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EXECUTIVE SUMMARY

The paper describes what has been achieved following submission of:

 The Proposed Governance and Sub-Board Committee Model paper
(Appendix 1) to Board in March which detailed a suggested sub-Board
committee structure, options for implementation and a draft
implementation plan; including the draft Risk Management Strategy,
and;

 The subsequent paper in July; “Evolving our Approach to Risk
Management” (Appendix 2):

The next stage is to:

 Agree the template for the BAF (Appendix A) and for each Sub-Board
Committee to complete the template according to their TOR;

 Approve the Sub-Board Committees’ Terms of Reference (Appendix B)

 Assess and define the organisation’s risk appetite using the “Good
Governance Institute’s matrix to support decision making”. (Appendix 4)



Context:

Board Assurance Framework (BAF)

The purpose of the BAF is to promote good organisational governance and

accountability.

Specific benefits include:

• Gain a clear and complete understanding of the risks faced by the
organisation in the pursuit of its strategic objectives, the types of
assurance currently obtained, and consideration as to whether they are
effective and efficient;

• Identify areas where assurance activities are not present, or are
insufficient for our needs (assurance gaps);

• Identify areas where assurance is duplicated, or is disproportionate to

the risk of the activity being undertaken (i.e. there is scope for efficiency
gains, reduction of duplication of effort and/or a freeing up of resource);

• Identify areas where existing controls are failing and as a consequence
the risks that are more likely to occur;

• The ability to better focus existing assurance resources; and

• Providing an evidence base to assist the organisation in the preparation

of its annual governance statement.

Risk Management

As part of the Trust’s risk management; each committee is in the process of
identifying and agreeing some key components of scope as detailed in the
Governance Model Paper:

Assessing the Trust’s risk appetite

Risk is part of everything we do and we all manage risk every day. In an ever-
changing environment how we manage risk is important in helping us meet our
objectives, improve service delivery, achieve value for money and reduce
unwelcome surprises.

Effective management of risk will help to inform business decisions; enable a
more effective use of precious resources; enhance strategic and business
planning; and strengthen contingency planning.

None of this is possible without a supportive risk culture. A positive risk culture,
one which encourages openness and discusses real business issues in a
realistic manner, is absolutely essential to the effective management of risk.
Everyone, from the Board down, has a clear role to play in establishing and
maintaining that risk culture.

Aligning our risk tolerances with our strategic goals and business plans, risk



tolerances should naturally develop from our overall risk appetite.

BAF Template

Following Board’s agreement of the BAF template, each Sub-Committee will
populate with their assessment of risk appetite associated with their Strategic
Objective and consequently assess the relative risks in delivering their
Strategic Objective.

RECOMMENDATION: Board is asked to approve the Sub-Board Committees’ TOR, the BAF
template in principle and note the implementation plan.

SPECIFIC ISSUES CHECKLIST:
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Finance 

Legal 
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Risk

AUTHOR Liz Davies, Acting Company Secretary

PRESENTED BY Suzanne Rankin, Chief Executive

DATE 17 September 2018

BOARD ACTION Approve the Sub-Board Committees’ Terms of Reference and note the
implementation plan.

1.0 Overview

Risk Management

Risk Management is the proactive identification, classification, and control of issues that may
affect the Trust’s delivery of its objectives. It is an integral part of good governance and whilst the
Trust Board accepts that not all risk can be eliminated; it is committed to mitigating its risks to an
acceptable level as defined by the Risk Appetite.



We are in the process of reviewing and updating the Risk Management Strategy which will be
used to support decision making. Oversight of Risk Management and the BAF will be via the
Audit and Risk Committee.

Board Assurance Framework

As already detailed in the “Evolving our Approach paper (Appendix 2) the fundamental aim is for
the Board to use the BAF and its assurance outcomes to focus the agenda and discussions; to
inform decision making, and to instigate further checks, challenge and investigation where further
concerns exist. The Board can then be assured that it is doing everything possible to manage its
risks and achieve its Strategy.

The Board Assurance Framework (BAF) is designed to provide a structured process to enable
the organisation to focus on identifying those risks that might compromise achieving its strategic
objectives and to map out the key controls in place to mitigating these risks, thereby providing
the Trust Board with appropriate assurances and a method of escalation if required.

The benefits of an active BAF is that it encourages individuals and groups within the organisation
to think about and plan for the achievement of their objectives in a proactive manner with Board
agendas focussed on the strategic and reputational risks rather than operational issues.

The BAF should assure the Board that all risks relevant to the achievement of the Trust’s
strategic objectives are identified and being actively managed. Risk identified by the BAF and
those on the Corporate and Divisional Risk Registers should reflect a golden thread throughout.

The draft Board Assurance Template should assist each Sub-Committee in assessing the
principal risks to achieving their strategic objective and is open to further development as we
progress the mapping and assurance of risk.

Risk Appetite framework

In essence a risk appetite framework should provide clarity on the Board’s position in relation to
the extent of risk exposure to be tolerated following mitigation in relation to the delivery of the
Strategy. The framework should provide decision making support to leaders across the
organisation

A risk appetite framework puts the Board in the driving seat, giving it the responsibility and the
tools for setting, communicating and cascading down the Trust’s stated strategic plan and
business objectives and appetite for specific risks. A properly embedded risk appetite framework
is also a ‘way’ of doing risk within an organisation that keeps it on the front foot by prompting the
right sort of questions.

Risk appetite statement

The objective is to communicate to staff in specific risk appetite language that can be easily
understood and applied in their daily roles. Typically there is a hierarchy of risk appetite
statements, measures and limits, starting with a high-level organisation-wide risk appetite
statement which then cascades down to directional, specific and finally detailed risk appetite
statements, measures and limits.



2.0 What we have achieved:

Following the papers referenced above submitted in March and July respectively; we have
progressed the following:

 A draft Board Assurance Framework Template (Appendix A)
 Each sub board committee is in the process of identifying its strategic risk appetite, risk,

mitigations and KPIs to inform the relevant section of the BAF.
 Board Sub-Committees’ Terms of Reference (Appendix B)
 Governance Framework Organogram (Appendix C)
 Draft Annual Calendar (Appendix D)

We are in the process of developing our approach to risk management with reference to the
following papers:

- Evolving our Approach to Risk Management paper (Appendix 2)
- Importance of Risk Appetite Training by BDO (Appendix 3) and,
- The Good Governance Institute’s matrix to support decision making” (Appendix 4).

3.0 Board is asked to approve:

 The Board Assurance Framework Template in principle (Appendix A) and;

To note: the following matters which are in the process of being finalised and will be brought

back to Board for agreement in due course.

The Trust’s Risk Management Strategy which will set out the principles that the Trust will

follow to mitigate the risks to our objectives in order to provide assurance to the Board;

 The new Trust Balanced Scorecard; and

 The definition and embedding of the Trust’s Risk Appetite by:

a) Agreeing specific risk appetite statements for core risk categories;

b) Define explicit risk tolerances and triggers for each of the core risk

appetite statements;

c) Integrate risk tolerance and triggers into routine Board performance

reports, quality dashboards and routine BAF reviews;

d) Review the risk appetite and tolerance statements on an annual basis;

and

e) Include risk appetite and risk tolerance assessments in the annual

business planning process at Board and sub-board committee level.



4.0 Table 1 Governance and risk management implementation plan

Key deliverable Accountable

Officers

1 Review and approve future Chair arrangements in new

governance structure.

