


Public meeting of the Board of Directors 
Thursday 29th June 2023 at 12.45 pm 

Seminar Room 4 & 5, Education Centre 

Present:  Chair:   Chris Outram (CO), Chairman 
Roger Spencer (RS), Chief Executive Officer 
Dr Jane Maher (JM), Non-Executive Director 
Robert Ainsworth (RA), Non-Executive Director 
Alveena Malik (AM), Non-Executive Director 
Tarun Kapur (TK), Non-Executive Director 
Grenville Page (GP), Non-Executive Director  
Prof Kieran Walshe (KW), Non-Executive Director  
Prof Chris Harrison (CJH), Deputy CEO  
Bernie Delahoyde (BD), Chief Operating Officer 
Prof Janelle Yorke (JY), Executive Chief Nurse 
Dr Neil Bayman (NB), Executive Medical Director 
Sally Parkinson (SP), Interim Executive Director of Finance 
Prof Fiona Blackhall (FB), Director of Research 
Eve Lightfoot (EL), Director of Workforce 
John Wareing, Director of Strategy 
Prof Richard Fuller, Director of Education 

Minutes: Louise Westcott, Company Secretary 

In attendance: Jo D’Arcy, Assistant Company Secretary 
Mr Chelliah Selvasekar, Clinical Director Surgery 
Jeanette Livings, Director of Comms & Marketing 

David Fitzgerald, Director – Policy and Strategy, NHS Cancer Programme, NHS England 
CO introduced DF. 
DF noted that the team set NHS wide policy, strategy & operational performance for the cancer 
standards. He noted that the Christie are always at the forefront of policy changes such as the 
targeted lung health checks. Stage of diagnosis and health inequality position have significantly 
improved because of this work. In terms of the national early diagnosis position, data has flatlined 
currently, and the aim is to improve this by 20 percentage points. He noted the development and 
imminent implementation of a very ambitious policy around this that RS is involved in. It is working 
and the data set show us that stage of diagnosis is improving. There’s a long way to go but it’s a 
good start, and signs are promising. 
CO thanked DF and noted that we are always looking to improve. 
JY asked about the National Cancer Research Institute (NCRI) closing down and wondered what 
will replace it. DF noted that this is a charity, and it was their trustees who decided to wind down. 
The national team are looking at this but there’s no solution yet. Options are being assessed. 
GP asked about cancer targets and specialist commissioning coming into the ICS footprint at a 
time where resources are tight. DF noted that cancer will continue to be a political priority heading 
to the general election. The shift to ICBs is important for the NHS and is about greater 
accountability to the communities it serves. The size of ICBs differs so Cancer Alliances have been 
set up, as ICBs assume their specialised commissioning responsibilities they will look to the cancer 
alliances for guidance in decision making. 
KW wondered about the workforce plan. DF responded that there has been a long wait for this and 
there will be detail on cancer to follow this plan.  
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CH noted that work has been going on for some time around lung health checks and local piloting 
that has captured the imagination of the national team. CH asked if the consistency of roll out is the 
most important thing in having the impact. DF replied that there’s a need for local uptake as well as 
national roll out. There are many examples of this and the funding relationship with cancer 
alliances helps to push these early diagnosis priorities. Fair share funding is also being pushed out 
– a pot of £250m for all cancer alliances
Clinical presentation: Bloods closer to home / Homecare, Claire Adams, Head of SACT 
services, Crawford Meek, Senior Charge Nurse, Gemma Jones, Matron for Chemotherapy 
Services and Hollie Cowley, Deputy Service Manager, Chemotherapy Services. 
CA noted that there are 7 outreach sites plus Christie @ Macclesfield as well as 10 bloods closer 
to home sites – 6 hospices, 1 health & wellbeing centre, 1 medical practice a Macmillan unit and a 
Christie @ site.  89000 treatments were delivered last year, expect to deliver well over 90000 this 
year. 
We have doubled the number of bloods we do locally. The sites are regularly reviewed, and we 
change the landscape based on where the patients are. Anyone who has an outpatient 
appointment can book online to have them done locally. 
Outreach was outlined. In 2021 we opened Macclesfield plus 7 other outreach sites across GM. 
Many are run in hospices and are nurse led. Treatments are assessed so they can be delivered 
safely. This saves a huge amount of travel for patients. 
The Christie at Home service was described which has delivered 32,000 treatments since 2016. 
Lead by the charge nurse, the team of 14 nurses and 2 admin treat an average of 660 patients a 
month, with 7842 patients treated in 2022/23. 

Natalie O’Hara, sister in chemotherapy outreach based in New Mills joined the meeting from the 
service that is set up in a GP surgery and covers a lot of the Peak District. These patients live a big 
distance from the main Christie site. Patients come for bloods on a Tuesday then treatment on a 
Thursday. A band 6 & a band 5 run the service. 
A patient agreed to speak to the meeting. Dean Stafford joined to speak to Board. Dean is having 
his treatment at New Mills today. He originally had treatments at the main site and then was told he 
could have his treatment at New Mills. He said it is much easier to have treatment this way. CO 
asked if there is any downside. He said that he only sees plus’s and no downside. He actively 
promotes it, one thing that is missing is advertising it to patients. The Trust should publicise the 
service as it’s fantastic. Christie at Home is advertised but not local treatment in the community. He 
said that the service is brilliant.  
CH asked about telephone consultations. Dean responded that he has no problem with them and 
doesn’t get put off by not being face to face. He’s very happy to discuss his care in that way. He 
usually preps himself and makes notes ahead of the call, so he doesn’t forget any key points. It’s a 
slightly different way to have the conversation but works well. Saves a lot of driving and waiting 
around. 
Gemma mentioned that she would like better technology in the Oak Rd treatment centre to show 
videos on a loop to show facts about the service and advertising the services we provide. This 
would have given patients more information about the service. Dean noted that that’s a good idea 
and he would have liked to know what was available and it would be good for other patients. He 
felt that anything to publicise the bloods and treatment locally would be a big advantage. 
KW asked about efficiency / productivity and how you manage workload with much smaller sites 
delivering care. CA noted that we need to look at larger sites to deliver locally but the locations we 
have are based on postcode. We need to have more chairs at some of these sites so choosing the 
sites is key. KW asked if we know the potential. CA noted that this is ever evolving, and the 
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strategy is being developed, the service has evolved and developed significantly. We need to 
constantly change the landscape, consider the governance and what can be done safely. 
JM asked about delivery of chemo in different settings and whether we’ve seen different 
relationships developing through contacts with these units. HC responded that the hospices have 
found that they have seen an increase in the awareness of what they do and the services they 
deliver. They described the Christie patients as a ‘breath of fresh air’. JM asked about the GP links 
and the practice nurses and if they get more from this. HC agreed that there have been big 
advantages for phlebotomists in GP surgeries and the educators are also supporting staff with 
lines / ports etc. There is a benefit for our staff as well as the staff in the GP/hospices. Christie staff 
go to these sites to deliver the care and this is key for the patients, they get the same care and 
links to Christie services. 
TK asked if there is any delay because treatments are being given far from the main sites. GJ 
noted that the systems are set up and deliveries are done on set days by very reliable couriers. 
GP asked about the capacity issue and whether we are sufficiently engaged with new 
developments and the sites built to support those developments. JW noted that we want to do 
more of this and the ICS structure and integration of planning of public services should improve 
this. 
CO thanked everyone for coming and speaking to Board and the huge importance of hearing from 
staff and patients. Thanks to everyone for their participation.  

Item Action 
21/23 Standard business 

a Apologies 
None noted. 

b Declarations of Interest 
None noted. 

c Minutes of the previous meeting – 25th May 2023 
The minutes were accepted as a correct record. 

d Action plan rolling programme, action log & matters arising 
All items from the rolling programme are noted on the agenda. 

22/23 Board Assurance 
a Board assurance framework 2022/23 

RS noted the BAF 2023/24. The risks against the approved annual objectives 
are reflected in the framework. This will be continuously reviewed, and 
assurance assigned against the risks through the assurance committees and 
reported back to Board. 
No additional changes or updates were highlighted. 
GP asked whether we have clarity around the principal risks where we have a 
target score that is much lower than the current risk. Are we clear about actions 
required. RS reminded us that the BAF doesn’t set out the work programme, but 
we can add in some key timescale headlines in some of these risks. This could 
be added in the control column.  
FB joined the meeting. 
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b Workforce Assurance Committee summary report to Board – May 2023 
TK outlined 3 things. Several areas received medium assurance as activities 
have not been embedded and the outcomes are yet to be seen. Guardian of 
Safe Working Hours was received, and this was discussed. EDI was considered 
to need more full Board attention and that this may be an important issue for 
training. 
EL noted that Sue Mahjoob attended the meeting and outlined the Board self-
assessment, we will be looking at a full Board discussion around this to assess 
how we think we do and how we assess ourselves. 
EL noted that AM is now the NED FTSU lead. 
CO noted that we will ensure we have time as a full Board to discuss these 
issues and this will be planned in. CO also noted the importance of reviewing the 
staff survey as a full Board. 
CH noted that with EDI we want assurance around the EDS22 requirements as 
a Board and our achievements of this. TK also noted that we need a better 
understanding of EDI in the organisation. 

23/23 Key Reports     
a Trust report 

RS presented the report and drew attention to the financial position. We are 
ahead of plan at month 2. There are challenges with the setting of the plans and 
it’s good to note that we are ahead of plan at month 2. 
Other ICB activities were pointed to and the development of the joint forward 
plan as well as the operating model clarification. 
Operational performance is achieving all requirements except for 62 days. A lot 
of this relates to delays in pathways and referrals to us.  
RS noted that we have a CQC update on the agenda. He noted that we have 
submitted our action plan in response to our report. Today we have received the 
draft report following the inspection of radiotherapy and IR(ME)R regulations. 
There are no regulatory actions outlined. 
RS noted SP’s appointment as substantive Director of Finance. Paul Baxter has 
also been identified nationally for his work on cyber security, one of the top risks. 
RS also noted that there have been further notifications around industrial action, 
5 days for junior doctors and 2 days for consultants. We are in the planning for 
these dates. 
Questions invited. 
CO congratulated those mentioned in the report. 
GP noted that the CIP programme is showing red. BD to cover this in the 
performance report. 

b Integrated performance, quality & finance report 
BD outlined the month 2 performance. Areas of under performance or variation 
were outlined. 
There were no SI incidents, no Never Events, no Major and 7 Moderate 
incidents and 4 risks at 15+ and 4 falls in month (per 1000 bed days), this is 
slightly above threshold, 1 moderate and 3 minor harms. 
There have been 3 cases of C.diff with no lapses in care, one case of MSSA, no 
cases of MRSA, 4 cases of E-Coli and no cases of Covid nosocomial infections. 
Performance against some access targets is still low and we continue to monitor 
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them closely. 18 Weeks was at 96.5%, 62 day performance was at 66.9%, 24 
day performance achieved 75.5% and 31 day performance was at 97.9%.  
There were 42 x 104-day waiters, and 1 patient was a 52 week wait for complex 
reasons that came to us late. There’s been an impact from industrial action and 
late referrals on performance. 
There were 4 cancelled operations on the day, all rebooked. 
Referrals were above average in month, this reflects catch up from bank 
holidays in May. Activity is broadly over plan at month 2. 
Mandated training is at 92.1%, for any areas where compliance against a 
specific element of the training is below 80% a risk assessment is in place. PDR 
compliance was at 84.5% and sickness was 3.81% overall. Turnover is reducing 
month on month and the voluntary yearly turnover is 14.03%. 
BD noted the gaps between headcount and establishment are improving. We 
are focusing on filling vacancies. 
In terms of the financial position, we achieved a £875k deficit against £1,340k 
expected deficit. 
Capital performance to month 1 is £7k over the NHSEI plan. £833k of in year 
CIP has been delivered year to date against a target of £2m. There is detail of 
the schemes we have in work up and there is focus on when the recurrent and in 
year funding can be taken out. There should be improvements from next month. 
Questions were invited. 
JM asked about the 24-day internal target and why this is under performing. BD 
noted that late referrals mean that we need to do more diagnostics but there are 
also delays in outpatient appointments and in radiotherapy. The reason for 
breaches changes each month. The faster diagnostic standard will also be 
added and we are not currently meeting that. 
RA asked about radiation incidents. BD noted that this is always shown and 
shows very good performance. 
Report noted 

c Annual compliance with the CQC requirements 
JY noted the annual update with CQC activities. The report shows progress and 
the new strategy and format of CQC assessment. The team are looking at the 
new inspection process and undertaking self-assessment against the new 
approach. 
RS noted that we have a further dedicated assurance meeting on 20th July 
where we will give comprehensive attention to elements that came from the last 
inspection. 

d The Christie Strategy 2023 – 2028 implementation plan 
JW noted that when the strategy was approved in March, we noted that we 
would come back with an implementation plan for the key elements of the 
strategy. The plan outlines the connections with each aim and the corporate 
objectives as well as the year 1 milestones. Further discussion will take place at 
the service review day and in further Board sessions. 
RA asked how delivery will be scored. JW noted that dependent on the aim they 
will be different but tangible e.g. a business case. 
CO thanked JW for the report. 
Board noted and endorsed the plan. 
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24/23 Approvals 
a Annual report, financial statements and quality accounts (incl Annual 

governance statement / Statement on code of governance) 
RS noted that the Annual Report & Accounts were scrutinised and commented 
on by the Board and was formally approved by the joint assurance committee 
subject to one outstanding aspect stipulated by the Auditors. 
Board approved the final version subject to the outstanding approval from 
NHSE/Treasury.  
This is the final approval before being submitted to be laid before parliament. 
SP noted that we are waiting for Grant Thornton to come back to us after a 
meeting today. 
Approved. 

b Fit & Proper Persons Policy 
RS presented the updated standalone policy around CQC Regulation 5 Fit & 
Proper Persons. 
RS noted that Fit & Proper Persons was raised by the CQC in their inspection 
report. 
The Board are the parent committee for the policy and responsible for approval. 
JM asked about whether the responsibilities around what the CQC hold is new. 
LW confirmed that this is standard wording. 
The Board approved the policy for publication and dissemination. 

25/23 Any other business 

No items raised. 

Date and time of the next meeting 

Thursday 28th September 2023 at 12:45pm 
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Agenda item 26/23d

Month From Agenda No Issue Responsible Director Action To Agenda no
Annual reporting cycle Integrated performance & quality report and finance report COO Monthly report 28/23b

Standing Financial Instructions (SFI's) DoF Approve 29/23a

Annual reporting cycle 6 monthly review of annual objectives / review of strategy DCEO Interim review & update
Christie role in addressing healthcare inequalities DCEO Report
Integrated performance & quality report and finance report COO Monthly report
Freedom to speak up guardian FTSUG Annual report

Annual reporting cycle Integrated performance & quality report and finance report COO Monthly report
Greater Manchester Cancer update GM Cancer lead Report

December 2023 - no meeting Integrated performance & quality report and finance report COO Monthly report By email

Annual reporting cycle Integrated performance report COO Monthly report

Integrated performance & quality report and finance report COO Monthly report By email
Annual reporting cycle Letter of representation & independence Chair
Annual reporting cycle Register of directors interests / FPPT annual declaration Chair
Annual reporting cycle Declaration of independence (non-executive directors only) Chair

Annual reporting cycle Corporate planning (corporate objectives / BAF 2023/24) Executive directors Approve next year's BAF
Annual reporting cycle Integrated performance & quality report and finance report COO Monthly report

5 year strategy 2023-29 - year 1 review DCEO
Digital Update EMD/Dep CEO Update
Workforce update DoW Quarterly review
Annual reporting cycle Chair Approve

Annual reporting cycle FPPT Complaince report Chair Approve annual compliance

Annual reporting cycle Integrated performance & quality report and finance report COO Monthly report
Register of matters approved by the board CEO April 2022 to March 2023

Annual reporting cycle Annual Corporate Objectives CEO Review 2022/23 progress
Annual reporting cycle Risk Management strategy 2021-24 CN&EDoQ Annual Review

Modern Slavery Act update CEO Approve
Board effectiveness review Chairman Undertake survey
Freedom to speak up Guardian report FTSUG Quarterly update

           Meeting of the Board of Directors - September 2023

Action plan rolling programme after June 2023 meeting 

March 2024

April 2024

Sep-23

November 2023

By email

January 2024

October 2023

February 2024  - no meeting Circulate
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Month From Agenda No Issue Responsible Director Action To Agenda no
Annual reporting cycle Integrated performance & quality report and finance report COO Monthly report

Provider licence Self certification declarations EDoF&BD To approve the declarations
Responsible Officer report EMD Medical Appraisal & Revalidation Annual 

report
Annual reporting cycle Annual compliance with the CQC requirements ECN Declaration / approval
Annual reporting cycle Risk Management strategy 2021-24 annual review CN&EDoQ Annual Review

Annual reporting cycle Integrated performance & quality report and finance report COO Monthly report
Annual reporting cycle Annual reports from audit, quality and workforce assurance 

committees
Committee chairs Assurance

Annual reporting cycle Annual compliance with the CQC requirements ECN Declaration / approval
Annual reporting cycle Annual report, financial statements and quality accounts (incl 

Annual governance statement / Statement on code of 
governance)

EDoF&BD Approve

July 2024 - no meeting Integrated performance & quality report and finance report COO Monthly report By email

August 2024 - no meeting Integrated performance & quality report and finance report COO Monthly report By email

May 2024

June 2024
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Agenda item: 26/23d 

Action log following the Board of Directors meetings held on 

Thursday 29th June 2023 

No. Agenda Action By who Progress Board review 

No actions noted in the minutes 
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Agenda Item 27/23a 

Thursday 28th September 2023 

Board Assurance Framework 2023/24 

Subject / Title Board Assurance Framework 2023/24 

Author(s) Louise Westcott, Company Secretary 

Presented by Louise Westcott, Company Secretary 

Summary / purpose of paper 

This paper provides the Board with the closing position of 
the Board Assurance Framework 2023/24 that 
summarises the risks to achievement of the corporate 
objectives.  
The cover paper gives detail of the updates. 

Recommendation(s) To note the Board Assurance Framework (BAF) 2023/24 

Background papers 
Board assurance framework 2022/23. Corporate 
objectives 2023/24, operational plan and revenue and 
capital plan 2022/23. 

