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Annual declarations by directors 2025/26

Declarations of interests

As established by section 40 of the Trust’s Constitution, a director of the Queen Victoria Hospital NHS Foundation Trust has a duty:

• to avoid a situation in which the director has (or can have) a direct or indirect interest that conflicts (or possibly may conflict) with the interests of 
the foundation trust.

• not to accept a benefit from a third party by reason of being a director or doing (or not doing) anything in that capacity.
• to declare the nature and extent of any relevant and material interest or a direct or indirect interest in a proposed transaction or arrangement with 

the 
• foundation trust to the other directors.  

To facilitate this duty, directors are asked on appointment to the Trust and thereafter at the beginning of each financial year, to complete a form to declare 
any interests or to confirm that the director has no interests to declare (a ‘nil return’). Directors must request to update any declaration if circumstances 
change materially. By completing and signing the declaration form directors confirm their awareness of any facts or circumstances which conflict or may 
conflict with the interests of QVH NHS Foundation Trust. All declarations of interest and nil returns are kept on file by the Trust and recorded in the following 
register of interests which is maintained by the Deputy Company Secretary.
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Register of declarations of interests

Relevant and material interests

Directorships, including 
non-executive 
directorships, held in 
private companies or 
public limited companies 
(with the exception of 
dormant companies).

Ownership, part 
ownership or 
directorship of private 
companies, businesses 
or consultancies likely or 
possibly seeking to do 
business with the NHS 
or QVH.

Significant or 
controlling share in 
organisations likely or 
possibly seeking to do 
business with the NHS 
or QVH.

A position of authority in a 
charity or voluntary 
organisation in the field of 
health or social care.

Any connection with a 
voluntary or other 
organisation 
contracting for NHS or 
QVH services or 
commissioning NHS or 
QVH services.

Any connection with an 
organisation, entity or 
company considering 
entering into or having 
entered into a financial 
arrangement with 
QVH, including but not 
limited to lenders of 
banks.

Any "family interest": an 
interest of a close family 
member which, if it were 
the interest of that 
director, would be a 
personal or pecuniary 
interest.

Other

Non-executive and executive members of the board (voting)
Jackie Smith

Trust Chair
Nil Nil Nil Nil Nil Nil Nil Nil

Paul Dillon-Robinson
Non-Executive Director

Trustee/ Director, Hurst 
Educational Trust

Director of Hurst 
Transport Ltd and Hurst 
Facilities Ltd

Trustee/ Director, 
Association of Governing 
Bodies of Independent 
Schools

Independent 
consultant (self-
employed) – see 
HFMA

Nil Nil Nil Independent 
consultant working 
with the Healthcare 
Financial 
Management 
Association 
(including writing 
guidance, HFMA 
academy, one NHS 
coaching and 
training)

Nil Nil
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Peter O’Donnell
Non-Executive Director

Non-executive director 
for Nottingham Building 
Society

Non-Executive Director 
at OneFamily

Nil Nil Nil Nil Nil Nil Nil

Shaun O’Leary
Non-Executive Director

Nil Nil Nil Chair and Trustee of St 
Wilfreds Hospice, 
Eastbourne

Nil Nil Nil Nil

Russell Hobby
Non-Executive Director

Director of 5 Lewes 
Crescent Mgt Co. RVHB 
Ltd

Nil Nil Chief executive officer 
of Teach First 
(education charity)

Nil Nil Nil Nil



4

Jo Emmanuel
Non-Executive Director

Nil Independent 
consultancy work for 
different NHS bodies 
for mental health, none 
directly linked to QVH

Nil School governor for 
West St Leonards 
primary academy 
school

Nil Nil Nil Nil

Abigail Jago
Acting Chief Executive 

Officer

Nil Nil Nil Nil Nil Nil Nil Nil

Tamara Everington
Chief Medical Officer

Nil Nil Nil Nil Nil Nil  Nil Nil

Jon Bell 
Interim Chief Finance 

Officer 

Nil Nil Nil Trustee of Association 
of Coloproctology of 
Great Britain and 
Ireland

Advisor to software 
start up (Match+ CE 
Ltd) developing 
software for use in 
the NHS

Advisor to the 
Tavistock and 
Portman NHS 
Foundation Trust

Nil Nil Nil

Edmund Tabay
Chief Nursing Officer

Nil Nil Nil Regional lead for 
Filipino Senior Nurses 
Alliance

Member of Jabali Men’s 
network

Nil Nil Nil Nil

Helen Edmunds
Chief People Officer

Nil Nil Nil Nil Nil Nil Nil Nil

Kirsten Timmins
 Chief Operating Officer

Nil Nil Nil Nil Nil Nil Nil Nil
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Jane Dickson
Interim Deputy Chief 

Executive Officer

Non-Executive Director 
for Ashford and St Peters 
Hospitals NHS FT

Director of Mull Moments 
(private holiday lettings 
company)

Nil Nil Nil Nil Nil Nil Nil

Aleema Shivji
Associate Non-Executive 

Director

Director of 5 Westborne 
Villas Freehold Ltd and 5 
Chatham Place Freehold 
Ltd

Nil Nil Nil Nil Nil Nil Nil

Vivek Chaudhri
Associate Non-Executive 

Director

Director of Global AI 
Leaders Network

Director of Purposeful AI

Nil Nil Nil Nil Nil Nil Nil
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Fit and proper persons declaration 

As established by regulation 5 of the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014 (“the regulations”), QVH has a duty not to appoint a person or allow a person to 
continue to be a governor of the trust under given circumstances known as the “fit and proper person test”.  By completing and signing an annual declaration form, QVH governors confirm their 
awareness of any facts or circumstances which prevent them from holding office as a governors of QVH NHS Foundation Trust. 

Register of fit and proper person declarations

Categories of person prevented from holding office
The person is an 
undischarged bankrupt or a 
person whose estate has 
had a sequestration 
awarded in respect of it and 
who has not been 
discharged.

The person is the subject of a 
bankruptcy restrictions order or 
an interim bankruptcy 
restrictions order or an order to 
like effect made in Scotland or 
Northern Ireland.

The person is a person to 
whom a moratorium period 
under a debt relief order applies 
under Part VIIA (debt relief 
orders) of the Insolvency Act 
1986(40).

The person has made a 
composition or arrangement 
with, or granted a trust deed 
for, creditors and not been 
discharged in respect of it.

The person is included in the 
children’s barred list or the 
adults’ barred list maintained 
under section 2 of the 
Safeguarding Vulnerable 
Groups Act 2006, or in any 
corresponding list maintained 
under an equivalent enactment 
in force in Scotland or Northern 
Ireland.

The person is prohibited from 
holding the relevant office or 
position, or in the case of an 
individual from carrying on the 
regulated activity, by or under 
any enactment.

The person has been 
responsible for, been privy to, 
contributed to, or facilitated any 
serious misconduct or 
mismanagement (whether 
unlawful or not) in the course of 
carrying on a regulated activity, 
or discharging any functions 
relating to any office or 
employment with a service 
provider.

Non-executive and executive members of the board 
Jackie Smith

Trust Chair
N/A N/A N/A N/A N/A N/A N/A

Paul Dillon-Robinson
Non-Executive Director

N/A N/A N/A N/A N/A N/A N/A

Peter O’Donnell
Non-Executive Director

N/A N/A N/A N/A N/A N/A N/A

Shaun O’Leary
Non-Executive Director

N/A N/A N/A N/A N/A N/A N/A

Russell Hobby
Non-Executive Director

N/A N/A N/A N/A N/A N/A N/A

Jo Emmanuel
Non-Executive Director

N/A N/A N/A N/A N/A N/A N/A

Tamara Everington
Chief Medical Officer

N/A N/A N/A N/A N/A N/A N/A

Jon Bell
Interim Chief Finance Officer

N/A N/A N/A N/A N/A N/A N/A

Edmund Tabay
Chief Nursing Officer

N/A N/A N/A N/A N/A N/A N/A

Abigail Jago
Acting Chief Executive Officer

N/A N/A N/A N/A N/A N/A N/A

Helen Edmunds
Chief People Officer

N/A N/A N/A N/A N/A N/A N/A

Kirsten Timmins
 Chief Operating Officer

N/A N/A N/A N/A N/A N/A N/A

Jane Dickson
Interim Deputy Chief Executive 

Officer

N/A N/A N/A N/A N/A N/A N/A

Aleema Shivji
Associate Non-Executive Director

N/A N/A N/A N/A N/A N/A N/A

Vivek Chaudhri
Associate Non-Executive Director

N/A N/A N/A N/A N/A N/A N/A
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Business meeting of the Board of Directors
Thursday 8 May 2025

10.00-12.00

Agenda: session held in public

WELCOME
1-25 Welcome, apologies and declarations of interest                                                                     

Jackie Smith, Trust Chair

STANDING ITEMS Purpose

2-25 Draft minutes of the public meeting held on 6 March 2025
Jackie Smith, Trust Chair

Approval

3-25 Matters arising and actions pending from previous meetings
Jackie Smith, Trust Chair

Review

4-25 Patient story
Edmund Tabay, Chief nursing officer

Discussion

5-25 Chair’s report
Jackie Smith, Trust Chair

Assurance

6-25 Chief Executive’s report

• Electronic patient records (EPR)

Abigail Jago, acting Chief executive officer

Assurance

7-25 Company Secretary’s report
Leonora May, Company secretary

Approval

GOVERNANCE, STRATEGY & RISK
8-25 Guardian of safe working report

Jennifer O’Neill, Guardian of safe working
Assurance

9-25 Organisational risk register
Leonora May, Company secretary

All executive directors

Assurance

PERFORMANCE

10-25 Annual business plan 2025/26

• Capital programme plan (Jon Bell, interim Chief finance officer)

Jon Bell, interim Chief finance officer

Ratification

11-25 Integrated quality and performance report
Kirsten Timmins, Chief operating officer 

Assurance

12-25 Six monthly safe staffing review
Edmund Tabay, Chief nursing officer 

Assurance



COMMITTEE ASSURANCE REPORTS

13-25 Audit & risk committee assurance
Paul Dillon-Robinson, Non-executive director and committee Chair Assurance

14-25 Quality and safety committee assurance 
Shaun O’Leary, Non-executive director and committee Chair Assurance

15-25 Financial, workforce and operational performance assurance
Peter O’Donnell, Non-Executive Director and committee Chair Assurance

MEETING CLOSURE
16-25 Any other business (by application to the Chair)

Jackie Smith, Trust Chair
Discussion

MEMBERS OF PUBLIC

17-25 Questions from members of the public
We welcome relevant, written questions on any agenda item from our staff, our members or the 
public.  To ensure that we can give a considered and comprehensive response, written questions 
must be submitted in advance of the meeting (at least three clear working days). Please forward 
questions to Leonora.may1@nhs.net  clearly marked "Questions for the board of 
directors".  Members of the public may not take part in the Board discussion. Where appropriate, 
the response to written questions will be published with the minutes of the meeting.

Jackie Smith, Trust Chair

mailto:Leonora.may1@nhs.net
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Minutes (DRAFT)

Meeting: Board of Directors (session in public) 
10.00-12 noon 6 March 2025
Education Centre, QVH
Jackie Smith (JS) Trust Chair (voting) (Chair)
Paul Dillon-Robinson (PDR) Non-executive director (voting) 
Peter O’Donnell (POD) Non-executive director (voting)
Karen Norman (KN) Non-executive director (voting) 
Shaun O’Leary (SOL) Non-executive director (voting)
Russell Hobby (RH) Non-executive director (voting)
Jo Emmanuel (JE) Non-executive director (voting)
Jon Bell (JB) Interim Chief finance officer (voting)
Tamara Everington (TE) Chief medical officer (voting)
Edmund Tabay (ET) Chief nursing officer (voting)
Kirsten Timmins (KT) Chief operating officer (voting)

Present:

Helen Edmunds (HE) Chief people officer (non-voting)
Abigail Jago (AJ) Acting Chief executive officer (voting)
Jane Dickson (JD) Interim deputy Chief executive officer (non-voting)
Aleema Shivji (AS) Associate Non-executive director (non-voting)
Vivek Chaudhri (VC) Associate Non-executive director (non-voting)

In attendance: Leonora May (LM) Company Secretary (minutes)
Apologies: None

Members of 
the public:

3 members of staff and 12 governors

122-25 Welcome, apologies and declarations of interest
The Chair opened the meeting welcoming members of the Board, including JE, VC and AS 
to their first Board meeting, and those observing the meeting.

The Chair reminded those observing the meeting that they were not invited to participate in 
discussions and that there will be an opportunity for governors to ask questions at the end 
of the meeting.

There were no apologies received.

There were no declarations of interest other than those already recorded on the register of 
interests.

123-25 Draft minutes of the public meeting held on 16 January 2025
The Board agreed that the minutes of the public Board meeting held on 16 January 2025 
are a true and accurate record of that meeting and approved them on that basis.

124-25 Matters arising and actions pending from previous meetings
Action 3 (financial position) was pending and it was agreed that JB would provide an update 
regarding the Trust’s financial position and the risk during the integrated quality and 
performance report (IQPR) item.

The Board noted the written updates for the actions marked as closed on the log.

125-25 Patient story
ET explained that the patient is unfortunately unable to attend. The item was deferred to the 
next meeting.

126-25 Chair’s report  
JS presented the Chair’s report to the Board. She highlighted that:
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- James Lowell has left the Trust to take up a secondment opportunity
- There is a need for the Board to focus on how the QVH strategy 2025-2030 will be 

taken forward
- The staff governor vacancy has been filled subject to satisfactory conflict of interest 

and fit and proper person checks

JS thanked Abigail Jago for stepping into the acting Chief executive officer role. 

The Board noted the contents of the report.

127-25 Chief Executive’s report 
AJ presented the report to the Board, highlighting the following:

- There is a significant amount of change for the NHS at national level with material 
leadership changes. The Trust is operating in an uncertain time and this is significant 
for the Board to acknowledge

- The detailed planning guidance for 2025/26 has been received and there have been 
changes to the funding regime, specifically related to a cap for income for planned 
care. The Trust has previously been able to do more to receive income and mitigate 
the Trust’s financial challenges but this is no longer possible with the new regime. 
The organisation will need to shift from increasing income to reducing costs which 
will be a challenge. AJ highlighted the financial challenge as the organisation’s 
biggest risk

- The Trust will breakeven financially at year end for 2024/25 but this position is 
supported by non-recurrent funding and the Trust is ending the year with an 
underlying deficit position

- The Trust will not meet its target of 0 65 week waiting patients before the end of 
March 2025. The current forecast has reduced from 50 patients waiting to 39 
patients waiting at the end of March 2025

- The most material strategic programmes are electronic patient records (EPR) and 
the community diagnostics centres (CDCs). The team have undertaken detailed 
stock takes of the programmes with a view to strengthen governance and oversight

- The development of the Trust’s culture is an important area of focus and the 
increased number of speak up’s is welcomed. The first meeting of the cultural 
transformation steering group has been help which is an important step forward

- The Trust’s fire safety enforcement notice has been lifted. AJ explained that there is 
still more work to do but that thanks should be extended to the team who have 
worked considerably hard to achieve this

Discussion was had regarding the Trust’s financial challenge and in response to a question, 
AJ confirmed that the system is exceptionally challenged and that all partners are looking to 
balance finance with reducing waiting lists. Most partners are submitting a deficit position 
and there is a need for increased collaboration. 

The Board acknowledged the significant change to the financial regime and the challenging 
decisions which will follow. It emphasised the need for effective engagement to ensure that 
all staff understand the challenge. The Board noted that the new financial regime will affect 
every NHS organisation, not just QVH and that there is an opportunity for the Trust to be 
productive, forward thinking and creative in addressing the challenge.

The Board agreed that the Trust will need to be agile and resilient in order to navigate the 
challenges ahead and the Board sought assurance that behaviours will adapt to support 
this. In response, AJ stated the need to be clear about priorities, accountability, capacity 
and competency and that the development of the Trust’s culture will be important in order to 
be able to address challenges. 
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The Board noted the Trust’s significant contribution to addressing waiting times for patients 
and this as a good example of the Trust being agile and flexible. It was agreed that the Trust 
is in a position to be agile due to its size but that culture is challenging. 

The Board noted the contents of the report.

128-25 Board of Directors work programme 2025/26
LM presented the work programme for 2025/26 to the Board which will form the basis of 
agendas going forward but will be flexible to current issues and priorities. She reported no 
significant change from previous years and highlighted that the Premises assurance model 
(PAM) will come to Board for approval ahead of submission in future years, and that the 
Board sub-committee work programmes feed into this one.

The Board approved the work programme for 2025/26.

129-25 Establishment of People committee
HE presented the report to the Board which proposed the establishment of a People 
committee as a sub-committee of the Board.  She set out the case for the establishment of 
the committee as set out within the report, stating that people and culture issues are some 
of the Trust’s biggest risks and the committee will have a particular focus in these areas.

LM highlighted the changes to the Scheme of delegation and reservation of powers as 
appended. She explained that changes have been made only to formally establish the 
committee; there is an ongoing piece of work to update these documents more materially to 
align with the Trust’s new organisational and governance structures and to make the 
Scheme of delegation specifically more accessible to staff.

The Board considered and discussed the proposal as follows. In response to a question, HE 
confirmed that the committee would consider employee relations issues such as poor 
behaviour and performance. She agreed that this should be made more explicit in the terms 
of reference.  The Board agreed that health and safety should be included within the 
committee’s remit and acknowledged duplication related to health and safety within the sub-
committees which needs to be addressed. 

The Board noted that RH will Chair this sub-committee. 

The Board welcomed the establishment of the People committee and recognised it as an 
important development to increase the Trust’s focus on culture and to enable the Finance 
and performance committee to focus on critical finance and performance issues. 

The Board approved the establishment of the People committee, including its terms of 
reference subject to the changes being made as set out above, and the changes to the 
Scheme of delegation and Standing orders.

130-25 Annual review of register of sealing
LM presented the report to the Board, reporting one use of the seal for 2024/25 which was 
for completion documents for the land sale. This was completed in line with the Standing 
orders. 

The Board noted the report.

131-25 Organisational risk register
LM presented the report to the Board as read, highlighting that:

- The highest scoring risks are in relation to Mental capacity assessments, compliance 
with the Trust’s governing documents and there is a new risk coming onto the 
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organisational risk register related to the Trust breaking even in the next financial 
year

- Scores for some estates related risks have reduced during the period due to works 
completed

- Two new risks have been added to the register during the period related to medical 
devices and the Trust’s pager system

- Three new risks will be added to the risk register related to financial challenges for 
2025/26, strategy implementation and mental health support for patients

A Board member noted the closure of risk 21 (provider/ commissioner arrangement may 
change) and the addition of risk 132 (the implementation of the QVH strategy) and asked 
the executive team to consider whether risk 21 should be reinstated or whether risk 132 
sufficiently covers the risk. AJ agreed to take this away for consideration. 

The Board requested an update on risk 38 (there is a risk that the Peanut ward is not 
suitable for paediatric care). TE agreed to update the risk on Inphase and to provide an 
update to the Board. ACTION TE

The Board requested an update on risk 117 (medical devices). ET confirmed that as part of 
the capital plan delivery, the team has identified critical devices to be purchased in year and 
that the risk rating has therefore been reduced. 

In response to a question, LM confirmed that the new Board assurance framework (BAF) 
will be developed following the development of the operational plan and key strategic 
objectives for 2025/26. She thought that this would be available for the July 2025 Board 
meeting. 

The Board noted the contents of the report 

132-25 Integrated quality and performance report
The executive team presented the report highlighting three key areas as finance, 
operational performance and cultural challenges. The team reported the following:

- KSO3 (operational performance): KT reported that the University Hospitals Sussex 
waiting list has significantly decreased and that there has been good progress made 
across the system which means that Sussex should not be the greatest outlier in 
terms of performance at year end. The Trust’s RTT performance remains in line with 
the national benchmark. The Trust has completed fewer treatments with 18 weeks 
due to increased focus on longer waiting patients. The Trust will not finish the year 
with no long waiting patients due to challenges with speciality patients including 
breast reconstruction and moles. The forecast submitted was 50 long waiting 
patients for year end and this is thought to have reduced to 39. The Trust is 
achieving the faster diagnostic standard despite a rise in the back log; additional 
activity has been put on to treat more patients. 

- KSO1 and KSO2 (patient experience and clinical services): ET reported that phase 
one of the local anaesthetic unit is completed and it is hoped that the Trust will soon 
be in receipt of information related to the capped tariff in order to progress this 
further. Financial implications are needed to be understood ahead of further 
progression. 

- KSO4 (financial performance): JB reported that for month 9 the Trust has a £2.1m 
underlying deficit position but this has been mitigated to breakeven, however this is 
£2.1m behind the forecast position. At month 10, the Trust’s underlying deficit is 
£2.6m. The Trust is likely to achieve a breakeven year end position but this will be 
achieved using non-recurrent items and the receipt of EPR revenue funding is key to 
achieving the position. Specialist commissioning income is a risk to the position. The 
Trust’s underling deficit position is a concern going into the next year as well as the 
Trust’s ability to forecast non-pay spend. The other challenge is related to capital 



Page 5 of 9

spend and the report for ratification is appended which was approved outside of the 
usual business cycle. The Trust has procured all items agreed but it remains a 
challenge to complete all items ahead of year end. 

- KSO5 (organisational excellence): HE reported that there is increased focus on the 
development of the Trust’s culture and there has been an increase in employee 
relations cases due to staff speaking up which is welcomed. The team are 
completing weekly reviews to ensure that cases are escalated as appropriate. 
Culture review work is ongoing and listening sessions have been established. The 
cultural transformation steering group held its first meeting in February 2025 and the 
Board work related to diversity is going with support from Absolute Diversity.

The Board considered and discussed the updates as follows:
- The Board sought an update regarding the sleep service, acknowledging that this 

has been a challenge for a number of years. In response, KT stated that there are 
issues related to productivity and improvements need to be made. Less complex 
work has been outsourced, there have been workforce issues including sickness 
and challenges with administrative productivity, all of which are impacting 
performance in this area. The team are considering leadership capacity and 
capability for the service. One of the general managers is currently undertaking a 
review of the service including a look back at past external reports to ensure that all 
recommendations are embedded and the team are also connecting with other sleep 
services. TE thought that there are opportunities with sleep for the Trust and 
emphasised that it underpins public health issues. There is a light touch CQC 
inspection of the service coming up and TE hoped that this would be positive

- A Board member noted the recognition regarding the dip in productivity over the 
Christmas period and the intent to increase towards year end. They asked if this had 
been realised. In response, JB confirmed that income opportunities are currently 
being maximised, however the 125% target is not being met

- The Board welcomed the increase in staff speaking up about unacceptable 
behaviour and reiterated the need for increased clarity regarding what behaviour is 
acceptable and what is not

- The Board were pleased to note the increased focus on the Trust’s culture and 
encouraged the executive team to consider positive action to support cultural 
change at a time of change and challenge

The Board noted the contents of the report and ratified the revisions to the capital 
allocations as approved outside of meeting. 

133-25 Premises assurance model (PAM)
CL presented the PAM for retrospective approval, acknowledging its late submission. She 
highlighted that this is an organisational wide Board assurance document. She explained 
that this report is late for submission fur to the absence of a compliance team which is now 
in place. 

The Board sought assurance regarding the inadequate ratings within the PAM. In response, 
CL confirmed that the figures within the PAM are from September 2024 and since then, the 
team has been working to address electrical, fire and boiler issues with additional 
contractors on site. This has helped to mitigate the risks. The Board took assurance from 
this, acknowledging the professionalism and rigor that CL and the team have brought to 
addressing the key challenges of the estate. The Board agreed that the ratings within the 
report are a reflection of the state of the estate in September 2024. POD confirmed that the 
Finance and performance committee continue to have oversight of key estates issues and 
that the committee will track progress on the PAM year on year. 

The Board retrospectively approved the PAM submission for 2024, noting improved 
process to ensure that the Board sign off the PAM prior to submission in future years.
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134-25 Equality Diversity and Inclusion (EDI) annual report 2023/24
HE presented the report to the Board, highlighting that the report is a look back to 2023/24 
and is not forward looking. She explained that this is an amalgamation of EDI reports that 
the Board has received previously including the workforce race and disability equality 
standards (WRES) (WDES) reports and the gender and ethnicity pay gap reports. This 
report will be published on the Trust’s website.

HE outlined some key insights from the report. The EDI reports and the staff survey has 
shown that staff from outside of the UK or with a disability have had a worse experience in 
the workplace than those who have not. There has been an increase in white applicants 
applying for roles at QVH and they have been twice as likely to be appointed. There is a 
large gender pay gap which has been driven by male consultants who have been working at 
the Trust for a long time. She explained that candidates who apply from overseas have not 
been successful due to either not having the skills required for the role or a visa and that the 
Trust is doing work to support these candidates earlier. The Trust is working with deaneries 
to address flexible working to support improvements with the gender pay gap.

AJ emphasised the importance of inclusivity and acknowledged it as an area for which the 
Trust needs increased focus to ensure it is fundamental to everything that the Trust does.

A Board member asked about the Trust’s approach to engaging with different communities 
and understanding barriers and opportunities. In response, HE explained that historically the 
Trust had started work in this areas through the EDI steering group and wider networks but 
these were not well attended. The Trust has now engaged Absolute Diversity to support 
with this work and established a cultural transformation steering group. Managers are being 
coached to ensure that they have the skills required to engage well with their teams.