Chairman of

Board by end of

Q1 

2 Draft new Terms of Reference for each sub-board committee

for subsequent Board approval

All Chairs by end

of Q2


2 All mapped Committee Chairs to generate revised

governance regime, Board Assurance Framework, and

refreshed Balanced Scorecard by end of Q3.

All Chairs by end

of Q3

3 Proposal for operating model to be brought to Board by

Executives by end of Q3.

Executives by end

of Q3

4 Governing the Strategy’s impact by patient experience

monitoring – firm proposal for means of achieving this

submitted to Board by Executives by end of Q3.

Executives by end

of Q3

Appendices:

Appendix A Draft Board Assurance Framework Template
Appendix B Sub-Board Committees’ Terms of Reference
Appendix C Governance Framework Organogram
Appendix D Annual Calendar

Reference Papers:
Appendix 1 Proposed Governance and Sub-Board Committee Model paper
Appendix 2 Evolving our Approach to the BAF and Risk Management
Appendix 3 The importance of risk appetite presentation by BDO
Appendix 4 Good Governance Institute – Risk Appetite for NHS Organisations



BOARD ASSURANCE ARRANGEMENTS

The Board has overall responsibility for ensuring systems and controls are in place,
sufficient to mitigate any significant risks which may threaten the achievement of the
strategic objectives. Assurance may be gained from a wide range of sources, but
wherever possible it should be systematic, supported by evidence, independently
verified, and incorporated within a robust governance process.

ASSESSING THE TRUST’S RISK APPETITE

In the “Evolving our Approach” document (Appendix 2) it was stated that a dynamic
risk appetite framework will be agreed and used to support decision making and
profile risk tolerance across the strategic objectives; and that this approach will lead
to a compiled BAF over which the Trust Board via the Audit and Risk Committee will
exercise full oversight.

Both risk appetite and risk tolerance set boundaries of how much risk an
organisation is prepared to accept. A trust-wide risk appetite statement is a higher
level statement that considers broadly the levels of risks that management deems
acceptable; while risk tolerances are narrower and set the acceptable level of
variation around objectives.

The template below details the risk levels to be referenced for the following:

 Defining the dynamic risk appetite statements for each Sub-Board Committee
for their Strategic Objective and

 In establishing the trust-wide higher level risk appetite statement.



Step 1
Define the risk appetite for
your Strategic Objective.
Reference the Good
Governance Institute’s Risk
Appetite for NHS
Organisations (Appendix 4).

Step 2
Using the Risk Appetite as
context; define the principal
risk(s) to achieving your
Committee’s Strategic
Objective. Assess the risk(s)
using the NPSA risk matrix.

Step 6
Updating and ongoing

monitoring of assurance
Step 3

Score the risk pre-mitigation

Step 4
Mitigate or tolerate

Step 5
Score the risk post-

mitigation

RISK ASSESSMENT STEPS



GUIDANCE FOR COMPLETING THE BAF TEMPLATE

Step 1: Each Sub-Board Committee to define their strategic risk appetite using the risk levels’ description given below (Also

see Appendix 4 for reference).

AN EXAMPLE
STRATEGIC PRIORITY APPETITE WHAT THIS MEANS

Quality (patient safety,

experience and clinical

outcomes

LOW
We have a very low tolerance to risks for the safety or quality of our services. We will accept only the lowest
levels of risk, with the preference for very safe delivery options, while recognising that this may limit the
potential for additional rewards. Controlling these risks will take precedence over controlling our business
risks.

Finance

Workforce

Operational Performance

Strategic Change &

Innovation

Regulation & Compliance

Reputational

R
is

k
Le

ve
ls

0 Avoid 1 Minimal 2 Cautious 3 Open 4 Seek 5 Mature

Avoidance of risk and
uncertainty is a Key
Organisational objective

(As little as reasonably
possible) Preference for ultra-
safe delivery options that
have a low degree of inherent
risk and only for limited
reward potential

Preference for safe delivery

options that have low

degree of inherent risk and

may only have limited

potential for reward

Willing to consider all

potential delivery options

and choose while also

providing an acceptable

level of reward

Eager to innovate and to
choose options offering
potentially higher
business rewards
(despite greater inherent
risk

Confident in setting high
levels of risk appetite
because controls ,
forward scanning and
responsiveness systems
are robust

Appetite NONE LOW MODERATE HIGH SIGNIFICANT



Step 2: Conduct a risk assessment: Identification and analysis of risk(s) to the achievement of your Strategic Objective.
The following guidance is provided below: NPSA Risk Matrix, Notional Risk Tolerance range and CQC Inspection Domains.

EXAMPLE ONLY
Board Assurance Framework Template

SUB-BOARD COMMITTEE

Modern Healthcare

STRATEGIC OBJECTIVE Delivering the most effective and efficient treatment and care by standardising the delivery and outcome of clinical

services

FY PRIORITIES
The business plan and
executive leads for this SO
will negotiate and agree the
annual priorities with the
relevant sub-committee.

1 Delivery of financial plan

2 Achievement of constitutional standards

3 Quality achievement (achieving our aims of compassion, shared care, safety and team value)

Risk No 1 Description The Trust in its existing configuration may not be clinically or financially viable in the long-term, if the current organisational
strategy to achieve sustainability fails.

Risk Owner Director of Finance & IT Risk Score Initial Current Tolerable Risk Direction

Committee Modern Healthcare Likelihood 4 4 3

Proximity 6-12 MONTHS Consequence 4 4 3
Risk Appetite Category: Moderate Level 16 16 9

C
Q

C
d

o
m

a
in

* Safe Effective Caring Responsive Well led Rating pre-mitigation Rating post-mitigation



Pre-mitigation Background

Key Controls (or systems) in place to assist in addressing the risk
Assurances: Sources of information which serve to assure Board that the
controls are having an impact, are effective and comprehensive

Gaps in Assurance

Mitigating Actions: Additional actions required to assist in mitigating the risk

Review Date Request for closure



RISK MATRIX

The Risk Matrix is a generic matrix, which is used to assess the full range of risks; that is clinical, non-clinical, operational, strategic, and
financial. The use of a risk matrix facilitates the identification of the level of the individual risk being considered. All risks are considered in terms
of; how likely it is that the risk would occur (likelihood) and, if it did happen, what level of injury or damage is likely to be sustained (severity).

The Trust’s 5 x 5 risk matrix is recommended by the National Patient Safety Agency and Appendix five describes this in detail complete with
qualitative measures.

Table 1: Risk Scoring Matrix R(risk) = C(Consequence) x L(Likelihood)



Note: This may be a useful addition.

As an interim to assist Board Level Committees to identify the risks requiring more detailed attention, it is recommended notional risk tolerance
ranges are used as shown below:-

Using notional risk tolerance ranges the current risk rating for each of the principal risks can be compared to their risk appetite to highlight
which are above the tolerance range and therefore should receive the most attention. This approach should assist the sub-board committees to
focus in on the most significant risk.



CQC INSPECTION DOMAINS FOR REFERENCE

Safe

By safe, we mean people are protected from abuse* and avoidable harm.
*Abuse can be physical, sexual, mental or psychological, financial, neglect, institutional or discriminatory abuse.

Effective

By effective, we mean that people’s care, treatment and support achieves good outcomes, promotes a
good quality of life and is based on the best available evidence.

Caring

By caring, we mean that the service involves and treats people with compassion, kindness, dignity and
respect.

Responsive

By responsive, we mean that services meet people’s needs

Well-led

By well-led, we mean that the leadership, management and governance of the organisation assures the
delivery of high-quality person-centred care, supports learning and innovation, and promotes an open
and fair culture.



