of Subject Access Request, 
staffing and consistent process. 
 

/ high  
(8-12) 

ous / 
moder- 
ate  
(1 – 6) 
 

 React to national guidance when provided. (DFR / 
DNQ)  

 Progress updates at EMT and Audit Committee. (DFR 
/ DNQ) 

 Internal audit of compliance factored in to the 2019/20 
internal audit plans. 
 

 
Reports to 
Audit 
Committee 

/ 
moder
ate  
(4-6) 

 
 
Links to BAF, 
SO3 
This has been 
delayed given 
the impact of the 
SystmOne 
implementation 
on capacity 

prior to  
business  
and risk  
Trust 
Board –  
January  
2020 
 

 



 
Risk profile (risks outside the risk appetite) – Trust Board 28 January 2020 

=  same risk rating as last quarter  < decreased risk rating since last quarter  RA risk appetite 
!  new risk since last quarter   > increased risk rating since last quarter 

 

 
Consequence 

(impact / 
severity) 

Likelihood (frequency) 

Rare (1) Unlikely (2) Possible (3) Likely (4) Almost 
certain 

(5) 

Catastrophic 
(5) 

  = Risk that the Trust’s IT infrastructure and information systems could be the target of cyber-crime leading to 
theft of personal data. (1080) 

  

Major (4)  < Risk that the Trust may deplete 
its cash given the inability to 
identify sufficient CIPs, the current 
operating environment, and its 
high capital programme committed 
to, leading to an inability to pay 
staff and suppliers without DH 
support. (1076) 
= Risk that young people will 
suffer serious harm as a result of 
waiting for treatment. (1078) 
< Risk that given demand and 
capacity issues across West 
Yorkshire and nationally, children 
and younger people aged 16 and 
17 requiring admission to hospital 
will be unable to access a CAMHS 
bed. This could result in serious 
harm. (1368) 
= Risk of serious harm occurring 
from known patient safety risks. 
(1424) 

= Risk of deterioration in quality of care and financial resources available to commission services due to 
reduction in LA funding. (275) 
= Risk of information governance breach and / or non-compliance with General Data Protection Regulations 
(GDPR) leading to inappropriate circulation and / or use of personal data leading to reputational and public 
confidence risk. (852) 
= Risks to the confidence in services caused by long waiting lists delaying treatment and recovery. (1132) 
= Risk of fire safety – risk of arson at Trust premises leading to loss of life, serious injury and / or reduced bed 
capacity. (1159) 
 

  

Moderate (3)  < Risk that the Trust’s financial 
viability will be affected as a result 
of changes to national funding 
arrangements. (522) 
 

= Risk that wards are not adequately staffed leading to increased temporary staffing which may impact upon 
quality of care and have financial implications. (905) 
< Risk that the Trust could lose business resulting in a loss of sustainability for the full Trust from a financial, 
operational and clinical perspective. (1077) 
= Risk of financial unsustainability if the Trust is unable to meet cost saving requirements and ensure income 
received is sufficient to pay for the services provided. (1114) 
= Risk of potential loss of knowledge, skills and experience of NHS staff due to ageing workforce able to retire in 
the next five years. (1153) 
= Risk of loss of staff due to sickness absence leading to reduced ability to meet clinical demand etc. (1154) 
= Risk that the Trust does not have a diverse and representative workforce and fails to achieve EDS2, WRES and 
DES. (1157) 
= Risk of over reliance on agency staff which could impact on quality and finances. (1158) 
= Risk that improvements in performance against the metrics covering open referrals, invalidated progress notes 
and un-outcomed appointments are not made leading to clinical risk and poor outcomes for service users. (1169) 
= Risk that local tendering of services will increase, impacting on Trust financial viability. (1214) 
< Risk that there will be no bed available in the Trust for someone requiring admission to hospital for PICU or 
mental health adult inpatient treatment and therefore they will need to be admitted to an out of area bed. The 
distance from home will mean that their quality of care will be compromised. (1319) 
< Risk that the use of out of area beds results in a financial overspend and the Trust not achieving its control 
total. (1335) 

= Risk of being unable to recruit 
qualified clinical staff due to national 
shortages which could impact on the 
safety and quality of current services 
and future development. (1151) 

 

Minor (2)   RA (275), (522), (852), (905), (1076), (1077), (1078), (1080), (1114), (1132), (1151), (1153), (1154), (1157), (1158), 
(1159), (1169), (1214), (1319), (1335), (1368), (1424) 

  

Negligible (1)      

 



Risk profile (risks outside risk appetite) – Trust Board 28 January 2020 
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  1151 

1080 

905, 1077, 1114, 
1153, 1154, 1157, 
1158, 1169, 1214, 

1319, 1335 

275, 852, 
1132, 1159 

Score ID Description 

12 275 Risk of deterioration in quality of care and financial resources available to commission services due to 
reduction in LA funding.  

6 522 Risk that the Trust’s financial viability will be affected as a result of changes to national funding 
arrangements.  

12 852 Risk of information governance breach leading to inappropriate circulation and / or use of personal data 
leading to reputational and public confidence risk.  

9 905 Risk that wards are not adequately staffed leading to increased temporary staffing which may impact upon 
quality of care and have financial implications.  

8 1076 Risk that the Trust may deplete its cash given the inability to identify sufficient CIPs, the current operating 
environment, and its high capital programme committed to, leading to an inability to pay staff and suppliers 
without DH support.  

9 1077 Risk that the Trust could lose business resulting in a loss of sustainability for the full Trust from a financial, 
operational and clinical perspective.  

8 1078 Risk that young people will suffer serious harm as a result of waiting for treatment. 

15 1080 Risk that the Trust’s IT infrastructure and information systems could be the target of cyber-crime leading to 
theft of personal data.  

9 1114 Risk of financial unsustainability if the Trust is unable to meet cost saving requirements and ensure 
income received is sufficient to pay for the services provided. 

12 1132 Risks to the Trust’s reputation caused by long waiting lists delaying treatment and recovery.  

12 1151 Risk that the Trust is unable to recruit qualified clinical staff due to national shortages which could impact 
on the safety and quality of current services and future development.  

9 1153 Risk of potential loss of knowledge, skills and experience of NHS staff due to ageing workforce able to 
retire in the next five years.  

9 1154 Risk of loss of staff due to sickness absence leading to reduced ability to meet clinical demand etc.  

9 1157 Risk that the Trust does not have a diverse and representative workforce and fails to achieve EDS2 and 
WRES.  

9 1158 Risk of over reliance on agency staff which could impact on quality and finances.  

12 1159 Risk of fire safety – risk of arson at Trust premises leading to loss of life, serious injury and / or reduced 
bed capacity. 

9 1169 Risk that improvements in performance against the metrics covering open referrals, invalidated progress 
notes and un-outcomed appointments are not made leading to clinical risk and poor outcomes for service 
users.  

9 1214 Risk that local tendering of services will increase, impacting on Trust financial viability 

9 1319 Quality of care will be compromised if people continue to be sent out of area. 

9 1335 Risk that the use of out of area beds results in a financial overspend and the Trust not achieving its control 
total. 

8 1368 Risk that given demand and capacity issues across West Yorkshire and nationally, children and younger 
people aged 16 and 17 requiring admission to hospital will be unable to access a CAMHS bed. This could 
result in serious harm. 

8 1424 Risk of serious harm occurring from known patient safety risks. 
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Q4 
(35 risks) 

Q1 
(23 risks) 

Q2 
(27 risks) 

Q3 
(26 risks) 
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(25 risks) 

Q1 
(24 risks) 

Q2 
(24 risks) 
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(22 risks) 
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Recording Risks: guidance on using the risk grading matrix 

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

Consequence score (severity levels) and examples of descriptors 

1 2 3 4 5 

Domains Negligible Minor Moderate Major Catastrophic 
Impact on the safety of 
patients, staff or public 
(physical/psychological 
harm)  

Minimal injury 
requiring 
no/minimal 
intervention or 
treatment. 

No time off work 

Minor injury or 
illness, requiring 
minor intervention 

Requiring time off 
work for >3 days  

Increase in length 
of hospital stay by 
1-3 days  

Moderate injury  
requiring 
professional 
intervention 

Requiring time off 
work for 4-14 days 

Increase in length 
of hospital stay by 
4-15 days  

RIDDOR/agency 
reportable incident 

An event which 
impacts on a small 
number of patients 

Major injury leading 
to long-term 
incapacity/disability  

Requiring time off 
work for >14 days 

Increase in length of 
hospital stay by >15 
days  

Mismanagement of 
patient care with 
long-term effects  

Incident leading  to 
death  

Multiple permanent 
injuries or 
irreversible health 
effects 

An event which 
impacts on a large 
number of patients 

Quality/complaints/audit  Peripheral 
element of 
treatment or 
service 
suboptimal  

Informal 
complaint/inquiry  

Overall treatment 
or service 
suboptimal  

Formal complaint 
(stage 1)  

Local resolution 

Single failure to 
meet internal 
standards 

Minor implications 
for patient safety if 
unresolved  

Reduced 
performance rating 
if unresolved  

Treatment or 
service has 
significantly 
reduced 
effectiveness 

Formal complaint 
(stage 2) complaint 

Local resolution 
(with potential to go 
to independent 
review)  

Repeated failure to 
meet internal 
standards  

Major patient safety 
implications if 
findings are not 
acted on  

Non-compliance 
with national 
standards with 
significant risk to 
patients if 
unresolved 

Multiple complaints/ 
independent review  

Low performance 
rating  

Critical report 

Totally 
unacceptable level 
or quality of 
treatment/service  

Gross failure of 
patient safety if 
findings not acted 
on  

Inquest/ombudsman 
inquiry  

Gross failure to 
meet national 
standards 

Risk grading matrix       



Consequence score (severity levels) and examples of descriptors 

1 2 3 4 5 

Domains Negligible Minor Moderate Major Catastrophic 
Human resources/ 
organisational 
development/staffing/ 
competence  

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

Low staffing level 
that reduces the 
service quality  

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

Unsafe staffing 
level or 
competence (>1 
day) 

Low staff morale 

Poor staff 
attendance for 
mandatory/key 
training 

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

Unsafe staffing level 
or competence (>5 
days)  

Loss of key staff 

Very low staff 
morale 

No staff attending 
mandatory/ key 
training  

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

Ongoing unsafe 
staffing levels or 
competence 

Loss of several key 
staff  

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

Statutory duty/ 
inspections 

No or minimal 
impact or breech 
of guidance/ 
statutory duty 

Breech of statutory 
legislation  

Reduced 
performance rating 
if unresolved  

Single breech in 
statutory duty 

Challenging 
external 
recommendations/ 
improvement notice 

Enforcement action 

Multiple breeches in 
statutory duty  

Improvement 
notices 

Low performance 
rating  

Critical report 

Multiple breeches in 
statutory duty  

Prosecution 

Complete systems 
change required  

Zero performance 
rating  

Severely critical 
report 

Adverse publicity/ 
reputation  

Rumours 

Potential for 
public concern 

Local media 
coverage –  
short-term 
reduction in public 
confidence  

Elements of public 
expectation not 
being met  

Local media 
coverage – 
long-term reduction 
in public confidence 

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

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

Total loss of public 
confidence  

Business objectives/ 
projects  

Insignificant cost 
increase/ 
schedule 
slippage 

<5 per cent over 
project budget 

Schedule slippage 

5–10 per cent over 
project budget  

Schedule slippage 

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

Schedule slippage 

Key objectives not 
met  

Incident leading >25 
per cent over 
project budget  

Schedule slippage 

Key objectives not 
met  

Finance including 
claims  

Small loss Risk 
of claim remote 

Loss of 0.1–0.25 
per cent of budget 

Claim less than 
£10,000 

Loss of 0.25–0.5 
per cent of budget 

Claim(s) between 
£10,000 and 
£100,000  

Uncertain delivery 
of key 
objective/Loss of 
0.5–1.0 per cent of 
budget  

Claim(s) between 
£100,000 and £1 
million 

Purchasers failing 
to pay on time  

Non-delivery of key 
objective/ Loss of 
>1 per cent of 
budget  

Failure to meet 
specification/ 
slippage 

Loss of contract / 
payment by results 

Claim(s) >£1 million 
Service/business 
interruption 
Environmental impact 

Loss/interruption 
of >1 hour 

Minimal or no 
impact on the 
environment 

Loss/interruption 
of >8 hours 

Minor impact on 
environment 

Loss/interruption of 
>1 day  

Moderate impact on 
environment  

Loss/interruption of 
>1 week  

Major impact on 
environment 

Permanent loss of 
service or facility  

Catastrophic impact 
on environment  

Risk grading matrix       



Table 2 Likelihood score (L)  

What is the likelihood of the consequence occurring? 

The frequency-based score is appropriate in most circumstances and is easier to identify. It 
should be used whenever it is possible to identify a frequency.  

Likelihood score 1 2 3 4 5 

Descriptor Rare Unlikely  Possible Likely Almost certain 

Frequency 
How often might 
it/does it happen 

This will probably 
never happen/recur Do not expect it to 

happen/recur but it is 
possible it may do so 

Might happen or 
recur occasionally Will probably 

happen/recur but it is 
not a persisting issue 

Will undoubtedly 
happen/recur, 
possible 

y frequently 

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

Likelihood 

Consequence  1 2 3 4 5 

Rare Unlikely  Possible Likely Almost certain 

5 Catastrophic 5 10 15 20 25 

4 Major 4 8 12 16 20 

3 Moderate 3 6 9 12 15 

2 Minor 2 4 6 8 10 

1 Negligible 1 2 3 4 5 

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

  1 - 3  Low risk 
4 - 6 Moderate risk 

  8 - 12 High risk 
  15 - 25 Extreme risk 

Instructions for use 

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

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

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

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

Risk grading matrix       



 

Trust Board: 28 January 2020 
Operating Plan 2020/21 

 

 

Trust Board 28 January 2020 
Agenda item 7.1 

Title: Operating Plan 2020/21 

Paper prepared by: Director of Finance and Resources 

Purpose: To provide the Trust Board with an update of the progress being made 

in developing the Trust’s operating plan for 2020/21, national guidance 

and likely deadlines. 

Mission / values: All Trust objectives. 

Any background papers /  

previously considered by: 

Regular finance reports to the Trust Board and Finance, Investment & 

Performance Committee. 

Executive summary: 

 

 At the time of writing this report the detailed planning guidance for 

the 2020/21 operating plan has not been published. The Trust is 

developing its annual plan based on the guidance issued in 2019 

as part of the development of the five year plan development. Any 

adjustments required following publication of the detailed guidance 

will be incorporated. 

 It is expected the Trust will need to make an initial submission early 

to mid-February, likely to include financial and workforce schedules. 

 The Trust is working towards developing a financial plan to deliver 

a £0.5m surplus in line with the control total set in 2019. 

 Contract negotiations are well underway with an expected 

timescale for final agreement of the end of March. Contract 

negotiation parameters are being discussed and agreed at the 

Finance, Investment and Performance Committee. 

 Workforce planning meetings have been held with each BDU. 

 Each BDU and corporate service is in the process of meeting with 

the Director of Finance to review their initial financial plans, 

including the identification of cost pressures and cost improvement 

projects (CIPs). 

 Capital plans are being prioritised with the aim of meeting the target 

established in the five year plan submission of £8.6m. 

 The Trust Board needs to agree the governance and approval 

mechanisms for the expected draft submission of operating plan 

schedules by early-mid February. 

 In line with the Trust risk appetite statement which aims for financial 

risk of 1-6.  Any implications on clinical risk must also be taken into 

account. 

Recommendation: 

 

Trust Board is asked to DISCUSS and COMMENT on this report. 

It is recommended the Trust Finance, Investment & Performance 

Committee members carry out a detailed review of the draft 

planning schedules to be submitted in February and that a 
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meeting / call for all Board members is arranged for final approval 

of the draft plan ahead of the submission date. 

Private session: Not applicable. 
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Trust Board 28 January 2020 

Agenda item 7.2 

Title: South Yorkshire update including the South Yorkshire and 

Bassetlaw Integrated Care System (SYB ICS)  

Paper prepared by: Director of Human Resources, organisational development and 

estates / Director of strategy 

Purpose: 

 

The purpose of this paper is to update the Trust Board on the 

developments within the South Yorkshire and Bassetlaw Integrated 

Care System (ICS), and Barnsley integrated care developments. 

Mission/values: 

 

The Trust’s mission to enable people to reach their potential and 

live well in their communities will require strong partnerships 

working across the different health economies. It is, therefore, 

important that the Trust plays an active role in the South Yorkshire 

and Bassetlaw ICS. 

Any background papers/ 

previously considered by:  

The Trust Board have received regular updates on the progress 

and developments in the SYB ICS), including Barnsley Integrated 

Care Developments. 

Executive summary: 1. SYB ICS Update 

The attached paper provides an update from the Chief Executive of 

South Yorkshire and Bassetlaw Integrated Care System (ICS) and 

covers: 

 ICS Leaders Update 

 Meeting of the Health Oversight Board and Health 

Executive Group 

 NHS Long Term Plan Update 

 Performance Scorecard 

 

2. SYB ICS Mental Health, Learning Disabilities and Autism 

programme 

The ICS Mental Health Executive steering group has a number of 

programmes of work that have been prioritised, below is an update 

on some of these programmes: 

Individual Placement and Support (IPS) - Provision of IPS 

services is variable across the ICS and the bid submitted as part of 

the wave 2 funding to ensure that IPS services are available across 

the ICS has been successful. Following a successful procurement 

process, the Trust is a key partner in this programme and is 
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recruiting to new posts to deliver this service in Barnsley. The 

SY&B IPS wave 2 roll out is progressing well with South Yorkshire 

Housing (SYHA) being the lead provider and coordinating the 

mobilisation process, all the posts have been advertised across 

SY&B. South West Yorkshire Partnership NHS Foundation Trust 

(SWYFT) staff are involved in the recruitment process and good 

links are already in place with the local teams. It is anticipated that 

the new workers will be in post for late December, early January. 

The partnership agreement between SYHA and the Trust has been 

agreed and signed. 

Mental Health Liaison and Crisis Care - The Trust in partnership 

with Barnsley Clinical Commissioning Group (CCG), recently 

submitted two bids to NHS England for additional transformational 

funding as part of the SYB ICS Bids. One bid (circa £500,000) was 

to enable the all-age mental health liaison service to achieve ‘Core 

24’ status and the second bid (circa £231,000) was to enable 

Barnsley to enhance alternatives to crisis support to be delivered 

through an extension to its current IHBT provision; in terms of 

resources and skill mix and in accordance with Fidelity to the 

Model.  Recruitment and mobilisation is underway in relation to all 

the new investment; and in terms of the additional Core 24 

resources, this includes new Consultant Psychiatry roles. New 

roles have also been agreed as an Advanced Nurse Practitioner 

and two Specialist Practitioners who will build on existing service 

improvements and develop further the work with high intensity 

service users across the local system. This will be underpinned by 

a multi-agency and proactive systems approach, and is expected to 

have a significant impact on reducing Accident and Emergency 

attendance and building resilience in individuals experiencing 

mental health crisis. 

NHS England specialised commissioning New Models of Care 

- The Specialist Forensic providers across the ICS are working 

together to develop a Lead provider model for Forensic services. 

The bid submitted to NHSE by the partners is on the development 

track with a gateway review / sign off by April 2020, with the 

intention of going live from October 2020. The Trust is not a partner 

in the delivery of the model in South Yorkshire (Lead for the 

equivalent model in the West Yorkshire and Harrogate Health and 

Care Partnership) however will continue to work with providers in 

South Yorkshire to ensure that pathways in to care and the impact 

on community services is considered as part of the development 

phase.  

The Quit programme is now being implemented in inpatient 

mental health services in Barnsley. New band 8A and band 6 posts 

are being recruited, and admin support arranged.  An internal QUIT 

steering group is in place which is strongly linked in to the wider 

local and ICS wide systems. SWYFT staff are participating in ICS 



Trust Board: 28 January 2020 
South Yorkshire update including the South Yorkshire and Bassetlaw Integrated Care System 
 
 

steering groups and workshops and are actively engaged with 

colleagues in other trusts in mapping out mental health acute 

pathways for service users stopping smoking. There is a workforce 

and development programme in place and the Trust already has a 

number of acute staff trained in brief interventions and level 2 

smoking cessation. 

3. Barnsley Integrated Care update 

The Barnsley Clinical Commissioning Group (CCG) continues to 

work with partners through the place based Integrated Care 

Partnership which includes the Trust to develop joined up 

integrated care. Partners across Barnsley continue to work together 

to develop integrated models of care, this includes an integrated 

model of care that delivers enhanced care in the community 

through Primary Care Networks (PCNs) and Community Services  

as part of the neighbourhood model. This is a significant change 

programme with phase one expected to be operational by April 

2020. The Trust is also a key partner in developing an integrated 

model of care for stroke that will be fully operational by April 2020 

with a new Early Supported Discharge service in place. 

 
Risk Appetite 

This update supports the risk appetite identified in the Trust’s 

organisational risk register. 

Recommendation: Trust Board is asked to NOTE the update from the SYBICS and 

Barnsley integrated care developments. 

Private session: Not applicable. 
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South Yorkshire and Bassetlaw Integrated Care System CEO Report 

SOUTH YORKSHIRE AND BASSETLAW 
INTEGRATED CARE SYSTEM 

HEALTH EXECUTIVE GROUP 

14 January 2020 

Author(s) Andrew Cash, Chief Executive, South Yorkshire and Bassetlaw Integrated 
Care System 

Sponsor 

Is your report for Approval / Consideration / Noting 

For noting and discussion 

Links to the STP (please tick) 

Reduce 
inequalities

Join up health 

and care

Invest and grow 
primary and 

community care 

Treat the whole 
person, mental 

and physical  

Standardise 
acute hospital 

care 

Simplify urgent 

and emergency 

care 

Develop our 
workforce

Use the best 
technology 

Create financial 
sustainability 

Work with 
patients and the 

public to do this 

Are there any resource implications (including Financial, Staffing etc)? 

N/A 

Summary of key issues 

This monthly paper from the South Yorkshire and Bassetlaw Chief Executive provides a summary 
update on the work of the South Yorkshire and Bassetlaw Integrated Care System (SYB ICS) for 
the month of December 2019. 

Recommendations 

The SYB Collaborative Partnership Board (CPB) and SYB ICS Health Executive Group (HEG) 
partners are asked to note the update and Chief Executives and Accountable Officers are asked to 
share the paper with their individual Boards, Governing Bodies and Committees. 

Enclosure B
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SOUTH YORKSHIRE AND BASSETLAW 
INTEGRATED CARE SYSTEM 

14 January 2020 

1. Purpose

This paper from the South Yorkshire and Bassetlaw Integrated Care System Chief Executive 
provides an update on the work of the South Yorkshire and Bassetlaw Integrated Care System for 
the month of December 2019. 

2. Summary update for activity during December 2019

2.1 ICS Leaders Update

The North East and Yorkshire STP/ICS Leaders meeting took place on Wednesday December 4th. 
Discussions covered the soon to be published People Plan, workforce plans across the region, the 
publication of local responses to the NHS Long Term Plan, performance over winter and feedback 
from the National team. 

2.2 Health Oversight Board and Health Executive Group 

The meetings of the Health Oversight Board (HOB) and Health Executive Group (HEG) coincided 
on December 16th, allowing members of both groups to meet and have discussion informally. 
Feedback from the opportunity to share views and ideas in this way was very positive and we will 
look to bring the members together more frequently as a result. 

2.3 NHS Long Term Plan 

Following the outcome of the General Election, a new Conservative-led Government is now in 
place and will to take forward its mandate for health and care. This includes enshrining in law the 
NHS Long Term Plan which is expected within the coming months. The September 2019 NHS 
England and Improvement document ‘The NHS’s recommendations to Government and 
Parliament for an NHS Bill’ outlines in the detail the recommendations for a Bill and includes 
promoting collaboration, increasing flexibility of national payment systems, integrated service 
provision, managing resources effectively, getting better value for the NHS, every part of the NHS 
working together, shared responsibility and planning services together. 

2.3 Performance Scorecard 

The attached scorecards show our collective position at December 2019 (using predominantly 
October and November 2019 data) as compared with other areas in the North of England and also 
with the other nine advanced ICSs in the country.  

As in December’s report, we continue to be green in six of the ten constitutional standards: six 
week diagnostics, two week cancer waits, two week cancer breast waits and 31 day cancer waits, 
Early Intervention in Psychosis (EIP) and IAPT recovery. Our overall performance as a System, 
while still below the constitutional standard in four areas, remains one of the best in the country. 
We outperform other ICS in the North and also those that are First Wave. 

At month 8 the Year to Date position is £2 million ahead of plan. Three provider organisations 
continue to report positions that are adverse to plan. All other organisations are forecasting to 
achieve plan. Assurances on achieving forecast outturn are being sought alongside routine 
monitoring and managing of risks, with escalation procedures in place if needed.  
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Andrew Cash 
Chief Executive, South Yorkshire and Bassetlaw Integrated Care System 

Date 7 January 2020 
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Agenda item 7.3 

Title: West Yorkshire & Harrogate Health and Care Partnership and 
Local Integrated Care Partnerships update 

Paper prepared by: Director of Strategy  

Director Provider Development 

Purpose: 

 

The purpose of this paper is to provide the Trust Board:  

1. With an update on the development of the West Yorkshire and 

Harrogate Health and Care Partnership 

2. Local Integrated Care Partnership developments  

Mission / values: 

 

The development of joined up care through place-based plans is 

central to the Trust’s strategy. As such it is supportive of our mission, 

particularly to help people to live well in their communities. 

The way in which the Trust approaches strategy and strategic 

developments must be in accordance with our values. The 

approach is in line with our values - being relevant today and ready 

for tomorrow. This report aims to assist the Trust Board in shaping 

and agreeing the strategic direction and support for collaborative 

developments that support the Trust’s strategic ambitions. 

Any background papers /  

previously considered by: 

Strategic discussions and updates on place based plans have taken 

place regularly at Trust Board including an update to September Trust 

Board. 

Executive summary: 

 

The Trust’s Strategy outlines the importance of the Trust’s role in each 

place it provides services, including the West Yorkshire and Harrogate 

Health and Care Partnership (WY&H HCP): West Yorkshire and 

Harrogate Health and Care Partnership: 

 WY&H HCP has evolved in to a maturing Integrated Care System 

(ICS) that is now playing a stronger role in system performance 

and transformation including developing the 5 year plan in 

response to the NHS Long Term Plan. The plan builds on the 

programmes and work initiated and developed over the last few 

years across each of the places that make up the ICS. 

Engagement with partners has shaped the draft plan is available to 

view in full. It is anticipated the plan will be launched more formally 

following the publication of the national 5 year plan. 

 The ICS Memorandum of Understanding (MoU) has been 

reviewed and as arrangements are ‘bedding in’ a light review has 

been carried out. The full MoU is attached with papers for Trust 

Board members to review. 

 The ICS five year strategy sets out an ambition to increase the 

diversity of leadership across all organisations, and improve the 

experiences of staff from British, Asian and Minority Ethnic (BAME) 
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communities. The ICS Leadership team engaged in a conversation 

about an inclusive workforce as part of its celebration of Black 

History Month last October. This was followed by an event that 

was held this month, with over 30 people in attendance from 

partner organisations including chairs of Black Minority Ethnic Staff 

Networks (BMESN) from across the partnership. The Trust CEO 

and chair of the BAME staff network played a key role in the event. 

 The future commissioning structure arrangements (termed ‘Steady 

State Commissioning’) and principles for all the WY&H Lead 

Provider Collaboratives are currently being reviewed with a view to 

identifying a preferred option. The Trust’s commissioning 

responsibilities as Lead Provider for the Forensics Lead Provider 

Collaborative (from April 2021) will be discharged through the 

Steady State Commissioning arrangements within WY&H, and we 

are therefore proactively engaged in the work on appraising the 

commissioning options. 

 

We continue to work with partners to develop and deliver joined up 

care and transform services and support. The paper provides an 

update that includes notable developments in the following places: 

  
 Kirklees  

 Calderdale 

 Wakefield 

 

Risk Appetite 

The development of strategic partnerships and the development and 

delivery of place-based plans is in line with the Trust’s risk appetite 

supporting the development of integrated, joined up care and services 

that are sustainable. Risks to the Trust’s services in each place will 

need to be reviewed and managed as the partnerships develop to 

ensure that they do not have a negative impact upon services, clinical 

and financial flows. 

Recommendation: 

 

Trust Board is asked to RECEIVE and NOTE the updates on the 

development of Integrated Care Partnerships and collaborations 

including: 

 West Yorkshire and Harrogate Health and Care Partnership  

 Review and approve the revised draft MoU 

 Wakefield 

 Calderdale  

 Kirklees 

 Receive the minutes of relevant partnership boards 

Private session: Not applicable. 
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1. Introduction 
The purpose of this paper is to provide an update to the Trust Board on the West Yorkshire 
and Harrogate Health and Care Partnership (WY&H HCP) focusing on developments that are 
of importance or relevance to the Trust. The paper will also include a brief update on key 
developments in local places that the Trust provides services that are aligned to the ambitions 
of the WY&H HCP and the Trust’s strategic ambitions. 
 
 
2. Background 
Led by the Trust’s Chief Executive, Rob Webster, West Yorkshire and Harrogate Health and 
Care Partnership was formed in 2016 as one of 44 Sustainability and Transformation 
Partnerships (STPs). It brings together all health and care organisations in six places: 
Bradford District and Craven, Calderdale, Harrogate, Kirklees, Leeds and Wakefield.  

The West Yorkshire and Harrogate Health and Care Partnership emphasises the importance 
of place-based plans where the majority of the work happens in each of the six places 
(Bradford, Calderdale, Harrogate, Kirklees, Leeds and Wakefield). These build on existing 
partnerships, relationships and health and wellbeing strategies.  

Collaboration is emphasised at West Yorkshire and Harrogate (WY&H) level when it is better 
to provide services over a larger footprint; there is benefit in doing the work once and where 
‘wicked’ problems can be solved collaboratively. The Partnerships priorities, ambitions and 
progress are set out in the ‘Our Next Steps to Better Health and Care for Everyone’ document. 
This is currently being refreshed as part of developing the Partnership 5 year strategy and 
plan. The Partnership in line with the ambitions of the NHS Long Term Plan is increasingly 
adopting a stronger role in oversight and coordination of planning and performance and 
transformation and delivery. 
 
 
3. Update – Progress West Yorkshire and Harrogate Health and Care Partnership 
 
3.1 System Oversight and Assurance Group (SOAG) 
The primary objectives of this group include oversight of progress for all the West Yorkshire 
and Harrogate priority programmes and system performance. Key points from the meeting 
include the following: 
 

 Winter Delivery Agreement - The ICS has overseen the development of an 
agreement. The agreement sets out how organisations are expected to work together 
to maximise capacity, both in hospitals and in the community during winter. To 
complement actions being taken in each place, led by A&E Delivery Boards, it was 
agreed that the Urgent Emergency Care Programme should coordinate additional 
action across WY&H including an Integrated Winter Room for WY&H. The Trust is a 
key partner in the agreement and is actively contributing to the delivery of place 
based winter plans. 
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4. ICS Five Year Strategy and Plan 
The Draft strategy and plan has been co-produced with significant input from stakeholders 
and partners. (The draft strategy has previously been discussed at Trust Board and the 
ICS Partnership Board). The document incorporates the updated priorities from each 
programme and builds on the existing work of the partnership.  A suite of information products 
have also been produced to support the communication of the Plan.  The draft plan and 
supporting materials will be available on the partnership website from the end of January 
2020. The formal publication of the plan will follow the publication of the national plan. The 
Trust as a key partner has contributed to the plan. The Trust’s contribution to the plan 
and alignment of the plan to the Trust strategy was discussed at the last Trust Board 
meeting. 
 
 
5. Suicide prevention campaign 
Reducing suicide by 10% across West Yorkshire and Harrogate by 2020/21 and achieving a 
75% reduction in targeted areas by 2022 is one of the Partnership’s ten big ambitions. It is 
highlighted in the Partnership’s draft Five Year Strategy and the Mental Health, Learning 
Disability and Autism Five Year Plan. This ambition supports and complements the work 
taking place in the six local places that make up the Partnership. 
 
In addition to the significant work already underway across the partnership, the System 
Leadership Executive Group supported the development of a campaign that will be co-
produced with communities. Insight from the engagement will shape the campaign. The 
engagement and involvement of people from communities including those bereaved by 
suicide will provide opportunities for people to engage in conversations about mental health 
and suicide with a focus on empowering people. It aims to build an active network of valued 
influencer that inspire individual action; encouraging communities to look out for vulnerable 
people, providing resilience messages at a local level, reduce suicide in the identified target 
audience and highlighting support services for those affected by bereavement. The Trust is 
leading the suicide prevention programme on behalf of the partnership and this 
campaign will support the overall ambitions of the programme. 
 
 
6. Mental Health Concordats 
The Mental Health Crisis Care Concordat is a national agreement between services and 
agencies involved in the care and support of people in crisis. It sets out how organisations will 
work together better to make sure that people get the help they need when they are having a 
mental health crisis. WY&H are considering becoming the first integrated care system to take 
forward this work. The Mental Health Prevention Concordat is underpinned by an 
understanding that taking a prevention-focused approach to improving the public’s mental 
health is shown to make a valuable contribution to achieving a fairer and more equitable 
society. The concordat promotes evidence-based planning and commissioning to increase the 
impact on reducing health inequalities – a priority for the Partnership and the Trust. To sign up 
to the concordat the Partnership will complete a Prevention Concordat Commitment plan 
which will be assessed by Public Health England. System leaders approved the development 
of the submission of the Mental Health Concordat for the Partnership. The Trust is a working 
with partners in each place to ensure that wider determinants of health are addressed 
to tackle inequalities experienced by people with mental health and learning 
disabilities. The Trust is also working with partners in place to further develop and 
embed approaches that are supported by Creative Minds and Recovery Colleges 
including increasing physical activity, creativity and arts to support wellbeing. 
 
 
7. Diverse Workforce and BAME Leadership 
The ICS five year strategy sets out an ambition to increase the diversity of leadership across 
all organisations, and improve the experiences of staff from British, Asian and Minority Ethnic 
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(BAME) communities. The ICS Leadership team engaged in a conversation about an inclusive 
workforce as part of its celebration of Black History Month last October. This was followed by 
an event that was held this month, with over 30 people in attendance from partner 
organisations including chairs of Black Minority Ethnic Staff Networks (BMESN from across 
the partnership. The event was led by Fatima Khan-Shah member of the core ICS team and 
programme lead for carers. The Trust CEO and Cherill Watterston, Chair of the Trust BMESN, 
were speakers at the event, with Cherill sharing her leadership journey. The CEO challenged 
the group to be ambitious in their vision and bold in defining the actions they felt were needed 
to turn the dial on a more equal and diverse workforce. Recommendations from the event will 
be shared with the ICS System Leadership Group in February. The Trust is key partner in 
this emerging network and programme of work. The Trust has made some progress on 
this agenda with a more diverse Board, established networks and improvements in 
some of the Workforce Race Equality (WRES) standards. However we still have more to 
do, and will be able to work with others across the partnership to continue to develop a 
more equal health and care system for staff, service users, carers and communities. 
 