In response to a question from a Board member, HE explained that the aim is to get back to 
having robust and active staff networks and that a People promise manager is in place, 
funded by NHSE, to work through the seven elements of the people promise.

The Board emphasised the need for high impact actions to be more targeted towards real 
challenges faced by the Trust and a Board member highlighted the importance of examples 
being set by the executive team and senior managers in order to drive positive change. 

The Board agreed that there is a need for the People committee to focus on key EDI issues 
to ensure a shared understanding of action to be taken to drive positive and lasting change 
in addressing the issues that the report highlights.

The Board noted the contents of the report and approved the report for publication on the 
Trust’s website.

135-25 Emergency Preparedness Resilience and Response annual assurance
KT presented the report to the Board as read. She explained that all NHS trusts must 
complete an annual self assessment rearding readiness for emergency planning, response 
and resilience (EPRR) and that the Trust has received a rating of full assurance for its 
recent assessment. 

In response to a question from a Board member, KT confirmed that the assessment does 
look at technology readiness too and that there are some recommendations within the 
report regarding cyber. She thought that there was further work to do to ensure that the 
Trust is prepared for a cyber incident. The Board agreed that a cyber incident exercise 
would be useful.



Page 7 of 9

In response to a question, LM confirmed that EPRR currently sits with the Quality and safety 
committee. It was agreed that this should be reviewed to ensure the appropriate oversight of 
technology. 

A Board member asked if Fit test numbers have increased and KT agreed to confirm this 
outside of the meeting. ACTION KT. 

The Board approved the report, acknowledging and improvement on the substantial 
assurance rating received last year. 

136-25 Audit and risk committee assurance
PDR presented the committee assurance report to the Board. He reported that the 
committee had held an additional meeting to approve the external audit plan and to consider 
the draft Annual governance statement for 2024/25. The committee have emphasised the 
need to be transparent about the governance challenges faced during the year and to 
provide assurance that the issues have been addressed before the end of the year. PDR 
stated that he was hopeful that the Trust will be in a better position by the year end and AJ 
confirmed that this is a key priority. 

The Board noted the contents of the report.

137-25 Quality and safety committee assurance
SOL presented the committee assurance report to the Board. He reported that there 
remains an issue with compliance with the Mental capacity act and that the committee are 
assured that mitigating actions are being taken with the establishment of the task and finish 
group to increase focus on this issue. The group will report back to the committee on a 
regular basis.

SOL reported that the committee had temporarily stopped receiving reports regarding health 
and safety but this has started again. There is an outstanding question regarding whether it 
should sit with this committee.

Positive progress has been made in relation to NATSSIPs. 

The committee will pick up the EPRR digital testing issue. 

The Board noted the contents of the report.

138-25 Financial, workforce and operational performance assurance
POD presented the report to the Board. He commended KT and JB for more robust forward 
forecasting although there is more to do to forward look into 2025/26. 

The committee received the East Grinstead community diagnostic centre (CDC) business 
case and have requested further assurance on the plan including clinical engagement, 
finances and implications. KT and the team are working on a revised business case which 
will be recommended to the Board for approval once the committee have approved it. 

A Board member asked about the key differences between the consolidated and phased 
approaches for electronic patient records (EPR). In response KT explained that the 
consolidated approach brings the phases together so that the Trust will see a greater 
benefit and the point of go live, there are risks with both options but the consolidated 
approach allows more time for planning and testing to ensure it is safe. 

The Board noted the contents of the report

139-25 Any other business (by application to the Chair)
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The Chair acknowledged that this was KN’s last Board meeting as the Trust’s Senior 
independent director, as she was nearing the end of her second and final term as a Non-
executive director for the Trust. She described KN as a kind, compassionate, patient 
centred, curious and committed Non-executive director and thanked her for all that she had 
done for the Board and for the Trust during her tenure. 

The lead governor thanked KN for her contributions on behalf of the Council of Governors. 

There was no further business and the meeting closed.

140-25 Questions from members of the public
No questions were received from members of public ahead of the meeting. The Chair 
invited the lead governor to ask questions regarding any of the items discussed during the 
meeting on behalf of the governors. The lead governor asked the following questions and 
the following responses were given.

Question
In light of upcoming organisational change in addressing challenges discussed today, how 
can you assure us that the Trust’s services wider than Sussex (Kent, Surrey, South London) 
will be maintained?

Response
JS responded, stating that the Board acknowledged that the Trust does provide important 
services beyond Sussex and that these will still need to be provided in the future. She 
thought that there was no simple solution but the Board does need to get ahead of the curve 
and protect what the Trust does well. Discussions are ongoing with NHSE and the ICB and 
JS committed to keeping the Council updated. 
 
Question
How will the Trust become more agile given that it is small and can we take into account the 
views of clinicians about how we do this?

Response
AJ concurred that engagement is key as a two way conversation. The Trust established a 
robust engagement approach during the strategy develop and the same approach will be 
taken for future engagement to ensure that it is done well, including with clinicians who will 
be key.

Question
Is there a clinical engagement issue for the electronic patient record (EPR) project?

Response
TE explained that historically there had not been enough clinical engagement but this is 
improving with a lot of clinician involvement in the last clinical advisory group meeting. 
Clinical safety will be the subject for the next Quality and safety committee seminar. The 
Trust has three trained clinical safety officers.

Question
How can we see progress against key strategic projects?

Response
KT confirmed that the dashboard is included in the IQPR but noted the need to ensure it is 
accessible. 

Question
Why is the Trust leading on the Bognor CDC and can it withdraw?
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Response
JS explained that a commitment was made to the system to support the CDC and there was 
limited governance. The Board is now working to understand whether it is reasonable to 
continue and the system expectation is that the Trust will continue to lead the project. AJ 
confirmed that a detailed stock take has been undertaken.  

Question
Who is accountable for cyber security?

Response
AJ confirmed that HE is the Trust’s SIRO currently but that portfolios are under review.



ITEM MEETING 

Month

REF. TOPIC AGREED ACTION OWNER DUE UPDATE STATUS

1 January 2025 98-25 Culture Assessment of the organisational culture to be completed 

to enable the Board to understand  the gap between where 

it is now and where it needs to be in line with the values 

and behaviour framework previously agreed by the Board

HE 8 May 2025

July 2025

May 2025: There is work underway to trinagulate 

information from the staff survey, people pulse survey, 

FTSU/ raising concerns, employee relations cases, 

listening sessions and datix to understand the micro 

cultures at QVH and where it needs to be alligned with 

our values and behaviour framework. There is variation 

across different departments and directorates in terms 

of behaviours but this is underpinned by a commitment 

to patient care. We know there have been challenges 

relating to governance and compliance. There are areas 

where there is a resistance to change and legacy 

practices and behaviours where support is needed. A 

management essentials programme is in development 

proposed to start in June 2025, along with change 

management support and work to further embed our 

values and behaviour framework. 

PENDING

2 January 2025 100-25 Financial position Review risk score for organisational risk related to the 

Trust's breakeven position at year end

JB 6 March 2025 March 2025: update on financial position and underlying 

deficit provided to the Board at March meeting

CLOSED

3 March 2025 131-25 Organsiational risk register Provide the Board with an update on risk 38 (there is a risk 

that the Peanut ward is not suitable for paediatric care)

TE 8 May 2025 May 2025: Verbal update at meeting PENDING

4 March 2025 135-25 EPRR report confirm whether Fit test numbers have increased and 

provide an update regarding technology testing

KT 8 May 2025 March 2025: update on technology testing provided 

outside of meeting incuding cyber security, server 

infrastructure, network infrastructure, date centres and 

business continuity

May 2025: Verbal update on Fit test numbers to be 

provided at meeting

PENDING
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activities since the last meeting, as well as provide an update regarding the business 
of the strategic development committee for assurance.
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• Results from Council of Governors effectiveness review were positive with 
feedback confirming that the relationship between the Board and Council of 
Governors remains positive

• I am pleased to confirm that Graham True has taken up the role of staff 
governor

• Key concern areas for the Board include the Trust’s challenging financial 
position and underlying deficit, the cost improvement plan for 2025/26, 
operational challenges and culture

• We are currently out to recruitment for a Non-executive director with recent 
and relevant financial experience who will Chair our Audit and risk committee 
in succession of Paul Dillon-Robinson

• Jo Emmanuel will take over the Chair role of the Charity committee and the 
membership of this committee is being reviewed

• During March 2025, the Board completed its annual effectiveness review, 
feedback suggests that reports have improved, that the Board would 
welcome increased focus on cultural issues and that Board relationships 
have improved
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Chair’s report

Council of Governors
During April, governor working groups were be held with the Finance and 
Performance and Quality and safety committee Chairs, executive leads and 
governors. During March, the Audit and risk committee held its first Governor working 
group meeting.

I continue to meet regularly with our lead governor and deputy lead governor to 
discuss key issues. 

On 25 March 2025, we held an all-day training and development day for all of our 
governors which was welcomed by governors in supporting them to discharge 
statutory responsibilities.

During March 2025, the Council of Governors completed its annual effectiveness 
review, the outcome of which was reported to the Council of Governors at its meeting 
in April 2025. The outcome of the review was positive, with governors feeling 
supported in their role and feedback confirming that relationships between the Board 
and Council of Governors remain positive. The Council of Governors would welcome 
more opportunities to meet with the Non-executive directors without the executive 
team present and going forward, the executive team will not attend informal Council 
meetings unless by exception.

Since the last review, actions implemented include:
• NED assurance reports being supplemented by a verbal update from each 

NED
• Governors are joining the NEDs on service visits
• Two development days have been arranged with NHS Providers
• A new induction programme has been developed
• Informal CoG meetings have been established
• Social events have continued

At its meeting in January 2025, the Council of Governors agreed that the remainder 
of the vacant staff governor term should be filled by the next highest polling 
candidate from the staff governor election in 2023. I am pleased to confirm that 
Graham True has taken up this role.

Board of Directors
Key concern areas for the Board include the Trust’s challenging financial position and 
underlying deficit, the cost improvement plan for 2025/26, operational challenges and 
culture.



We are currently out to recruitment for a Non-executive director with recent and 
relevant financial experience who will Chair our Audit and risk committee in 
succession of Paul Dillon-Robinson whose second and final term as a Non-executive 
director ends in September 2025. Interviews will be held during May 2025.

Jo Emmanuel will take over the Chair role of the Charity committee and the 
membership of this committee is being reviewed. The Charity committee was 
previously Chaired by Karen Norman who finished her second and final term as a 
Non-executive director on 7 April 2025.

During March 2025, the Board completed its annual effectiveness review, the 
outcome of which will be discussed in detail by the Board at its next seminar. Key 
highlights from the feedback include:

• There is a general feeling that the quality of papers has improved, however 
could be improved further with more succinct summaries and analysis of key 
issues

• Board members would welcome further insight into the organisation’s culture 
and Board discussions regarding strategic culture

• Board seminars should continue to be future focussed and strategic
• There has been increased transparency which has improved Board 

relationships

Other activities
I continue to meet regularly with the Chair of NHS Sussex and engage with NHSE as 
well as Chair’s and Chief executive officers from other providers within the system. 
We have recently discussed the potential removal of the Trust’s additional licence 
conditions with NHSE, given that the relationship between the Board and Council of 
Governors has much improved. 

Since the last Board meeting, I have visited the health records department with the 
lead and deputy lead governors. Non-executive colleagues have visited the estates 
and facilities, histopathology, orthodontics and theatres departments as well as the 
Macmillan centre. I am pleased to say that governors are increasingly taking up the 
offer to join Non-executive directors on service visits. 

The Strategic development committee last met in December 2024 following the 
publication of the organisational strategy. The Board will consider the future 
governance arrangements for this committee and the People committee at its 
seminar at the end of May 2025.

Recommendation
The Board is asked to note the contents of the report. 
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Executive summary

Purpose of report: This report outlines the main developments since the last public Board meeting to 
bring to the Boards attention. 

Summary of key 
issues

• There is significant change at a national level within the NHS including material 
change to the NHS operating model, the development of a new performance 
framework, new transition leadership and clear expectations regarding financial 
delivery and cost

• The Trust has a challenging financial outlook for 2025/26 with a significant 
savings programme required to deliver breakeven and requirement for a 
significant reduction in corporate costs. Key risks for the organisation relate to the 
financial position, estate challenges and meeting our performance challenges

• QVH year-end position delivered a £16k surplus against a break even plan and 
improved operational performance in comparison to forecast

• The number of patients waiting over 65 weeks at the end of March was 26 
patients against a forecast of 50

• Staff survey results (from Autumn 24 survey) have been published.  The results 
are positive. Key areas for improvement include experiences of staff who declare 
a disability and staff feeling comfortable to speak up

• QVH Strategy 2025-2030 is being reviewed to stress test plans in the new 
financial climate to inform year 1 priorities

• The EPR business case has been revised for Board approval taking into account 
key changes including programme phasing and benefits realisation

• The East Grinstead CDC business case is being finalised for approval 
• Organisational culture continues to be a key priority for the Trust. There is work 

underway to triangulate information from the staff survey, people pulse survey, 
freedom to speak up (FTSU)/raising concerns, employee relations cases, 
listening sessions and Datix reports to better understand the micro-cultures at 
QVH and where it needs to be in line with and our values and behaviour 
framework

Recommendation: The Board is asked to note the contents of the report.
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Chief executive officer’s report

Alert
• There is significant change at a national level within the NHS including material 

change to the NHS operating model, the development of a new performance 
framework, new transition leadership and clear expectations regarding financial 
delivery and cost

• The Trust has a challenging financial outlook for 2025/26 with a significant 
savings programme required to deliver breakeven and requirement for a 
significant reduction in corporate costs

• Key risks for the organisation relate to the financial position, estate challenges 
and meeting our performance challenges

Assure
• QVH year-end position delivered a £16k surplus against a break even plan and 

improved operational performance in comparison to forecast
• The number of patients waiting over 65 weeks at the end of March was 26 

patients against a forecast of 50
• Staff survey results (from Autumn 24 survey) have been published.  The results 

are positive against comparators including the highest within the Integrated Care 
System for staff engagement.  Key areas for improvement include experiences of 
staff who declare a disability and staff feeling comfortable to speak up

Advise
• QVH Strategy 2025-2030 is being reviewed to stress test plans in the new 

financial climate to inform year 1 priorities. New KSO priorities are under review 
for priorities and deployment for 25/26

• The EPR business case has been revised for Board approval taking into account 
key changes including programme phasing and benefits realisation

• The East Grinstead CDC business case is being finalised for approval. The 
planning application has been approved by Mid Sussex District council. Work 
continues with stakeholders to progress the Bognor CDC planning 

• Organisational culture continues to be a key priority for the Trust. There is work 
underway to triangulate information from the staff survey, people pulse survey, 
freedom to speak up (FTSU)/raising concerns, employee relations cases, 
listening sessions and Datix reports to better understand the micro-cultures at 



QVH and where it needs to be in line with and our values and behaviour 
framework.

National and Sussex updates
NHS Operating Model
NHS England is to be abolished – its functions will be transitioned into the 
Department of Health and Social care, this is expected to take two years and will 
reduce the headcount by 50%. There will be a clear role for the Regional functions 
going forward to include direct provider oversight and strategic planning at scale. 

Integrated Care Boards (ICBs) will remain with a revised role including a focus on 
strategic commissioning. Detailed requirements of the ICB are being developed as 
part of the new NHS operating model that is in the process of being finalised 
nationally. Some ICB roles will transfer to Regions or providers.  Integrated Care 
Boards are expected to reduce costs in year by 50%.  

Provider Boards performance and finance accountability will be directly to Regions 
and contractual accountability will be to ICBs.  The 10 year plan will include a range 
of delivery models. There will be a focus upon productivity and related incentives. 

A new NHS Performance Assessment Framework (NPAF) is being developed for 
consultation in May 2025. This includes rules based quarterly assessment with a link 
to sliding scales of improvement support from maximum autonomy to intervention. 

There is a move towards medium-term planning.  This will see a shift from annual 
planning cycles to a forward looking 3-5 year approach.  This will include a new 
financial framework that includes three year revenue and four year capital 
allocations. 

The NHS has a clear steer from the government to ‘live within its means’.  This is 
reflected in the requirement for system and provider break even plans and will 
require QVH to deliver a significant cost saving programme in 2025/26 and identify 
further material actions to address the remaining underlying deficit.  The Board 
should also note that NHSE is considering a more rapid move towards target 
allocations which would have a significant adverse impact on Sussex ICB. 

A new national executive transition team is in place to lead the changes.  These 
include Sir Jim Mackey as transition Chief Executive Officer of the NHS and 
Samantha Jones appointed as permanent secretary of the Department of Health and 
Social Care.  

Wider Sussex partnerships – local government reorganisation
A government-run consultation on the proposal for a strategic combined local authority 
with an elected mayor for Sussex and Brighton (to replace the current district and 
county councils) has recently taken place. 

West Sussex councils have submitted their draft interim plan for Local Government 
Reorganisation to Government. The interim plan, submitted by West Sussex Leaders 
and Chief Executives, emphasises the councils' commitment to devolution and a 
route for creating unitary authorities that will deliver the best outcomes for citizens. 
The interim plan highlights the opportunity for public service reform and improved 
outcomes, particularly in areas such as homelessness prevention and social care.

Federation of Specialist Hospitals (FSH)

https://crawley.gov.uk/sites/default/files/2025-03/West%20Sussex%20local%20government%20reorganisation%20interim%20submission.pdf
https://crawley.gov.uk/sites/default/files/2025-03/West%20Sussex%20local%20government%20reorganisation%20interim%20submission.pdf


The Federation of Specialist Hospitals, of which QVH is a member,  is calling for 
policymakers to recognise the unique role of specialist hospitals, and the benefits that 
they can bring to the wider health system, by ensuring that the NHS 10-Year Plan 
details a strategic role for specialist hospitals in the future NHS. In April, they launched 
their report, The power of specialism in the future NHS in Parliament. The report was 
well received by parliamentarians, MPs and stakeholders and the FSH will look to 
expand these links further with the Secretary of State and other Ministers. 

Finance and performance
The financial outlook remains very challenging with the need to deliver significant 
savings in order to achieve the breakeven plan in 2025/26.  Trusts and systems will 
be required to prepare medium term financial plans that demonstrate how systems 
will achieve financial balance in future years.  In addition, there is a clear expectation 
that organisations reduce their spend on corporate functions from Quarter 3 in 
2025/26.  The Trust will need to plan a reduction in non-pay costs and staffing levels 
across the year whilst ensuring that quality impact assessments are considered for 
all changes and any resulting risks are managed.  Staff engagement will be key 
throughout this period.   

Capital allocations for 2025/26 have been issued however there are significant 
backlog maintenance issues across the QVH estate and the Trust is exploring 
additional funding opportunities whilst ensuring available capital is deployed on a risk 
basis. 

The Trust has reported a small financial surplus at year end.  The Trust reported a 
£400k underspend on the total capital budget of £13.35m and the cash held at year 
end was £12.9m which included cash received for capital schemes which had not yet 
been paid by the year end. There has been a marginal improvement in the underlying 
income and expenditure position. 

The number of patients waiting over 65 weeks at the end of March was 26 patients 
against a forecast of 50.  Waiting times for patients across Sussex remain 
challenged, yet the system support and focus across all trusts on those patients 
waiting over 65 weeks is showing an improved position across the Sussex system.   

Key risks for the organisation relate to the financial position, estate challenges and 
meeting our performance challenges. 

Staff survey
The NHS staff survey results have recently been published.  A detailed board report 
will be presented at a subsequent board meeting.  Key headlines include: 

Overall our results are similar to last year. We have seen key improvements in this 
year’s survey around colleagues feeling encouraged by their immediate manager, 
having a better work life balance and teams meeting more often to discuss their 
effectiveness. The results also showed colleagues felt supported to develop their 
potential and had a strong personal attachment to their team.

Key findings from the staff survey are: 

• 93% would recommend the care the Trust provides to family or friends
• 88.7% of people said care is the Trust's top priority
• 73% would recommend the Trust as a place to work
• A key area for improvement is experiences of staff who declare a disability 

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fspecialisthospitals.org%2Fwp-content%2Fuploads%2F2025%2F04%2FThe-Power-of-Specialism-in-the-Future-NHS_compressed.pdf&data=05%7C02%7Cdiane.talbot%40nhs.net%7C3f831fd2a10d4883543908dd7a5d81a2%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638801264637771426%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=sLOzK%2BWNgpUwgKo4RXKFze5Y2NNwTWhZ8neaeM4gveA%3D&reserved=0


• The staff survey results indicate a fall in staff feeling comfortable in speaking 
up which we are addressing as a priority

QVH 2024 results are positive against our comparators. In particular, QVH ranked 
first within the Integrated Care System, second within the region and eighth nationally 
for staff engagement. QVH also showed positive scores for PP1: we are 
compassionate and inclusive and PP4: we are safe and healthy 
against our comparators.

Organisational culture continues to be a key priority for the Trust. There is work 
underway to triangulate information from the staff survey, people pulse survey, 
freedom to speak up (FTSU) / raising concerns, employee relations cases, listening 
sessions and Datix reports to better understand the micro-cultures at QVH and where 
it needs to be in line with and our values and behaviour framework. 

There is variation across different departments and directorates in terms of 
behaviours, staff experiences and team allegiances, but this is underpinned by a 
commitment to patient care. We know there have been challenges relating to 
governance and compliance. There are areas where there is a resistance to change 
and legacy practices and behaviours where support is needed. 

A management essentials programme is in development proposed to start in June 
2025, along with change management support and work to further embed our values 
and behaviour framework. 

Trust strategy and strategic projects
Given the changes to the national position, the QVH Strategy 2025-2030 is being 
reviewed to stress test plans within the new national climate.  This will inform year 1 
priorities and the deployment of the new Trust Key Strategic Objectives (KSOs). This 
planned approach will enable clear objectives and performance key metrics to be 
developed and monitored against each KSO, supporting the Trust to deliver in line 
with planning and operational guidance.

QVH and Bognor Community Diagnostic Centres (CDCs)
Governance and leadership has been strengthened across the CDC Programmes.  
The Senior Responsible Officer (SRO) for the CDC Programmes is now Jane 
Dickson, Interim Deputy CEO. 

The planning application for a CDC at East Grinstead was approved by Mid Sussex 
District Council on 16 April 2025.  Work is underway to finalise the business case for 
final approval by the Board.  

Work continues to progress in regard to the Bognor CDC.  This will now be planned 
as a refit of existing buildings. 

Electronic patient records (EPR)  
Following the Board discussion in January 2025, a revised business case summary 
has been developed and reviewed by the Finance and Performance Committee.  
This outlines the changes subsequent to the approval of the full business case 
including: 
• Leadership:  new Chief Digital Information Officer, EPR programme team, finance 

leadership and change of Senior Responsible Officer (SRO) 
• Programme phasing:  phasing required revision to deliver a safe implementation 

and reflect delays to provider system development work. Options were developed 



with a recommendation to move to a consolidated implementation in late Autumn 
2025

• Financial: national funding was not allocated as planned in terms of both capital 
and revenue split and financial year allocation 

• Contract inclusions: Managed service contract and system licenses were not 
included in the original contract 

• Benefit realisation: a revisit of benefit realisation was required to incorporate 
changes including national funding changes for elective activity

The Finance and Performance Committee have agreed to recommend the proposed 
changes to the programme to the Board for approval, including a consolidated 
approach to implementation. The proposed change to implementation has been 
communicated to the staff, ICB and NHSE.
Full business case sign off will take place through Private Board due to commercial 
sensitivities. 
The Senior Responsible Officer responsibility for the EPR programme transferred 
from the Chief Operating Officer to the Chief Medical Officer in April 2025.  A full 
handover has taken place and the Chief Operating Officer will continue to be involved 
within the programme. 

Clinical safety work is underway and is being reviewed through the Quality and 
Safety Committee.   Work is also progressing on the workforce model, a 
communications strategy and a training plan.

QVH and system Leadership Changes
Jon Bell, Interim Chief Finance Officer (CFO), leaves us on 8 May 2025.  Sincere 
thanks to Jon for his significant contribution to QVH and his considerable expertise, 
influence and commitment. 

A very warm welcome to Simon Marshall who will take over from Jon.  Simon has 25 
years of NHS Chief Financial Officer experience across London and Surrey, and was 
most recently CFO at Ashford and St Peters NHS Foundation Trust.  Simon is a 
fellow of the Chartered Institute of Public Finance and Accountancy

Jayne Black has joined East Sussex Healthcare NHS Trust as Chief Executive 
Officer.  Jayne brings a wealth of experience form her previous leadership positions 
across operations and transformation within London, Kent and Sussex. 

Sharing success 
HSJ Partnership Award
In April we were awarded the Most Effective Contribution to Clinical Redesign Award 
at the HSJ Partnership Awards 2025 for reducing patient wait times and unnecessary 
hospital appointments through a digital breathlessness pathway. Our collaboration 
with med-tech company Feedback Medical was also shortlisted in the ‘Best 
Contribution to Improving the Efficiency of NHS Services’ category. We were 
recognised for our pilot project providing a straight-to-diagnostic breathlessness 
pathway using Feedback’s Bleepa software. It has achieved significant 
improvements in efficiency and patient wait times and our team has been asked to 
share our best practice both regionally and nationally with others interested in 
adopting similar symptom-based pathways.