Risk score N/A 

Link to: 

 Trust strategy

 Corporate objectives

• Trust’s strategic direction

• Divisional implementation plans

• Our Strategy

• Key stakeholder relationships

You are reminded not to use 
acronyms or abbreviations 
wherever possible.  However, if 
they appear in the attached 
paper, please list them in the 
adjacent box. 

BAF Board assurance framework 
ECN Executive chief nurse  
EDoF Executive director of finance  
EMD Executive medical director 
COO Chief operating officer 
DoW Director of workforce 
DCEO Deputy chief executive officer 
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Agenda Item 27/23a 
Board of Directors meeting 

Thursday 28th September 2023 

Board Assurance Framework 2023/24 

1 Introduction 
The board assurance framework (BAF) 2022/23 was presented to the Board of Directors 
and Quality Assurance Committee in June and the Audit Committee in July. 

2 Updates to risks 
The risks in the 2023/24 framework have been reviewed to reflect the annual objectives 
against each of the 8 agreed corporate objectives.  

In line with the improvements suggested by MIAA in their annual review of the Board 
Assurance Framework additional columns have been added to outline actions and target 
dates for each risk. This is not an action plan but outlines high level actions and 
monitoring. 

Risk 6.5 - Reputational damage, service disruption and financial loss due to cyber-attack. 
The risk score has been reduced in line with the divisional risk register from 15 (3/5) to 12 
(3/4). This reflects the considerable work in this area to protect the Trust from an attack. 

Risk 8.4 - Reduced ability to provide services and support to patients due to national / 
global influences (supplies / fuel costs / strikes etc) has been split into separate elements 
to reflect the increasing risk relating to the ongoing industrial action. The score for this 
element of the risk has been increased from 9 (3/3) to 20 (5/4) to reflect the cumulative 
impact of the on-going industrial action, particularly the junior doctors and consultant’s 
industrial action. 

3 Suggested updates  
There are no other suggested updates to the risks identified in the Board Assurance 
Framework this month.  

4 Assurance on NHSE priorities 
Attached to this paper at appendix 1 for further assurance is a list of current NHSE patient 
safety priorities for Board oversight. The table provides Board with an update on each 
priority and notes where and when the Board will receive further detail and oversight of 
the issues. Risks relating to the priorities identified are contained in the BAF and the Trust 
risk register. 

5 Recommendation 
The Board are asked to note the Board Assurance Framework (BAF) 2023/24 that reflects 
the risks to achievement of the corporate objectives and note assurance levels assigned 
by the Assurance Committees following review of the risks, as detailed in the committee 
reports to Board. 

Board are asked to note the update and source of oversight for the NHSE priorities for 
patient safety (appendix 1). 
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BOARD ASSURANCE FRAMEWORK 2023-24
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1.1 Not meeting national requirements of Patient 
Safety Incident Response Framework (PSIRF) ECN 2 4

Associate Chief Nurse for Quality and Patient Safety and Associate Medical Director for Patient 
Safety leading training and implementation programme. Progress monitored through Risk & 
Governance Committee and Quality Assurance Committee. Updates presented to ICB

None identified 8 Monitoring of reporting requirements through reports 
/ asurance committee rolling programmes None identified

Team progressing 
implementation of PSIRF. 

Detail & dates in 
September Board paper

September Board 
paper Averse Quality High 8 8 2

Ye
ar

 e
nd

1.2 Lack of data to fully understand equity of access 
to services & its impact on outcomes COO 4 3 Project established to address data quality gap with clinical leadership. Go live date of July 

2023 for identified projects. Impact to be assessed in September 2023. Incomplete data set 12 Local audit of compliance reported to Executive 
Team. MIAA audit re GM cancer Q3 None identified

Regular review and 
reporting to executive 

team. System changes 
identified

July 
implementaion of 
actions. Review in 

November 23

Cautious Quality Mediu
m 12 12 4
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1.3
Risk to patients and reputational risk to trust of 
exceeding healthcare associated infection (HCAI) 
standards

ECN 2 3

Patients with known or suspected HCAI are isolated. Medicines management policy contains 
prescribing guidelines to minimise risk of predisposition to C-Diff & other HCAI's. RCA 
undertaken for each known case. Review of harm undertaken. Induction training & bespoke 
training if issues identified. Close working with NHS England at NIPR meetings. Clinical 
advisory group in place. Following national guidance. IPC BAF in place

None identified. 6

Levels reported through performance report to 
Management Board and Board of Directors and 
quarterly to NHS Improvement.  MIAA audit planned 
Q2

None identified
Actions relating to IPC BAF 
identified with target dates - 

full report to Sept QAC

Monthly 
assessment of 

progress
Averse Quality High 6 6 6

Ye
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1.4
Failure to learn from patient feedback (patient 
satisfaction survey / external patient surveys / 
complaints / PALS)

ECN 2 2

Monthly patient satisfaction survey undertaken and reported through performance report. 
Negative comments fed back to specific area and plans developed by ward leaders to address 
issues. Action plans developed and monitored from national surveys. Complaints and PALs 
procedures in place. Action plans monitored through the Patient Experience Committee 

None identified 4

Management Board and Board of Directors monthly 
Integrated performance and quality report. National 
survey results presented to Board of Directors.  
MIAA audit complaints Q1 / risk management Q4. 
CQC Inpatient survey results. National Cancer 
Patient Experience Survey results

None identified Team progressing 
implementation of PSIRF

September Board 
paper Averse Quality High 4 4 2

Ye
ar
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1.5
Risk of exceeding the thresholds for harm free 
care indicators (falls, pressure ulcers, venous 
thromboembolism)

ECN 2 4

All falls with low harm come through Friday-Focus and moderate/above through ERG. Falls 
prevention group operational. Training required for all nursing/HCA staff. All hospital acquired 
pressure ulcers reviewed through Friday-Focus. Monitoring of VTE assessment compliance 
through Thrombosis Committee. Continuous assessment of progress against thresholds. At 6 
monthly position will further assess likely year end position and risk score.

Risk assessments for falls 
and skin assessment not 
always completed in a 
timely manner 
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QI project evaluating introduction of bedside 
handover to improve compliance with risk 
assessments. 
Risk assessment compliance added to CWP and 
monitored daily. 
Regular reports to Quality Assurance committee. 
MIAA audit risk management Q4 

None identified

Continuous monitoring 
through monthly reports. 

Escalations in place where 
appropriate. No current 

concerns.

Monthly 
assessment of 

progress
Averse Quality High 8 8 2

Ye
ar
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1.6 Lack of preparedness for a CQC inspection 
leading to a poor performance ECN 2 4

Assessment against standards ongoing. Timetable of mock inspections being arranged. 
Looking at Trust wide requirements. Assessment of assurance process to ensure all 
regualtions assessed.

Full understanding of CQCs 
new approach to inspection 8 Good rating 2023. MIAA audit - risk management Q4 None identified Engagement in CQC's 

regulation updates

Regular 
engagement 

meetings in diary
Averse Quality 8 8 4
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2.1
Risk to research profile and patient access to 
trials through reduced funding & changes to 
funding streams 

DoR 3 4

Regular dialogue with national funding organisations on potential impact; open dialogue with 
strategic pharma partners; strong academic investment strategy to retain and attract world 
leading academics. Reporting to NHSE/I as and when required. Engaging in national webinars 
and updates. Sign up to regulators alerts - legislative changes assimilated into local processes 
as they arise. Any associated risks discussed and communicated. Levels of risk and mitigation 
reported through Research Division Board and Christie Research Strategy Committee. 
Approved Research & Innovation Strategy. Quarterly review of impact and risk score.

Oversight of potential 
legislative impact 12 Reports to Quality Assurance Committee. MIAA 

audit of The Christie sponsored research Q2 None identified

Regular discussion and 
review of legislative 

changes through CRSC & 
Divisional Board

Monthly meetings 
review progress Cautious Quality High 12 12 4

Ye
ar
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nd

2.2 Risk of not meeting year 1 deliverables of the 
Research & Innovation Strategy DoR 3 4 Approved Research & Innovation Strategy. 6 monthly assessment of progress. External factors / pipeline of 

high quality researchers 12 Reports to Quality Assurance Committee. MIAA 
audit of The Christie sponsored research Q2 None identified Recruitment & retention 

plans linked to Trust plan
Monthly meetings 
review progress Cautious Quality High 12 12 6

Ye
ar

 e
nd

2.3 Risk of not meeting externally set research 
targets in the changing national landscape DoR 3 3 Monitoring & reporting of targets. Delivery of the approved R&I strategy None identified 9 Reports to Quality Assurance Committee. MIAA 

audit of The Christie sponsored research Q2 None identified Monitoring through R&I 
divisional meetings

Monthly meetings 
review progress Cautious Quality High 9 9 3

2.4 Protected time for staff for the delivery of 
research DoR 3 3

Recruitment & Retention Trust wide group in operation reporting to the workforce committee. 
Divisional oversight of recruitment activity and vacancies discussed at the monthly service 
review meetings.

External factors / pipeline of 
high quality researchers 9 Reports to Quality Assurance Committee showing 

delivery of research ambitions None identified
Working with Workforce 

Team on job planning - on 
going process

Monthly meetings 
review progress Cautious Quality High 9 9 6

Corporate objective 1 - To demonstrate excellent and equitable clinical outcomes and patient safety, patient experience and clinical effectiveness for those patients living with and beyond cancer

Corporate objective 2 - To be an international leader in research and innovation which leads to direct patient benefits at all stages of the cancer journey
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3.1 Risk to delivery of the Christie Education strategy 
due to reduction in demand DoE 3 3

Review the deliverables and prioritise in line with financial investment available. Maximise the 
potential of external income. Refresh the Christie Education focus on integration of objectives 
with clinical and research divisions. Work with finance to review funding options, develop 
business cases for high priority initiatives and look at alternative funding sources. Christie 
Education board reports to Management Board. 6 monthly assessment of progress.

Continuing inability to 
deliver all strategic 
objectives due to difficulty in 
accessing curent 
investment funds to deliver 
new initiatives.

9 Reporting to Workforce Assurance Committee and 
Board None identified

Divisional Board being 
restructured. Reporting to 
Management Board and 

DCEO 

Divisional Board to 
manage timelines 

of actions
Cautious Workforce 9 9 3

Ye
ar

 e
nd

3.2 External factors / pipeline of high quality clinical 
and teaching staff DoE 3 3 Monitoring of workforce numbers / turnover. Active recruitment and investment in Christie 

pipeline.
External factors / pipeline of 
high quality oncologists 9 Reporting to Workforce Assurance Committee and 

Board None identified Active recruitment 
practices / investment

Divisional Board to 
manage timelines 

of actions
Cautious Workforce 9 9 3

Ye
ar

 e
nd

3.3 Lack of progress with organisational governance 
arrangements for Christie Education DoE 3 3 Project group in place. Plans established and resourse identified. Project progress reported to 

Board of Directors. External factors 9 Reporting to Workforce Assurance Committee and 
Board None identified

Project group identified 
actions and timelines, 

reported through Education 
Board.

Divisional Board to 
manage timelines 

of actions
Cautious Workforce 9 9 3

Ye
ar

 e
nd
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4.1
Lack of evidence to show progress against the 
ambition to be leading comprehensive cancer 
centre

DoR 2 3

Reaccreditation by OECI - reinspection due. Baseline measures identified and presented to 
Board of Directors. Looking at how we can be part of International Benchmarking. MCRC 
Strategy. Designated as the most technologically advanced cancer centre in the world outside 
North America. In segment 1 (System oversight framework). 

Availability of 
comprehensive data with 
which to compare ourselves

6 Updates to Board Time Outs / Board of Directors 
meetings None identified

OECI project lead 
appointed and coordinating 

OECI reaccreditation 
application.

Deadline for 
submission of data Cautious Board 6 6 2

Ye
ar

 e
nd

4.2 Lack of progress with The Christie's international 
ambitions and partnerships DCEO 3 3 International Board in place. Monitoring of progress reported through regular engagement and 

meetings External factors 9 Updates to Board of Directors None identified
International Board actions 

identified and plans in 
place

Managed through 
International 

Board
Cautious Board 9 9 3

Ye
ar

 e
n

4.3 Failure to establish new governance 
arrangements for MCRC partnership DCEO 3 4 Partnership Board in place. Good relationships established with partners. Paterson 

replacement complete and in use. None identified 12 Updates to Board of Directors None identified MCRC meetings identified 
way forward Regular metings Cautious Board 12 12 9

Ye
ar

 e
n
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5.1 Inability to fully implement the 2023/24 Greater 
Manchester Cancer operating model CEO 3 4 CEO chairs Manchester Cancer Board. Director of Strategy attendance at key meetings. 

Christie Strategy 2023-28 approved None identified 12 Reports to Management Board and Board of 
Directors None identified

GM Cancer Board 
monitoring progress and 

sharing & reviewing 
progress through regular 

meetings

Annual objectives 
assessed at 6 and 

12 months
Averse Board 12 12 9

Ye
ar

 e
nd

5.2 Failure to implement 2023/24 objectives of the 
SACT strategy COO 3 4 Strategy on track but constrained by other trusts. Expansion on Withington site. 6 monthly 

assessment of progress. None identified 12
Regular reports to Management Board and Board of 
Directors. Six monthly assurance reports to Quality 
Assurance Committee.

None identified

SACT team report to Board 
on progress June 2023. On 

going assessments of 
demand and response in 

place

SACT Board 
manages action 

progress and 
reports through 

QAC

Averse Quality 12 12 3

Ye
ar

 e
nd

5.3

Inequity of access for patients to Christie trials 
due to delays in implementing governance 
arrangements for Christie led & hosted trials at 
the networked centres  

DoR/COO 3 4

Research & Innovation Strategy approved. Approval for the trust to further expand the 
management of local oncology and chemotherapy services across GM.  Focus on improved 
digital access e.g. appointments / ePROMs and Shared Decision Making.  Chemotherapy 
services in locations across GM & Cheshire - strategy on track but constrained by other trusts.

Workforce and engagement 
from other trusts. 12 Regular reports to Quality Assurance Committee 

and Board of Directors None identified

Working with other Trusts 
to understand issues and 

actions. Monitored through 
R&I / SACT boards

SACT Board 
manages action 

progress and 
reports through 

QAC

Averse Quality High 12 12 9

Ye
ar

 e
nd

Corporate objective 3 - To be an international leader in professional and public cancer education 

Corporate objective 4 -  To integrate our clinical, research and educational activities as an internationally recognised and leading comprehensive cancer centre

Corporate objective 5 - To promote equality, diversity & sustainability through our system leadership for cancer care
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6.1 Key performance targets not achieved COO 3 4

Executive led monthly divisional performance review meetings. Integrated performance & 
quality report to Management Board and Board of Directors monthly. Weekl;y performance 
reporting via trust operational group. Escalation internally & across GM of delays impacting 
waiting time targets. Monitoring cancer waiting time standards through GM Cancer & IPR. 

Impact of ongoing Industrial 
Action 12

Executive Team monitor activity weekly. Integrated 
performance report to Management Board, Quality 
Assurance Committee and Board of Directors. 

None identified

Weekly monitoring through 
Executive Team, actions 
discussed and escalated 

as appropriate

Monthly review of 
annual targets Cautious Quality Mediu

m 12 12 4

Ye
ar

 e
nd

6.2 Change in financial regime resulting in inability to 
deliver the Trust's strategic plan. EDoF 4 4

Participating at national level and ICS (Greater Manchester) level to influence the new financial 
framework and its implementation. Development of mitigating strategies including efficiency 
and transformational programmes. Identification and consideration of new models of working to 
deliver and finance the Trust's strategic plan.

Changes in national funding 
arrangements and 
delegation of 
commissioning functions.

16

To continue to report through Managment Board and 
Board of Directors via financial reports and updates. 
Executive Team monitor activity weekly. MIAA audit - 
CIP Q2 / financial systems Q3 / Critical Apps Q3

None identified

External advice sought on 
new models of working. 

Close working with national 
& regional team

Monthly 
assessment of 

progress towards 
annual plan

Cautious Audit 16 16 4

Ye
ar

 e
nd

6.3 Digital programme unable to support delivery of 
operational objectives COO 3 4

CWP (clinical web portal) on stable platform. Review of digital programme and to align ditial 
strategy with Service strategies.  Key projects moving forward e.g.Order comms. EPMA, 
ePROMs, clinical outcomes. 

Internal capability & 
expertise to support system 
going forward.

12 Reports to Management Board & Board of Directors. 
MIAA audit - Data Protection Toolkit (DPST) Q4 None identified

Progress and objectives 
set/reviewed by Quarterly 
Digital board. Esaclations 

through Management 
Board.

Monthly 
assessment of 

progress towards 
annual plan

Cautious Audit 12 12 4

Ye
ar

 e
nd

6.4
Not delivering the objectives of our commercial 
partnerships resulting in negative financial / 
patient experience or reputational impact

 EDoF 3 3
Partnership Boards in place. Review of contract arrangemnts for CPP. TCP -  Internal and 
external auditors in place. MIAA governance audit gave significant assurance. KPI's reported 
via partnerhip board structure.  

None identified 9
Close contact with partners & management of joint 
incidents. Regular reports to Board and Audit 
Committee

None identified Issues outlined and 
escalated through Boards 

Regular 
assessment of 

progress towards 
annual plan

Averse Audit / 
Board 9 9 3

Ye
ar

 e
nd

6.5 Reputational damage, service disruption and 
financial loss due to cyber-attack. COO 3 4

Risk committee regular reporting on cyber security alerts established. Digital Programme 
progression of key cyber security improvement projects continues. Digital Board reporting. 
NHS Digital linked monitoring tools being deployed. Internal scanning tools deployed. External 
summary reports provided. Regular testing and reporting of security vulnerabilities. Staff 
training mandatory. Cyber incident response support established via NHS Digital. Cyber 
essential assessment underway.

The Trust does not currently 
have cyber security 
insurance.

12

Data Security and Protection Toolkit submissions 
with audits undertaken. Digital board 
reporting. Board level Senior Information Risk Owner 
in place.MIAA audit - Data Protection Toolkit (DPST) 
Q4

None identified

Actions identified through 
MIAA DSPT review. 

Progress monitored on 
target dates through 
divisional meetings.