 
8. First Annual review of the Partnership Memorandum of Understanding (MoU) 
The partnership MoU was established with significant engagement with partners and was 
discussed and supported by Trust Board last year. The MoU has been reviewed to ensure it 
remains consistent with the evolving requirements of the Partnership as an ICS. Given that 
many of the arrangements outlined in the MoU are still maturing and ‘bedding in’ the MoU 
review at this stage has been ‘light touch’ and this will be followed by a more comprehensive 
review in Autumn 2020, supported by a self-assessment by each partnership governance 
group. 
 
The proposed updates to the MoU include the following: 

 Updated the MoU to reflect the revised priorities and programmes set out in the 5 year 
draft  plan  

 A section in the MoU on arrangements for involving patients, service users and the 
public 

 Representation of PCNs and independent sector in partnership arrangements 

 Updated Partnership Board Terms of Reference to make provision for process of 
delegated decision making between meetings.  
 

This Memorandum does not affect the individual sovereignty of Partners or their statutory 
decision-making responsibilities. The MoU in full is attached for Trust Board members to 
review and approve. 
 
 
9. WYH approach to the future of commissioning arrangements  
This is being progressed; the changes will ensure that commissioning continues to be 
delivered at place through Clinical Commissioning Groups (CCGs), joint arrangements with 
local authorities and increasingly through provider alliances. There is also work to understand 
what can be commissioned once across the ICS. 
 
 
10. West Yorkshire Mental Health, Learning Disability and Autism Services 

Collaborative (WYMHSC) Committees in Common (CiC) 
The WYMHSC CiC continues to meet and drive forward the agreed transformation areas 
across the system in line with the national improvements set out in the NHS Long Term Plan. 
At the time of writing this report, the next meeting of the CiC takes place on Tuesday, 21 
January 2020. 
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10.1 West Yorkshire Mental Health, Learning Disability and Autism Services 
Collaborative update  

Progress is being made against all programmes as reported through the Trust Integrated 
Performance Report and through the Committees in Common for mental health, learning 
disability and autism providers. Key developments to note include: 

 Specialist Community Forensic Team Pilot Wave 2: The Trust submitted a bid on 
behalf of the West Yorkshire Forensic Provider Collaborative for Wave 2 selection. 
This bid was successful and is being mobilised. Regular meetings are taking place with 
NHS England representatives to review the implementation plan and service delivery. 
The Trust is actively participating in a national learning set in respect of the national roll 
out of specialist community forensic teams, and applying learning to our own team’s 
operation as appropriate.  

 West Yorkshire Adult Eating Disorders Provider Collaborative application and 
Lead Provider Collaboratives: Leeds & York Partnership NHS Foundation Trust 
(LYPFT), as a Lead Provider Collaborative on the NHS England ‘fast track’, submitted 
a final business case to NHS England for approval on 29 November 2019. The Trust 
(along with LYPFT as lead provider, and the other two partners Bradford District Care 
Trust [BDCT] and Tees Esk and Wear Valleys NHS Foundation Trust [TEWV]) was a 
signature to a Partnership Agreement in fulfilment of the Lead Provider Collaborative 
functions. The business case successfully completed the NHS England Gateway 
process, and the Provider Collaborative will move to a full contract from 1 April 2020. 
 
The LYPFT Director of Finance (DoF) will be the lead for the commissioning 
responsibilities of the Provider Collaborative (PC), and the LYPFT Chief Operating 
Officer (COO) will be accountable for delivery of services across the PC. The PC 
governance structure includes a programme board which will report into the LYPFT 
Trust Board, thus ensuring non-executive director oversight in the lead provider. 
 
The PC Commissioning Team will report to the WY&H Specialised Mental Health, 
Learning Disabilities & Autism (MH, LD & A) Programme Board, and will provide 
assurance to LYPFT Trust Board that commissioning activities are being overseen. 
The future commissioning structure arrangements (termed ‘Steady State 
Commissioning’) and principles for all the WY&H Lead Provider Collaboratives are 
currently being reviewed with a view to identifying a preferred option. There are papers 
on the agendas for the meeting of the Committees in Common on 21 January 2020 
and the meeting of the Specialised MH, LD & A Programme Board on 24 January 
2020, which summarise the work undertaken to date on the options for Lead Provider 
Collaboratives in WY&H, and make recommendations for next steps. The Trust’s 
commissioning responsibilities as Lead Provider for the Forensics Lead 
Provider Collaborative (from April 2021) will be discharged through the Steady 
State Commissioning arrangements within WY&H, and we are therefore 
proactively engaged in the work on appraising the commissioning options. 
 

 
11. Local Integrated Care Partnerships - key developments 
A number of the places in which the Trust provides services are part of the WY&H HCP. 
These include Kirklees, Calderdale and Wakefield. Barnsley is part of the South Yorkshire and 
Bassetlaw Integrated Care System (ICS) that the Trust is a partner within. Notable 
developments include the following: 
 
11.1 Calderdale  
Calderdale partners are working together to deliver integrated, joined up care. Calderdale 
Cares is being progressed and five Locality Networks (PCNs) have been established across 
Calderdale. The Trust has been working with partners to develop an alliance approach 
to delivering care close to home and Calderdale Cares, this is in the early stages of 
development. The Trust has also been fully engaged with the PCNs and these are at 
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varying degrees of maturity, North Halifax PCN is prototyping a mental health and 
wellbeing hub and we are a key partner in developing this. The Trust continues to be a 
partner in the Calderdale Active programme that is led by the Local Authority, funding 
has been received to support additional peer support workers placed in the Recovery 
Colleges (RC) as part of this programme, with the aim of building on the work that the 
RC already do to support people’s wellbeing. A further proposal has been supported to 
develop additional capacity to accelerate system change across all Trust services in 
Calderdale. We continue to work with partners to accelerate the Calderdale approach to 
arts and wellbeing. Additional capacity has been supported to develop a work 
programme over the next 12 months. 
 
11.2 The Wakefield Integrated Care Partnership and Mental Health Alliance 
The Wakefield partnership has continued to progress the integration agenda through the 
Integrated Care Partnership (ICP). A paper summarising the output of the November meeting 
was approved at the December ICP meeting, and largely focused on system structure, 
priorities for the next year, and the function of the ICP going forward. 
 
The Mental Health Alliance is currently focused on the Alliance Plan for 2020/21, which 
includes developing and agreeing the investment priorities for 2020/21. The January Alliance 
meeting concentrated on the review and clarification of the first iteration of proposals for 
investment against the CCG available investment in 2020/21 of £1.3 million (recurrent). The 
governance ‘sign off’ for the Mental Health Alliance plan (which is not just about the additional 
financial investment) will be through the Wakefield ICP Board meeting on 25 February 2020, 
and the Wakefield CCG Governing Body meeting on 10 March 2020. 
 
The Children and Young People’s (C&YP) plan for 2019-22 was ‘signed off’ on 5 November 
2019 at the Children & Young Peoples’ Partnership Board meeting, and emotional health and 
wellbeing is one of the four key priorities in the C&YP Plan. The Trust has a key role in 
supporting this priority area through the provision of CAMHS services in Wakefield.  The 
Director of Provider Development (along with the CCG Director of Commissioning) is Board 
joint SRO for this priority. Future in Mind and the Local Transformation Plan - this was 
completed in November 2019 and is posted on the CCG’s website as required by NHSE/I. 
 
11.3 Kirklees 
System leaders have continued to meet and the Trust is a key partner in shaping the 
developments of integrated care across Kirklees. The Trust is leading the development of 
proposals to strengthen mental health and wellbeing through a partnership approach across 
Kirklees through the development of an Alliance. Further engagement continues to take place 
with key strategic leads across the system to clarify and develop the engagement plan, 
governance arrangements and scope.  An engagement workshop at the end of January with 
carers and service users has been planned. The first meeting of the Alliance will be held in 
early February 2020. As the proposals for an Alliance are developed and co-produced with 
partners in Kirklees, due diligence will be carried out as part of moving the proposals forward. 
Kirklees took part in an ICS peer review in November and members of the Executive team 
contributed to this as a partner in the system.  
 
Recommendations  

 Trust Board is asked to receive and note the update on the development of 
Integrated Care Systems and collaborations: 

o West Yorkshire and Harrogate Health and Care Partnership   
 Review and approve the revised MoU 

o Calderdale  
o Wakefield 
o Kirklees 

 Receive the minutes of relevant partnership boards. 
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Appendix - Links to relevant partnership meetings and papers 

 
1. West Yorkshire & Harrogate Health & Care Partnership Board -  

2. West Yorkshire & Harrogate Health & Care Partnership System Leadership Executive - 

https://www.wyhpartnership.co.uk/blog 
3. West Yorkshire & Harrogate Health & Care Partnership System Oversight and Assurance Group - 

https://www.wyhpartnership.co.uk/blog 
4. Calderdale Health and Wellbeing Board - 

https://www.calderdale.gov.uk/council/councillors/councilmeetings/index.jsp 
5. Kirklees Health and Wellbeing Board - 

https://democracy.kirklees.gov.uk/ieListMeetings.aspx?CId=159&Year=0 

6. Wakefield Health and Wellbeing Board - http://www.wakefield.gov.uk/health-care-and-
advice/public-health/what-is-public-health/health-wellbeing-board 

 

https://www.wyhpartnership.co.uk/blog
https://www.wyhpartnership.co.uk/blog
https://www.calderdale.gov.uk/council/councillors/councilmeetings/index.jsp
https://democracy.kirklees.gov.uk/ieListMeetings.aspx?CId=159&Year=0
http://www.wakefield.gov.uk/health-care-and-advice/public-health/what-is-public-health/health-wellbeing-board
http://www.wakefield.gov.uk/health-care-and-advice/public-health/what-is-public-health/health-wellbeing-board


West Yorkshire and Harrogate Memorandum of Understanding 
 
Addendum to Version 2 20.12.19 
 
 
In Version 3 of the Memorandum of Understanding, Paras 3.11 and 3.12 have 
been replaced with the following: 
 
 
3.11 Our ambitions for improving health outcomes, joining up care locally, and  

living within our financial means were set out in our STP plan (November 
2016, available at: https://wyhpartnership.co.uk/meetings-and-
publications/publications). This Memorandum reaffirms our shared 
commitment to achieving these ambitions and to the further commitments 
made in Next Steps for the West Yorkshire and Harrogate Health and Care 
Partnership, published in February 2018 and the Partnership 5 Year Plan, 
developed in 2019. 

 
 
3.12 We have agreed the following big ambitions for our Partnership. We will:  

 
• increase the years of life that people live in good health in West 

Yorkshire and Harrogate compared to the rest of England. We will 
reduce the gap in life expectancy by 5% (six months of life for men and 
five months of life for women) between the people living in our most 
deprived communities compared with the least deprived communities 
by 2024. 

 
• achieve a 10% reduction in the gap in life expectancy between people 

with mental ill health, learning disabilities and autism and the rest of the 
population by 2024 (approx. 220,000 people). In doing this we will 
focus on early support for children and young people. 

 
• address the health inequality gap for children living in households with 

the lowest incomes. This will be central for our approach to improving 
outcomes by 2024. This will include halting the trend in childhood 
obesity, including those children living in poverty. 

 
• by 2024 we will have increased our early diagnosis rates for cancer, 

ensuring at least 1,000 more people will have the chance of curative 
treatment. 

 
• reduce suicide by 10% across West Yorkshire and Harrogate by 

2020/21 and achieve a 75% reduction in targeted areas by 2022. 
 

• achieve at least a 10% reduction in anti-microbial resistance infections 
by 2024 by, for example, reducing antibiotic use by 15%. 

 
• achieve a 50% reduction in stillbirths, neonatal deaths and brain 

injuries and a reduction in maternal morbidity and mortality by 2025. 



 
 

• have a more diverse leadership that better reflects the broad range of 
talent in West Yorkshire and Harrogate, helping to ensure that the poor 
experiences in the workplace that are particularly high for Black, Asian 
and Minority Ethnic (BAME) staff will become a thing of the past. 

 
• aspire to become a global leader in responding to the climate 

emergency through increased mitigation, investment and culture change 
throughout our system. 

 
• strengthen local economic growth by reducing health inequalities and 

improving skills, increasing productivity and the earning power of 
people and our region as a whole. 

 
 
 
14.01.20 
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Foreword  
 
Since the creation of West Yorkshire and Harrogate Health and Care Partnership in 
March 2016, the way we work has been further strengthened by a shared commitment 
to deliver the best care and outcomes possible for the 2.7 million people living in our 
area. 

 
Our commitment remains the same and our goal is simple: we want everyone in West 
Yorkshire and Harrogate to have a great start in life, and the support they need to stay 
healthy and live longer. We are committed to tackling health inequalities and to 
improving the lives of the poorest fastest. Our commitment to an NHS free at the point 
of delivery remains steadfast, and our response to the challenges we face is to 
strengthen our partnerships. 

 
The proposals set out in our plan are firming up into specific actions, backed by 
investments. This is being done with the help of our staff and communities, alongside 
their representatives, including voluntary, community organisations and local 
councillors. Our bottom-up approach means that this is happening at both a local and 
WY&H level which puts people, not organisations, at the heart of everything we do. 

 
We have agreed this Memorandum of Understanding to strengthen our joint working 
arrangements and to support the next stage of development of our Partnership. It 
builds on our existing collaborative work to establish more robust mutual accountability 
and break down barriers between our separate organisations. 

 
Our partnership is already making a difference. We have attracted additional funding 
for people with a learning disability, and for cancer diagnostics, diabetes and a new 
child and adolescent mental health unit. 

 
However, we know there is a lot more to do. The health and care system is under 
significant pressure, and we also need to address some significant health challenges. 
For example we have higher than average obesity levels, and over 200,000 people are 
at risk of diabetes. There are 3,600 stroke incidents across our area and we have 
developed a strategic case for change for stroke from prevention to after care and are 
identifying and treating people at high risk of having a stroke. 

 
We all agree that working more closely together is the only way we can tackle these 
challenges and achieve our ambitions. This Memorandum demonstrates our clear 
commitment to do this. 

 
 
 

Rob Webster 
West Yorkshire and Harrogate Health and Care Partnership Lead 
CEO South West Yorkshire Partnership NHS FT 

1 
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1. Parties to the Memorandum 
 
1.1. The members of the West Yorkshire and Harrogate Health and Care 

Partnership (the Partnership), and parties to this Memorandum, are: 
 

Local Authorities 
 

• City of Bradford Metropolitan District Council 
• Calderdale Council 
• Craven District Council 
• Harrogate Borough Council 
• Kirklees Council 
• Leeds City Council 
• North Yorkshire County Council1 

• The Council of the City of Wakefield 
 

NHS Commissioners 
 

• NHS Airedale, Wharfedale and Craven CCG 
• NHS Bradford City CCG 
• NHS Bradford Districts CCG 
• NHS Calderdale CCG 
• NHS Greater Huddersfield CCG 
• NHS Harrogate and Rural District CCG 
• NHS Leeds CCG 
• NHS North Kirklees CCG 
• NHS Wakefield CCG 
• NHS England 

 
NHS Service Providers 

 
• Airedale NHS Foundation Trust 
• Bradford District Care NHS Foundation Trust 
• Bradford Teaching Hospitals NHS Foundation Trust 
• Calderdale and Huddersfield NHS Foundation Trust 
• Harrogate and District NHS Foundation Trust 
• Leeds and York Partnership NHS Foundation Trust 
• Leeds Community Healthcare NHS Trust 
• The Leeds Teaching Hospitals NHS Trust 
• The Mid Yorkshire Hospitals NHS Trust 
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• South West Yorkshire Partnership NHS Foundation Trust1 
• Tees, Esk, and Wear Valleys NHS Foundation Trust1 
• Yorkshire Ambulance Service NHS Trust1 

 
Heath Regulator and Oversight Bodies 

 
• NHS England and NHS Improvement 

 
Other National Bodies 

 
• Health Education England 
• Public Health England 

 
Other Partners 

 
• Locala Community Partnerships CIC 
• Healthwatch Bradford and District (managed by Community Action Bradford 

and District) 
• Healthwatch Calderdale 
• Healthwatch Kirklees 
• Healthwatch Leeds 
• Healthwatch North Yorkshire 
• Healthwatch Wakefield 
• Yorkshire and Humber Academic Health Science Network1. 

 
1.2. As members of the Partnership all of these organisations subscribe to the vision, 

principles, values and behaviours stated below, and agree to participate in the 
governance and accountability arrangements set out in this Memorandum. 

 
1.3. Certain aspects of the Memorandum are not relevant to particular types of 

organisation within the partnership. These are indicated in the table at Annex 1. 
 

Definitions and Interpretation 
 
1.4. This Memorandum is to be interpreted in accordance with the Definitions and 

Interpretation set out in Schedule 1, unless the context requires otherwise. 
 

Term 
 
1.5. This updated Memorandum replaces the previous version agreed by partners in 

December 2018 and shall commence on the date of signature of the partners.  It 
will be subject to an annual review by the Partnership Board to ensure it   remains 
consistent with the evolving requirements of the Partnership as an Integrated 
Care System. 

 
 

1 These organisations are also part of neighbouring STPs. 
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Local Government role within the partnership 
 
1.6. The West Yorkshire and Harrogate Health and Care Partnership includes eight 

local government partners. The five Metropolitan Councils in West Yorkshire and 
North Yorkshire County Council lead on public health, adult social care and 
children’s services, as well as statutory Health Overview and Scrutiny and the 
local Health and Wellbeing Boards. The Metropolitan Councils, Harrogate 
Borough Council and Craven District Council lead on housing, licensing, 
planning, and environmental health which all influence the wider determinants of 
health. Together, they work with the NHS as commissioning and service delivery 
partners, as well as exercising formal powers to scrutinise NHS policy decisions. 

 
1.7. Within the WY&H partnership the NHS organisations and Councils will work as 

equal partners, each bringing different contributions, powers and responsibilities to 
the table. 

 
1.8. Local government’s regulatory and statutory arrangements are separate from 

those of the NHS. Councils are subject to the mutual accountability 
arrangements for the partnership. However, because of the separate regulatory 
regime certain aspects of these arrangements will not apply. Most significantly, 
Councils would not be subject a single NHS financial control total and its 
associated arrangements for managing financial risk. However, through this 
Memorandum, Councils agree to align planning, investment and performance 
improvement with NHS partners where it makes sense to do so. In addition, 
democratically elected councillors will continue to hold the partner organisations 
accountable through their formal Scrutiny powers. 

 
Partners in Local Places 

 
1.9. The NHS and the Councils within the partnership have broadly similar 

definitions of place. (The rural Craven district is aligned with Bradford for NHS 
purposes, but is seen as a distinct local government entity in its own right within 
North Yorkshire.) 

 
1.10. All of the Councils, CCGs, Healthcare Providers and Healthwatch organisations 

are part of their respective local place-based partnership arrangements. The 
extent and scope of these arrangements is a matter for local determination, but 
they typically include elements of shared commissioning, integrated service 
delivery, aligned or pooled investment and joint decision- making.  Other key 
members of these partnerships include: 

 
• GP Federations 
• Specialist community service providers 
• Voluntary and community sector organisations and groups 
• Housing associations. 

• other primary care providers such as community pharmacy, dentists, 
optometrists 

• independent health and care providers including care homes. 
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2. Introduction and context 

2.1. This Memorandum of Understanding (Memorandum) is an understanding 
between the West Yorkshire and Harrogate health and care partners. It sets out 
the details of our commitment to work together in partnership to realise our 
shared ambitions to improve the health of the 2.6 million people who live in our 
area, and to improve the quality of their health and care services. 

 
2.2. West Yorkshire and Harrogate Health and Care Partnership began as one of 44 

Sustainability and Transformation Partnerships (STPs) formed in 2016, in 
response to the NHS Five Year Forward View. It brings together all health and 
care organisations in our six places: Bradford District and Craven2, Calderdale, 
Harrogate, Kirklees, Leeds and Wakefield. 

 
2.3. Our partnership is not a new organisation, but a new way of working to meet the 

diverse needs of our citizens and communities. NHS services have come 
together with local authorities, charities and community groups to agree how we 
can improve people’s health and improve the quality of their health and care 
services. 

 
2.4. We published our high level proposals to close the health, care and finance gaps 

that we face in November 2016.  During  2019 we developed  our five year plan, 
setting out our ambitions for the next five years.  We have already made significant 
progress to build our capacity and infrastructure and establish the governance 
arrangements and ways of working that will enable us to achieve our aims. 

 
Purpose 

 
2.5. The purpose of this Memorandum is to formalise and build on these partnership 

arrangements. It does not seek to introduce a hierarchical model; rather it 
provides a mutual accountability framework, based on principles of subsidiarity, 
to ensure we have collective ownership of delivery. It also provides the basis for 
a refreshed relationship with national oversight bodies. 

 
2.6. The Memorandum is not a legal contract. It is not intended to be legally binding 

and no legal obligations or legal rights shall arise between the Partners from this 
Memorandum. It is a formal understanding between all of the Partners who have 
each entered into this Memorandum intending to honour all their obligations under 
it. It is based on an ethos that the partnership is a servant of the people in West 
Yorkshire and Harrogate and of its member organisations. It does not replace or 
override the legal and regulatory frameworks that apply to our statutory NHS 
organisations and Councils. Instead it sits alongside and complements these 
frameworks, creating the foundations for closer and more formal collaboration. 

 
2.7. Nothing in this Memorandum is intended to, or shall be deemed to, 

establish any partnership or joint venture between the Partners to the 
 
 

2 Whilst Craven is organisationally aligned with the NHS in Bradford, it is a distinctive place in its 
own right, forming part of North Yorkshire.
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Memorandum, constitute a Partner as the agent of another, nor authorise any of 
the Partners to make or enter into any commitments for or on behalf of another 
Partner. 

 
2.8. The Memorandum should be read in conjunction with the Partnership five year 

Plan which we developed in 2019 and  the six local Place plans across West 
Yorkshire and Harrogate. 

 
Developing new collaborative relationships 

 
2.9. Our approach to collaboration begins in each of the 50-60 neighbourhoods which 

make up West Yorkshire and Harrogate, in which GP practices work together, 
with community and social care services in Primary Care Networks, to offer 
integrated health and care services for populations of 30-50,000 people. These 
integrated neighbourhood services focus on preventing ill health, supporting 
people to stay well, and providing them with high quality care and treatment when 
they need it. 

 
2.10. Neighbourhood services sit within each of our six local places (Bradford District 

and Craven, Calderdale, Harrogate, Kirklees, Leeds and Wakefield). These places 
are the primary units for partnerships between NHS services, local authorities, 
charities and community groups, which work together to agree how to improve 
people’s health and improve the quality of their health and care services. 

 
2.11. The focus for these partnerships is moving increasing away from simply treating 

ill health to preventing it, and to tackling the wider determinants of health, such as 
housing, employment, social inclusion and the physical environment. 

 
2.12. These place-based partnerships, overseen by Health and Wellbeing Boards, are 

key to achieving the ambitious improvements we want to see. However, we 
have recognised that there also clear benefits in working together across a 
wider footprint and that local plans need to be complemented with a common 
vision and shared plan for West Yorkshire and Harrogate as a whole. We apply 
three tests to determine when to work at this level: 

 
• to achieve a critical mass beyond local population level to achieve the best 

outcomes; 

• to share best practice and reduce variation; and 

• to achieve better outcomes for people overall by tackling ‘wicked issues’ 
(i.e., complex, intractable problems). 

 
2.13. The arrangements described in this Memorandum describe how we organise 

ourselves, at West Yorkshire & Harrogate level, to provide the best health and 
care, ensuring that decisions are always taken in the interest of the patients 
and populations we serve. 
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Promoting Integration and Collaboration 
 
2.14. The Partners acknowledge the statutory and regulatory requirements which apply 

in relation to competition, patient choice and collaboration. Within the constraints of 
these requirements we will aim to collaborate, and to seek greater integration of 
services, including with the independent sector, whenever it can be demonstrated 
that it is in the interests of patients and service users to do so. 

 
2.15. The Partners are aware of their competition compliance obligations, both under 

competition law and, in particular (where applicable) under the NHS 
Improvement Provider Licence for NHS Partners and shall take all necessary 
steps to ensure that they do not breach any of their obligations in this regard. 
Further, the Partners understand that in certain circumstances collaboration or 
joint working could trigger the merger rules and as such be notifiable to the 
Competition and Markets Authority and Monitor/NHS Improvement and will keep 
this position under review accordingly. 

 
2.16. The Partners understand that no decision shall be made to make changes to 

services in West Yorkshire and Harrogate or the way in which they are delivered 
without prior consultation where appropriate in accordance with the partners 
statutory and other obligations. 
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3. How we work together in West Yorkshire and Harrogate 

Our vision 
 
3.1. We have worked together to develop a shared vision for health and care 

services across West Yorkshire and Harrogate. All proposals, both as Partner 
organisations and at a Partnership level should be supportive of the delivery of 
this vision: 

 
• Places will be healthy - you will have the best start in life, so you can live and 

age well. 

• If you have long term health conditions you will be supported to self-care 
through GPs and social care services working together. This will include peer 
support and via technology, such as telemedicine. 

• If you have multiple health conditions, there will be a team supporting your 
physical, social and mental health needs. This will involve you, your family 
and carers, the NHS, social care and voluntary and community 
organisations. 

• If you need hospital care, it will usually mean going to your local hospital, 
which works closely with others to give you the best care possible 

• Local hospitals will be supported by centres of excellence for services such 
as cancer and stroke 

• All of this will be planned and paid for together, with councils and the NHS 
working together to remove the barriers created by planning and paying for 
services separately. For example community and hospital care working 
together. 

• Communities and staff will be involved in the development and design of 
plans so that everyone truly owns their health care services. 

 
Overarching leadership principles for our partnership 

 
3.2. We have agreed a set of guiding principles that shape everything we do 

through our partnership: 
 

• We will be  ambitious for the people we serve and the staff we employ 

• The West Yorkshire and Harrogate partnership belongs to its citizens and to 
commissioners and providers, councils and NHS so we will build constructive 
relationships with communities, groups and organisations to tackle the wide 
range of issues which have an impact on people’s health and wellbeing. 

• We will do the work once – duplication of systems, processes and work 
should be avoided as wasteful and potential source of conflict 

• We will undertake shared analysis of problems and issues as the basis of 
taking action 

• We will apply subsidiarity principles in all that we do – with work taking place 
at the appropriate level and as near to local as possible. 
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Our shared values and behaviours 
 
3.3. We commit to behave consistently as leaders and colleagues in ways which 

model and promote our shared values: 
 

• We are leaders of our organisation, our place and of West Yorkshire and 
Harrogate; 

• We support each other and work collaboratively; 

• We act with honesty and integrity, and trust each other to do the same; 

• We challenge constructively when we need to; 

• We assume good intentions; and 

• We will implement our shared priorities and decisions, holding each other 
mutually accountable for delivery. 

 
Involving the public 

 
3.4. We are committed to meaningful conversations with people and value highly the 

feedback that people share with us.  Effective public involvement, particularly with 
those with lived experience and who are seldom heard, ensures that we make the 
right decisions together about our health and care services.   

 
3.5. We use a wide range of ways to involve the public. These include public and 

patient reference groups, engagement events, independent co-opted members on 
our Partnership Board, lay members on our Programme Boards and community 
champions.  We seek assurance about the effectiveness of public and patient 
involvement in our decisions through the co-opted members on our Partnership 
Board and other mechanisms, including the Joint Committee of CCG’s Patient and 
Public Involvement Assurance Group. 

 
3.6. We are committed to learning from and refining our approach to involving people; 

we want to understand the best ways to engage with people and we consistently 
challenge ourselves to improve. We aim to involve people and understand their 
perspectives at the earliest possible point when taking decisions, as people have 
the greatest scope to influence the change if their views are considered from the 
outset 

 
3.7. We aim to learn from feedback from all our communications and engagement 

networks without duplicating effort and cost.  We publish on our website 
information about all of the involvement and engagement activity that we have 
been involved in, and are planning. 

 
3.8. Our communications and engagement plan, involvement framework and digital 

strategy are available on our website at: 
https://www.wyhpartnership.co.uk/engagement-and-consultation.  

 
 
 
 

https://www.wyhpartnership.co.uk/engagement-and-consultation
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The voluntary and community sector 
 
3.9. The voluntary and community sector (VCS) is an important part of our 

Partnership, working across all our places and programmes of work.  The 
Harnessing the Power of Communities (HPOC) programme acts as the co-
ordinating point and provides a strong voice into the Partnership. 
 

3.10. The HPOC Group includes infrastructure organisations from each of our 6 
places.  These organisations connect into the much wider and diverse voluntary 
and community sector.  

 
Partnership objectives 

 
3.11. Our ambitions for improving health outcomes, joining up care locally, and living 

within our financial means were set out in our STP plan (November 2016, 
available at: https://wyhpartnership.co.uk/meetings-and-publications/publications). 
This Memorandum reaffirms our shared commitment to achieving these ambitions 
and to the further commitments made in Next Steps for the West Yorkshire and 
Harrogate Health and Care Partnership, published in February 2018 and the 
Partnership 5 Year Plan, developed in 2019. 

 
3.12. We have agreed the following big ambitions for our Partnership. We will:  

 
• increase the years of life that people live in good health in West Yorkshire 

and Harrogate compared to the rest of England. We will reduce the gap in 
life expectancy by 5% (six months of life for men and five months of life for 
women) between the people living in our most deprived communities 
compared with the least deprived communities by 2024. 
 

• achieve a 10% reduction in the gap in life expectancy between people with 
mental ill health, learning disabilities and autism and the rest of the 
population by 2024 (approx. 220,000 people). In doing this we will focus on 
early support for children and young people. 

 
• address the health inequality gap for children living in households with the 

lowest incomes. This will be central for our approach to improving 
outcomes by 2024. This will include halting the trend in childhood obesity, 
including those children living in poverty. 

 
• by 2024 we will have increased our early diagnosis rates for cancer, 

ensuring at least 1,000 more people will have the chance of curative 
treatment. 
 

• reduce suicide by 10% across West Yorkshire and Harrogate by 2020/21 
and achieve a 75% reduction in targeted areas by 2022. 

 
• achieve at least a 10% reduction in anti-microbial resistance infections by 

2024 by, for example, reducing antibiotic use by 15%. 
 

• achieve a 50% reduction in stillbirths, neonatal deaths and  brain injuries 
and a reduction in maternal morbidity and mortality by 2025. 

https://wyhpartnership.co.uk/meetings-and-publications/publications
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• have a more diverse leadership that better reflects the broad range of talent 
in West Yorkshire and Harrogate, helping to ensure that the poor 
experiences in the workplace that are particularly high for Black, Asian and 
Minority Ethnic (BAME) staff will become a thing of the past. 
 

• aspire to become a global leader in responding to the climate emergency 
through increased mitigation, investment and culture change throughout our 
system. 

 
• strengthen local economic growth by reducing health inequalities and 

improving skills, increasing productivity and the earning power of people 
and our region as a whole. 

 
i.    To enable these transformations, we will work together to:  

• Secure the right workforce, in the right place, with the right skills, to deliver 
services at the right time, ensuring the wellbeing of our staff , 

• Engage our communities meaningfully in co-producing services, 
• Use digital technology to drive change, ensure systems are inter- 

operable, and create a 21st Century NHS, 

• Place innovation and best practice at the heart of our collaboration, 
ensuring that our learning benefits the whole population, 

• Develop and shape the strategic capital and estates plans across West 
Yorkshire and Harrogate, maximising all possible funding sources and 
ensuring our plans support the delivery of our clinical strategy,  

• Strengthen leadership and organisational development, and; 

• Develop our commissioning arrangements. 
 

ii. Manage our financial resources within a shared financial framework for health 
across the constituent CCGs and NHS provider organisations; and to maximise 
the system-wide efficiencies necessary to manage within this share of the NHS 
budget; 

iii. Operate as an integrated health and care system, and progressively to build the 
capabilities to manage the health of our population, keeping people healthier for 
longer and reducing avoidable demand for health and care services; 

iv. Act as a leadership cohort, demonstrating what can be achieved with strong 
system leadership and increased freedoms and flexibilities. 
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Delivery improvement 
 
3.13. Delivery and transformation programmes have been established to enable us to 

achieve the key objectives set out above. Programme Mandates have been 
developed for each programme and enabling workstream. These confirm: 

 
• The vision for a transformed  service 

• The specific ambitions for improvement and transformation 

• The component projects and workstreams 

• The leadership arrangements. 
 
3.14. Each programme has undergone a peer review ‘check and confirm’ 

process to confirm that it has appropriate rigour and delivery focus. 
 
3.15. As programme arrangements and deliverables evolve over time the 

mandates will be revised and updated as necessary. 
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4. Partnership Governance 

4.1. The Partnership does not replace or override the authority of the Partners’ 
Boards and governing bodies. Each of them remains sovereign and Councils 
remain directly accountable to their electorates. 

 
4.2. The Partnership provides a mechanism for collaborative action and common 

decision-making for issues which are best tackled on a wider scale. 
 
4.3. A schematic of our governance and accountability relationships is provided at 

Annex 2, a summary of the roles and responsibilities of the Partnership Board, 
System Leadership Executive, System Oversight and Assurance Group, Clinical 
Forum and Finance Forum is provided at Annex 3 and their terms of reference at 
Annex 4. 

 
Partnership Board 
 
4.4. The Partnership Board provides the formal leadership for the Partnership. The 

Partnership Board is responsible for setting strategic direction. It provides 
oversight for all Partnership business, and a forum to make decisions together as 
Partners on the range of matters highlighted in section 7 of this Memorandum, 
which neither impact on the statutory responsibilities of individual organisations 
nor have been delegated formally to a collaborative forum. 

 
4.5. The Partnership Board is made up of the chairs and chief executives from all NHS 

organisations, elected member Chairs of Health and Wellbeing Boards, one other 
elected member, and chief executives from Councils and senior representatives 
of other relevant Partner organisations, including the voluntary and community 
sector. It also has four independent co-opted members.  The chair of the 
Partnership Board will be a chair of a Health and Wellbeing Board, and the vice-
chair will be nominated from among the chairs of NHS bodies. It will meet at least 
four times each year in public. 

 
4.6. The Partnership Board has no formal delegated powers from the organisations 

in the Partnership. However, over time our expectation is that regulatory 
functions of the national bodies will increasingly be enacted through 
collaboration with our leadership. It will work by building agreement with leaders 
across Partner organisations to drive action around a shared direction of travel. 

 
System Leadership Executive 
 
4.7. The System Leadership Executive (SLE) Group includes each statutory 

organisation and representation from other Partner organisations. The group is 
responsible for overseeing delivery of the strategy of the Partnership, building 
leadership and collective responsibility for our shared objectives. 