Charity update
Our QVH Charity has been fortunate to receive a generous donation from Haskins 



Snowhill through its charity of the year partnership last year. Thank you to Haskins 
Snowhill for choosing to support QVH Charity again this year enabling our charity to 
help fund a range of projects to benefit QVH patients and staff.

Opening our new burns laser equipment
A burns patient helped us officially open our new state of the art laser equipment 
which will mean more than 1,000 burns patients will be able to have this life-changing 
treatment closer to home. QVH is the only hospital across Kent, Surrey and Sussex 
to be able to offer this treatment on site. Laser treatment is used to reduce redness, 
itching, and tightness of scarring with the nearest sites offering this located in London 
or Essex. This equipment means our patients can continue to have their care 
delivered by their known team.

Values in Practice (VIP) award winners
In January we launched our Values in Practice award programme to recognise 
colleagues who demonstrate our updated Trust values in their everyday work. In the 
last report I shared details of our January winner and can now share our VIPs for 
February and March. In February we recognised Alex Jefferies, Senior Radiographer, 
who was nominated for embodying our value “listening to improve” for actively 
listening and responding to feedback to improve himself. He goes above and beyond 
for the department and has recently undertaken a new improvement to help improve 
the department waiting room. Despite being new to his role, Alex always seeks 
opportunities to learn is a great role model and should believe in himself more! We 
had joint winners for March Dr Hannah Leaman and Dr Fiona Ramsden, both 
Consultant Anaesthetists, for succeeding together over achieving alone when dealing 
with an incredibly challenging clinical situation. Working together and closely with the 
wider teams, they supported a very sick patient, their family, and ensured all other 
patients within the hospital were managed safely. Care, compassion and attention to 
detail were apparent through every aspect of their work. Their communication with 
everyone involved was excellent as well as the support they showed.

Recommendation
The Board is asked to note the contents of the report.
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Executive summary

Purpose of report: This report confirms compliance with the Trust’s standard and additional licence 
conditions for 2024/25, seeks approval of the Board’s statement related to the 
availability of resources for 2025/26 (requirement of licence conditions), provides an 
update on compliance with the Code of governance for NHS provider trusts, the 
Trust’s governing documents and FPPT requirements, provides an update on the 
development of the Trust’s Annual governance statement for 2024/25 and seeks 
approval of changes to the Board sub-committee terms of reference and the annual 
Modern slavery statement. 

Summary of key 
issues

- The Trust has complied with its standard and additional licence conditions for 
2024/25

- Compliance with the Code of governance for NHS provider trusts has 
improved since last year

- There has been breaches of the Scheme of delegation and Standing financial 
instructions (SFIs) during the year. These breaches have been reported to 
the Audit and risk committee who received a report setting out governance 
issues at its meeting in November 2024. These issues relate to contract 
management and approvals outside of the Scheme of delegation, 
procurement practices and the inappropriate use of waivers

- A draft Annual governance statement for 2024/25 has been presented to the 
Audit and risk committee and the Trust’s external auditors. The draft 
statement concludes that:

o ‘Significant internal control issues have been identified. Where 
significant controls issues have been identified, appropriate plans are 
in place to deliver the required improvement. An outline of the key 
actions taken, or proposed to deal with the significant internal control 
issues are in this statement. The significant control issues identified 
are:
▪ Weaknesses in the Trust’s value for money arrangements 

and the worsening of the Trust’s underlying deficit position
▪ The additional licence conditions imposed upon the Trust
▪ Four internal audits completed during the period concluded 

partial assurance
▪ The overall head of internal audit opinion is that there are 

weaknesses in the framework of governance, risk 
management and internal control such that it could become 
inadequate and ineffective.’

Recommendation: The Board is asked to: 

- Note that the Trust has complied with its standard and additional licence 
conditions for 2024/25



- Note the area of non-compliance with the Code of governance for NHS 
provider trusts

- Note non-compliance with the Trust’s Governing documents
- Note the update related to the Annual governance statement 2024/25
- Approve the committee terms of reference as appended
- Approve the Modern slavery statement for 2024/25 as appended

Action required Approval        Information    Discussion  Assurance     Review             

KSO1:           KSO2:           KSO3:        KSO4:           KSO5:              Link to key 
strategic objectives 
(KSOs): Outstanding 

patient 
experience

World-class 
clinical 
services

Operational 
excellence

Financial 
sustainability

Organisational 
excellence

Implications

Board assurance framework: BAF5- compliance

Organisational risk register: Organisational risk related to compliance with governing 
documents- the score has been reduced

Regulation: Code of governance
Licence conditions
Annual reporting manual

Legal: None

Resources: None

Assurance route

Previously considered by: ELT, Audit and risk committee

Date: Decision:

Next steps: NA
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Company secretary’s report

Introduction
This report confirms compliance with the Trust’s standard and additional licence 
conditions for 2024/25, seeks approval of the Board’s statement related to the 
availability of resources for 2025/26 (requirement of licence conditions), provides an 
update on compliance with the Code of governance for NHS provider trusts, the 
Trust’s governing documents and FPPT requirements, provides an update on the 
development of the Trust’s Annual governance statement for 2024/25 and seeks 
approval of changes to the Board sub-committee terms of reference and the annual 
Modern slavery statement.

Annual review of compliance with Licence conditions
The Audit and risk committee received evidence and assurance that the Trust has 
complied with its standard and additional Licence conditions for 2024/25 at its 
meeting on 26 March 2025. 

On 20 October 2021, following a referral made by the Trust, QVH received a notice 
of imposition of additional licence conditions from NHS Improvement under section 
111 of the Health and Social Care Act 2012. These related to the need for the 
Council of Governors to implement arrangements to work effectively with the Board 
and to ensure that the Trust has sufficient and effective Board leadership, capacity 
and capability. 

NHS Improvement identified a risk that the Trust would fail to comply with one or 
more of the conditions of its Licence, in particular conditions, CoS3, FT4.3 and FT4.5 
(a), (d), (f) and (g) and FT4.6(a). 

Discussions are ongoing with NHS England regarding the removal of the Trust’s 
additional licence conditions with evidence submitted demonstrating improvement 
and compliance. 

Foundation trusts designated as providing commissioner requested services are 
required under the standard licence conditions to make a declaration about 
resources for the next financial year. The interim Chief finance officer has confirmed 
that QVH has no commissioner requested services. This declaration is therefore not 
required to be made by the Trust.

https://www.england.nhs.uk/wp-content/uploads/2019/04/20211018-QVH-Additional-Licence-conditions-FINAL_.pdf
https://www.england.nhs.uk/wp-content/uploads/2019/04/20211018-QVH-Additional-Licence-conditions-FINAL_.pdf


Annual review of compliance with Code of governance for NHS provider trusts
The Audit and risk committee received a report regarding compliance with the Code 
of governance for NHS provider trusts at its meeting on 26 March 2025.

The Code of governance sets out a common overarching framework for the 
corporate governance of NHS providers (being NHS trusts and NHS foundation 
trusts), reflecting developments in UK corporate governance and the development of 
integrated care systems. The Trust must comply with each of the provisions of the 
code or, where appropriate, explain in each case why it has departed from the code 
in its Annual report and accounts.

Work to date completed to ensure compliance with the new Code includes:
- The development of a clear vision and values for the Trust 
- A clear statement detailing the roles and responsibilities of the Council of 

Governors and description of how disagreements between the Board and 
Council will be resolved has been added to the Scheme of Delegation

- The development of a succession plan, taking into account future challenges, 
risks and opportunities facing the Trust, and the skills and expertise required 
to meet them

- The Council of Governors is now completing an assessment of its 
effectiveness annually

- The Nomination and remuneration committee has agreed the level and 
structure of remuneration for executive directors

The Company secretary has undertaken a detailed analysis of each provision of the 
Code against the Trust’s governance framework. Areas in which the Trust has 
departed from the Code during 2024/25 and will therefore report non-compliance in 
its Annual report and accounts 2024/25 are set out below:

Code provision Non-compliance
E.2.2
Levels of remuneration for the Chair 
and other Non-Executive Directors 
should reflect the Chair and Non-
Executive Director remuneration 
structure (published by NHS England 
Dec 2019).

The CoG appointments committee is 
responsible for setting the Chair and 
Non-Executive Directors’ remuneration. 
All Non-Executive Directors receive the 
same remuneration – QVH NED and 
Chair remuneration at QVH is slightly 
above NHS England’s recommended 
remuneration. The Trust will explain 
why the governor led Appointments 
committee has agreed that the Chair 
and NEDs at QVH are paid more than 
currently recommended within the 
national document within its Annual 
report and accounts 2024/25

This is in to comparison to last year, where the Trust reported non-compliance in 
relation to the SID also being the Audit and risk committee Chair for a period, the lack 
of a succession plan and the development of the Council of Governors Code of 
conduct. 

Annual review of compliance with governing documents
The Audit and risk committee received reports regarding compliance with the Trust’s 
governing documents at its meeting on 26 March 2025. 



NHS Foundation Trusts are required to adopt Standing orders for the Board of 
Directors for the regulation of its proceedings and business. The Standing orders, 
together with the Reservation of Powers and Scheme of Delegation and the Standing 
Financial Instructions, provide a comprehensive framework for the functions of the 
Trust. The SFI’s and Scheme of delegation have effect as if they were incorporated 
into the Standing orders.

The report to the Audit and risk committee confirmed that although there have been 
no material breaches of compliance with the Standing orders themselves, there has 
been breaches of the Scheme of delegation and Standing financial instructions 
(SFIs) during the year and these documents have effect as if they were incorporated 
into the Standing orders. These breaches have been reported to the Audit and risk 
committee who received a report setting out governance issues at its meeting in 
November 2024. These issues relate to contract management and approvals outside 
of the Scheme of delegation, procurement practices and the inappropriate use of 
waivers. 

This year, as part of the collation of assurance for the Annual governance statement, 
the executive team are completing a survey which includes questions related to any 
non-compliance with the Trust’s governing documents. These survey results will 
further inform this opinion. 

Annual review of compliance with Fit and proper persons (FPPT) requirements
The Audit and risk committee received a report regarding compliance with fit and 
proper person’s requirements at its meeting on 26 March 2025. 

NHS England published a new FPPT framework for Board members and guidance 
for Chair’s and staff on implementation in August 2023. The fit and proper persons 
legislation has not changed, but the new non statutory framework (based on the 
recommendations of the Kark review) aims to support organisations compliance with 
the regulations. Full implementation was expected by March 2024 which the Trust 
complied with. 

Annual submission to the regional director including fitness of all Board members is 
due to be submitted by the Trust Chair before the deadline of 30 June 2025.
The report concluded that the requirements of the FPPT framework have been met 
and there are no issues to report to date. FPPT concerns have been investigated 
appropriately. 

Once all evidence has been collated, the Chair will review the evidence and conclude 
for each Board member whether fit and proper (it should be noted that there are four 
FPPT outcomes- fit and proper with no mitigations, fit and proper with acceptable 
mitigations, not found to be fit and proper and/ or with inappropriate/ insufficient 
mitigations, not fit and proper and no mitigations or actions would be able to change 
the assessment).

The Trust’s FPPT submission will be made to the regional director before 30 June 
2025.

Annual governance statement 2024/25
All NHS foundation trusts are required to prepare an Annual governance statement 
for inclusion within their Annual report and accounts. The Chief executive officer is 
required to state either no significant internal control issues have been identified or 
make specific reference to those significant internal control issues which have been 
identified.

https://www.england.nhs.uk/long-read/nhs-england-fit-and-proper-person-test-framework-for-board-members/


A draft Annual governance statement for 2024/25 has been presented to the Audit 
and risk committee and the Trust’s external auditors. The draft statement concludes 
that:

‘Significant internal control issues have been identified. Where significant controls 
issues have been identified, appropriate plans are in place to deliver the required 
improvement. An outline of the key actions taken, or proposed to deal with the 
significant internal control issues are in this statement. The significant control issues 
identified are:

- Weaknesses in the Trust’s value for money arrangements and the worsening 
of the Trust’s underlying deficit position

- The additional licence conditions imposed upon the Trust
- Four internal audits completed during the period concluded partial assurance
- The overall head of internal audit opinion is that there are weaknesses in the 

framework of governance, risk management and internal control such that it 
could become inadequate and ineffective.’

Key issues reported within the draft statement include:

• Two confidentiality breaches reported to the ICO during the period
• Internal audits which have received partial assurance (planned waiting lists, 

project management and benefits realisation, contract management (little 
progress), performance management and data quality (sickness), cash flow 
management and payroll, recruitment review)

The draft statement outlines actions taken or proposed to deal with significant 
internal control issues as follows:

‘Non-compliance with the Trust’s governing documents
• A comprehensive review of the Trust’s Scheme of delegation and reservation 

of powers and Standing financial instructions will be undertaken during 
Quarter 1 of 2025/26 to address inconsistencies, including updated approval 
templates which are aligned and summary documents to communicate the 
key requirements to managers and budget holders

• The development of a Trust wide governance handbook for staff during 
2025/26

• Retrospective approval sought by the Board for any contracts which were 
approved outside of the Scheme of delegation and reservation of powers

Weaknesses in value for money arrangements
• Work to minimise the use of single tender waivers including the establishment 

of a reliable contract database and contract management policy to support 
procurement processes and an appropriately planned capital programme

• Strengthening of the capability of the procurement team
• A revised approach to the business planning process and guidance for 

2025/26
• Routine forecasting of the outturn income and expenditure can capital 

position in sufficient detail’

Annual review of committee terms of reference
Audit and risk committee



At its meeting on 26 March 2025, the Audit and risk committee completed the annual 
review of its terms of reference and agreed to recommend them to the Board for 
approval with the following amendments:

- Inclusion of review of counter fraud work plans
- Inclusion of specific governance and regulatory oversight requirements 

including compliance with the NHS Provider Licence, Code of governance for 
NHS provider trusts and the fit and proper persons test

These terms of reference are included as appendix one to this report for approval.

Nomination and remuneration committee
At its meeting on 6 March 2025, the Nomination and remuneration committee 
completed the annual review of its terms of reference and agreed to recommend 
them to the Board for approval with the following amendments:

- The committee quoracy has been increased from two to three Non-executive 
directors given that there are six NEDs in post (including the Trust Chair)

These terms of reference are included as appendix two to this report for approval.

Finance and performance committee
At its meeting on 25 April 2025, the Finance and performance committee completed 
the annual review of its terms of reference and agreed to recommend them to the 
Board for approval with the following amendments:

- References to specific KSO’s removed in line with the new Key strategic 
objective approach for 2025/26

- Responsibility for oversight of estate management widened beyond just 
maintenance programmes, to include strategy and critical infrastructure 

- References to operational and management groups have been changed in 
line with the new governance structure

The committee agreed that these terms of reference should be reviewed again in six 
months’ time in light of the establishment of the People committee.

These terms of reference are included as appendix three to this report for approval.

Quality and safety committee
At its meeting on 25 February 2025, the Quality and safety committee completed the 
annual review of its terms of reference and agreed to recommend them to the Board 
for approval with the following amendments:

- Proposed changes include removal of duty related to information governance 
as this responsibility sits with the Finance and performance committee

- Proposed removal of overview of policies and procedures as these are now 
ratified at operational/ management level with assurance to the committee via 
the Executive committee for quality and risk

- References to the Clinical governance group have been changed in line with 
the new governance structure

- References to serious incident (SI) reporting changed in line with the new 
patient safety incidence response framework (PSIRF)

These terms of reference are included as appendix four to this report for approval.

Modern slavery statement
The Modern Slavery Act requires the annual reporting of actions taken to identify, 
prevent and mitigate modern slavery in the supply chain. It requires organisations to 
publish an annual modern slavery statement outlining actions taken to prevent 
modern slavery. Currently NHSE do this on behalf of NHS trusts, however in future it 



will be expected of all trusts individually and it is best practice for individual trusts to 
publish a statement.

The Trust’s draft statement for 2024/25 is included as appendix five to this report for 
approval. The statement meets the requirements set out within the Government 
modern slavery guidance and will need to be published on the Trust’s website no 
later than two months after the year end.

Recommendation
The Board is asked to:

- Note that the Trust has complied with its standard and additional licence 
conditions for 2024/25

- Note the area of non-compliance with the Code of governance for NHS 
provider trusts

- Note non-compliance with the Trust’s Governing documents
- Note the update related to the Annual governance statement 2024/25
- Approve the committee terms of reference as appended
- Approve the Modern slavery statement for 2024/25 as appended
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Terms of reference

Name of governance body   
Audit and Risk committee

Constitution 
The Audit and Risk Committee (“the committee”) is a statutory, non-executive 
committee of the Board of Directors.

Accountability
The Committee is accountable to the Board of Directors for its performance and 
effectiveness in accordance with these terms of reference.

Authority
The Committee is authorised by the Board of Directors to:

• investigate any activity within its terms of reference, and commission appropriate 
independent reviews and studies

• seek relevant information from within the Trust and from any employee (all 
departments and employees are required to co-operate with requests from the 
committee).  

• obtain relevant legal or other independent advice and to invite professionals with 
relevant experience and expertise to attend meetings of the committee. For legal 
advice, the director of communications and corporate affairs or deputy cCompany 
secretary shall be consulted prior to procurement of external advice

Purpose
The purpose of the Committee is the scrutiny of the organisation and maintenance of 
an effective system of governance, risk management and internal control. This should 
include financial, clinical, operational and compliance controls and risk management 
systems. The Committee is also responsible for maintaining an appropriate relationship 
with the Trust’s internal and external auditors.

Duties and responsibilities
On behalf of the Board of Directors, the Committee will be responsible for the oversight 
and scrutiny of the Trust’s:

• Integrated governance, risk management and internal control
The Committee shall review the establishment and maintenance of an effective 
system of integrated governance, risk management and internal control, across the 
whole of the organisation’s activities (clinical and non-clinical), that supports the 
achievement of the organisation’s objectives.

In particular, the Committee will review the adequacy and effectiveness of:
• All risk and control related disclosure statements (in particular the annual 

governance statement), together with any accompanying head of internal audit 
opinion, external audit opinion or other appropriate independent assurances, 
prior to submission to the board of directors.

• The underlying assurance processes, including the board assurance 
framework, that indicate the degree of achievement of the Trust’s objectives, 
the effectiveness of the management of principal risks and the appropriateness 
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of the above disclosure statements (this may be carried out in conjunction with 
other board committees which scrutinise and oversee the management of 
relevant strategic risks).

• The Board of Directors sub-committees, including terms of reference, workplans 
and span of reporting on an annual basis. 

• The effectiveness of assurance arrangements over the Trust’s role within the 
Integrated Care Board (ICB) and other partnership arrangements.  

• The policies for ensuring compliance with relevant regulatory, legal and code of 
conduct requirements and any related reporting and self-certifications, including 
Code of governance for NHS provider trusts and NHS Provider licence.

• The policies and procedures for all work related to counter fraud, bribery and 
corruption and security as required by the NHS Counter Fraud Authority.

In carrying out this work, the Committee will primarily utilise the work of internal 
audit, external audit and other assurance functions, but will not be limited to these 
sources.  It will also seek reports and assurances from directors and managers as 
appropriate, concentrating on the over-arching systems of integrated governance, 
risk management and internal control, together with indicators of their effectiveness. 
This will be evidenced through the Committee’s use of an effective assurance 
framework to guide its work and the audit and assurance functions that report to it.

As part of its integrated approach, the Committee will have effective relationships 
with other key governance bodies of the Trust (for example, the Quality and Safety 
Committee) to support the committee’s oversight role relating to the effectiveness of 
clinical systems of internal control.  However, these other committees must not 
usurp the committee’s role.

• Financial reporting
The Committee shall monitor the integrity of the financial statements of the 
organisation and any formal announcements relating to its financial performance.

The Committee should ensure that the systems for financial reporting to the Board 
of Directors including those of budgetary control are subject to review as to the 
completeness and accuracy of the information provided.

The Committee shall review the annual report and financial statements before 
submissions to the Board of Directors focusing particularly on:
• Reviewing the annual governance declaration statement and other disclosures 

relevant to the terms of reference of the Committee.
• Changes in, and compliance with, accounting policies, practices and estimation 

techniques
• Unadjusted mis-statement in the financial statements
• Significant judgements in preparation of the financial statements
• Significant adjustments resulting from the audit
• Adequacy of management response to issues identified by audit activity 
• Letters of representation
• Explanations for significant variances

The committee should review schedules of losses and compensations, making 
recommendations to the Board of Directors.
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The Committee should review the Trust’s standing financial instructions, standing 
orders and the scheme of delegation on an annual basis and make 
recommendations for change to the Board of Directors.

The committee will receive assurance on compliance with the Trust’s standing 
orders and standing financial instructions. 

The committee will review the waiver register.

Internal audit
The Committee shall ensure that there is an effective internal audit function that 
meets the Public Sector Internal Audit Standards 2017 and provides appropriate 
independent assurance to the Committee, Chief Executive Officer (as accounting 
officer) and Board of Directors.  This will be achieved by:

• Considering the provision of the internal audit service and the costs involved, 
making recommendations to the Board of Directors regarding the appointment 
of the internal auditors.

• Reviewing and approving the annual internal audit plan and more detailed 
programme of work, ensuring that this is consistent with the audit needs of the 
organisation as identified in the assurance framework.

• Considering the major findings of internal audit work (and management’s 
response), and ensuring co-ordination between the internal and external 
auditors to optimise the use of audit resources.

• Ensuring that the internal audit function is adequately resourced and has 
appropriate standing within the organisation.

• Monitoring the effectiveness of internal audit and carrying out an annual review.
• Meeting with the Head of Internal Audit at least once a year, without 

management being present, to discuss their remit and any issues arising from 
the internal audits carried out.

External audit
The Committee shall review and monitor the external auditors’ independence and 
objectivity and the effectiveness of the audit process. In particular, the Committee 
will review the work and findings of the external auditors and consider the 
implications and management’s responses to their work. This will be achieved by:

• Considering the appointment and performance of the external auditors, as far 
as the rules governing the appointment allow (and making recommendations to 
the council of governors when appropriate).

• Ensuring that the work of the external auditor meets the requirements of the 
regulator and other regulatory bodies.

• Discussing and agreeing with the external auditors, before the audit 
commences, the nature and scope of the audit as set out in the annual audit 
plan.

• Discussing with the external auditors their evaluation of audit risks and 
assessment of the organisation and the impact on the audit fee.

• Reviewing all external audit reports including the report to those charged with 
governance (before its submission to the Board) and any work undertaken 
outside the annual audit plan, together with the appropriateness of management 
responses.
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• Ensuring that there is in place a clear policy for the engagement of external 
auditor’s to supply non-audit services

Speaking up (whistle blowing)ystem for raising concerns
The Committee shall review the effectiveness of the arrangements in place for 
allowing staff and contractors to raise (in confidence) concerns about possible 
improprieties in any areas of the organisation (in financial, clinical, or safety or 
workforce) matters and ensure that any such concerns raised were investigated 
proportionately and independently, and in line with the relevant policies.

Counter fraud
The Committee shall satisfy itself that the organisation has adequate arrangements 
in place for counter fraud and security that meet the NHS Counter Fraud Authority’s 
requirements and shall review the outcomes of work in these areas.

With regards to the local counter fraud specialist it will review, approve and monitor 
counter fraud work plans, receiving regular updates on counter fraud activity, 
monitor the implementation of action plans and discuss NHSCFA quality 
assessment reports.

Management
The Committee shall request and review reports, evidence and assurances from 
directors and managers on the overall arrangements for governance, risk 
management and internal control.

The Committee may also request specific reports from individual functions within 
the organisation (for example, clinical audit).

Governance and regulatory compliance
The committee shall review the organisation’s reporting on compliance with the 
NHS Provider Licence, Code of governance for NHS provider trusts and the fit and 
proper persons test.

The committee shall satisfy itself that the organisation’s policy, systems and 
processes for the management of conflicts (including gifts and hospitality and 
bribery) are effective including receiving reports relating to non-compliance with the 
policy and procedures relating to conflicts of interest.

Other assurance functions
The Committee shall review the findings of other significant assurance functions, 
both internal and external to the organisation, and consider the implications for the 
governance of the organisation.

These will include, but will not be limited to, any reviews by Department of Health 
arm’s length bodies or regulators/inspectors (for example, the Care Quality 
Commission and the NHS Litigation AuthorityResolution) and professional bodies 
with responsibility for the performance of staff or functions (for example, Royal 
Colleges and accreditation bodies).
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In addition, the Committee will review the work of other Committees within the 
organisation whose work can provide relevant assurance to the Committee’s own 
areas of responsibility. In particular, this will include any financial and operational 
performance, clinical governance, risk management or quality committees that are 
established.

In reviewing the work of the Quality and Safety Committee, and issues around 
clinical risk management, the Committee will wish to receive assurance relating to 
the effectiveness of systems and processes of clinical governance including the 
clinical audit function.

Meetings 
Meetings of the Committee shall be formal, minuted and compliant with relevant 
statutory and good practice guidance as well as the Trust’s codes of conduct.  

The Committee will meet at least four (4) times a year. The timing of Committee 
meetings should be planned to coincide with the important events in the year, thereby 
ensuring that the Committee is able to exercise its power to influence events.

At least once a year, the Committee should meet privately with representatives of the 
external and internal auditors.

The Chair of the Committee may cancel, postpone or convene additional meetings as 
necessary for the Committee to fulfil its purpose and discharge its duties. 