Appendix B

SUB-BOARD COMMITTEES’ TERMS OF REFERENCE



Audit and Risk Committee

Terms of Reference

1. Constitution

The Audit & Risk Committee is formally established as a sub-committee of the Board of Directors of
Ashford and St. Peter’s Hospitals NHS Foundation Trust (the Trust).

The Audit & Risk Committee will review these Terms of Reference on an annual basis as part of a
self-assessment of its own effectiveness. Any recommended changes brought about as a result of the
yearly review, including changes to the Terms of Reference, will require Board of Directors approval.

2. Authority

The Audit & Risk Committee is directly accountable to the Board of Directors. All minutes of
committee meetings will be reported directly to the Board of Directors.

The Audit & Risk Committee is authorised by the Board of Directors to investigate any activity within
its terms of reference. It is authorised to seek any information it requires from any employee and all
employees are directed to cooperate with any request made by the Committee. The Audit & Risk
Committee is authorised by the Board to obtain external legal or other independent professional
advice and to secure the attendance of outsiders with relevant experience and expertise if it considers
this necessary.

3. Membership

3.1 Committee Membership

The members of the Audit & Risk Committee shall comprise at least three Non-Executive Directors of
the Trust, of which at least one will have relevant financial experience. The Chairman of the Trust
shall not be a member of the Committee.

3.2 Committee Chair

The Board of Directors will appoint one of the members to Chair the Committee. In the absence of
the Chair, the remaining members present shall elect one of the NEDs to Chair the meeting.

3.3 Disclosure and Discussions

Each Committee member shall disclose to the Committee:

 Any conflict of interest;
 Any personal financial interest in any matter to be decided to the Committee.

Any such member shall refrain from discussions concerning such matters and, if requested by the
Committee Chair, will leave the meeting for the duration of the discussion.

3.4 Attendees

Only members of the Audit & Risk Committee have the automatic right to attend Committee
meetings. However, other individuals, including external advisors, may be invited to attend all or part
of any meeting, as and when appropriate.



The Chief Executive and the Chief Finance Officer and appropriate Internal and External Audit
representatives shall normally be in attendance at meetings. However, the Audit & Risk Committee
should meet privately with the External and Internal Auditors at least once a year. Other Executive
Directors should be invited to attend, particularly when the Audit & Risk Committee is discussing
areas of risk or operation that are the responsibility of that director.

The Chief Executive should be invited to attend, at least annually, to discuss with the Audit & Risk
Committee the process for assurance that supports the Annual Governance Statement.

The Chairman of the Trust should be invited to attend, at least annually, to discuss with the External
Auditors the programme for the annual external audit.

6.5 Review of Membership

The membership will be reviewed annually by the Audit & Risk Committee and the Board of Directors
to ensure it is still appropriate. Attendance records will be kept and published in the Trust’s Annual
Report.

4. Aims

The aims of the Audit & Risk Committee are to:

 Review the adequacy of the governance, risk management and internal control processes
within the Trust, reporting any concerns and issues to the Board, with significant risks being
drawn to the attention of the Council of Governors.

 Monitor the integrity of the Trust’s financial statements and the significant financial reporting
judgements contained in them.

 Review the Trust’s internal financial controls and measures to prevent and detect fraud and
corruption.

 Monitor and review the effectiveness of the internal audit process.
 Review and monitor the effectiveness of the external audit process and the External

Auditors’ independence and objectivity.
 Review the Trust’s processes to monitor the effectiveness of clinical audit
 Review arrangements by which staff of the Trust may raise, in confidence, concerns about

possible improprieties in matters of financial reporting and control, clinical quality, patient
safety or other matters.

 Provide an annual overview of the Trust’s systems for ensuring compliance with CQC

standards.

5 Duties

Specific duties of the Audit & Risk Committee include:

5.1 Governance, Risk Management and Internal Control

Review the establishment and maintenance of an effective system of governance, risk management
and internal control, across the whole of the Trust’s activities (both clinical and non-clinical) that
supports the achievement of the Trust’s objectives. In particular, the Audit & Risk Committee will:

 Keep under review the effectiveness of the Trust’s internal management controls;

 Review the adequacy of the processes supporting all risk and control related disclosure
statements (in particular the Annual Governance Statement, the Quality Report and
declarations of compliance with the Care Quality Commission’s Core Standards), together
with any accompanying Head of Internal Audit opinion, external audit opinion or other
appropriate independent assurances;



 Review the Trust-wide Risk Assurance Framework document for the purpose of
receiving assurance that the totality of Trust risk is being managed appropriately;

 Oversee the Trust’s Risk Appetite Framework and the profile of risk tolerance across the
strategic objectives and through the Board Assurance Framework (BAF).

 Review the adequacy of the underlying assurance processes that indicate the degree of
the achievement of corporate objectives, the effectiveness of the management of principal
risks and the appropriateness of the above disclosure statements;

 Review the adequacy of the policies for ensuring compliance with relevant regulatory,
legal and code of conduct requirements;

 Review the adequacy of the policies and procedures for all work related to fraud and
corruption as set out by NHS Counter Fraud Authority Standards and as required by the
Counter Fraud Service.

In carrying out this work, the Audit & Risk Committee will primarily utilise the work of Internal Audit,
External Audit, counter Fraud and other assurance functions, but will not be limited to these audit
functions. It will also seek reports and assurances from directors and managers as appropriate,
concentrating on the overarching systems of governance, risk management and internal control,
together with indicators of their effectiveness. This will be evidenced through the Committee’s use
of an effective Risk Assurance Framework to guide its work and that of the audit and assurance
functions that report to it.

5.2 Internal Audit

Ensure that there is an effective internal audit function established by management that meets
mandatory Public Sector Internal Audit Standards and provides appropriate independent
assurance to the Audit & Risk Committee, Chief Executive and Board of Directors. This will be
achieved by:

 Prompt review of all reports on the Trust from the Internal Auditors;
 Review and monitor management’s responsiveness to the findings and recommendations of

the Internal Auditors;
 Consideration of the provision of the Internal Audit service, the cost of the audit and any

questions of resignation and dismissal;
 Review and approval of the Internal Audit Strategy, operational plan and more

detailed programme of work, ensuring that this is consistent with the audit needs of the
organisation;

 Consideration of the major findings of internal audit work (and management’s
response), and
ensure coordination between the Internal and External Auditors to optimise audit resources;

 Ensuring that the Internal Audit function is adequately resourced and has appropriate
standing within the organisation;

 Annual review of the cost and effectiveness of internal audit.

5.3 External Audit

Review the work and findings of the External Auditor appointed by the Council of Governors and
consider the implications and management’s responses to their work. This will be achieved by the
following:

 Consideration of the appointment and performance of the External Auditor, as far as the
Trust constitution permits;

 Discussion and agreement with the External Auditor, before the audit commences, of the
nature and scope of the audit as set out in the Annual Plan, and ensure coordination, as
appropriate, with other External Auditors in the local health economy;

 Discussion with the External Auditors on their evaluation of audit risks and assessment of
the Trust and associated impact on the audit fee;

 Review of all External Audit reports together with the appropriateness of management
responses;



 Review and consider all proposals to engage the External Auditors to supply non-audit
services.

 Meet regularly with the External Auditors, including once at the planning stage before the
audit and once after the audit at the reporting stage;

 Review any representation letter(s) requested by the External Auditors before they are signed
by management;

 Review the Communication with those Charged with Governance, the limited assurance
report on the Quality Report and management’s response to the auditor’s findings
and recommendations;

 Oversee the relationship with the External Auditors.