 
4.8. Each organisation is represented by its chief executive or accountable officer. 

Members of the SLE are responsible for nominating an empowered deputy to 
attend meetings of the group if they are unable to do so personally. Members of 
the SLE are expected to recommend that their organisations support agreements 
and decisions made by SLE (always subject to each Partner’s compliance with 
internal governance and approval procedures). 
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System Oversight and Assurance Group 
 
4.9. The System Oversight and Assurance group (SOAG) provides a mechanism for 

Partner organisations to take ownership of system performance and delivery and 
hold one another to account. It : 

 
• is chaired by the Partnership Lead; 

• includes representation covering each sector / type of organisation; 

• regularly reviews a dashboard of key performance and transformation 
metrics; and 

• receives updates from WY&H programme boards. 
 
4.10. The SOAG is supported by the Partnership core team. 
 

West Yorkshire and Harrogate programme governance 
 

4.11. Strong governance and programme management arrangements are built into each 
of our West Yorkshire and Harrogate priority and enabling programmes (the 
Programmes). Each programme has a Senior Responsible Owner, typically a 
Chief Executive, accountable officer or other senior leader, and has a structure 
that builds in clinical and other stakeholder input, representation from each of our 
six places and each relevant service sector. 

 
4.12. Programmes provide regular updates to the System Leadership Executive and 

System Oversight and Assurance Group.  
 

Other governance arrangements between Partners 
 
4.13. The Partnership is also underpinned by a series of governance arrangements 

specific to particular sectors (e.g. commissioners, acute providers, mental health 
providers, Councils) that support the way it works. These are described in 
paragraphs 4.14 to 4.29 below. 

 
The West Yorkshire and Harrogate Joint Committee of Clinical 
Commissioning Groups 

 
4.14. The nine CCGs in West Yorkshire and Harrogate are continuing to develop closer 

working arrangements within each of the six Places that make up our Partnership. 
 
4.15. The CCGs have established a Joint Committee, which has delegated authority to 

take decisions collectively. The Joint Committee is made up of representatives 
from each CCG. To make sure that decision making is open and transparent, the 
Committee has an independent lay chair and two lay members drawn from the 
CCGs, and meets in public every second month. The Joint Committee is 
underpinned by a memorandum of understanding and a work plan, which have 
been agreed by each CCG. 
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4.16. The Joint Committee is a sub-committee of the CCGs, and each CCG retains its 
statutory powers and accountability. The Joint Committee’s work plan reflects 
those partnership priorities for which the CCGs believe collective decision 
making is essential. It only has decision-making responsibilities for the West 
Yorkshire and Harrogate programmes of work that have been expressly 
delegated to it by the CCGs.  To provide assurance about the effectiveness of 
public and patient involvement in its commissioning decisions, the Joint 
Committee has established a Patient and Public Involvement Assurance Group. 

 
West Yorkshire Association of Acute Trusts Committee in Common 

 
4.17. The six acute hospital trusts in West Yorkshire and Harrogate have come 

together as the West Yorkshire Association of Acute Trusts (WYAAT). WYAAT 
believes that the health and care challenges and opportunities facing West 
Yorkshire and Harrogate cannot be solved through each hospital working alone; 
they require the hospitals to work together to achieve solutions for the whole of 
West Yorkshire and Harrogate that improve the quality of care, increase the 
health of people and deliver more efficient services. 

 
4.18. WYAAT is governed by a memorandum of understanding which defines the 

objectives and principles for collaboration, together with governance, decision 
making and dispute resolution processes. The memorandum of understanding 
establishes the WYAAT Committee in Common, which is made up of the Chairs 
and Chief Executives of the six trusts, and provides the forum for working together 
and making decisions in a common forum. Decisions taken by the Committee in 
Common are then formally approved by each Trust Board individually in 
accordance with their own internal procedures. 

 
West Yorkshire Mental Health Services Collaborative 

 
4.19. The four trusts providing mental health services in West Yorkshire (Bradford 

District Care Foundation Trust, Leeds Community Healthcare NHS Trust, Leeds 
and York Partnership Foundation Trust and South West Yorkshire Partnership 
Foundation Trust) have come together to form the West Yorkshire Mental Health 
Services Collaborative (WYMHSC). The trusts will work together to share best 
practice and develop standard operating models and pathways to achieve better 
outcomes for people in West Yorkshire and ensure sustainable services into the 
future. 

 
4.20. The WYMHSC is underpinned by a memorandum of understanding and shared 

governance in the form of ‘committees in common’. 
 
4.21. Tees, Esk and Wear Valleys NHS Foundation Trust provides mental health 

services to the Harrogate area. 
 

Local council leadership 
 
4.22. Relationships between local councils and NHS organisations are well 

established in each of the six places and continue to be strengthened. 
Complementary arrangements for the whole of West Yorkshire and Harrogate 
have also been established: 

 

https://wyaat.wyhpartnership.co.uk/
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• Local authority chief executives meet and mandate one of them to lead  on 
 the health and care partnership; 

• Health and Wellbeing Board chairs meet; 

• A Joint Health Overview and Scrutiny Committee 

• West Yorkshire Combined Authority 

• North Yorkshire and York Leaders and Chief Executives 
 

Clinical Forum 
 
4.23. Clinical leadership is central to all of the work we do. Clinical leadership 

reflecting both primary and secondary care, is built into each of our work 
programmes and governance groups, and our Clinical Forum provides formal 
clinical advice to all of our programmes. 

 
4.24. The purpose of the Clinical Forum is to be the primary forum for clinical 

leadership, advice and challenge for the work of the partnership in meeting the 
Triple Aim: improving health and wellbeing; improving care and the quality of 
services; and ensuring that services are financially sustainable. 

 
4.25. The Clinical Forum ensures that the voice of clinicians, from across the range of 

clinical professions and partner organisations, drives the development of new 
clinical models and proposals for the transformation of services. It also takes an 
overview of system performance on quality. 

 
4.26. The Clinical Forum has agreed Terms of Reference which describe its scope, 

function and ways of working. 
 

Quality Surveillance Group 
 

4.27. The WY&H Quality Surveillance Group (QSG) brings together a range of 
partners from across the health and care system, to share intelligence about 
risks to quality. Convened by NHS England, the QSG is a supportive forum for 
collaboration and intelligence sharing. By triangulating intelligence from different 
organisations, it provides the health economy with a shared view of risks to 
quality, and opportunities to coordinate actions to drive improvement. Members 
of the QSG include CCGs, Councils, Healthwatch, CQC, PHE, and HEE. It 
covers all NHS-commissioned services, and services jointly commissioned by 
the NHS and Councils. 

  
Finance Forum 

 
4.28. The Finance Forum has been established to strengthen financial governance 

and leadership for the Partnership. Financial   leadership is built into each of 
our work programmes and governance groups, and our Finance Forum 
provides financial advice to all of our programmes. 
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4.29. The Finance Forum leads on enabling the Partnership to deliver the financial 
principles that are set out in paragraphs 7.1-7.3.  It is the primary forum for 
financial leadership, advice and challenge and will support the Partnership 
Board and System Leadership Executive Group to lead and direct the 
Partnership. It will also support the System Oversight and Assurance Group 
to ensure robust mutual financial accountability across the Partnership. 

 
4.30. The Finance Forum is a forum for sharing knowledge and intelligence.  It works 

by building agreement with financial leaders across Partner organisations to 
drive action around a shared direction of travel. 

 
4.31. The Finance Forum has agreed Terms of Reference which describe its 

scope, function and ways of working. 
 
 

Local Place Based Partnerships 
 
4.32. Local partnership arrangements for the Places bring together the Councils, 

voluntary and community groups, and NHS commissioners and providers in each 
Place, including GPs and other primary care providers working together in Primary 
Care Networks, to take responsibility for the cost and quality of care for the whole 
population. Each of the six Places in West Yorkshire and Harrogate has developed 
its own arrangements to deliver the ambitions set out in its own Place Plan. 

 
4.33. These new ways of working reflect local priorities and relationships, but all provide 

a greater focus on population health management, integration between providers 
of services around the individual’s needs, and a focus on care provided in primary 
and community settings. 

 
4.34. There are seven local health and care partnerships (two in Bradford District and 

Craven and one in each other place) which will develop horizontally integrated 
networks to support seamless care for patients. 
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5. Mutual accountability framework 

5.1. A single consistent approach for assurance and accountability between Partners 
on West Yorkshire and Harrogate system wide matters will be applied through 
the governance structures and processes outlined in Paragraphs 4.1 to 4.12 
above. 

 
Current statutory requirements 

 
5.2. NHS England and NHS Improvement were brought together to act as one 

organisation in 2019, but each retains its statutory responsibilities.  NHS 
England has a duty under the NHS Act 2006 (as amended by the 2012 Act) to 
assess the performance of each CCG each year. The assessment must 
consider, in particular, the duties of CCGs to: improve the quality of services; 
reduce health inequalities; obtain appropriate advice; involve and consult the 
public; and comply with financial duties. The 2012 Act provides powers for NHS 
England to intervene where it is not assured that the CCG is meeting its 
statutory duties. 

 
5.3. NHS Improvement is the operational name for an organisation that brings 

together Monitor and the NHS Trust Development Authority (NHS TDA). NHS 
Improvement must ensure the continuing operation of a licensing regime. The 
NHS provider licence forms the legal basis for Monitor’s oversight of NHS 
foundation trusts. While NHS trusts are exempt from the requirement to apply for 
and hold the licence, directions from the Secretary of State require NHS TDA to 
ensure that NHS trusts comply with conditions equivalent to the licence as it 
deems appropriate. This includes giving directions to an NHS trust where 
necessary to ensure compliance. 

 
A new model of mutual accountability 

 
5.4. Through this Memorandum the Partners agree to take a collaborative approach 

to, and collective responsibility for, managing collective performance, resources 
and the totality of population health. The partners will: 

 
• Agree ambitious outcomes, common datasets and dashboards for system 

improvement and transformation management; 

• work through our formal collaborative groups for decision making, engaging 
people and communities across WY&H; and 

• identify good practice and innovation in individual places and organisations 
and ensure it is spread and adopted through the Programmes. 

 
5.5. The Partnership approach to system oversight will be geared towards 

performance improvement and development rather than traditional performance 
management. It will be data-driven, evidence-based and rigorous. The focus will 
be on improvement, supporting the spread and adoption of innovation and best 
practice between Partners. 
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5.6. Peer review will be a core component of the improvement methodology. This will 
provide valuable insight for all Partners and support the identification and adoption 
of good practice across the Partnership. 

 

5.7. System oversight will be undertaken through the application of a continuous 
improvement cycle, including the following elements: 

 
• Monitoring performance against key standards and plans in each place; 

• Ongoing dialogue on delivery and progress; 

• Identifying the need for support through a clinically and publically-led 
process of peer review; 

• Agreeing the need for more formal action or intervention on behalf of the 
partnership; and 

• Application of regulatory powers or functions. 
 
5.8. The Programmes will, where appropriate, take on increasing responsibility for 

managing this process. The extent of this responsibility will be agreed between 
each Programme and the SLE. 

 
5.9. A number of Partners have their own improvement capacity and expertise. 

Subject to the agreement of the relevant Partners this resource will be managed 
by the Partner in a co-ordinated approach for the benefit of the overall 
Partnership, and used together with the improvement expertise provided by 
national bodies and programmes. 

 
Taking action 

 
5.10. The SOAG will prioritise the deployment of improvement support across the 

Partnership, and agree recommendations for more formal action and interventions. 
Actions allocated to the SOAG are to make recommendations on: 

 

• agreement of improvement or recovery plans; 

• more detailed peer-review of specific plans; 

• commissioning expert external review; 

• co-ordination of formal intervention and improvement support; and 

• agreement of restrictions on access to discretionary funding and financial 
incentives. 

 
5.11. For Places where financial performance is not consistent with plan, the Finance 

Forum  will make recommendations to the SOAG on a range of interventions, 
including any requirement for: 

 

• financial recovery plans; 

• more detailed peer-review of financial recovery plans; 

• external review of financial governance and financial management; 

• organisational improvement plans; 
co-ordination of formal intervention and improvement support; 



21  

• enhanced controls around deployment of transformation funding held at 
place; and 

• reduced priority for place-based capital bids. 
 

The role of Places in accountability 
 
5.12. This Memorandum has no direct impact on the roles and respective 

responsibilities of the Partners (including the Councils, Trust Boards and CCG 
governing bodies) which all retain their full statutory duties and powers. 

 
5.13. Health and Wellbeing Boards (HWB) have a statutory role in each upper tier 

local authority area as the vehicle for joint local system leadership for health and 
care and this is not revised by the Partnership. HWB bring together key leaders 
from the local Place health and care system to improve the health and wellbeing 
of their population and reduce health inequalities through: 

 
• developing a shared understanding of the health and wellbeing needs of 

their communities; 

• providing system leadership to secure collaboration to meet these needs 
more effectively; 

• having a strategic influence over commissioning decisions across health, 
public health and social care; 

• involving councillors and patient representatives in commissioning 
decisions. 

 
5.14. In each Place the statutory bodies come together in local health and care 

partnerships to agree and implement plans across the Place to: 
 

• Integrate mental health, physical health and care services around the 
individual 

• Manage population health 

• Develop increasingly integrated approaches to joint planning and budgeting 
 

Implementation of agreed strategic actions 
 
5.15. Mutual accountability arrangements will include a focus on delivery of key 

actions that have been agreed across the Partnership and agreement on areas 
where Places require support from the wider Partnership to ensure the effective 
management of financial and delivery risk. 
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National NHS Bodies oversight and escalation 
 
5.16. As part of the development of the Partnership and the collaborative working 

between the Partners under the terms of this Memorandum, NHS England and 
NHS Improvement will look to adopt a new relationship with the Partners (which 
are NHS Bodies) in West Yorkshire and Harrogate in the form of enacting 
streamlined oversight arrangements under which: 

 
• Partners will take the collective lead on oversight of trusts and CCGs and 

Places in accordance with the terms of this Memorandum; 

• NHS England and NHS Improvement will in turn focus on holding the NHS 
bodies in the Partnership to account as a whole system for delivery of the 
NHS Constitution and Mandate, financial and operational control, and 
quality (to the extent permitted at Law); 

• NHS England and NHS Improvement intend that they will intervene in the 
individual trust and CCG Partners only where it is necessary or required for 
the delivery of their statutory functions and will (where it is reasonable to do 
so, having regard to the nature of the issue) in the first instance look to notify 
the SLE and work through the Partnership to seek a resolution prior to 
making an intervention with the Partner. 
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6. Decision-Making and Resolving Disagreements 

6.1. Our approach to making Partnership decisions and resolving any 
disagreements will follow the principle of subsidiarity and will be in line with our 
shared Values and Behaviours. We will take all reasonable steps to reach a 
mutually acceptable resolution to any dispute. 

 
 Collective Decisions 
 
6.2. There will be three levels of decision making: 
 

• Decisions made by individual organisations - this Memorandum does 
not affect the individual sovereignty of Partners or their statutory decision- 
making responsibilities. 

• Decisions delegated to collaborative forums - some partners have 
delegated specific decisions to a collaborative forum, for example the CCGs 
have delegated certain commissioning decisions to the Joint Committee of 
CCGs. Arrangements for resolving disputes in such cases are set out in the 
Memorandum of the respective Joint Committee and not this Memorandum. 
There are also specific dispute resolution mechanisms for WYATT and the 
WYMHC. 

• Whole Partnership decisions - the Partners will make decisions on a 
range of matters in the Partnership which will neither impact on the 
statutory responsibilities of individual organisations nor have been 
delegated formally to a collaborative forum, as set out in Paragraphs 6.3-
6.5 below. 

 
6.3. Collaborative decisions on Partnership matters will be considered by the 

Partnership Board. The Partnership Board has no formal powers delegated by 
any Partner. However, it will increasingly take on responsibility for co-ordinating 
decisions relating to regulatory and oversight functions currently exercised from 
outside the WY&H system and will look to reach recommendations and any 
decisions on a Best for WY&H basis. The terms of reference for the Partnership 
Board will set out clearly the types of decision which it will have responsibility to 
discuss and how conflicts of interest will be managed. The Partnership Board will  
have responsibility for decisions relating to: 

 
• The objectives of priority HCP work programmes and workstreams 
• The apportionment of transformation monies from national bodies 
• Priorities for capital investment across the Partnership. 
• Operation of the single NHS financial control total (for NHS Bodies) 
• Agreeing common actions when Places or Partners become distressed 

 
6.4. SLE will make recommendations to the Partnership Board on these matters. 

Where appropriate, the Partnership Board will make decisions of the Partners by 
consensus of those eligible Partnership Board members present at a quorate 
meeting. If a consensus decision cannot be reached, then (save for decisions on 
allocation of capital investment and transformation funding) it may
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be referred to the dispute resolution procedure under Paragraph 6.6 below by any 
of the affected Partners for resolution. 

 
6.5. In respect of referring priorities for capital investment or apportionment of 

transformation funding from the Partnership, if a consensus cannot be reached at 
the SLE meeting to agree this then the Partnership Board may make a decision 
provided that it is supported by not less than 75% of the eligible Partnership Board 
members. Partnership Board members will be eligible to participate on issues 
which apply to their organisation, in line with the scope of applicable issues set out 
in Annex 1. 

 
Dispute resolution 
 
6.6. Partners will attempt to resolve in good faith any dispute between them in respect 

of Partnership Board (or other Partnership-related) decisions, in line with the 
Principles, Values and Behaviours set out in this Memorandum. 

 
6.7. Where necessary, Place or sector-based arrangements (the Joint Committee 

of CCGs, WYAAT, and WYMHSC as appropriate) will be used to resolve any 
disputes which cannot be dealt with directly between individual Partners, or 
which relate to existing schemes of delegation. 

 
6.8. The Partnership will apply a dispute resolution process to resolve any issues 

which cannot otherwise be agreed through these arrangements. 
 
6.9. As decisions made by the Partnership do not impact on the statutory 

responsibilities of individual organisations, Partners will be expected to apply 
shared Values and Behaviours and come to a mutual agreement through the 
dispute resolution process. 

 
6.10. The key stages of the dispute resolution process are 
 

i. The SOAG will seek to resolve the dispute to the mutual satisfaction of each 
of the affected parties. If SOAG cannot resolve the dispute within 30 days, 
the dispute should be referred to SLE. 

ii. SLE will come to a majority decision (i.e. a majority of eligible Partners 
participating in the meeting who are not affected by the matter in dispute 
determined by the scope of applicable issues set out in Annex 1) on how best 
to resolve the dispute based, applying the Principles, Values and Behaviours 
of this Memorandum, taking account of the Objectives of the Partnership. 
SLE will advise the Partners of its decision in writing. 

iii. If the parties do not accept the SLE decision, or SLE cannot come to a 
decision which resolves the dispute, it will be referred to an independent 
facilitator selected by SLE. The facilitator will work with the Partners to 
resolve the dispute in accordance with the terms of this Memorandum. 

iv. In the unlikely event that the independent facilitator cannot resolve the dispute, 
it will be referred to the Partnership Board. The Partnership Board will come to 
a majority decision on how best to resolve the dispute in accordance with the 
terms of this Memorandum and advise the parties of its decision. 
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7. Financial Framework 

7.1. All NHS body Partners, in West Yorkshire and Harrogate are ready to work 
together, manage risk together, and support each other when required. The 
Partners are committed to working individually and in collaboration with others to 
deliver the changes required to achieve financial sustainability and live within our 
resources. 

 
7.2. A set of financial principles have been agreed, within the context of the 

broader guiding Principles for our Partnership. They confirm that we will: 
 

• aim to live within our means, i.e. the resources that we have available to 
provide services; 

• develop a West Yorkshire and Harrogate system response to the financial 
challenges we face; and 

• develop payment and risk share models that support a system response 
rather than work against it. 

 
7.3. We will collectively manage our NHS resources so that all Partner organisations 

will work individually and in collaboration with others to deliver the changes 
required to deliver financial sustainability. 

 
Living within our means and management of risk 

 
7.4. Through this Memorandum the collective NHS Partner leaders in each Place 

commit to demonstrate robust financial risk management. This will include 
agreeing action plans that will be mobilised across the Place in the event of the 
emergence of financial risk outside plans. This might include establishing a Place 
risk reserve where this is appropriate and in line with the legal obligations of the 
respective NHS body Partners involved. 

 
7.5. Subject to compliance with confidentiality and legal requirements around 

competition sensitive information and information security the Partners agree to 
adopt an open-book approach to financial plans and risks in each Place leading 
to the agreement of fully aligned operational plans. Aligned plans will be 
underpinned by common financial planning assumptions on income and 
expenditure between providers and commissioners, and on issues that have a 
material impact on the availability of system financial incentives 

 
NHS Contracting principles 

 
7.6. The NHS Partners are committed to considering the adoption of payment 

models which are better suited to whole system collaborative working (such as 
Aligned Incentive Contracting). The Partners will look to adopt models which 
reduce financial volatility and provide greater certainty for all Partners at the 
beginning of each year of the planned income and costs. 
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Allocation of Transformation Funds 
 
7.7. The Partners intend that any transformation funds made available to the 

Partnership will all be used within the Places. Funds will be allocated through 
collective decision-making by the Partnership in line with agreed priorities. The 
method of allocation may vary according to agreed priorities. However, funds will 
not be allocated through expensive and protracted bidding and prioritisation 
processes and will be deployed in those areas where the Partners have agreed 
that they will deliver the maximum leverage for change and address financial risk. 

 
7.8. The funding provided to Places (based on weighted population, or other formula 

agreed by the Partners) will directly support Place-based transformation 
programmes. This will be managed by each Place with clear and transparent 
governance arrangements that provide assurance to all Partners that the resource 
has been deployed to deliver maximum transformational impact, to address 
financial risk, and to meet the efficiency requirements. Funding will be provided 
subject to agreement of clear deliverables and outcomes by the relevant Partners 
in the Place through the mutual accountability arrangements of the SLE and 
SOAG and be subject to on-going monitoring and assurance from the Partnership. 

 
7.9. Funding provided to the Programmes (all of which will also be deployed in Place) 

will be determined in agreement with Partners through the SLE, subject to 
documenting the agreed deliverables and outcomes with the relevant Partners. 

 
Allocation of ICS capital 

 
7.10. The Partnership will play an increasingly important role in prioritising capital 

spending by the national bodies over and above that which is generated from 
organisations’ internal resources. In doing this, the Partnership will ensure that: 

 
• the capital prioritisation process is fair and transparent; 

• there is a sufficient balance across capital priorities specific to Place as well 
as those which cross Places; 

• there is sufficient focus on backlog maintenance and equipment 
replacement in the overall approach to capital; 

• the prioritisation of major capital schemes must have a clear and 
demonstrable link to affordability and improvement of the financial position; 

• access to discretionary capital is linked to the mutual accountability 
framework as described in this Memorandum. 

 
Allocation of Provider and Commissioner Incentive Funding 

 
7.11. The approach to managing performance-related incentive funds set by NHS 

planning guidance and business rules is not part of this Memorandum. A 
common approach to this will be agreed by the Partnership as part of annual 
financial planning. 
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8. National and regional support 

8.1. To support Partnership development as an Integrated Care System there will be 
a process of aligning resources from ALBs to support delivery and establish an 
integrated single assurance and regulation approach. 

 
8.2. National capability and capacity will be available to support WY&H from central 

teams including governance, finance and efficiency, regulation and competition, 
systems and national programme teams, primary care, urgent care, cancer, 
mental health, including external support. 

 

9. Variations 

9.1. This Memorandum, including the Schedules, may only be varied by written 
agreement of all the Partners. 

 

10. Charges and liabilities 

10.1. Except as otherwise provided, the Partners shall each bear their own costs and 
expenses incurred in complying with their obligations under this Memorandum. 

 
10.2. By separate agreement, the Parties may agree to share specific costs and 

expenses (or equivalent) arising in respect of the Partnership between them in 
accordance with a “Contributions Schedule” to be developed by the Partnership 
and approved by the Partnership Board. 

 
10.3. Partners shall remain liable for any losses or liabilities incurred due to their own or 

their employee's actions. 
 

11. Information Sharing 

11.1. The Partners will provide to each other all information that is reasonably 
required in order to achieve the Objectives and take decisions on a Best for 
WY&H basis. 

 
11.2. The Partners have obligations to comply with competition law. The Partners will 

therefore make sure that they share information, and in particular competition 
sensitive information, in such a way that is compliant with competition and data 
protection law. 

 

12. Confidential Information 

12.1. Each Partner shall keep in strict confidence all Confidential Information it 
receives from another Partner except to the extent that such Confidential 
Information is required by Law to be disclosed or is already in the public domain 
or comes into the public domain otherwise than through an unauthorised 
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disclosure by a Partner. Each Partner shall use any Confidential Information 
received from another Partner solely for the purpose of complying with its 
obligations under this Memorandum in accordance with the Principles and 
Objectives and for no other purpose. No Partner shall use any Confidential 
Information received under this Memorandum for any other purpose including use 
for their own commercial gain in services outside of the Partnership or to inform 
any competitive bid without the express written permission of the disclosing 
Partner. 

 
12.2. To the extent that any Confidential Information is covered or protected by legal 

privilege, then disclosing such Confidential Information to any Partner or 
otherwise permitting disclosure of such Confidential Information does not 
constitute a waiver of privilege or of any other rights which a Partner may have in 
respect of such Confidential Information. 

 
12.3. The Parties agree to procure, as far as is reasonably practicable, that the terms 

of this Paragraph (Confidential Information) are observed by any of their 
respective successors, assigns or transferees of respective businesses or 
interests or any part thereof as if they had been party to this Memorandum. 

 
12.4. Nothing in this Paragraph will affect any of the Partners’ regulatory or 

statutory obligations, including but not limited to competition law. 
 

13. Additional Partners 

13.1. If appropriate to achieve the Objectives, the Partners may agree to include 
additional partner(s) to the Partnership. If they agree on such a course the 
Partners will cooperate to enter into the necessary documentation and revisions 
to this Memorandum if required. 

 
13.2. The Partners intend that any organisation who is to be a partner to this 

Memorandum (including themselves) shall commit to the Principles and the 
Objectives and ownership of the system success/failure as set out in this 
Memorandum. 

 

14. Signatures 

14.1. This Memorandum may be executed in any number of counterparts, each of 
which when executed and delivered shall constitute an original of this 
Memorandum, but all the counterparts shall together constitute the same 
document. 

 
14.2. The expression “counterpart” shall include any executed copy of this 

Memorandum transmitted by fax or scanned into printable PDF, JPEG, or other 
agreed digital format and transmitted as an e-mail attachment. 

 
14.3. No counterpart shall be effective until each Partner has executed at least one 

counterpart. 
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Schedule 1 - Definitions and Interpretation 
 
1. The headings in this Memorandum will not affect its interpretation. 

 
2. Reference to any statute or statutory provision, to Law, or to Guidance, includes a 

reference to that statute or statutory provision, Law or Guidance as from time to 
time updated, amended, extended, supplemented, re-enacted or replaced. 

 
3. Reference to a statutory provision includes any subordinate legislation made from 

time to time under that provision. 
 
4. References to Annexes and Schedules are to the Annexes and Schedules of this 

Memorandum, unless expressly stated otherwise. 
 
5. References to any body, organisation or office include reference to its applicable 

successor from time to time. 
 

Glossary of terms and acronyms 
 
6. The following words and phrases have the following meanings in this 

Memorandum: 
 
 

ALB Arm’s Length Body. A Non-Departmental Public Body or 
Executive Agency of the Department of Health and Social Care, 
e.g. NHSE, NHSI, HEE, PHE 

Aligned Incentive 
Contract 

A contracting and payment method which can be used as an 
alternative to the Payment by Results system in the NHS 

Best for WY&H A focus in each case on making a decision based on the best 
interests and outcomes for service users and the population of 
West Yorkshire and Harrogate 

CCG Clinical Commissioning Group 

CEO Chief Executive Officer 

Confidential 
Information 

All information which is secret or otherwise not publicly 
available (in both cases in its entirety or in part) including 
commercial, financial, marketing or technical information, 
know-how, trade secrets or business methods, in all cases 
whether disclosed orally or in writing before or after the date 
of this Memorandum 

CQC Care Quality Commission, the independent regulator of all health 
and social care services in England 
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GP General Practice (or practitioner) 

HCP Health and Care Partnership 

Healthcare Providers The Partners identified as Healthcare Providers under 
Paragraph 1.1 

HEE Health Education England 

Healthwatch Independent organisations in each local authority area who 
listen to public and patient views and share them with those 
with the power to make local services better. 

HWB Health and Wellbeing Board 

ICS Integrated Care System 

Law any applicable statute or proclamation or any delegated or 
subordinate legislation or regulation; any enforceable EU 
right within the meaning of section 2(1) European 
Communities Act 1972; any applicable judgment of a 
relevant court of law which is a binding precedent in 
England; National Standards (as defined in the NHS Standard 
Contract); and any applicable code and “Laws” shall be 
construed accordingly 

LWAB Local Workforce Action Board sub regional group within 
Health Education England 

Memorandum This Memorandum of Understanding 

Neighbourhood One of c.50 geographical areas which make up West 
Yorkshire and Harrogate, in which GP practices work 
together, with community and social care services, to offer 
integrated health and care services for populations of 30- 
50,000 people. 

NHS National Health Service 

NHSE and NHSI NHS England (formally the NHS Commissioning Board and 
NHS Improvement (the operational name for an organisation 
that brings together Monitor, the NHS Trust Development 
Authority and other functions) now working together as a 
single organisation. 
 

NHS FT NHS Foundation Trust - a semi-autonomous organisational 
unit within the NHS 
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Objectives The Objectives set out in Paragraph 3.5 

Partners The members of the Partnership under this Memorandum as 
set out in Paragraph 1.1 who shall not be legally in 
partnership with each other in accordance with Paragraph 
2.7. 

Partnership The collaboration of the Partners under this Memorandum 
which is not intended to, or shall be deemed to, establish 
any legal partnership or joint venture between the Partners 
to the Memorandum 

Partnership Board The senior governance group for the Partnership set up in 
accordance with Paragraphs 4.4 to 4.6 

Partnership Core Team The team of officers, led by the Partnership Director, which 
manages and co-ordinates the business and functions of the 
Partnership 

PHE Public Health England - An executive agency of the 
Department of Health and Social Care which exists to protect 
and improve the nation's health and wellbeing, and reduce 
health inequalities 

Places One of the six geographical districts that make up West 
Yorkshire and Harrogate, being Bradford District and Craven, 
Calderdale, Harrogate, Kirklees, Leeds and Wakefield, and 
“Place” shall be construed accordingly 

Primary Care Network 
 
 
 
Principles 

A group of general practices working together with a range 
of local primary and community services, social care and the 
voluntary sector. 
 
The principles for the Partnership as set out in Paragraph 3.2 

 
Programmes 

 
The WY&H programme of work established to achieve each 
of the objectives set out in paras 4.2,i and 4.2,ii of this 
memorandum 

SOAG System Oversight and Assurance Group 

STP Sustainability and Transformation Partnership (or Plan)  
The NHS and local councils have come together in 44 areas 
covering all of England to develop proposals and make 
improvements to health and care 

System Leadership 
Executive or SLE 

The governance group for the Partnership set out in 
Paragraphs 4.7 and 4.8 
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Transformation Funds Discretionary, non-recurrent funding made available by 
NHSE to support the achievement of service improvement 
and transformation priorities 

Values and Behaviours shall have the meaning set out in Paragraph 3.3 above 

WY&H West Yorkshire and Harrogate 
WYAAT West Yorkshire Association of Acute Trusts 

WYMHC West Yorkshire Mental Health Collaborative 



 

Annex 1 – Applicability of Memorandum Elements 
 
 CCGs NHS Providers4 Councils NHSE and 

NHSI 
Healthwatch Other partners 

Vision, principles, values and 
behaviour       

Partnership objectives       

Governance       

Decision-making and 
dispute resolution       

Mutual accountability     
  

Financial framework – 
financial risk management 

 
 

 
 

  
 

  

Financial framework – 
Allocation of capital and 
transformation funds 

 
 

 
 

 
 

 
 

  

National and regional 
support 

    
  

 
 

4 All elements of the financial framework for WY&H, e.g. the application of a single NHS control total, will not apply to all NHS provider organisations, particularly those which 
span a number of STPs. 
Locala Community Partnerships CIC is a significant provider of NHS services. It is categorised as an ‘Other Partner’ because of its corporate status and the fact that it cannot be 
bound by elements of the financial and mutual accountability frameworks. This status will be reviewed as the partnership continues to evolve. 
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Annex 2 – Schematic of Governance and Accountability Arrangements  
 

  

Local Workforce  
Action Board 

Clinical Forum 

Workforce 

Innovation & 
Improvement 

Digital & 
Interoperability 

Power of 
Communities 

Leadership & OD 

Capital & Estates 

Cancer 

Children, Young 
People & Families 

Mental Health,  
LD and Autism 

Urgent & 
Emergency Care 

Hospitals Working 
Together 

Primary & 
Community Care 

Maternity 

Improving 
Planned Care Unpaid Carers 

System Change and 
Integration 

Population Health 
Management 

Finance 

Commissioning 
Development 

 
• Prevention 
 
• Health 

inequalities 
 
• Wider 

determinants of 
health and 
wellbeing 

 
• Personalised 

Care  

Improving 
Population 

Health  
  

Enablers 

Priority areas for 
improving 
outcomes   

System Change 
and Integration 

System 
Leadership 
Executive 

Partnership 
Board 

CCG Governing Bodies 

Places 

Overview & Scrutiny 
Committees 

Health & Wellbeing 
Boards 

Finance 
Forum 

Joint Committee  
of CCGs 

West Yorkshire  
Local Authority Consultative 

Forum 

West Yorkshire Association 
of Acute Trusts 

West Yorkshire  
Mental Health   

Services Collaborative 

Bradford District & 
Craven 

Harrogate & Rural 
District Calderdale Leeds Wakefield Kirklees 

Trust Boards 

System Oversight 
and Assurance 

Group 

Collaborative Forums 

NHS England, 
NHS Improvement, 

PHE, HEE 
(links with CQC) 

W&H Priority programmes WY&H Quality 
Surveillance Group 



 

 
Annex 3 Partnership governance forums – roles and responsibilities 
 

Issue Roles and responsibilities Partnership 
Board 

System Leadership 
Executive Group 

System Oversight 
and Assurance 

Group 
Clinical  
Forum Finance Forum 

Strategy and 
planning 

Agree broad objectives for the Partnership. 
 

     

Strategy and 
planning 

Agree the objectives of priority Partnership work 
programmes and work streams.  Recommend  Recommend  

Strategy and 
planning 

Executive responsibility for delivery of the 
Partnership plan.      

Mutual 
accountability 

Oversee a mutual accountability framework which 
provides a single, consistent approach for 
assurance and accountability between partners. 

    

Support 
development 

and 
implementation 

Mutual 
accountability 

Overview of system performance and 
transformation at whole system, place and 
organisation levels. Overview of programme 
delivery. 

   Support 
through review 

Oversee, 
scrutinise and 

monitor  
financial 

performance 

Mutual 
accountability 

Lead the development of a dashboard of key 
performance, quality and transformation metrics 
for the Partnership  

     

Mutual 
accountability 
 

Receive reports from WY&H programmes and 
workstreams on issues which require escalation. 
Develop and maintain connections with other 
key groups 

     

Mutual 
accountability 

Lead the development of a framework for peer 
review and support and oversee its application.      