Any member of the Committee can ask for a meeting to be convened in person, by 
video- conference or by telephone, or for a matter to be considered in correspondence. 

The Board of Directors, Chief Executive Officer (as accounting officer), representative 
of the external auditor and head of internal audit may request additional meetings if 
they consider it necessary.

Notice of each meeting confirming the venue, time and date together with an Agenda 
shall be circulated by the Secretary to each member of the Committee at least 5 clear 
days prior to the date of the meeting.

Conflicts of Interest 
All members and attendees of the Committee must declare any relevant potential 
interests at the commencement of any meeting. The Chair of the Committee will 
determine if there is a conflict of interest such that the member and/or attendee will be 
required not to participate in a discussion. 

Where the Committee considers an item of its business may give rise to a potential 
conflict by meeting in common, the Committee may refer that business to the Board.

Chairing
The Committee shall be chaired by a non-executive director, appointed by the Trust 
Chair following discussion with the Board of Directors.

If the Chair is absent or has a conflict of interest which precludes his or her attendance 
for all or part of a meeting, the Committee shall be chaired by one of the other non-
executive director members of the Committee.
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The representative of the external auditor, head of internal audit, and counter fraud 
specialist have the right of direct access to the Chair of the Committee to discuss any 
matter relevant to the purpose, duties and responsibilities of the Committee or to raise 
concerns.

Secretariat
The Company Secretary shall be the secretary to the Audit and Risk Committee and 
shall provide administrative support and advice to the chair and membership. The 
duties of the secretary shall include but not be limited to:

• Preparation of the draft agenda for agreement with the Chair
• Organisation of meeting arrangements, facilities and attendance
• Collation and distribution of meeting papers
• Taking the minutes of meetings and keeping a record of matters arising and 

issues to be carried forward
• Maintaining the Committee’s work programme.

Membership 
Members with voting rights
The Committee will comprise at least three non-executive directors who shall each 
have full voting rights. The Chair of the Trust shall not Chair, be a member of, nor have 
the right to attend Committee meetings without invitation by the Chair as and when 
appropriate and necessary. 

The Committee is authorised to co-opt additional members to provide specialist skills, 
knowledge and experience. At least one Committee member should have recent and 
relevant financial experience. 

Ex-officio attendees without voting rights
• Representatives of the Trust’s internal auditors.
• Representatives of the Trust’s external auditors.
• The Trust’s counter fraud specialist who will be entitled to attend any committee 

meeting and have a right of access to all committee members

In attendance without voting rights
The following posts shall be invited to attend routinely meetings of the Committee in full 
or in part but shall neither be a member nor have voting rights:
• Chief Executive Officer (as Accounting Officer) who shall discuss with the 

Committee at least annually the process for assurance that supports the annual 
governance statement. The Chief Executive Officer should also be in attendance 
when the Committee considers the draft annual governance statement along with 
the annual report and accounts.

• Chief Finance Officer
• Chief Nursing Officer
• The secretary to the Committee (for the purposes described above).
• Designated deputies (as described below).
• Any other member of the Board of Directors, senior member of Trust staff or 

advisor considered appropriate by the chair of the Committee, particularly when the 
Committee will consider areas of risk or operation that are their responsibility.
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Quorum 
For any meeting of the Committee to proceed, two non-executive director members of 
the Committee must be present. A duly convened meeting of the Committee at which a 
quorum is present shall be competent to exercise all or any of the authorities, powers 
and discretions vested in or exercisable by the Committee. 

Attendance
Members and attendees are expected to attend all meetings or to send apologies to 
the chair and Committee secretary at least five clear days* prior to each meeting. 

Attendees may, by exception and with the consent of the chair, send a suitable deputy 
if they are unable to attend a meeting. Deputies must be appropriately senior and 
empowered to act on behalf of the Committee attendee.

The Committee Chair may ask any person in attendance who is not a member of the 
Committee to withdraw from a meeting to facilitate open and frank discussion of a 
particular matter. 

Papers
Meeting agendas and papers to be distributed to members and individuals invited to 
attend at least five clear days* prior to the meeting.

Reporting
The Secretary shall minute the proceedings and decisions of all meetings of the 
Committee, including recording the names of those present and in attendance.  Draft 
minutes will be submitted for formal agreement at the next committee meeting. 

The Committee chair shall prepare a report of each Committee meeting for submission 
to the Board of Directors at its next formal business meeting. The report shall draw 
attention to any issues which require disclosure to the Board of Directors including 
where executive action is continually failing to address significant weaknesses.

Issues of concern and/or urgency will be reported to the Board of Directors in between 
its formal business meetings by other means and/or as part of other meeting agendas 
as necessary and agreed with the Trust chair. Instances of this nature will be reported 
to the Board of Directors at its next formal business meeting.

The Committee will also report to the Board of Directors at least annually on its work in 
support of the annual governance statement, specifically commenting on:
• The fitness for purpose of the assurance framework
• The completeness and ‘embeddedness’ of risk management in the organisation
• The integration of governance arrangements
• The appropriateness of the evidence that shows the organisation is fulfilling 

regulatory requirements relating to its existence as a functioning business
• The robustness of the processes behind the quality accounts

The annual report should also describe how the Committee has fulfilled its terms of 
reference and give details of any significant issues that the Committee considered in 
relation to the financial statements and how they were addressed.
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In addition, the Committee shall make an annual report to the council of governors in 
relation to the performance of the external auditor to enable the council of governors to 
consider whether or not to re-appoint them.

The Committee chair shall report at quarterly meetings of the Council of Governors.

Review 
The committee will review on an annual basis its own performance and terms of 
reference to ensure that it is operating effectively and in line with best practice. The 
outcomes of this review will be reported in writing to the Board.
The next scheduled review of these terms of reference will be undertaken by the 
Committee in March 20265 in anticipation of approval by the Board of Directors at its 
meeting in May 20265.

* Definitions
In accordance with the Trust’s constitution, ‘clear day’ means a day of the week not 
including a Saturday, Sunday or public holiday.
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Terms of reference

Name of governance body   
Nomination and Remuneration Committee

Constitution 
The Nomination and remuneration committee (the Committee) is constituted as a 
statutory non-executive committee of the Trust’s Board of Directors. 

Accountability
The Committee is accountable to the Board of Directors for its performance and 
effectiveness in accordance with these terms of reference.

Authority
The Committee is authorised by the Board of Directors to:

• Appoint or remove the chief executive, and set the remuneration and allowances 
and other terms and conditions of office of the chief executive.

• Appoint or remove the other executive directors and set the remuneration and 
allowances and other terms and conditions of office of the executive directors, in 
collaboration with the chief executive.

• Consider any activity within its terms of reference.  

• Seek relevant information from within the Trust. (All departments and employees 
are required to co-operate with any request made by the committee).

• Instruct independent consultants in respect of executive director remuneration.

• Request the services and attendance of any other individuals and authorities with 
relevant experience and expertise if it considers this necessary to exercise its 
functions.

Purpose
The purpose of the Committee is to:

• Determine the structure, size and composition (including the skills, knowledge, 
experience, diversity and development) of the Board of Directors, making use of the 
output of the board evaluation process as appropriate, and to make 
recommendations to the Board, as applicable, with regard to any changes.

• Work with the chief executive to identify and appoint candidates to fill all executive 
director and other positions that report to the chief executive.

• Work with the chief executive to decide and keep under review the terms and 
conditions of office of executive directors and other positions that report to the chief 
executive, including:

• Salary, including any performance-related pay or bonus;
• Provisions for other benefits, including pensions and cars;
• Allowances;
• Payable expenses;
• Compensation payments.
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• Determine remuneration packages and contractual terms of the executive 
management team in line with benchmarking and national guidance.

Duties and responsibilities
Duties (nominations)
• When a vacancy is identified, evaluate the balance of skills, knowledge and 

experience on the Board, and its diversity, including diversity of skills, experience 
and knowledge and in the light of this evaluation, prepare a description of the role 
and capabilities required for the particular appointment.

• Use open advertising or the services of external advisers to facilitate candidate 
searches. 

• Give full consideration to succession planning, taking into account the future 
challenges, risks and opportunities facing the Trust and the skills and expertise 
required to meet them.

• Ensure that appointments and succession plans are based on merit and objective 
criteria and, within this context, promote diversity of gender, social and ethnic 
backgrounds, disability and personal strengths.

• Ensure that proposed appointees disclose any business interests that may result in 
a conflict of interest prior to appointment and that any future business interests that 
could result in a conflict of interest are reported.

• Ensure that proposed appointees meet the “fit and proper person test”, and confirm 
their awareness of the circumstances which would prevent them from holding office.

• Consider any matter relating to the continuation in office of any executive director 
including the suspension or termination of service of an individual as an employee 
of the Trust, subject to the provisions of the law and their service contract.

Duties (remuneration) 
• Establish levels of remuneration which are sufficient to attract, retain and motivate 

executive directors of the quality and with the skills and experience required to lead 
the Trust successfully and collaborate effectively with system partners, without 
paying more than is necessary for this purpose, and at a level which is affordable 
for the Trust. To do this, the committee will:

o Follow the national NHSE VSM (very senior manager) pay strategy and 
associated QVH VSM pay principles in respect of executive board directors 
and other positions that report to the chief executive.

o Use market benchmarking analysis in the annual determination of 
remuneration of executive directors and other positions that report to the 
chief executive.

o Be sensitive to pay and employment conditions elsewhere in the NHS, 
especially when determining annual salary increases.

o Ensure that increases are not made where Trust or individual performance 
do not justify them.

o Ensure that pay arrangements provide equal pay for work of equal value.
o Take into account internal relativities between the executive team and with 

other senior posts, both Agenda for Change and non-Agenda for Change.
o Ensure transparent processes so that individuals know how their pay might 

be increased and third parties can be clear that the processes are auditable 
and compliant.
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o Ensure that any performance-related element of executive directors’ 
remuneration is transparent, stretching and designed to promote the long-
term sustainability of the Trust. The committee will should take as a baseline 
for performance any required competencies specified in the job description 
for the post.

o Monitor and assess the output of the evaluation of the performance of 
individual executive directors, and consider this as well as continuing 
professional and personal development plans when reviewing changes to 
remuneration levels.

• Recommend and monitor the level and structure of remuneration for senior 
management. The Board defines senior management this purpose as the first layer 
of management below Board level.

• The Committee will work with the chief executive to determine the remuneration of 
the other executive directors.

Responsibilities
On behalf of the Board of Directors, the Committee has the following responsibilities:
• To identify and appoint candidates to fill posts within its remit as and when they 

arise.  
• In doing so, to adhere to relevant laws, regulations, trust policies and the principles 

and provisions regarding the levels and components of executive directors’ 
remuneration as defined by section E of the Code of governance for NHS provider 
trusts.

• To be sensitive to other pay and employment conditions in the Trust and elsewhere 
in the NHS, especially when determining annual salary increases.

• To keep the leadership needs of the Trust under review at executive level to ensure 
the continued ability of the Trust to operate effectively in the health economy.

• To give full consideration to and make plans for succession planning for the chief 
executive and other executive directors taking into account the challenges and 
opportunities facing the Trust and the skills and expertise needed on the Board in 
the future.

• To sponsor the Trust’s leadership development and talent management 
programmes to support succession plans and meet specific recruitment and 
retention needs.

• To ratify the process for medical and dental Clinical Excellence Awards
• To review executive team skillsets, identify any gaps and consider how they should 

be addressed

Meetings 
Meetings of the Committee shall be formal, minuted and compliant with relevant 
statutory and good practice guidance as well as the Trust’s codes of conduct. 
The Committee will usually meet four times a year.
The Chair of the Committee may cancel, postpone or convene additional meetings as 
necessary for the Committee to fulfil its purpose and discharge its duties.
The Board of Directors, Chief Executive and Chief People Officer may request 
additional meetings if they consider it necessary.
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Notice of each meeting confirming the venue, time and date together with an Agenda 
shall be circulated by the Secretary to each member of the Committee at least five 
clear days prior to the date of the meeting.

Conflicts of interest
All members and attendees of the Committee must declare any relevant potential 
interests at the commencement of any meeting. The Chair of the Committee will 
determine if there is a conflict of interest such that the member and/or attendee will be 
required not to participate in a discussion. 

Chairing
The Committee shall be chaired by the Chair of the Trust.

If the Chair is absent or has a conflict of interest which precludes their attendance for 
all or part of a meeting, the Committee shall be chaired by the senior independent 
director of the Trust.

Secretariat
The Company secretary, working closely with the chief people officer, shall be the 
secretary to the Committee and provide administrative support and advice to the Chair 
and membership. The duties of the secretary shall include but not be limited to:
• Preparation of the draft agenda for agreement with the chair
• Organisation of meeting arrangements, facilities and attendance
• Collation and distribution of meeting papers
• Taking the minutes of meetings and keeping a record of matters arising and issues 

to be carried forward.
• Maintaining the Committee’s work programme.

Membership 
Members with voting rights
The Committee shall comprise all non-executive directors of the Trust who shall each 
have full voting rights.

Ex-officio attendees without voting rights
• Chief Executive
• Chief People Officer

In attendance without voting rights
• The secretary to the Committee (for the purposes described above)
• Any other member of the Board of Directors, senior member of Trust staff or 

external advisor considered appropriate by the chair of the Committee. 

Quorum 
For any meeting of the Committee to proceed, threewo non-executive members of the 
Committee must be present. 
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A duly convened meeting of the Committee at which a quorum is present shall be 
competent to exercise all or any of the authorities, powers and discretions vested in or 
exercisable by the Committee.

Attendance
Members and attendees are expected to attend all meetings or to send apologies to 
the Chair and Committee secretary at least five clear days* prior to each meeting. 

Attendees, including the secretary to the Committee, will be asked to leave the meeting 
should their own conditions of employment be the subject of discussion.

The committee Chair may ask any person in attendance who is not a member of the 
committee to withdraw from a meeting to facilitate open and frank discussion of a 
particular matter. 

Papers
Meeting papers shall be distributed to members and attendees at least five clear days* 
prior to the meeting. 

Reporting
The Secretary shall minute the proceedings and decisions of all meetings of the 
Committee, including recording the names of those present and in attendance.  Draft 
minutes will be submitted for formal agreement at the next committee meeting. The 
Committee chair shall prepare a report of each Committee meeting for submission to 
the Board of Directors at its next formal business meeting.

Review 
These terms of reference shall be reviewed annually or more frequently if necessary. 
The review process should include the company secretarial team for best practice 
advice and consistency.

The next scheduled review of these terms of reference will be undertaken by the 
Committee before approval by the Board of Directors at its meeting in March 2024y 
2026.

* Definitions
• In accordance with the Trust’s constitution, ‘clear day’ means a day of the week not 

including a Saturday, Sunday or public holiday.
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Terms of reference

Name of governance body 
Finance and Performance Committee (F&PC)

Constitution
The Finance and Performance Committee (“the Committee”) is a standing committee of 
the Board of Directors, established in accordance with the Trust’s standing orders, 
standing financial instructions and constitution. 

Accountability
The Committee is accountable to the Board of Directors for its performance and 
effectiveness in accordance with these terms of reference.

Authority
The Committee is authorised by the Board of Directors to seek any information it 
requires from within the Trust and to commission independent reviews and studies if it 
considers these necessary, subject to approval of spend in line with scheme of 
delegation and reservation of power. 

Purpose
The purpose of the Committee is to assure the Board of Directors of the:

• Delivery of financial, operational and workforce performance plans and targets.

To provide this assurance the Committee will maintain a detailed overview of:
• The Trust’s assets and resources in relation to the achievement of its financial 

plans and key strategic objective four: financial sustainabilitys.
• The Trust’s operational performance in relation to the achievement of its 

activity plans and key strategic objective three: operational excellences.
• The Trust’s workforce profile in relation to the achievement of key performance 

indicators and key strategic objective five: organisational excellences. 
• Business planning assumptions, submissions and acceptance/delivery of 

targets.
• The management of corporate organisational risks appropriate to the 

Committee’s remit

To fulfil its purpose, the Committee will also:
• Identify the key issues and risks requiring discussion or decision by the Board 

of Directors.
• Advise on appropriate mitigating actions.

Duties and responsibilities 
Duties
Financial and operational performance

• Review and challenge construction of operational and financial plans for the 
planning period as defined by the regulators. 

• Review, interpret and challenge in-year financial and operational performance.
• Review, interpret and challenge workforce profile metrics including sickness 

absence, people management, bank and agency usage, statutory and 
mandatory training compliance and recruitment.
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• Oversee the development and delivery of any corrective action plans and 
advise the Board of Directors accordingly.

• Review and support the development of appropriate performance measures, 
such as key performance indicators (KPIs), and associated reporting and 
escalation frameworks to inform the organisation and assure the Board of 
Directors.

• Refer issues of quality or specific aspects of the Quality and Safety 
Committee’s remit, and maintain communication between the two committees 
other Board sub-committees to provide joint assurance to the Board of 
Directors.

Corporate risks
• Review corporate organisational risks, allocated to the committee for oversight, 

and the implementation of remedial actions.
•

Estates and Facilities maintenance programmes
• Review the delivery of the Trust’s estates and facilities planned maintenance 

programmes as agreed by the Board of Directors.
• Oversight of the development and delivery of the Estates strategy
• Oversight of key estates critical infrastructure programmes
• Consider initiatives and review proposals for land and property development 

and transactions prior to submission to the Board of Directors for approval.

Information management and technology performance and development
• Oversee the development, delivery and performance of the Trust’s information 

governance, management and technology strategic projects and programme as 
agreed by the Board of Directors

 
Capital and other investment programmes and decisions

• Oversee the development, management and delivery of the Trust’s annual 
capital programme and other agreed investment programmes.

• Evaluate, scrutinise and approve the financial validity of individual significant 
investment decisions (that require Board approval), including the review of 
outline and full business cases. Business cases that require Board approval 
will be referred to the Committee following initial review by the Executive 
Management Leadership Team and/or Capital Planning GroupExecutive sub-
committee for Resources. 

Better value plans
• To oversee the delivery of the Trust’s cost improvement plans and the 

development of associated efficiency and productivity programmes.

Consider the merit of developed business cases for new service developments and 
service disinvestments within the committees remit prior to submission to the Board of 
Directors for approval.

Responsibilities
On behalf of the Board of Directors, the Committee will be responsible for the oversight 
and scrutiny of the Trust’s:
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• Monthly financial and operational performance.
• Estates strategy and maintenance programme.

The Committee will make recommendations to the Board in relation to:
• Capital and other investment programmes.
• Cost improvement plans.

Charing
The Committee shall be chaired by a non-executive director, appointed by the Trust 
Chair following discussion with the Board of Directors.

If the Chair is absent or has a conflict of interest which precludes his or her attendance 
for all or part of a meeting, the Committee shall be chaired by one of the other non-
executive director members of the Committee.

Meetings
Meetings of the Committee shall be formal, minuted and compliant with relevant 
statutory and good practice guidance as well as the Trust’s codes of conduct.

The Committee will meet formally bi-monthly. 

The Chair of the Committee may cancel, postpone or convene additional meetings as 
necessary for the Committee to fulfil its purpose and discharge its duties.

Notice of each meeting confirming the venue, time and date together with an Agenda 
shall be circulated by the Secretary to each member of the Committee at least 5 
working days prior to the date of the meeting.

Secretariat
The Governance Officer shall be the secretary to the Committee and shall provide 
administrative support and advice to the chair and membership. The duties of the 
secretary shall include but not be limited to:

• Preparation of the draft agenda for agreement with the chair.
• Organisation of meeting arrangements, facilities and attendance.
• Collation and distribution of meeting papers.
• Taking the minutes of meetings and keeping a record of matters arising and 

issues to be carried forward.
• Maintaining the Committee’s work programme.

Membership 
Members with voting rights
The following posts are entitled to membership of the Committee and shall have full 
voting rights:
• Three Non-Executive Directors (including Committee chair)
• Chief Executive Officer
• Chief Finance Officer
• Chief Operating Officer
• Chief People Officer
• Chief Nursing Officer OR Chief Medical Officer

In attendance
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The following posts shall be invited to attend meetings of the Committee in full or in 
part, but shall neither be a member nor have voting rights.

• The secretary to the Committee (for the purposes described above).
• Any member of the Board of Directors or senior manager considered 

appropriate by the chair of the Committee.

Quorum
For any meeting of the Committee to proceed, two non-executive directors and one 
executive director of the Trust must be present.

A duly convened meeting of the Committee at which a quorum is present shall be 
competent to exercise all or any of the authorities, powers and discretions vested in or 
exercisable by the Committee.

Attendance
Members and attendees are expected to attend all meetings or to send apologies to 
the chair and Committee secretary at least five clear days* prior to each meeting. 

Members must, with the consent of the chair, send a suitable deputy if they are unable 
to attend a meeting. Deputies must be appropriately senior and empowered to act and 
vote on behalf of the Committee member.

The Committee Chair may ask any person in attendance who is not a member of the 
Committee to withdraw from a meeting to facilitate open and frank discussion of a 
particular matter.

Papers
Papers to be distributed to members and those in attendance at least three clear days 
in advance of the meeting.

Reporting
The Secretary shall minute the proceedings and decisions of all meetings of the 
Committee, including recording the names of those present and in attendance.  Draft 
minutes will be submitted for formal agreement at the next committee meeting.

The Chair shall prepare a report of the latest Committee meeting for submission to the 
Board of Directors at its next formal business meeting. The report shall draw attention 
to any issues which require disclosure to the Board of Directors including where 
executive action is continually failing to address significant weaknesses.

Issues of concern and/or urgency will be reported to the Board of Directors in between 
its formal business meetings by other means and/or as part of other meeting agendas 
as necessary and agreed with the Trust chair. Instances of this nature will be reported 
to the Board of Directors at its next formal business meeting.

The Committee Chair shall report at quarterly meetings of the Council of Governors.

Review
These terms of reference shall be reviewed annually or more frequently if necessary. 
The review process should include the company secretarial team for best practice 
advice and consistency.
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The next scheduled review of these terms of reference will be undertaken by the 
Committee in February 20265 in anticipation of approval by the Board of Directors at its 
meeting in Mayrch 20265.

*Definitions
In accordance with the Trust’s constitution, ‘clear day’ means a day of the week not 
including a Saturday, Sunday or public holiday.
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Terms of Reference

Name of governance body   
Quality & Safety (Q&S) Committee

Constitution 
The Quality and Safety Committee (“the Committee”) is a standing committee of the Board of 
Directors, established in accordance with the Trust’s standing orders, standing financial 
instructions and constitution.
Accountability
The Committee is accountable to the Board of Directors for its performance and effectiveness in 
accordance with these terms of reference.

Authority
The Committee is authorised by the Board of Directors to seek any information it requires from 
within the Trust and to commission independent reviews and studies if it considers these 
necessary.  Delegated authority includes:
• Approval of specific policies and procedures relevant to the Committee’s purpose, 

responsibilities and duties.
• Engagement with Trust auditors in cooperation with the Audit and Risk Committee.
• Seeking information from within the Trust and commissioning internal or independent 

investigations or any activity within its terms of reference if further assurance is required, 
subject to approval of spend in line with scheme of delegation and reservation of power.

Purpose
The purpose of the Committee is to assure the Board of Directors of:
• The quality and safety of clinical care delivered by the Trust at either its hub site in East 

Grinstead or any other of its spoke sites.
• Patient, service user, family and carer satisfaction with services
• The management and mitigation of clinical risk.
• The governance of the Trust’s clinical systems and processes.

In order to provide this assurance the Committee will maintain overview of:
• Health and safety
• Clinical Governance
• Information Governance (IG)
• Management of medicines and clinical devices
• Safeguarding
• Patient experience
• Infection control
• Research and development governance
• All associated policies and procedures.
• Medical devices
• Clinical audit 
• Emergency preparedness resilience and response
• Appraisal & revalidation of medical staff 
• Guardian of Safe Working 
• CQuIN’s 
• Patient safety
• Learning from deaths

To fulfil its purpose, the committee will also:
• Identify the key issues and risks requiring discussion or decision by the Board of Directors 

and advise on appropriate mitigating actions.
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• Make recommendations to the Board about the amendment or modification of the Trust’s 
strategic initiatives in the light of changing circumstances or issues arising from 
implementation.

• Work closely with the Audit and Risk and Finance & Performanceother Board sub- 
committees as necessary.

Duties and Responsibilities
Duties
• Support the compilation of the Trust’s annual quality accounts and recommend to the Board 

of Directors its submission to the Care Quality CommissionSecretary of State.
• Approve quality priorities recommended by the Clinical Governance GroupExecutive 

committee for quality and risk for the Board of Directors.
• Review the clinical audit programme and confirm to the Audit and risk committee that it 

adequately addresses issues of relevance and any significant gaps in assurance
• Receive a quarterly report on healthcare acquired infections and resultant actions.
• Receive and review bi-monthly integrated reports encompassing complaints, litigation, 

incidents and other patient experience activity.
• Refer issues related to workforce to the Finance and Performance committee and seek 

assurance from that committee that workforce issues which impact or could impact quality of 
care are being effectively monitored and that robust action plans are in place

• Review bi-monthly quality components of the corporate organisational risk register (patient 
safety risks) and assurance framework and make recommendations on areas requiring audit 
attention, to assist in ensuring that the Trust’s audit plans are properly focused on relevant 
aspects of the risk profile and on any significant gaps in the assurance of clinical quality.