5.4 Review Meetings with Auditors

Meet at least once a year in private with each of the internal and external auditors and with both
sets of auditors, to review if there are any issues which need to be discussed or addressed with the
Trust.

5.5 Other Assurance Functions

Review the findings of other significant assurance functions, both internal and external to the
organisation, and consider the implications to the governance of the organisation. These will
include, but will not be limited to, any reviews by NHS Improvement , Department of Health Arm’s
Length Bodies or Regulators / Inspectors (e.g. Care Quality Commission, NHS Resolution, etc.),
and professional bodies with responsibility for the performance of staff or functions (e.g. Royal
Colleges, accreditation bodies, etc.). The Board will decide where external reviews will be
considered on a case by case basis, as some matters may be of more relevance to another
committee.

In addition, the Audit & Risk Committee will refer to the work of other committees within the
organisation, whose work can provide relevant assurance to the Audit & Risk Committee’s own scope
of work. In particular, the Audit & Risk Committee will refer to the work of the Quality of Care
Committee and Modern Hospital Committee. The Quality of Care Committee coordinates and
implements all the responsive actions being taken by the organisation in relation to quality and
provides assurance to the Board of Directors that the quality agenda is being embedded in line
with the Quality Strategy, and that performance is measured and monitored. Modern Hospital
Committee provides an objective view of the financial performance, and financial strategy of the Trust,
together with an understanding of the risks and assumptions within the Trust financial plans and
projections.

5.6 Management

Request and review reports and positive assurances from directors and managers on the
overall arrangements for governance, risk management and internal control. It can also request
specific reports from individual functions within the organisation as it may be appropriate to the
overall arrangements.

5.7 Financial Reporting

Monitor the integrity of the financial statements of the Trust, including its operating and financial review
and significant financial returns to regulators, before clearance by the auditors and before
submission to and approval by the Board, and shall review significant financial reporting issues and
judgements which they contain. Additionally, the Audit & Risk Committee will review the Annual
Report and Accounts before submission to the Board, focusing particularly on:

 The wording in the Annual Governance Statement and other disclosures relevant to the
terms of reference of the Audit & Risk Committee;

 Changes in, and compliance with, accounting policies and practices;
 Unadjusted misstatements in the financial statements;
 Major judgemental areas; and



 Significant adjustments resulting from the audit.

The Audit & Risk Committee will also ensure that the systems for financial reporting to the Board of
Directors, including those of budgetary control, are subject to review as to completeness and
accuracy of the information provided to the Board.

The Audit & Risk Committee will review schedules of losses and compensations, making
recommendations to the Trust Board as appropriate, taking account of delegated limits. The Audit
& Risk Committee shall review and challenge where necessary:

 The consistency of, and any changes to, accounting policies on a year-on-year basis and
across the Trust;

 The methods used to account for significant or unusual transactions where different
approaches are possible;

 Whether the Trust has followed appropriate accounting standards and made
appropriate estimates and judgements, taking into account the views of the External
Auditors;

 The clarity of disclosure in the Trust’s financial reports and the context in which
statements are made;

 All material information presented with the financial statements, such as the operating
and financial review and the governance report.

5.8 Whistleblowing, Freedom to Speak Up and Fraud

 Review the Trust’s arrangements for its staff to raise concerns, in confidence, about
possible improprieties in matters of financial reporting and control, clinical quality, patient
safety and other matters.

 Ensure that these arrangements allow proportionate and independent investigation of
such matters and appropriate follow up action.

 Review the establishment and maintenance of effective systems of fraud prevention,
identification and internal control, across the whole of the Trust’s activities.

 Ensure that these arrangements allow proportionate and independent investigation of
such matters and appropriate responses including where appropriate the recovery of
monies and disciplinary actions.

 Prompt review of all reports on the Trust from the Counter Fraud service;
 Review and monitor management’s responsiveness to the findings and recommendations of

the Counter Fraud service;
 Consideration of the provision of the Counter Fraud service, the cost of the service and

any questions of resignation and dismissal;
 Review and approval of the Counter Fraud Strategy, operational plan and more

detailed programme of work, ensuring that this is consistent with the audit needs of the
organisation;

 Consideration of the major findings of Counter Fraud work (and management’s
response), and ensure coordination between the Internal and External Auditors to optimise
audit resources;

 Ensuring that the Counter Fraud function is adequately resourced and has appropriate
standing within the organisation;

 Annual review of the effectiveness of Counter Fraud and the Trust’s anti-fraud culture.

6 Method of working

A standard agenda as follows shall be used by the Audit & Risk Committee:

1. Apologies for absence
2. Declarations of Interest



3. Minutes of the previous meeting
4. Action Log
5. Internal audit reports
6. External audit reports
7. Counter-fraud report
8. Trust-wide Risk Assurance Framework
9. Board Assurance Framework

10. Reference costs (annually)
11. Losses and write-offs report (half yearly)
12. Council of Governors – any items to draw to their attention
13. Any other business
14. Date of next meeting

All minutes of the Committee will be presented in a standard format.

All meetings will receive an action log (detailing progress against actions agreed at the previous
meeting) for the purposes of review and follow-up.

7 . Q u o r u m

The quorum shall be a minimum of two Non-Executive Directors present in person or by telephone. A
duly convened meeting of the Audit & Risk 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.

8 . Frequency of Meetings

The Audit & Risk Committee will hold a minimum of four meetings a year. Members of the
Committee will be notified of each meeting confirming the venue, the time, date and duration no
later than one month before the meeting. Extraordinary meetings of the Audit & Risk Committee
may be called at short notice with the agreement of the Committee Chair.

In addition, an extraordinary Audit & Risk Committee meeting may be held for the purpose of the
signing of the Annual Report and Accounts. The Agenda for this will purely focus on these items and
standard agenda items will not apply.

Committee members are expected to attend a minimum of 75% of the Committee meetings held
each financial year.

The Audit & Risk Committee will conduct its business as it sees fit. Decisions of the Committee will
be a majority decision. In the case of equality of votes, the Chair of the Committee will have a
second or casting vote or can decide to refer the matter to the Board for its consideration.

9 . Se c re ta r ia t

An agenda and all supporting papers will be sent (electronically or as a hardcopy) to each Audit & Risk
Committee member, and any other person required to attend, usually no later than five working days
before the date of the meeting. Where an external adviser has been retained, the adviser may
circulate the papers to the members of the Audit & Risk Committee.

Minutes and agenda will be circulated by the Committee Secretary.

1 0 . Re por t i ng l i nes

The minutes of each Audit & Risk Committee meeting will be reported to the Board of Directors.



Additionally, the Audit & Risk Committee will report to the Board of Directors annually on its work in
support of the Annual Governance Statement, specifically commenting on the fitness for purpose
of the Corporate Assurance Framework, the completeness and embeddedness of risk
management in the organisation and the integration of governance arrangements.

The Chair of the Committee will report to the Council of Governors in relation to the performance of
the external auditor in order to enable the Council of Governors to consider whether or not to re-
appoint the external audit firm. In addition, the Chair of the Committee will report any other
significant issues to the Council of Governors.

Where a significant risk emerges either through a report or from discussion at a Committee meeting,
this will be reported to the Board by the Chair of the Committee.

1 1 . O p e n n e s s

Agenda, & papers will be considered confidential. Minutes of each meeting will be included in the
next public board agenda.

Reviewed by:

Audit & Risk Committee

Date:

Approved by:

Trust Board

Date:

Review date: 30.6.19



Integrated Digital Committee

Terms of Reference

1. Constitution

The Trust Board hereby resolves to establish a sub-Committee of the Trust Board to be known as
the Integrated Digital Committee.