Mutual 
accountability 

Reach agreement in relation to 
recommendations made by other governance 
groups within the Partnership on the need to 
take action in relation to managing collective 
performance, resources and the totality of 
population health. 

 

 
(or Recommend to 

Board, depending on 
circumstances) 

Recommend Recommend Recommend 

Mutual 
accountability 

Agree common actions when systems become 
distressed.  Recommend   

Develop 
financial 

frameworks 
  



 

Issue Roles and responsibilities Partnership 
Board 

System Leadership 
Executive Group 

System Oversight 
and Assurance 

Group 

Clinical  
Forum Finance Forum 

Health 
improvement 

Build the capabilities to manage the health of 
our population, keeping people healthier for 
longer and reducing avoidable demand for 
healthcare services. 

     

Health 
improvement 

Ensure that, through partnership working in each 
place and across WY&H, there is a greater focus 
on population health management, integration 
between providers of services around the 
individual’s needs, and a focus on care provided 
in primary and community settings. 

     

Clinical 
Leadership 

Lead the development of a clinical strategy and 
narrative for WY&H. 
 

Ensure that all plans are clinically led, evidence 
based and improve patient outcomes 
 

Provide oversight and alignment of all clinical 
initiatives across WY&H 
 

Maintain and embed clinical co-production, 
support collaboration, exhibit clinical leadership, 
champion change and innovation, support 
transition to new models of care. 
 

Provide innovative solutions to system-wide 
challenges 

    
 

 

 
 
 
 
 
 
 
 
 
 
 
 
 

 

Patient and 
public 
involvement 

Ensure that the voice of patients, service users 
and citizens is heard and reflected in all plans. 

 
NEW 

 
NEW 

 
 

 

Quality and 
safety 

Ensure a robust framework for quality impact 
assessment of change is established and 
implemented 

   
 

 

Quality and 
safety 

Review system performance on the quality of 
health and care services and provide a 
mechanism for partner organisations to hold 
each other to account. 

     

  



 

Issue Roles and responsibilities Partnership 
Board 

System Leadership 
Executive Group 

System Oversight 
and Assurance 

Group 

Clinical  
Forum Finance Forum 

Finance  

Oversee financial resources of NHS Partners 
within a shared financial control total for health 
across the constituent CCGs and NHS 
provider organisations; and maximise the 
system-wide efficiencies necessary to manage 
within this share of the NHS budget. 

 Manage   Support 

Finance Agree the apportionment of transformation 
monies from national bodies.  Recommend   

Develop 
financial 

frameworks 

Finance Agree priorities for capital investment across 
the Partnership.  Recommend   

Develop 
financial 

frameworks 

Finance Agree the operation of the single NHS financial 
control total (for NHS bodies).  Recommend   

Develop 
financial 

frameworks 

Finance Action in relation to managing collective 
financial performance and resources     

Develop 
financial 

frameworks 

Finance 

Ensure that Partnership plans are underpinned 
by robust financial evidence and support the 
financial sustainability of the health and care 
system 

     

Finance 
Identify opportunities and risks relating to the 
financial sustainability of the health and care 
system 

     

Finance 

Provide advice on the delivery of financial 
plans by Partnership programmes and 
contribute to the benefits realisation of each 
programme 

     

  



 

Issue Roles and responsibilities Partnership 
Board 

System Leadership 
Executive Group 

System Oversight 
and Assurance 

Group 
Clinical  
Forum Finance Forum 

Finance 

Provide advice on the deployment of financial 
management capacity, resources and 
expertise in support of Partnership 
programmes; 

     

Finance 
Share best practice and provide advice on the 
delivery of efficiency gains and value for 
money improvements;  

     

Finance 

Support the financial review of any proposals 
or business cases which have resource 
implications and require a decision by the 
Health and Care Partnership (either directly or 
through financial leadership at programme or 
place level) 

     

Partnership 
development 

Act as a leadership cohort, demonstrating what 
can be achieved with strong system leadership 
and increased freedoms and flexibilities. 

     

Partnership 
development 

Support the development of local partnership 
arrangements which bring together the 
Councils, voluntary and community groups, 
and NHS commissioners and providers in each 
Place. 

     

Values and 
behaviours 

Make joint decisions and resolve any 
disagreements by following the principle of 
subsidiarity, in line with the shared values and 
behaviours of the Partnership. 

     

Values and 
behaviours 

Provide a mechanism for joint action and joint 
decision-making for those issues which are 
best tackled on a wider scale.  

     

 
 



 

Annex 4 - Terms of Reference 

The following sets of terms of reference for partnership governance groups are 
appended to this Memorandum: 

 
Part 1: Partnership Board  

 
Part 2: System Leadership Executive 

 
Part 3: System Oversight and Assurance Group 

Part 4: Clinical Forum 

Part 5: Finance Forum - NEW 
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1. Introduction and context 

1.1. West Yorkshire and Harrogate Health and Care Partnership was formed in 2016 as 
one of 44 Sustainability and Transformation Partnerships (STPs), in response to 
the NHS Five Year Forward View. It brings together all health and care 
organisations in our six places: Bradford District and Craven, Calderdale, 
Harrogate, Kirklees, Leeds and Wakefield. 

 
1.2. The partnership is not a new organisation, but a new way of working to meet the 

diverse needs of our citizens and communities. NHS services have come together 
with local authorities, charities and community groups to agree how we can 
improve people’s health and improve the quality of their health and care services. 

 
1.3. The Partnership Board is a key element of the leadership and governance 

arrangements for the West Yorkshire and Harrogate Health and Care Partnership. 
 

Purpose 
 
1.4. The Partnership Board will provide the formal leadership for the Partnership. It will 

be responsible for setting strategic direction. It will provide oversight for all 
Partnership business, and a forum to make decisions together as Partners on the 
matters highlighted in the Partnership Memorandum of Understanding, which 
neither impact on the statutory responsibilities of individual organisations nor have 
been delegated formally to a collaborative forum. 

 
1.5. The Partnership Board has no formal delegated powers from the organisations in 

the Partnership. However, over time the regulatory and oversight functions of the 
NHS national bodies will increasingly be enacted through collaboration with our 
leadership. 

 
1.6. The Partnership Board will work by building agreement with leaders across Partner 

organisations to drive action around a shared direction of travel. 
 
1.7. These Terms of Reference describe the scope, function and ways of working for 

the Partnership Board. They should be read in conjunction with the Memorandum 
of Understanding for the West Yorkshire and Harrogate Health and Care 
Partnership, which describes the wider governance and accountability 
arrangements. 
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2. How we work together in West Yorkshire and Harrogate 

Our vision 
 
2.1. We have worked together to develop a shared vision for health and care services 

across West Yorkshire and Harrogate. All of our plans support the realisation of 
this vision: 

 

• Places will be healthy - you will have the best start in life, so you can live and 
age well. 

• If you have long term health conditions you will be supported to self-care 
through GPs and social care services working together. This will include 
peer support and via technology, such as telemedicine. 

• If you have multiple health conditions, there will be a team supporting your 
physical, social and mental health needs. This will involve you, your family 
and carers, the NHS, social care and voluntary and community 
organisations. 

• If you need hospital care, it will usually mean going to your local hospital, 
which works closely with others to give you the best care possible 

• Local hospitals will be supported by centres of excellence for services such 
as cancer, stroke, and mental health. 

• All of this will be planned and paid for together, with councils and the NHS 
working together to remove the barriers created by planning and paying for 
services separately. For example community and hospital care working 
together. 

• Communities and staff will be involved in the development and design of 
plans so that everyone truly owns their health care services. 

 
Principles for our partnership 

 
2.2. The Partnership Board operates within an agreed set of guiding principles that 

shape everything we do through our Partnership: 
 

• We will be ambitious for the people we serve and the staff we employ 

• The West Yorkshire and Harrogate Partnership belongs to its citizens and to 
commissioners and providers, councils and NHS 

• We will do the work once – duplication of systems, processes and work 
should be avoided as wasteful and potential source of conflict 

• We will undertake shared analysis of problems and issues as the basis of 
taking action 

• We will apply subsidiarity principles in all that we do – with work taking place 
at the appropriate level and as near to local as possible 

• We will build constructive relationships with communities, groups and 
organisations to tackle the wide range of issues which have an impact on 
people’s health and wellbeing. 
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Our shared values and behaviour 
 
2.3. Members of the Partnership Board commit to behave consistently as leaders and 

colleagues in ways which model and promote our shared values: 
 

• We are leaders of our organisation, our place and of West Yorkshire and 
Harrogate 

• We support each other and work collaboratively 

• We act with honestly and integrity, and trust each other to do the same 

• We challenge constructively when we need to 

• We assume good intentions. 

• We will implement our shared priorities and decisions, holding each other 
mutually accountable for delivery 

 
3. Role and Responsibilities 

3.1. The Partnership Board will provide the formal leadership for the Partnership. It will 
be responsible for setting strategic direction and providing strategic oversight for 
all Partnership business. It will make joint decisions on a range of matters which 
do not impact on the statutory responsibilities of individual organisations and have 
not been delegated formally to a collaborative forum. Its responsibilities are to: 

 
i. agree the broad objectives for the Partnership; 
 
ii. consider recommendations from the System Leadership Executive Group 

and make decisions on: 
 

• The objectives of priority HCP work programmes and workstreams 
• The apportionment of transformation monies from national bodies 
• Priorities for capital investment across the Partnership 
• Operation of the single NHS financial control total (for NHS bodies) 
• Common actions when systems become distressed 

 
iii. ensure the voice of the patients, service users and citizens is heard and 

reflected in all plans 
 

iv. act as a leadership cohort, demonstrating what can be achieved with strong 
system leadership and increased freedoms and flexibilities; 

 
v. provide a mechanism for joint action and joint decision-making for those 

issues which are best tackled on a wider scale; 
 
vi. oversee financial resources of NHS partners within a shared financial 

framework for health across the constituent CCGs and NHS provider 
organisations; and maximise the system-wide efficiencies necessary to 
manage within this share of the NHS budget; 

 
vii. support the development of local partnership arrangements which bring 

together the Councils, voluntary and community groups, and NHS 
commissioners and providers in each Place;
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viii. ensure that, through partnership working in each place and across WY&H, 
there is a greater focus on population health management, integration 
between providers of services around the individual’s needs, and a focus on 
care provided in primary and community settings; 

 
ix. oversee a mutual accountability framework which provides a single, 

consistent approach for assurance and accountability between partners; 
 
x. reach agreement in relation to recommendations made by other 

governance groups within the Partnership on the need to take action in 
relation to managing collective performance, resources and the totality of 
population health; 

 
xi. adopt an approach to making joint decisions and resolving any disagreements 

which follows the principle of subsidiarity and is in line with the shared values 
and behaviours of the partnership. 

 
4. Membership 

4.1. The membership will comprise: 
 

• A Chair, who will be a Health and Wellbeing Board chair 
• the Partnership lead CEO 
• CCG Clinical Chairs 
• CCG Accountable Officers 
• Chairs of Health and Wellbeing Boards of each Place 
• A second elected member for each Council 
• Council chief executives 
• Chairs of NHS Trusts, NHS Foundation Trusts and other providers of NHS 

services which are formal partners 
• Chief executives of NHS Trusts, NHS Foundation Trusts and other providers of 

NHS services which are formal partners 
• One representative of NHS England 
• One representative of NHS Improvement 
• One representative of Health Education England 
• One representative of Public Health England 
• One representative of Healthwatch organisations 
• The chief executive of Yorkshire and Humber Academic Health Science Network 
• The chair of the WY&H Clinical Forum 
• Three representatives of the voluntary and community sector 
• Four independent Co-opted members. 

 
4.2. The Co-opted members will be a ‘critical friend’ to the Board and will provide 

independent, strategic challenge to the Partnership’s work. In particular, they will 
champion the public, service user, patient and carer perspective, providing 
assurance that people’s needs are at the centre of the Board’s decisions. Co-opted 
members will be able to participate on all issues but will not have a vote.  

 
4.3. A vice Chair will be agreed from among the chairs of NHS bodies. 
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4.4. A list of members is set out at Annex 1. 
 

Deputies 
 
4.5. If a member, other than a co-opted member, is unable to attend a meeting of the 

Partnership Board, s/he will be responsible for identifying a suitable deputy to 
attend on their behalf. Such a deputy must have sufficient seniority and sufficient 
understanding of the issues to be considered to represent their organisation, 
place or group effectively. Deputies will be eligible to vote. 

 
Additional attendees 

 
4.6. Additional attendees will routinely include: 

 

• The WY&H Partnership Director 
• The WY&H Partnership Finance director. 

 
4.7. At the discretion of the Chair, additional representatives may be requested to 

attend meetings from time to time to participate in discussions or report on 
particular issues. Such additional representatives may include: 

 

• Senior Responsible Officers and programme leads for WY&H programmes 
• Representatives of Partner organisations, who are not part of the core 

membership. 
• Members of the WY&H Partnership core team and external advisers. 

 
 

5. Quoracy and voting 
 

5.1. The Partnership Board will be quorate when 75% or more of Partner organisations 
are present, including at least one representative from each place. The Partnership 
Board will generally operate on the basis of forming a consensus on issues 
considered, taking account of the views expressed by members. It will look to 
make any decisions on a Best for WY&H basis. The Chair will seek to ensure that 
any lack of consensus is resolved amongst members. 

 
5.2. Partnership Board members will be eligible to participate on issues which apply to 

their organisation, in line with the scope of applicable issues set out in Annex 1 of 
the Partnership Memorandum of Understanding. If a consensus decision cannot 
be reached, then (save for decisions on allocation of capital investment and 
transformation funding set out at 5.3 below) it may be referred to the dispute 
resolution procedure under Paragraph 6.6 of the Partnership Memorandum of 
Understanding by any of the affected Partners for resolution. 

 
5.3. In respect of priorities for capital investment or apportionment of transformation 

funding from the Partnership, then the Partnership Board may make a decision 
provided that it is supported by not less than 75% of the eligible Partnership Board 
members present at a quorate meeting. In such cases, each eligible Partner 
organisation shall have one vote 

 
5.4. By exception, and with its prior approval, the Partnership Board shall authorise 

members of the Board to take decisions on its behalf. The nature and scope of the 
delegation shall be recorded in the minutes and any such decisions shall be 
reported to the Board as its next meeting. 
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6. Accountability and reporting 
 

6.1. The Partnership Board has no formal powers delegated by Partner organisations. 
However, it will increasingly take on responsibility for decisions relating to regulatory 
and oversight functions currently exercised from outside the system. 

 
6.2. The Partnership Board has a key role within the wider governance and accountability 

arrangements for the WY&H partnership (see Annex 2 for a description of these 
arrangements). The minutes, and a summary of key messages will be submitted to all 
Partner organisations after each meeting. 

 
7. Conduct and Operation 

 
7.1. The Partnership Board will meet in public, at least four times each year. An annual 

schedule of meetings will be published by the secretariat. 
 

7.2. Extraordinary meetings may be called for a specific purpose at the discretion of the 
Chair. A minimum of seven working days notice will be given when calling an 
extraordinary meeting. 

 
7.3. The agenda and supporting papers will be sent to members and attendees and 

made available to the public no less than five working days before the meeting. 
Urgent papers will be permitted in exceptional circumstances at the discretion of 
the Chair. 

 
7.4. Draft minutes will be issued within 10 working days of each meeting. 
 

Managing Conflicts of Interest 
 
7.5. Each member must abide by all policies of the organisation it represents in relation 

to conflicts of interest. 
 

7.6. Where any Partnership Board member has an actual or potential conflict of interest 
in relation to any matter under consideration at any meeting, the Chair (in their 
discretion) shall decide, having regard to the nature of the potential or actual 
conflict of interest, whether or not that member may participate and/or vote in 
meetings (or parts of meetings) in which the relevant matter is discussed. 

 
7.7. Where the Chair decides to exclude a member, the relevant organisation 

represented by that member may send a deputy to take the place of the conflicted 
member in relation to that matter. 

 
Secretariat 

 
7.8. The secretariat function for the Partnership Board will be provided by the WY&H 

Partnership core team. A member of the team will be responsible for arranging 
meetings, recording notes and actions from each meeting, preparing agendas, and 
agreeing these with the Chair. 
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8. Review 
 

8.1. These terms of reference and the membership of the Partnership Board will be 
reviewed at least annually. Further reviews will be undertaken in response to any 
material developments or changes in the wider governance arrangements of the 
partnership. 
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Annex 1 – Members 

Health and Wellbeing Board Chairs 
Bradford , Airedale and Wharfedale ✓ 
Calderdale ✓ 
Kirklees ✓ 
Leeds ✓ 
North Yorkshire ✓ 
Wakefield Council ✓ 

 
Local Authorities 

 
 Leader Chief Executive 
City of Bradford Metropolitan District Council ✓ ✓ 
Calderdale Council ✓ ✓ 
Craven District Council ✓ ✓ 
Harrogate Borough Council ✓ ✓ 
Kirklees Council ✓ ✓ 
Leeds City Council ✓ ✓ 
North Yorkshire County Council ✓ ✓ 
Wakefield Council ✓ ✓ 

 
CCGs 
 Chair Accountable Officer 
NHS Airedale, Wharfedale and Craven CCG ✓ ✓ 
NHS Bradford City CCG ✓ ✓ 
NHS Bradford Districts CCG ✓ ✓ 
NHS Calderdale CCG ✓ ✓ 
NHS Greater Huddersfield CCG ✓ ✓ 
NHS Harrogate and Rural District CCG ✓ ✓ 
NHS Leeds CCG ✓ ✓ 
NHS North Kirklees CCG ✓ ✓ 
NHS Wakefield CCG ✓ ✓ 



 

NHS Service Providers 
 Chair Chief Executive 
Airedale NHS Foundation Trust ✓ ✓ 
Bradford District Care NHS Foundation Trust ✓ ✓ 
Bradford Teaching Hospitals NHS Foundation Trust ✓ ✓ 
Calderdale and Huddersfield NHS Foundation Trust ✓ ✓ 
Harrogate and District NHS Foundation Trust ✓ ✓ 
Leeds and York Partnership NHS Foundation Trust ✓ ✓ 
Leeds Community Healthcare NHS Trust ✓ ✓ 
The Leeds Teaching Hospitals NHS Trust ✓ ✓ 
Locala Community Partnerships CIC ✓ ✓ 
The Mid Yorkshire Hospitals NHS Trust ✓ ✓ 
South West Yorkshire Partnership NHS Foundation 
Trust 

✓ ✓ 

Tees, Esk, and Wear Valleys NHS Foundation Trust ✓ ✓ 
Yorkshire Ambulance Service NHS Trust ✓ ✓ 

 
Heath Regulator and Oversight Bodies 
NHS England ✓ 
NHS Improvement ✓ 

 
Other National Bodies 
Health Education England ✓ 
Public Health England ✓ 

 
Other Partners 
Healthwatch representative ✓ 
Yorkshire & Humber Academic Health Science 
Network ✓ 

Three representatives of the voluntary and 
community sector ✓ 

Four independent co-opted members ✓ 
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1. Introduction and context 

1.1. West Yorkshire and Harrogate Health and Care Partnership was formed in 2016 as 
one of 44 Sustainability and Transformation Partnerships (STPs), in response to 
the NHS Five Year Forward View. It brings together all health and care 
organisations in our six places: Bradford District and Craven, Calderdale, 
Harrogate, Kirklees, Leeds and Wakefield. 

 
1.2. The partnership is not a new organisation, but a new way of working to meet the 

diverse needs of our citizens and communities. NHS services have come together 
with local authorities, charities and community groups to agree how we can 
improve people’s health and improve the quality of their health and care services. 

 
1.3. The System Leadership Executive Group (‘the Executive Group’) is a key element 

of the leadership and governance arrangements for the West Yorkshire and 
Harrogate Health and Care Partnership. 

 
Purpose 
 
1.4. The Executive Group will support the Partnership Board to lead and direct the 

Partnership and will have overall executive responsibility for delivery of the 
Partnership plan. 

 
1.5. The Executive Group will make decisions and recommendations to the Partnership 

Board on the matters highlighted in the Partnership Memorandum of 
Understanding, which neither impact on the statutory responsibilities of individual 
organisations nor have been delegated formally to a collaborative forum. . 

 
1.6. The Executive Group has no formal delegated powers from the organisations in 

the Partnership. However, over time the regulatory and oversight functions of the 
NHS national bodies will increasingly be enacted through collaboration with our 
leadership. 

 
1.7. The Executive Group will work by building agreement with leaders across Partner 

organisations to drive action around a shared direction of travel. 
 
1.8. These Terms of Reference describe the scope, function and ways of working for 

the Executive Group. They should be read in conjunction with the Memorandum of 
Understanding for the West Yorkshire and Harrogate Health and Care 
Partnership, which describes the wider governance and accountability 
arrangements. 
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2. How we work together in West Yorkshire and Harrogate 

Our vision 
 
2.1. We have worked together to develop a shared vision for health and care services 

across West Yorkshire and Harrogate. All of our plans support the realisation of 
this vision: 

 

• Places will be healthy - you will have the best start in life, so you can live and 
age well. 

• If you have long term health conditions you will be supported to self-care 
through GPs and social care services working together. This will include 
peer support and via technology, such as telemedicine. 

• If you have multiple health conditions, there will be a team supporting your 
physical, social and mental health needs. This will involve you, your family 
and carers, the NHS, social care and voluntary and community 
organisations. 

• If you need hospital care, it will usually mean going to your local hospital, 
which works closely with others to give you the best care possible 

• Local hospitals will be supported by centres of excellence for services such 
as cancer, stroke, and mental health. 

• All of this will be planned and paid for together, with councils and the NHS 
working together to remove the barriers created by planning and paying for 
services separately. For example community and hospital care working 
together. 

• Communities and staff will be involved in the development and design of 
plans so that everyone truly owns their health care services. 

 
Principles for our partnership 

 
2.2. The Executive Group operates within an agreed set of guiding principles that 

shape everything we do through our Partnership: 
 

• We will be ambitious for the people we serve and the staff we employ 

• The West Yorkshire and Harrogate partnership belongs to its citizens and to 
commissioners and providers, councils and NHS 

• We will do the work once – duplication of systems, processes and work 
should be avoided as wasteful and potential source of conflict 

• We will undertake shared analysis of problems and issues as the basis of 
taking action 

• We will apply subsidiarity principles in all that we do – with work taking place 
at the appropriate level and as near to local as possible 
We will build constructive relationships with communities, groups and 
organisations to tackle the wide range of issues which have an impact on 
people’s health and wellbeing. 
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Our shared values and behaviour 
 

2.3. Members of the Executive Group commit to behave consistently as leaders 
and colleagues in ways which model and promote our shared values: 

 
• We are leaders of our organisation, our place and of West Yorkshire and 

Harrogate 

• We support each other and work collaboratively 

• We act with honestly and integrity, and trust each other to do the same 

• We challenge constructively when we need to 

• We assume good intentions. 

• We will implement our shared priorities and decisions, holding each other 
mutually accountable for delivery 

 
3. Role and Responsibilities 

3.1. The Executive Group will take overall executive responsibility for delivery of the 
Partnership plan. It will make recommendations to the Partnership Board and 
make joint decisions on a range of matters which do not impact on the statutory 
responsibilities of individual organisations and have not been delegated formally 
to a collaborative forum. Its responsibilities are to: 

 
i. make recommendations to the Partnership Board on: 

 
• The objectives of priority HCP work programmes and workstreams 
• The apportionment of transformation monies from national bodies 
• Priorities for capital investment across the Partnership. 
• Operation of the single NHS financial control total (for NHS bodies) 
• Agreeing common action when systems become distressed 

 
ii. ensure the voice of the patients, service users and citizens is heard and 

reflected in all plans 
  

iii. progressively build the capabilities to manage the health of our population, 
keeping people healthier for longer and reducing avoidable demand for 
healthcare services; 

 
iv. act as a leadership cohort, demonstrating what can be achieved with strong 

system leadership and increased freedoms and flexibilities; 
 

v. provide a mechanism for joint action and joint decision-making for those 
issues which are best tackled on a wider scale; 

 
vi. manage financial resources of NHS partners within a shared financial 

framework for health across the constituent CCGs and NHS provider 
organisations; and maximise the system-wide efficiencies necessary to 
manage within this share of the NHS budget; 
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vii. support the development of local partnership arrangements which bring 
together the Councils, voluntary and community groups, and NHS 
commissioners and providers in each Place; 

 
viii. ensure that, through partnership working in each place and across WY&H, 

there is a greater focus on population health management, integration 
between providers of services around the individual’s needs, and a focus 
on care provided in primary and community settings; 

 
ix. oversee the development and implementation of a mutual accountability 

framework which provides a single, consistent approach for assurance and 
accountability between partners; 

 
x. reach agreement in relation to recommendations made by other 

governance groups within the partnership on the need to take action in 
relation to managing collective performance, resources and the totality of 
population health; 

 
xi. adopt an approach to making joint decisions and resolving any 

disagreements which follows the principle of subsidiarity and is in line with 
the shared values and behaviours of the partnership; 

 
4. Membership 

4.1. The membership will comprise: 
 

• A Chair – the partnership lead CEO 
• CCG Accountable Officers 
• Council chief executives 
• Chief executives of NHS Trusts, NHS Foundation Trusts and other providers 

of NHS services which are formal partners 
• One representative of NHS England 
• One representative of NHS Improvement 
• One representative of Health Education England 
• One representative of Public Health England 
• One representative of Healthwatch organisations 
• The chief executive of Yorkshire and Humber Academic Health Science Network 
• The chair of the WY&H Clinical Forum 

 
4.2. A deputy Chair will be agreed from among nominated members. A list of 

members is set out at Annex 1. 
 

Deputies 
 

If a member is unable to attend a meeting of the Executive Group, s/he will be 
responsible for identifying a suitable deputy to attend on their behalf. Such a deputy 
must have sufficient seniority and sufficient understanding of the issues to be 
considered, to represent their organisation, place or group effectively. Deputies will be 
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eligible to vote. 
 

Additional attendees 
 
4.3. Additional attendees will routinely include: 
 

• The WY&H Partnership director 
• The WY&H Partnership finance director. 

 
4.4. At the discretion of the Chair, additional representatives may be requested to 

attend meetings from time to time to participate in discussions or report on 
particular issues. Such additional representatives may include: 

 
• Senior Responsible Officers and programme leads for WY&H programmes 
• Representatives of Partner organisations, who are not part of the core 

membership. 
• Members of the WY&H Partnership core team and external advisers. 

 
5. Quoracy and voting 

5.1. The Executive Group will be quorate when 75% or more of Partner organisations 
are present, including at least one representative from each place. The 
Executive Group will generally operate on the basis of forming a consensus on 
issues considered, taking account of the views expressed by members. It will 
look to make any decisions on a Best for WY&H basis. The Chair will seek to 
ensure that any lack of consensus is resolved amongst members. 

 
5.2.    Members will be eligible to participate on issues which apply to their organisation, 

in line with the scope of applicable issues set out in Annex 1 of the Partnership 
Memorandum of Understanding. If a consensus cannot be reached, then decisions 
will be made by 75% majority of the Group present and voting at a quorate 
meeting. In such cases, each eligible Partner organisation shall have one vote. 

 
6. Accountability and reporting 

6.1. The Executive Group will be accountable to the Partnership Board, which provides 
the formal leadership of the WY&H Partnership. The Executive Group has no 
formal powers delegated by Partner organisations. However, it will increasingly 
take on responsibility for decisions relating to regulatory and oversight functions 
currently exercised from outside the system. 

 
6.2. The Executive Group has a key role within the wider governance and 

accountability arrangements for the WY&H partnership (see Annex 2 for a 
description of these arrangements). The minutes will be submitted to each 
meeting of the Partnership Board. The minutes, and a summary of key messages 
will also be submitted to all Partner organisations after each meeting. 
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7. Conduct and Operation 

7.1. The Executive Group will normally meet monthly. An annual schedule of meetings 
will be published by the secretariat. 

 
7.2. Extraordinary meetings may be called for a specific purpose at the discretion of the 

Chair. A minimum of seven working days notice will be given when calling an 
extraordinary meeting. 

 
7.3. The agenda and supporting papers will be sent to members and attendees no less 

than five working days before the meeting. Urgent papers will be permitted in 
exceptional circumstances at the discretion of the Chair. 

 
7.4. Draft minutes will be issued within 10 working days of each meeting. 
 
 Managing Conflicts of Interest 
 
7.5. Each member must abide by all policies of the organisation it represents in relation 

to conflicts of interest. 
 
7.6. Where any Executive Group member has an actual or potential conflict of interest 

in relation to any matter under consideration at any meeting, the Chair (in their 
discretion) shall decide, having regard to the nature of the potential or actual 
conflict of interest, whether or not that member may participate and/or vote in 
meetings (or parts of meetings) in which the relevant matter is discussed. 

 
7.7. Where the Chair decides to exclude a member, the relevant organisation 

represented by that member may send a deputy to take the place of the conflicted 
member in relation to that matter. 

 
 Secretariat 
 
7.8. The secretariat function for the Executive Group will be provided by the WY&H 

Partnership core team. A member of the team will be responsible for arranging 
meetings, recording notes and actions from each meeting, preparing agendas, 
and agreeing these with the Chair. 

 
8. Review 

8.1. These terms of reference and the membership of the Group will be reviewed at 
least annually. Further reviews will be undertaken in response to any material 
developments or changes in the wider governance arrangements of the 
partnership. 
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Annex 1 – Members 

Local Authorities 
 

City of Bradford Metropolitan District Council  
Calderdale Council  
Craven District Council  
Harrogate Borough Council  
Kirklees Council  
Leeds City Council  
North Yorkshire County Council  
Wakefield Council  

 
NHS Commissioners 

 
NHS Airedale, Wharfedale and Craven CCG  
NHS Bradford City CCG  
NHS Bradford Districts CCG  
NHS Calderdale CCG  
NHS Greater Huddersfield CCG  
NHS Harrogate and Rural District CCG  
NHS Leeds CCG  
NHS North Kirklees CCG  
NHS Wakefield CCG  
NHS England  

 
Healthcare Providers 

 
Airedale NHS Foundation Trust  
Bradford District Care NHS Foundation Trust  
Bradford Teaching Hospitals NHS Foundation Trust  
Calderdale and Huddersfield NHS Foundation Trust  
Harrogate and District NHS Foundation Trust  
Leeds and York Partnership NHS Foundation Trust  
Leeds Community Healthcare NHS Trust  
The Leeds Teaching Hospitals NHS Trust  
Locala Community Partnerships CIC  
The Mid Yorkshire Hospitals NHS Trust  
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South West Yorkshire Partnership NHS Foundation Trust  
Tees, Esk, and Wear Valleys NHS Foundation Trust  
Yorkshire Ambulance Service NHS Trust  

 

Heath Regulator and Oversight Bodies 
 

NHS England  

NHS Improvement  
 
Other National Bodies 

 
Health Education England  

Public Health England  
Care Quality Commission [TBC]  

 
Other Partners 

 
Clinical Forum Chair  

Healthwatch representative  

Yorkshire and Humber Academic Health Science 
Network. 
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1. Introduction and context 

1.1. West Yorkshire and Harrogate Health and Care Partnership was formed in 2016 as 
one of 44 Sustainability and Transformation Partnerships (STPs), in response to 
the NHS Five Year Forward View. It brings together all health and care 
organisations in our six places: Bradford District and Craven, Calderdale, 
Harrogate, Kirklees, Leeds and Wakefield. 

 
1.2. The partnership is not a new organisation, but a new way of working to meet the 

diverse needs of our citizens and communities. NHS services have come together 
with local authorities, charities and community groups to agree how we can 
improve people’s health and improve the quality of their health and care services. 

 
1.3. The System Oversight and Assurance Group is a key element of the leadership 

and governance arrangements for the West Yorkshire and Harrogate Health and 
Care partnership. 

 
Purpose 

 
1.4. The Partnership has agreed to adopt a new integrated approach to leading 

performance development and culture change, encompassing operational 
performance, quality and outcomes, service transformation, and finance. 

 
1.5. This new approach will feature: 
 

• a single framework, covering individual places, and West Yorkshire and 
Harrogate as a whole; 

• an increasing focus on making judgements about a whole place, while 
understanding the positions of individual organisations; 

• a strong element of peer review and mutual accountability; 

• a clear approach to improvement-focused intervention, support and capacity 
building. 

 
1.6. The purpose of the System Oversight and Assurance Group is to be the primary 

governance forum to oversee the Partnership’s mutual accountability 
arrangements. It will take an overview of system performance and progress 
with delivery of the partnership’s plan 

 
1.7. These Terms of Reference describe the scope, function and ways of working for 

the System Oversight and Assurance Group. They should be read in 
conjunction with the Memorandum of Understanding for the West Yorkshire and 
Harrogate Health and Care Partnership, which describes the wider governance 
and accountability arrangements. 
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2. How we work together in West Yorkshire and Harrogate 

Our vision 
 
2.1. We have worked together to develop a shared vision for health and care services 

across West Yorkshire and Harrogate. All of our plans support the realisation of 
this vision: 

 

• Places will be healthy - you will have the best start in life, so you can live and 
age well. 

• If you have long term health conditions you will be supported to self-care 
through GPs and social care services working together. This will include 
peer support and via technology, such as telemedicine. 

• If you have multiple health conditions, there will be a team supporting your 
physical, social and mental health needs. This will involve you, your family 
and carers, the NHS, social care and voluntary and community 
organisations. 

• If you need hospital care, it will usually mean going to your local hospital, 
which works closely with others to give you the best care possible 

• Local hospitals will be supported by centres of excellence for services such 
as cancer, stroke, and mental health. 

• All of this will be planned and paid for together, with councils and the NHS 
working together to remove the barriers created by planning and paying for 
services separately. For example community and hospital care working 
together. 

• Communities and staff will be involved in the development and design of 
plans so that everyone truly owns their health care services. 

 
Principles for our partnership 

 
2.2. The System Oversight and Assurance Group operates within an agreed set of 

guiding principles that shape everything we do through our partnership: 
 

• We will be ambitious for the people we serve and the staff we employ 

• The West Yorkshire and Harrogate partnership belongs to its citizens and to 
commissioners and providers, councils and NHS 

• We will do the work once – duplication of systems, processes and work 
should be avoided as wasteful and potential source of conflict 

• We will undertake shared analysis of problems and issues as the basis of 
taking action 

• We will apply subsidiarity principles in all that we do – with work taking place 
at the appropriate level and as near to local as possible 

• We will build constructive relationships with communities, groups and 
organisations to tackle the wide range of issues which have an impact on 
people’s health and wellbeing.
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Our shared values and behaviour 
 

2.3. Members of the System Oversight and Assurance Group commit to behave 
consistently as leaders and colleagues in ways which model and promote our 
shared values: 

 
• We are leaders of our organisation, our place and of West Yorkshire and 

Harrogate 

• We support each other and work collaboratively 

• We act with honestly and integrity, and trust each other to do the same 

• We challenge constructively when we need to 

• We assume good intentions. 