• Ensure that management processes are in place which provide assurance that the Trust has 
taken appropriate action in response to relevant independent reports and ad hoc reports 
from enquiries and independent reviews and that learning from adverse events is being 
embedded within the workforce

• Ensure that management processes are in place to ensure that the Trust is compliant with, 
government guidance, regulatory requirements, statutory instruments and ad hoc reports 
from enquiries and independent reviews and that learning from adverse events is being 
embedded within the workforce.regulatory requirements

• Ensure there are clear lines of accountability for the overall quality and safety of clinical care 
and risk management.

• Hold to account business units and directoratesthe Executive leadership team on all matters 
relating to quality, risk and governance.

Responsibilities
On behalf of the Board of Directors, the Committee will be responsible for the oversight and 
scrutiny of:
• The Trust’s performance against the three domains of quality, safety, effectiveness and 

patient experience.
• Review all serious incidentPSIRF and never event investigations, (ideally prior to external 

submission) to ensure assurance about the governance of the process and the 
appropriateness of actions and improvements identified.  If timescales do not allow this, the 
investigation report may be sent externally provided it has been signed off by the Clinical 
Governance GroupExecutive committee for quality and risk and reviewed by the Chair of the 
Quality & Governance Safety Committee.

• Compliance with essential professional standards, established good practice and mandatory 
guidance including but not restricted to:
o Care Quality Commission national standards of quality and safety
o National Institute for Care Excellence (NICE) guidance
o National Audit Office (NAO) recommendations.
o Relevant professional bodies (e.g. Royal colleges) guidance.

• Delivery of national, regional, local and specialist care quality (CQuIN) targets.
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Meetings
Meetings of the committee shall be formal, minuted and compliant with relevant statutory and 
good practice guidance as well as the Trust’s codes of conduct.

The Committee will meet formally bi-monthly and hold seminars in the months in between .  
The Chair of the committee may cancel, postpone or convene additional meetings as necessary 
for the Committee to fulfil its purpose and discharge its duties.

Notice of each meeting confirming the venue, time and date together with an Agenda shall be 
circulated by the Secretary to each member of the Committee at least 5 clear days prior to the 
date of the meeting.

Chairing
The Committee shall be chaired by a Non-Executive Director, appointed by the Trust Chair 
following discussion with the Board of Directors.

If the Chair is absent or has a conflict of interest which precludes his or her attendance for all or 
part of a meeting, the Committee shall be chaired by one of the other Non-Executive Director 
members of the Committee.

Secretariat
The Governance Officer shall be the secretary to the Committee and shall provide administrative 
support and advice to the Chair and membership. The duties of the Secretary shall include but 
not be limited to:
• Preparation of the draft agenda for agreement with the Chair
• Organisation of meeting arrangements, facilities and attendance
• Collation and distribution of meeting papers
• Taking the minutes of meetings and keeping a record of matters arising and issues to be 

carried forward
• Maintaining the Committee’s work programme.
• Prepare and collate the question template and circulate prior to meeting 

Membership 

Members 
The following posts are entitled to membership of the committee with full voting rights:
• Three Non-Executive Directors
• Chief Nursing Officer
• Chief Medical Officer
• Chief Operating Officer

Designated deputies will attend as appropriate

The following posts may be invited to attend routinely meetings of the Committee in full or in part 
when required but shall not be a member or have voting rights:
• Chief Executive
• Deputy Chief Nurse
• Chief People Officer
• Head of Risk and Patient Safety and patient experience
• Head of Quality and Compliance
• Clinical Director for Clinical Governance
• Allied Health Professional Lead
• Chief Pharmacist
• The secretary to the Committee (for the purposes described above)
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• Director of Communication and Engagement 
• Clinical Director of Research & Innovation
• Chief Strategy Officer
• The Trust’s internal auditor
•  NHS Sussex ICS Quality Representative 
• Other invitees as appropriate by prior agreement with the Chair
The Chair and members of the Committee shall commit to work together according to the 
principles established by the Trust’s policy for engagement between the Board of Directors and 
Council of Governors.

Quorum 
For any meeting of the Committee to proceed, the following combination of members must be 
present:
• Two Non-Executive Directors (incl. chair of committee)
• Either the Chief Nursing Officer or Chief Medical Officer

A duly convened meeting of the Committee at which a quorum is present shall be competent 
to exercise all or any of the authorities, powers and discretions vested in or exercisable by 
the Committee. 

Attendance
Members are expected to attend all meetings or to send apologies to the Chair and Committee 
secretary at least five clear days* prior to each meeting. A suitable deputy should be sent to 
cover any absence. Deputies must be appropriately senior and empowered to act and vote on 
the behalf of the Committee member. Furthermore, members need to advise the Chair in 
advance if they have to leave the meeting early or are planning to arrive late.

The Committee Chair may ask any person in attendance who is not a member of the Committee 
to withdraw from a meeting to facilitate open and frank discussion of a particular matter.

Papers
Meeting papers shall be distributed to members and attendees at least five clear days* prior to 
the meeting.

Reporting
The Secretary shall minute the proceedings and decisions of all meetings of the Committee, 
including recording the names of those present and in attendance.  Draft minutes will be 
submitted for formal agreement at the next committee meeting. 
The Committee Chair shall prepare a report of each Committee meeting for submission to the 
Board of Directors at its next formal business meeting.  The report shall draw attention to any 
issues which require disclosure to the Board of Directors including where executive action is 
continually failing to address significant weaknesses.

Papers will be circulated to all Non-Executive Directors to provide additional assurance.

Issues of concern and/or urgency will be reported to the Board of Directors in between formal 
business meetings by other means and/or as part of other meeting agendas as necessary and 
agreed with the Trust Chair.  Instances of this nature will be reported to the Board of Directors at 
its next formal business meeting.

In the event of a significant adverse variance in any of the key indicators of clinical performance 
or patient safety, the responsible executive director will make an immediate report to the 
Committee Chair, copied to the Trust Chair and Chief Executive, for urgent discussion at the 
next meeting of the Committee and escalation to the Trust Board.

Final and approved minutes of Committee meetings shall be circulated to the Committee 
members and attendees.  The Committee Chair shall provide an annual report to the Audit and 
Risk committee to provide assurance on the governance arrangements.
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The Committee Chair shall report at quarterly meetings of the Council of Governors and facilitate 
the Governor working group for the Committee

Review 
On an annual basis, the Committee will review  its own performance and terms of reference, to 
ensure that it is operating effectively and in line with best practice. The outcomes of this review 
will be reported in writing to the Board.
The next scheduled review of these terms of reference will be undertaken by the Committee in 
February 2026January 2025 in anticipation of approval by the Board of Directors at its meeting in 
March 20265.

Definitions
In accordance with the Trust’s constitution, ‘clear day’ means a day of the week not including a 
Saturday, Sunday or public holiday.
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Modern Slavery Statement
The NHS has an important role to play in combatting modern slavery and supporting victims. But to 
do this we need to ensure that our staff and volunteers understand that modern slavery exists, and 
that they are confident and able to both recognise the signs and indicators of both victim and 
perpetrators and know what to do.

From 1 November 2015, specified public authorities have a duty to notify the Secretary of State of any 
individual identified in England and Wales as a suspected victim of slavery or human trafficking, under 
Section 52 of the Modern Slavery Act 2015.

 https://www.modernslaveryhelpline.org/   

What is Modern Slavery?

• Slavery is a violation of a person’s human rights. It can take the form of human trafficking, 
forced labour, and bonded labour, forced or servile marriage, descent-based slavery and 
domestic slavery. A person is considered to be in modern slavery if they are;

o Forced to work through mental or physical threat
o Owned or controlled by an “employer”, usually through mental or physical abuse
o De-humanised, treated as a commodity or sold or bought as “property”
o Physically constrained or has restrictions placed in their freedom of movement.

Our organisation
Queen Victoria Hospital (QVH) is a foundation trust with a Board of Directors and Council of 
Governors, we are accountable to local people through our public membership. We are a leading 
specialist centre for reconstruction and sleep. We also provide essential healthcare services for local 
people.

Internationally recognised for pioneering innovative treatments and techniques, we have a strong 
track record of excellence and successful patient outcomes. Consistently ranked among the country’s 
top hospitals for quality of care, QVH is known for its outstanding patient satisfaction ratings. 

We have a history of collaboration and provide services across a number of ‘spoke sites’ through our 
QVH@ model, as well as being a key provider in cancer pathways across the health system.

We are committed to providing a range of services and operating as an anchor institution, proactively 
supporting our community’s well-being and tackling health inequalities. Our vision is to be a centre of 
excellence that rebuilds lives and supports communities for a healthier future.

Our commitment to Prevent Slavery and Human Trafficking
The Trust Board, all employees and volunteers, are committed to ensuring that there is no modern 
slavery or human trafficking in any part of our business activity and in so far as is possible to holding 
our suppliers to account to do likewise.

Our approach
Our overall approach will be governed by compliance with legislative and regulatory requirements and 
the maintenance and development of best practice in the fields of contracting and employment and 
we will:

• Work with local Integrated Care Systems when reviewing the commissioning cycle for 
opportunities to ensure a robust approach.

• Review our approach and publish an annual statement outlining the steps we are taking to 
tackle modern slavery.

• Continue to ensure that our recruitment processes are mature, requiring practices that adhere 
to safe recruitment principles. This includes strict requirements in respect of identity checks, 

https://www.modernslaveryhelpline.org/
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work permits and criminal records. These practices will extend to any employment agencies 
used by the Trust.

• Our pay structure is derived from national collective agreements and is based on equal pay 
principles with rates of pay that are nationally determined. The Finance and Performance 
Committee will hold the organisation to account in adhering to these standards and practices.

• Ensure our procurement processes provide assurance that organisations are taking relevant 
steps to adhere to the standards including continuously reviewing the countries that our 
goods are sourced from and ensuring we are aware of high risk countries where modern 
slavery is prevalent. We will ensure that our suppliers adhere to the minimum labour 
standards set out in relevant international labour and human rights laws

• Make declarations and contractual provisions with existing healthcare commissioners to 
ensure they understand the Trust’s approach to the Act.

• In the case of children and young people at risk, adherence to the local authority 
Safeguarding Children Partnership multi-agency policies and procedures.

• In the case of adults at risk, adherence to the local authority Safeguarding Board multi agency 
policies and procedures

• All staff can access support in this regard by contacting the Named Safeguarding 
professionals.

• The Trust’s Whistleblowing Policy, which applies to all employees, consultants, contractors 
and agency staff who work for the Trust is accessible via the Trust’s intranet site. Alternatively 
concerns can be raised with the Trust’s Freedom to Speak Up Guardian.

• The Trust’s guidance for supporting and safeguarding victims of modern slavery, exploitation 
and human trafficking is available to all staff.

We will know the effectiveness of the steps that we are taking to ensure that slavery and/ or human 
trafficking is not taking place within our business supply chain if no reports are received from our staff, 
public or law enforcement agencies that indicate that modern slavery practices have been identified.

This statement is made pursuant to section 54(1) of the Modern Slavery Act 2015 and 
constitutes our slavery and human trafficking statement for the financial year ending March 
2025.

Approved by the Trust Board on 8 May 2025

Jackie Smith, Trust Chair Abigail Jago, acting Chief Executive Officer

Page updated: 
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Executive summary

Purpose of report: To provide the Board with assurance on safe working arrangements for resident 
doctors. 

Summary of key 
issues

• Safe working arrangements have been maintained

• An issue with availability of on call rooms have been addressed

• Pressures in the Maxillofacial service are ongoing but have been mitigated

• The exception reporting process will need to be adapted by 12th September 
2025 to meet new NHS Employer standards

Recommendation: The Board is asked to note the contents of the report.

Action required Approval        Information    Discussion  Assurance     Review             

KSO1:           KSO2:           KSO3:        KSO4:           KSO5:              Link to key 
strategic objectives 
(KSOs): Outstanding 

patient 
experience

World-class 
clinical 
services

Operational 
excellence

Financial 
sustainability

Organisational 
excellence

Implications

Board assurance framework: None

Organisational risk register: None

Regulation: None

Legal: None

Resources: HR/ recruitment for staffing levels and Estates and switchboard for 
on call room

Assurance route

Previously considered by: Quality and safety committee

Date: April 2025 Decision:

Next steps: NA
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Guardian of Safe working hours report

Executive summary
The Guardian of Safe Working reports into the Chief Medical Officer and works 
closely with the Director of Medical Education, HR, Medical Education and with 
resident doctors across all specialties. Appendices include reporting metrics for Q3 
and Q4 of 25. 

The Trust has maintained safe working arrangements for resident doctors throughout 
2024/25. Processes for exception reporting where resident doctors are working 
longer than contracted hours are in place. These processes will need to be adapted 
to new required standards by 12th September 2025.

Gaps in rotas have been filled with use of staff working on bank contracts. An issue 
arose around availability of on call rooms and this has been addressed with 
additional resource.There is ongoing work to address gaps in the maxillofacial 
service as recruitment to these roles can be challenging. 

Recommendation
The Board is asked to note the contents of the report.
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Introduction
This report is made jointly by the Guardian of Safe Working (GOSW) Miss Jennifer 
O’Neill and the specialist work force data provided by Abdisalam Sulaiman, Head of 
Medical Workforce.

High level data for QVH 

Number of doctors / dentists in training (total): 44*

Number of doctors / dentists in training on 2016 contract (total): 45*

Amount of time available in job plan for guardian to do the role: 0.75 PAs / 3 hours 
per week

Admin support provided to the guardian (if any): Ad hoc

Amount of job-planned time for educational supervisors: 0.25 PAs per 
trainee

*excludes Radiology HEE trainees, lead employer UHSx facilitates the exception 
reporting.    

a) Exception reports (all were regarding working hours breached and none for 
missed educational opportunities or breaks)

Exception reports by department

Specialty No. exceptions 
carried over from 
last report

No. exceptions 
raised

No. exceptions 
closed

No. exceptions 
outstanding

Anaesthetics 0 0 0 0

Maxillofacial 0 16 11 5

Orthodontic 0 0 0 0

Plastics 0 25 25 0

Total 0 31 31 5



Exception reports by grade

Specialty No. exceptions 
carried over 
from last report

No. exceptions 
raised

No. exceptions 
closed

No. exceptions 
outstanding

ST3 + 0 21 21 0

CT1-2 / ST1-2 0 10 5 5

Total 0 31 26 5

Exception reports (response time)

Addressed 
within 48 hours 

Addressed 
within 7 days

Addressed 8 to 
30 days

Addressed over 
30 days

Still open

All grades 5 12 8 1 5

b) Work schedule reviews

We have had no work schedule reviews in this quarter

c) Locum bookings

i) Bank

Locum bookings (bank) by department

Specialty Number of 
shifts 
requested

Number of 
shifts 
worked

Number of 
shifts given 
to agency

Number of hours 
requested

Number of 
hours worked

Anaesthetics 26 24 0 286.25 272.25

Maxillofacial 137 134 0 756 742.20

Orthodontics 0 0 0 0 0

Plastics 110 91 0 994.5 855

Total 273 249  0 2036.75 1869.45



Locum bookings (bank) by grade

Specialty Number of 
shifts 
requested

Number of 
shifts 
worked

Number of 
shifts given 
to agency

Number of hours 
requested

Number of 
hours worked

CT1-2* 84 82 0 953.75 1930

ST3 +* 189 167 0 1083 939

Total 273 249 0 2036.75 1869.45

*Includes Trust Grade doctors – Health Roster is not configured to identify HEE/Trust 
separately

* Increase in workload includes: Additional Clinics/Lists, WLI

** Other includes: Annual Leave, On Call, Special Leave, Study leave, Maternity

Locum bookings (bank) by department and reason

Specialty Vacancy Sickness Increased 
Workload*

Other ** Number of 
shifts

Anaesthetics 0 0 4 22 26

Maxillofacial 0 0 0 137 137

Orthodontics 0 0 0 0 0

Plastics 22 7 69 12 110

Total 22 7 73 171 273

Locum bookings (bank) by reason*

Specialty Number of 
shifts 
requested

Number of 
shifts 
worked

Number of 
shifts given 
to agency

Number of hours 
requested

Number of 
hours worked

Vacancy 22 18 0 200.5 180

Sickness 7 5 0 50 30.00

Increase in 
workload*

73 71 0 574.15 569.45

Other** 171 149 0 1211.5 1090

Total 273 249 0 2036.75 1869.45



* Increase in workload includes: Additional Clinics/Lists, WLI

** Other includes: Annual Leave, On Call, Special Leave, Study leave, Maternity

ii) Agency

Locum bookings (agency) by department

Specialty Number of shifts 
requested

Number of shifts 
worked

Number of hours 
requested

Number of hours 
worked

Anaesthetics 0.0 0.0 0.0 0.0

Maxillofacial 0.0 0.0 0.0 0.0

Orthodontic 0.0 0.0 0.0 0.0

Plastics 0.0 0.0 0.0 0.0

Radiology 0.0 0.0 0.0 0.0

Total 0.0 0.0 0.0 0.0

d) Vacancies

Vacancies by month

Specialty Grade Month 1 Month 2 Month 3 Total gaps 
(average)

Number of shifts 
uncovered*

Anaesthetics ST3+ 2 2 1 1.6 1

Maxillofacial Core CT1-2 1 0 0 0.00 11

Maxillofacial higher ST3+ 1 1 10 1 2

Plastic surgery core CT1-2 0 0 0 0.00 0

Plastic surgery higher ST3+ 36 36 57 43 7

Orthodontics ST3+ 0 0 0 0.00 0

Total 37 36 57 44 21

*Currently non reportable 

e) Fines

Please see Q4 report for fine data.



Qualitative information 
There are less hours of locum shifts for increased workload required from bank
doctors than in the previous quarter.

The maxillofacial oncology operations that run into the night are still a source of 
exception reports to be monitored and discussed again. Previously, it was felt that 
they were predictable, good experience and payment was acceptable. However, this 
may change from group to group, and there do need to be adequate rest periods.

Attendance at the Resident Doctor’s Forum needs to be encouraged, allowed and 
prioritized by all rota managers and consultants. We have lacked representation from 
Maxillofacial surgery (I think due to residents having to cover sickness causing rota 
issues) and this needs to be addressed going forward.

The Exception reporting posters and awareness fortnight in October/ November may 
have increased participation in the scheme but there are still many doctors working 
longer hours than their rota who do not exception report. We now plan to run a 
survey (using MS Forms) to try and get a picture of the true situation regarding this 
and to explore barriers to exception reporting.

Some educational supervisors are very good at meeting with trainees, discussing 
exception reports, resolving them and closing them off. However, sometimes the 
educational supervisor does not respond through the Allocate system. I always 
respond quickly as Guardian and I have the ability on the system to close the reports 
on behalf of the supervisor but this is not always appropriate for me to do as simple 
payment does not address the whole picture and it is important for this to be 
investigated and addressed within a department. 

Inductions are going well and are a good forum for the Guardian to meet with new 
trainees and discuss exception reporting, out-of-hours food and rest and on-call 
facilities.  
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Introduction
This report is made jointly by the Guardian of Safe Working (GOSW) Miss Jennifer 
O’Neill and the specialist work force data provided by Lydia Rome, Medical 
Workforce Administrator

High level data for QVH

Number of doctors / dentists in training (total): 46*

Number of doctors / dentists in training on 2016 contract (total): 46*

Amount of time available in job plan for guardian to do the role: 0.75 PAs / 3 hours 
per week

Admin support provided to the guardian (if any): Ad hoc

Amount of job-planned time for educational supervisors: 0.25 PAs per 
trainee

*excludes Radiology HEE trainees, lead employer UHSx facilitates the exception 
reporting.    

a) Exception reports (with regard to working hours)

Exception reports by department

Specialty No. exceptions 
carried over from 
last report

No. exceptions 
raised

No. exceptions 
closed

No. exceptions 
outstanding

Anaesthetics 0 0 0 0

Maxillofacial 0 5 5 0

Orthodontic 0 0 0 0

Plastics 0 10 10 0

Total 0 15 15 0



Exception Reports for Hours breached or work pattern this Q only 

Specialty No. exceptions raised No. exceptions outstanding

Anaesthetics 0 0

Maxillofacial 5 0

Orthodontic 0 0

Plastics 10 0

Total 15 0

Exception reports for missed Education and Training this Q only 

Specialty No. exceptions raised No. exceptions outstanding

Anaesthetics 0 0

Maxillofacial 0 0

Orthodontic 0 0

Plastics 0 0

Total 0 0

Exception reports by grade

No. exceptions 
carried over 
from last report

No. exceptions 
raised

No. exceptions 
closed

No. exceptions 
outstanding

ST3 + 0 10 10 0

CT1-2 / ST1-2 0 5 5 0

Total 0 15 15 0

Exception reports (response time)

Addressed 
within 48 hours 

Addressed 
within 7 days

Addressed 8 to 
30 days

Addressed over 
30 days

Still open

All grades 3 5 6 1 0



b) Work schedule reviews

We have had no work schedule reviews in this quarter.

c) Locum bookings

i) Bank

Locum bookings (bank) by department

Specialty Number of 
shifts 
requested

Number of 
shifts 
worked

Number of 
shifts given 
to agency

Number of hours 
requested

Number of 
hours worked

Anaesthetics 40                     
33

2 436.5 345.5

Maxillofacial 46 35 0 223                         
168

Orthodontics 0 0 0 0.00 0.00

Plastics 48                    
42

0                    491 436

Total 134 110 2 1063 925

Locum bookings (bank) by grade

Specialty Number of 
shifts 
requested
Filled bank + 
agency

Number of 
shifts 
worked
Filled bank 
and agency

Number of 
shifts given 
to agency 
filled+unfille
d(agency)

Number of hours 
requested 
filled+unfilled 
b+a

Number of 
hours worked
Filled b+a

CT1-2* 62 45 0 400.50                   
290.50

ST3 +* 72 62 2 750 659

Total 134 110 2 1150.5 949.5
*Includes Trust Grade doctors – Health Roster is not configured to identify HEE/Trust 
separately

Locum bookings (bank) by reason*

Specialty Number of 
shifts 
requested

Number of 
shifts 
worked

Number of 
shifts given 
to agency

Number of hours 
requested

Number of 
hours worked

Vacancy 25 14 0 153.5 98.50

Sickness                      
15

11 0 191.50 156.50



Increase in 
workload*

43                   
32

2 362.5 261.5

Other** on call 51 50 0 443 433

Total 134 107 2 1150.5 949.5

* Increase in workload includes: Additional Clinics/Lists, WLI

** Other includes: Annual Leave, On Call, Special Leave, Study leave, Maternity

* Increase in workload includes: Additional Clinics/Lists, WLI

** Other includes: Annual Leave, On Call, Special Leave, Study leave, Maternity

ii) Agency

Locum bookings (agency) by department

Specialty Number of shifts 
requested

Number of shifts 
worked

Number of hours 
requested

Number of hours 
worked

Anaesthetics 9 7 94 76

Maxillofacial 1 0.0 10 0.0

Orthodontic 0.0 0.0 0.0 0.0

Plastics 0.0 0.0 0.0 0.0

Radiology 0.0 0.0 0.0 0.0

Total 9 7 94 76

Locum bookings (agency) by grade

Specialty Number of shifts 
requested

Number of shifts 
worked

Number of hours 
requested

Number of hours 
worked

CT1-2 0 0 0 0

Locum bookings (bank) by department and reason

Specialty Vacancy Sickness Increased 
Workload*

Other ** Number of 
shifts

Anaesthetics 0 0 9 22 31

Maxillofacial 20 0 3 2 25

Orthodontics 0 0 0 0 0

Plastics 3 15 32 5 55

Total 23 15 44 29 111



ST3-8 9 7 94 76

Total 9 7 94 76

Locum bookings (agency) by reason

Specialty Number of shifts 
requested

Number of shifts 
worked

Number of hours 
requested

Number of hours 
worked

Vacancy 0.0 0.0 0.0 0.0

Sickness 0.0 0.0 0.0 0.0

Total 0.0 0.0 0.0 0.0

Locum work carried out by trainees

d) Vacancies

Vacancies by month

Specialty Grade Month 1 Month 2 Month 3 Total gaps 
(average)

Number of shifts 
uncovered*

Anaesthetics ST3+ 11 14 13 12.6 1

Maxillofacial Core CT1-2 7 11 27 15 11

Maxillofacial higher ST3+ 32 33 19 28 0

Plastic surgery core CT1-2 51 45 16                   
37.3

6

Plastic surgery higher ST3+ 0 9 31 13.3 7

Orthodontics ST3+ 0 0 0 0 0

Total 101 112 106 106.2 25

*Currently non reportable 

e) Fines

Fines by department

Department Number of fines levied Value of fines levied

OMFS 3 £204.86

Total 3 £204.86



Fines (cumulative) 

Total fines 
levied, as of 
end of last 
quarter  - 
since 4/2/21 

Fines this quarter Disbursements 
this quarter

Total 
disbursements 
including this 
quarter

Fine balance at 
the end of this 
quarter

£12,741.19 £204.86 £823.86 £11552.44 £1393.61

Qualitative Information
Rota gaps in Maxillofacial Surgery
Please note the maxillofacial vacancies which exist at both core and registrar grade 
level. These show up on here as internal locum shifts.

At the Resident Doctor Forum and Local Academic Board meeting this was 
highlighted as impacting on schedules and educational opportunities and study leave 
opportunity.

Improvement
At the maxillofacial Local Faculty Group there was a good discussion about the long 
oncology cases and good support from the consultants and rota team for the needs 
of the residents and rest periods.