2. Authority

The prime purpose of the Integrated Digital Committee (IDC) is to provide assurance to the
Trust Board of:

 the Trust’s Digital Strategy which focuses on using digital technology and innovations to
improve clinical pathways, safety and efficiency, and empower patients

 The prioritisation and development of the Trust’s digital assets and programme of work
in support of the Trust’s strategic objectives

 how external partner activities and relationship, such as Surrey Heartland ICS, NHS Digital,
NHS England and others, impact and contribute to the Trust’s digital priorities.

 the education of staff in the benefits that technology will bring and the changes needed to
working practices and culture for its effective delivery.

Limit to its Authority:

It is not the duty of the IDC to carry out any function that properly belongs to the programme team or the
Trust Board.

3. Membership

Two Non-Executive Directors
Chief Financial Officer
Associate Director of Informatics
Clinical Chief Information Officer (CCIO)
Medical Director / Chief Nurse
Director of Operations (Unplanned Care)
Director of Operations (Planned Care)

Additional members will be co-opted as required.

4. Chair
The nominated Non-Executive Director will act as Chair of the Committee. In their absence, another Non-
Executive Director will act as Chair.

5. Secretary
A nominated officer of the Health Informatics team will act as the secretary of the Committee whose duties



include

• Agreement of the agenda with the Chair and collation of the papers
• Taking the minutes, keeping a record of matters arising and issues to be carried forward
• Advising the Committee on pertinent areas
• Circulating papers five working days prior to the meeting.
• Call for papers five working days prior to circulation.

Membership and terms of reference will only be changed with the approval of the Board and will be
reviewed and agreed annually

6. Attendance

Attendance at meetings is essential. In exceptional circumstances when a ED member cannot
attend they must arrange for a fully briefed deputy of sufficient seniority to attend on their behalf.
Members will be required to attend, as a minimum, 75% of the meetings per calendar year.

7. Quorum

The quorum necessary for the transaction of business shall be 1 NED and 2 EDs of
the Trust Board. A duly convened meeting of the Group at which a quorum is present
shall be competent to exercise all or any of the authorities, powers and directions
vested in, or exercisable, by the Group.

8. Frequency and Conduct

The Committee will meet a minimum of 4 times per year on the 3RD Thursday of the month. Items
for the agenda should be submitted to the Secretary a minimum of 7 days prior to the meeting.

Membership and terms of reference will only be changed with the approval of the Committee and
will be reviewed and agreed annually.

9. Duties

The primary purpose of the Integrated Digital Committee is to receive assurance on the co-
ordination of all digital activities and steer the Trust towards achievement of its strategic vision and
goals by creating the conditions that will enable effective use of technology to benefit:

 patients through better information to improve the quality of care they receive and to
support self-care wherever possible

 clinicians and administrative staff through providing them with better access to information
and digital capabilities to support decision making

 clinical care pathways through the early and full adoption of new digital technologies
 staff and patients through the automation of tasks and greater time to care.

Progress in achieving the vision will be evidenced through:

a) benefits realised for patients and staff;

b) change in the way people work and improved working with information that provides
benefits for patients and improve efficiency

c) digital solutions becoming the natural first choice of clinicians for recording and accessing
information to support decision-making about their patients and their care;



d) IT systems that are accessible, fit-for-purpose and intuitive, configurable to local and clinical
user requirements, reliable, and resilient;

e) information made available to clinicians to inform audit, practice and clinical decision-
making at the point of care delivery and clinical research;

f) an integrated information environment with a measurable reduction in multiple data entry
and the use of standalone databases and systems;

g) measurable reduction in the use of paper-based information across the Trust;

h) progress towards interoperability that supports integration both internally and across the
Local Health Community.

i) savings achieved through reduction in multiple data entry, improved information efficiency,
reduction in paper and associated handling processes, better use of Trust resources (with
service line reporting informed by clinical systems), and efficiencies in care delivery and
patient pathway management;

10. Key Responsibilities

1) To receive and then provide assurance to the Trust Board that the digital agenda is being
monitored and delivered

2) To provide oversight of the digital strategy and its refinements and assurance of a prioritised
annual programme of work, monitoring progress and reporting at specified intervals to Trust
Board.

3) To ensure digital capabilities are harnessed as enablers of great patient care and safety.

4) To act as an assurance board for existing and future projects

5) To review the robustness and impact of digital/IT business cases (above a value of £100k)
and ensure value is being delivered to patients and the Trust.

6) To act as a leader and champion cultural and technological change, fostering an
environment which engages clinicians and involves them in shaping the direction of the
digital strategy

7) To be assured that outcomes are being effectively measured and monitored and risk is
being managed and mitigated with programme delivery.

And specifically to:
i) Identify the strategic risk appetite, risk, mitigations and KPIs to inform the relevant

section of the BAF known as the Digital Objective and agree an appropriate
scorecard/report that will be a component of the BAF.

ii) The committee will review the BAF Digital Objective report and seek assurance on
progress and effectiveness.

iii) Define the desired and relevant KPIs associated with the strategic objective for which
the committee has oversight in order to generate a scorecard. For example, those
mandated by national or regulatory frameworks and those that should be monitored for
improvement with defined targets (i.e. those that surveillance has identified as requiring
focused improvement activity) and those that should be monitored for surveillance
(assurance) with tolerance limits (i.e. those that have completed a cycle of improvement
or those on the margins of requiring improvement activity). As each committee delivers
its scorecard, a compilation will lead to a refreshed and strategically aligned Trust
Scorecard to be reviewed at Strategic Change Committee in order to monitor progress
of the Trust Strategy and for assurance to Trust Board.

iv) The committee will review its scorecard at each meeting.



v) The committee will implement a simple model for accountability which aligns to that
currently being implemented across the organisation utilising 3 simple questions:
(1) What are the agreed expectations for performance?
(2) What are the agreed monitoring mechanisms?
(3) What is the agreed mechanism for escalating if performance deviates significantly

from expectation?

Based on the responses to these questions above the committee will identify and agree an
approach to regularise a way of capturing and sharing the learning accrued by the committee.

8) Be assured that the Trust is adhering to Data Security and Protection requirements,
including cyber security.

9) Be assured that the Trust is GDPR compliance during specification and implementation of
new initiatives.

10) To work closely with other major projects and initiatives both internal to the Trust and as
part of partnership working.

11) To work in partnership with the Local Medical Committee (LMC) ensuring that GP priorities
plus outcomes from primary and secondary care interface meetings are taken into account
within programme priorities.

11. Management

The Committee will report to the Trust Board.

A standard agenda will be followed to ensure the key responsibilities are met. This will provide
assurance to the Committee and the Trust Board that the relevant areas are being overseen:

1. Introductions and apologies for Absence

2. Minutes and action log of Previous Meeting

3. Topics and Items to be covered

4. Any Other Business

5. Date/Time of Next Meeting

12. Reporting
The Chair shall report to Trust Board following each meeting on the proceeding of the IDC since
the previous meeting.

13. Monitoring
The Associate Director of Informatics will take responsibility for monitoring progress producing a bi-
annual report to the Trust Board and TEC.
The effectiveness of the IDC Committee will be monitored by the Trust Board via the receipt and
discussion of minutes and the Bi-Annual Report



Modern Healthcare Committee
Terms of Reference

Constitution

The Trust Board hereby resolves to establish a Committee of the Trust Board to be known
as the Modern Healthcare Committee (The Committee). The Committee is a Non-Executive
Committee of the Trust Board and has no executive powers, other than those specifically
delegated in these Terms of Reference.