• We will implement our shared priorities and decisions, holding each other 
mutually accountable for delivery 

 
3. Role and Responsibilities 

3.1. The System Oversight and Assurance Group will provide oversight, and 
challenge to the delivery of the aims and priorities of the Partnership. In support 
of this, its responsibilities are to: 

 
i. lead the development of a dashboard of key performance, quality and 

transformation metrics for the partnership; 

ii. take an overview of performance and transformation at whole system, place 
and organisation levels in relation to partnership objectives and wider national 
requirements; 

iii. take an overview of programme delivery; 

iv. receive reports from WY&H programmes and enabling workstreams on issues 
which require escalation; 

v. develop and maintain connections with other key groups and organisations 
which have a role in performance development and improvement, including: 

• Care Quality Commission 

• Quality Surveillance Groups 

• Place-based transformation boards 

• A&E Delivery Boards 

• WY&H Directors of Finance Group 

• WY&H Clinical Forum; 
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vi. lead the development of a framework for peer review and support for the 
partnership and oversee its application; 

vii. make recommendations to the System Leadership Executive, in consultation 
with WY&H programme boards, and national NHS bodies, on the deployment 
of improvement support across the partnership, and on the need for more 
formal action and interventions. Actions will include the requirement for: 

• agreement of improvement or recovery plans; 

• more detailed peer-review of specific plans; 

• commissioning expert external review; 

• co-ordination of formal intervention and improvement support; 

• agreement of restrictions on access to discretionary funding and financial 
incentives. 

 
4. Membership 

4.1. The membership of the System Oversight and Assurance Group will include 
representation from each sector of the partnership, i.e. providers, commissioners, 
Councils, national bodies, Healthwatch. Members will be nominated so as to 
reflect appropriate representation from each place. 

 
4.2. The membership will comprise: 
 

• A Chair – the partnership lead CEO 
• Acute sector – chair of WYAAT (and nominated WYAAT deputy) 
• Mental health sector – chair of Mental Health Services Collaborative (and 

nominated MHSC deputy) 
• CCGs – nominated lead accountable officer (and nominated deputy) 
• A representative of community / primary care providers 
• Local authorities – lead CEO for health (and nominated CEO deputy) 
• The chair of the WY&H Clinical Forum (and nominated deputy) 
• One representative of NHS England / NHS Improvement 
• One representative of Healthwatch 

 
4.3. A deputy Chair will be agreed from among nominated members. A list of members 

and nominated deputies is set out at Annex 1. 
 
Deputies 
 
4.4. If a member is unable to attend a meeting of the System Oversight and Assurance 

Group, s/he will be responsible for identifying a suitable deputy to attend on their 
behalf. Such a deputy must have sufficient seniority and sufficient understanding 
of the issues to be considered, to represent their organisation, place or group 
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effectively. Nominated sector deputies will be invited to attend SOAG meetings, 
either in place of, or in addition to the nominated sector lead). 

 
Additional attendees 

 
4.5. Additional attendees will routinely include: 
 

• The WY&H Partnership director 

• The WY&H Partnership finance director. 
 
4.6. At the discretion of the Chair, additional representatives may be requested to 

attend meetings from time to time to participate in discussions or report on 
particular issues. Such additional representatives may include: 

 
• Senior Responsible Officers and programme leads for WY&H programmes 

• Representatives of Partner organisations, who are not part of the core 
membership. 

• Members of the WY&H Partnership core team and external advisers. 
 
5. Quoracy and voting 

5.1. The System Oversight and Assurance Group will not be a formal decision making 
body. The Group will operate on the basis of forming a consensus on issues 
considered, taking account of the views expressed by members. The Group will 
not take votes and will not require a quorum of members to be present to consider 
any business. 

 
5.2. The Chair will seek to ensure that any lack of consensus is resolved amongst 

members. 
 
5.3. Under exceptional circumstances any substantive difference of views among 

members will be reported to the System Leadership Executive Group. 
 
6. Accountability and reporting 

6.1. The Group does not have any powers or functions formally delegated by the 
Boards or governing bodies of its constituent organisations. However, NHS 
England and NHS Improvement will, where appropriate, enact certain regulatory 
and system oversight functions through the group. 

 
6.2. The Group has a key role within the wider governance and accountability 

arrangements for the WY&H partnership (see Annex 2 for a description of these 
arrangements). 

 
6.3. The System Oversight and Assurance Group will formally report, through the 

Chair, to the System Leadership Executive Group. It will make recommendations, 
where appropriate to the System Leadership Executive Group. 
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7. Conduct and Operation 

7.1. The Group will normally meet monthly. An annual schedule of meetings will be 
published by the secretariat. 

 
7.2. Extraordinary meetings may be called for a specific purpose at the discretion of the 

Chair. A minimum of seven working days notice will be given when calling an 
extraordinary meeting. 

 
7.3. The agenda and supporting papers will be sent to members and attendees no less 

than five working days before the meeting. Urgent papers will be permitted in 
exceptional circumstances at the discretion of the Chair. 

 
7.4. Draft minutes will be issued within 10 working days of each meeting. 
 

Managing Conflicts of Interest 
 
7.5. Each member must abide by all policies of the organisation it represents in relation 

to conflicts of interest. 
 

7.6. Where any Group member has an actual or potential conflict of interest in relation 
to any matter under consideration at any meeting, the Chair (in their discretion) 
shall decide, having regard to the nature of the potential or actual conflict of 
interest, whether or not that member may participate and/or vote in meetings (or 
parts of meetings) in which the relevant matter is discussed. 

 
7.7. Where the Chair decides to exclude a member, the relevant organisation 

represented by that member may send a deputy to take the place of the conflicted 
member in relation to that matter. 

 
Secretariat 

 
7.8. The secretariat function for the System Oversight and Assurance Group will be 

provided by the NHS England operations and delivery team. A member of the 
team will be responsible for arranging meetings, recording notes and actions from 
each meeting, preparing agendas, and agreeing these with the Chair. 

 

8. Review 

8.1. These terms of reference and the membership of the Group will be reviewed at 
least annually. Further reviews will be undertaken in response to any material 
developments or changes in the wider governance arrangements of the 
partnership. 
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Annex 1 – Members 
 

Sector First representative Second representative 

Chair   

Acute Provider   

Mental health provider   

CCG   

Local Government   

Primary and Community provision   

Clinical leadership   

NHS England / NHS Improvement   

Healthwatch   
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1. Introduction and context 

1.1. West Yorkshire and Harrogate Health and Care Partnership was formed in 2016 
as one of 44 Sustainability and Transformation Partnerships (STPs), in response 
to the NHS Five Year Forward View. It brings together all health and care 
organisations in our six places: Bradford District and Craven, Calderdale, 
Harrogate, Kirklees, Leeds and Wakefield. 

 
1.2. The partnership is not a new organisation, but a new way of working to meet 

the diverse needs of our citizens and communities. NHS services have come 
together with local authorities, charities and community groups to agree how we 
can improve people’s health and improve the quality of their health and care 
services. 

 
1.3. The Clinical Forum is a key element of leadership and governance arrangements 

for the West Yorkshire and Harrogate health and care partnership. 
 

Purpose 
 
1.4. The purpose of the Clinical Forum is to be the primary forum for clinical 

leadership, advice and challenge for the work of the partnership in meeting the 
Triple Aim: improving health and wellbeing; improving care and the quality of 
services; and ensuring that services are financially sustainable. 

 
1.5. The Clinical Forum ensures that the voice of clinicians, from across the range of 

clinical professions and partner organisations, drives the development of new 
clinical models and proposals for the transformation of services. It also takes an 
overview of system performance on quality. 

 
1.6. These Terms of Reference describe the scope, function and ways of working for 

the Clinical Forum. They should be read in conjunction with the Memorandum of 
Understanding for the West Yorkshire and Harrogate Health and Care Partnership 
[forthcoming], which describes the wider governance and accountability 
arrangements. 

 

2. How we work together in West Yorkshire and Harrogate 

Our vision 
 
2.1. We have worked together to develop a shared vision for health and care 

services across West Yorkshire and Harrogate. All of our plans support the 
realisation of this vision: 

 
• Places will be healthy - you will have the best start in life, so you can live and 

age well. 

• If you have long term health conditions you will be supported to self-care 
through GPs and social care services working together. This will include 
peer support and via technology, such as telemedicine. 
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• If you have multiple health conditions, there will be a team supporting your 
physical, social and mental health needs. This will involve you, your family 
and carers, the NHS, social care and voluntary and community 
organisations. 

• If you need hospital care, it will usually mean going to your local hospital, 
which works closely with others to give you the best care possible 

• Local hospitals will be supported by centres of excellence for services such 
as cancer, stroke, and mental health. 

• All of this will be planned and paid for together, with councils and the NHS 
working together to remove the barriers created by planning and paying for 
services separately. For example community and hospital care working 
together. 

• Communities and staff will be involved in the development and design of 
plans so that everyone truly owns their health care services. 

 
Principles for our partnership 

 
2.2. The Clinical Forum operates within an agreed a set of guiding principles that 

shape everything we do through our partnership: 
 

• We will be ambitious for the people we serve and the staff we employ 

• The West Yorkshire and Harrogate partnership belongs to its citizens and to 
commissioners and providers, councils and NHS 

• We will do the work once – duplication of systems, processes and work 
should be avoided as wasteful and potential source of conflict 

• We will undertake shared analysis of problems and issues as the basis of 
taking action 

• We will apply subsidiarity principles in all that we do – with work taking place 
at the appropriate level and as near to local as possible 

• We will build constructive relationships with communities, groups and 
organisations to tackle the wide range of issues which have an impact on 
people’s health and wellbeing. 

 
Our shared values and behaviour 

 
2.3. Members of the Clinical Forum commit to behave consistently as leaders and 

colleagues in ways which model and promote our shared values: 
 

• We are leaders of our organisation, our place and of West Yorkshire and 
Harrogate 

• We support each other and work collaboratively 

• We act with honestly and integrity, and trust each other to do the same 

• We challenge constructively when we need to 
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• We assume good intentions. 

• We will implement our shared priorities and decisions, holding each other 
mutually accountable for delivery 

 
3. Role and Responsibilities 

3.1. The Clinical Forum will provide clinical leadership, oversight, and challenge to 
the development and delivery of the aims and priorities of the partnership. In 
support of this, its responsibilities are to: 

 
i. lead the development of a clinical strategy and narrative for West Yorkshire 

and Harrogate 
ii. ensure that all plans within the West Yorkshire and Harrogate health and care 

partnership are clinically led, evidence based, and configured to improve 
patient outcomes; 

iii. ensure the voice of the patients, service users and citizens is heard and 
reflected in all plans; 

iv. maintain and embed clinical co-production as a core principle of the 
partnership; 

v. support collaboration and strengthen partnerships between clinical 
colleagues; 

vi. exhibit clinical leadership and galvanise professional colleagues and partner 
organisation to agree models of care which support delivery to close the three 
gaps (health, care and finance) in West Yorkshire and Harrogate 

vii. champion change and evidence-based innovation within their own 
organisations and Place, with peers, professional colleagues and networks; 

viii. support transition to new models of care, where appropriate. 

ix. make recommendations to the System Leadership Executive Group on 
proposals developed by priority workstreams and local place-based 
partnerships; 

x. provide oversight and alignment of all clinical initiatives across West Yorkshire 
and Harrogate; 

xi. support regular communication and engagement with all stakeholders; 

xii. support through review the evaluation and impact of all workstreams and 
plans 

xiii. provide innovative solutions to system-wide challenges, particularly where 
there are dependencies between workstreams (including enablers) and local 
plans; 
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xiv. provide input and assurance to the clinical representation on each of the 
workstreams; 

xv. ensure a robust framework for quality impact assessment of change is 
established and implemented; 

xvi. review system performance on the quality of health and care services and 
provide a mechanism for partner organisations to hold each other to account 
on quality, making appropriate links with the Quality Surveillance Forum. 

3.2. Members of the group should ensure that all groups of clinicians within their 
organisations are engaged with the work of the Clinical Forum as appropriate. 

 
4. Membership 

4.1. The membership of the Clinical Forum will reflect the engagement of all 
Places and partner organisations. 

 
4.2. Members will be senior clinicians (normally clinical commissioners, provider GPs, 

medical directors, directors of nursing, senior allied health professionals) 
nominated by the relevant organisation or partnership group. 

 
4.3. The membership will comprise: 
 

• A Chair 
• One clinical commissioner representative from each of the six places 
• One representative from each mental health and community trust 
• One representative from each acute Trust 
• One representative from Yorkshire Ambulance Service 
• One medical representative from NHS England and NHS Improvement 
• One Nursing and Quality Lead 
• One Allied Health Professional representative 
• One Community Pharmacist representative 
• Two representatives of primary care federations 
• One Director of Adult Social Services 
• One Director of Public Health 
• The Clinical Director for the West Yorkshire Association of Acute Trusts 
• One representative from Yorkshire Academic Health Science Network 

 
4.4. A deputy Chair will be agreed from among nominated members. 
 
4.5. A list of current members is set out at Annex 1. (Arrangements for future 

changes to the role of Chair and nominated members will be confirmed with the 
Forum). 
 

4.6. Additional representatives may be requested to attend meetings of the Clinical 
Forum from time to time to participate in discussions or report on particular 
issues. Such additional representatives may include: 
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• clinical leads for each of the West Yorkshire and Harrogate priority 

programmes and enabling workstreams 
• Local Medical Committee representatives. 

 
Additional attendees 

 
4.7. A representative of Healthwatch, members of the WY&H partnership core team, 

external advisers, and other individuals may be invited to attend for all or part of 
any meeting as and when appropriate, at the discretion of the Chair. 

 
Deputies 

 
4.8. If a member is unable to attend a meeting of the Clinical Forum, s/he will be 

responsible for identifying a suitable deputy to attend on their behalf. Such a 
deputy must have sufficient seniority and sufficient understanding of the issues to 
be considered, to represent their organisation, place or group effectively. 

 

5. Accountability and reporting 

5.1. The Clinical Forum will not be a formal decision making body. It does not have any 
powers or functions formally delegated by the Boards or governing bodies of its 
constituent organisations. 

 
5.2. The Clinical Forum has a key role within the wider governance and accountability 

arrangements for the WY&H partnership (see Annex 2 for a description of these 
arrangements). 

 
5.3. The Clinical Forum will formally report, through the Chair, to the System Leadership 

Executive Group. The Chair will be a core member of this group. 
 
5.4. The Forum will make recommendations, where appropriate to the System 

Leadership Executive Group. 
 

6. Conduct and Operation of the Clinical Forum 

6.1. The Forum will operate on the basis of forming a consensus on issues considered, 
taking account of the views expressed by members. 

 
6.2. The Forum will not take votes and will not require a quorum of members to be 

present to consider any business. 
 
6.3. The Chair will seek to ensure that any lack of consensus is resolved amongst 

members. 
6.4. Under exceptional circumstances any substantive difference of views among 

members will be reported by the Chair to the System Leadership Executive 
Group. 
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 Secretariat 
 
6.5. The secretariat function for the Clinical Forum will be provided by the WY&H 

partnership core team. A member of the team will be responsible for arranging 
meetings, recording notes and actions from each meeting, preparing agendas, 
and agreeing these with the Chair. 

 
6.6. The secretariat will collate papers and circulate them to members and 

attendees no less than five days before the meeting. Late papers will be 
permitted in exceptional circumstances at the discretion of the Chair. 

 

7. Frequency of meetings 

7.1. The Clinical Forum will usually meet each month. An annual schedule of 
meetings will be confirmed by the secretariat. 

 
7.2. Additional or extraordinary meetings may be called for a specific purpose at the 

discretion of the Chair. 
 
7.3. Members will normally be given a minimum of six weeks’ notice of any 

meeting of the Forum. 
 
8. Review 

8.1. These terms of reference and the membership of the Forum will be reviewed at 
least annually. Further reviews will be undertaken in response to any material 
developments or changes in the wider governance arrangements of the 
partnership. 
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Annex 1 – Members of the Clinical Forum 
 

 Nominee 

Chair  
CCGs / Places  
Bradford District and Craven  
Calderdale  
Harrogate and Rural District  
Leeds  
North Kirklees and Greater Huddersfield  
Wakefield  
Acute Trusts  
Airedale NHS Foundation Trust  
Bradford Teaching Hospitals NHS Foundation Trust  

Calderdale and Huddersfield NHS Foundation Trust  
Harrogate and District NHS Foundation Trust  
The Leeds Teaching Hospitals NHS Foundation Trust  
The Mid Yorkshire Hospitals NHS Foundation Trust  

Mental Health and Community Providers  
Bradford District Care NHS Foundation Trust  
Leeds and York Partnership NHS Foundation Trust  
South West Yorkshire Partnership NHS Foundation 
Trust 

 

Leeds Community Healthcare NHS Trust  
Others  
NHS England / NHS Improvement  
Allied Health Professional  
Community Pharmacist  
GP Providers x 2  
Social Care  
Public Health representative  
WYAAT Clinical Lead  
Yorkshire Ambulance Service  
Nursing & Quality Lead (and QSG link)  
AHSN  
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1. Introduction and context 

1.1. West Yorkshire and Harrogate Health and Care Partnership was formed in 
2016 in response to the NHS Five Year Forward View. It brings together all 
health and care organisations in our six places: Bradford District and Craven, 
Calderdale, Harrogate, Kirklees, Leeds and Wakefield. 

1.2. The Partnership is not a new organisation, but a new way of working to meet 
the diverse needs of our citizens and communities. NHS services have come 
together with local authorities, charities and community groups to agree how 
we can improve people’s health and improve the quality of their health and care 
services. To enable this, Partners are committed to working collaboratively to 
achieve financial sustainability and live within our resources. 

Purpose 
 

1.3. The Finance Forum is a key element of the governance arrangements for the 
Partnership.  It will be the primary forum for financial leadership, advice and 
challenge and will support the Partnership Board and System Leadership 
Executive Group (‘the Executive Group’) to lead and direct the Partnership. It 
will also support the System Oversight and Assurance Group to ensure robust 
mutual accountability across the Partnership.   

1.4. The Finance Forum will lead on enabling the Partnership to deliver the financial 
principles that are set out in its Memorandum of Understanding (MoU).  These 
confirm that we will : 

• aim to live within our means, i.e. the resources that we have 
available to provide services; 

• develop a West Yorkshire and Harrogate system response to the 
financial challenges we face; and  

• develop payment and risk share models that support a system 
response rather than work against it. 

 
1.5. The Finance Forum will be a forum for sharing knowledge and intelligence.  It 

will work by building agreement with financial leaders across Partner 
organisations to drive action around a shared direction of travel.  

1.6. These Terms of Reference describe the scope, function and ways of working 
for the Finance Forum. They should be read in conjunction with the MoU for the 
West Yorkshire and Harrogate Health and Care Partnership, which describes 
the wider governance and accountability arrangements.  

  



 
D R A F T 

3 
 

2. How we work together in West Yorkshire and Harrogate 

Our vision 
 

2.1. We have worked together to develop a shared vision for health and care 
services across West Yorkshire and Harrogate. All of our plans support the 
realisation of this vision: 

• Places will be healthy - you will have the best start in life, so you can live 
and age well. 

• If you have long term health conditions you will be supported to self-care 
through GPs and social care services working together. This will include 
peer support and via technology, such as telemedicine. 

• If you have multiple health conditions, there will be a team supporting your 
physical, social and mental health needs. This will involve you, your family 
and carers, the NHS, social care and voluntary and community 
organisations.  

• If you need hospital care, it will usually mean going to your local hospital, 
which works closely with others to give you the best care possible  

• Local hospitals will be supported by centres of excellence for services 
such as cancer, stroke, and mental health. 

• All of this will be planned and paid for together, with councils and the NHS 
working together to remove the barriers created by planning and paying for 
services separately. For example community and hospital care working 
together. 

• Communities and staff will be involved in the development and design of 
plans so that everyone truly owns their health care services. 

 
Principles for our partnership 

 
2.2. The Finance Forum  operates within an agreed set of guiding principles that 

shape everything we do through our Partnership: 

• We will be ambitious for the people we serve and the staff we employ 

• The West Yorkshire and Harrogate partnership belongs to its citizens and 
to commissioners and providers, councils and NHS 

• We will do the work once – duplication of systems, processes and work 
should be avoided as wasteful and potential source of conflict 

• We will undertake shared analysis of problems and issues as the basis of 
taking action 

• We will apply subsidiarity principles in all that we do – with work taking 
place at the appropriate level and as near to local as possible 

• We will build constructive relationships with communities, groups and 
organisations to tackle the wide range of issues which have an impact on 
people’s health and wellbeing. 
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Our shared values and behaviour 
 

2.3. Members of the Finance Forum  commit to behave consistently  as leaders and 
colleagues in ways which model and promote our shared values: 

• We are leaders of our organisation, our place and of West Yorkshire and 
Harrogate 

• We support each other and work collaboratively   

• We act with honesty and integrity, and trust each other to do the same 

• We challenge constructively when we need to 

• We assume good intentions. 

• We will implement our shared priorities and decisions, holding each other 
mutually accountable for delivery. 

2.4. The Forum will act as a financial leadership cohort, demonstrating what can be 
achieved with strong system leadership and increased freedoms and 
flexibilities. 

 
3. Role and Responsibilities 

 
3.1. The Finance Forum will provide financial leadership, oversight, challenge and 

advice to the Partnership.  It will support the Partnership to manage the 
financial resources of NHS partners within a shared financial control total for 
health across the constituent CCGs and NHS provider organisations, and to 
maximise the system-wide efficiencies necessary to manage within this share 
of the NHS budget.  It will: 
 

i. develop financial frameworks (as part of wider decision-making) in the 
areas of:  
 

• the allocation of transformation monies from national bodies; 
• priorities for capital investment across the Partnership; 
• operation of the single NHS financial control total (for NHS bodies) 

and the development of incentive schemes; 
• action in relation to managing collective financial performance and 

resources; and 
• agreeing common action when systems become financially 

distressed. 
 

ii. ensure that Partnership plans are underpinned by robust financial 
evidence and support the financial sustainability of the health and care 
system;  
 

iii. oversee, scrutinise and monitor the financial performance of the health 
and care system; 
 

iv. identify opportunities and risks relating to the financial sustainability of the 
health and care system;  
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v. provide advice on the delivery of financial plans by Partnership 

programmes and contribute to the benefits realisation of each 
programme; 
 

vi. provide advice on the deployment of financial management capacity, 
resources and expertise in support of Partnership programmes; 
 

vii. share best practice and provide advice on the delivery of efficiency gains 
and value for money improvements;  

 
viii. support  the development and implementation of a mutual accountability 

framework which provides a single, consistent approach for assurance 
and accountability between partners;  
 

ix. adopt an approach to making joint decisions and resolving any 
disagreements which follows the principle of subsidiarity and is in line 
with the shared values and behaviours of the partnership; 
 

x. support the financial review of any proposals or business cases which 
have resource implications and require a decision by the Health and Care 
Partnership (either directly or through financial leadership at programme 
of place level); 
 

xi. support the development of local partnership arrangements which  bring 
together the Councils, voluntary and community groups, and NHS 
commissioners and providers in each Place;  
 

xii. ensure that, through partnership working in each place and across 
WY&H, there is a greater focus on population health management, 
integration between providers of services around the individual’s needs, 
and a focus on care provided in primary and community settings; and 

 
xiii. provide a focus for financial issue which impact on the WY&H Health and 

Care Partnership, which require lobbying of regional or national bodies, 
and co-ordinate any actions related to this. 
 

4. Membership  

4.1. The membership will comprise: 

• The Chair – the Director of Finance Lead for the Health and Care Partnership 
• CCG Chief Financial Officers 
• Directors of Finance of NHS Trusts, NHS Foundation Trusts and other providers 

of NHS services which are formal partners 
• One representative of each sector network/collaborative forum 
• All Local authority Chief Financial Officers 
• One representative of NHS England/NHS Improvement (specialised 

commissioning) 
• One representative of NHS England/NHS Improvement (regulatory functions) 
• One WY&H Partnership Board Co-opted Member 

 
4.2. A Vice Chair will be agreed from among the members listed at Annex 1.  
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Deputies 

 
4.3. Members will be responsible for identifying a designated deputy to attend on 

their behalf if they are unable to attend a meeting. Such a deputy must have 
sufficient seniority and sufficient understanding of the issues to be considered 
to represent their organisation or place effectively.   
 
Additional attendees 

 
4.4. At the discretion of the Chair, representatives may be requested to attend 

meetings from time to time to discuss or report on particular issues.  Such 
additional representatives may include: 
 
• The WY&H Partnership Director 
• Senior Responsible Officers and programme leads for WY&H programmes 
• Representatives of Partner organisations, who are not part of the core 

membership. 
• Members of the WY&H Partnership core team and external advisers. 

 
5. Quoracy and voting   

 
5.1. Members of the Finance Forum commit to make every effort to attend meetings 

or to send their designated deputy.  Meetings will not be quorate unless at least 
one representative from each place is present.  
 

5.2. The Forum will operate on the basis of forming a consensus on issues on a 
‘best for WY&H’ basis. The Chair will seek to ensure that any lack of consensus 
is resolved amongst members. 
 

5.3. In exceptional circumstances, if a consensus cannot be reached, any 
substantive differences of view among members will be reported by the Chair 
to the Executive Group or System Oversight and Assurance Group, as 
required.   
 

6. Accountability and reporting  
 

6.1. The Finance Forum has a key role within the wider governance and 
accountability arrangements of the Partnership (see Annex 2 for a description 
of these arrangements).  It does not have any powers or functions delegated by 
the Boards or Governing Bodies of its constituent organisations. The Finance 
Forum will be accountable to the Executive Group and will formally report, 
through the Chair, to the Executive Group. The Chair will be a core member of 
the Executive Group. The Forum will also make recommendations and provide 
advice to the System Oversight and Assurance Group. 
 

6.2. The Forum has established a Finance Steering Group to advise on particular 
aspects of its roles and responsibilities   
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7. Conduct and Operation  
 

7.1. The Finance Forum will normally meet monthly.  An annual schedule of 
meetings will be published by the secretariat. 
 

7.2. Extraordinary meetings may be called for a specific purpose at the discretion of 
the Chair.  A minimum of seven working days’ notice will be given when calling 
an extraordinary meeting.   
 

7.3. The agenda and supporting papers will be sent to members and attendees no 
less than five working days before the meeting.  Urgent papers will be 
permitted in exceptional circumstances at the discretion of the Chair. 
 

7.4. Draft minutes will be issued within 10 working days of each meeting. 
 

Managing Conflicts of Interest 
 

7.5. Each member must abide by all policies of the organisation it represents in 
relation to conflicts of interest.  
 

7.6. Where any member has an actual or potential conflict of interest in relation to 
any matter under consideration at any meeting, the Chair (in their discretion) 
shall decide, having regard to the nature of the potential or actual conflict of 
interest, whether or not that member may participate and/or vote in meetings 
(or parts of meetings) in which the relevant matter is discussed.  
 

7.7. Where the Chair decides to exclude a member, the relevant organisation 
represented by that member may send a deputy to take the place of the 
conflicted member in relation to that matter. 

 
Secretariat 

 
7.8. The secretariat will be provided by the Partnership core team. A member of the 

team will be responsible for arranging meetings, recording notes and actions 
from each meeting, preparing agendas, and agreeing these with the Chair. 
 

8. Review 
 
8.1. These terms of reference and the membership will be reviewed at least 

annually. Further reviews will be undertaken in response to any material 
developments or changes in the wider governance arrangements of the 
Partnership. 

 
8.2. Furthermore, an annual review of effectiveness of the Finance Forum will be 

undertaken.
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Annex 1 – Members  
 
NHS Commissioners 
 

NHS Airedale, Wharfedale and Craven CCG 
NHS Bradford City CCG 
NHS Bradford Districts CCG 
NHS Calderdale CCG 
NHS Greater Huddersfield CCG 
NHS Harrogate and Rural District CCG 
NHS Leeds CCG 
NHS North Kirklees CCG 
NHS Wakefield CCG  
NHS England/Improvement (specialised commissioning) 

 
Healthcare Providers 
 

Airedale NHS Foundation Trust 
Bradford District Care NHS Foundation Trust 
Bradford Teaching Hospitals NHS Foundation Trust 
Calderdale and Huddersfield NHS Foundation Trust 
Harrogate and District NHS Foundation Trust 
Leeds and York Partnership NHS Foundation Trust 
Leeds Community Healthcare NHS Trust 
The Leeds Teaching Hospitals NHS Trust 
Locala Community Partnerships CIC 
The Mid Yorkshire Hospitals NHS Trust 
South West Yorkshire Partnership NHS Foundation Trust 
Tees, Esk, and Wear Valleys NHS Foundation Trust 
Yorkshire Ambulance Service NHS Trust 

 
Sector networks/collaborative forums 
 

West Yorkshire Association of Acute Trusts 
Mental Health Provider Collaborative 
 
Heath Regulator and Oversight Bodies 
 

NHS England/ Improvement  
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Local Authorities: 
 

City of Bradford Metropolitan District Council 
Calderdale Council 

Craven District Council 
Harrogate Borough Council 

Kirklees Council 
Leeds City Council 
North Yorkshire County Council 

Wakefield Council 
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Annex 2 – Schematic of Governance and Accountability Arrangements  
 

 

Local Workforce  
Action Board 

Clinical Forum 

Workforce 

Innovation & 
Improvement 

Digital & 
Interoperability 

Power of 
Communities 

Leadership & OD 

Capital & Estates 

Cancer 

Children, Young 
People & Families 

Mental Health,  
LD and Autism 

Urgent & 
Emergency Care 

Hospitals Working 
Together 

Primary & 
Community Care 

Maternity 

Improving 
Planned Care Unpaid Carers 

System Change and 
Integration 

Population Health 
Management 

Finance 

Commissioning 
Development 

 
• Prevention 
 
• Health 

inequalities 
 
• Wider 

determinants of 
health and 
wellbeing 

 
• Personalised 

Care  

Improving 
Population 

Health  
  

Enablers 

Priority areas for 
improving 
outcomes   

System Change 
and Integration 

System 
Leadership 
Executive 

Partnership 
Board 

CCG Governing Bodies 

Places 

Overview & Scrutiny 
Committees 

Health & Wellbeing 
Boards 

Finance 
Forum 

Joint Committee  
of CCGs 

West Yorkshire  
Local Authority Consultative 

Forum 

West Yorkshire Association 
of Acute Trusts 

West Yorkshire  
Mental Health   

Services Collaborative 

Bradford District & 
Craven 

Harrogate & Rural 
District Calderdale Leeds Wakefield Kirklees 

Trust Boards 

System Oversight 
and Assurance 

Group 

Collaborative Forums 

NHS England, 
NHS Improvement, 

PHE, HEE 
(links with CQC) 

W&H Priority programmes WY&H Quality 
Surveillance Group 



 

Trust Board:  28 January 2020 
Receipt of public minutes of partnership boards 

 

 
Trust Board 28 January 2020 

 

Agenda item 7.4 – Receipt of public minutes of partnership boards 
 
 

Barnsley Health and Wellbeing Board 

Date 8 October 2019 (Meetings scheduled for 26 November 2019 and 
23 January 2020 cancelled – further meeting scheduled for 23 
April 2020) 

Member Chief Executive / Director of Strategy 

Items discussed  Barnsley Children & Young Peoples Plan 2019-2022 
 Barnsley Safeguarding Children Board Annual Report  
 Barnsley Safeguarding Adults Board Annual Report 
 Health and Wellbeing Board Review 
 Joint Strategic Needs Assessment 
 Better Care Fund 2019/20 Submission 
 Advancing our health: prevention in the 2020s – consultation 

document 
 South Yorkshire and Bassetlaw Integrated Care System 5 

Year Plan 
Minutes Papers and draft minutes (when available): 

http://barnsleymbc.moderngov.co.uk/mgCommitteeDetails.aspx?I
D=143 

 

Calderdale Health and Wellbeing Board 

Date 19 December 2019 (next meeting scheduled for 20 February 
2020) 

Non-Voting Member Medical Director / Director of Nursing & Quality 

Items discussed  Director of Public Health Report 2018/19 
 Health and Wellbeing Strategy 
 Calderdale Cares 
 Forward plan 2019/20 

Minutes Papers and draft minutes (when available): 
https://www.calderdale.gov.uk/council/councillors/councilmeeting
s/agendas-detail.jsp?meeting=27436 

 

Kirklees Health and Wellbeing Board 

Date 21 November 2019 (next meeting tbc) 

Invited Observer Chief Executive /  
Director of Nursing & Quality 

Items discussed  Joint Strategic Assessment Summary 
 Current Living in Kirklees (CLiK) Survey 2020 
 Kirklees Children and Young People’s Partnership & Plan – 

new arrangements 
 Future in Mind Transformation Plan Refresh 
 Kirklees Draft SEND Improvement Plan (For consultation) 
 Kirklees Frailty Strategy 

http://barnsleymbc.moderngov.co.uk/mgCommitteeDetails.aspx?ID=143
http://barnsleymbc.moderngov.co.uk/mgCommitteeDetails.aspx?ID=143
https://www.calderdale.gov.uk/council/councillors/councilmeetings/agendas-detail.jsp?meeting=27436
https://www.calderdale.gov.uk/council/councillors/councilmeetings/agendas-detail.jsp?meeting=27436


Trust Board 28 January 2020 
Receipt of public minutes of partnership boards 

Minutes Papers and draft minutes (when available): 
https://democracy.kirklees.gov.uk/ieListMeetings.aspx?CId=159&
Year=0 

 

Wakefield Health and Wellbeing Board 

Date 16 January 2020 (next meeting scheduled for 19 March 2020) 

Member Chief Executive /  
Director of Provider Development 

Items discussed  Health & Wellbeing Board Action Log 
 West Yorkshire and Harrogate Memorandum of 

Understanding  
 Focussed Discussion – Health Inequalities with a Focus on 

Place 
o Health Inequalities 
o Joint Strategic Needs Assessment Overview – What 

does the data tell us? 
o Expert witness from Career’s Cabin, Castleford 
o Citizens Advice Bureau – reducing health inequality 

through support and advocacy 
o Reducing Inequality – Knottingley case study 
o Next Steps for the Health  and Wellbeing Board 

Minutes Papers and draft minutes are available at: 
http://www.wakefield.gov.uk/health-care-and-advice/public-
health/what-is-public-health/health-wellbeing-board 

 

South Yorkshire & Bassetlaw Integrated Care System Collaborative 
Partnership Board 

Date 10 January 2020 (next meeting scheduled for 13 March 2020) 

Member Chief Executive 

Items discussed  Public Health Update 
 Priorities for joint working for local authorities: Complex 

Lives 
 Developing the ICS focus on the Voluntary and Community 

Sector 
 New arrangements for CPB 
 Developing the South Yorkshire and Bassetlaw 5 Year 

Strategy 2019 – 2024 
 ICS Finance Update 
 ICS Highlight Report 
 Sheffield City Region team on the Health Led Employment 

Trial 

Minutes Approved Minutes of previous meetings are available at: 
https://www.healthandcaretogethersyb.co.uk/about-us/minutes-
and-meetings  

 

West Yorkshire & Harrogate Health & Care Partnership Board 

Date 3 December 2019 (next meeting scheduled for 3 March 2020) 

Member Chief Executive 

Items discussed  Health and Growth – draft Local Industrial Strategy 
 Our Approach to Communications and Engagement 
 Developing our Five Year Strategy 

https://democracy.kirklees.gov.uk/ieListMeetings.aspx?CId=159&Year=0
https://democracy.kirklees.gov.uk/ieListMeetings.aspx?CId=159&Year=0
http://www.wakefield.gov.uk/health-care-and-advice/public-health/what-is-public-health/health-wellbeing-board
http://www.wakefield.gov.uk/health-care-and-advice/public-health/what-is-public-health/health-wellbeing-board
https://www.healthandcaretogethersyb.co.uk/about-us/minutes-and-meetings
https://www.healthandcaretogethersyb.co.uk/about-us/minutes-and-meetings
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 First Annual Review of the PARTNERSHIP0 Memorandum of 
Understanding 

Further information: Further information about the work of the Partnership Board is 
available at: 
https://www.wyhpartnership.co.uk/meetings/partnershipboard 

 

https://www.wyhpartnership.co.uk/meetings/partnershipboard
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Trust Board 28 January 2020 
Agenda item 9.1 

Title: Estates Strategy and Facilities update 

Paper prepared by: Director of Human Resources, Organisational Development and Estates 

Purpose: 

 

This paper is designed to provide the Board with an update on the 

implementation of the Estates Strategy and developments across 

Facilities, Emergency Planning, Health and Safety and Fire Safety. 