Excellent Educational Supervisor engagement with exception reporting was achieved 
after GOSW sent information emails on this. Further contact will be needed given 
updated guidance due to be implemented in September. 

Attendance at the Resident’s doctor forum improved after GOSW and the education 
team previously raised the lack of attendance and the need for doctors to be freed 
from the rota to attend.

The longstanding issue of WiFi access in Meridian Way has been fully explored and 
the result is that a dongle is being purchased to attach to each room key.

Survey findings
Some doctors’ exception report regularly and some never report. GOSW conducted a 
survey to try and work out barriers to exception reporting and awareness. Although 
response rate was not high (11 residents) it highlighted that there are more excess 
hours being worked than exception reported.

Sometimes residents feel uncomfortable or discouraged from submitting exception 
reports – we have been working hard to change that culture at every meeting, 
induction and by exception reporting fortnight posters and conversations. We are 
ensuring all have their logins (and know they have them and how to use them) at 
induction.



Upcoming changes to Exception Reporting
Please note that GOSW has noted and passed on information that the trust will have 
an employer’s responsibility to change the exception reporting process by 12th 
September in line with the new rules.  The link to the information on this is here:  
https://www.nhsemployers.org/system/files/2025-03/Framework-agreement-
exception-reporting-2025.pdf

https://gbr01.safelinks.protection.outlook.com/?url=https%253A%252F%252Fwww.nhsemployers.org%252Fsystem%252Ffiles%252F2025-03%252FFramework-agreement-exception-reporting-2025.pdf&data=05%257C02%257Cjennifer.o%2527neill1%2540nhs.net%257C4485ab346a4b4a4a13cf08dd74874768%257C37c354b285b047f5b22207b48d774ee3%257C0%257C0%257C638794846538707214%257CUnknown%257CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%253D%253D%257C0%257C%257C%257C&sdata=UlGmAg2dUlhRK22Zk0Z9ogg0slXf5Zi8OMObL3FM2Fw%253D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%253A%252F%252Fwww.nhsemployers.org%252Fsystem%252Ffiles%252F2025-03%252FFramework-agreement-exception-reporting-2025.pdf&data=05%257C02%257Cjennifer.o%2527neill1%2540nhs.net%257C4485ab346a4b4a4a13cf08dd74874768%257C37c354b285b047f5b22207b48d774ee3%257C0%257C0%257C638794846538707214%257CUnknown%257CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%253D%253D%257C0%257C%257C%257C&sdata=UlGmAg2dUlhRK22Zk0Z9ogg0slXf5Zi8OMObL3FM2Fw%253D&reserved=0
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Appendices: Appendix one- Organisational risk register

Executive summary

Purpose of report: The Organisational risk register as at 1 May 2025 is presented to the Board for 
review.

Summary of key 
issues

• Currently the highest scoring open risk is risk 16 (mental capacity 
assessment not being carried out), however there are two new high scoring 
risks to be added to the organisational risk register. Risk 148 is regarding 
delivery of the cost improvement plans (CIPs) which has an initial proposed 
score of 20 and will be the Trust’s highest scoring risk. Risk 149 is regarding 
the current assumptions for the elective recovery funding (ERF) in the 
2025/26 plan not being agreed and has an initial proposed score of 16 (see 
new risks)

• Risks 125 (lack of SLA with mental health provider), 138 (failure to deliver the 
EPR programme) and 139 (electrical fire) have been added to the register 
since the last review

• Risk 137 (there is a risk that the Trust will not be able to submit a breakeven 
plan for 2025/26) has been  proposed for closure due to a breakeven plan 
being submitted

• The current score for risk 11 (relationship between the Board and Council of 
Governors) has been reduced from a 12 to an 8

• The current score for risk 14 (non-compliance with governing documents) has 
been reduced from at 16 to a 12

• The current score for risk 115 (delivering breakeven for 2024/25) has been 
reduced from a 12 to an 8

Recommendation: The Board is asked to note the contents of the report.

Action required Approval        Information    Discussion  Assurance     Review             

KSO1:           KSO2:           KSO3:        KSO4:           KSO5:              Link to key 
strategic objectives 
(KSOs): Outstanding 

patient 
experience

World-class 
clinical 
services

Operational 
excellence

Financial 
sustainability

Organisational 
excellence

Implications

Board assurance framework: Organisational risks to be linked to the BAF
BAF risks being updated

Organisational risk register: Appendix one

Regulation: CQC well led
Risk management framework

Legal: None

Resources: None

Assurance route



Previously considered by: ECQR, ELT, Quality and safety and Finance and performance 
committees

Date: April 2025 Decision:

Report to: Board of Directors
Agenda item: 9-25

Date of meeting: 08 May 2025
Report from: Executive risk owners

Report author: Leonora May, Company secretary
Date of report: 1 May 2025

Appendices: Appendix one- Organisational risk register

Organisational risk register

Introduction and background
The organisational risk register as at 1 May 2025 is presented for information. The 
full register is included with this report as appendix one.

Organisational risks are either risks which score more than 15 or those that require 
organisational wide oversight due to organisation wide action required, significant 
spend on controls or where there is requirement to aggregate multiple local risks. 

The Executive committee for quality and risk (ECQR) reviews the Organisational risk 
register monthly and approves risks for inclusion or removal from the Organisational 
risk register.

The relevant organisational risks have been reviewed by the Finance and 
performance committee and Quality and safety committee at recent meetings.

Risks
• There are currently 21 open risks on the organisational risk register and all 

open risks have been reviewed and approved by the Executive committee for 
quality and risk (ECQR)

• Currently the highest scoring open risk is risk 16 (mental capacity assessment 
not being carried out), however there are two new high scoring risks to be 
added to the organisational risk register. Risk 148 is regarding delivery of the 
cost improvement plans (CIPs) which has an initial proposed score of 20 and 
will be the Trust’s highest scoring risk. Risk 149 is regarding the current 
assumptions for the elective recovery funding (ERF) in the 2025/26 plan not 
being agreed and has an initial proposed score of 16 (see new risks below)

• Risks 125 (lack of SLA with mental health provider), 138 (failure to deliver the 
EPR programme) and 139 (electrical fire) have been added to the register 
since the last review

• Risk 133 (inability to recruit to roles) has been added to the register since 
review by the Finance and performance committee following agreement by 
the ECQR

Changes to risk scores during the period
• The current score for risk 11 (relationship between the Board and Council of 

Governors) has been reduced from a 12 to an 8 given the results of the most 
recent Council of Governors effectiveness review which were positive and 
demonstrate positive a positive relationship between the Board and Council of 



Governors. This risk is now at its target score but it is proposed that it should 
remain on the organisational risk register for continued monitoring

• The current score for risk 14 (non-compliance with governing documents) has 
been reduced from at 16 to a 12 given work completed to address 
weaknesses in value for money arrangements including work to minimise 
single tender waivers, the development of a reliable contracts database and 
additional process and oversight by governance and finance teams

• The current score for risk 115 (delivering breakeven for 2024/25) has been 
reduced from a 12 to an 8 given that the initial draft accounts have been 
submitted and are breakeven which significantly reduces the risk

Heat map

ConsequenceLikelihood
Negligible Minor Moderate Major Catastrophic

Almost 
certain
Likely 88

125
16
149*
137

148*

Possible 48
73

14
47
121
17
38
117

49
53
54
132
139

Unlikely 77
133

11
115

138

Rare

*new risks to be added to the organisational risk register

Risks closed and removed from the organisational risk register
• Risk 137 (there is a risk that the Trust will not be able to submit a breakeven 

plan for 2025/26) has been  proposed for closure due to a breakeven plan 
being submitted

New risks to be added to the organisational risk register
The following risks will be presented for approval to go onto the organisational risk 
register at the next Executive committee for quality and risk meeting and if approved 
will be included in the register submitted to the next meeting:



Recommendation
The Board is asked to note the contents of the report.

Risk ID Risk Stage Risk Description - Cause Risk Description - Risk Risk Description - Effect Risk Register Type
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Risk 00000148 Approval

Due to the significant level of the CIP 
programme in 2025/26 and the required 
phasing of the programme

There is a risk that the Trust will be 
unable to deliver the full value of CIP 
or that a significant proportion will be 
non-recurrent

Which may result in failure to deliver 
the Trust break even plan which would 
lead to additional external financial 
controls on the Trust, critical cash 
issues, restriction in capital and an 
increase in the underlying run rate. Organisational 5 4 20

Risk 00000149 Approval

Due to uncertainty regarding the 
contractual arrangements for ERF 
funding and the ICB financial positions

There is a risk that the current 
assumptions for ERF funding in the 
Trust plan are not agreed

Which may result in failure to deliver 
the break even position, to meet 
performance targets and fund 
unavoidable cost pressures. Organisational 4 4 16



Risk ID Risk Stage Risk Description - Cause Risk Description - Risk Risk Description - Effect Risk Register Type
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Latest Update Comments Risk type Risk Substype

Risk 00000011 Open

Due to ineffective communication or a 

breakdown in trust

There is a risk that there may be a 

breakdown in the effective working 

relationship between the Board and the 

Council of Governors

Which may result in further formal 

regulatory action impacting on the 

reputation and sustainability of the Trust Organisational 5 3 15 4 2 8 4 2 8 31/03/2025 Leonora May Leonora May

Code of conduct for governors 

 Code of governance for NHS provider trusts 

 Development of Trust strategy 

 People 

 Relationship building between Board and Council 

of Governors

Score reduced from 12 to 8 given results of most 

recent Council of Governors effectiveness review and 

feedback on relationships. Risk to remain on risk 

register for continued monitoring. Regulatory and Compliance External regulatory standards

Risk 00000014 Open

Due to a culture of non-compliance with 

processes and procedures

There is a risk of a non-compliant event 

involving SFIs or scheme of delegation and 

reservation of powers

Which may result in regulatory action 

including fines, adverse publicity or impact 

to reputation Organisational 4 3 12 4 3 12 4 2 8 30/06/2025 Leonora May Leonora May

Audit and risk committee 

 Scheme of delegation and reservation of powers 

 Standing financial instructions

Board level review of 

Scheme of delegation 

and reservation of 

powers 

 Longer term actions to 

address wider cultural 

issues 0 2

Score reduced from 16 to 12 given work completed to 

address weaknesses in value for money arrangements 

including work to minimise single tender waivers, the 

development of a reliable contracts database and 

additional process and oversight by governance and 

finance teams Regulatory and Compliance External regulatory standards

Risk 00000016 Open

Due to the structure and timeframes of the 

patient pathway

There is a risk that mental capacity 

assessments are not being routinely 

undertaken when required 

This may result in either absence of valid 

consent for procedures that are undertaken 

or procedures being declined without 

patient having capacity to do so, which may 

result in patients being unable to continue 

with treatment or procedure being 

completed without full compliance with the 

MCA Organisational 4 5 20 4 4 16 3 1 3 28/06/2025 Edmund Tabay Ian Cruickshank

Awareness training 

 MCA compliance audit 

 MCA lead 

 MCA training for consultants

Repeat the Audit of 

compliance  

 Set up task and finish 

group to review 

processes nd patient 

pathways to identify 

opportunities  

 MCA training 0 3

Risk reviewed. No change with the scores. Task and 

finish group meeting scheduled in April 2025 to 

support addressing the  issue.

Reviewed Risk and residual score after mitigations. 

Reduced to 16. Policy updated and changes to 

training. Audit data presented to clinical teams.

MCA policy approved, awaiting new MCA document 

sign off.

Patient safety, outcomes and 

experience Clinical safety/quality of care

Risk 00000017 Open

Due to the potential for individuals not 

feeling safe to speak up

There is a risk that staff may not speak up 

with concerns 

Which may result in concerns not being 

addressed leading to patient safety issues, 

staff safety issues, reputational damage Organisational 4 4 16 4 3 12 4 1 4 18/12/2025 Edmund Tabay Edmund Tabay

Cultural transformation steering group 

 External FTSU Guardian 

 FTSU engagement 

 FTSU policy 

 Monitoring of FTSU referrals

Implement FTSU 

engagement plan 

 Board engagement 

plan 

 Organisational culture 

assessment 0 3

Risk reviewed. Scores remain the same currently.  

Controls have been implemented and there is a 

regular update of  FTSU that goes to the Executive 

Leadership Team and the Trust Board. Controls have 

been implemented  but will require information to 

determine if these are working. The external service 

has only been implemented for about 12 months. Regulatory and Compliance External regulatory standards

Risk 00000038 Open

Due to insufficient and inadequate space 

on Peanut ward to meet the individual care 

needs of both children who are inpatients 

and those who need to be seen in an 

outpatient setting for surgical assessment.

There is a risk that the environment on 

Peanut ward is not appropriate for children 

or their families, particularly those with 

additional needs. There is a further risk that 

due to limitations in Peanut space that 

children are alternatively cared for in areas 

which are not adequately set up for 

paediatric care and do not have sufficient 

staff clinically skilled to support the holistic 

care of children.

Which may result in children's care being 

compromised by limitations in the  physical 

estate available to support them. This may 

lead to limitations in access to 

appropriately trained paediatric staff in an 

outpatient setting which may compromise 

individualised care and privacy for children 

and their families and, potentially impact 

on safeguarding processes.

Organisational 4 4 16 4 3 12 3 2 6 16/05/2025 Tamara Everington Rosie Lindley

Monitoring throughput within ward 

 Process for paediatric admission, stay and 

discharge 

 Risks to paeditatric

Review provision for 

Paediatrics across QVH 

(strategic priority for 

year one) 0 1

Reviewed by Jane Dickson and Tamara Everington. 

Included risks from Peanut Ward care for inpatients as 

well as the outpatient risk. Owner changed to TE.

Discussed risk and is a cross-directorate risk, therefore 

more appropriate to add to Organisational Risk 

Register for organisational oversight. Scheduled for 

approval at next ECQR on 18/11/24

Estates infrastructure and 

environment

Property maintenance and 

management

Risk 00000047 Open

Due to the age and construction of existing 

electrical cabelling and infrastructure on 

site

There is a risk of multiple failures of the site 

electrical systems

Which may result in loss of electrics, 

increased costs for repairs, potential injury 

to staff due to wiring faults Organisational 4 4 16 4 3 12 3 2 6 31/12/2025 Claire Lowe Claire Lowe 47 Fixed wire

Specification for works 

to be written 0 1

The estates team have engaged with specialist 

contractors and consultants and have inspected the 

electrical infrastructure in more detail, this has 

enabled the Estates team to upgrade the power 

availability from the utility company UKPN to 700kva 

from 400kva at DSS1. Further works are required to 

upgrade the sub mains switch rooms and cupboards 

across the site to lower the risk further.

Electrical inspections and replacement infrastructure 

electrical equipment currently being tendered

Electrical inspections currently being tendered

Estates infrastructure and 

environment

Property maintenance and 

management

Risk 00000048 Open

Due to the lack of a L1 fire alarm system 

across all areas of the site, faults with 

existing fire alarm cabling and fire alarm 

panels

There is a risk that a fire could occur and 

the fire alarm system may not alert the 

area(s) appropriately

Which may result in risks to those on site, 

switchboard not being notified of a fire 

activation, fire enforcement action, damage 

to the estate Organisational 3 3 9 3 3 9 2 2 4 30/09/2025 Claire Lowe Claire Lowe 48 Fire alarm system

Fire alarm panels and 

communication system 

to be replaced 0 1

Chubb have undertaken significant works on the 

network cabling that have removed the faults on the 

fire alarm system, with the sounder circuits working 

correctly across site at this time of writing

Chubb Fire are currently undertaking the installation 

of a new network cabling system and panel 

replacement project, this will reduce the risk of fire 

alarm system failure. The Trust are also undertaking 

the acceleration of the remaining areas across site to 

be upgraded to an L1 fire alarm system, with 

Rowntree being started within January 20205.

Upgraded to Organisational Register due to risk score 

increase

Issues with fire alarm system identified on 22/11/24.  

Current risk score therefore increased and risk slightly 

re-worded to add in issues with cabling and panels

Fire alarm works underway, estimated completion Feb 

25

Estates infrastructure and 

environment

Property maintenance and 

management

Risk 00000049 Open

Due to the incorrect installation of the fire 

damper system, areas without current 

coverage, lack of previous maintenance

There is a risk that fire dampers may fail to 

operate in the event of a fire

Which may result in fire spreading, harm to 

individuals, loss of services and resulting 

impacts Organisational 5 3 15 5 3 15 3 2 6 30/09/2025 Claire Lowe Claire Lowe 49 Dampers

Replace and repair 

dampers 0 1

The estates team have engaged an external 

professional team due to the lack of an in house fire 

officer, this is required to provide technical design and 

formal strategy around the installation of the new fire 

damper systems needed across site.

Surveys complete.  Awaiting programme of works

Estates infrastructure and 

environment

Property maintenance and 

management

Risk 00000053 Open

Due to the heating and hot water systems 

running on gas only (no dual fuel capability)

There is a risk that the site suffers a loss of 

heating and hot water systems in the event 

of a gas outage 

Which may result in the inability to 

continue to delivery services, financial and 

reputational impact Organisational 5 3 15 5 3 15 5 1 5 31/03/2026 Claire Lowe Claire Lowe 53 Energy centre

Establish funding for 

energy centre 0 1

The estates team have designs and plans in action to 

install new electric heaters through out the hospital, 

this will include new electric waters heaters also, this 

will reduce the reliance on GAS heating only, this also 

feeds into the NHS Green Plan in terms of 

decarbonisataion.

Energy centre required to remove risk

Estates infrastructure and 

environment

Property maintenance and 

management

Risk Register ORGANISATIONAL
DATE DOWNLOADED 1 MAY 2025| TIME DOWNLOADED 16.00



Risk 00000054 Open

Due to the age and condition of some 

boilers on site, and inability to obtain 

replacement parts

There is a risk that a boiler might fail and 

require full boiler replacement

Which may result in financial impact, 

impact to services and resulting impacts Organisational 5 5 25 5 3 15 2 2 4 31/03/2026 Claire Lowe Claire Lowe

54 Energy Centre 

 54 Temporary boilers

Seek funding for new 

energy centre (£4.5m) 0 1

The estates team are waiting budget allocation / 

funding for a new energy centre, this will fully upgrade 

the current GAS boiler systems across site.

We have installed a 2MW temporary boiler and pipe 

work system to reduce the risk of failure

Temporary boilers being installed in areas where 

boilers have failed completely

Estates infrastructure and 

environment

Property maintenance and 

management

Risk 00000073 Open

Due to limited dedicated EPRR resources 

and skills and experience of trust staff

There is a risk that the trust may not be 

able to maintain full compliance rating for 

EPRR.

Which may result in reputational damage 

to the trust. Organisational 4 3 12 3 3 9 3 2 6 31/03/2026 Kirsten Timmins Ashley Hunt

EPRR exercising schedule 

 EPRR policy and procedures in place 

 EPRR resources 

 On call rota TNA

Recruitment of 

substantive EPRR 

officer 

 Internal resources 0 2

Risk has not increased given we did not have a specific 

EPRR lead previously. Resource conversations are 

taking place to ensure the trust is implementing the 

actions from the previous annual assurance review.

Upgrading risk given decision not to go out for 

recruitment for an EPRR lead. Conversations will need 

to follow about internal resourcing this work.

Risk approved for escalation to the Organisational Risk 

Register at the ECQR 16/12/24

No changes to current risk score, although JD is 

currently with HR for evaluation. Regulatory and Compliance External regulatory standards

Risk 00000077 Open

Due to a larger overall patient waiting list 

following the pandemic and the increased 

complexity of patient treatments, 

fluctuating demand and capacity

There is a risk that patients may come to 

harm whilst waiting for treatment

Which may result in delayed patient 

treatment, potential patient harm, 

reputational impact Organisational 5 3 15 3 2 6 2 2 4 31/03/2026 Kirsten Timmins Victoria Worrell

Waiting list management action plan 

 Weekly access meeting 

 Weekly RTT PTL meeting

Weekly update to COO 

and CMO 0 1

Risk approved for escalation to the Organisational Risk 

Register at the ECQR 16/12/24

Patient safety, outcomes and 

experience Clinical safety/quality of care

Risk 00000088 Open

Due to challenges in performance resulting 

from internal and external factors

There is a risk we fail to deliver compliance 

with operational and NHS constitutional 

standards in relation to performance

Which may result in a negative impact in 

patient outcomes/experience, reputational 

impact, financial impact Organisational 4 4 16 4 3 12 3 3 9 31/03/2026 Kirsten Timmins Victoria Worrell

88 Policy and training 

 88 Referral to Treatment monitoring 

 88 Reporting of data to Sussex ICB 

 88 Reporting to clinical governance meetings 

(Plastics) 

 88 Reporting to weekly system DMO1 and sleep 

planning meeting 

 Improved operational governance 

 Internal Audit

Cancer Action Plan 

 Waiting List Action Plan 

 Delivery in 2024/25 1 2

The trust has met key targets for UEC, cancer, DM01. 

65ww has been a key focus for 2025/26,  and the 

trust has delivered

The trust has met key targets for UEC, cancer, DM01. 

65ww has been a key focus for 2025/26,  and the 

trust has delivered

Risk approved for escalation to the Organisational Risk 

Register at the ECQR 16/12/24 Governance and sustainability Organisational sustainability

Risk 00000115 Open

Due to the additional unexpected costs, 

NHS financial/activity pressures or inability 

to deliver the activity plan. 

There is a risk that the Trust will fail to 

deliver a breakeven or better position

Which may result in additional financial 

restrictions and controls being 

implemented by the ICB or NHSE. Organisational 4 3 12 4 2 8 4 2 8 30/05/2025 Jon Bell Jonathan Wharton

Nationally allocated funding 

 Q4 Cost improvement programme

Complete national 

funding evaluation 

 Evaluation of cost 

improvement plans 0 2

Initial draft accounts have been submitted and are 

break even. Finalisation of numbers and Audit are still 

required but draft significantly reduces the risk Finance Budgetary control

Risk 00000117 Open

Due to the lack of a strategic overview of 

medical devices across the trust (age, 

condition etc.) and the lack of a capital 

replacement plan for Medical Device 

replacement

There is a risk that our Medical devices may 

fail to the point where we cannot repair 

due to age and unavailability of the parts of 

the device

Which may result in service delivery 

disruption to our patients Organisational 4 4 16 4 3 12 3 2 6 30/07/2025 Edmund Tabay Jan Somera

117 Finance capital replacement plan 

 117 Finance planning 

 117 Medical Devices register

Reinstigated  the 

medical devices  under 

the leadership of the 

Interim CNO 

 Pull together a tender 

specification for the 

medical devices 

contract  

 Engaging with the 

current contract 

supplier to improve 

service level  

 Working with contract 

supplier ( Avensys) to 

ensure that asset 

register  is up to date 3 1

The score remains the same.  There are clinical and  

medical devices that have already been purchased  in 

the last financial  year capital fund but recognising 

that there are still devices that require replacement. 

Medical and clinical devices group meeting in place.

Due to the capital spending for clinical and medical 

devices this year, the risk score is reduced

Patient safety, outcomes and 

experience Clinical safety/quality of care

Risk 00000121 Open

Due to end of life contract for supplier of 

Paging system infrastructure and no 

availability of parts, if the system fails there 

is no guarantee of repair 

There is a risk that the paging system fails, 

Business continuity response will be 

instigated. A new supplier has been sourced 

and a contract signed for new pagers which 

will be implemented in 2025/26. 

Emergency page not received by 

Resuscitation team Organisational 4 3 12 4 3 12 4 2 8 30/09/2025 Kirsten Timmins Bill Gordon Ashley Hunt 

Scope to understand 

number of pagers 

required for 

emeregency response 

teams  

 Identify alternative 

supplier for pager 

solution and place 

order  

 Scope and agree 

alternative solution for 

those not on 

Resuscitation team  

 Replacement bleep 

system  

 Contract in place 2 3

Kick off meeting with supplier on 9th May. Expected 

lead time to start project in 2 weeks. Plan to go live in 

Sept 2025

Order has been place and received (5 year contract)

A company has been identified and a contract signed 

for new pagers to be delivered in early 2025/26.

Replacement of bleep system on priority one for 

purchase by the financial year end

Patient safety, outcomes and 

experience Clinical safety/quality of care

Risk 00000125 Open

Due to lack of an SLA with a mental health 

provider

There is a risk that patients suffering a 

mental health crisis or requiring mental 

health support whilst undergoing an 

inpatient stay may not get the help they 

need

Which may result in inappropriate transfers 

of care or inability to provide targeted 

interventions that improve the patient's 

recovery and rehabilitation Organisational 3 4 12 3 4 12 2 3 6 01/10/2025 Tamara Everington Tamara Everington

Access to agency RMNs 

 Psychology services input for patients with MH 

difficulties 

 SLA with SPFT for mental health liaison SLA with SPFT 0 1

Target date of  01/04/2025 for achieving this has not 

been met due to the complexity involved in rebuilding 

and developing an SLA with the mental health 

provider, as well as financial challenges. A revised 

target date has now been set.

Rebuilding SLA is a cost pressure that needs to be 

balanced against other priorities with potential 

benefits.