Monthly review of 
identified actions Averse Audit 15 15 12

Ye
ar

 e
nd

6.6

Not implementing the in year objectives of the 
Trust strategy and its underpinning plans (Quality 
/ Patient Experience / Risk Management / 
Operational)

DCEO 3 4 Strategy / plans approved and reported through assurance committees. 6 monthly assessment 
reported to Board. None identified 12 Published Trust Strategy None identified

Objectives monitored 
through appropriate 

divisional board

Annual objectives 
assessed at 6 and 

12 months
Averse Board 12 12 4

Ye
ar

 e
nd
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7.1 Failure to achieve the year 1 milestones of the 
People and Culture Plan 2023/26 DoW 3 4 Plan approved and actions underway against each element of the plan None identified 12 Workforce Assurance Committee reports. MIAA 

audit EDS 22 Q4. None identified
Target dates for all 

elements of the plan 
identified

Monthly review of 
identified actions Averse Workforce Medium 12 12 4

Ye
ar

 e
nd

7.2

Risk of negative impact on delivery of services 
and staff engagement levels due to Trustwide 
staffing gaps in some occupations and ability to 
recruit and retain

DoW 4 3

Recruitment & Retention Trust wide group in operation reporting to the workforce committee. 
Commenced programme of work with an external organisation to develop our recruitment offer, 
advertising and brand. Commenced a programme of recruiting international nurses over a 6 
month period. Quarterly oversight of Trust wide vacancies and recruitment activity presented to 
the workforce committee. Divisional oversight of recruitment activity and vacancies discussed 
at the monthly service review meetings. Turnover analysis and exit interview data presented 
and discussed six monthly at the workforce committee.

National staff shortages 
impacting recruitment 12

National staff survey 2021 results. Reports to 
Management Board . Agency spend. Workforce 
Committee Oversight. MIAA audit - sickness 
absence Q1

None identified

Recrutiment and retention 
workplan in place - 
monitored through 

Workforce Assurance 
Committee

Regular 
assessment of 

progress towards 
annual plan

Averse Workforce High 12 12 6

Ye
ar

 e
nd

7.3 Management of Board succession and 
appointment of new Chair / NEDs DoW/CS 3 3

External search agency appointed to undertake Chair recruitment process. Plan outlined for 
future requirements to replace NEDs as they come to end of term. New Chair successfully 
appointed to start October 2023. Process for recruitment of 2 NEDs commenced July 2023.

None identified 9

Nominations Committee decisions reported to 
Council of Governors. Adherence to Fit & Proper 
Persons regulation - report to Audit Committee. Use 
of external search partner.

None identified

NED recruitment underway 
and plans outlined for 

further recruitment with 
timelines. Skill mix 

assessment updated and 
plan in place for Board 

discussion once new Chair 
in post.

Year end review of 
succession plan to 
determine future 

NED requirements

Averse Audit Medium 9 9 9

Ye
ar

 e
nd

7.4 Race/Disability discrimination impacting staff 
experience and therefore patient care DoW 3 3

Staff networks established, Board development sessions planned across the year focussing on 
discrimination.  EDI programme board monitors delivery of the EDI plan, monitoring of risks and 
WRES/WDES action plans.   EDS2022 progress against plans monitored at the Management 
Board.  Workforce Assurance Committee oversight of progress.

None identified 9

Reports to Workforce Committee, Management 
Board and Workforce Assurance committee. Staff 
story at each Workforce Assurance Committee.  
MIAA audit EDS 22 Q4.

None identified
WRES / EDS2022 action 
plans identify actions & 

timelines

Regular 
assessment of 

progress towards 
annual plan

Averse Workforce Medium 9 9 6

Ye
ar

 e
nd

Corporate objective 7 - To be an excellent place to work and attract the best staff

Corporate objective 6 - To maintain excellent operational, quality and financial performance 
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8.1 Impact on our ability to obtain planning approval 
for future capital developments. EDoF 2 3

Close working with Manchester City Council (MCC) planning and development issues as well 
as implementation of the Trust's green travel plan. Strategic planning framework approved 
which includes current and future requirements for travel to site.  Regular communication with 
residents through the Neighbourhood Forum and newsletters and with local councillors. 
Agreement by MCC of strategic development plan and delivery of the Trust's 5 year Capital 
Plan delivery

None identified 6
Monitored through Management Board & Board of 
Directors.  Capital programme shared with MCC and 
Board of Directors. 

None identified

MCC aware of current and 
future plans and timelines. 
Planning team engaged in 

discussions alongside 
Neighbourhood Forum

Dates in line with 
capital plan Cautious Board 6 6 3

Ye
ar

 e
nd

8.2 Not able to progress our role as an Anchor 
Institution DoS 2 3 Engagement in relevant GM meetings None identified 6 Monitored through  Board of Directors.  None identified Continued attendance at 

relevant GM meetings
6 monthly review 

of progress Cautious Board 6 6 3

Ye
ar

 e
nd

8.3

Failure to progress towards achievement of the 
NHS net zero Carbon targets through failure to 
achieve the annual milestones for The Christie 
set out in the Sustainable Development 
Management Plan (SDMT)

DCEO 4 2

Progress against SDMT plan regularly reported to Sustainability Committee and to 
Management Board as part of Integrated Performance Report. Progress against objectives 
overseen and reviewed by DCEO as Trust Net Zero lead.  Board training on net zero Carbon 
arranged for November 2022

None identified 8

Progress against SDMT plan regularly reported to 
Board of Directors as part of Integrated Performance 
Report. Annual Report to Board of Directors. 
Oversight by Audit Committee

None identified Actions outlined in SDMT 
with annual objectives

Annual milestones 
monitored monthly Cautious Audit 8 8 4

Ye
ar

 e
nd

COO 5 4
Industrial Action - close working with unions. Business continuity plans in place. Planning 
meetings in place around strike acton and incident management approach used. Management 
of demand. Risk assessments undertaken.

Impact of ongoing Industrial 
Action 20 Reports to Management Board and Board of 

Directors

Impact of 
ongoing 

Industrial Action

Detailed planning of patient 
demand and catch up. 
Staff cover planned. 

Liaision with unions and 
national team.

On going 
dependent on 

mandate to take 
action

Averse Board 9 9 3

Ye
ar

 e
nd

DCEO 3 3 Group in place to review supply chain. 
Global position. Lack of 
control for supply chain e.g. 
radioisotopes

9 Reports to Audit Committee None identified
Escalations in place for 
supply issues through 

procurement team.

As appropriate 
dependent on 

issue
Cautious Audit 9 9 3

Ye
ar

 e
nd

8.5
Failure to adapt to climate change & other 
environmental factors  e.g., floods / extreme 
temps / new pathogen

DCEO 3 3 Business continuity planning process in place. Plans tested and reviewed. Uncertainty around what / 
when 9 Sustainable Development Plan in place and reported 

to Audit Committee None identified EPRR lead out to advert
Appointment to be 

made by end 
November 2023

Cautious Audit 9 9 3

Ye
ar

 e
nd

8.4
Reduced ability to provide services and support 
to patients due to national / global influences 
(supplies / fuel costs / strikes etc)

Corporate objective 8 - To work with others in promoting a sustainable environment and eliminating health inequalities
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Appendix 1     Agenda item 27/23a 

Status of NHS patient safety strategy priorities at The Christie 

Priority Context Current Status Exec 
Lead 

Reporting 

Implementing the 
Patient Safety 
Incident Response 
Framework 
(PSIRF) 

All providers should be planning and 
working towards Patient Safety Incident 
Response Framework being 
implemented in their organisation from 
autumn 2023, subject to working with and 
agreement from their integrated care 
boards (ICBs). PSIRF represents a 
significant shift in how the NHS plans for 
and responds to patient safety incidents 
and replaces the Serious Incident 
Framework (SIF). 

• PSIRF engagement/awareness
sessions delivered.

• Governance structure and toolkit
agreed

• PSIRF Policy and Plan (Local
strategy) is planned to be signed off at
BOD on 25th January 2024 with a go
live date of 01.03.2024.

• Patient Safety Team working in
collaboration with ICB and Specialist
Commissioner colleagues on the plan
and policy for the Christie.

Chief 
Nurse 

Quality Assurance 
Committee 

Last reported - 
15th June 2023 

Next update to 
QAC September 
2023 

Improving the 
quality of patient 
safety incident 
reporting and 
supporting 
transition to the 
Learn from Patient 
Safety Events 
(LFPSE) service 

All organisations are required to transition 
to the new Learn From Patient Safety 
Events service. Organisations connected 
to the legacy system, the National 
Reporting and Learning System (NRLS), 
via a local risk management system were 
asked, as a minimum, to begin local 
testing of LFPSE-compliant local risk 
management systems from the end of 
March 2023 and to be implementing 
LFPSE within their local risk 
management systems by the end of 
September 2023.  

- Datix programme will support LFPSE
compliance, completion date delayed
by 12 weeks to 01.01.2024 from
30.09.2023.

- NHS England released the letter on
this link Update on LFPSE
implementation deadline - Patient
Safety Learning explaining the
compliance criteria to the end of the
financial year is that “Trusts will only
need to ensure this is underway by the
30 September 2023, rather than fully
implemented”

Chief 
Nurse 

Quality Assurance 
Committee 

Last reported - 
15th June 2023 

Risk to be 
discussed at 
R&QG Committee 
September 2023 
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Priority Context Current Status Exec 
Lead 

Reporting 

Medical examiners Medical examiners are senior medical 
doctors who provide independent scrutiny 
of the causes of non-coronial deaths. In 
scrutinising deaths, they: 
• seek to confirm the proposed cause of
death by the medical doctor and the
overall accuracy of the medical certificate
of cause of death
• discuss the proposed cause of death
with bereaved people and establish if
they have questions or any concerns
relating to the death
• support appropriate referrals to senior
coroners
• identify cases for further review under
local mortality arrangements and
contribute to other clinical governance
processes.

Medical examiner scrutiny of deaths is 
now being extended from deaths in the 
acute setting to deaths in non-acute 
settings. 

• The Christie Medical Examiner’s
Office was established in 2020 and
provides independent scrutiny of all
on-site deaths.

• Current establishment is 1x Medical
Examiner Officer and 4x trained
Medical Examiners who provide a 5-
day service.

• If issues related to patient care are
identified by the Medical Examiner a
mortality review is triggered through the
trust’s Learning from Deaths process
which reports to the Patient Safety
Committee and Quality Assurance
Committee.

Medical 
Director 

Quality Assurance 
Committee 

Last reported - 
15th June 2023 

National Patient 
Safety Alerts 

National Patient Safety Alerts require 
executive oversight and for senior 
leaders in each organisation to manage 
the implementation of all relevant actions 
for each alert. 

• Continued management of National
Patient Safety Alerts in timely manner
co-ordinated by Quality and Standards

• Monitored weekly via ERG.

Chief 
Nurse 

Quality Assurance 
Committee 

Last reported - 
15th June 2023 

Patient safety 
culture 
development 

Trusts should ensure a just culture guide 
or equivalent is in place, alongside 
learning from best practice and 

• Introduction of Patient Safety
Champions for all key areas- to enable
shared learning and facilitate open

Chief 
Nurse 
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Priority Context Current Status Exec 
Lead 

Reporting 

monitoring safety cultures to identify 
where work is needed to improve, are 
key actions. 

The National Patient Safety Team has 
published a Patient Safety Culture 
Practical Guide to support organisations 
to improve safety culture. 

discussion of patient safety priorities 
and areas for improvement 

• Awareness and teaching sessions
incorporating patient safety culture as
a key theme and how we enable this

• World Patient Safety Day awareness
stand to engage staff and patients

• Learning Improvement Bulletin- 
sharing learning trust wide including
acknowledging good practice

• Alignment with Globis work
• FTSU Guardianship
• From October Patient Safety Culture

and PSIRF is a 30 minute session on
Trust Induction

Implement the 
framework for 
involving patients 
in patient safety 

The Framework for Involving Patients in 
Patient Safety published in 2021 is 
supporting NHS organisations to ensure 
the vital perspective and insight patients 
bring is embedded into local patient 
safety work. The framework asks all 
trusts, ICBs and regions to appoint at 
least two ‘patient safety partners’ to their 
relevant patient safety committee(s) to 
ensure the patient perspective is heard. 

All providers should be including a 
minimum of two patient safety partners 
on their safety related clinical governance 
committees. It is intended this will 
become a contractual requirement in the 
NHS Standard Contract for 2024/25. 

- This is linked to the Involvement
Strategy overseen by Associate Chief
Nurse for Patient Experience

- Business Case for PSP has been
submitted

- Budget of 20k requested for 23/24
financial year

Chief 
Nurse 

Quality Assurance 
Committee 

Last reported - 
15th June 2023 
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Priority Context Current Status Exec 
Lead 

Reporting 

Patient safety 
education and 
training 

The first ever NHS Patient Safety 
Syllabus was published in May 2021. 
Level 1 (Essentials for patient safety) and 
Level 2 (Access to practice) training, 
suitable for all NHS staff, were launched 
in October 2021. 

NHSE ambition is for all NHS staff to 
undertake Patient Safety Syllabus Level 
1 (essentials) training. Level 2 (access to 
practice) is designed for those who have 
an interest in understanding more about 
patient safety and/or who want to go on 
to access the higher levels of training. 
Training in levels 3 and 4 will be 
launched for patient safety specialists 
from September 2023 ensuring they are 
fully trained in patient safety science and 
systems thinking. 

• Patient Safety Syllabus Level 1 and 2
available for all staff on Christie
Learning Zone

• NEDs asked to self declare training
using handbook for “PSIRF for Those
in Oversight Roles”

• E-Learning for Executive Directors.
• Patient Safety have undertaken HSIB

Level 2 training
• Trust Patient Safety Specialist has a

place on the L3 & L4 Training, this is
provided through Loughborough
university

Chief 
Nurse 

Quality Assurance 
Committee 

Last reported - 
15th June 2023 

Patient safety 
improvement 

National safety improvement priorities are 
aligned to the delivery of the Patient 
Safety Strategy, the NHS Long Term 
Plan and the NHS Operational Planning 
Guidance. They are informed by national 
professional leadership and policy teams 
across NHS England. The 
priorities for delivery in 2022/23 were 
deterioration, maternity, medication, 
mental health, and PSIRF, some of which 
continue through 2023/24. 

As detailed above. Chief 
Nurse 

Quality Assurance 
Committee 

Last reported - 
15th June 2023 
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Agenda Item 27/23b 

Meeting of the Board of Directors 
Thursday 28th September 2023 

Subject / Title Audit Committee report – June 2023 

Author(s) Company Secretary’s Office 

Presented by Committee chair 

Summary / purpose of paper 

This paper provides the board with a summary of the 
assurance items considered by the Audit Committee 
at their June meeting and any subsequent actions 
required by the Board. 

Recommendation(s) To note the report and any actions 

Background papers Audit Committee papers 22nd June 2023 

Risk score BAF references noted within report 

Link to: 

 Trust strategy

 Corporate objectives

• Trust’s strategic direction

• Divisional implementation plans

• Our Strategy

• Key stakeholder relationships

You are reminded not to use 
acronyms or abbreviations 
wherever possible.  However, 
if they appear in the attached 
paper, please list them in the 
adjacent box. 

DoF Director of Finance 
CIO Chief Information Officer 
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Agenda item 27/23b 

Meeting of the Board of Directors 
Thursday 28th September 2023 

Audit Committee report – June 2023 

1 Introduction 
The Audit Committee took place on 22nd June 2023. The following summary gives the 
Board information on the items that were considered and any actions required by the 
Board. 

2 Audit Committee agenda items 
The items listed below were all presented to the Audit Committee for assurance. 

Agenda item BAF 
reference 

Assurance 
rating 

suggested 

Comments and associated action (where 
applicable) 

Executive 
Director of 
Finance report 

6.2 High • The annual accounts for The Christie
Charitable Fund are being audited by Crowe
LLP and will be presented and approved by
The Christie Charity Board at the September
2023 meeting.

• The Christie Pharmacy Limited accounts have
been audited, these will be signed in June 2023
and then submitted to Companies House.

• The annual accounts for 2022-23 have been
prepared on a going concern basis. The Trust
has submitted the 2023/24 annual plan for
consolidation into a Greater Manchester plan to
be submitted to NHSE.

• In terms of the valuation of land and buildings,
an increase in asset valuation of £9,950,290
has now been processed and updated in the
audited accounts.

• The Trust’s revenue and capital plans for
2023/24 must be agreed by the Greater
Manchester Integrated Care Board (GM ICB).
GM ICB submitted a balanced plan for revenue,
and a capital expenditure plan which is £71m
above the system’s allocation in the final
submission in May 2023. Delivery of the
revenue plan remains a significant challenge
and includes system savings of £123m (which
remains in the ICB plan and hasn’t been
allocated to individual providers) with no current
identified mitigation. This is in addition to
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Agenda item BAF 
reference 

Assurance 
rating 

suggested 

Comments and associated action (where 
applicable) 

significant levels of cost improvement plans 
(CIP) in individual provider plans. 

• Following the NHS staff survey results, the
Trust’s finance department was contacted to
inform them they had scored highest in the
country on average score.

Action: 
SP to provide information from HFMA to Committee 
members to provide an overview of NHS finances 
and clarification on the process of the setting of the 
financial envelope to aid understanding. 

The Committee chair will note any actions required by Board and make escalations to 
Board as necessary. 

3 Recommendation 
The Board are asked to note the reports received for assurance by the Audit 
Committee in June. 

Assurance level descriptions: 

HIGH MEDIUM LOW 
Substantial assurance 
provided over the 
effectiveness of 
controls in mitigating 
the risk in delivering our 
targets. 

Some assurances in place 
or controls are still 
maturing so effectiveness 
cannot be fully assessed 
but should improve. 

Assurance indicates 
limited effectiveness 
of controls. 
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Agenda Item 27/23b(i) 

Meeting of the Board of Directors 
Thursday 28th September 2023 

Subject / Title Audit Committee report – July 2023 

Author(s) Company Secretary’s Office 

Presented by Committee Chair 

Summary / purpose of paper 

This paper provides the board with a summary of the 
assurance items considered by the Audit Committee 
at their July meeting and any subsequent actions 
required by the Board. 