Mission/values: 

 

The Trust’s Estates Strategy was developed through an extensive 

engagement process including Service Users and Carers, Clinicians, 

Service Managers and Specialist Advisers and aims to ensure that we 

have the right environments to enable people to reach their potential and 

live well in their communities. 

Any background papers/ 

previously considered 

by: 

The attached report has been considered and supported by the Executive 

Management Team (EMT). The Capital Programme is also part of the 

Trust Board Integrated Performance Report (IPR). 

Executive summary: 

 

The Trust Board approved a 10-year Estates Strategy in 2012 with three 

key aims: 

 Modernising inpatient environments 

 Developing the Trust’s community infrastructure 

 Disposing of buildings and land surplus to requirements 

With the completion of the Unity Centre this strategy is mainly complete 

therefore a Draft Estate Strategy for 2020 to 2030 has been compiled and 

is about to be circulated for comments before it is brought to Board for 

approval. 

This strategy builds upon the previous document and does reference 

some of the schemes which are still relevant going forward notably: 

 North Kirklees Hub 

 Re-provision of services currently located at the Dales and Priestley 

units 

 OPS Transformation 

Risk Appetite  

The management of risk associated with the estate including the 

management of fire safety and health and safety are in line with the 

agreed risk tolerance. 

Recommendation: 

 

Trust Board is asked to NOTE the update on the Estates Strategy 

and estate related safety arrangements in the Trust. 

Private session: Not applicable. 
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Estates Strategy and Facilities update 

Estate Strategy 

The Trust’s Estates Strategy has three core aims: 

 To modernise the inpatient estate 

 To develop the community infrastructure 

 To dispose of buildings and land that are surplus to requirements 

Delivery against the Estates Strategy three core aims has been good. 

Inpatient Estate 

 The final part of the Unity development to bring the medical staff into 

refurbished accommodation adjacent to the ward is nearing completion which 

will see this group of staff vacate the temporary buildings into their permanent 

home. 

 

 A high level briefing paper on the provision of a new inpatient unit to replace the 

Dales and Priestley units is currently being written and will be available at the 

end of the financial year. 

Community Infrastructure 

 The community hubs have now been operating for some time and the future 

estate strategy looks to add a further location in North Kirklees and to ensure 

the facilities are being well utilised as the Trust continues to seek to maximise 

the effectiveness of the Estate. 

 

 The community properties in Barnsley are under particular scrutiny as the 

commissioning landscape is revised. The first of the newly constituted teams 

will be housed in South West Yorkshire Partnership NHS Foundation Trust 

(SWYPFT) accommodation at Kendray which is currently being refurbished. 

Disposal of Surplus Estate   

 The Mount Vernon sale is progressing, although the planning department at the 

local authority has not worked at the pace originally anticipated, therefore the 

sale is still in progress. Working with the developer the demolition of the 

buildings has been brought forward which removes a significant risk. 

 

 The Keresforth Centre is currently under offer with a view to it being 

redeveloped as a school. 
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 The former Ossett health centre has just been approved for its new use by the 

local authority planners which will allow the sale to complete very early in the 

new year. 

 

Capital Plan  

 The Capital plan has been subject to extensive change in year and as such 

some schemes are still in train but will complete in time for the financial year 

end. Overall performance is outlined below. 

 

 Significant schemes in year are the replacement of all bedroom doors on 

Oakwell to a new Trust standard, renewal of outdated locking mechanisms in 

secure services and the provision of a nurse call system across the inpatient 

estate. 

  Planned spend 

Heading Count £k 

Minor Works schemes 53 2,471 

   

Capitalisation of Salaries  200 

Contingency  200 

Total 53 2,871 

 

 

 The 20/21 Minor works prioritisation process is underway at present and will be 

brought before Board for approval. 

 

 As in previous years a QIA process underpins the bid process to aid decision 

making. 

 

Facilities 

 The housekeeper model adopted at Fieldhead for many years has been 

extended to Kendray and the Priestley unit and initial responses on the service 

have been positive in terms of quality. The savings predicted in the business 

case are being monitored. 

 

 A new food ordering system that allows service users to choose a much wider 

menu every day with a 24 hour ordering period has been successfully trialled at 

Oakwell and is about to be rolled out across the whole Trust improving the 

choice of meals and reducing food waste 
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Sustainability 

 The Trust is meeting its targets for carbon reduction overall. 

 A new Sustainability Strategy has been drafted and will shortly be issued for 

consultation. 

Emergency Preparedness Resilience and Response (EPRR) 

The Trust has undertaken a number of live exercises and activities to test its EPRR 

readiness including:  

 Partnership exercises with other Trusts and the Local authorities. 

 Continuous review of on call arrangements and dissemination of good practice. 

 Participation in another successful flu campaign. 

 Review of planning relating to Brexit. 

Overall the Trust is compliant with EPRR standards. 

Health and Safety 

 All the priorities in the Annual Plan were delivered in year. 

 The Safety and Resilience TAG has proved successful with excellent BDU 

attendance. 

 The use of lone worker devices has been reviewed with changes to provision 

based on need and risk assessments now established. 

Fire Safety 

 The Trust has met its target for fire training and has increased its training levels 

on inpatient wards. 

 All Fire Risk Assessments are up to date. 

 The rollout of fire supressing mist systems continues on the inpatient wards. 

 The Oakwell Centre is now fully protected. 

 A new fire safety adviser has been appointed. 

Security 

 All Security assessments complete. 

 The Security contractor continues to work well. 

 

 

Nick Phillips 

Head of Estates and Facilities  
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Agenda item 10.1 

Title: Assessment against NHS Constitution 

Paper prepared by: Director of Finance & Resources 

Purpose: To provide assurance to Trust Board that the Trust meets the rights 

and pledges set out in the NHS Constitution in relation to patients and 

staff, and that it is mindful of the commitments in the NHS Constitution 

in delivering, planning and developing its services. 

Mission/values: Meeting the rights and pledges in the NHS Constitution supports the 

Trust to adhere to its mission and values. 

Any background papers/ 

previously considered by: 

Annual reports to the Trust Board. 

A full copy of the NHS Constitution can be found on the Department of 

Health website at: 

https://www.gov.uk/government/publications/the-nhs-constitution-for-

england. 

The attached assurance document was reviewed and updated as 

appropriate by the Executive Management Team (EMT). 

Executive summary: The NHS Constitution was published in January 2009, following an 

extensive public consultation.  It established the principles and values 

for the NHS in England and set out rights to which patients, public and 

staff are entitled, and pledges which the NHS is committed to 

achieving, together with responsibilities which the public, patients and 

staff owe to one another to ensure the NHS operates fairly and 

effectively.  All NHS bodies and private and third sector providers 

supplying NHS services are required, by law, to take account of the 

NHS Constitution in their decisions and actions.  The NHS Constitution 

also applies to public health services, which are now the responsibility 

of local authorities. 

The Government has committed to renewing the NHS Constitution 

every ten years with the full involvement of patients who use the NHS, 

the public who fund it and the staff who work in it.  The first review took 

place in early 2012 and a further review was undertaken following the 

publication of the second Francis Report, which was published in 

March 2013. 

In July 2015, the Constitution was updated to reflect a limited package 

of changes.  These included:  

 reflecting recommendations made by Sir Robert Francis QC in his 

Inquiry Report on Mid- Staffordshire NHS Foundation Trust;  

 incorporating a series of fundamental standards, below which 

standards of care should never fall;  

https://www.gov.uk/government/publications/the-nhs-constitution-for-england
https://www.gov.uk/government/publications/the-nhs-constitution-for-england
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 highlighting the importance of transparency and accountability 

within the NHS;  

 giving greater prominence to mental health, through reflecting a 

parity of esteem between mental and physical health problems; 

and  

 making reference to the Armed Forces Covenant.  

The Trust meets the rights and pledges of the NHS Constitution with 

the rationale as to why this conclusion has been reached outlined in 

the detailed paper.  There are elements of the Constitution that refer to 

consultation and involvement with service users.   

 

Risk appetite 

The delivery of the NHS Constitution rights and pledges supports the 

Trust’s endeavours to provide high quality and equitable services, 

improving the Trust’s reputation in line with the Trust’s Risk Appetite 

Statement. 

Recommendation: Trust Board is asked to APPROVE the paper, which demonstrates 

how the Trust is meeting the requirements of the Constitution. 

Private session: Not applicable. 
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The NHS Constitution – patients and the public 
How the Trust meets its obligations 

Trust Board 28 January 2020 

 
Heading Compliance Evidence Lead 

Access to health services – rights  
 R1 You have the right to receive NHS 

services free of charge, apart from 
certain limited exceptions sanctioned by 
Parliament. 

Yes 
 

Core services are commissioned by clinical commissioning groups covering 
the areas the Trust covers in Barnsley, Calderdale, Kirklees and Wakefield 
local authority areas, and NHS England (via the Specialist Commissioning 
Team). Annual contracts and service specifications are evidenced through 
annual contract negotiations. 

Director of 
Finance & 
Resources 

 R2 You have the right to access NHS 
services.  You will not be refused 
access on unreasonable grounds. 

Yes The Trust has contracts in place for its services with commissioners and 
endeavours to provide access to services within its available resources. The 
Trust’s complaints and contracting processes would identify any instances 
where the Trust has not met or is perceived not to have met this right. 

Director of 
Finance & 
Resources 

 R3 You have the right to receive care 
and treatment that is appropriate to you, 
meets your needs and reflects your 
preferences. 

Yes The Trust has contracts in place for its services with commissioners and 
endeavours to provide access to services within its available resources.  
The Trust’s complaints and contracting processes would identify any 
instances where the Trust has not met or is perceived not to have met this 
right. 

Director of 
Finance & 
Resources 

 R4 You have the right to expect your 
local NHS to assess the health 
requirements of your community and to 
commission and put in place the 
services to meet those needs as 
considered necessary and, in the case 
of public health services commissioned 
by local authorities, to take steps to 
improve the health of the local 
community. 

Yes The Trust does assess the health needs of the local community in the 
development of its operational and strategic plans and, as part of the 
development of its transformation programmes. The Trust is working with 
commissioners, stakeholders, service users and carers, and local people to 
transform its services and develop new models and pathways of care that 
meet people’s needs. As part of two integrated care systems the Trust 
works with partners in each place it provides services to understand the 
needs of local populations and design service provision accordingly.  The 
Trust is a member of the local Health & Wellbeing Boards who have a 
statutory duty to do this. The Trust uses Joint Strategic Needs Assessment 
data available in each place to inform and shape strategic and service 
change priorities. 

Director of 
Strategy 

 R5 You have the right, in certain 
circumstances, to go to other European 

N/A N/A to the Trust.  This is determined by commissioners. N/A 
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Economic Area countries or Switzerland 
for treatment which would be available 
to you through your NHS commissioner. 

 R6 You have the right not to be 
unlawfully discriminated against in the 
provision of NHS services including on 
the grounds of gender, race, disability, 
age, sexual orientation, religion, belief, 
gender reassignment, pregnancy and 
maternity or marital or civil partnership 
status. 

Yes The Trust complies with appropriate legislation relating to discrimination and 
has an Equality & Diversity Strategy in place with the prime aims of 
respecting and valuing difference and promoting a fairer organisation. 
The Trust has committed to implementing the NHS Workforce Race Equality 
Standards (WRES) and Workforce Disability Equality Standards (WDES) in 
accordance with the NHS Standard Contract. 
The Trust Board has established an Equality and Inclusion Committee. 
The Trust established a Black, Asian, and minority ethnic (BAME) staff 
network in 2017/18 and a disability staff network and LGBT+ staff network in 
2019/20. 
The Trust uses Equality Impact Assessments (EIA) to evaluate the effect of 
its strategies and policies on its service users and the communities it 
serves. 
The Trust implemented the Equality Delivery System 2 (EDS2) and Trust 
Board agrees for each of the four EDS2 goals to focus on one key outcome 
area assessed by service users and staff. The Trust has been graded as 
achieving EDS2. 

Director of 
Nursing & 
Quality /  

Director of HR, 
OD & Estates 

 R7 You have the right to access certain 
services commissioned by NHS bodies 
within maximum waiting times, or for the 
NHS to take all reasonable steps to 
offer you a range of suitable alternative 
providers if this is not possible.  The 
waiting times are described in the 
Handbook to the NHS Constitution. 

Yes The Trust does provides some services subject to waiting times as outlined 
in the Handbook to the NHS Constitution which are reported monthly to the 
Trust Board under the national metrics in the Integrated Performance 
Report: 
 patients waiting for a diagnostic test should have been waiting less than 

6 weeks from referral;  
 a maximum 7 day wait for follow-up after discharge from psychiatric in-

patient care for people under adult mental illness specialties on Care 
Programme Approach.  

 there is a right for patients to start consultant-led non-emergency 
treatment within a maximum of 18 weeks of a GP referral and for the 
NHS to take all reasonable steps to offer a range of alternatives if this is 
not possible. 

There are further waiting times which are not currently subject to the NHS 
Constitution that are monitored by the Board and committees. 

Director of 
Nursing & 

Quality 

Access to health services – pledges  

 P1 The NHS commits to provide Yes As part of its contractual requirement through the service specification with Director of 
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convenient, easy access to services 
within the waiting times set out in the 
Handbook to the Constitution. 

commissioners, the Trust is required to report on local waiting times in 
relation to improving access to psychological therapies (IAPT) and 
psychological therapies, referral and treatment times in relation to the 
Barnsley BDU musculoskeletal service (MSK). The Trust meets the required 
timescale. The Trust has a history of regularly meeting national targets for 
access to IAPT and when there is an issue in terms of meeting any local 
targets action plans are put in place to address. 
Access is one of the Trust’s quality priorities set out in its Quality Accounts 
and performance is monitored and reported on a quarterly basis. 
The Trust has local Commissioning for Quality and Innovation (CQUIN) 
targets in relation to waiting times for mental health services, which are 
monitored and reported on a monthly basis. 

Finance & 
Resources / 
Director of 
Nursing & 

Quality 

 P2 The NHS commits to make 
decisions in a clear and transparent way 
so that patients and the public can 
understand how services are planned 
and delivered. 

Yes The Board meets in public and papers and minutes for public Trust Board 
meetings are published on the Trust’s website. 
Minutes from Board committee meetings are included in the public Board 
papers. 
The Trust holds an Annual Members’ Meeting and regular public events 
throughout the year. 
The Trust has a Members’ Council in place comprising of elected public and 
staff governors and appointed stakeholder representatives. Meetings are 
held in public and papers and minutes are published on the Trust’s website. 
The Trust’s Communication, Engagement and Involvement Strategy 
outlines its approach to involvement and engagement. Service users and 
carers are involved in planning and designing Trust services, including the 
transformational service change programme. 
The Trust’s services have individual service user groups. 
A description of the Trust’s service offer is available on the Trust’s website. 

Director of 
Finance & 

Resources /  
Company 
Secretary 

 P3 The NHS commits to make the 
transition as smooth as possible when 
you are referred between services, and 
to put you, your family and carers at the 
centre of decisions that affect you or 
them. 

Yes The Trust endeavours to consult and involve all service users and, where 
appropriate, their carers, in decisions about their care; however, there will 
be occasions when the nature of an individual’s illness may make this 
inappropriate. 
Care planning is a priority area for the Trust QI programme in 2019/20. 
The Trust has improved systems and processes to ensure that all service 
users have a care plan in place and that they know who is responsible for 
their care. The Care Programme Approach (CPA) and standard care 
standards demonstrate the Trust’s commitment to put service users at the 
centre of care planning.  

Director of 
Operations / 
Director of 
Nursing & 

Quality 
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Service user and their carers’ perceptions of the Trust are regularly 
reviewed through national and local surveys. 
The Trust is committed to system wide improvement of services and 
interagency protocols through the Integrated Care Systems (ICSs) and local 
partnership arrangements. 
The Trust has transition arrangements in place between services to ensure 
that handovers are as smooth as possible. Further work to improve these 
will take place during 2020. 

Quality of care and environment – rights  

 R8 You have the right to be treated with 
a professional standard of care, by 
appropriately qualified and experienced 
staff, in a properly approved or 
registered organisation that meets 
required levels of safety and quality. 

Yes The Trust has introduced a revised Carers Charter during 2019/20. 
The Trust has in place strong and robust processes for the employment, 
appraisal and re-validation of medical staff.  
The Trust ensures all appropriate staff are registered with the Health and 
Care Professions Council (HCPC). 
There can often be a need to utilise temporary staffing.  When this is 
required the Trust endeavours to use bank staff where appropriate. In 
circumstances, where it has to use agency staff, these are from approved 
suppliers to ensure the quality, skills and experience of staffing is 
maintained. 
The Trust has an e-rostering system for all inpatient areas with agreed 
establishment levels for registered and non-registered staff. 
The Trust is registered with no conditions with the Care Quality Commission 
(CQC). 
The Trust is licensed by Monitor with no conditions and continues to comply 
with licencing requirements. 
The Trust is compliant with relevant National Institute for Health and Care 
Excellence (NICE) guidelines. 
The Trust has a robust system in place to undertake appropriate 
employment checks for its entire staff. 
The Trust has an ongoing Continuous Professional Development (CPD) 
approach. 
A Human Resources and Workforce Development Strategy, including 
mandatory training plan, is in place. 
The Trust’s Patient Safety Strategy brings all aspects of patient safety 
together in one document. 
The Trust has an unannounced visits programme in place. 
Safer staffing reports are included within the monthly Integrated 

Director of 
Nursing & 
Quality / 

Director HR, 
OD & Estates / 

Medical 
Director 
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Performance Report and the Board requires a safer staffing and workforce 
report every six months.  
The Trust undertakes a robust workforce planning process each year linked 
to service and financial plans. 

 R9 You have the right to be cared for in 
a clean, safe, secure and suitable 
environment. 

Yes The Trust has an Estates Strategy to support and meet the needs of 
services. Development of the Estates Strategy included a detailed six-facet 
survey of Trust estate. The Estates Strategy is due for review in 2020/21. 
The Trust is compliant with Fire and Occupational Health & Safety (OHS) 
legislation. In light of the Grenfell fire in 2017/18, a review was undertaken 
of all inpatient areas and these were shown to be fully compliant. 
The latest round of Patient-led assessments of the care environment 
(PLACE) visits of the Trust continue to result in a positive outcome. 
Infection prevention and control advisers and specialist advisers in place 
with regular programme of audits in place. 
The Trust undertakes an annual Health and Safety Monitoring Audit. 
The Trust approves an annual Health and Safety action plan.   

Director HR, 
OD & Estates / 

Director of 
Operations 

 R10 You have the right to receive 
suitable and nutritious food and 
hydration to sustain good health and 
wellbeing. 

Yes The Trust’s approach is based on the key areas included in the Department 
of Health Food Standards in relation to nutritional care, healthier eating for 
the whole hospital community and sustainable procurement of food and 
catering services. In all areas, the Trust works with its dieticians to create a 
balanced nutritional and healthy menu to cover the Trust’s diverse patient 
base and also cooks to request for special diets. Work is continuing with 
procurement to raise awareness of the standards and the role the Trust 
plays with suppliers. Nursing and medical staff are also aware of their role 
within the process. These processes are capture within the Trust’s Food 
Policy which was updated to include the latest guidelines including the latest 
guidance on allergens. 

Director HR, 
OD & Estates 

 R11 You have the right to expect NHS 
bodies to monitor, and make efforts to 
improve continuously, the quality of the 
healthcare they commission or provide.  
This includes improvements to the 
safety, effectiveness and experience of 
services. 

Yes The Trust publishes an annual Quality Account describing performance 
against key quality priorities and plan for improvement. 
The Trust’s performance management processes includes summary 
statistics on service activity data to enable comparisons of Trust outcomes 
with the ‘what good looks like’ and health needs assessment intelligence to 
support local decision-making to ensure continuous improvement. 
The Trust Board and its committees receive performance and other reports.  
Trust Board reports are publicly available on the Trust’s website. 
The Trust has an ongoing change programme in place including 
engagement and involvement. Programmes of improvement are reviewed 

Director of 
Finance & 

Resources / 
Director of 
Nursing & 

Quality 
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and prioritised on a regular basis. Dedicated website pages supported by 
and strategic plans. 
Trust’s own programme of visits to all in-patient locations and a range of 
community teams registered with the Care Quality Commission (CQC) 
where compliance with essential standards is reviewed. The Trust continues 
to work towards the delivery of the action plan agreed with the CQC 
following unannounced visits and has processes in place to learn from the 
outcome of previous visits to the Trust.  
The Trust has a programme of PLACE visits undertaken annually, which 
continue to achieve positive results. 

Quality of care and environment – pledges 

 P4 The NHS commits to identify and 
share best practice in quality of care 
and treatments. 

 

Yes The Trust has a leadership and clinical management structure, including 
Practice Governance Coaches whose role is to ensure best practice is 
being followed and effective clinical governance is maintained and 
developed. 
The Trust has quality improvement and patient safety strategies with 
implementation plans in place and formal systems in place to share good 
practice through the Quality Improvement Group. 
Accreditation for Trust services, such as Electroconvulsive Therapy (ECT), 
memory services in Barnsley, Calderdale, Kirklees and Wakefield, and 
secure services peer review undertaken annually. 
Living our values and values into excellence introduced in 2014 for staff.  
Trust quality monitoring visits programme in place. 
Clinical network for forensic services with providers as part of Allied Health 
Services Network members and the West Yorkshire & Harrogate Health & 
Care Partnership (WYHHCP). 
Annual staff Excellence Awards which celebrate the difference that our staff 
and teams make to the lives of local people. 
(also see R11) 
The Trust has processes in place to learn from incidents and cross-Trust 
learning has been strengthened over the course of 2019/20. 
New leadership structure for operational leadership has included the 
implementation of the matron role in 2019 in acute inpatient areas. The 
matron role leads on quality, best practice and standards of care. The new 
structure also includes the development of clinical networks in 2020 which 
will ensure the spread of best practice across pathways trust-wide.  
 

Executive 
Management 

Team 
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Nationally approved treatments, drugs and programmes – rights  

 R12 You have the right to drugs and 
treatments that have been 
recommended by NICE for use in the 
NHS, if you doctor says they are 
clinically appropriate for you. 

Yes The Trust is compliant with relevant NICE guidelines. 
The Trust has a policy and procedures in place with timelines to implement 
NICE guidance. 
The Trust has a robust procedure in place for the approval and oversight of 
medical treatments within the Drug and Therapeutic sub-committee. 

Director of 
Nursing & 
Quality / 
Medical 
Director 

 R13 You have the right to expect local 
decisions on funding of other drugs and 
treatments to be made rationally 
following proper consideration of the 
evidence.  If the local NHS decides not 
to fund a drug or treatment you and 
your doctor feel would be right for you, 
they will explain the decision to you. 

N/A N/A  

 R14 You have the right to receive 
vaccinations that the Joint Committee 
on Vaccinations and Immunisation 
recommends that you should receive 
under an NHS-provided national 
immunisation programme. 

N/A The Trust is commissioned by NHS England to provide school age children 
(5-19) vaccination and immunisation programme including flu in Barnsley. 
A comprehensive service for immunisation and vaccination to the 0-19 
population of Barnsley is delivered by Barnsley Metropolitan Borough 
Council Public Health following re-commissioning arrangements October 
2016. The Trust, in partnership, upholds the principles, values pledges and 
responsibilities as a significant partner in providing sign-posting 
arrangements and every contact counts capability in demonstrating 
partnership working.  Pharmacy support continues to be provided by the 
Trust. 

Director of 
Operations 

Nationally approved treatments, drugs and programmes – pledges 

 P5 The NHS commits to provide 
screening programmes as 
recommended by the UK National 
Screening Committee. 

N/A Where appropriate, all national screening programmes are in place and 
managed through the Screening Advisory Committee for South Yorkshire in 
respect of screening services provided by Barnsley BDU. 

Director of 
Operations 

Respect, consent and confidentiality – rights  

 R15 You have the right to be treated 
with dignity and respect, in accordance 
with your human rights. 

Yes Staff work to professional codes of conduct, Trust policies and CPA 
standards. 
The Trust’s Equality and Diversity Policy sets out how the Trust accords to 
an individual’s human rights. 
Living our values and values into excellence were introduced in 2014 for 
staff. 
The Trust has values based recruitment and induction programme. 

Director of 
Operations /  

Medical 
Director / 

Director of 
Nursing & 

Quality 
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The Trust has a strong pastoral care function to support service users and 
their carers, and staff. 
The Trust has a contractual duty of candour and has arrangements in place 
to ensure it meets the extended legal duties of candour introduced by the 
CQC. Regular reporting has been established at BDU, Executive 
Management Team (EMT) and Board level. 

 R16 You have the right to be protected 
from abuse and neglect, and care and 
treatment that is degrading. 

Yes The Trust has a robust policy and arrangements in place through its 
approaches to safeguarding vulnerable adults and children and is an active 
member of local safeguarding boards. 

Director of 
Nursing & 
Quality /  

Director of 
Operations 

 R17 You have the right to accept or 
refuse treatment that is offered to you, 
and not be given any physical 
examination or treatment unless you 
have given valid consent.  If you do not 
have the capacity to do so, consent 
must be obtained from a person legally 
able to act on your behalf, or the 
treatment must be in your best interests.  
(NB different rules apply for patients 
detained in hospital or on supervised 
community treatment under the Mental 
Health Act 1983.) 

Yes The Trust has a Consent Policy in place. 
The Trust has clear policies, procedures and guidance in place for the 
administration of the Mental Health Act (MHA), Mental Capacity Act (MCA) 
and for Deprivation of Liberty Standards. 
The Trust works in partnership with advocacy services provided by local 
authorities to provide support for service users and carers. 
The Trust’s complaints processes would identify any instances where the 
Trust has not met or is perceived not to have met this right. 
The Trust introduced an updated training plan for MHA / MCA compliance 
and is meeting revised targets. 

Medical 
Director / 

Director of 
Nursing & 

Quality 

 R18 You have the right to be given 
information about the test and treatment 
options available to you, what they 
involve and their risks and benefits. 

Yes The Trust has medicine information leaflets including translation into other 
languages if required and utilises information available from NHS Choices. 
Service user information leaflets, which set out service user rights. 
Service users are given copies of their care plans. 
Service users and carers are part of developing Trust approach to care 
planning. 
Ongoing engagement with service users and carers, particularly around 
CPA. 
The Trust meets the Accessible Information Standard. 

Medical 
Director /  

Director of 
Nursing & 

Quality 

 R19 You have the right of access to 
your own health records and to have 
any factual inaccuracies corrected. 

Yes The Trust has a Patient Identifiable Information Policy – service user access 
and a Freedom of Information Policy. 
The Trust complies with requirements of Data Protection & Security Toolkit 
(DPSTK), CQC registration and Monitor’s Licence conditions. 

Director of 
Finance & 

Resources / 
Director of 
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Nursing & 

Quality 

 R20 You have the right to privacy and 
confidentiality and to expect the NHS to 
keep your confidential information safe 
and secure 

Yes Trust meets Department of Health privacy and dignity guidance and has 
made an annual declaration of compliance to its regulator and to service 
users regarding elimination of mixed sex accommodation. 
The Trust has a Service User Confidentiality and Data Protection Policy, 
incorporating Information Sharing and has systems and processes in place 
regarding access to and transfer of personally identifiable data.  The Trust 
complies with the requirements of the Data Protection & Security Toolkit and 
Department of Health requirements to train staff in this area.  When 
breaches do occur they are thoroughly investigated with learning identified 
and notification to our commissioners or the Information Commissioner 
where appropriate. 

Director of 
Nursing & 

Quality 
Director of 
Finance & 
Resources 

 R21 You have the right to be informed 
about how your information is used. 

Yes The Trust has a confidentiality and data protection policy and has systems 
and processes in place regarding access to and transfer of personally 
identifiable data. The Trust complies with the requirements of the Data 
Protection & Security Toolkit and Department of Health requirements to train 
staff in this area. 

Director of 
Finance & 

Resources / 
Director of 
Nursing & 

Quality 

 R22 You have the right to request that 
your confidential information is not used 
beyond your own care and treatment 
and to have your objections considered 
and, where you wishes cannot be 
followed, to be told the reasons, 
including the legal basis. 

Yes Patient Identifiable Information Policy – service user access. 
Freedom of Information Policy. 
The Trust has a confidentiality and data protection policy and has systems 
and processes in place regarding access to and transfer of personally 
identifiable data. The Trust complies with the requirements of the Data 
Protection & Security Toolkit and Department of Health requirements to train 
staff in this area. 

Director of 
Finance & 

Resources / 
Director of 
Nursing & 

Quality 

Respect, consent and confidentiality – pledges 

 P6 The NHS commits to ensure those 
involved in your care and treatment 
have access to your health information 
so they can care for you safely and 
effectively. 

Yes The Trust has one main clinical information system (SystmOne) across its 
Business Delivery Units (BDUs). The Trust is also working with partners to 
ensure interoperability between systems, such as those used by local 
authorities, to make accessing information on care easier for staff working in 
integrated teams. Information sharing protocols in place with partners as 
appropriate. 

Director of 
Finance & 
Resources 

 P7 The NHS commits that, if you are 
admitted to hospital, you will not have to 
share sleeping accommodation with 
patients of the opposite sex, except 

Yes The Trust is able to make a declaration that it complies with the national 
standard in relation to Eliminating Mixed Sex Accommodation. 

Director of 
Nursing & 

Quality 
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where appropriate, in line with details 
set out in the Handbook to the NHS 
Constitution. 

 P8 The NHS commits to anonymise the 
information collected during the course 
of your treatment and use it to support 
research and improve care for others. 

Yes The Trust has a confidentiality and data protection policy and has systems 
and processes in place regarding access to and transfer of personally 
identifiable data. The Trust complies with the requirements of the Data 
Protection & Security Toolkit and Department of Health requirements to train 
staff in this area.  When breaches do occur they are thoroughly investigated 
with learning identified and notification to the Commissioner where 
appropriate. 
The Trust has robust governance arrangements in place to cover its 
research and development work. 

Director of 
Finance & 
Resources 

 
 
 
 

Medical 
Director 

 P9 The NHS commits, where 
identifiable information is used, to give 
you the chance to object wherever 
possible. 

Yes As above (see P8). Director of 
Finance & 
Resources 

 P10 The NHS commits to inform you of 
research studies in which you may 
eligible to participate. 

Yes The Trust has an in house research and development department that 
manages, facilitates and governs all research to ensure it reflects services 
and the geographical area the Trust serves. Support is available to staff, 
patients / service users and carers who would like to become more involved 
in research as well as those who are established researchers. Advice and 
information is available on NHS research approval, ethics, the research 
passport, letters of access, training and funding opportunities, patient / 
service user and carer involvement in research and dissemination.  

Medical 
Director 

 P11 The NHS commits to share with 
you any letters sent between clinicians 
about your care. 

Yes All service users have access to their clinical records (Patient Identifiable 
Information Policy – service user access). 
Service users are offered a copy of their care plan and are able to receive a 
copy of any correspondence between clinicians about them unless there is 
a specific risk identified to their physical and/or mental wellbeing. 

Director of 
Nursing & 
Quality / 

Director of 
Finance & 

Resources /  
Director of 
Operations 

Informed choices – rights  

 R23 You have the right to choose your 
GP practice and to be accepted by that 
practice unless there are reasonable 
grounds to refuse, in which case you 

N/A N/A N/A 



Page 11 of 19 

Heading Compliance Evidence Lead 
will be informed of those reasons. 

 R24 You have the right to express a 
preference for using a particular doctor 
within your GP practice and for the 
practice to try to comply. 

N/A N/A N/A 

 R25 You have the right to transparent, 
accessible and comparable data on the 
quality of local healthcare providers, 
and on outcomes, as compared to 
others nationally. 

N/A N/A N/A 

 R26 You have the right to make choices 
about the services commissioned by 
NHS bodies and to information to 
support these choices.  The options 
available to you will develop over time 
and depend on your individual needs. 

N/A N/A N/A 

Informed choices – pledges 

 P12 The NHS commits to inform you 
about the healthcare services available 
to you, locally and nationally. 

Yes Information is available on the Trust’s website and in information leaflets.  
The Trust’s service offer by district is available on its website, which 
provides individual service information on services offered and teams. 
The Trust is compliant with Accessible Information Standards and has 
implemented Easy Read options for commonly accessed documents. 

Director of 
Nursing & 
Quality / 

Director of 
Operations 

 P13 The NHS commits to offer you 
easily accessible, reliable and relevant 
information in a form you can 
understand and support to use it.  This 
will enable you to participate fully in 
your own healthcare decisions and to 
support you in making choices.  This will 
include information on the quality of 
clinical services where there is robust 
and accurate information available. 

Yes Information available on Trust’s website, in information leaflets and the 
Trust’s Quality Accounts. 
The Trust’s service offer by district is available on its website, which 
provides individual service information on services offered and teams. 
Information on mental health conditions is included on the Trust’s website. 
Service user survey findings are displayed on wards and units. 
Feedback mechanisms are in place for service users and their carers, 
including ‘real time’ collection of customer experience feedback. 
Advocacy information is available on wards and in patient information. 
The Trust is compliant with Accessible Information Standards and has 
implemented Easy Read options for commonly accessed documents. 

Director of 
Operations /  
Director of 
Nursing & 

Quality 

Involvement in your healthcare and in the NHS – rights  

 R27 You have the right to be involved in 
planning and making decisions about 
your health and care with your care 

Yes As above (see R18, P12, P13). 
The Trust offers and has available interpreter / translation services either 
face-to-face or by telephone. 

Director of 
Operations / 
Director of 
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provider or providers, including your end 
of life care, and to be given information 
and support to enable you to do this.  
Where appropriate, this right includes 
your family and carers.  This includes 
being given the chance to manage your 
own care and treatment, if appropriate. 