Patient safety, outcomes and 

experience Clinical safety/quality of care

Risk 00000132 Open

Due to competing internal and external 

priorities, such as internal organisational 

priorities, financial resources, adherence to 

planning guidance priorities

There is a risk that the implementation of 

the QVH strategy is delayed or unable to 

progress 

Which may result in failure to deliver the 

QVH strategy, reputational impact, 

uncertainty for the future direction or 

financial impact Organisational 5 3 15 5 3 15 4 2 8 30/09/2025 Abigail Jago Kathy Brasier

132 Accountability and ownership 

 132 Driving performance through strategy 

 132 External engagement 

 132 Financial sustainability 

 132 Internal engagement 

 132 Priority development

Operational Plan 

 Stress test of approved 

organisational strategy 

2025-30 0 2 Governance and sustainability Organisational sustainability

Risk 00000133 Open

Due to the impact of national shortages of 

specific roles (eg radiology, sonography, 

histopathology, sleep physiologist). 

There is a risk that if these roles become 

vacant we may not be able to recruit to 

them in a timely manner. 

Which may result in increased waiting times 

for patients, cancellation of clinics / 

appointments. Increase in temporary 

staffing costs to cover the roles. Organisational 3 3 9 3 2 6 2 2 4 31/03/2026 Helen Edmunds Helen Edmunds

Apprenticeships to support growing our own 

 System networks for hard to recruit roles

Undertake succession 

planning across 

directorates 0 1 Workforce Recruitment and retention

Risk 00000138 Open

Due to various internal and external factors 

around the delivery of the EPR programme 

(e.g. funding, medical engagement, benefits 

realisation)

There is a risk of failure to deliver the EPR 

programme 

Which may result in impact to patient care, 

reputational impact, impact on strategy, 

challenges with partnership working, lack of 

data driven culture, digital maturity, staff 

recruitment/retention, legacy software 

challenges Organisational 5 3 15 5 2 10 5 1 5 30/11/2025 Tamara Everington Bill Gordon

138 External assurance 

 138 Governance and reporting 

 138 Programme plan and risk register 

 138 Programme resource

Revised Business Case 

summary 0 1 Autumn go live now approved by Trust Board

Information technology and 

digital

Digital transformation and 

innovation

Risk 00000139 Open

Due to the age and design of the electrical 

cabling and switch room equipment within 

the American Wing radiology department There is a risk of an electrical fire 

Which may result in loss of life and 

property Organisational 5 3 15 5 3 15 5 1 5 04/12/2025 Claire Lowe Peter Boag

Fire detection within room and adjacent rooms. 

Weekly visual inspection by estates management 

team to confirm no damage to electrical 

equipment within room has been put on the PPM 

system

The cabling is red and black cables which high light 

the need for a full rewire of the space, currently 

the electrical equipment is also over 50 years old 

and poses a considerable risk of fire

Estates infrastructure and 

environment Estates development
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Executive summary

Purpose of report: To provide a summary of the final 2025/26 business plan 

Summary of key 
issues

• The Trust submitted the final finance, activity and operating plan for 2025/26 
on the 30th April 2025.

• The plan as submitted shows a breakeven position on income and 
expenditure, with a cost improvement programme of £7.5m and a capital 
programme of £26.4m.

• The cost improvement programme was increased by £0.3m in the final 
submission to contribute to addressing the sector deficit. The total CIP at 
£7.5m represents 6% of operating expenditure. The latest assessment of the 
CIP is that 37% is high risk and 11% remains unidentified.

• The activity plan reflects the activity levels required to deliver the 
performance targets in 2025/26 and includes additional ERF activity of £2.4m 
that has not yet been agreed with commissioners. The total elective activity in 
the plan is 128% of 19/20 activity levels, an additional 6% on 2024/25 out-
turn.

• The plan shows compliance with all relevant performance targets. 
• The workforce plans triangulate to the finance and activity plans and show a 

net reduction of 32 WTE across the year.

Recommendation: To note the report and ratify the plan submission.

Action required Approval        Information    Discussion  Assurance     Review             

KSO1:           KSO2:           KSO3:        KSO4:           KSO5:              Link to key 
strategic objectives 
(KSOs): Outstanding 

patient 
experience

World-class 
clinical 
services

Operational 
excellence

Financial 
sustainability

Organisational 
excellence

Implications

Board assurance framework: KSO1. KSO2, KSO3, KSO4, KS05

Corporate risk register: none

Regulation: none

Legal: none

Resources: none

Assurance route

Previously considered by: Executive Leadership Team/Finance and Performance Committee

Date: 14/04/25;
25/04/25

Decision: Noted

Next steps: Finalise and sign off directorate budgets; progress CIP 
development and delivery
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QVH 2025/26 Business Plan Summary

This paper summarises the final business plan submitted by QVH for 2025/26.

1. Business Planning for 2025/26 Submission

For 2025/26 QVH submitted the final financial, activity and workforce plan to the ICB and 
then subsequently to NHSE on the 30th April 2025. The final plan that was submitted 
contained:

• Overall income and expenditure position of breakeven
• A Cost Improvement Programme (CIP) of £7.5m or 6% of operating expenditure
• Capital programme of £26.4m, including CDC capital
• Activity plans to deliver compliance with performance standards
• Workforce plans showing a net reduction of 32 WTE

The main change from the plan submitted on the 27th March has been to reflect the saving on 
the boiler in the CIP programme (£0.4m) and to increase the CIP target by £0.3m. The deficit 
support received from Sussex ICB was reduced by a corresponding £0.3m, to £1.5m, as the 
Trust’s contribution to closing the overall sector deficit while maintaining a breakeven plan.

2. Financial Plan Summary

Financial Position

The table below shows the financial submission that was made to NHSE on the 30th April. 
The Trust has agreed a breakeven plan for 2025/26 while recognising that there are 
significant risks to achieving this plan. The plan has been phased across the year, to reflect 
savings and income profiles, which has led to some months of the year where the Trust is 
planning to make a deficit offset by some months it will generate a surplus. These combined 
will lead to a breakeven position by the year end. 

Table 1

Income and Elective Recovery

The Income plan has been phased to reflect expected activity levels required to meet 
performance targets, adjusted for seasonality, calendar days and working days. The “NHS 
Other (including UKHSA and MHRA)” total of £4.8m represents the values of income that 

Forecast 
Out-turn Plan Plan Plan Plan Plan Plan Plan Plan Plan Plan Plan Plan Plan

24/25 25/26 25/26 25/26 25/26 25/26 25/26 25/26 25/26 25/26 25/26 25/26 25/26 25/26
YE M1 M2 M3 M4 M5 M6 M7 M8 M9 M10 M11 M12 YE

£'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000
Operating income from patient care activities 107,590 9,251 9,395 9,498 9,921 9,260 9,738 10,067 9,578 9,159 9,654 9,193 9,977 114,691
Other operating income 4,409 350 351 350 352 351 352 352 352 352 353 352 359 4,226
Employee expenses (73,308) (6,427) (6,427) (6,376) (6,341) (6,273) (6,273) (6,273) (6,273) (6,273) (6,273) (6,273) (6,255) (75,737)
Operating expenses excluding employee 
expenses (37,458) (3,474) (3,463) (3,463) (3,463) (3,463) (3,474) (3,474) (3,484) (3,483) (3,483) (3,483) (3,469) (41,676)

OPERATING SURPLUS/(DEFICIT) 1,233 (300) (144) 9 469 (125) 343 672 173 (245) 251 (211) 612 1,504
FINANCE COSTS
Finance income 399 33 33 33 33 33 33 33 33 33 33 33 36 399
Finance expense (43) (3) (4) (3) (4) (3) (4) (3) (4) (3) (4) (3) (5) (43)
PDC dividend expense (1,866) (178) (178) (178) (178) (178) (178) (178) (178) (178) (178) (178) (176) (2,134)
NET FINANCE COSTS (1,510) (148) (149) (148) (149) (148) (149) (148) (149) (148) (149) (148) (145) (1,778)

SURPLUS/(DEFICIT) FOR THE 
PERIOD/YEAR PER ACCOUNTS (277) (448) (293) (139) 320 (273) 194 524 24 (393) 102 (359) 467 (274)

Remove capital donations/grants/peppercorn 
lease I&E impact 277 23 23 23 23 23 23 23 23 23 23 23 21 274

Adjusted financial performance 
surplus/(deficit) 0 (425) (270) (116) 343 (250) 217 547 47 (370) 125 (336) 488 0
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have not been finalised with ICB Sussex and other commissioners. This includes the 
depreciation income to match costs and the additional ERF activity required to deliver the 
performance targets. The total elective activity in the plan is at 128% of 19/20 activity and 
includes £2.4m (6%) additional income in 2025/26, across all commissioners, which is not 
yet agreed. This additional ERF income is critical to mitigating the cost pressures and 
supporting the CIP programme. Consultation on the mechanism for agreeing elective activity 
plans closed on the 28th April and negotiations will need to progress at pace with 
commissioners to agree indicative activity plans in line with the guidance, once it is issued. In 
the event that agreement cannot be reached at the activity levels included in the plan, or that 
the activity levels are not achieved, the Trust will be exposed to both a significant financial 
risk and a risk of failing to deliver the performance targets in the plan. The tables below show 
the phasing of clinical income and other operating income across the year.

Table 2

Table 3

Cost improvement plan (CIP) 

The overall CIP target now stands at £7.5m or 6% of operating expenditure. Prior the 30th 
April submission, the Trust was requested to increase the CIP target by £300k to contribute 
to the closure of the sector deficit. As previously reported to the Board, this overall CIP target 
represents a significant challenge for the organisation as the CIP will need to be deliver 
through cost reductions with little or no opportunity to grow income. Within the CIP plan is a 
target to reduce spend on corporate functions by £1.5m across the year. All Trusts have 
been issued a corporate savings target based on halving the growth in corporate spend since 
2018/19 (adjusted for inflation). For QVH the target is £2.1m, with 50% to be delivered in 
2025/26. The current CIP target for corporate services would exceed the NHSE requirement 
for 2025/26 but is necessary to meet the breakeven plan.

Income from patient care activities (by source) Plan Plan Plan Plan Plan Plan Plan Plan Plan Plan Plan Plan Plan
25/26 25/26 25/26 25/26 25/26 25/26 25/26 25/26 25/26 25/26 25/26 25/26 25/26
M1 M2 M3 M4 M5 M6 M7 M8 M9 M10 M11 M12 Full Yr

£'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000
NHS England 1,156 1,155 1,157 1,153 1,157 1,156 1,154 1,155 1,157 1,157 1,158 1,158 13,873
Integrated Care Boards 7,487 7,623 7,722 8,126 7,495 7,951 8,268 7,800 7,398 7,870 7,430 8,180 93,350
NHS foundation trusts 169 169 170 169 169 169 169 169 169 169 169 170 2,030
NHS trusts 5 5 5 5 5 5 5 5 5 5 5 5 60
NHS other (including UKHSA and MHRA) 384 392 394 416 384 405 420 398 379 401 381 418 4,772
Non-NHS: private patients 3 3 3 3 3 3 3 3 4 3 3 2 36
Non-NHS: overseas patients (non-reciprocal, 
chargeable to patient) 10 11 10 11 10 11 11 10 10 11 10 10 125

Injury cost recovery scheme 17 17 17 17 17 17 17 17 17 17 17 13 200
Non-NHS: other 20 20 20 21 20 21 20 21 20 21 20 21 245

Total income from patient care activities 9,251 9,395 9,498 9,921 9,260 9,738 10,067 9,578 9,159 9,654 9,193 9,977 114,691

Other operating income Plan Plan Plan Plan Plan Plan Plan Plan Plan Plan Plan Plan Plan
25/26 25/26 25/26 25/26 25/26 25/26 25/26 25/26 25/26 25/26 25/26 25/26 25/26
M1 M2 M3 M4 M5 M6 M7 M8 M9 M10 M11 M12 Full Yr

£'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000
Research and development (both IFRS 15 and 
non-IFRS 15 income) 32 32 32 32 32 32 33 33 33 33 33 33 390

Education and training (excluding notional 
apprenticeship levy income) 221 221 221 221 221 221 221 221 221 221 221 220 2,651

Non-patient care services to other WGA bodies 2 2 2 2 2 2 2 2 2 2 2 0 22
Car parking income 16 16 16 16 16 16 16 16 16 16 16 16 192
Catering 22 22 22 22 22 22 22 22 22 22 22 27 269
Other income not covered by table 2 and the 
other rows in table 3 10 11 10 11 10 11 10 10 11 11 10 11 126

Other income generation schemes (recognised 
under IFRS 15) 22 22 22 22 22 22 22 22 22 22 22 21 263

Charitable and other contributions to expenditure 25 25 25 26 26 26 26 26 25 26 26 31 313

Total other operating income 350 351 350 352 351 352 352 352 352 353 352 359 4,226
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The CIP programme submitted in the plan has been phased with an increase throughout the 
year to represent the time it will take the Trust to implement the CIP programme. In order to 
avoid a back ended plan the CIP programme phasing needs to meet certain criteria including 
no less than 20% of CIP programmed in the first quarter and no more than 55% programmed 
in the second half of the year. The development of delivery plans for the CIP programme 
continues to be progressed with weekly executive led oversight meetings taking place. 
Approximately half of the programme is rated either high risk (37%) or remains unidentified 
(11%). The unidentified includes the recent £0.3m increase in the CIP programme. The table 
below shows the CIP programme and phasing as included in the submitted plan. 

Table 4

The latest status of the CIP programme is shown in the two graphs below:

CIP Narrative Plan Plan Plan Plan Plan Plan Plan Plan Plan Plan Plan Plan Plan

25/26 25/26 25/26 25/26 25/26 25/26 25/26 25/26 25/26 25/26 25/26 25/26 25/26

M1 M2 M3 M4 M5 M6 M7 M8 M9 M10 M11 M12 Full Yr

£'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000
Corporate function shared services review across sector to work in 
collaboration with other partner organisations

Pay 83 83 83 83 83 83 83 83 83 83 83 87 1,000

Corporate savings through service redesign and review of 
establishments

Pay 42 42 42 42 42 42 42 42 42 42 42 38 500

Review loss making clinical procedures /services according to 
reference costs / model hospital to identify areas of focus for cost 
reduction and productivity gains

Pay 27 27 27 54 108 108 108 108 108 108 108 109 1,000

Job planning and rostering of medical staff, review of clinical 
leadership, medical annual leave and mandatory training

Pay 35 35 35 35 35 35 35 35 35 35 35 35 420

Contribution from service developments following business planning  
relating to the delivery the RTT and 52 week wait trajectory 
improvements.

Non-Pay 13 13 13 13 13 13 13 13 13 13 13 10 153

Contribution from service developments following business planning  
relating to the delivery the RTT and 52 week wait trajectory 
improvements.

Pay 26 26 26 26 26 26 26 26 26 26 26 24 310

Increase LAU capacity to move services from main theatres and 
reduce theatre running costs

Pay 7 7 7 15 29 29 29 29 29 29 29 32 271

Price negotiation of supplies and services, lower contracts prices, 
reduced variability of consumables and stock control

Non-Pay 27 27 27 27 27 27 27 27 27 27 27 28 325

Maximising utilisation of clinical space, standardising clinic 
templates, reduction in unnecessary follow up , pathway mapping, 
workforce review, G2 software and DNAs.

Pay 0 0 25 25 25 25 25 25 25 25 25 22 247

Improved bed/clinic utilisation through bed modelling and roster 
management

Pay 19 19 19 19 19 19 19 19 19 19 19 22 231

Reduction in Bank and agency staffing levels including number of 
staff and additional costs

Pay 39 39 39 39 39 39 39 39 39 39 39 34 463

Productivity increase in delivery of activity to deliver standards Non-Pay 33 33 33 33 33 33 33 33 33 33 33 37 400
Private patient growth Income 1 1 1 1 1 1 1 1 1 1 1 0 11
Update to recharges, increase to prices across the organisation 
internal services and Outsourcing

Income 31 31 31 31 31 31 31 31 31 31 31 35 376

Energy review and updated energy policies and digital measures to 
reduce gas and electricity consumption

Non-Pay 13 13 13 13 13 13 13 13 13 13 13 17 160

Gloves off programme Non-Pay 8 8 8 8 8 8 8 8 8 8 8 12 100
Patient transport, couriers, post, digital platforms, Non-Pay 15 15 15 15 15 15 15 15 15 15 15 12 177
Review medication issues and dispensing policies to reduce the 
level of drugs issued

Non-Pay 1 1 1 1 1 1 1 1 1 1 1 5 16

Controls on recruitment, and management of staffing levels reducing 
backfill for sickness, annual leave and maternity leave.

Pay 0 0 50 50 50 50 50 50 50 50 50 50 500

Additional controls on stock and discretionary spend reducing in 
year purchases

Non-Pay 0 0 10 10 10 10 10 10 10 10 10 10 100

Change in boiler leasing expenditure Non-Pay 33 33 33 33 33 33 33 33 33 33 33 37 400
Additional reviews of non pay variation and changes to online 
catalogues Non-Pay 0 0 30 30 30 30 30 30 30 30 30 30 300

453 453 568 603 671 671 671 671 671 671 671 686 7,460
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Local Cost Pressures

During business planning a significant list of potential cost pressures were identified by 
directorates. These cost pressures included new investments, unavoidable costs and costs 
for increases in capacity that had been committed to before the changes to ERF funding. The 
financial plan included a reserve of £0.9m plus an assumption that the additional ERF 
income would fund the increases in capacity. Several reviews of the cost pressures have 
been undertaken and the requirement has been reduced from £7.4m to an unavoidable cost 
of £2.0m. After utilising the cost pressure reserve of £0.9m, the balance of £1.1m will be 
funded by the additional ERF income that is currently in the plan. If the additional ERF 
income is not agreed or agreed but not delivered, this will result in a funding gap that may 
require additional CIPs to maintain a breakeven position. 

Underlying Deficit

The exit underlying deficit in 2024/25 was estimated to be £4.2m at year end. After adjusting 
for 2025/26 planning assumptions, new cost pressures and the delivery of £7.5m of recurrent 
savings, the underlying deficit at the end of 2025/26 is forecast to improve to £2.1m. A 
medium term financial plan (MTFP) will be developed during 2025/26 to determine the path 
to achieving a breakeven underlying position.

Capital Programme

The indicative capital expenditure for 2025/26 is £26.4m, including the capital for the two 
Community Diagnostic Centres. The capital available to the Trust also includes the return of 
the £2.3m from the land sale that was brokered from 2024/25. A paper seeking Board 
approval for the allocation of this capital across the key areas of estates, IT and medical 
equipment is on the Board agenda.

3. Activity plan summary

The trust has submitted an activity plan and trajectories which meet the national performance 
targets for 2025/26. This will be stretching, yet as a specialist trust, without an emergency 
department and UEC pressures, the Trust is in a stronger place than other trusts to deliver the 
national targets for 2025/26. The table below shows the activity and performance targets 
included in the plan.

Table 5

Access metric 2024/25 
forecast 
outturn/ 
baseline

2025/26 
plan

Percent-
age 
change

Planning 
guidance 
target

Planning 
to meet 
target

Outpatient attendances
Consultant led first 
outpatient attendances

41,664 45,093 8% N/a N/a

Consultant led follow 
up outpatient 
attendances

128,584 137,615 7% N/a N/a

Total number specific 
acute elective spells in 
the period

16,309 16,737 2% N/a N/a

Urgent and emergency care
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Access metric 2024/25 
forecast 
outturn/ 
baseline

2025/26 
plan

Percent-
age 
change

Planning 
guidance 
target

Planning 
to meet 
target

Total number of 
attendances at Type 1, 
2, 3 A&E departments.

17,394 17,768 2% Na/ N/a

4 hr UEC performance 99% 99% 0 78% Yes
Elective Care
RTT- 18 week 
performance

57.36% 
(Nov 2024)

62.36% by 
March 
2026

5% 5.6% 
improve-
ment on 
M11

Yes

RTT % First 
appointment <18 
weeks

70.31 (Nov 
2024)

75.31 by 
March 
2026

5% 5% 
improve-
ment

Yes

RTT - 1% Patients 
waiting >52 weeks

Trust 
position at 
23 March 
is 2.9% of 
waiting list

1% by 
March 
2026 
(reduction 
of c.200 
52ww)

1.9% 1% Yes

Diagnostics
Diagnostic tests 18,739 25,624 36% N/a N/a
Cancer care
62 day Trust has 

met 75% 
in 8 out of 
12 months

75% by 
March 
2026

N/a 75% by 
March 
2026

Yes

Faster Diagnosis 
standard

Trust has 
met 80% 
in 6 of last 
10 months

80% by 
March 
2026

N/a 80% by 
March 
2026

Yes

The graphs below outline the trajectories for the key priorities regarding operational 
performance in 2025/26. For all targets, with the exception of 52 weeks <1% of overall waiting 
list, the trust has delivered the target performance at least once within the last 12 months. 
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4. Workforce Plan Summary

For 2025/26, QVH has submitted a plan to reduce its overall establishment from 1,166 WTE 
to 1,134 WTE, a reduction of 32 WTE from the overall establishment.

The planning guidance made a stipulation regarding reducing both bank and agency usage 
against the reported position at M8 of 24/25. QVH is required to reduce Bank by 10% and 
Agency by 40% and the Trust has submitted its workforce plan to achieve this. Significant 
reductions in both Bank and Agency have already been seen since M8 and the Trust plan 
shows bank usage reducing from 92.1 WTE to 71.1 WTE by March 2026 and agency usage 
reducing from 14.0 WTE to 11.4 WTE for the same period. The table below shows the profiled 
reductions in WTE planned across the year.
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Table 6

The workforce plan reflects a reduction in posts through the cost improvement programme net 
of an increase in posts related to the CDC and other service developments. This will lead to a 
net reduction in establishment of 32.13 WTE for 2025/26.

5. Next Steps

The finance and directorate teams have been working to reached agreement and sign off of 
budgets by the end of April. This process is running behind plan with sign off expected to be 
achieved for most budgets in early May.

6. Conclusion and Recommendation

The Trust Board is asked note and ratify the financial, activity and workforce plan that has 
been summarised in this paper and was submitted following agreement and discussion with 
the Board members over the last few weeks, recognizing that there is significant risk to 
delivery in the plan as submitted that will need to be managed and mitigated.
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of £17.945m.

• This allocation includes the return of £2.25m for the land sale that was 
brokered from 2024/25.

• Of the £7.4m EPR and CDC will need £4m in capital funding in 2025/26
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Capital Plan 2025/26

This paper provides an update on the capital plan allocation for 2025/26 and outlines 
the proposals for its utilisation.

As previously noted, there is no capital funding for electronic patient records (EPR) in 
2025/26, and the latest business case update indicates that the program will require a 
further £3.0m for implementation. Additionally, due to an underspend on community 
diagnostic centre (CDC) in 2024/25, the Trust had previously approved £1.0m of CDC 
funding to be spent on medical devices, which will need to be returned to CDC in 
2025/26.

Given these constraints, the proposed capital expenditure for 2025/26 is detailed 
below.

1. System Capital Distribution

The Trust has been allocated £7.4m for capital as follows:

• £4.1m for Core and Additional Strategic including IFRS16
• £2.3m for Intra system Brokerage from 24/25 Core – land sale monies
• £1.4m for Critical Estates Safety Fund – kitchen boilers replacement bid
• (£0.4m) deduction for system brokerage repayment to NHSE Year 1 of 3

The main capital funding for the CDC developments is held at a system level and will 
be drawn down by the Trust was business cases are approved.

2. Proposed Allocation for 2025/26

The table below summarises the current capital allocation based on submissions from 
Estates and IT along with the inclusion of the remaining high priority medical devices 
that were not funded in 2024/25.



3. 2025/26 Capital Proposals

Estates have submitted a list of projects that total £3.4m for 2025/26. This exceeds 
the £1.2m funding that is available. The team are working through the highest priority 
items in order to reduce the value of the works required in 2025/26 however, it should 
be noted that this would push the works back to later years or and risk urgent works 
in year should any of the items fail in year. 

In addition £1.4m of additional funding was secured for critical estates safety works. 
This has been backed by a case sent to the ICB for replacement boilers for the 
Kitchen that cover a section of the site. 

IT has been allocated £131k for ongoing projects from 2024/25 and £528k for high-
priority capital expenditures that will impact operations or compliance if not 
implemented. There are a further £1.9m of key areas that will require funding but at 
the moment can be planned for later years. 

In addition there is £0.4m of digital histopathology capital expenditure required to 
complete the LIMS/OCS projects. Information has been received confirming that the 
funding for these has been identified by NHSE. The Trust is completing the 
application with the rest of the sector in order to finalise this funding. To maintain 
continuity on the project, that has continued at risk pending confirmation of funding 
expected in July.

Medical Devices are continuing to work on the key areas of equipment replacement 
and have initially submitted the remaining areas that were not delayed in the 2024/25 
programme. With the additional £1.4m that was spent on medical equipment at the 
end of 2024/25 it is expected that only high priority replacements at risk of failure will 
be considered in 2025/26..

EPR Plan Funding Variance
Altera 1,182 0 (1,182)
Resources 2,292 0 (2,292)
VAT (491) 0 491
Total capital 2,983 0 (2,983)

CDC
East Grinstead 6,280 6,280 0
Bognor 11,665 11,665 0
24/25 carry fwd 1,000 0 (1,000)
Total 18,945 17,945 (1,000)

Remaining Capital funding
Deficit EPR + CDC (3,983)
System allocation 7,406
Leftover to spend 3,423

Proposed Allocation
Critical Estates Safety Fund 1,359
Backlock maintenance 1,154
IT high priority 528
Medical Devices - priority 2 251
IT carried fwd 131

3,423

2025/26



4. Addressing issues with the capital spending in 2024/25

During Q4 2024/25, a significant underspend emerged on the capital programme that 
required rapid mitigation plans. In addition, of the £5.3m estates capital allocation 
only 13% had been committed by January 2025. The reasons for this position arising 
included:

- Changes in personnel in finance, on the EPR programme and at Exec level 
resulted in a loss of sufficient oversight of the capital plans.