Recommendation(s) To note the report and any actions 

Background papers Audit Committee papers 27th July 2023 

Risk score BAF references noted within report 

Link to: 

 Trust strategy

 Corporate objectives

• Trust’s strategic direction

• Divisional implementation plans

• Our Strategy

• Key stakeholder relationships

You are reminded not to use 
acronyms or abbreviations 
wherever possible.  However, 
if they appear in the attached 
paper, please list them in the 
adjacent box. 

DoF Director of Finance 
CIO Chief Information Officer 

24



Agenda item 27/23b(i) 

Meeting of the Board of Directors 
Thursday 28th September 2023 

Audit Committee report – July 2023 

1 Introduction 
The Audit Committee took place on 27th July 2023. The following summary gives the 
Board information on the items that were considered and any actions required by the 
Board. 

2 Audit Committee agenda items 
The items listed below were all presented to the Audit Committee for assurance. 

Agenda item BAF 
reference 

Assurance 
rating 

suggested 

Comments and associated action (where 
applicable) 

Executive 
Director of 
Finance report 

6.2 High • Outstanding audit recommendations review is
progressing and a further updated will be
provided to the October meeting.

• The Trust is still awaiting approval of the
Charity Gift Deed expenditure from the DHSC
and HM Treasury before the annual report and
accounts can be finalised and signed off.

• The Greater Manchester ICB 2023/24 financial
plan to breakeven, the current forecast does
not indicate breakeven. The Christie’s forecast
financial position does forecast that we will
achieve plan (£8m deficit) but many others dol
not. GM ICB submitted a balanced plan for
revenue, and a capital expenditure plan which
is £71m more than the system’s allocation in
the final submission in May 2023.

• The Trust has reviewed the new standardised
financial controls and estimates that the current
controls in place mean that we are c95%
compliant. The main exception is the
requirement for executive sign off of non-clinical
agency. This compliance is similar across GM.
Reporting in relation to this will be implemented
through the ICB.

Actions: 
• HFMA licences for finance e-learning and email

requirements to be confirmed and course
details on NHS Finances to be circulated to

25



Agenda item BAF 
reference 

Assurance 
rating 

suggested 

Comments and associated action (where 
applicable) 

members. 
• Waiver process to be reviewed for those where

only a single supplier option given the time
constraints and issues this can cause.

Digital six-
monthly 
update 

6.3, 6.5 Medium • The last quarter saw 3 awards for the Digital
team; National Winners for ‘Best Hospital
Placement (Nominated by Nurses)’ at the
Nursing Times Awards. Paul Baxter, Cyber
Security Manager won national ‘Individual of
the Year’ at the Cyber Associates Network
Awards, and Service Delivery won ‘TCG
Industry Placement Partner 2023’.

• Digital have also further developed their front
door process, introducing Monday.com, and
reinitiated projects with Outpatients and
Research and Innovation.

• The Trust has recently achieved cyber
essentials plus accreditation.

• The NHS staff survey provided pleasing results
for Digital Services, they have improved in
every area in the last year and are also above
average.

• With regards to operational performance, there
is a need to improve on first time fix rates via
the Tech Bar, progressing a full-service desk
replacement system which should help with
this.

• The Digital risks are provided in the report for
information, noted that the cyber risk has
reduced but this will be ever present.

Actions: 
• Patient or staff member journey as a result of

Digital impact to be incorporated into next
update.

The Committee chair will note any actions required by Board and make escalations to 
Board as necessary. 

3 Recommendation 
The Board are asked to note the reports received for assurance by the Audit 
Committee in July. 
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Assurance level descriptions: 

HIGH MEDIUM LOW 
Substantial assurance 
provided over the 
effectiveness of 
controls in mitigating 
the risk in delivering our 
targets. 

Some assurances in place 
or controls are still 
maturing so effectiveness 
cannot be fully assessed 
but should improve. 

Assurance indicates 
limited effectiveness 
of controls. 
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Agenda item: 27/23c 

Meeting of the Board of Directors 
Thursday 28th September 2023 

Subject / Title Quality Assurance Committee report – June 2023 

Author(s) Company Secretary’s Office 

Presented by Committee chair 

Summary / purpose of paper 

This paper provides the board with a summary of the 
assurance items considered by the Quality Assurance 
Committee at their June meeting and any subsequent 
actions required by the Board. 

Recommendation(s) To note the report and any actions 

Background papers Quality Assurance Committee papers 15th June 2023 

Risk score BAF references noted within the report 

Link to: 

 Trust strategy

 Corporate objectives

• Trust’s strategic direction

• Divisional implementation plans

• Our Strategy

• Key stakeholder relationships

You are reminded not to use 
acronyms or abbreviations 
wherever possible. However, if 
they appear in the attached 
paper, please list them in the 
adjacent box. 
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Agenda item: 27/23c 

Meeting of the Board of Directors 
Thursday 27th April 2023 

Quality Assurance Committee report – June 2023 

1 Introduction 
The Quality Assurance Committee took place on 15th June 2023. The following 
summary gives the Board information on the items that were considered, and any 
actions required by the Board. 

2 Quality Assurance Committee agenda items 
The items listed below were all presented to the Quality Assurance Committee for 
assurance in June:  

Agenda item Patient Safety Quarterly Report January – March 
2023 

BAF reference 1.1, 1.3, 1.5 
Assurance rating given High 
Key points and associated action (where applicable): 
• The incident management policy has also been reviewed, there have been some

updates to roles and the policy in place is a holding position while moving to the
PSIRF. Through quality oversight there has been improvement on how long
incidents are with incident handlers.

• The last 12 months has seen an increase in incident activity but remaining as low
severity, there was a dip during the pandemic and now seeing the recovery so
should start to see incidents now sitting around the level they are currently.

• 98% of incident activity is represented by the Trust’s two biggest departments,
CSSS and NWS.

• Medicines safety has seen a big focus with the first Medicines and Transfusion
Improvement Group meeting during Q4 to begin to consider prominent themes in
medication related incidents.

• The SI panel within the quarter related to a patient receiving incorrect IV
medication. A thorough investigation was undertaken with agreed actions at panel
completed with changes to the system.

• 2 incidents reported to StEIS were approved in the quarter, through a meeting with
the specialist commissioners they were satisfied, and the incidents were closed
down.

No actions identified. 
Agenda item Patient Experience Quarterly Report January – 

March 2023 
BAF reference 1.4 
Assurance rating given High 
Key points and associated action (where applicable): 
• Achievements for Q4; the involvement in the green team competition was felt to be

successful through the savings identified financially and the green and sustainability
aspects.
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• Positive feedback continues through the Friends and Family Test (FFT).
• In terms of the challenges, there have been some gaps within the workforce, two

new members of staff are joining the PALS team in July and work is being done to
engage with Solicitors while the Complaints and Claims Manager goes on maternity
leave.

• There are 2 main targets for the team when dealing with complaints;
acknowledgement within 3 days and response within 6 months, which is the
regulatory timescale. Not currently where we want to be but there has been a real
focus in the team to get to where we need to be regulatory wise, and complaints are
taken through ERG on a weekly basis. A reporting timetable is now in place to show
where are things are up to.

No actions identified. 
Agenda item Health and Safety Quarterly Report January – 

March 2023 
BAF reference 7.3 
Assurance rating given High 
Key points and associated action (where applicable): 
• The highest accident categories show an increase of 16% for needlesticks and 75%

for moving and handling but this reflects a small increase in accidents; 14 for
needlesticks and 7 for moving and handling.

• The Health and Safety Executive (HSE) has written to all Trusts to inform them of
inspections for next year. An awareness group has been established to look at
giving Trust assurance on the inspection related areas.

No actions identified. 
Agenda item Infection Control Annual Report 2022/23 
BAF reference 1.3 
Assurance rating given High 
Key points and associated action (where applicable): 
• The team are now operating at full establishment in accordance with the structure

devised in 2021-22, with further investment agreed in 2022/23. The Lead Nurse role
will focus on quality improvement.

• Through the alert organism surveillance, there have been identified spikes around
viruses in AAU, Palatine Ward and Ward 12 which relate to viruses detected on
admission. Both MRSA and MSSA are mainly through AAU admissions.

• The Trust has gone over the thresholds set by NHSE for reported cased of
C.Difficile and E.coli; total of 51 cases of C.Difficile in year and 59 for E.coli.
Nationally, around 80% of Trusts have gone over. Antibiotics are known to impact
C.Difficile rates, root cause analysis done for all cases which includes an
assessment as to whether the antibiotics were given at the right time and
appropriately, have good assurance that they are.

• A new IPC BAF is also being developed.
No actions identified.
Agenda item Learning from deaths 
BAF reference N/A 
Assurance rating given High 
Key points and associated action (where applicable): 
• Now have 12 more reviewers trained. In year, 66 deaths were triggered for a

structured casenote review (SCR), 56 of which have been completed. Any cases
needing to be prioritised were done and an additional 14 deaths from 2020/21 and
53 deaths from 2021/22 were also reviewed in 2022/23. All 2021 and 2022 reviews
have been validated by the MSG.
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• 1 patient had an overall poor care score of 2, this was due to concerns regarding a
lack of clarity in the documentation over issue of faecal incontinence. Poor care was
identified around care after death involving communication. Related procedures /
practices were not followed. Care after death updated guidance being rolled out.
The mortality reviews for these patients included input from the supportive care
team and no significant lapses in care were identified.

• One case referred to LeDeR was due to the patient’s history of autism and learning
needs. He was capable of self-care and had no previous concerns regarding
capacity. Waiting to hear back from the LeDeR reviewers team.

• In terms of learning from deaths, good practices are noted in the structured case
note review and areas for improvement are fed back to the appropriate clinician.
Any concerns identified are also shared within directorates or more widely,
especially if associated with an incident or complaint.

No actions identified. 

The Committee Chair will note any actions required by Board and make escalations to 
Board, as necessary. 

3 Recommendation 
The Board are asked to note the reports received for assurance by the Quality 
Assurance Committee in June 2023. 

Assurance level descriptions: 

HIGH MEDIUM LOW 

Substantial assurance 
provided over the 
effectiveness of 
controls in mitigating 
the risk in delivering our 
targets. 

Some assurances in place 
or controls are still 
maturing so effectiveness 
cannot be fully assessed 
but should improve. 

Assurance indicates 
limited effectiveness 
of controls. 
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Agenda item: 27/23d 

Meeting of the Board of Directors 
Thursday 28th September 2023 

Subject / Title Workforce Assurance Committee Report – July 2023 

Author(s) Company Secretary Office 

Presented by Committee Chair 

Summary / purpose of paper 

This paper provides the board with a summary of the 
assurance items considered by the Workforce 
Assurance Committee at their July meeting and any 
subsequent actions required by the Board. 

Recommendation(s) To note the report and any actions 

Background papers Workforce Assurance Committee papers 13th July 
2023 

Risk score BAF references noted within the report 

Link to: 

 Trust strategy

 Corporate objectives

• Trust’s strategic direction

• Divisional implementation plans

• Our Strategy

• Key stakeholder relationships

You are reminded not to use 
acronyms or abbreviations 
wherever possible.  However, 
if they appear in the attached 
paper, please list them in the 
adjacent box. 

EDG Ethnic Diversity Group 
BAF Board Assurance Framework 
WRES Workforce Race Equality Standard 
WDES Workforce Disability Equality Standard 
FTSU Freedom to Speak Up 
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Agenda item: 27/23d 

Meeting of the Board of Directors 
Thursday 28th September 2023 

Workforce Assurance Committee report – July 2023 

1 Introduction 
The Workforce Assurance Committee took place on 13th July 2023. The following 
summary gives the Board information on the items that were considered, and any 
actions required by the Board. 

2 Quality Assurance Committee agenda items 
The items listed below were all presented to the Workforce Assurance Committee for 
assurance in July.  

Agenda item Workforce Risk Review 
BAF reference 7.2 
Assurance rating given High 
Key points and associated action (where applicable): 
The workforce risk ‘Trust wide staffing gaps due to national shortages in some 
occupations. Risk of negative impact on engagement levels, staff health & wellbeing 
and delivery of services’; is currently scored as a 12, previously a 16. 
Key elements were summarised as follows: establishment has increased, more growth 
posts to be added, turnover has decreased, sickness is decreasing in line with seasonal 
trends, positive activity is taking place in key risk areas, Admin and Clerical is still in a 
worrying position. In terms of mitigation, recent Nurse Recruitment event was well 
attended with 30+ appoints made, an additional senior appointment has been made in 
the medical staffing team, successful SWAP with Trafford College and DWP for 
HCSW’s generated 20 candidates, exciting opportunity to work with Southway Housing 
and Athena group to reach under represented area of the community, Facebook 
campaigns continue to support the pipeline of Nurses and HCSW’s. This campaign and 
the international nurses recruitment has really helped with the nursing pipeline. 
Agenda item The Christie People Plan 
BAF reference 7.1, 7.2, 7.4 
Assurance rating given Medium 
Key points and associated action (where applicable): 
The NHS Long Term Workforce Plan published June 2023 is the first long term 
workforce plan produced by the NHS and sets out plans to address existing and future 
workforce challenges. It has 3 clear themes Train, Retain and Reform. Pledges are set 
out within each of the three themes.  An assessment of this plan aligned to the Trust’s 
own plans and strategy will be brought to the next meeting. 
The following areas of The Christie People Plan are currently behind:  
• The Essential Training programme; a business case has been approved which will

provide the resource to progress this programme of work and reduce risk.
• A review of Manager Training was commissioned and this is almost complete. A

large proportion of managers at bands 4-7 require support and development of their
skills to deliver effective line management.

• There are two areas focused on recruitment and retention; one is in terms of fair
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and inclusive recruitment and the other is in relation to the development of the exit 
interview process. Proposals are going to the next Workforce Committee to agree 
how to proceed with the exit interview process. 

Are issues of capacity in the Workforce Team that are being addressed. 
Agenda item Public Sector Equality Duty Update 
BAF reference 7.4 
Assurance rating given Medium 
Key points and associated action (where applicable): 
WRES data is a positive picture with the majority of domains presenting an upward 
trend. Need to focus on how to address the areas which haven’t performed as well, 
these include: equity of access to training, board composition and staff reporting 
incidents of bullying and harassment. 
WRES - majority of actions remain on plan. Areas that are behind on plan:  
• Violence and aggression policy in line with new national framework.
• Monitoring of ethnicity data of staff who attend internal development programmes.
• Roll out of Respectful Resolution programme, this work is underway.

WDES data is also a positive picture compared to last year’s submission.  Areas of 
focus are the appointment process, experience of bullying and harassment and staff 
engagement. WDES is more of a challenge as there is limited data available through 
the Trust’s ESR records, there is a need to work to encourage staff to declare where 
they have a disability. 
WDES - slightly behind with plan due to focus on completion of national submissions. 
Difficulties in engaging with the network due to limited staff members wishing to 
participate.  Actions to focus on supporting managers to support our disabled staff 
members.  A new EDI advisor starting whose priority will be to review and engage with 
the network groups and work on the WDES actions. 
Governance around the WDES and WRES through reporting to the EDI programme 
board and Management Board.   
Agenda item Monitoring use of agency staffing 
BAF reference 7.2 
Assurance rating given High 
Key points and associated action (where applicable): 
The aim in 2023/24 is to reduce the total agency spending by Trusts (in aggregate) to 
3.7% of the total estimated NHS Pay bill. Currently the national average is 4.4% and 
the Northwest average is 4.3%. GM have agreed to report on the compliance against 
the following standards:  
• Price Cap Compliance – Northwest target 60% of agency usage to be compliant
• Off Framework Usage – Less than 3% of off framework agency usage
• Total Bank usage as a % of Temporary staffing – Bank Fill rates to be at 75%
• Agency Spend as a % of Trust pay bill – less than 3.7% of the annual total staff pay

bill
The Trust is an outlier as currently meeting the target of reducing off framework agency 
usage and have been consistently at 0% for the last 12 months and is also achieving 
the target of the total agency spend remaining under 3.7% of the monthly pay bill.   
There are 2 areas the Trust need to work on: 
• Price cap compliance with agency usage, this will be achieved in May.
• More internal bank fills, currently at between 50-60%
The Trust’s main priority is to boost recruitment and fill with bank staff to reduce agency
use. Will report back to the Committee in 6 months on progress.
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The Committee Chair will note any actions required by Board and make escalations to 
Board as necessary. 

3 Recommendation 
The Board are asked to note the reports received for assurance by the Workforce 
Assurance Committee in July 2023. 

Assurance level descriptions: 

HIGH MEDIUM LOW 

Substantial assurance 
provided over the 
effectiveness of 
controls in mitigating 
the risk in delivering our 
targets. 

Some assurances in place 
or controls are still 
maturing so effectiveness 
cannot be fully assessed 
but should improve. 

Assurance indicates 
limited effectiveness 
of controls. 
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Agenda item 27/23e 

Meeting of the Board of Directors 
Thursday 28th September 2023 

Subject / Title Fit & Proper Person Test Framework and updated Policy 

Author(s) Louise Westcott, Company Secretary 

Presented by Roger Spencer, Chief Executive Officer 

Summary / purpose of 
paper 

This paper outlines the new requirements of the NHS England Fit 
and Proper Persons Test Framework 2023. The paper 
summarises the changes and shows progress against the MIAA 
checklist relating to the introduction of the Framework. 
The paper gives a progress update on the actions relating to the 
F&PPT identified in the CQC action plan.  
The paper also includes the updated Fit & Proper Persons Policy 
that outlines the Trusts responsibilities and processes around 
CQC Regulation 5: Fit & Proper Persons and reflects the 
additional requirements of the 2023 NHSE Framework. 