An agreed end-of-life care pathway involving all agencies involved in end-of-
life care is in place. 

Nursing & 
Quality 

 R28 You have the right to an open and 
transparent relationship with the 
organisation providing your care.  You 
must be told about any safety incident 
relating to your care which, in the 
opinion of a healthcare professional, 
has caused, or could still cause, 
significant harm or death.  You must be 
given the facts, an apology, and any 
reasonable support you need. 

Yes The Trust has a Duty of Candour policy in place supported by robust 
processes for complaints and redress. 
The Trust monitors compliance with the policy which is reviewed by the 
Clinical Governance & Clinical Safety Committee and Board. 

Director of 
Nursing & 

Quality 

 R29 You have the right to be involved, 
directly or through representatives, in 
the planning of healthcare services 
commissioned by NHS bodies, the 
development and consideration of 
proposals for changes in the way those 
services are provided, and in the 
decisions to be made affecting the 
operation of those services. 

Yes Patients, services users and their carers can be involved in the Trust 
through the Members’ Council, Trust membership and volunteering. 
Communication, Engagement and Involvement Strategy in place. 
The Trust is continuing to engage with service users and carer groups to 
ensure all teams and wards will have the ability to involve, listen and 
respond to feedback from people who use Trust services at all levels of the 
organisation. 
Trust service users / carers on local partnership boards. 
Information provided to local HealthWatch. 

Director of 
Nursing & 
Quality / 

Director of 
Strategy 

Involvement in your healthcare and in the NHS – pledges 

 P14 The NHS commits to provide you 
with the information and support you 
need to influence and scrutinise the 
planning and delivery of NHS services. 

Yes As above (see P2, P3, R29). Director of 
Nursing & 

Quality 

 P15 The NHS commits to work in 
partnership with you, your family, carers 
and representatives. 

Yes As above (see P2, P3). Director of 
Operations /  
Director of 
Nursing & 

Quality 

 P16 The NHS commits to involve you in Yes Service users are offered a copy of their care plan. Care Plans are Director of 
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Heading Compliance Evidence Lead 
discussions about planning your care 
and to offer you a written record of what 
is agreed if you want one. 

coproduced with service users wherever possible. 
The Trust endeavours to consult and involve all service users and, where 
appropriate, their carers, in decisions about their care; however, there will 
be occasions when the nature of an individual’s illness makes this 
inappropriate.   

Operations /  
Director of 
Nursing & 
Quality / 
Medical 
Director 

 P17 The NHS commits to encourage 
and welcome feedback on your health 
and care experiences and use this to 
improve services. 

Yes The Trust welcomes feedback from service users and carers and actively 
encourages people to comment on its services. The Trust uses this 
information to inform service development and improvement.   
The Trust is working towards real time service user feedback through the 
Friends and Family service user test. 
Service user surveys are undertaken as part of our commitment to learn and 
improve across all of our BDUs. 
Public engagement events held throughout the year. 
Feedback facility on the Trust’s website. 
Feedback is provided through the Customer Services Team, which is 
reported to Trust Board quarterly and annually. 

Director of 
Nursing & 

Quality 

Complaints and redress – rights  

 R30 You have the right to have any 
complaint you make about NHS 
services acknowledged within three 
working days and to have it properly 
investigated. 

Yes Customer Services Policy and Customer Service Team structure with 
quarterly reports to Trust Board. 
Performance measures in place. Complaints acknowledged within three 
working days and investigated appropriately. 

Director of 
Nursing & 

Quality 

 R31 You have the right to discuss the 
manner in which the complaint is to be 
handled, and to know the period within 
which the investigation is likely to be 
completed and the response sent. 

Yes As above. 
The Trust encourages face to face meetings to discuss complaints as the 
first act of resolution. Formal complaints always involve the offer of a further 
face to face meeting. 

Director of 
Nursing & 

Quality 

 R32 You have the right to be kept 
informed of the progress and to know 
the outcome of any investigation into 
your complaint, including an explanation 
of the conclusions and confirmation that 
any action needed in consequence of 
the complaint has been taken or is 
proposed to be taken. 

Yes Customer Services Policy and Customer Service Team structure. 
All responses are shared with complainants and personally signed by the 
Deputy Chief Executive including actions to be taken as a result. 
Learnings are discussed by the Trust Board. 
 

Director of 
Nursing & 

Quality 

 R33 You have the right to take your Yes This is referenced in all correspondence around complaints. Everything Director of 
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Heading Compliance Evidence Lead 
complaint to the independent 
Parliamentary and Health Service 
Ombudsman or Local Government 
Ombudsman if you are not satisfied with 
the way your complaint has been dealt 
with by the NHS. 

possible is done to prevent this. During the last year, seven complaints have 
been referred to the Ombudsman: three have been partly upheld / upheld, 
one required no further action and three remain under investigation. This is 
also reflected in the Customer Services Policy and Customer Service Team 
structure. 

Nursing & 
Quality 

 R34 You have the right to make a claim 
for judicial review if you think you have 
been directly affected by an unlawful act 
or decision of an NHS body or local 
authority. 

Yes Customer Services Policy and information on the Trust’s website. Director of 
Nursing & 

Quality 

 R35 You have the right to compensation 
where you have been harmed by 
negligent treatment. 

Yes Claims Management Policy. Medical 
Director 

Complaints and redress – pledges 

 P18 The NHS commits to ensure you 
are treated with courtesy and you 
receive appropriate support throughout 
the handling of a complaint and the fact 
that you have complained will not 
adversely affect your future treatment. 

Yes Customer Services Policy and Customer Service Team structure. Director of 
Nursing & 

Quality 

 P19 The NHS commits to ensure that, 
when mistakes happen or if you are 
harmed while receiving health care, you 
receive an appropriate explanation and 
apology, delivered with sensitivity and 
recognition of the trauma you have 
experienced, and know that lessons will 
be learned to help avoid a similar 
incident occurring again. 

Yes The Trust has robust processes in place to investigate and learn from its 
mistakes and to share lessons across services and districts. 
Arrangements in place to ensure the Trust and its staff meet the Trust’s 
Duty of Candour responsibilities. 

Director of 
Nursing & 

Quality 

 P20 The NHS commits to ensure that 
the organisation learns lessons from 
complaints and claims and uses these 
to improve NHS services. 

Yes The Trust has robust processes in place to investigate and learn from its 
mistakes and to share lessons across services and districts. 
Quality Improvement Group established to share learning between and 
across BDUs. 
Learning lessons reports are reviewed by the Clinical Governance and 
Clinical Safety Committee. 
Post investigation meetings are held at a local level.  

Director of 
Nursing & 
Quality / 
Medical 
Director 
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The NHS Constitution also sets out nine responsibilities of patients and the public. 
 
 Please recognise that you can make a significant contribution to your own, and your family’s, good health and well-being, and take some personal 

responsibility for it. 
 Please register with a GP practice – the main point of access to NHS care as commissioned by NHS bodies. 
 Please treat NHS staff and other patients with respect and recognise that violence or the causing nuisance or disturbance on NHS premises could result 

in prosecution.  You should recognise that abusive and violent behaviour could result in you being refused access to NHS services. 
 Please provide accurate information about your health, condition and status. 
 Please keep appointments, or cancel within reasonable time.  Receiving treatment within the maximum waiting times may be compromised unless you 

do. 
 Please follow the course of treatment which you have agreed, and talk to your clinician if you find this difficult. 
 Please participate in important public health programmes such as vaccination. 
 Please ensure that those closest to you are aware of your wishes about organ donation. 
 You should give feedback – both positive and negative – about your experience and the treatment and care you have received, including any adverse 

reactions you may have had.  You can often provide feedback anonymously and giving feedback will not affect adversely your care or how you are 
treated.  If a family member or someone you are a carer for is a patient and unable to provide feedback, you are encouraged to give feedback about their 
experiences on their behalf.  Feedback will help to improve NHS services for all. 
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The NHS Constitution – staff 
How the Trust meets its obligations 

Trust Board 28 January 2020 
 

Heading Compliance Evidence Lead 
The rights are there to help ensure staff: 

 have a good working environment with 
flexible working opportunities, consistent 
with the needs of patients and with the 
way that people live their lives; 

Yes 
 

Workforce Strategy agreed which includes workforce development, and staff 
engagement and wellbeing as key priority areas 
Human Resources (HR) policies and procedures on annual leave, sickness 
absence, flexible working, carer leave, adoption rights and benefits, age 
retirement, equal opportunities in employment, job share, paternity leave, 
maternity leave, special leave, stress, etc. Also Harassment and Bullying 
Policy and Grievance Policy and Procedures in place. 
Friends and Family Test for staff. 
Wellbeing survey / national staff survey. 
Occupational health policy and service in place including Musculoskeletal 
and staff counselling services. 
Values-based recruitment, induction and appraisal policies in place. 

Director HR, 
OD & Estates 

 have a fair pay and contract framework; Yes Workforce strategy agreed by the Trust Board 
Trust pay structure based on Agenda for Change and Trust follows guidance 
issued by National Pay Bodies as appropriate. 
HR Policies and Procedures as above. 
Workforce Strategy sets out Trust approach to pay. 
Support to the concept of Living Wage. 
Ethnic pay audit recently completed. 
Gender pay audit recently completed. 
Disability pay audit recently completed. 

Director HR, 
OD & Estates 

 can be involved and represented in the 
workplace; 

Yes Workforce strategy agreed by the Trust Board includes staff engagement as 
key priority area. 
Disciplinary Policy and Procedures. 
Grievance Policy and Procedures. 
Set out in the Social Partnership Agreement between the Trust and staff side 
organisations. 
Staff engagement strategy. 
Staff engagement events. 
Annual staff survey. 
BAME, Disability and LGBT+ Staff Networks established. 
Elected staff governors on the Members’ Council. 

Director HR, 
OD & Estates 
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Heading Compliance Evidence Lead 
 have healthy and safe working 

conditions and an environment free from 
harassment, bullying or violence; 

Yes HR policies and procedures. 
Staff survey. 
Health and Safety Policy. 
Health and Safety Steering Group. 
Health and Safety annual audit and work programme. 
Occupational health service. 
Risk assessments of workplace. 
Managing Aggression and Violence lead in place with supporting 
Management of Violence and Aggression Trust Action Group (MAV TAG). 

Director HR, 
OD & Estates 

 are treated fairly, equally and free from 
discrimination; 

Yes HR policies and procedures. 
Equality and Inclusion Committee, of the Trust Board in place. 
Trust staff are required to undertake mandatory equality training. 
Equality networks, annual workforce equality impact assessment. 
Equality impact assessment of all policies and procedures 
BAME, Disability and LGBT+ Staff Networks established. 
WRES, DES and EDS2 action plans agreed. 

Director HR, 
OD & Estates 

 can, in certain circumstances, take a 
complaint about their employer to an 
Employment Tribunal; 

Yes Disciplinary and Grievance Policies and Procedures. 
Trust staff advised of their rights following disciplinary action. 

Director HR, 
OD & Estates 

 can raise any concern with their 
employer, whether it is about safety, 
malpractice or other risk, in the public 
interest. 

Yes HR Policies and Procedures. 
Information given to staff and Trust welcome events include information for 
staff.  
New Raising Concerns / Freedom to Speak Up (Whistleblowing) Policy 
agreed with Staff Side in Consultation and the Freedom to Speak Up 
Guardian 
Whistleblowing report taken to Clinical Governance & Clinical Safety 
Committee every 6 months. 
Raising concerns leaflet widely available. 
Posters on Freedom to Speak Up widely distributed. 
Network of Freedom to Speak Up Guardian established 
Intranet site for staff on raising concerns in place. 
Freedom to Speak Up Guardians have regular meetings with Director of HR, 
OD and Estates and Deputy Chair.  

Director HR, 
OD & Estates 
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The NHS Constitution also sets out seven staff pledges, which, although not legally binding, represent a commitment by the NHS to 
provide high-quality working environments for staff. 
 
 The NHS commits to provide a positive working environment for staff and to promote supportive, open cultures that help staff do their job to the best of 

their ability. 
 The NHS commits to provide all staff with clear roles and responsibilities and rewarding jobs for teams and individuals that make a difference to patients, 

their families and carers and communities. 
 The NHS commits to provide all staff with personal development, access to appropriate training for their jobs and line management support to enable 

them to fulfil their potential. 
 The NHS commits to provide support and opportunities for staff to maintain their health, well-being and safety. 
 The NHS commits to engage staff in decisions that affect them and the services they provide, individually, through representative organisations and 

through local partnership working arrangements.  All staff will be empowered to put forward ways to deliver better and safer services for patients and their 
families. 

 The NHS commits to have a process for staff to raise an internal grievance. 

 The NHS commits to support all staff in raising concerns at the earliest reasonable opportunity about safety, malpractice, or wrongdoing at work, 
responding to and, where necessary, investigating the concerns raised and acting consistently with the Public Interest Disclosure Act 1998. 

 
The NHS Constitution also sets out six existing legal duties that staff must observe.  (This list is not meant to be exhaustive.) 
 
 To accept professional accountability and maintain the standards of professional practice as set by the appropriate regulatory body applicable to your 

profession or role. 
 To take reasonable care of health and safety at work for you, your team and others, and to co-operate with employers to ensure compliance with health 

and safety requirements. 
 To act in accordance with the express and implied terms of your contract of employment. 
 Not to discriminate against patients or staff and to adhere to equal opportunities and equality and human rights legislation. 
 To protect the confidentiality of personal information that you hold unless to do so would put anyone at risk of significant harm. 

 To be honest and truthful in applying for a job and in carrying out that job. 
 
The Constitution also sets out how staff should play their part in ensuring the success of the NHS. 
 
 You should aim to provide all patients with safe care, and to do all you can to protect patients from avoidable harm. 
 You should follow all guidance, standards and codes relevant to your role, subject to any more specific requirements of your employers. 
 You should aim to maintain the highest standards of care and service, treating every individual with compassion, dignity and respect, taking responsibility 

not only for the care you personally provide, but also for your wider contribution to the aims of your team and the NHS as a whole. 
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 You should aim to find alternative sources of care or assistance for patients, when you are unable to provide this (including for those patients who are not 
receiving basic care to meet their needs). 

 You should aim to take up training and development opportunities provided over and above those legally required of your post. 
 You should aim to play your part in sustainably improving services by working in partnership with patients, the public and communities. 
 You should aim to raise any genuine concern you may have about a risk, malpractice or wrongdoing at work, (such as a risk to patient safety, fraud or 

breaches of patient confidentiality), which may affect patients, the public, other staff, or the organisation itself at the earliest reasonable opportunity. 
 You should aim to involve patients, their families, carers or representatives fully in decisions about prevention, diagnosis and their individual care and 

treatment. 
 You should aim to be open with patients, their families, carers or representatives, including if anything goes wrong; welcoming and listening to feedback 

and addressing concerns promptly and in a spirit of co-operation.   
 You should contribute to a climate where the truth can be heard and the reporting of, and learning from, errors is encouraged and colleagues are 

supported where errors are made.  
 You should aim to view the services you provide from the standpoint of a patient, and involve patients, their families and carers in the services you 

provide, working with them, their communities and other organisations, and making it clear who is responsible for their care. 
 You should aim to take every appropriate opportunity to encourage and support patients and colleagues improve their health and wellbeing. 
 You should aim to contribute towards providing fair and equitable services for all and play your part, wherever possible, in helping to reduce inequalities in 

experience, access and outcomes between differing groups or sections of society requiring health care. 
 You should aim to inform patients about the use of their confidential information and to record their objections, consent or dissent. 
 You should aim to provide access to a patient’s information to other relevant professionals, always doing so securely, and on ly where there is a legal and 

appropriate basis to do so. 
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Agenda item 10.3 – Assurance from Nominations Committee 
 

Nominations Committee 

Date 9 January 2020 

Presented by Angela Monaghan, Chair (Chair of Committee) 

Key items to raise at 
Trust Board 

 Chair’s remuneration 
 Recruitment of NED with a financial qualification 

Approved Minutes 
of previous 
meeting/s  
for receiving 

 Minutes of the Committee meeting held on 24 October 2019 
(attached). 
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Minutes of the Nominations’ Committee held on 24 October 2019 
 
Present: Jackie Craven (JC) 

Nasim Hasnie (NH) 
Ruth Mason (RM) 
 
 

Lead Governor (Publicly elected governor, Wakefield) 
Publicly elected governor (Kirklees) 
Appointed governor (Calderdale & Huddersfield NHS 
Foundation Trust) 
 

Apologies: Members 
Marios Adamou (MA) 
Angela Monaghan (AM) 
 
Attendees 
Nil 
 

 
Staff elected governor (medicine and pharmacy) 
Chair of the Trust (Chair of the Committee) 
 
 
 

In attendance: Alan Davis (AGD) 
 
Emma Jones (EJ) 
Rob Webster (RW) 

Director of Human Resources, Organisational 
Development & Estates 
Company Secretary (author) 
Chief Executive 

 
 
NC/19/34 Welcome, introduction and apologies (agenda item 1) 
Jackie Craven (JC), Lead Governor welcomed everyone to the meeting. The apologies 
above were noted including Angela Monaghan (AM), Chair and Chair of the Committee as 
she had a conflict of interest in the agenda item that would be discussed. In accordance with 
the Terms of Reference, JC would chair the meeting. 
 
 

NC/19/35 Declarations of interest (agenda item 2) 
There were no further declarations over and above those made in the annual return at Trust 
Board in March 2019 and Members’ Council in May 2019. The Committee noted that AM 
had declared an interest in agenda item 4 and therefore was not in attendance. 
 
 
NC/19/36 Minutes of and matters arising from previous meetings held on 15 
July 2019 and 26 July 2019 (agenda item 3) 
It was RESOLVED to APPROVE the Minutes from the meetings held on 15 July 2019 
and 26 July 2019.  All matters arising from the meeting were complete. 

 
 
NC/19/37 Review of Chair and Non-Executive Director remuneration 
(agenda item 4) 
Alan Davis (AGD) tabled a paper which outlined the current remuneration arrangements for 
the Chair and Non-Executive Directors (NEDs) compared to the recently published NHS 
England & NHS Improvement (NHSE&I) guidance on Foundation Trusts’ and NHS Trusts’ 
NEDs’ remuneration for discussion. 
 
AGD highlighted the following: 
 The remuneration of the Chair and Non-Executive Directors (NEDs) of foundation 

trusts are determined by the Members’ Council. The Nominations’ Committee, on 
behalf of the Members’ Council, are responsible for regularly reviewing the 
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remuneration arrangements for the Chair and NEDs and making recommendations to 
the Members’ Council. 

 The remuneration of Chairs and NEDs of NHS Trusts is set by the Secretary of State 
and has not changed for some time. This has led to a disparity between Chair and 
NEDs’ remuneration in Foundation Trusts and NHS Trusts. NHSE&I have recently 
published a significant document which sets out a structure for the remuneration of 
Chairs and NEDs of NHS Trusts and Foundation Trusts. Whilst this document does 
not take away the statutory responsibility of the Members’ Council for both reviewing 
and determining remuneration levels for the Chair and NEDs, it does set out a clear 
expectation that it will be followed and, if not, then there will need to be an 
explanation to the regulator. 

 The Chair’s remuneration at the Trust is on an incremental scale, which was based 
on an independent review by Capita. The Capita report recognised that Chair’s 
remuneration is more complex and variable than that for the NEDs. Non-Executive 
Director remuneration is a flat rate, which again was based on a review by Capita. In 
addition, there are two NED roles that attract an additional responsibility allowance. 
These are the Audit Committee chair and the Deputy Chair / Senior Independent 
Director (SID). 

 In previous years, the Members’ Council has used the NHS Providers benchmarking 
remuneration survey to undertake an annual review of the Chair’s and NEDs’ 
remuneration. 

 NHSE&I have published a structure to align remuneration for Chairs and NEDs of 
NHS Trusts and Foundation Trusts. For NEDs, it is recommended that there is a 
single uniform annual rate of £13,000 per annum with local discretion to award 
supplementary payments of up to £2,000 per annum (to a maximum of two 
individuals) in recognition of designated extra responsibilities. For Chairs, a range for 
the remuneration based on the annual turnover of the organisation consists of 3 
points: Lower Quartile (LQ) rate, Median (M) rate and Upper Quartile (UQ) rate. The 
range for this Trust would be £44,100 (LQ) - £47,100 (M) - £50,000 (UQ) pa. 

 The Trust’s current remuneration for NEDs is £13,584 per annum, which is close to 
the NHSE&I rate. However, the supplementary payment for two additional roles 
(which is for the Chair of the Audit Committee and Deputy Chair / Senior Independent 
Director) is £5,120 per annum, which is significantly above the NHSE&I rate (£2,000).  
In relation to the Trust’s current Chair’s incremental scale, the minimum was below 
the NHSE&I LQ rate and the maximum was above the NHSE&I UQ rate. For the 
current Chair, the next progression on the Trust’s current scale would still keep in line 
with the minimum. 

 
Rob Webster (RW) asked if there was guidance from NHSE&I about the use of incremental 
scales. AGD commented that they wouldn’t expect people to be paid below the lower 
quartile, and if paid the upper quartile then it is expected it should be based on either or both 
the level of complexity in the role and experience, therefore the median would be appropriate 
in most case. 
 
RW asked if there would be cost of living increases. AGD commented that it was anticipated 
that NHSE&I would set the rates annually and that may be part of their consideration. 
 
Ruth Mason (RM) commented, in relation to the Chair’s remuneration, it felt comfortable 
including the potential movement up the Trust’s incremental scale following the Chair’s 2019 
appraisal, however in future years it would not be in line with the NHSE&I scale, which the 
Committee would need to consider. Nasim Hasnie (NH) suggested that the Trust’s 
incremental scale be harmonised so it was compatible with the NHSE&I scale to the nearest 
point, with Chairs only progressing to the upper quartile depending on whether that had met 
any criteria. 
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AGD commented that for NEDs there was a new uniform rate close to the current Trust’s 
rate, however the larger issue was in relation to supplementary payments as the Trust was 
currently paying more than double of what NHSE&I are proposing. In accordance with the 
size of the organisation, only two NEDs may receive a supplement, which the Trust is 
already in line with. NHSE&I are not saying Foundation Trusts must make the change 
immediately; however the expectation was that if a new NED was appointed or a NED re-
appointed, trusts would comply with the arrangements. This would be more sensitive for re-
appointments as it would result in a reduction. To not implement the guidance could put the 
Members’ Council and the Trust in a difficult position. Currently the Trust’s NEDs’ rate was 
close, which was a positive and shows that the previous approach was reasonable and 
justifiable. 
 
RW asked which NEDs would be coming up for the end of their current term in 2020. EJ 
commented that this would feed into the discussion on agenda item 5 and tabled a paper 
showing the current terms of office. 
 
RM supported harmonising and resolving disparity for others noting that it was important to 
manage others’ expectations and provide them with the guidance from NHSE&I. EJ 
commented that the Chair had shared the guidance with the NEDs. AGD commented that 
the guidance also included further information around the process of appraisals. 
 
NH asked if the change to the NED remuneration would be triggered at re-appointment.  
AGD commented that it could continue either until re-appointment or until they leave the 
Trust. For new appointments it would be the new rate. 
 
JC asked if an existing NED became the Audit Committee chair what supplementary 
payment they would receive. AGD advised they would stay on their existing NED payment 
as a substantive, but the supplementary for the Audit Committee chair would now be 
£2,000pa. 
 
RW suggested that existing NEDs remained on their current substantive rate until they leave 
the Trust but the supplementary payments change on either reappointment or with any new 
appointments  
 
AGD commented that for the Chair the next increment in the Trust’s scale would be slightly 
above the NHSE&I median rate but still within the pay range set nationally. RM commented 
that if the current Chair sought re-appointment in 2020 the Committee could again review the 
scale. AGD noted that, for the Chair, this would be resolved by re-appointment or new 
appointments, which would take place in 2020.   
 
RM commented that it was important to set the precedent now so that the rates were 
dispassionate and not personal. NH asked about how it compared to the performance 
related pay for executive directors. AGD commented that previously for executive directors 
there was a flat rate for the role, and a performance related pay scheme, however the 
performance related pay scheme was no longer in place. RW commented that most staff 
had increments under Agenda for Change, however executive directors did not and the 
Members’ Council could decide if the role of the Chair should have an incremental scale or a 
fixed rate. AGD commented that he did not feel the scale should be removed. With the 
current scale there was an expectation that the Chair would progress. NH commented that 
for the previous Chair progression was not always done by single increments, and one year 
the Members’ Council agreed for an increase of two increments. AGD suggested that the 
rate would normally be the median rate. A Chair would be appointed on the lower rate if it 
was their first Chair role and seen as a development opportunity with the view that they 
would progress to the median rate. If appointed on the median rate there shouldn’t be an 
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expectation that they will go to the upper rate unless there was significant complexity in the 
role. 
 
RM commented that the Chair is a NED and the NED received a fixed fee and suggested 
that there could be a three point scale in line with the NHSE&I scale and when appointed a 
decision is based on appointment where they are on the scale for the term of the role. EJ 
commented that this could be fixed for a three year term and if a Chair seeks re-appointment 
it could be reviewed as part of the process. AGD commented that the NHSE&I scale noted 
that it was based on complexity of the role and skills and experience of the Chair. 
 
It was RESOLVED to RECOMMEND to the Members’ Council that in accordance with 
the new NHS England & NHS Improvement guidance:  
 
 In relation to Non-Executive Directors, the current remuneration levels remains 

frozen and not uplifted until NHS England & NHS Improvement guidance flat 
rate exceeds it. 

 In relation to the Chair, that the Members' Council should still have the option 
to agree that the current Chair progresses to the third point of the Trust’s 
incremental scale following the completion of the 2019 appraisal in January 
2020. However, on either re-appointment or a new appointment, a fixed rate is 
agreed for the whole of the term of appointment within the NHS Improvement 
and NHS England pay range for Chairs. 

 In relation to the supplement for the Audit Committee chair and Deputy Chair / 
Senior Independent Director roles, that on either re-appointment or a new 
appointment, the supplement should be reduced to £2,000 per annum to align 
with NHS England & NHS Improvement’s recommendation. 

 
 
NC/19/38 Non-Executive Director recruitment (agenda item 5) 
AGD asked the Committee if they supported managing the NED recruitment in-house again.  
AGD highlighted that the pros of the process being managed in-house was that it has a 
financial saving and the Trust had previously successfully appointed three NEDs using this 
process. The cons of the process being managed in house was the time and effort from staff 
which adds pressure. The pros for it being managed externally is they may have better 
network connections to attract financially qualified NEDs which can be difficult to recruit.  
The cons for it being managed externally was the financial cost. 
 
EJ commented that the Trust’s Constitution was due for review by the Trust Board and 
Members’ Council and one area that had come up previously as part of NED recruitment 
was that candidates needed to be a member, which meant they needed to live within a 
constituency. As part of the review, a suggestion may be that this be widened to the whole of 
Yorkshire or further, as the Trust has service users who do not live within the area. AGD 
commented that previously there had been a strong candidate who lived just outside of a 
constituency area and, although they used services within, they were still not able to apply 
due to where they lived. 
 
The Committee discussed and supported the in-house process to continue to be used, 
noting it did not cause a reduction in attracting and appointing NEDs and also provided a 
financial saving. 
 
AGD to provide the recruitment plan in accordance with previous processes at the next 
Committee meeting. 

Action: Alan Davis 
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It was RESOLVED to NOTE the update. 

 
 
NC/19/39 Any other business (agenda item 6) 
No items were raised. 

 
 
NC/19/40 Issues and items to bring to the attention of Trust Board / 
Members’ Council (agenda item 7) 
Items were identified as: 
 
 Chair and Non-Executive Director (NED) remuneration - recommendation would go to 

the Members’ Council meeting on 1 November 2019. 
 NED recruitment - recruitment plan to be discussed at the next Committee meeting. 

 
 
NC/19/41 Date of next meeting (agenda item 8) 
To be scheduled in January 2020.  Date and time to be confirmed. 

Action:  Angela Monaghan / Emma Jones 
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Agenda item 11 – Assurance from Trust Board committees 

 

Audit Committee 

Date 7 January 2020 

Presented by Laurence Campbell, Non-Executive Director (Chair of Committee) 

Key items to raise at 
Trust Board 

 SystmOne Update 
 Update of EMT view of Organisational risks 
 Internal Audit recommendations 
 Phishing tests 
 New Local Counter Fraud Specialist 
 Mandated and local indicators in Quality Account 

Approved Minutes 
of previous 
meeting/s  
for receiving 

 Minutes of the Committee meeting held on 8 October 2019 
(attached) 

 

Equality & Inclusion Committee 

Date 8 December 2019 

Presented by Angela Monaghan, Chair (Chair of Committee) 

Key items to raise at 
Trust Board 

 To be confirmed  

Approved Minutes 
of previous 
meeting/s  
for receiving 

 Minutes of the Committee meeting held on 10 September 2019 (to 
follow) 

 

Finance, Investment & Performance Committee 

Date 19 December 2019 & 23 January 2020 

Presented by Chris Jones, Non-Executive Director (Chair of Committee) 

Key items to raise at 
Trust Board 

 To be confirmed 

Approved Minutes 
of previous 
meeting/s  
for receiving 

 Minutes of the Committee meeting held on 19 December 2019 
(attached) and 23 January 2020 (to follow) 

 

 

Note, assurance from the Charitable Funds Committee is provided to the Corporate Trustee for charitable funds. 
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Minutes of the Audit Committee held on 8 October 2019 
 

Present: Laurence Campbell 
Chris Jones 
Sam Young 
 

Non-Executive Director (Chair of the Committee) 
Non-Executive Director 
Non-Executive Director 

Apologies: 
 

Members 
Nil 
 
Other 
Tony Cooper 
Caroline Jamieson 
Jane Wilson 
 

 
 
 
 
Head of Procurement 
Senior Manager, Deloitte 
PA to Director of Finance 

In attendance: 
 

Rob Adamson 
Mark Brooks 
Leanne Hawkes 
Paul Hewitson 
Olivia Townsend 
Emma Jones 
Tim Breedon 
Salma Yasmeen 
Kyle Simonite 

Deputy Director of Finance 
Director of Finance (lead Director) 
Deputy Director, 360 Assurance 
Director, Deloitte 
Assistant Anti-Crime Manager, Audit Yorkshire 
Company Secretary (author) 
Director of Nursing & Quality / Deputy Chair [item 11] 
Director of Strategy [items 12 & 17] 
Assistant Client Manager, 360 Assurance 

 
AC/19/79 Welcome, introduction and apologies (agenda item 1) 
The Chair of the Committee, Laurence Campbell (LC) welcomed everyone to the meeting. 
Apologies are noted above.  LC advised that Chris Jones (CJ) had now replaced Erfana 
Mahmood (EM) on the Committee. 

 
 
AC/19/80 Declaration of interests (agenda item 2) 
There were no further declarations over and above those made in the annual return to Trust 
Board in March 2019 or subsequently. 

 
 
AC/19/81 Minutes from the meeting held on 9 July 2019 (agenda item 3) 
It was RESOLVED to APPROVE the minutes of the meetings held on 9 July 2019 as a true 
and accurate record with the amendment of 1 typographical error. 

 
 
AC/19/82 Matters arising from the meeting held on 21 May & 9 July 2019 
(agenda item 4) 
The following actions were discussed: 
 
 AC/19/67 Declaration of interests for staff – risk assessment - Emma Jones (EJ) 

commented that there had been capacity pressures to support this which were expected 
to improve in the next month. 

 AC/19/69 Update on internal audit on complaints (re: Complaints) - Leanne Hawkes (LH) 
commented that from the responses received the actions were on track to be completed 
by end of month. 
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 AC/19/73 Internal audit (re data quality) - LH commented that this action was being 
monitored through actions in Care Quality Commission (CQC) action plan. 

 AC/19/80 Work programme (re: external agency policies plan) - EJ stated this has not 
been reported to this Committee since 2015/16 as the required information is reported to 
the Clinical Governance & Clinical Safety Committee and could be removed from the 
work programme. 

 
 
AC/19/83 Update on internal audit on complaints (agenda item 11) 
Tim Breedon (TB) reported that the internal audit recommendations included review of the 
process for complaints and recording of data including changes to the Datix system.  These 
actions were assigned to a senior manager which coincided with the Care Quality Commission 
(CQC) inspection which required the resource to be diverted. The technical support for Datix was 
also not available due to a period of sickness.  An extension in terms of delivery date of the 
actions was discussed and supported by the Executive Management Team (EMT).  The staff 
were now back in place and he was comfortable that the actions could be delivered against the 
revised timescale.  In relation to the complaints process, turnaround times are improving and 
work is needed to ensure the data required is embedded on Datix. 
 
CJ asked if a cultural change was needed about how the Trust deals with complaints.  TB 
commented that the main thing that sits over the top of this work was cultural change around the 
ownership, which now sits with the relevant service, rather than the Customer Services team. 
Customer Services receives the original request which is then directed to the right person in 
clinical services to support them with an informal resolution.  If an informal resolution is not 
possible a formal process takes place with services taking ownership of responding within the 
required deadlines.  Through these changes the number of formal complaints has decreased 
which indicates that it has improved.  The cultural changes are taking place, however are not yet 
fully embedded in all areas. 
 
LH / TB to discuss the timing of the update to Audit Committee.  SYo suggested that Committee 
members could be sent an interim report between the January and April 2020 Committee 
meetings. 

Action:  Tim Breedon / Leanne Hawkes 
 
It was RESOLVED to REVIEW and NOTE the improvements being made to provide 
assurance on the customer services process and APPROVE the extension dates. 

 
 
AC/19/84 Charitable Funds annual report and accounts (agenda item 12) 
Salma Yasmeen (SY) reported that only minor changes had been made since the previous 
versions and confirmed that had now been subject to audit.  They would go to the Corporate 
Trustee meeting on 29 October 2019 for final approval. 
 
It was RESOLVED to APPROVE the final annual report and accounts which will then be 
presented for approval by the Corporate Trustee. 

 
 
AC/19/85 SystmOne optimisation update (agenda item  17) 
SY reported that optimisation formally commenced in August 2019 and was delayed slightly to 
allow further stability to the system with RiO decommissioned at the end of June 2019.  The team 
is currently reworking the high level milestone plans, including realistic timescales and 
engagement. An emerging issue is in relation to the integrated care specification for Barnsley 
which would include substantial reconfiguration and will require much of the resource also 
assigned to system optimisation. This would be discussed by EMT in relation to all priority 
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programmes.  Care plans have been tested and configured and are further being optimised for 
inpatients, this will now require further live testing in inpatients and a plan for community testing 
before these can successfully be rolled out.  Emerging risks would be discussed by steering 
group. 
 
LC asked if thre was a danger of new requirements continuing to be requested as part of 
optimisation.  SY commented that conversations were taking place with the programme team 
regarding each element as it needs to be clear about what was in the scope and what could be 
delivered within each phase. 
 
LC asked if one software rollout/upgrade would be done.  SY commented that there would be 
multiple as they had different levels of change. 
 