- The Estates team was initially under resourced to manage a significant 
programme of work.

- The timing of funding on the EPR programme did not correlate with the 
planned expenditure but this wasn’t fully understood until early in Q4 due to 
changes in personnel and weaknesses in finance support to the programme

- A high level of complexity in terms of sources of capital and system brokerage 
compounded the impact of personnel changes on the oversight of the 
programme.

- Weak planning meant that in some cases, the approvals required by SFIs 
could not be achieved within equipment lead times.

- Some of the capital funding was only confirmed later in the year which 
presented a challenge in ensuring capital was spent by the year end.

In order to ensure that this situation does not arise in 2025/26, the following 
mitigations are in place:

- Subject to Board approval of the capital allocations, spend will be phased 
across the year and monitored at the Capital Planning Group, with reporting 
into the FPC.

- An estates capital programme manager was recruited in December 2024 and 
was instrumental in ensuring the estates spend was utilised in full by the year 
end.

- The finance support to the capital programme has significantly improved 
since the appointment of the new Head of Financial Services

- An EPR Finance Sub-group has been established, reporting into the EPR 
programme Board, and will continue to monitor the capital spend on the EPR 
programme.

- A contract has been awarded for the management of medical equipment 
across the Trust which will give improved visibility of medical equipment 
replacement plans.

- Early validation of the capital plans will be carried out to identify any risks or 
potential for underspend and requirement for brokerage over the year end, 
particularly in relation to the CDC and the EPR schemes.

- Mitigation plans for managing any unavoidable underspend that arises will be 
developed during Q3.

- There is improved governance and oversight of the CDC programmes which 
should give early warning of any potential slippage.



Given the scale of the capital programme for QVH, including CDC capital, there 
remains a risk of slippage and this will require close monitoring and management 
during the year.

5. Recommendation

The Trust Board is asked to approve the Trust's capital spend allocation for 2025/26. 
The Capital Planning Group will continue to work with the leads in IT, Estates and 
Medical Equipment to finalise the specific items of spend within the overall allocation 
and this will be presented to the next FPC, with regular updates including any need 
for move allocations between schemes to address risks reported to the FPC.
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Executive summary

Purpose of report: To discuss the Month 11 Integrated Quality and Performance Report and highlights 
from M12 where significant.

Summary of key 
issues

A significant amount of work has been undertaken to work up the Trust operating 
plan for 2025/26 which has been submitted to the ICB.

For M11 and M12, the key performance highlights are below.
• KSO 1 – no concerns noted in the quality metrics. 
• KSO 2 – work is underway to reduce open incidents by 25%. A Mental Capacity 

Act task and finish group has been established to address limited quality and 
timeliness of assessments in elective pathways.

• KSO 3 – There was an improved position regarding long waiters, the 62-day 
cancer backlog, theatre productivity and DM01 performance. RTT 18-week 
performance improved by 1% to 56.7% and the number of patients waiting over 
65 weeks at the year-end reduced to 26 patients, an improved position from the 
forecast of 50.  The Trust will continue to have a small number of patients waiting 
in excess of 65ww within plastic surgery in 2025/26, and we are reviewing 
recruitment options and insourcing solutions to reduce the 65ww position further. 
Cancer 62 day performance saw a reduction to under 70% in M10, and improved 
to 77.3% for M11. Income v plan for M11 and M12 were 102.5% and 106.9% 
respectively. 

• KSO 4 – The M12 position has been finalised, subject to audit, and the Trust is 
reporting a small income and expenditure surplus for the full year and an 
underspend of circa £0.5m on capital. The year end position is supported by non-
recurrent benefits. The underlying position at M11 increased to £3.3m deficit.

• KSO 5 – Culture is an area of ongoing focus across the Trust. The wellbeing and 
inclusion team are working with EDI Champions to agree key cultural events and 
celebrations throughout 2025 as part of the Cultural Transformation Steering 
Group (CTSG) agenda. The team have completed listening exercises in OMFS & 
Eyes and Plastics & Burns to better understand team culture and wellbeing and 
are working with managers across these teams to support action planning / 
development. Change management workshops are being finalised to support 
managers and staff. There are currently 35 employee relations cases being 
managed.

Recommendation: The Board is requested to note the Integrated Quality and Performance Report

Action required Approval        Information    Discussion  Assurance     Review             

KSO1:           KSO2:           KSO3:        KSO4:           KSO5:              Link to key 
strategic objectives 
(KSOs):
 

Outstanding 
patient 
experience

World-class 
clinical 
services

Operational 
excellence

Financial 
sustainability

Organisational 
excellence

Implications

Board assurance framework: BAF 4- long term sustainability (the IAF supports the delivery of the 
Trust’s strategy



BAF5- compliance (addresses the well led review 
recommendations, supports the implementation of continuous 
improvement methodology

Corporate risk register: CRR – organisational risk register in development

Regulation: ICS, NHS England, CQC

Legal: None

Resources: None

Assurance route

Previously considered by: This has been reviewed by ELT, Finance and Performance 
Committee, Quality and Safety Committee

Date: 07/04/25, 25/04/25, 
29/04/25

Decision: N/A

Next steps: Continue to embed the monthly reporting processes
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Integrated Quality and Performance Report - Scorecard

Major Project This Month Overall Status Last Month Summary

consultation

To deliver the Community Diagnostic Centre
programme

QVH on track

Bognor behind 

plan

Business case signed off in principle

by Finance & Performance 

Committee. Engagement on next 

steps continues for Bognor site

To implement year one of the Electronic Records
Programme

On track Business Case Summary signed off

in principle by Trust Board. 

Consolidated go live scheduled 

Autumn 2025

www.qvh.nhs.uk

To design and implement a systematic continuous                                       On track

improvement approach across the organisation

Implementation going well

To deliver the Sussex Pathology Network Programme                                 Off track but 
mitigations in 
place

Part of wider system project for 

multiple projects, some delays & cost 

implications

To implement and optimise an onsite Local                                                   Off track but

Anaesthetic Unit                                                                                             mitigations in 

place

Draft options paper shared with ELT
pending NHS England payment

http://www.qvh.nhs.uk
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Integrated Quality and Performance Report - Summary

February 2025
KSO 1 Outstanding Patient Experience
No concerns noted in the Quality metrics.
No improvement noted in ethnicity recording compliance. Work continues to identify areas for improvement.

1 inpatient falls with no/low harm. 1 trip in outpatient areas with no/low harm. 

Zero reportable pressure ulcers.
Data demonstrates deployment of safe staffing in inpatient areas.
6 medical emergency calls
KSO 2 World Class Clinical Services

FFT overall positive recommendation rates are high. 

VTE risk assessment compliance remains above target.

125 incidents reported, no moderate or high harm identified. Work underway to reduce open incidents by 25%. 

SMART action plans to be implemented following completion of 2 PSIRF investigations in relation to skin pathways
Mental Capacity Act task and finish group established to address limited quality and timeliness of assessments in elective pathways.
31 open patient safety, outcomes and experiences risks. Oversight of risk management established.
KSO 3 Operational Excellence

In Month 11, the trust reported an improved position regarding long waiters, RTT performance, the 62-day cancer backlog, theatre productivity and DM01 performance. 

RTT 18-week performance improved by 1% to 56.7% and the number of patients waiting over 52 weeks and 65 weeks reduced to 445 and 79 patients, respectively. The 

trust is forecasting 30 patients waiting over 65 weeks at the end of March 2025, with ongoing work to reduce this where possible.

The trust achieved the Faster Diagnosis Standard performance in M10 and reported a reduction in the number of patients waiting over 62 days and 104 days for 

treatment. The trust reported challenges related to 31-day and 62-day performance, which is driven by an increased number of referrals, patient choice over the festive 

period, and constraints in outpatient / theatre capacity.
The trust reported a 2.7% improvement in the DM01 position in M11, with an improvement in the Sleep diagnostic position.
M11 outpatient performance of 41.7% remains consistent with the past 12 months, with further scoping work planned through the outpatient transformation work. Missed
appointment rate remained steady.

The trust achieved 85.0% capped elective theatre utilisation; planned focus on opportunity areas to ensure performance continues to meet target. 

The trust reported 102.5% income vs plan in M11, YTD performance of 98.5%.
KSO 4 Financial Sustainability

The trust continues to meet its break-even plan supported by additional non-recurrent benefits. The underlying position at M11 has increased to a deficit of £3.3m. The 

forecast is to achieve break-even at the year end, however, a number of risks that could impact on a breakeven position and achievement will require an improvement in 

the current run-rate and receipt of additional income expected in M12. Achievement against the Elective Recovery Fund target was slightly ahead of plan in M11 although 

below the activity plan YTD. It remains unclear how ERF may be transacted in quarter 4 due to potential capping arrangements. Agency spend remains above the cap 

YTD with a slight increase in month. Efficiency plans are on target although £1.9m is being delivered non-recurrently YTD.​
Capital spend continues to be behind plan mainly due to timing of payments for the EPR and the revised schedule for delivery of the Community Diagnostic Centre. The
trust has identified schemes to bring forward from 2025/26 to ensure the capital budget is spent in full in 2024/25.​
KSO 5 Organisational Excellence
There are currently 35 Employee Relations cases being managed in line with policy. Over the coming months the team are focusing on re designing a manager’s training
programme which is anticipated to be launched in Spring 2025.

The team are working with several EDI Champions to agree key cultural events and celebrations throughout 2025 as part of the Cultural Transformation Steering Group 

(CTSG) agenda. The team have completed listening exercises in OMFS & Eyes and Plastics & Burns teams to better understand team culture and wellbeing and are 

working with management to agree actions
Appraisal compliance is at 84.30% in M11. Medical appraisals increased by 10.03% to 86.90% in M11
Agency usage has marginally decreased by 0.1 WTE to 13.8 WTE in M11. Bank Usage for the same period has marginally increased by 0.3wte in M11 from 87.4 WTE to
87.66 WTE
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Integrated Quality and Performance Report - Summary

www.qvh.nhs.uk

February 2025

KSO 2 World Class Clinical Services

To implement and optimise an on-site Local Anaesthetic Unit – LAU continues to function and deliver procedures as planned. A draft paper has 

been circulated to ELT, setting out the options for the way forward with the final paper and recommendation pending the outcome of the NHS 

England payment consultation period.

KSO 3 Operational Excellence

To deliver the Community Diagnostic Centre programme – The East Grinstead Full Business Case (FBC) was discussed at Finance and 

Performance Committee on 24th February 2025. The programme was supported in principle in lieu of final business case detailing a more 

comprehensive covering report. Engagement continues regarding next steps for the Bognor site.

To deliver the Sussex Pathology Network Programme – progress is being made across the work streams, however there are some issues

causing delays in some of the programmes. This could result in additional costs, and this is raising some concerns about financial pressures for

2025/26 to complete the projects.

To deliver Year 1 of the Electronic Patient Record – following the decision to delay the first phase go-live in November 2024, a revised business

case summary has now received provisional approval by Trust Board in March 2025. Revised consolidated go live scheduled for Autumn 2025.

This has been communicatedwidely to Trust staff. ​Formal sign off scheduled for 8 May 2025 at Trust Board.

KSO 5 Organisational Excellence

To design and implement a systematic continuous improvement approach across the organisation – continued CI training including for

Executives and Deputies taking place with green belt cohort planned to commence in March 2025 and further huddle boards being implemented.

‘Community of Practice’ session planned for huddle leads to share ideas and successes.
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KSO1
Outstanding
Patient
Experience

Ambition

We will deliver safe and
compassionate care for
our patients

2024/25 Annual Objectives
To improve understanding of health inequalities (QP) (SDP) 
through ethnicity coding (SDP), smoking (SDP) and drinking 
status of patients (Executive Lead: CNO) and enhance the 
experience of patients with additional needs (QP) (SDP) 
(Executive Lead: CNO)

Board Assurance Framework
01 Patient services
02 Workforce strategy
03 Physical infrastructure
04 Long term sustainability
06 Financial sustainability
07 Information assets
08 Partner organisations

2024/25 Annual goals
1.
2.

90% ethnicity recording
95% smoking status recording

www.qvh.nhs.uk
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KSO1 Outstanding Patient Care - Summary

www.qvh.nhs.uk

Overview
• No improvements noted with Ethnicity recording, task and finish group set up to understand where the data is not being captured

• Smoking status remains above the national target

• 2 falls:1 inpatient and 1 trip in outpatient area – investigations and actions completed

• Zero reportable pressure ulcers

• 100% of complaints responded within timeframe

• Safe staffing demonstrated in all areas

• 1 Patient safety internal investigation – review of the care of a complex patient

• 1 reportable MSSA, not attributable to the trust

• 6 MET calls - 4 resulted in a transfer out to ED, 2 followed up with no response.

Positive Assurance/Improvements 
Work continues to reduce temporary staffing 

usage.

Consultation continues for Band 2 Health

Care Assistants, to be completed in March

2025.

Flooring replacement in Outpatients

completed

Challenges

Lack of progress with ethnicity recording 

continues to be a challenge.

Inconsistency with follow ups of patients who 

have been transferred out following a MET 

call.

Mitigations and Actions

Task and finish group to be set up to identify

where there are differences in data capture,

understanding of how to record the data and

importance of data recording.

Discuss with Resus officer to ensure that all

transfers out are followed up.
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KSO1 Outstanding Patient Care

www.qvh.nhs.uk

Ethnicity Recording Reporting Month: Feb-25 Executive Lead: CNO

1. Historic trend data

3. Top contributors

Ethnicity coding continues to be a challenge. Areas for improvement 

with data cleansing unsuccessful.

4. Action Plan

Task and finish group – including staff who are a touchpoint with 

patients and capture the data. Aim of group is to:

o Identify areas on the patient pathway

o Understand the data capture

o Identify areas of good practice

o Inform staff of the importance of ethnicity coding

http://www.qvh.nhs.uk


KSO1 Outstanding Patient Care

www.qvh.nhs.uk

Smoking Status Reporting Month: Feb-25 Executive Lead: CNO

1. Historic trend data

3. Top contributors

Smoking compliance remains above the internal and national target.

4. Action Plan

Tobacco dependency service under review due to funding.

Explore options for data capture.

Understand future options for patients that smoke.
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– Watch MetricKSO1 Outstanding Patient Care

Note: As submitted to NHSE in NStf-Fil for Feb-25

www.qvh.nhs.uk

Current Position Issues Actions & Timelines

Safe staffing compliance remains above the

national target.​

Bi-annual safe staffing report due in April –

review of safe staffing using the Safer Nursing 

Care Tool (SNCT)

Safer Nursing Care Tool. To be implemented 

in March

SCNT license obtained

Training for staff on use of SNCT continues –

Mar/Apr 2025
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KSO2

World Class 

Clinical 

Services

Ambition

We will deliver

2024/25 Annual Objectives
To deliver a Patient Related Outcome Measure 

(PROM) in every business unit so that we have 

consistent patient outcome information available for 

our clinical services.

2024/25 Annual goals
excellent clinical and 1. Patient Related Outcome Measure (PROM)
patient outcomes

Board Assurance Framework
01 Patient services

02 Workforce strategy

03 Physical infrastructure

04 Long term sustainability

05 Compliance breach

06 Financial sustainability

07 Information assets

08 Partner organisations

2024/25 Major Projects
1. To implement and optimise an on-site Local

Anaesthetic Unit (Executive Lead: CNO)

www.qvh.nhs.uk
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KSO2 World Class Clinical Services - Summary

www.qvh.nhs.uk

Overview

• FFT recommendations remain significantly above the 90% target in all areas

• VTE risk assessment targets remain above the 95% target

• Medication incidents are no/low harm reflecting a positive reporting culture

• Medication incidents are evaluated by the Medicines Safety Officer and through the Medicines Management Optimisation Group

• Total incidents reported in month were 125 with the majority being no / low harm, 23 were reported as no harm / near miss and 15 as level of 

harm unknown. Work is underway to ascertain the near miss group and confirm actual harm

• Full incident details are reviewed by directorates with oversight through Quality & Safety governance. A trajectory for 25% improvement in open 

incidents has been set
• No hospital acquired infections were reported in month and infection control audits were undertaken

Positive Assurance/Improvements 
Structured judgement review (SJR) of a 

patient who died in QVH on a palliative care 

pathway has identified good or excellent 

standards of care.

There are 31 open patient safety, outcomes 

and experience risks. 5 of these are 

organisational risks and others are local risks. 

Oversight of risk rating and action plan 

delivery monitoring is via the Clinical 

Outcomes and Effectiveness Group (COEG).

Challenges

Ongoing issues with mental capacity 

assessments may impact on timely and 

appropriate care for some patients.

Patient safety investigations have highlighted 

pathway issues within the skin service in 

relation to patients with multiple comorbidities 

and who are not reviewed within a QVH 

specific Multi Disciplinary Team.

Mitigations and Actions

Task and finish group established, rolling 

training programme for Mental Capacity Act

SMART action plans have been developed 

following PSIRF reviews. Delivery will be 

monitored through the COEG.
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KSO2 World Class Clinical Services - Scorecard
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KSO2 World Class Clinical Services – 2024/25 Annual Goal

www.qvh.nhs.uk

% Overall FFT Recommendation Rate Reporting Month: Feb-25 Executive Lead: CMO

1. Historic trend data 2. Stratified Data

3. Top contributors

FFT recommendation rate remains above the national and internal 

targets.

4. Action Plan

http://www.qvh.nhs.uk


KSO2 World Class Clinical Services – Watch Metric

www.qvh.nhs.uk

Overall FFT Response Rate

Current Position                                                         Issues                                                                          Actions & Timelines

Overall response rate is below the national

target.

To increase the response rate.​ Patient experience manager to work with 

departments to improve response rate – April
2025
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KSO2 World Class Clinical Services – Watch Metric

www.qvh.nhs.uk

Readmissions <30 Days

Current Position                                                         Issues                                                                          Actions & Timelines

No concerns noted
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KSO2 World Class Clinical Services – 2024/25 Major Projects

www.qvh.nhs.uk

Local Anaesthetic Unit Exec Lead: CNO

Lead: PMO

Reporting Month: Feb-25 Overall
Status:

The LAU project is split into three Phases.​

Phase 1 – delivered March 2024. The Local Anaesthetic Unit (LAU) is located within Location 56 (old EBAC). There are two procedure rooms to manage 

Local Anaesthetic (LA) skin non-complex patients during the working week, Monday to Friday, 8-6pm, scheduled for procedures of sixty minutes or less, 

instead of in the main theatre complex or other providers. There are two rooms each with allocated procedures. Admission cri teria apply to ensure patients 

are suitable for admission.​
•   Phase 2 – to carry out an options appraisal to be presented to ELT to provide a recommendation on the future model of the LAU. Draft paper circulated to

ELT 17th Feb, final paper with recommendation to be provided pending outcome of NHSE payment consultation period.​
•   Phase 3 – dependent on the outcome of Phase 2 – to develop a business case for the redevelopment of the space to a LA Suite.​ 

LAU activities from Phase 1 continue to be delivered.​

Progress to date
•   Identify the type of procedures to move to the future LAU – completed with MaxFac & Plastics GMs
•   Identify the number of procedures to be moved to the future LAU; completed
•   Model activity and income, main theatres session release, model staffing requirements – complete
•   Equipment and infrastructure that would be needed – complete
•   Staff modelling and certainty on procedure tariffs to be detailed – in progress

Milestones Planned date Actual/Forecast date Commentary

Identification of appropriate data 30/09/24 30/11/24 Complete

Phase 1 evaluation report 04/10/24 04/10/24 Complete

Development of Phase 2 project plan 04/10/24 04/10/24 Draft project plan with timelines to deliver paper
on way forward.

Est of workstreams to support Phase 2 needs 

assessment

04/10/24 04/10/24 Work streams established.

Paper on way forward 30/11/24 17/02/25 Draft circulated pending tariff and ERF cap 

information/decision from NHSE consultation

Risk/Issue Description Mitigating Action

Availability of data Adequate data to make appropriate decisions about Phase
2 and 3

Engagement with Business Intelligence, Operations and Finance to get 

robust demand capacity modelling.

Delivery 

expectations

Varying expectations as to outcomes from the project Discussions with teams across the trust to understand views and 

communicate project scope, objectives and deliverables.
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KSO3
Operational

Excellence

Ambition

We will deliver timely

and efficient care for

our patients.

2024/25 Annual Objectives

To deliver constitutional standards relating to access to care 

including cancer, diagnostics, referral to treatment (RTT) and 

urgent care in line with national requirements (SDP)

2024/25 Annual goals

1. No patient waits >65 weeks for first definitive
treatment by September 2024

Board Assurance Framework
01 Patient services

02 Workforce strategy

03 Physical infrastructure

04 Long term sustainability

05 Compliance breach

06 Financial sustainability

07 Information assets

08 Partner organisations

2024/25 Major Projects

1. To deliver the Community Diagnostic Centre
programme (Exec Lead: Deputy CEO)

To deliver Sussex Pathology Network programme

(Exec Lead: CMO)

To deliver Year 1 of the Electronic Patient

Record (Exec Lead: CMO)

2.

3.

www.qvh.nhs.uk
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- SummaryKSO3 Operational Excellence

list utilisation within improvement / productivity

www.qvh.nhs.uk

Overview

RTT performance: The trust reported a reduction in the number of patients waiting over 52 weeks and 65 weeks to 445 and 79 patients, respectively. 18-week 

performance improved by 1%, despite the ongoing prioritisation of cancer and long wait patients. The trust is forecasting c.30 patients waiting over 65 weeks at the end of 

March 2025, with ongoing work to reduce this where possible. The trust's 78-week position remained at 6 patients.

Cancer performance: The trust achieved the Faster Diagnosis Standard performance in M10 (78.6%). The trust reported a reduction in performance for the number of 

patients waiting over 62 days and 104 days for treatment; the number of patients in the backlog is partly driven by late tertiary referrals (accounting for 48% of the 104-day 

backlog). The trust reported challenges related to 31-day and 62-day positions, which is driven by an increased number of referrals and constraints in outpatient / theatre 

capacity.

Diagnostics (DM01): The trust’s DM01 position improved by 2.7% to 87.7% in M11, with an improvement in Sleep diagnostic position. NHSE data highl ighted M10 trust 

performance (85.04%) as exceeding both the national (76.91%) and regional (82.84%) averages.

Outpatient productivity: M11 performance of 41.7% remains consistent with the past 12 months; however, additional work will be required to meet the 46% national

target. Utilisation of the Patient Initiated Follow Ups (PIFU) service (M11 1.91%) fell marginally short of the 2% target set internally, with further scoping work planned

through outpatient transformation work. Missed appointment rate remained steady.

Theatre productivity: QVH achieved 85.0% capped elective theatre utilisation; planned focus on opportunity areas to ensure performance continues to meet target.

Income Vs Plan: The trust reported 102.5% income vs plan in M11, YTD the trust has delivered 98.5%.

Positive Assurance/Improvements

RTT performance: The trust reported an 

improvement from 463 to 445 patients waiting over 52 

weeks, and from 85 to 79 patients waiting over 65 

weeks. Focused validation efforts reduced the overall 

waiting list size by 550 patients.

Cancer performance: M10 FDS performance 

achieved 78.6% (constitutional standard 75%); H&N

79.1%, Skin 78.0%. This exceeded the national 

average (73.4%).

Diagnostics (DMO1): The trust has significantly

outperformed the regional and national averages

throughout the financial year.

Theatre productivity:  Cancellations on the day
(4.30%) achieved the 5% target.

Income Vs Plan: The trust reported 102.5% income 

vs plan in M11.

Challenges

RTT performance: The prioritisation of cancer 

performance, internal capacity constraints within Skin
& Breast, and supporting the wider Sussex system
continues to impact on RTT performance.​

Cancer performance: Constraints in theatre and 

outpatient clinic capacity; reduction in consultant 

workforce; complex diagnostic and treatment 

pathways.​

Diagnostics (DMO1): Despite an improvement, 

overnight Sleep procedures continued to 

underperform, exacerbated by the inability to 

outsource these diagnostic tests.​

Outpatient productivity: Not yet achieving the 46% 

national target; challenging utilisation of PIFU 

pathways due to complex conditions; further work 

required to understand higher rates of missed 

appointments in challenged specialties.

Mitigations and Actions

RTT performance: Significant internal focus on 

improving the long waiting position, with twice weekly 

executive oversight to ensure escalation and 

mitigation action against any challenges.​

Cancer performance: Demand and capacity analysis 

for each service; staff recruitment to cover workforce 

gaps; pathway re-design opportunities focusing on 

diagnostics following Head and Neck analysis.​

Diagnostics (DMO1): Supplier discussions; review of 

the Sleep waiting list; pathway transformation as part 

of outpatient continuous improvement work.​

Outpatient productivity: Exploration into further PIFU
opportunities given NHSE’s 2029 target of 5%;
ongoing audits to reduce missed appointment rates.​

Theatre productivity: Weekly triumvirate review of

discussion.; CI collaboration within POA pathway.
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