Authority

The Committee is authorised by the Trust Board to investigate any activity within its Terms of
Reference. It is authorised to request any information from any employee and all employees
are directed to cooperate with any request made by the Committee. The Committee is
authorised by the Trust Board to obtain advice and to secure the attendance of experts and
external representatives or persons with relevant experience/expertise if it considers it
necessary.

Limits to authority include:
It is not the duty of the Committee to carry out any functions that properly belong to the Trust
Board or other Board sub committees.

Membership

Membership
1. Non-Executive Director (chair)
2. Non-Executive Director (* 2)
3. Chief Finance Officer
4. Director of Operational Financial Management
5. Director of Operations: Urgent and Emergency Care
6. Director of Operations: Planned Care and Diagnostics
7. Medical Director

The following officers will be invited to attend meetings as required:
1. Chairman
2. Chief Executive
3. Director of Workforce Transformation
4. Director of Estates

Attendance

Attendance at meetings is essential. In exceptional circumstances when an Executive
member cannot attend they must arrange for a fully briefed deputy of sufficient seniority to
attend on their behalf. Members will be required to attend as a minimum, 75 percent of the
meetings per year.



Quorum

The quorum necessary for the transaction of business shall be 3 members of whom at least
two must be Non-Executive Directors and one must be an Executive Director. 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 invested in, or exercisable, by
the Committee.

Frequency and Conduct

The Committee will meet a minimum of eight times per year the week preceding the Trust
Board. Items for the agenda should be submitted to the Secretary a minimum of one week
prior to the meeting (secretarial support will be provided by via the Director of Operational
Financial Management).

Membership and Terms of Reference will only be changed with the approval of the
Committee and will be reviewed and agreed annually.

Duties

To assure the Board the Trust is delivering the strategic objective Modern Healthcare and in
particular ensuring the effective and efficient delivery of care through standardising the
delivery and outcome of clinical services. This committee shall review and consider the
achievement of the financial plan and the achievement of the constitutional standards
through the lens of Modern Hospital.

And in detail to review the financial performance, forecast, and risks to the financial position
of the Trust. To Rreeview financial decision-making; and provide, to give assurance to the
Board that the Trust’s processes are robust and to draw matters of importance to the
Board’s attention. In doing so, and to enable it to discharge its duties, the Committee will
receive financial assurance reports on operational, workforce, capital and improvement
matters.

To report to the Audit Committee any issues that needs to be brought to their attention.

Key Responsibilities

The responsibilities of the Committee are as follows:

i) Identify the strategic risk appetite, risk, mitigations and KPIs to inform the relevant
section of the BAF known as the Modern Healthcare Objective and agree an
appropriate scorecard/report that will be a component of the BAF.

ii) The committee will review the BAF Modern Healthcare Objective report and seek
assurance on progress and effectiveness.

iii) Define the desired and relevant KPIs associated with the strategic objective for
which the committee has oversight in order to generate a scorecard. For
example, those mandated by national or regulatory frameworks and those that
should be monitored for improvement with defined targets (i.e. those that
surveillance has identified as requiring focused improvement activity) and those
that should be monitored for surveillance (assurance) with tolerance limits (i.e.
those that have completed a cycle of improvement or those on the margins of



requiring improvement activity). As each committee delivers its scorecard, a
compilation will lead to a refreshed and strategically aligned Trust Scorecard to
be reviewed at Strategic Change Committee in order to monitor progress of the
Trust Strategy and for assurance to Trust Board.

iv) The committee will review its scorecard at each meeting.

v) The committee will implement a simple model for accountability which aligns to
that currently being implemented across the organisation utilising 3 simple
questions:

(1) What are the agreed expectations for performance?

(2) What are the agreed monitoring mechanisms?

(3) What is the agreed mechanism for escalating if performance deviates
significantly from expectation?

Based on the responses to these questions above the committee will identify and agree an
approach to regularise a way of capturing and sharing the learning accrued by the
committee.

 In-year financial oversight:
o Consider in-year reports on the financial and activity position for the Trust,

identifying significant trends, financial risks and actions to be taken, and
ensuring reports are focused on the key issues;

o Consider the latest forecast outturn position and NHS Improvement
compliance forecasts, and any financial risks to achieving those forecasts
(either under or over);

o Review the Operational Performance report and consider the financial
implications of achieving Performance Targets especially where slippage has
arisen in-year;

o Review the Workforce report and consider the financial implications around
our workforce challenges especially where vacancies have arisen and
temporary staff is required in-year;

o Review progress in meeting Cost Improvement & Joint delivery Plan
programmes and mitigation plans, ensuring that quality implications have
been considered;

o Identify and review financial risks to the Trust;

 To consider the financial consequences of the Trust’s programme of work to reduce
clinical variation and drive Quality Improvement including consideration of:

o GIRFT summary findings, action plans and divisional progress assurance
reports

o Model Hospital data, issues of concern, action plans and divisional progress
assurance reports

o Rightcare or other commissioning datasets
o Service Line Reporting showing divisional and specialty financial performance
o Any other best practice pathway, devices and drug guidance.

 Capital programme oversight:
o Consider the financial consequences of estates utilisation issues, the backlog

maintenance programme and delivery of the Estates Strategy and forward
plan including disposals and new investments

o Consider the financial consequences of any IT issues and delivery of the
Digital Strategy and roadmap

o Consider the financial consequences of any equipment issues, the equipment
maintenance programme and delivery of equipment investment forward plan.



 Strategic financial oversight
o Review the preparation of the annual budget.
o Consider the financial viability and benefits of significant investment proposals

prior to their submission to the Trust Board. Ensure that investment project
reviews are undertaken and that project objectives are achieved;

o Consider future years Cost Improvement Plans;
o Regularly review the Trust’s Long Term Financial Model, along with

associated risks and sensitivities;
o Consider system wide / Surrey Heartlands ICP, NWS ICS and any other

partnership strategic financial issues.

 Other
o Identify key issues that the Trust Board needs to be made aware of and

investigate matters as requested by the Trust Board;
o Agree policy guidelines on finance and procurement; and
o Review the Terms of Reference annually.

Management

An annual schedule of reports will be followed to provide a standard Committee agenda.
This will provide assurance to the Committee and the Trust Board that the relevant areas are
being overseen:

1. Matters arising
2. In year financial oversight

a. Operational Performance Report
b. Workforce Report
c. Finance Report - including forecast

3. Financial implications from the improvement programmes
4. Capital programme oversight (quarterly)
5. Strategic financial oversight (as required)
6. Policies and procedures (as required)
7. Finance risks
8. Items for information
9. Any other business

Reporting and Monitoring Responsibilities
The Chair of the Committee shall draw to the attention of the Trust Board any issues that
require disclosure to the Board, or require executive action; the speed of communication
should be proportionate to the seriousness and likely impact of the issue.

The Chair will also report to the Trust Board at each meeting on the proceedings of the
Committee since the previous meeting.

Chair

The Nominated Non-Executive Director shall act as Chair of the Committee. In their
absence, a Non-Executive Director shall act as Chair.

Secretary

The Director of Finance, or their nominee, shall act as the secretary of the Modern
Healthcare Committee.



Permanency

Permanent

Papers

Papers to be circulated on Friday in advance of the meeting taking place the following week.