Recommendation(s) 

The Board are asked to; 
• Note the introduction of the NHSE FPPT Framework August

2023 and the additional requirements
• Note the completion of the actions from the CQC action plan

2022 relating to Regulation 5 Fit and Proper Persons
requirements

• Approve the updated Fit & Proper Persons Test Policy and
note the requirement to review the policy in line with the
review date

• Note the progress against the MIAA checklist and plans for
further reports on compliance to committees of the Board

Background papers 

The Health and Social Care Act 2008 (Regulated Activities) 
Regulations 2014 Regulation 5: Fit and Proper Persons 
Requirement 
NHS England Fit and Proper Person Test Framework for board 
members 

Risk score 8 (2/4) 

Link to: 
 Trust strategy
 Corporate objectives

Trust Strategy 2023-2028 
Corporate objective 7 – To be an excellent place to work and 
attract the best staff 

Acronyms or 
abbreviations used 

FPPT – Fit and Proper Persons Test 
BMR – Board Member Reference 
ESR – electronic staff record 
MIAA – Mersey Internal Audit Agency 
NHSE – NHS England 
ICB – Integrated Care Board 
ALB – Arm’s Length Bodies 
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Agenda item 27/23e 

Meeting of the Board of Directors 
Thursday 28th September 2023 

1. Introduction 
NHS England (NHSE) published a new Fit and Proper Persons Test (FPPT) Framework on 
2nd August 2023 alongside guidance for chairs and for staff on implementation. A directory of 
board level learning and development opportunities was published at the same time. NHSE 
expect elements of the framework to be used from 30 September 2023 with full 
implementation by 31 March 2024.  
 
The Framework introduces new and more comprehensive requirements around board 
appointments and annual review and supports transparency. This includes the introduction 
of a new standardised board member reference (BMR) which should be created whenever a 
board member leaves an NHS organisation, regardless of whether they are moving 
immediately to another NHS role and should be sought by employing NHS organisations 
when making a job offer.  
 
There are also new requirements to populate fields within the Electronic Staff Record (ESR) 
related to FPPT checks and references. This will provide a standard way to record and 
report compliance internally. Retrospective population of data is not proposed. Hard copy 
files will still be required. 
 
2. Summary of changes 
The Fit and Proper Persons Test Framework and assessment includes; 
 
All current elements relating to CQC Regulation 5: fit and proper persons: directors 
 
New elements relating to recommendations made by Tom Kark KC in his review  of the Fit 
and Proper Person Test; 

• The NHS Leadership Competency Framework (LCF) – awaited from NHSE 
• FPPT fields in NHS Electronic Staff Record (ESR) to record testing – added to the 

system and data quality checks undertaken to ensure correct staff captured 
• A Board Member Reference (BMR) – requirements included in updated policy 
• Extending the scope to include Integrated Care Boards (ICB) and some Arm’s Length 

Bodies (ALB) – not applicable to us 
• Clear statement of accountability of chairs in implementing the Framework in their 

organisations – requirements included in updated policy 
 
The new FPPT Framework brings together: 

• the FPPT assessment at recruitment, annual review and at any time that new 
information relevant to FPPT becomes available 

• learning and development offers and a standard set of competencies with minimum 
levels expected for board      members 

• appraisal process for board members (to be available from NHSE later in 2023/2024) 
• specific reference requirements for board      members (the Board Member Reference -

BMR) 
 
3. Key Principles 
The FPPT should be a key element of patient safety and good leadership in organisations, 
and this should be recognised by all board members; and poorly performing managers and 
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directors are prevented from moving between health organisations. The FPPT Framework 
aims to be fair and proportionate. 
 
The Framework supports transparency and should be the start of an ongoing dialogue 
between board members about probity and values. It should be seen as a core element of a 
broader programme of board development, effective appraisals and values-based (as well 
as competency-based) appointments – all of which are part of the good practice required to 
build a ‘healthy’ board. 
 
Organisations can choose to extend the scope, but we are only requested to make an 
annual submission for our board members. NHSE has committed to a review of the FPPT 
Framework within 18 months. 
 
4. Roles and responsibilities  
There are changes to the roles and responsibilities of the Chair, CEO, Company Secretary, 
Director of Workforce and the Senior Independent Director as well as additional 
responsibilities for the Board of Directors and Council of Governors in terms of assurance. 
These have all been reflected in the updated FPPT policy. We have also requested for a 
review of compliance with the standard and framework to be included in the 2024/25 annual 
Internal Audit Plan.  
 
5. Timeline 
From 30 September 2023 we must:  
• use the new board member reference template for references for all new board 

appointments – this does not include the most recent appointments to the Board (Director 
of Finance and Chair both of which were pre the guidance) but will be used for the 
upcoming NED appointment 

• complete and retain locally the new board member reference for any board member who 
leaves the board for whatever reason and whether or not a reference has been requested 

 
NHSE are currently finalising the new NHS Leadership Competency Framework (LCF) for 
board level roles and have said they will share this by the end of September, so that it can 
be implemented by 31 March 2024, alongside the FPPT Framework. 
 
By 31 March 2024 we must: 
• fully implement the FPPT Framework incorporating the LCF, including: 

• First full FPPT annual review of all board  members – this will be presented to 
Workforce Assurance Committee and Board of Directors in March 2024 

• Individual self-attestations completed       for board members – updated form added to 
policy  

• Annual submission form completed to go to the relevant regional director – to follow 
March meetings 

• ESR database updated – dashboard from ESR to be used as part of the annual 
review / compliance paper 

 
By the end of Q1 2024/2025 we must: 
• incorporate the Leadership Competency Framework into annual appraisals of all board 

directors for 2023/2024, using the new     board appraisal framework (will be published, 
incorporating the LCF, by March 2024).  

 
In future years, the appraisal, Leadership Competency Framework and FPPT assessment 
should all align. 
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6. Strengthened Fit and Proper Person Test (FPPT) assessment 
Under CQC Regulation 5 (and as part of standard recruitment checks), we already assess 
board members to ensure that they are fit and proper by obtaining evidence to reach a 
conclusion. In addition, there are strengthened arrangements required around training and 
development, appraisal, disciplinary findings, an employment tribunal judgement check, and 
the introduction of a Board Member Reference (BMR). 
 
7. Electronic Staff Record (ESR) 
There are additional requirements to collect FPPT data in the ESR. Fields in ESR will be 
used to record that testing has been conducted and that the chair has reviewed and ‘signed 
off’ as complete for everyone. We also use a Chair sign off form for each Board appointment 
that is held in the hard copy files. Separate records must also be retained for mitigating 
actions or additional considerations considered in reaching a conclusion for each board 
member’s FPPT. This is held in hard copy and kept up to date by the company secretary. 
 
Personal data in ESR relating to the FPPT for board members will not routinely be 
accessible beyond an individual’s own organisation. There are no substantive changes to 
the data controller arrangements from those already in place for ESR. 
 
A Data Protection Impact Assessment has been drafted by NHSE setting out the relevant 
lawful basis for processing the data on ESR. As participating data controllers, we must 
communicate with all board members whose details will be included in ESR what data we 
hold. This allows directors the opportunity to object. The privacy notice relating to the 
processing of personal data on ESR is attached at appendix 3 of the Trust FPP policy. 
 
NHS organisations are not expected to collect historic information to populate ESR or local 
records, but to use the Framework for all new board level appointments or promotions and 
for annual assessments going forward. 
 
8. CQC inspection 2022 – action plan update 
The actions identified in response to the CQC Well-Led Inspection 2022 relating to 
Regulation 5: Fit & Proper Persons – Directors were; 

• Implement a standalone Fit & Proper Persons Policy addressing gaps in assurance – 
action complete – policy was approved by Board of Directors at their June 2023 meeting 
and evidence included in the supporting evidence to the action plan (pre-publication of 
the FPPT Framework August 23). 

• Update checklist in line with the Fit & Proper Persons Policy – action complete – this 
was updated in line with the requirements in April 2023 (pre-publication of the FPPT 
Framework August 23) and a copy included in the supporting evidence to the action 
plan 

• Include in the annual programme of the Workforce Assurance Committee and Board of 
Directors – action complete – rolling programmes have been updated to include this 
requirement and copies included in the supporting evidence to the action plan  

 
As of August 2023, all actions were complete, and evidence added to the action plan to 
demonstrate the completion for each action. The introduction of the NHS FPPT Framework 
in August 2023 means that there are further requirements in addition to these actions and 
this paper and the supporting documentation outlines where and how we are addressing the 
additional requirements.  
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In November, the Workforce Assurance Committee will receive a report for assurance on 
completion of the Regulation 5 actions from the CQC inspection as outlined above, including 
all supporting evidence. The final full CQC action plan will be presented for final sign off at 
the October Public Board of Directors meeting. 
 
9. Fit and Proper Persons Policy 
The existing Trust policy has been updated in line with the new Framework and is presented 
here for approval (Appendix 1). The duties for the key individuals and for the responsible 
committees have been updated as well as the associated appendices. A further report on 
compliance with the FPPT is part of the rolling programme for Workforce Assurance 
Committee and Board of Directors and for Council of Governors (for non-executive directors) 
in line with the new requirements. The MIAA FPPT checklist has been used in the 
development of the policy to ensure there are no omissions. 
 
10. MIAA FPPT Checklist 
Attached at Appendix 2 is a checklist produced by MIAA relating to the FPPT Framework. 
The checklist is presented to Board to show the actions taken against each requirement and 
identify where there is further to be done to comply by the deadlines.  
 
The checklist demonstrates that we are compliant with the elements of the FPPT framework 
that need to be in place by 30th September 2023. The outstanding actions relate to the 
publication of the new NHS Leadership Competency Framework (LCF) and completion of 
Board Member References (BMR’s) for directors who leave or are employed from this point 
on. All steps have been completed for those currently on the Board. The updated Trust 
policy details covers all the requirements identified by the checklist. 
 
11. Next steps 
• Share detail of data fields in ESR that are completed for each director. Note the privacy 

notice is available as an appendix to the updated policy (appendix 1 of this report) 
• Implement Board Member References from 1st October for Board members and respond 

to requests as appropriate. 
• Assess completeness of the new FPPT fields in ESR for existing staff and update where 

possible in line with policy requirements. This is over and above the outlined 
requirements (NB. NHS organisations are not expected to collect historic information to 
populate ESR or local records, but to use the Framework for all new board level 
appointments or promotions and for annual assessments going forward). 

• Implement new policy in full including use of the updated checklist and new annual 
attestation form and get Chair sign off (by March 2024). 

• Produce compliance report for Workforce Assurance Committee and Board of Directors 
in March 2024 and get sign-off of full compliance. 

• Submit our annual compliance submission form to the relevant Regional Director. 
 
12. Recommendation 
The Board are asked to; 
• Note the introduction of the NHSE FPPT Framework August 2023 and the additional 

requirements 
• Note the completion of the actions from the CQC action plan 2022 relating to Regulation 

5 Fit and Proper Persons requirements 
• Approve the updated Fit & Proper Persons Test Policy and note the requirement to 

review the policy in line with the review date 
• Note the progress against the MIAA checklist and plans for further reports on 

compliance to committees of the Board 
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1. ASSOCIATED DOCUMENTS 
• Recruitment and selection policy and procedure   
• Disciplinary Policy 
• Code of Conduct (Management of Conflicts of Interest) 

 

2. INTRODUCTION  

2.1 Statement of intent 
Health and Social Care Act 2008 (Regulated Activities) Regulations 2014: Regulation 5 
recommends that a statutory Fit and Proper Person’s Requirement (FPPR) be imposed on health 
service bodies. This policy outlines the application of this test for new appointments and existing 
post holders. In addition, where the Trust engages an interim at a senior level equivalent to the 
posts in Section 2.6, the same process and FPPR test will apply if they are employed or registered 
as an external worker.  
 

2.2 Equality and Health Inequality Analysis 
As part of its development, this policy was analysed to consider its impact on different groups protected 
from discrimination by the Equality Act 2010. The requirement is to consider if there are any unintended 
impact for some groups, and to consider if the policy will minimise discrimination for all protected groups 
in accessing services across the Trust.  
 
This analysis has been undertaken and recorded using the Trust’s Equality and Health Inequality 
Analysis (EHIA) toolkit, and appropriate measures incorporated to remove barriers and advance 
equality in the delivery of this policy. 

 

2.3 Good Corporate Citizen 
As part of its development, this policy was reviewed in line with the Trust’s Corporate Citizen 
ideals. As a result, the document is designed to be used electronically to reduce any associated 
printing costs. 
 

2.4 Values and Behaviours 
Our Trust's Values and Behaviours define how we approach our work and treat each other and sits 
alongside what we do. It applies to all colleagues and outlines the behaviours that is required when 
we interact with each other, our patients, and our visitors. 
 

2.5 Purpose  
The purpose of this policy is to ensure the Trust complies with The Health and Social Care Act 
2008 (Regulated Activities) Regulations 2014 Regulation 5: Fit and Proper Persons Requirement 
and the NHS England Fit and Proper Person Test Framework for board members, August 2023. 
 
The regulations have been integrated into the Care Quality Commission’s (CQC’s) registration 
requirements and falls within the remit of their regulatory inspection approach. 
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2.6 Scope  
This policy and procedure apply to all board appointments i.e., executive and non-executive 
directors and those other directors who are recognised as part of the Trust board. This includes 
permanent, interim, and associate positions whether employed or registered as an external worker.  

 
The following posts are subject to the arrangements outlined in this policy:  

a) the Chair of the Trust, 
b) Non-Executive Directors appointed to the Board of Directors (including Associate Non-
Executive Directors), 
c) the Chief Executive of the Trust,  
d) Executive Directors who can vote at the Board of Directors,  
e) non-voting Directors who attend the Board of Directors. 
 

3. DEFINITIONS 
 

Term Meaning 
Chief Executive The person who has delegated responsibility from the 

Board of Directors for the management of governance 
arrangements within the Trust and is ultimately responsible 
for ensuring that the Trust meets its obligations with 
regards to the safe and effective delivery of services. This 
is delegated to responsible individuals within the Trust. 

Trust Chair Chairs the Board of Directors and Council of Governors. 
The chair has an ambassadorial role, as well as 
encompassing leadership, strategy, independent oversight 
and assurance. 

Executive Director Very senior manager, employee and member of the Board 
of Directors. Have legal responsibilities to The Christie as a 
Director.  The Board of Directors is collectively responsible 
for promoting the success of The Christie and supervising 
The Christie’s affairs. 

Non-Executive Director Member of the Board of Directors. Have the same general 
legal responsibilities to The Christie as any other Director.  
The Board of Directors is collectively responsible for 
promoting the success of The Christie and supervising The 
Christie’s affairs. 

Trust The Christie NHS Foundation Trust 
Fit & Proper Person As defined by Regulation 5 of The Health and Social Care 

Act 2008 (Regulated Activities) Regulations 2014 (see 
section 5 for full details) 

Regulated activity The regulated activities of an NHS organisation are detailed 
in the Health & Social Care Act 2008 (Regulated Activities) 
Regulations 2014. Each organisation have their regulated 
activities described in their CQC registration. 

4. DUTIES 

4.1 Trust Chair 
The Chair is accountable for taking all reasonable steps to ensure the FPPT process is effective 
and that the desired culture the Trust is maintained to support an effective FPPT regime. As such, 
the chairs’ responsibilities are:  
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a) Ensure the Trust has proper systems and processes in place so it can make the robust 
assessments required by the FPPT.  
b) Ensure the results of the full FPPT, including the annual self-attestations for each board 
member, are retained in the hard copy files by the company secretary and in the appropriate 
fields within the electronic staff record (ESR).  
c) Ensure that the FPPT data fields within ESR are accurately maintained in a timely manner.  
d) Ensure that the board member references/pre-employment checks (where relevant) and full 
FPPT (including the annual self-attestation) are complete and adequate for each board 
member.  
e) Ensure an appropriate programme is in place to identify and monitor the development needs 
of board members.  
f) On appointment of a new board member, consider the specific competence, skills and 
knowledge of board members to carry out their activities, and how this fits with the overall 
board.  
g) Conclude whether the board member is fit and proper.  
h) Complete an annual self-attestation that they themselves are in continued adherence with the 
FPPT requirements. On an annual basis, confirm that all board members have completed their 
own FPPT self-attestation and that the FPPT is being effectively applied in their NHS 
organisation.  
i) Ensure that for any board member approved to commence work or continue in post despite 
there being concerns about a particular aspect of the FPPT, they document the reason(s) as to 
why there has been an issue about whether a board member might not be fit and proper and 
the measures taken to address this. A local record of this should be retained. A summary of this 
should also be included in the annual FPPT submission form (Appendix 5) to the relevant NHS 
England regional director.  

Accountability for ensuring a new board member meets the FPPT assessment criteria will reside 
with the chair. In making such decisions the chair will be supported by existing processes and 
committees.  
In considering their overall assessment of board members, chairs should confirm points d) and g) 
are adequately addressed, and where relevant for point i), appropriate action has been taken to 
address any concern.  
The chair will present a report on completion of the annual FPPT in accordance with this policy, to 
the board in a public meeting and, where applicable, to the Council of Governors for Non-Executive 
Directors, for information. 
The chair will provide an annual declaration to NHSE Regional Office to confirm compliance. 
If the individual becomes ‘unfit’ the Chair is responsible for ensuring that the regulator is notified. 
The Chair should ensure that a Board Member Reference (BMR) is completed and maintained for 
the Chief Executive and Non-executive directors when they leave the organisation. They should 
send a copy of the BMR to another NHS organisation on request within 14 days. 

 

4.2 Senior Managers and individuals as applicable  

4.2.1 Chief Executive 
The Chief Executive will review the fit & proper persons test dashboard report (from ESR) and 
evidence presented by the Director of Workforce for executive directors and assess whether they 
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are fit and proper. This assessment will form part of the annual submission to the Regional Director 
NHS England. 
The Chief Executive will be assured by the Director of Workforce on appointment that all Executive 
and Non-Board Directors meet the definition of the Fit and Proper Persons requirement under the 
Health and Social Care Act 2008 (Regulated Activities) Regulations and act as necessary and 
proportionate to ensure that the position in question is held by an individual who meets such 
requirement.  
The Chief Executive is responsible for ongoing appraisal of the executive directors. 
The Chief Executive is responsible for completing and maintaining Board Member References 
(BMR’s). A BMR must be completed for any executive director leaving the organisation. 
If the individual becomes ‘unfit’ the Chief Executive must notify the Chair who will be responsible 
for ensuring that the regulator is notified. 