LC asked if risk assessments were included following the CQC inspection.  SY commented that it 
had also been raised as part of the discussions on the optimisation. 
 
SYo felt the paper provided a good explanation of the status of the programme and noted that 
further discussion was needed on when the programme would come out of the formal 
optimisation phase as optimisation would continue subsequently. 
 
SY to provide a further update to the Committee in January 2020. 

Action:  Salma Yasmeen 
 
It was RESOLVED to RECEIVE the report and NOTE the information. 

 
 
AC/19/86 Consideration of items from the Organisational Risk Register 
allocated to the Audit Committee (agenda item 5) 
Mark Brooks (MB) reported that the Corporate/organisational risk register (ORR) was as reported 
to Trust Board in July 2019 and was currently being updated as part of the cyclical review to be 
reported to Trust Board in October 2019.  The cover page identifies the changes to the risk 
register since the last Committee meeting. 
 
The following risks were discussed: 
 
 Risk ID 1217 - LC asked if the risk score was still correct.  MB commented that the 

Executive Management Team (EMT) quarterly timeout meeting on 10 October 2019 
would be dedicated to a review of priority programmes and capacity to deliver.  If 
necessary the risk rating will be adjusted following that discussion 

 
 Risk ID 1213 - SYo asked whether the likelihood score should be different due to some of 

the data quality issues.  MB commented that the scoring on this risk could be lower as 
although there were some data quality issues it would not cause any material issues on 
what the Trust was required to report on.  The Committee acknoledged that this risk could 
protentially be closed as the transition was complete, and a new risk could be created in 
relation to optimisation. 

Action:  Salma Yasmeen 
 

 Risk ID 522 - MB commented in relation to financial viability and funding arrangements, 
that nationally there had been a lot of change to arrangements in the past year and the 
risk may need updating including changes to PSF and mental health investment growth. 

Action:  Mark Brooks 
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It was RESOLVED to: 
 
 DISCUSS the current Trust-wide corporate / organisational level risks, relevant to 

this Committee, as provided above; and 
 be ASSURED that the current risk level, although above the Trust risk appetite, 

given the current environment is appropriate. 

 
 
AC/19/87 Triangulation of risk performance and governance report (agenda 
item 6) 
EJ reported that the triangulation had been done using the most recent Integerated Performance 
Report (IPR), the ORR and Board Assurance Framework (BAF) report to Trust Board in July 
2019, and Strategic overview of business and associated risks reported to Trust Board in April 
2019.  The report had been discussed by EMT including the areas highlighted in relation to red 
RAG rated performance on the IPR which were not specifically captured by a risk on the ORR.  
MB added that through the discussion at EMT these areas were included on local level risk 
registers, however the scoring did not require escalation to the ORR. 
 
CJ asked if the culmination of these areas while not on the ORR was showing areas of pressure.  
LC commented that it was also important to consider whether there were any emerging trends 
and felt that this relies heavily on EMT/OMG’s ability to synthesise the available information.  MB 
commented that any areas of concern would be discussed by the Operational Management 
Group (OMG) and escalated to EMT.  EMT would request detailed papers to understand what 
the issue was and mitigations in place and provided an example in relation to Improving Access 
to Psycological Therapies (IAPT) where NHS Improvement Intensive Support Team (IST) 
reviews had taken place. 
 
SYo commented that there were some risks on the ORR that were not included within the IPR or 
BAF.  EJ commented that these were risks that were being mitigated within risk appetite and not 
reported on full.  MB commented that consideration could be given to how they are presented in 
future reports. 

Action:  Emma Jones 
 
It was RESOLVED to RECEIVE the report as part of the evidence of assurance on the 
operation of risk processes within the Trust. 

 
 
AC/19/88 Review proposed changes to the Standing Financial Instructions 
(agenda item 7) 
MB reported that the Standing Financial Instructions (SFIs) are one of the Trust’s key control and 
assurance documents, with several recommended updates for approval since the last version in 
2016.  Asrea to consider are having the right processes in place to to ensure they are being 
adhered to and whether they are being communicated effectively to staff.  It was discussed 
whether there should be a standing agenda item be added for the Committee in order to report 
any breaches.  CJ asked about the level of non-compliance.  MB commented that there were 
different levels of materiality and provided an example of orders being placed without appropriate 
approvals prior to the order being placed. 
It was felt only be breaches should be reported to the Committee which in the view of the Director 
of Finance are material need reporting to the Committee. 
 
LC asked how staff were currently made aware of them.  MB commented that it was currently 
part of local induction checklist. 
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LC commented that the updates recognised some areas that have been known for a while such 
as tender waiver limits and asked how often the SFIs should be reviewed.  MB suggested that 
they be reviewed every two years unless there was a specific requirement to review them earlier. 
 
SYo asked in relation to 12.7.5, how the Board would know prior to inviting people.  MB 
commented that it may be updated for the Director of Finance to ensure rather than the Board. 

Action:  Mark Brooks 
 
SYo advised under 19.1.1, the reference to the Data Protection Act needed to be updated to 
GDPR. 

Action:  Mark Brooks 
 
 
LC asked the auditors how the Trusts SFIs compared to others. LH commented that all SFIs 
documents were fairly standard, however she had not seen breaches reported to Audit 
Committees.  PH commented that he had seen breaches reported in response to a risk which 
were monitored by Audit Committee until they were assured by the actions in place.  LH 
commented that the majority would potentially be reported through the procurement report. 
 
It was RESOLVED to COMMENT on the recommended updates to the Trust’s Standing 
Financial Instructions and to RECOMMEND them to Trust Board for approval. 

 
 
AC/19/89 Review of process to develop the assurance framework (agenda item 
8) 
EJ reported that the development of the BAF 2019/20 had been discussed through Trust Board 
strategic sessions, with quarter 1 reported to Trust Board  in July 2019.  EJ suggested that 
consideration may be needed to when this report comes to the Audit Committee to support the 
development of the BAF for 2020/21. 
 
LC commented that there were points within the draft Head of Internal Audit Opinion for Phase 1 
in relation to the BAF that had been discussed with EJ.  EJ commented that these points had 
been raised at EMT and would be included in the next BAF report to the Trust Board in October 
2019.  LH outlined the recommendations. 
 
The Committee discussed the accountability of committees.  CJ felt the current process of in-
depth reviewing the ORR at committee meetings worked well.  LC felt thet more focus on delivery 
of strategic objectives, rather than the risk to delivery.  SYo agreed that work did not need to be 
duplicated in committees and suggested a change in language may be needed in the BAF to 
reflect where areas were being discussed. 
 
It was RESOLVED to RECEIVE the update on the development of the BAF for 2019/20 
through Trust Board. 

 
 
AC/19/90 Agreement of Committee meeting dates for following year (agenda 
item 9) 
The following draft dates have been agreed by Committee members: 
 
 7 January 2020 
 14 April 2020 
 19 May 2020 - to be confirmed following receipt of NHS Improvement guidance. Also 

requested to potentially hold 21 May 2019 prior to the Board meeting given the tight year-
end timescales 



 

South West Yorkshire Partnership NHS Foundation Audit Committee 8 October 2019 6 

 14 July 2020 
 13 October 2020 
 5 January 2021 
 
EJ to send out the meeting requests to Committee members and attendees. 

Action:  Emma Jones 
 
It was RESOLVED to NOTE the Committee meeting dates for 2020/21. 

 
 
AC/19/91 Cyber security update (agenda item 10) 
MB reported that the update recognised the actions taken and work in progress.  The Trust is as 
compliant as possible and the capital programme is geared towards making the IM&T 
infrastructure as robust as possible. 
 
LC asked if there was any sense on how the Trust benchmarked against others.  MB commented 
that there was no formal benchmarking, however soft intelligence through networks was that the 
Trust was well positioned. 
 
SYo asked if the outstanding actions were high risk.  MB commented that they were all low risk. 
 
SYo asked what percentage staff were achieving for cyber security training.  MB commented that 
there was no specific training for cyber security, it was within the information governance training.  
Olivia Townsend (OT) advised that it was also part of fraud awareness.  SYo asked if something 
specific was needed.  MB commented that there was a regular communication plan in place.  LH 
commented that a phishing exercise would take place shortly which would assist with gaining 
awareness and a follow up would be then sent to all who took place with the outcome and 
reported back to the next Committee meeting. 

Action:  Leanne Hawkes 
MB commented that the majority of cyber security breaches would be reported as information 
governance incidents. 
 
CJ commented that it was important to understand the people side of things, given that there 
were a lot of technology stops already in place. 
 
The Committee requested a review of the level of training and comms to see if further action was 
needed. 

Action:  Mark Brooks 
 
SYo commented that it would be helpful in future reports to understand if there were themes or 
trends. 

Action:  Mark Brooks 
 
It was RESOLVED to REVIEW and COMMENT on the report. 

 
 
AC/19/92 Accounting standards update (agenda item 13) 
Rob Adamson (RA) reported that there had been changes in rules in relation to leases and 
accounting for leases.  The paper provided an update on the current work that has taken place 
and plans in the lead up to 1 April 2019.  Operating leases would come on to the balance sheet 
from 1 April and have a different accounting treatment.  Some good progress had been made to 
date and the value was quite significant. 
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LC asked for further detail in relation to tenancies at will.  RA commented that these were where 
there were historic arrangements over a long period of time, however there was no formal 
agreements in place. 
 
LC asked if the Trust was required to do a prior year adjustments.  RA stated this was not a 
requirement, which was confirmed by PH. 
RA added that engagement was taking place with the district valuer, auditors and regional 
networks.  PH commented that the Trust was ahead of others in terms of implementing and a 
statement would need to be included in the accounts on the work that has taken place and 
expected impact. 
 
MB commented that NHS England/Improvement held quarterly review meetings (QRMs) with all 
trusts and this was now a standing agenda item under finance. 
 
MB commented that the Trust was assuming that car leases did not apply.  RA added that further 
clarification of the guidance had been sought. 
 
It was RESOLVED to NOTE the work completed to date on the standard, REVIEW the 
assumptions made to date and the next steps and COMMENT accordingly. 

 
 
AC/19/93 HMRC inspection outcome letter (agenda item 14) 
MB reported that the outcome letter was provided to the Committee for information and overall 
was a very clean inspection.  There was a sensitive matter in relation to hospital managers, 
where the national advice provided to the NHS Confed at the time of IR 35 introduction and the 
Trusts interpretation meant that they could be treated as suppliers rather than office holders.  
HMRC have said that this was incorrect and from 1 November 2019 onwards they would be paid 
through payroll and subject to income tax.  There would be no retrospective charge against the 
Trust as it was recognised that the process had been in response to national advice at the time. 
 
LC commented that previously the hospital managers felt if they were employed by the Trust it 
would compromise their independence.  This change did not mean they were employed, it was a 
change in tax source.  A number are aged over 65 year old which meant they would not get 
charged a National Insurance contribution. 
 
It was RESOLVED to COMMENT and RECEIVE the report and NOTE the actions taken to 
ensure on-going compliance. 

 
 
AC/19/94 Treasury management strategy and policy (agenda item 15) 
RA reported that the strategy and policy had been updated with minor amendments. 
 
CJ queried the concentration limits about investment over a range of institutions.  PH commented 
that he presumed this was to avoid if there was a possible collapse of one bank and suggested 
that the exception be added of the national loan fund. 

Action:  Rob Adamson 

 
It was RESOLVED to APPROVE the updated policy. 
 
 
AC/19/95 Procurement report (agenda item 16) 
MB reported that the paper included information on key contracts and an update on CIPs. 
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LC queried tender waiver in relation to Touchstone.  MB commented that it was reported to the 
Committee for good practice, however it was part of the original tender. 
 
CJ asked in relation to tendering, how the Trust was approaching the review of tender 
specifications in relation to CIPs.  MB commerned that there was a focus on value for money, 
and as part of the criteria for selection consideration of finances was included.  The Trust was 
dependent upon subject matter experts as to whether specifications were appropriate or not 
including a review of the finances. 
 
LC asked for further details in relation to the direct award framework.  MB commented that if 
providers were on the national framework they could be directly appointed without going through 
a full tender exercise. 
 
LC asked in relation to the increase in SLA’s whether it was because the Trust was continuing to 
grow.  MB commented that it reflected a change in dynamics in working and partnership 
approaches. 
 
It was RESOLVED to NOTE the progress made and COMMENT on the information 
provided within this report. 

 
 
AC/19/96 Treasury management update (agenda item 18) 
RA reported that currently the Trust had not invested funds.  Interest receivable for 2018/19 was 
£161k (£65k 17/18). Forecast for 2019/20 is £143k with actual for April to August 2019 totalling 
£87k. 
 
It was RESOLVED to NOTE and COMMENT on the Treasury Management update report. 

 
 
AC/19/97 Internal audit progress report (agenda item 19) 
LH highlighted the following: 
 
 Policy monitoring - advisory, with two recommendations in relation to the “policy on 

policies”. 
 Data quality phase 1 - three minor anomalies identified that did not affect patient care. 
 Draft Head of Internal Audit Opinion Stage 1 - recommendations in relation to BAF as 

discussed previously. 
 Terms of reference - to provide early sight on coverage of reviews. The internal audit on 

recruitment was taking place across their client base to look at recruitment arrangements.  
Work had commenced on the internal audit in relation to key financial systems, and terms 
of reference had been agreed for the data protection toolkit. 

 Request to defer the internal audit on GDPR in November and Patient Safety in Quarter 4 
due to sickness and capacity in the teams. 

 Client updates included details on an event in relation to cyber and finance and a session 
on recruitment 

 Action tracking was currently at 70% implemented against the original agreed date.  As 
part of the final Head of Internal Audit Opinion the target was 75%.  There were 9 actions 
currently overdue, 7 related to complaints, 1 related to data quality, and 1 related to 
performance management. 

 
MB cautioned what was considered an incomplete action, as in relation to complaints, while there 
were 7 they could be potentially in effect be classified as 2 actions achieving different oiutcomes.  
In addition he felt we need to be pragmatic when there are genuine extenuating circumstances..  
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For example as a there are some key specialist individuals in the Trust and when they are not 
available there is not always cover for those specialist aspects of their roles. 
 
It was RESOLVED to RECEIVE and NOTE the update provided. 

 
 
AC/19/98 Counter fraud progress report (agenda item 20) 
OT highlighted the following: 
 
 Passport investigation - still with West Yorkshire Police, would continue to chase the 

outcome. 
 Expense claims - preliminary enquiries with expenses team to gain formal information. 
 Petty cash - did not become a criminal investigation, recommendations have been made 

to the Trust on potential changes. 
 Agency time sheets - all information had now been received from the agency, witness 

statements have been sent, then the suspect will be invited in under caution. 
 Other preliminary enquiries are not reports as not considered substantial enough. 
 
LC asked if there had been a change to the petty cash policy.  RA commented that the 
recommendations had been circulated and work was taking place to look at communications and 
how to make them as clear as possible to staff.  Some further steps had been added to the 
current approach in relation to checking. 
 
CJ asked in relation to the expenses claims, if the individual was still working for the Trust.  OT 
advised that they had since resigned. 
 
SYo suggested in relation to preliminary enquiries that the number received be included in future 
reports. 

Action:  Oliva Townsend 
 
It was RESOLVED to RECEIVE and NOTE the update provided. 

 
 
AC/19/99 External audit update (agenda item 21) 
PH reported that the audit plan set out the key matters which would form the basis of the audit 
work and highlighted the following: 
 
 Materiality - estimated at £4.5-6m which was a moderate increase, using 2% of 

forecasted income for the year, any mis-statements in excess of £225k would be reported 
to the Audit Committee 

 Significant risks - based on review of reports and paperwork to date, two risks had been 
identified as modern equivalent asset management design and management override of 
controls. 

 Delivery of CIP Programme - the delivery of the programme and plan going forward would 
be reviewed from a Value for Money (VFM) perspective. 

 Quality Account - guidance for 2019/20 had not yet been received, the local indicators 
would be dicusssed by the Members’ Council Quality Group. 

 Fees - still in line with tender and fee quoted. 
 
The Committee recognised and agreed that the appropriate risks were included in the plan. 
 
PH highlighted further areas in addition to the audit plan: 
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 Audit Code of Practice - consultations were taking place on the Code which was the 
framework in which audits are conducted. The biggest proposed change was in relation to 
VFM. 

 The Redmond Review - would consider the effectiveness of the changes from the Local 
Audit and Accountability Act 2014, and how reporting could improve. 

 Group Accounting Manual (GAM) - the Department of Health and Social Care has 
released this year’s GAM, including guidance on IFRS16 in advance of implementation in 
2020/21. 

 
It was RESOLVED to RECEIVE and NOTE the update provided. 

 
 
AC/19/100 Losses and special payments (agenda item 22) 
RA reported that the value was larger than normal as it was made up of a number of exceptional 
items. Four invoices were written off in the period with a full breakdown provided to EMT, three 
penalty invoices, two payments to settle complaints, loss / theft of canteen takings, and payments 
are due to either damaged glasses or loss of e-cigarettes. 
 
LC queried what electronics staff were able to purchase.  RA commened that staff were able to 
salary sacrifice some purchases including technology and white goods. 
 
It was RESOLVED to NOTE the contents of the report. 

 
 
AC/19/101 Any other business (agenda item 23) 
No other business was raised. 

 
 
AC/19/102 Items to report to Trust Board (agenda item 24) 
The following items were agreed as being reportable to the Trust Board: 
 
 Complaints - internal audit recommendation implementation to be completed by end of 

October. 
 SystmOne optimisation plus further projects planning by December. 
 Standing Financial Instructions - need for easier access, communication and materiality 

judgement. 
 IFRS 16 - material impact on balance sheet. 
 BAF - internal audit points on actions re dates and accountability. 
 Cyber risk - very good work on technical defences, question about need for further 

training. 
 Internal audit recommendation implementation now up to 70% (target 75%); assignments 

now more back end loaded. 

 
 
AC/19/103 Work programme (agenda item 25) 
It was RESOLVED to NOTE the work programme. 

 
 
AC/19/104 Date of next meeting (agenda item 26) 
The next meeting of the Committee will be held on Tuesday 7 January 2020 at 2.00pm in 
Meeting Room 1, Block 7, Fieldhead, Wakefield. 
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Finance, Investment & Performance Committee (FIPC) 
Tuesday 19 November 2019 

 

Present 
Tim Breedon (TB) 
Mark Brooks (MB) 
Chris Jones (CJ) (Chair) 
Rob Webster (RW) 
Sam Young (SYo)  
Kate Quail (KQ (via dial in) 
 

In attendance 
Lucy Auld (LA) (Note taker) 
 

Apologies  
Carol Harris (CH) 
 
 

 

Item 

no. 

Item/area Progress and actions/decisions Lead Action 

1 Introductions and apologies Chris Jones (CJ) welcomed everyone to the meeting and made introductions for the benefit of Kate Quail 
(KQ) dialling in. 
 

CJ  
 

2.  Declarations of interest None CJ  

3. Minutes from previous meeting 
 

The minutes from the Financial Oversight Group meeting held on 24.10.19 will be reviewed by CJ and 
MB and approved. Key action points are recorded in item 4 for review.  

CJ Action: CJ/MB 
to formalise 

4. Review of progress against 
agreed actions  
 

 
Action 003 Closed 
Tim Breedon (TB)B provided update on QIAs: 
162 QIAs in the system. 141 complete 21 outstanding, all are programmed. 
Nothing FIP needs to be aware of in terms of outstanding actions. 
Report will only be provided at FIP going forward as an exception to highlight any issues that arise.  
 
Action 011 
Board Self Certification to be reviewed and approved by FIP. Board to be informed. 
 
Action 013 
Noted. Updated report to be seen at FIP 19.12.19. 

CJ 
 

TB 
 
 
 
 
 

RW/MB 
 
 

MB 
 

 
 
 
 
 
 
 
 
Action: MB/RW 
Jan/Feb 
 
Action: MB 
19.12.19 
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Item 

no. 

Item/area Progress and actions/decisions Lead Action 

5. Month 7 financial performance 
including 2019/20 forecast 
including risks & upsides  

Mark Brooks (MB) informed that the report was self-explanatory and went on to highlight the key points 
from the report in respect of: 
 
Performance: 

 Third consecutive month of a surplus. This is mainly due to OOA performance and significant pay 
savings 

 Significant shortfalls in recruiting to positions.  

 Risk rating is comfortably a 2. The current spike in agency levels is due to high-level agency 
recruitment this month could and could impact this, for review next month. 

 OOA is 62% lower than this time last year  

 Cash balance is healthy 

 Successful VAT reclaim has reduced reported capital spend and benefited the cash position  
 

Sam Young (SYo) queried why we don’t have a figure for the agency non-recurrent investment spend 
and therefore an indication of the proportion in terms of the figures. MB informed that we are not  able to 
accurately analyse agency spend in this way.  
 
Rob Webster (RW) sought clarification as to whether agency numbers are more volume rather than 
inflation. MB confirmed agency numbers are mostly volume.  
 
RW opened a discussion regarding the position of the FIPC and the Board’s views in general regarding 
the possibility of the Trust risk rating dropping from 2 to 3 given this would be singularly down to agency 
spend. The general view was that the drop would impact on staff including the Board in terms of the level 
of scrutiny and recording required and would not reflect greatly on the Trust as a whole. The Trust must 
be seen to have done everything in its power, given the way we operate as a Trust, to avoid the slide 
from2 to 3. TB raised that we should aim to tackle the root cause of the agency issues which is 
workforce and retention. 
 
RW commented that the Trust has a £3.5m underspend on pay this year and commented that we could 
recycle this money into substantive and bank staff. CJ reiterated that quality and safety are the most 
important factors to consider and should be considered in all actions taken by the Trust to reduce agency 
spend. MB assured that work is being undertaken to monitor the split levels of pay savings and this will 
help set the challenge for 20/21. 
 
MB informed that the Agency Reduction Group and the Workforce Retention Group have joined forces 
now and are working on a plan regarding recruitment of substantive staff and retention of that staff.  
FIPC agreed the action to continue monitoring, prioritising safety and quality, action the review of the 

MB  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Continued 
Action: RW/MB 
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Item 

no. 

Item/area Progress and actions/decisions Lead Action 

self-certification at Board, and continue to monitor through EMT and OMG. 
 
Forecast & Risks: 
MB talked through the forecast section within the report and highlighted the following: 
  

 Trust net risk of deficit  has increased to £1.2m from £1.1m last month 
 
Corporate Services – The Trust is migrating to Windows 10 and this is caused a spend of £400k on 
laptops/computers in order for equipment to be compliant. The positive is that all IT stock will have been 
updated in last 3 years so this will reduce pressure costs going forward. 
The Trust has incurred some legal costs in relation to a Corporate Governance matter which has 
impacted on spend.  
 
The St Luke’s disposal will appear in the accounts in Feb 2020. The accounting treatment has been 
agreed with the external auditors. 
 
MB highlighted that additional monies have been received into the Trust with a timescale on when they 
can be spent. This needs consideration at EMT and in teams. 
The Trust has been successful with the forensic community bid providing £900k to spend before the end 
of the financial year. There are other similar successful bids with money to spend by year end.  
 
CJ queried at what point the forecast be updated to reflect some of the risks/upsides that have now 
crystallised for example the sale of St Luke’s and issues with IT services.  
 
RW added that lots of good work had gone into achieving this so far, especially for St Luke’s and this 
was very positive. He also added that we should work with partners to make sure the whole system 
benefits from any additional monies.  
 
CJ summarised and agreed to feedback to the Board for information: 
The Trust is still on target for our control total 
Risks/upsides are crystallising and will begin to show in the figures.  
The Trust risk rating is about the same and remains at a 2 with agency a potential factor affecting this 
 
It was agreed that the FIPC will schedule a Deep Dive in relation to the SFP at each meeting and these 
will be scheduled in on the workplan in consideration with existing business plan cycle.  
Workplan to be scheduled for next FIPC. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Action: MB/CJ 
19.12.19 
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6.  Review of progress against 

financial sustainability plan 

(include progress against 

milestones) 

 

 

 

Presentation by Rebecca Thorn 

 

MB explained that a more detailed plan in the FSP would be available to FIP in Dec/Jan, and the report 
would be completed with key milestones for each and more detailed calculations following meetings with 
commissioners. 

 
MB further explained that a lot of benchmarking is going on externally, but this presentation illustrates 
what we can do internally to use the wealth of data that is available to us.  
MB introduced the presentation to be made by Rebecca Thorn.  
 
Presentation made by Rebecca Thorn (RT), Business Intelligence Lead for SWYPFT on how the Trust is 
using Model Hospital and Business Intelligence to identify unwarranted variation in services and to 
identify opportunities for improvements in productivity. 
 
SYo commented that the tool seems to fit with identifying recurrent CIPs and this is really useful. 
KQ commented that the tool highlights ways of working more effectively to increase productivity and 
appears to be a fantastic tool and is excited to see results from it.  
RW opened a discussion regarding how the Trust should look at opportunities from the Model Hospital 
then produce internal benchmarking. It was concluded that individual teams should be passed the data 
and asked to provide action plans to address the issues identified.  
CJ raised that the issue of identifying recurrent CIPs can be frustrating for the Board, this being an 
observation not a criticism. RW commented that it should be considered how much can be delivered 
through cost reduction, through gain on income, and through efficiency. The detail of this is difficult and 
the initial framing is currently absent.  
RW highlighted that the tool could assist with allocative efficiency in terms of additional monies that the 
Trust is receiving. It could also potentially help with investigative research into trends such as OOA beds.  
 
CJ summarised by highlighting that how the tool is framed to the organisation is essential, it needs to 
encourage people to look at and improve services. Teams need to be encouraged to use the data 
presented rather than argue with it and use it as an opportunity to look deeper. RT assured that the 
feedback from users so far is that they can see a huge benefit using the tool.  
CJ summarised the framing of the involvement of the FIPC in this work going forward: 
 
It was agreed that the FIPC would engage with the Model Hospital tool and should be updated after the 
next Deep Dive exercise has been carried out by a similar presentation from Rebecca/the team. 
The progress will also be seen in the FSP in due course.  

MB 
 
 
 
 
 
 
 

RT 

Action: MB 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Action: MB/CJ 
Schedule onto 
workplan 
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7.  Service Line Reporting MB highlighted the key points from the service line report: 
 
Purpose of the report: 

 The report is set out by BDU and should be used by the BDUs within internal meetings to help 
inform decisions.  

 OMG should also receive the report and continue to shape it.  

 The report is a useful tool to support the SFP  

 The report should be used to support decisions 
 
RW noted that the report shows service line reports but not budgets, and underpins other things that we 
know about spending. It highlights where we need to make savings for example in non-inpatient areas. 
It needs to be looked at alongside the financial plan, with a view to reducing overheads. 
 
The report should be framed to BDUs as a tool to scrutinise costs. BDUs identify what they are buying 
from corporate services based on what they need and then ay additional wants considering additional 
costs.  
 
The service line report was received by the FIPC and it was noted that it was useful in assisting the SFP 
and helping to inform decisions. The FIPC concluded that the report should be received quarterly.  

MB  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Action: MB/CJ 
Schedule onto 
workplan 
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8. CQUIN Update 
 
 
Presentation by Chris Lennox 

MB introduced the presentation to be made by Chris Lennox (CL), informing that the CQUIN group is 
chaired by Chris Lennox and Mike Doyle and looks at both national and local CQUINs. 
 
Presentation made by Chris Lennox, Deputy Director of Operations, SWYPFT on CQUINs which 
described partnership activity, management structure, governance arrangements and current and 
forecast performance.   
 
Amber rated CQUINs identified: 
MH Data Quality (part b) 
IAPT – Use of anxiety disorder specific measures 
Achieving an 80% uptake of flu vaccinations by front-line clinical staff 
 
Flu CQUIN – Current achievement is 47%. CQUIN is 80% which is higher than previous CQUIN levels.  
Numbers are slightly behind the position last year. Possibly due to national issues with 
shortages/distribution of vaccinations and a weaker national flu campaign. Internal campaign must 
therefore remain strong with visible support from Board level.  
 
CL informed that the weekly SITREP has been really helped in identifying and dealing with various 
issues.  
 
CL clarified the financial risk of not achieving the 80% CQUIN. MB confirmed it is proportionate funding. 
Deadline is Feb 2020. 
 
RW commented that there has been a step change in CQUIN drive in the last 3 years and the process is 
now reassuringly robust. 
 
MB/CH acknowledged CL’s work on OOA. 
 

MB 
 
 

CL 
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9. Integrated Performance Report 
(IPR) 

MB introduced the paper and outlined that the purpose of the discussion for the FIPC today was to 
identify how the FIPC would use the IPR for discussion going forwards. 
 
RW suggested that it was would be useful for the FIPC to see a highlight report on areas of the IPR 
where the Board require assurance in terms of sequencing, such as OOA, agency, CAMHS and waiting 
times so that they can be monitored by FIP until assurance is given.  
It would also be logical to mirror the business cycle and schedule in a focus on known hotspots for 
review, including a review of next-year indicators in advance. 
 
CH raised that the reporting/governance cycle of other committees and Board should be noted in terms 
of managing where/when reports are required and ensure that workload of the committees is not 
duplicated in terms of what is being reviewed. FIPC should note the trends and other committees could 
manage the impact, for example with waiting lists. 
 
It was agreed that the FIPC needs to add value in terms of the review of the IPR rather than duplication. 
 
SYo suggested that the FIPC should focus on the summary page of the IPR to identify hotspots for 
discussion.  
This was agreed by the FIPC.  
 
RW suggested that Benchmarking Reports should be reviewed by the FIPC and should be used to 
reflect against the IPR performance.  
This was agreed by the FIPC. 
 
CJ raised whether the IPR includes data from all of our services, using the ‘Our Offer’ booklet as a prop. 
This is unclear, TB/CH to check risk register to identify any services that aren’t included in the IPR. 
 
CJ summarised by suggesting that the FIPC receives a combination of detailed reports on 
collective worries/trends with a periodic review of the IPR as a whole, perhaps quarterly.  
 
CJ/MB to discuss following Board on 26 November 2019 regarding any highlighted issues for review by 
FIPC on19.12.19.  
 

MB 
 
 
 
 
 
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Action: TB/CH 
 
 
 
 
 
Action: MB/CJ 

10. Review of Barnsley CAMHS 
Tender 

MB confirmed that the paper for was for the FIPC to note. 

The Committee received the paper for information and noted the contents. 

MB/CH  
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11. Identification of risks requiring 

consideration for the risk register 

None identified.  
 
 

CJ  

12. Committee work programme MB explained that the work programme was in progress. 
CJ/MB agreed to draw up work programme together for review at the FIPC on 19.12.19, taking into 
account matters discussed for forward planning. 
MB to check when national benchmarking reports are due to schedule into the programme for FIPC to 
review as agreed. 
 

MB/CJ 
 

 

Action: MB/CJ 
19.12.19 
 
 

13. Identification of items requiring 

reporting to the Trust Board  

 Finances on target with good degree of confidence in achieving control total 

 Risk level remains stable 

 CQUIN  presentation from CL shows robust and quality process in place offering reassurance to 
Board 

 Service line reporting report received by FIPC. Reflects diversity of performance and complexity of 
Trust services. To be reviewed quarterly by FIP Committee for assurance. 

 Reflection on potential of Model Hospital tool given presentation from RT 

 Quality of FSP is improving and should be completed by Jan 20 
 

CJ 
 

Action: CJ to 
report to Board 
26.11.19 

14. Any Other Business CJ thanked MB & LA for circulation of papers and gave thanks to CL & RT for their presentations. 
 
 
 

CJ  

15. Date of Next Meeting The next meeting of the Committee will be held on Thursday 19 December 2019 at 12:30-14:30pm in 

Meeting Room 1, Block 7, Fieldhead Hospital, Wakefield. 

CJ  

 



 

Trust Board work programme 2019-20 

 
 
 
 

Trust Board annual work programme 2019-20 
 

Agenda item/issue Apr June July Sept Oct Nov Jan Mar 

Standing items 

Declaration of interest         

Minutes of previous meeting         

Chair and Chief Executive’s report         

Business developments         

STP / ICS developments         

Integrated performance report (IPR)         

Serious Incidents (private session)         

Assurance from Trust Board committees         

Receipt of minutes of partnership boards         

Question from the public         

Quarterly items 

Corporate/organisational risk register         

Board assurance framework         

Serious incidents quarterly report         

Emergency Preparedness, Resilience & 
Response (EPRR) Compliance 

        

Use of Trust Seal         

Corporate Trustees for Charitable Funds# 
(annual accounts presented in July) 

        

Half yearly items 

Strategic overview of business and associated 
risks 

        

Investment appraisal framework (private session)         

Safer staffing report         

Digital strategy (including IMT) update         

Estates strategy update         

Annual items 

Draft Annual Governance Statement         



 

 

Agenda item/issue Apr June July Sept Oct Nov Jan Mar 

Audit Committee annual report including 
committee annual reports 

        

Compliance with NHS provider licence 
conditions and code of governance -  
self-certifications (date to be confirmed by NHS 

Improvement) 

        

Guardian of safe work hours          

Risk assessment of performance targets, 
CQUINs and Single Oversight Framework and 
agreement of KPIs 

        

Review of Risk Appetite Statement         

Annual report, accounts and quality accounts - 
update on submission 

        

Health and safety annual report         

Patient experience annual report         

Serious incidents annual report         

Equality and diversity annual report         

Medical appraisal/revalidation annual report         

Sustainability annual report         

Workforce Equality Standards         

Assessment against NHS Constitution         

Eliminating mixed sex accommodation (EMSA) 
declaration 

        

Data Security and Protection toolkit         

Strategic objectives         

Trust Board annual work programme         

Operational plan        
(draft / 
private) 

 
(draft / 
private) 

 
(draft / 
private) 

Five year plan         

Policies and strategies 

Constitution (including Standing Orders) and 
Scheme of Delegation 

        

Communication, Engagement and Involvement 
strategy 

  
(update) 

      

Organisational Development Strategy         

Risk Management Strategy         

Policy for the development, approval and 
dissemination of policy and procedural 
documents (Policy on Policies) 

        

Workforce Strategy         



 

 

 

Policies/strategies for future review: 

 Trust Strategy (reviewed as required) 

 Standing Financial Instructions (reviewed as required) 

 Membership Strategy (next due for review in April 2020) 

 Customer Services Policy (next due for review in June 2020) 

 Equality Strategy (next due for review in July 2020) 

 Standards of Conduct in Public Service Policy (conflicts of interest) (next due for review in October 2020) 

 Learning from Healthcare Deaths Policy (next due for review in October 2020) 

 Digital Strategy (next due for review in January 2021) 

 Quality Strategy (next due for review in March 2021) 

 Trust Board declaration and register of fit and proper persons, interests and independence policy (next due for 

review in March 2021) 

 Estates Strategy (next due for review in July 2022) 
 Sustainability Strategy (to be reviewed with the Estates Strategy) 

 
 Business and risk 

 Performance and monitoring 

Strategic sessions (including Board development work) are held in February, May, September and December which are not meetings held in 
public. 

There is no meeting scheduled in August. 

# Corporate Trustee for the Charitable Funds which are not meetings held in public. 
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