Approved by:

The Trust Board Date:

Modern Healthcare Committee Date:

Date for review



PEOPLE COMMITTEE
TERMS OF REFERENCE

SEPTEMBER 2018
1. CONSTITUTION

The Ashford and St. Peter’s Hospitals NHS Foundation Trust Board hereby resolves to establish a
sub-Committee to be known as the People Committee.

2. AUTHORITY

The Committee is authorised by the Trust Board to provide leadership, oversight and assurance on
workforce and organisational development issues that support the delivery of the Trust’s vision and
strategic objectives, with a particular focus on delivery of the People objective.

It is authorised to seek any information it requires from any member of staff and can request the
attendance of individuals if it considers this necessary. It is authorised to act on behalf of the Board
from time to time.

3. MEMBERSHIP

- Non-Executive Director (Chair)
- Non-Executive Director
- Chief Executive
- Chief Nurse
- Director of Operations
- Director of Workforce Transformation
- Medical Director
- Staff Governor

4. IN ATTENDANCE

- Assistant Director of HR, Corporate Services (secretary)
- Assistant Director of HR, Business Partnering
- Assistant Director of HR, L&OD
- Divisional team representation and respective HRBP (scheduling one division per meeting)

5. ATTENDANCE AT MEETINGS

Attendance at meetings (either in person or virtually through conference call) is essential.

In exceptional circumstances when a member cannot attend they must arrange for a fully briefed
deputy of sufficient seniority to attend and make decisions on their behalf. Members will be required
to attend as a minimum 75 percent of the meetings per calendar year

6. QUORUM

The quorum necessary for the transaction of business shall be three members, one of whom must be
a Non-Executive Director, Director of Workforce Transformation or nominated deputy, and one other
Executive Director.

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 invested in, or exercisable, by the
Committee.



7. FREQUENCY & CONDUCT

The Committee will meet bi-monthly. Items for the agenda should be submitted to the Secretary ten
days prior to the meeting. Papers for the meeting to be circulated five calendar days prior to the
meeting (secretarial support will be provided by the Assistant Director of HR – Corporate Services).

The Minutes will be produced within three weeks of the meeting and ‘virtually’ approved by members
within four weeks of the meeting date.

Membership and terms of reference will only be changed with the approval of the Committee will be
reviewed and agreed annually.

8. PURPOSE & DUTIES

The Purpose of the Committee is to provide assurance in relation to the delivery of the Trust’s strategic
objectives, and in particular the enabling strategy – the Trust’s People Strategy (2018-23).

The particular duties of this Committee are to receive and review reports in order to secure assurance
concerning:

a) The implementation of the Trust’s People Strategy through its 6 strategic themes:

i. Sustainable workforce – To plan the workforce through understanding current supply,
forecasting future demand, and aligning with both the service and financial plan.

ii. Recruit & Retain – To foster a strong and effective brand which differentiates us from others
and ensures that everyone knows what a great place the Trust is to work.

iii. Inclusive Culture – To build an organisation which is open & transparent, listens to its staff &
patients, values its diverse workforce and empowers colleagues to enable continuous
improvement.

iv. Building A High Performing Workforce – To enable the Trust to be high performing through
clear and accountable structures, with roles and responsibilities, workforce practices,
processes and systems that are fit for purpose.

v. Developing Our Talent – To develop the current and future workforce, providing education
and training which drives innovation, skill and competency development and enables people
to deliver services to the highest standards grounded in rapid advances in delivering care.

vi. Wellbeing & Resilience – To create positive, supportive environments for colleagues,
promoting health and wellbeing in order to be a great place to work.

b) Identifying the strategic risk appetite, risk, mitigations and KPIs to inform the relevant section of
the BAF known as the People Objective and agree an appropriate scorecard/report that will be a
component of the BAF.

c) The committee will review the BAF People Objective report and seek assurance on progress and
effectiveness.

d) The committee will define the desired and relevant KPIs associated with the strategic objective for
which the committee has oversight in order to generate a scorecard. For example, those
mandated by national or regulatory frameworks and those that should be monitored for
improvement with defined targets (i.e. those that surveillance has identified as requiring focused
improvement activity) and those that should be monitored for surveillance (assurance) with
tolerance limits (i.e. those that have completed a cycle of improvement or those on the margins of
requiring improvement activity). As each committee delivers its scorecard, a compilation will lead
to a refreshed and strategically aligned Trust Scorecard to be reviewed at Strategic Change



e) In order to monitor progress of the Trust Strategy and for assurance to Trust Board.
i. The committee will review its scorecard at each meeting.
ii. The committee will implement a simple model for accountability which aligns to that currently

being implemented across the organisation utilising 3 simple questions:
1. What are the agreed expectations for performance?
2. What are the agreed monitoring mechanisms?
3. What is the agreed mechanism for escalating if performance deviates significantly from

expectation?
iii. Based on the responses to these questions above the committee will identify and agree an

approach to regularise a way of capturing and sharing the learning accrued by the
committee.

f) To ensure compliance with all aspects of employment legislation, guidelines set out by
professional bodies including the GMC & NMC, and compliance with CQC and other regulatory
standards relating to staffing.

g) To monitor the Trust’s compliance with the Equality Delivery System (EDS), Workforce Race
Equality Scheme (WRES), Workforce Disability Scheme (DES) and other programmes which
support our workforce Equality, Diversity and Inclusion agenda.

h) To ensure progress against actions to mitigate workforce risks on the Risk Register in line with
the Board’s risk appetite.

i) To consider workforce data and trends to provide assurance to the Board on performance and
undertake ‘deep dives’ as appropriate at the discretion of the Committee.

j) On a rotational basis to receive feedback from Divisional teams to provide assurance around the
management of ongoing workforce risks, to ensure the effective and efficient use of resources
and promote excellence in workforce development.

k) To enact Part II duties including:
i. Review high level employee relations activity in order to ensure that the Trust is dealing with

issues in a timely, effective and legally sound manner.
ii. Make decisions delegated from the Trust Board and Appointment & Remuneration

Committee.
iii. Review and approve internal business cases for the settlement of employment matters over

£50k, ensuring that the Trust gets an economic settlement which protects organisational
reputation and continued service delivery.

9. REPORTING LINES & RePORTING COMMITTEES

The sub-committee reports directly to the Trust Board.

There are several standing sub-committees which report to (or feed in to matters discussed by) the
People Committee, these are listed below for reference:

- Nursing & Midwifery Workforce & Pay Scrutiny Group
- Medical Workforce & Pay Scrutiny Group
- Inclusion Steering Group – Quarterly
- Health & Wellbeing Steering Group – Bi-Annual
- Employee Partnership Forum – BiMonthly
- Guardian of Safe Working Steering Group – Quarterly



10. REPORTING AND MONITORING RESPONSIBILITIES

The Chair of the Committee shall draw to the attention of the Trust Board any issues that require
disclosure to the Board, or require executive action; the speed of communication should be
proportionate to the seriousness and likely impact of the issue.

The Chair will also report to the Trust Board at each meeting on the proceedings of the Committee
since the previous meeting.

11. CHAIR

The nominated Non-Executive Director shall act as Chair of the Committee. In their absence, a Non-
Executive Director shall act as chair.

The Committee will review the effectiveness of the sub-committee on an annual basis reporting this
to the Trust Board accordingly

12. APPROVAL

Approved by Trust Board – 27th September 2018

September 2018



Draft ToR| Quality of care committee | HMcC & ST| V0.4 | September 2018

QUALITY OF CARE COMMITTEE (QCC)

Terms of Reference

Constitution and Purpose

• As part of the Trust’s governance structure, the Board of Directors has established a committee

to the Board to be known as the Quality of Care Committee. The purpose of the committee is

to provide scrutiny, challenge and assurance to the Quality of Care Strategic Objective

described within the Together we Care Trust strategy and to monitor all aspects of quality

and clinical safety, delivery of clinical governance and audit in order to provide assurance

and make recommendations to the Board.