4.2.2 Director of Workforce 
The Director of Workforce will be responsible for ensuring that all recruitment and selection 
processes to Executive and Non-Board Directors and subsequent recruitment checks comply with 
the Fit and Proper Persons requirements under the Health and Social Care Act 2008 (Regulated 
Activities) Regulations. This assurance will be presented to the Chief Executive Officer and will be 
included in the dashboard from ESR. 
The Director of Workforce will be responsible for ensuring that all Executive and Non-Board 
Directors complete a Fit and Proper Persons self- declaration at commencement of employment. 
The Director of Workforce will advise on the process where an Executive or Non-Board Director is 
deemed unfit- this will ordinarily result in the Disciplinary Policy being applied. 
The Director of Workforce is responsible for completing the FPPT for joint appointments where the 
Trust is the designated host/employing organisation. This must include input from the chair of the 
other contracting NHS organisation. A ‘letter of confirmation’ should be provided and passed to the 
Company Secretary for inclusion in the hard copy file in these cases. The Director of Workforce is 
also responsible for communicating any matters that may impact the FPPT assessment with the 
other contracting organisation. 
The Director of Workforce is responsible for ensuring that the ESR team maintain the FPPT fields 
in ESR and produce a dashboard for inspection. 

4.2.3 Company Secretary 
The Company Secretary will be responsible for ensuring that all recruitment and selection 
processes to Non- Executive Director positions and subsequent recruitment processes comply with 
the Fit and Proper Persons requirements under the Health and Social Care Act 2008 (Regulated 
Activities) Regulations. 
The Company Secretary, with the Workforce Team, will ensure that DBS checks are undertaken 
for all Board members at least every 3 years after appointment. 
The Company Secretary will hold evidence relating to the fit & proper persons regulation on all 
relevant individuals and ensure that this is available for inspection by the CQC when required. 
The Company Secretary will ensure that annual declarations are completed and stored 
appropriately for all relevant directors. 
The Company Secretary will ensure that appropriate personal data relating to FPPT assessment is 
retained in local record systems and specific data fields populated in ESR. 
The Company Secretary will undertake an annual review of compliance on behalf of the Chair to 
be reported to the Workforce Assurance Committee for all relevant board members (and then 
reported to Board) and to the Council of Governors for the non-executive directors. 
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The Company Secretary must communicate with all board members whose details will be included 
in ESR which allows directors the opportunity to object. The privacy notice relating to the 
processing of personal data on ESR is attached at Appendix 3. 

4.2.4 Board Director & Non-Board Directors  
All Board and Non-Board Directors positions will complete a Fit and Proper Persons self- 
declaration at appointment and annually thereafter. 
All Board Directors and Non-Board Directors are required to declare to their line manager and to 
the Director of Workforce (for Executives/Non-Board) and Company Secretary (for Non-
Executives) should they, prior to the commencement of their appointment or during the course of 
their employment/ tenure, become ‘unfit’.  

4.2.5 Senior Independent Director 
The Senior Independent Director should review the FPPT evidence to ensure the Chair meets the 
FPPT requirements annually. The review should form part of the compliance report to Board of 
Directors. 

4.3 Committees in level of hierarchy 

4.3.1  Board of Directors 
The Board of Directors are responsible for approval of the fit & proper persons policy in line with 
the review date and for receiving a report on compliance annually in addition to the assurance from 
the Workforce Assurance Committee on FPPT compliance. 
 

4.3.2 Workforce Assurance Committee 
The Workforce Assurance Committee are responsible for receiving assurance on compliance with 
this policy annually and reporting this to the Board of Directors. 
 

4.3.3 Council of Governors 
Receive an annual report on compliance with the FPPT from the Chair for the non-executive 
directors. 
 

5. FIT & PROPER PERSONS REGULATION 
Regulation 5 of The Health and Social Care Act 2008 (Regulated Activities) Regulations 2014 
(referred to as the 2014 Regulations) places a duty on NHS providers not to appoint a person, or 
allow a person to continue to be, an Executive Director or equivalent or a Non-Executive Director 
under given circumstances. This means Executive/Non-Executives should not be 
appointed/continue to hold office unless they:  

a) are of good character 
b) hold the required qualifications and have the competence, skills and experience required 

for the relevant office for which they are employed 
c) are, by reason of their physical and mental health, after any reasonable adjustments if 

required, capable of properly performing their work 
d) can supply relevant information as required by schedule 3 of the act, i.e. documentation to 

support the FPPR 
e) have not been responsible for or privy to, contributed to, or facilitated any serious 

misconduct or mismanagement (whether unlawful or not) in the course of carrying out 
regulated activity (or providing a service elsewhere which if provided in England would be a 
regulated activity). 
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5.1 Good Character 
When assessing a person being ‘of good character’ NHS providers are required to take account of 
Schedule 4 of the 2014 Regulations, namely: 

a) whether the person has been convicted in the United Kingdom of any offence or been 
convicted elsewhere of any offence which, if committed in any part of the United Kingdom, 
would constitute an offence, and 

b)  whether the person has been erased, removed or struck off a register of professionals 
maintained by a regulator of health care or social work professionals. 

 
The CQC’s definition of good character is not the objective test of having no criminal convictions 
but instead rests upon a judgement as to whether the person’s character is such that they can be 
relied upon to do the right thing under all circumstances. 

 
The CQC names the following as features ‘normally associated’ with good character that should be 
taken into account when applying FPPR to an individual, in addition to those specified in part 2 of 
schedule 4: 

•  Honesty 
•  Trustworthiness 
•  Integrity 
•  Openness 
•  Ability to comply with the law 
•  A person in whom the public can have confidence in prior employment history, including 

reason for leaving 
•  If the individual has been subject to any investigations or proceedings by a professional or 

regulation body 
•  Any breaches of the The Seven Principles of Public Life (Nolan Principles) 
•  Any breaches of the duties imposed on directors under the Companies Act 
•  The extent to which the director has been open and honest with the Trust 
•  Any other information which may be relevant, such as disciplinary action taken by an 

employer. 

5.2  Unfit 
Under Schedule 4 part 1 of the regulations, Executive/Non-Executive Directors are deemed ‘unfit’ 
and prevented from holding the office and for whom there is no discretion if: 

a) 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 

b) 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 

c) 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) 

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

e) 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 
(legislation.gov.uk) 

f) 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. 

 

5.3 Requirement for standard / enhanced DBS check 
In January 2018 the CQC issued revised guidance for providers and CQC inspectors in respect of 
Regulation 5 of the 2014 Regulations. Specifically, the CQC made a minor change to its guidance 
to make it explicit that they expect providers to undertake an “enhanced Disclosure and Barring 
Service (DBS) check for directors to check that they are not on the children’s and / or safeguarding 
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barred list where they meet the eligibility criteria”. However, Executive/Non-Executive Directors are 
only eligible for such an enhanced DBS check if the role that they take falls within the definition of a 
“regulated activity” as defined by the Safeguarding Vulnerable Groups Act 2006. 
 
Only those Board members who are required to undertake regulated activities will be required to 
have an Enhanced DBS check. Where a role does not undertake regulated activity, a standard 
DBS check will be required. However, all Board members will be required to make a declaration 
annually that they meet the FPPT. 
 
The appropriate DBS checks will be undertaken every 3 years for Board members following 
appointment. 
 
Those staff covered by the policy are added to the DBS update service which alerts the Trust via 
the electronic staff record of any notifications relevant to their check. 
 

6.  PROCEDURE  

6.1  New Appointments  
Where a post is subject to FPPR, candidates will be notified as part of the Trust’s recruitment 
process. It is important when making appointments that consideration is given to the values of the 
organisation and the extent to which the candidate fits with these values. It is therefore expected 
that the interview process will incorporate competency and values-based questions.  
 
Where an interim is sourced by an agency the recruitment agency will be made aware of the FPPR 
process and must confirm that they have undertaken the necessary checks.  
 
Executive search companies will also be required to confirm compliance with the FPPR and 
provide relevant evidence for inspection by the Trust. 
 
The Trust’s comprehensive pre-employment checking processes are determined by the NHS 
employment standards and include the following:  

1.  Proof of identity / address 
2.  Evidence of the right to work in the UK  
3.  Disclosure and Barring Service (DBS) check as relevant to the role 
4.  Occupational Health Clearance as relevant to the role  
5.  Evidence of a competency and values-based interview process  
6.  Proof of qualifications / professional registration applicable to role 
7.  A check of employment history. Specifically, this includes validating a minimum of three 

years continuous employment including details of any gaps in service. 
8.  Two references one of which must be the most recent employer.  
9. Social media / internet checks 
10. FPPT self-attestation 

In addition, the following registers will be checked: 
a)   Disqualified directors 
b)   Bankruptcy and insolvency 
c) Removed Charity Trustees 

 
The Chair will be responsible for ensuring compliance supported by the Workforce Team and the 
Company Secretary. A sign off form will be completed at appointment and will be retained on the 
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post holder’s personal file for the purposes of audit (Appendix 1). A record should also be made in 
ESR 
 
The FPPR requires new employees to complete a Fit and Proper Person’s Declaration form 
(Appendix 2) on appointment and then annually. This form will be included with the application 
pack and form part of the application process for the position. 
 
Where specific qualifications are deemed by the Trust as necessary for a role, the Trust will make 
this clear and will only appoint those individuals that meet the required specification; including any 
requirements to be registered with a professional body. 
 
Where the Trust considers that an individual can be appointed to a role based on their qualification, 
skills and experience but there is an expectation that they will be required to develop specific 
competencies to undertake the role within a specified timescale, any such discussions or 
recommendations will be recorded in minutes of the Nominations Committee for Non-Executive 
Director appointments or for other Board appointments where confirmation of appointment is 
discussed. 
 
If the candidate has a disability, wherever possible, reasonable adjustments will be made to enable 
the individual to carry out the role that they have been appointed to.  
 
The Council of Governors is responsible for the appointment and removal of the Chair and the 
Non-Executive Directors, drawing on the recommendations of the Council of Governors 
Nominations Committee. In respect of Executive Directors, this responsibility will be discharged by 
the Board of Directors. 

6.1.2 Electronic Staff Record 
ESR will be used to record that testing has been conducted and that the chair has reviewed and 
‘signed off’ as complete for each individual, this is in addition to the Chair sign off form (Appendix 1) 
that is held in the hard copy files. Separate records must also be retained for mitigating actions or 
additional considerations taken into account in reaching a conclusion for each board member’s  FPPT. 
This is held in hard copy and kept up to date by the company secretary using an updated checklist. 
 
Additional fields relating to the FPPT must be updated for relevant staff to record testing and annual attestations 
and a dashboard produced for review as part of the reporting around compliance that is assessed by the chair 
and presented to the Workforce Assurance Committee for review. 
 
Personal data in ESR relating to the FPPT for board members will not routinely be accessible beyond 
an individual’s own organisation. There are no substantive changes to the data controller 
arrangements from those already in place for ESR. 
 
A Data Protection Impact Assessment has been drafted by NHSE setting out the relevant lawful 
basis for processing the data on ESR. The privacy notice relating to the processing of personal data 
on ESR is attached at Appendix 3. 
 

6.2 Annual attestations 
The FPPT requires all employees to complete a Fit and Proper Person’s Declaration form 
(Appendix 2) annually. This will be coordinated by the Company Secretary and copies held in 
individual files and recorded in ESR. Completion of the annual attestations will form part of the 
evidence for the annual compliance report to Workforce Assurance Committee. 
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6.3 Board Member References (BMR) 
Board member references should be included as part of the FPPT assessment when there are new 
board member appointments, specifically: 

a) New appointments that have been promoted within an NHS organisation.  
b) Existing board members at one NHS organisation who move to another NHS organisation in 

the role of a board member.  
c) Individuals who join an NHS organisation in the role of board member for the first time from 

an organisation that is outside of the NHS.  
 

Individuals who have been a board member in an NHS organisation and join another NHS 
organisation not in the role of board member, that is, they take a non-Board level role. 
 
Board member annual appraisals from the past three years should be used to guide board member 
references 
 

6.4 Care Quality Commission (CQC) 
The CQC will cross-check notifications about new Directors against other information that they hold 
or have access to, to decide whether the Trust should look further into the individual’s fitness. The 
CQC will also have regard to any other information that they hold or obtain about Directors, in line 
with current legislation on when convictions, bankruptcies or similar matters are to be considered 
‘spent’. 
Where a director is associated with serious misconduct or responsibility for failure in a previous 
role, the CQC will have regard to the seriousness of the failure, how it was managed, and the 
individual’s role within that. There is no time limit for considering such misconduct or responsibility. 
Where any concerns about an existing Director come to the attention of the CQC, they may also 
ask the Trust to provide the same assurances. 
Should the CQC use their enforcement powers to ensure that all Board Directors are fit and proper 
for their role, they will do this by imposing conditions on the Trust’s registration to ensure that the 
Trust takes the appropriate action to remove the Board Director. 
 

7. CONSULTATION PROCESS  
Consultation has been undertaken with staff side representatives and the Director of Workforce as 
well as MIAA as the internal auditors. A check is undertaken against the content of this policy 
against a checklist developed by MIAA and this is assessed through the Workforce Assurance 
Committee. Comparison has also been done with other Trust Fit & Proper Person Policies. The 
policy has been approved by Staff Forum and the Board of Directors and ratified by the Document 
Ratification Committee. 
 

8. DISSEMINATION, IMPLEMENTATION & TRAINING  

8.1 Dissemination 
This document has been disseminated by posting the ratified document on the intranet and shared 
with the Workforce Team for inclusion in their raft of policies.  

8.2 Implementation 
The Policy will be implemented upon ratification by the Document Ratification Committee. 

51



 

Fit & Proper Persons Policy 
Document Ref: HR69  Version 3.0 

Page 12 of 22 

8.3 Training/Awareness 
The policy will be owned and updated by the Company Secretary and Director of Workforce and 
used in all Board level and very senior manager recruitment. The responsible committee is the Board 
of Directors.  
 

9. PROCESS FOR MONITORING EFFECTIVE IMPLEMENTATION  
Compliance with the policy will be monitored through annual audit by the Company Secretary’s office 
and reported through the Workforce Assurance Committee against MIAA’s checklist. Evidence is 
maintained in personnel files for inspection by the CQC and on ESR in line with the NHSE F&PPT 
Framework.  
 

10. REFERENCES (IF APPLICABLE)  
• Health and Care Act 2022 (legislation.gov.uk) 
• Care Act 2014 (legislation.gov.uk) 
• Companies Act 2006 (legislation.gov.uk) 
• Companies Act 2006 (legislation.gov.uk) 
• Employment standards and regulation | NHS Employers 
• Safeguarding Vulnerable Groups Act 2006 (legislation.gov.uk) 
• Standards of conduct, performance and ethics | (hcpc-uk.org)  
• Principles in practice - Committee on Standards in Public Life (blog.gov.uk) 
• CQC regulation-5-fit-proper-persons-directors  
• NHS England Fit and Proper Person Test Framework for board members 
• NHS England » Directory of board level learning and development opportunities 
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11. VERSION CONTROL SHEET 
 
Version Date Author Status Comment 
 1.0 December 2022 Louise Westcott 

Company 
Secretary 

Approved Feedback from parent 
committee and document 
ratification committee (DRC) 
reflected in final version 

2.0 June 2023 Louise Westcott 
Company 
Secretary 

Approved Updates to duties and approving 
committee changed to Board of 
Directors 

3.0 September 2023 Louise Westcott 
Company 
Secretary 

Approved Updated to reflect requirements 
in the NHS England Fit and 
Proper Person Test Framework 
for board members (August 
2023).  
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APPENDICES   

Appendix 1: 
 

 
Board of Directors’ recruitment 

 

Chair FPPT sign off form 
 

 Recruiter (delete as appropriate) Nominations committee NED led interview panel 

SUCCESSFUL CANDIDATE 

Name of Candidate:  

Job Title:   

Line Manager:  

Start Date  

Salary:  Hours:  

Permanent / Fixed Term:  Fixed Term 
End Date:  

FPPT checks complete including all 
pre-employment checks (see 
attached checklist) 

 Date:  

 

Name (Chair):  

Title:  

Signature:  

Date:  
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Fit and Proper Person Test (FPPT) checklist 
 

FPPT Area 
 

Record 
in ESR 

 

Local 
evidence 

folder 

 
Recruitment 

Test 
 

 
Annual Test 

 
ED 

 
NED 

 
Source 

 
Notes 

First name 
 

   x – unless change   

Application and 
recruitment 
process. 

Recruitment team to populate ESR. 
For NHS-to-NHS moves via ESR / Inter-Authority Transfer/ 
NHS Jobs. 
For non-NHS – from application – whether recruited by NHS 
England, in-house or through a recruitment agency. 

Second name/surname 
 

   x – unless change   

Organisation  
(ie current employer) 
 

 

 
 

x 
 

 
 

N/A 
 

 
 

 

Staff group 
 

 x  x – unless change   

Job title 
Current Job Description 
 

 

 
 

 
 

 
 

x – unless change 
 

 
 

 

Occupation code 
 

 x  x – unless change   

Position title 
 

 x  x – unless change   

Employment history 
 

Including: 
• job titles 
• organisations/ 

departments 
• dates and role 

descriptions 
• gaps in employment 

 x  x   
Application and 
recruitment 
process, CV, etc. 

Any gaps that are because of any protected characteristics, 
as defined in the Equality Act 2010, do not need to be 
explained. 
The period for which information should be recorded is for 
local determination, taking into account relevance to the 
person and the role. 
It is suggested that a career history of no less than six years 
and covering at least two roles would be the minimum. 
Where there have been gaps in employment, this period 
should be extended accordingly. 
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FPPT Area 

 
Record 
in ESR 

 

Local 
evidence 

folder 

 
Recruitment 

Test 
 

 
Annual Test 

 
ED 

 
NED 

 
Source 

 
Notes 

 
Training and 
development 

 
 

 
 

 
 

 
 

 
 

 

* 

Relevant training 
and development 
from the 
application and 
recruitment 
process; that is, 
evidence of 
training (and 
development) to 
meet the 
requirements of 
the role as set out 
in the person 
specification. 
Annually updated 
records of training 
and development 
completed/ongoing 
progress. 

*  NED recruitment often refers to a particular 
skillset/experience preferred, eg clinical, financial, etc, but a 
general appointment letter for NEDs may not then reference 
the skills/experience requested. Some NEDs may be retired 
and do not have a current professional registration. 
At recruitment, organisations should assure themselves that 
the information provided by the applicant is correct and 
reasonable for the requirements of the role. 
For all board members: the period for which qualifications 
and training should look back and be recorded is for local 
determination, taking into account relevance to the person 
and the role. 
It is suggested that key qualifications required for the role 
and noted in the person specification (eg professional 
qualifications) and dates are recorded however far back that 
may be. 
Otherwise, it is suggested that a history of no less than six 
years should be the minimum. Where there have been gaps 
in employment, this period should be extended accordingly. 

References 
Available references from 
previous employers 
 

 
 

 
 

 
 

 
x 

 
 

 
 Recruitment 

process 
Including references where the individual resigned or retired 
from a previous role 

 
Last appraisal and date 
 
 
 

 
 

 
 

 
 

 
 

 
 

 

* 
Recruitment 
process and 
annual update 
following appraisal 

* For NEDs, information about appraisals is only required 
from their appointment date forward. No information about 
appraisals in previous roles is required. 

Disciplinary findings 
That is, any upheld finding 
pursuant to any NHS 
organisation policies or 
procedures concerning 
employee behaviour, such 
as misconduct or 
mismanagement 
 

      

Reference request 
(question on the 
new Board 
Member 
Reference). 
ESR record (high 
level)/ local case 
management 

The new BMR includes a request for information relating to 
investigations into disciplinary matters/ complaints/ 
grievances and speak-ups against the board member. This 
includes information in relation to open/ ongoing 
investigations, upheld findings and discontinued 
investigations that are relevant to FPPT. 
This question is applicable to board members recruited both 
from inside and outside the NHS.  
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FPPT Area 

 
Record 
in ESR 

 

Local 
evidence 

folder 

 
Recruitment 

Test 
 

 
Annual Test 

 
ED 

 
NED 

 
Source 

 
Notes 

Grievance against the 
board member 
 

      
system as 
appropriate. 

Whistleblowing claim(s) 
against the board member 
 

      

Behaviour not in 
accordance with 
organisational values and 
behaviours or related local 
policies 
 

 
 

 
 

 
 

 
 

 
 

 
 

Type of DBS disclosed       ESR and DBS 
response. 

Frequency and level of DBS in accordance with local policy 
for board members. Check annually whether the DBS needs 
to be reapplied for. 
Maintain a confidential local file note on any matters 
applicable to FPPT where a finding from the DBS needed 
further discussion with the board member and the resulting 
conclusion and any actions taken/required. 

Date DBS received       ESR  
Date of medical 
clearance* (including 
confirmation of OHA) 
 

 
 

 
x 

 
 

 
x – unless change 

 
 

 
 

Local 
arrangements  

 

Date of professional 
register check (eg 
membership of 
professional bodies) 

 
 

 
x 

 
 

 
 

 
 

 

x 

Eg NMC, GMC, 
accountancy 
bodies. 

 

 

Insolvency check       Bankruptcy and 
Insolvency register 

Keep a screenshot of check as local evidence of check 
completed. 
 Disqualified Directors 

Register check 
 

      Companies House 
 

Disqualification from 
being a charity trustee 
check 
 

 
 

 
 

 
 

 
 

 
 

 
 

Charities 
Commission 
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FPPT Area 

 
Record 
in ESR 

 

Local 
evidence 

folder 

 
Recruitment 

Test 
 

 
Annual Test 

 
ED 

 
NED 

 
Source 

 
Notes 

Employment Tribunal 
Judgement check 
 

      Employment 
Tribunal Decisions 

Social media check 
      

Various – Google, 
Facebook, 
Instagram, etc. 

Self-attestation form 
signed 
 

      Template self-
attestation form 

Appendix 3 in Framework 

 
Sign-off by Chair/CEO 

 
 

 
x 

 
 

 
 

 
 

 
 

ESR Includes free text to conclude in ESR fit and proper or not. 
Any mitigations should be evidence locally. 

 

Other templates to be completed 
 

 
Board Member 
Reference 

 
 

 
 

 
x 

 
x 

 
 

 
 

Template BMR  To be completed when any board member leaves for 
whatever reason and retained career-long or 75th birthday, 
whichever latest. Appendix 2 in Framework. 

Letter of Confirmation x      Template  For joint appointments only - Appendix 4 in Framework. 
Annual Submission 
Form  x      Template Annual summary to Regional Director - Appendix 5 in 

Framework. 
Privacy Notice x  x x   Template Board members should be made aware of the proposed use 

of their data for FPPT – Example in Appendix 6. 
 
Settlement Agreements 

 
x 

 
 

 
 

 
 

 
 

 
 

Board member 
reference at 
recruitment and 
any other 
information that 
comes to light on 
an ongoing basis. 

Chair guidance describes this in more detail. It is 
acknowledged that details may not be known/disclosed 
where there are confidentiality clauses. 
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Appendix 2: Annual self-attestation form 
 

Fit and Proper Person Test new starter & annual self-attestation – The Christie NHS Foundation Trust 

I declare that I am a fit and proper person to carry out my role. I: 
• am of good character 
• have the qualifications, competence, skills and experience which are necessary for me to carry out my duties 
• where applicable, have not been erased, removed or struck-off a register of professionals maintained by a regulator of 

healthcare or social work professionals 
• am capable by reason of health of properly performing tasks which are intrinsic to the position 
• am not prohibited from holding office (eg directors disqualification order) 
• within the last five years: 

‒ I have not been convicted of a criminal offence and sentenced to imprisonment of three months or more 
‒ been un-discharged bankrupt nor have been subject to bankruptcy restrictions, or have made 

arrangement/compositions with creditors and has not discharged 
‒ nor is on any ‘barred’ list. 

• have not been responsible for, contributed to or facilitated any serious misconduct or mismanagement (whether 
unlawful or not) while carrying on a regulated activity or providing a service elsewhere which, if provided in England, 
would be a regulated activity. 

The legislation states: if you are required to hold a registration with a relevant professional body to carry out your role, you 
must hold such registration and must have the entitlement to use any professional titles associated with this registration. 
Where you no longer meet the requirement to hold the registration, and if you are a healthcare professional, social worker 
or other professional registered with a healthcare or social care regulator, you must inform the regulator in question. 
Should my circumstances change, and I can no longer comply with the Fit and Proper Person Test (as described above), I 
acknowledge that it is my duty to inform the chair. 

Name and job title/role:  

Professional registrations held (ref no):  

Date of DBS check/re-check (ref no):  

Signature:  

Date of last appraisal, by whom:  

Signature of board member:  

Date of signature of board member:  

For chair to complete 

Signature of chair to confirm receipt:  

Date of signature of chair:  
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Appendix 3 

Board Member Fit and Proper Person Test (FPPT) Privacy Notice 
The Christie NHS Foundation Trust is required to provide you with details on the type of personal 
information which we collect and process. In addition to any other privacy notice which we may 
have provided to you, this notice relates to the information collected and processed in relation to the 
Fit and Proper Person Test (FPPT). 
The FPPT in the Electronic Staff Record (ESR) is commissioned by NHS England. 
Contact:  the-christie.dpo@nhs.net 
Address:  Trust Administration, Wilmslow Rd, Withington, M20 4BX 
Phone Number 0161 446 3700 
Email:   the-christie.dpo@nhs.net  
The type of personal information we collect is in relation to the FPPT for board members and is 
described below, much of which is already collected and processed for other purposes than the 
FPPT: 

1. Name, position title (unless this changes). 
2. Employment history – this includes details of all job titles, organisations, departments, dates, 

and role descriptions. 
3. References. 
4. Job description and person specification in their previous role. 
5. Date of medical clearance. 
6. Qualifications. 
7. Record of training and development in application/CV. 
8. Training and development in the last year. 
9. Appraisal incorporating the leadership competency framework has been completed. 
10. Record of any upheld, ongoing or discontinued disciplinary, complaint, grievance, adverse 

employee behaviour or whistle-blow findings. 
11. DBS status. 
12. Registration/revalidation status where required. 
13. Insolvency check. 
14. A search of the Companies House register to ensure that no board member is disqualified 

as a director. 
15. A search of the Charity Commission’s register of removed trustees. 
16. A check with the CQC, NHS England and relevant professional bodies where appropriate. 
17. Social media check. 
18. Employment tribunal judgement check. 
19. Exit reference completed (where applicable). 
20. Annual self-attestation signed, including confirmation (as appropriate) that there have been 

no changes. 
Processing of this data is necessary on the lawful basis set out in Article 6(1)(e) UK GDPR as the 
foundation for the database. This is because it relates to the processing of personal data which is 
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necessary for the performance of the fit and proper person test which is carried out in the public 
interest and/or in the exercise of official authority vested in the controller. 
For CQC-registered providers, ensuring directors are fit and proper is a legal requirement for the 
purposes of the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014, and 
organisations are required to make information available connected with compliance to the CQC.  
How we get the personal information and why we have it 
Most of the personal information we process is provided to us directly by you as part of your 
application form and recruitment to satisfy recruitment checks and the FPPT requirements. 
We may also receive personal information indirectly, from the following sources in the following 
scenarios: 

• References when we have made a conditional offer to you. 

• Publicly accessible registers and websites for our FPPT. 

• Professional bodies for FPPT to test registration and or any other ‘fitness’ matters shared 
between organisations. 

• Regulatory bodies, e.g., CQC and NHS England. 
We use the information that you have given us to: 

• conclude whether you are fit and proper to carry out the role of board director 

• inform the regulators of our assessment outcome. 
We may share this information with NHS England, CQC, future employers (particularly where they 
themselves are subject to the FPPT requirements), and professional bodies. 
Under the UK General Data Protection Regulation (UK GDPR), the lawful bases we rely on for 
processing this information are: 

• We need it to perform a public task. 
How we store your personal information 
Your information is securely stored. We keep the ESR FPPT information including the board 
member reference, for a career long period. We will then dispose of your information in accordance 
with our policies and procedures. 
Your data protection rights 
Under data protection law, you have rights including: 

• Your right of access – You have the right to ask us for copies of your personal information. 

• Your right to rectification – You have the right to ask us to rectify personal information you 
think is inaccurate. You also have the right to ask us to complete information you think is 
incomplete. 

• Your right to erasure – You have the right to ask us to erase your personal information in 
certain circumstances. 

• Your right to restriction of processing – You have the right to ask us to restrict the processing 
of your personal information in certain circumstances. 

• Your right to object to processing – You have the right to object to the processing of your 
personal information in certain circumstances. 
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• Your right to data portability – You have the right to ask that we transfer the personal 
information you gave us to another organisation, or to you, in certain circumstances. 

• You are not required to pay any charge for exercising your rights. If you make a request, we 
have one month to respond to you. 

Please contact us at the-christie.information.governance@nhs.net if you wish to make a request. 
How to complain 
If you have any concerns about our use of your personal information, you can make a complaint to 
us at the-christie.information.governance@nhs.net. You can also complain to the ICO if you are 
unhappy with how we have used your data. 
The ICO’s address 
Information Commissioner’s Office 
Wycliffe House 
Water Lane 
Wilmslow 
Cheshire 
SK9 5AF 
 
Helpline number: 0303 123 1113 ICO website: https://www.ico.org.uk 
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The revised Framework incorporates the following Kark Review (2019) recommendations: 

• All directors should meet specified standards of competence to sit on the board of any health-providing organisation. Where necessary, 
training should be available. 

• That a central database of directors should be created to hold relevant information about qualifications and history. 
• A mandatory reference requirement for each director should be introduced. 
• The FPPT should be extended to all commissioners and other appropriate arm’s length bodies. 
• Remove the words ‘privy to’ from regulation. 

This checklist is designed to provide assurance on an NHS organisation’s preparedness to adopt the Framework from the 30th September and 
provide assurance of ongoing compliance following implementation of revised arrangements. 

 

 

 

 

 

 

 

 

On 2nd August 2023 NHS England published the Fit and Proper Person Test Framework for board members. The Framework has been developed 
in response to the recommendations of the Kark Review (2019) outlining requirements for recording Fit and Proper Person Test (FPPT) details 
on NHS Electronic Staff Record (ESR), mandatory reference requirements and extending coverage to commissioners (including ICBs) and other 
appropriate arm’s length bodies. The Framework is effective from 30th September 2023 and all NHS boards should ensure the implementation of 
the Framework’s requirements from that date (historic data collection is not required but NHS organisations should apply the Framework for new 
board level appointments, promotions and for annual assessments going forward). 
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Fit and Proper Person Test Checklist  

Areas for NHS organisations to consider Organisation’s Response 

 

FPPT Process and Procedures   

• Have FPPT policies and procedures been 
updated to reflect the NHSE Framework? Have 
revised policies/procedures been communicated 
to relevant staff? 

Policy updated in line with Framework and on the Public 
Board agenda for September 2023 for approval. 

Communication of the policy will follow approval. Policy 
will be published on the website and shared with the 
Workforce Team for inclusion in their raft of policies. 

• Do FPPT processes cover all board members as 
per the NHSE definition (i.e. executive directors 
(irrespective of voting rights), non-executive 
directors (irrespective of voting rights), interim (all 
contractual forms) appointments and those 
individuals called ‘directors’ within Regulation 5 of 
the Health and Social Care Act 2008 (Regulated 
Activities) Regulations 2014)? 

FPPT processes cover all board members as per the 
definition. 

• In the case of ICBs has your Chair established a 
process to consider FPPT assessment on a 
member-by member basis taking into account 
assurance received from other 
recruiting/appointing organisations? 

N/A 

• Have processes been established to ensure 
personal data relating to FPPT assessment is 

Policy updated to include responsibility for populating 
fields in ESR under Company Secretary duties. This will 
be done for all new appointments. 

Procedures 
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Areas for NHS organisations to consider Organisation’s Response 
retained in local record systems and specific data 
fields populated in ESR? 

Initial audit undertaken of data field completeness. 
Additional information updated for existing directors. 

Workforce information team engaged and producing 
dashboard from ESR 

• Do FPPT processes clearly provide assurance of 
compliance with Regulation 5 requirements (in 
line with elements outlined in the NHSE 
Framework) that board members be:  
o individuals of good character (this relates to whether the 

person has been convicted in the United Kingdom of any 
offence or been convicted elsewhere of any offence 
which, if committed in any part of the United Kingdom, 
would constitute an offence and/or whether the person 
has been erased, removed or struck off a register of 
professionals maintained by a regulator of health care or 
social work professionals); 

o individuals having the qualifications, competence, skills 
and experience that are necessary for the relevant office 
or position or the work for which they are employed;  

o individuals that are able by reason of their health, after 
reasonable adjustments are made, of properly 
performing tasks that are intrinsic to the office or position 
for which they are appointed or to the work for which 
they are employed;  

o individuals which have not been responsible for, 
contributed to or facilitated any serious misconduct or 
mismanagement (whether unlawful or not) while carrying 
out a regulated activity or providing a service elsewhere 
which, if provided in England, would be a regulated 
activity:  

o not subject to any of the grounds of unfitness specified in 
part 1 of Schedule 4 apply to the individual (e.g. a) the 
person is an undischarged bankrupt or a person whose 

Trust FPPT processes follow the Trust policy which is in 
line with the requirements of the Framework. Evidence 
relating to the outlined elements is held in hard copy files 
and checked against a updated checklist that covers all 
requirements.  
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Areas for NHS organisations to consider Organisation’s Response 
estate has had sequestration awarded in respect of it 
and who has not been discharged; b) 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; c) 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; d) the person has made a 
composition or arrangement with, or granted a trust deed 
for, creditors and not been discharged in respect of it; e) 
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 and f) 
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)? 

• Are evidenced processes in place to undertake a 
formal assessment of the fitness and properness 
of each board member annually?  Is this 
assessment carried out alongside annual 
appraisals? 

An annual appraisal of fitness and properness is carried 
out and evidence retained in hard copy files and will be 
updated in ESR. Annual checks are done in line with 
policy and alongside annual appraisals. Checks inform 
compliance report to Board (for all) and Council of 
Governors (for NEDs). 

• Are FPPT requirements included in systems and 
processes for recruitment, induction, training, 
appraisals, governance arrangements, 
disciplinary and dismissal processes? 

FPPT requirements are included in processes for 
recruitment / induction / training / appraisals etc and 
evidence held in hard copy files and on ESR in relation to 
training and completion of appraisals. 

 • Are processes in place to ensure a documented 
full FPPT assessment is undertaken in the 
following circumstances: 
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Areas for NHS organisations to consider Organisation’s Response 
a) New appointments in board member roles, 

whether permanent or temporary, where 
greater than six weeks, this covers:  

 new appointments that have been promoted 
within an NHS organisation;  

 temporary appointments (including 
secondments) involving acting up into a 
board role on a non-permanent basis  

 existing board members at one NHS 
organisation who move to another NHS 
organisation in the role of a board member;  
and 

 individuals who join an NHS organisation in 
the role of board member for the first time 
from an organisation that is outside the 
NHS. 

b) When an individual board member changes 
role within their current NHS organisation (for 
instance, if an existing board member moves 
into a new board role that requires a different 
skillset, e.g. chief financial officer).  

c) Annually; that is, within a 12-month period of 
the date of the previous FPPT to review for any 
changes in the previous 12 months.  

For points b and c above, the board member 
reference check is not needed. 

 

 

 

Yes 

 

Yes 

 

Yes 

 

 

Yes 

 

 

Yes 

 

 

Yes 

 

 

Yes 
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Areas for NHS organisations to consider Organisation’s Response 

 • Have processes been established to ensure every 
board member completes an annual self-
attestation confirming adherence to FPPT 
requirements? 

Yes, annual declarations in place and on file for relevant 
board members. Form has been updated based on the 
template in the NHSE FPPT Framework 

 • Do FPPT processes include, for the initial 
appointment of NHS trust chairs and ICB chairs 
only, once the NHS organisation has obtained 
board member references and completed the fit 
and proper person assessment, FPPT approval is 
sought from the NHS England Appointments 
Team before they commence their role? 

The new chair has been appointed prior to 1 October 
2023, NHSE FPPT Implementation Team confirmed that 
we do not need to use the board member reference 
(BMR). 
As a Foundation Trust the arrangements are different 
than those for non-foundation trusts and ICBs where the 
chairs are appointed by NHS England. As an NHS 
foundation trust, we do not need to seek approval from 
NHS England (as described in section 4.5 of the FPPT 
Framework). 