Authority

• The committee has no delegated power other than that specified on the Terms of Reference

(ToR). The committee is authorised to investigate any activity within its ToR and seek any

information it requires from any other Committee or Group.

• The Committee is authorised to obtain independent professional advice as it considers

necessary in accordance with these Terms of Reference.

• All Trust employees are directed to co-operate with any request made by the Committee.

Membership

The membership of the committee shall comprise:
• No fewer than three Non-Executive Directors (one of which will Chair the committee)
• Chief Executive
• Chief Nurse
• Medical Director
• Directors of Operations, Planned & Unplanned Care
• Chief of Patient Safety
• Associate Director of Quality
• Divisional Directors
• Chief Pharmacist
• In attendance Company Secretary

Co-opted members
• Director of Workforce Transformation
• Deputy Director of Finance
• Divisional chief nurse and ADO

The Board of Directors will review membership of the Committee annually to ensure that it meets
the evolving needs of the Trust.
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The Committee may invite non-members to attend all or part of its meetings as it considers
necessary and appropriate, at the discretion of the Committee Chair. The Chairman, Chief
Executive or other executive director may be invited to attend any meeting of the Committee,
particularly when the Committee is discussing areas of the Trust’s operation that are the
responsibility of that director.

Meetings and Quorum

Meetings of the Committee shall be chaired by one of the Non-Executive Director members, with the
other acting as deputy in his/her absence.

Meetings take place at a frequency and timing necessary to enable discharge of its responsibilities. The
committee will meet Quarterly as of January 2019.

Responsibility for calling meetings of the Committee shall rest with the Committee Chair.

The quorum necessary for transaction of business will be at least six of the designated members in
attendance. The attendees must include one NED and two Executive Directors.

Attendance at the meeting may be via teleconference or videoconference at the discretion of the
committee Chairman.

Where an Executive Director cannot attend, the Deputy Director should attend as nominated deputy
but will not form part of the quorum, and this should only take place in exceptional circumstances

Support Arrangements

The Committee Secretary will be responsible for providing secretarial support. Agendas for forthcoming
meetings will be agreed with the Committee Chair and papers distributed to members in advance of
the meeting as agreed. Meeting papers will also be available to other members of the Board for
information.

The Committee will establish an annual Work Programme, summarising those items that it expects to
consider at forthcoming meetings. .

Declaration of Interests

All members must declare any actual or potential conflicts of interest relevant to the work of the
Committee, which shall be recorded in the Minutes accordingly. Members should exclude
themselves from any part of a meeting in which they have a material conflict of interest. The Chair
will decide whether a declared interest represents a material conflict.

Duties

In furtherance of achievement of its Purpose, particular duties of the Committee are to:
i) Identify the strategic risk appetite, risks, mitigations and KPIs to inform the relevant

section of the BAF known as the Quality of Care Objective and agree an appropriate
scorecard /report that will be a component of the BAF.

ii) The committee will review the BAF Quality of Care Objective report and seek assurance
on progress and effectiveness.

iii) Define the desired and relevant KPIs associated with the strategic objective for which the
committee has oversight in order to generate a scorecard. For example, those mandated
by national or regulatory frameworks and those that should be monitored for improvement
with defined targets (i.e. those that surveillance has identified as requiring focused
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improvement activity) and those that should be monitored for surveillance (assurance)
with tolerance limits (i.e. those that have completed a cycle of improvement or those on
the margins of requiring improvement activity). As each committee delivers its scorecard,
a compilation will lead to a refreshed and strategically aligned Trust Scorecard to be
reviewed at Strategic Change Committee in order to monitor progress of the Trust
Strategy and for assurance to Trust Board.

iv) The committee will review its scorecard at each meeting.
v) The committee will implement a simple model for accountability which aligns to that

currently being implemented across the organisation utilising 3 simple questions:
(1) What are the agreed expectations for performance?
(2) What are the agreed monitoring mechanisms?
(3) What is the agreed mechanism for escalating if performance deviates significantly

from expectation?
Based on the responses to these questions above the committee will identify and agree an approach
to regularise a way of capturing and sharing the learning accrued by the committee.

• The development and implementation of the Trust’s Quality Strategy, Risk Management
Strategy and Quality Improvement Plan

• Compliance with relevant clinical national standards and regulatory requirements

• Progress against actions to mitigate quality and safety risks on the Risk Register in line
with the Board’s risk appetite

• Data and trends in patient safety, experience and outcomes to provide assurance to the
Board on performance and undertake ‘deep dives’ as appropriate at the discretion of the
Committee

• Operation of the Trust’s clinical governance systems and processes at a corporate and
Divisional level to promote safety and excellence in patient care and provide assurance on
ward to board monitoring and effectiveness; assurance on identification and management
of risk arising from clinical care on a continuing basis and ensure the effective and
efficient use of resources through evidence-based clinical practice

• Promotion within the Trust of a culture of open and honest reporting of any situation that
may threaten the quality of patient care and compliance with the requirements of the Duty
of Candour

• Seek assurance on the processes within the Trust to ensure that appropriate action is
taken in response to adverse clinical incidents, complaints and litigation and that learning
is disseminated within the Trust and beyond if appropriate

• Quality and safety related national enquiries or reviews and regulatory inspections, such
as those by the CQC, including assurance with regard to the preparation and
implementation of associated action plans.

• Receive exception reports from direct reporting groups e.g. Patient Experience Monitoring
group

• Receive annual reports from Patient Experience, Safeguarding, Claims and Litigation,
Incidents
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Relationship to Audit & Risk and Model Hospital Committees

In practice, issues of finance, quality, safety and performance are inextricably linked. Through
alignment of the relevant Work Programmes for each of the Board Committees overlap or gaps in
their collective assurance function will be avoided.

For the avoidance of doubt, it is noted that the following items remain within the area of
responsibility of the Audit Committee (as specified in its Terms of Reference):

• Internal and External Audit
• Local Counter Fraud Specialist work
• Approval of Financial Statements and Quality Accounts
• Oversight of the structures and systems for risk management and the processes in place for
identifying and managing key risks including the Risk Register.

Reporting

To facilitate oversight by the Board of Directors of matters relating to Quality, papers for meetings
of the Committee will be circulated for information to those members of the Board who are not
members of the Committee.
Thereafter, following each meeting of the Committee, the Chair of the Committee shall make a
report to the next meeting of the Board of Directors and draw to its attention any issues that
require its particular attention, or require it to take action.

Reporting Committees

There are several standing sub-committees which report to the Quality of Care Committee, these
are listed below for reference:
 Quality Governance committee – Quarterly
 End of life Steering Group - Quarterly
 Safeguarding Committee - Bi-Monthly
 Risk Scrutiny Committee - Quarterly
 Mortality Committee - Monthly
 CQUIN delivery Group - Monthly
 Patient Experience Group- Bi-Monthly
 Patient Panel- Quarterly

Other reports received annually – e.g. IPC, CENARG

Process for monitoring effectiveness for monitoring effectiveness of the committee

The Committee will carry out an annual review of its performance and function in satisfaction of
these Terms of Reference and report to the Board on any consequent recommendations for
change.

Approved by the Trust Board of Directors in September 2018

Date for next review: September 2019
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Audit & Risk and Charitable Funds Committee dates TBA. 
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