 • Have processes been established for completing 
FPPT for joint appointments where the 
organisation is the designated host/employing 
organisation (including input from the chair of the 
other contracting NHS organisation)? Do these 
mechanisms include provision of a ‘letter of 
confirmation’ and processes for all parties to keep 
each other updated on matters that may impact 
FPPT assessment? 

Yes – included in the Trust policy as part of the 
responsibility of the Director of Workforce. 

 • Are processes in place to ensure a FPPT 
assessment is completed for individuals who hold 
two or more separate roles? 

The FPPT applies to all relevant board members in line 
with the Framework. 
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Areas for NHS organisations to consider Organisation’s Response 

 • Are processes in place to ensures a full FPPT 
assessment is undertaken for interim roles 
exceeding six weeks? 

The FPPT applies to all relevant board members in line 
with the Framework. 

 • Does the senior independent director (SID) or 
deputy chair annually review and ensure the chair 
meets FPPT requirements? 

This requirement is in the Trust policy and the review will 
form part of the compliance report to the Workforce 
Assurance Committee and then Board of Directors. 

 • Are processes in place to undertake DBS checks 
at least every three-years for board members 
following initial appointment? 

Yes – this is managed / monitored by the company 
secretary’s office and supported by the Workforce Team. 
Level of DBS undertaken determined by the Trust policy. 

 

Areas for NHS organisations to consider Organisation’s Response 

 

Board member references 

• Have processes been established to ensure 
Board member references are included as part of 
the FPPT assessment when there are new board 
member appointments, specifically: 

a) New appointments that have been promoted 
within an NHS organisation.  

b) Existing board members at one NHS 
organisation who move to another NHS 
organisation in the role of a board member.  

Board member references / ESR fields in place and will 
be populated as part of the process for appointments. 

The requirement to use ESR fields and BMR’s has been 
added to the Trust policy. 

References 
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Areas for NHS organisations to consider Organisation’s Response 
c) Individuals who join an NHS organisation in 

the role of board member for the first time 
from an organisation that is outside of the 
NHS.  

d) Individuals who have been a board member 
in an NHS organisation and join another NHS 
organisation not in the role of board member, 
that is, they take a non-Board level role. 

 • Do Board member reference processes require a 
minimum of two references, from different 
employers, where possible, (using the board 
member NHSE reference template) for individuals 
appointed from outside the NHS or from within the 
NHS but in their first Board role? 

Yes – 2 references are currently required.  

We will move to the new BMR for future appointments. 

 • For individuals moving between NHS Board roles 
does the organisation where possible obtain one 
reference from a separate organisation in addition 
to the board member reference for their current 
Board role? 

2 references currently required. BMR will be implemented 
from 1st October.  

 • Are processes in place for the organisation to take 
reasonable steps to obtain appropriate references 
from current employers as well as previous 
employers within the past six years for Board 
members joining from another NHS organisation? 

Yes 
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Areas for NHS organisations to consider Organisation’s Response 

 • Have processes been established to ensure the 
organisation makes every practical effort to obtain 
references that fulfil the board member reference 
requirements when employing individuals from 
outside the NHS? 

Yes 

 • Are mechanisms in place to store information 
relating to references so it is available for future 
checks? 

Yes 

 • Have processes been established to utilise board 
member annual appraisals from the past three 
years to guide board member references? 

Added to the Trust policy 

 • Where board member reference requests are 
received by your organisation from another NHS 
organisation what processes are in place to 
ensure the provision of the requested reference 
within 14 days? 

Request will be managed by the Workforce Team with 
support from the Company Secretary when a request is 
received  

 • Are you using NHSE’s board member reference 
templates? If not, how are you ensuring you 
obtain all required information for board member 
references 

To be implemented 
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Areas for NHS Organisations to consider Organisation’s Response 

 

FPPT and ESR 

• Have policies and procedures been established to 
collate the relevant FPPT information in accurate, 
complete and timely manner for updating ESR? 
Does this include checks to ensure all required 
data fields have been completed for each board 
member as appropriate? 

Yes – data quality checks undertaken within ESR to 
identify gaps. Data provided to populate fields for existing 
Board members. Dashboard produced to check status of 
all fields for relevant staff from ESR 

• Do annual FPPT checks include validation of all 
fields in ESR as specified in the framework? 

Yes 

 • Has access to ESR been restricted to ensure 
information held on ESR about board members is 
only accessible to a limited number of senior 
individuals in the organisation? 

Requirement communicated to ESR Workforce Team. 
This will be put in place once the fields are available. 

 • Has access to ESR been restricted to ensure 
there is no access to FFPT information by other 
organisations? 

Requirement communicated to ESR Workforce Team. 
This will be put in place once the fields are available. 

 • Are processes in place to enable individuals to 
access and exercise their rights in connection with 
the information held about them in accordance 
with data protection law? 

Privacy notice to be circulated to Board members 

ESR 
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Areas for NHS organisations to consider Organisation’s Response 

 

Governance and Reporting   

 • Does the Chair present a report on the completion 
of the annual FPPT to a public board meeting and 
where applicable the Council of Governors?  

This has been added to the annual Board reporting cycle 
and rolling programme for Workforce Assurance 
Committee who report on assurance received to Public 
Board of Directors. It has also been added to the rolling 
programme for Council of Governors 

• How does the annual FPPT review process 
ensure the Chair signs off the annual FPPT 
submission form and it is submitted to Regional 
Director NHS England? 

Chair to review ESR dashboard and compile compliance 
report with support of company secretary and report to 
Board (plus CoG for NEDs). Added to policy. 

• Are processes in place to report the high-level 
outcome of FPPT assessments in your annual 
report or elsewhere on your website? 

To be actioned in line with the Annual Reporting Manual 

• CQC – where the CQC notify your organisation of 
concerns relating to a board member what 
processes do you have in place to detail the steps 
the organisation has taken to assure the fitness of 

Company Secretary will be required to provide information 
with support from the Director of Workforce 

Reporting 
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Areas for NHS organisations to consider Organisation’s Response 
the board member and to provide this information 
to the CQC within 10 days? 

• When was an internal audit of FPPT processes 
last undertaken? 

Going forward NHS organisations should have an 
internal audit on FPPT every three years. 

We have not had an internal audit of FPPT processes. 
This will be added to the audit plan for 2024. 

 

75



Agenda item 28/23a 

Meeting of the Board of Directors 
Thursday 28th September 2023 

Subject / Title Trust report 

Author(s) Executive Directors 

Presented by Roger Spencer, Chief Executive 

Summary / purpose of paper This report brings together the key issues for the Board of 
Directors in relation to our performance, strategy, 
workforce, the Greater Manchester system landscape, 
the regulatory landscape and other pertinent matters 
within the scope of the board’s responsibilities.   

Recommendation(s) The board is asked to note the contents of the paper. 

Background Papers Integrated Performance, Quality and Finance Report 
Finance Report 

Risk Score See Board Assurance Framework 

Link to: 

 Trust’s Strategic Direction

 Corporate Objectives

Achievement of corporate plan and objectives 

You are reminded not to use 
acronyms or abbreviations 
wherever possible.  However, 
if they appear in the attached 
paper, please list them in the 
adjacent box. 

CEO Chief Executive Officer 
MCRC Manchester Cancer Research Centre 
NHSI NHS Improvement 
JFP Joint Forward Plan 
CQC Care Quality Commission 
GM Greater Manchester 
ICB Integrated Care Board 
ICS Integrated Care System 
CIP Cost Improvement Programme 
IR(ME)R Ionising radiation medical exposure regulations 
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September 2023 

 

 

 

Executive Summary 
• Measures of Patient Experience including the CQC Adult Inpatient Survey and Cancer 

Patient Experience Survey show excellent results, with overall scores of 9 out of 10 and 
9.1 out of 10 respectively. 

• Our Quality indicators showed some adverse variances: radiation incidents, falls and 
hospital acquired COVID.   

• We have not met the 62-day referral to treatment standard. 
• We are implementing our plan to manage the impact of industrial action; this has led to 

some rescheduling but has not affected radiotherapy and chemotherapy treatments.   
• Our financial performance is cumulatively £1.5m better than plan at £1.9m deficit 

against a £3.3m deficit plan. 
• Two of our medical staff (Agata Rembielak and David Thomson) have been appointed 

as MAHSC professors. 
• One of our Medical Oncologists (Sara Valpione) has been recognised nationally for a 

research project using Artificial Intelligence to improve safety.   
• The 2023 National Training Survey has shown sustained improvement in the 

experiences of doctors in training at the Christie. 
• The Paterson building is operational with several of the groups from the Trust having 

moved into the premises.   
• We have appointed a suitably qualified and experienced inspector to verify previous 

assessments that we do not have risks related to Reinforced Aerated Autoclaved 
Concrete (RAAC). 

• We remain rated as overall Good by the CQC 
• We remain on trajectory to complete our CQC Action Plan by the end of October.   
• We remain in System Outcome Framework (SOF) Segment 1 pending a review being 

undertaken by the ICB on behalf of NHSE.  
• At the end of July (Month 4), the cumulative revenue position for the GM ICB was 

£105m adverse variance to plan.    
• GM ICB has been moved to SOF Segment 3 and is receiving additional external 

support.   
• Greater Manchester ICB has formally approved its Operating Framework. 
• We are reviewing our leadership and culture development approaches in the light of the 

Letby verdict and NHSE guidance 
• Our Cultural Audit has completed the data collection phase and will report in November. 
• We are undertaking a review of our assurance committees with a particular focus on 

assurance about the CQC fundamental care standards.   
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Quality of Care 
Indicators of the Safety and Effectiveness of our services showed no significant adverse 
variances in August except for radiation incidents, falls and hospital acquired COVID.  
Details of these exceptions are given in the appendix (IPQFR).   
 
There were 19 formal complaints in August which is above the monthly average, the number 
of contacts with the Patient Advice and Liaison Service (PALS) service in August was 42, a 
small increase on the previous month. 
 
Nurse staffing numbers have met the levels to ensure appropriate levels of safety and care 
with indicative staffing is set to maintain a 1:6 nurse to patient ratio which is better than the 
nationally recommended 1:8.  When necessary, a ratio of 1:8 has been adopted for short 
periods.    
 
The actions to address recommendations of the 2022 CQC inspection reports are on 
trajectory to be completed by the specified deadlines.   
 
In the CQC Adult Inpatient Survey patients gave the Trust an overall care score of 9 out of 
10. Of the 11 survey sections the Trust results showed scores in eight which were ‘much 
better than most trusts’, two were ‘better than other trusts’ and one was the ‘same’. 
 
In the National Cancer Patient Survey patients scored care at The Christie as 9.1 out of 10 
which is excellent and is above the expected range.  For 12 questions the Trust’s score was 
above the expected range.  The Trust performed strongly on the Hospital Care, Living with 
and Beyond section, Support to Family and Carers and Discussions about Research 
Opportunities.  For 2 questions the Trust’s score was below the expected range, of which the 
most relevant to The Christie is the experience reported regarding waiting times for clinics 
and the day unit.  
 
Five corporate risks are scored at 15 or above on the risk register. These are monitored by 
the Risk Committee to ensure that appropriate controls are in place and reviewed by the 
board’s assurance committees to provide assurance to the board: 
 
1. Risk of not achieving the financial plan including the cost improvement programme. 
2. Risk of delayed cancer referral and treatments due to not meeting 24 / 62-day targets. 
3. Risk of patients being lost to follow up. 
4. Risk that patients may experience harm due to significant delays in the management of 

patients with penile cancer.   
5. Risk that the IPU Endoscopy could lose JAG accreditation by not being able to 

maintain the standards for environment.   
 
The Christie Clinical Outcomes & Data Unit (CODU) was launched on 28th July.  It operates 
from the Paterson building and will collaborate closely with Manchester University and 
Christie teams. 
 
Operational Performance 
Our operational performance indicators show no significant adverse variances other than for 
the national 62-day Cancer Standard which was not met in August with a performance of 
74.7% prior to month end validation.  We have continued to achieve the 31-day standard for 
treatment to start within 31 days of the decision to treat.  During August nine operations were 
cancelled on the day for non-clinical reasons in August, all have been rebooked.   
 
Plans for the coming winter are in place incorporating guidance from NHSE on 8 core 
objectives and 10 high impact actions and the anticipated increase in respiratory illnesses 
including Covid 19 variants over the next six months.  Our key aims are to avoid diverting 
patients to other trusts for emergency care unless it is clinically necessary and to manage 
the timely transfer of patients from other trusts for treatment at The Christie.  This includes 
avoiding admissions through our AACU and supportive oncology, improving flow through 
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“Assertive Boarding” and supporting early discharge as well as reviewing discharge 
processes at key later part of the day.   
 
Industrial action by junior doctors and consultants has taken place on 19th September 
(consultants), 20th September (consultants and juniors) 21st September (junior doctors), 22nd 
September (juniors).  We have manged this according to extensive plans including an 
operational incident room and communications to patients and staff.  Our aim has been to 
maintain services where possible but there has been some disruption with some patients 
having to have their attendances rescheduled.   
 
The cumulative effect of several days of industrial action is leading to increased waiting.  
This has not had an impact on radiotherapy or chemotherapy treatments. Further action is 
planned for 2nd to 5th October (consultants and junior doctors).  We continue to advise 
patients that they should attend for their appointments as normal unless they have been 
contacted in advance with a rescheduled appointment.  We are extremely grateful to all 
those Christie staff who have helped to maintain patient safety in this period.   
 
Financial Performance 
Financial performance is ahead of plan.  The Trust is reporting a £1,861k deficit against 
£3,349k expected deficit planned position.  This is mainly due to interest received being 
above planned levels and a pay underspend due to vacancies and industrial action.  Capital 
expenditure is £0.5m above draft plan although Trust still awaiting formal confirmation of 
capital expenditure limits from ICB. 
 
As shown in the table there are no significant variances from the planned financial 
performance against key measures other than the level of recurrent CIP delivered to date.  
Whilst divisions are working up cost improvement schemes, the level of these assessed as 
delivering is currently low. 
 

Measure of Financial Performance Red / Amber / Green rating 
Revenue: Trust Control Total compared to plan  £1,861k deficit 
Capital: Capital expenditure against plan £483k over plan 
CIP achieved (recurrent) against target of £6.4m £1.6m identified  
Debtor days compared to 15-day target  10 days 
Cash balance £132,971k 

 
Workforce 
Our workforce performance indicators show mandatory training compliance and personal 
development plan rates are both above (better than) thresholds at 92.4% and 86.4% 
respectively.  Sickness absence rates have increased in August to 4.34% (threshold of 
3.4%).  The overall all year turnover is 15.75%.  These issues and the associated plans for 
improvement have been considered by the Workforce Assurance Committee.   
 
We have reviewed our existing approach and governance arrangements in relation to 
leadership and culture development in the light of lessons from the Lucy Letby verdict and 
the subsequent advice letter from NHSE.  This includes good governance in relation to 
speaking up arrangements and our obligations under the Fit and Proper Person 
requirements.  This work will be further informed by the findings of the cultural audit currently 
being undertaken by Globis Mediation Limited.  The board of directors has received a more 
detailed paper on Leadership and Culture initiatives at The Christie.   
 
We are undertaking an exercise to document senior leadership potential, the diversity of 
potential future leaders, potential gaps, areas of strength, and visibility of successors.  We 
are currently holding career conversations with our senior managers.  This will inform our 
contribution to that the NW Leadership and Succession Planning process led by the NW 
Talent Team and  
 
The annual staff vaccination programme commences on Monday 25th September 2023.  
Both covid and influenza vaccines will be available for all staff with the opportunity to receive 
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both vaccines at one appointment.  There will also be the opportunity to receive each 
vaccine independently for those who wish to do so.  We aim to complete covid vaccination 
by mid-December with influenza vaccines available into the new year. 
 
The People Development Group (PDG) is a newly launched joint initiative between the 
Education and Workforce teams focused on supporting current and future workforce 
education and training needs.  The group provides an effective bridge between learner 
experiences (through learner voices and stories), shared education development across the 
organisation and a focus on effective education and training design. 
 
The Christie Leadership Programme, a key component of workforce education, has 
completed its 7th cohort, inspiring new development work including a consultant leadership 
programme, expanded numbers of staff undertaking Masters qualification in leadership via 
apprenticeships and a series of RADA Business events to support senior staff in 
presentation skills. 
 
Research 
There has been continued development of the management and leadership structure within 
the Division. Nursing leadership has been strengthened with the appointment of two 8b Lead 
Research Nurse posts on one-year secondments.  The posts will provide support for the 
Divisional Associate Chief Nurse role and will contribute to the implementation and delivery 
of strategic aims. Following a competitive recruitment process the Divisional Manager post 
has been successfully appointed to.  The post will provide strategic and operational 
leadership within the Division.  A new role has been created (Patient Experience Manager) 
with responsibility for driving forward the divisional Equality Diversity & Inclusion (EDI) 
agenda.   
 
In Radiotherapy related research, May and June 2023 saw the highest enrolment of 
research patients through the radiotherapy departments since consistent recording was 
established in 2017, with the enrolment of 63 and 61 trial patients, respectively. 
 
There has been continued expansion of the number of research studies delivered in our 
outreach locations.  There are six research studies now open to patient recruitment with 
several at the feasibility review stage. 
 
The Cancer Vaccine Launch Pad (CVLP) led by NHS England in partnership with Genomics 
England has been established.  This initiative will help to rapidly identify cancer patients who 
could be eligible for potential trials.  The Trust will have a key role as a vaccine delivery site 
as part of this initiative.  
 
Following the launch of the R&I Strategy in May 2023 year 1 objectives have been defined. 
Good progress is being made towards the successful delivery of these objectives.  For 
example, Principle 5, Delivering Research to patients faster - a collaborative working group 
has been initiated and work to understand what works well and the key barriers and 
challenges is in progress. 
 
We are trialling a way to spare the top of the heart during radiotherapy for lung cancer 
patients by using artificial intelligence (AI) to precisely and quickly map out which area to 
target.  A link to an article published in the Telegraph is available here: AI lung cancer 
patients & heart disease This was also mentioned by Rishi Sunak in a tweet, naming Sara 
Valpione, Medical Oncology consultant Rishi-Sunak_high-risk-but-high-reward-research 
 
Many congratulations Consultant Clinical Oncologists Agata Rembielak and David Thomson 
who have been successful in appointments to MAHSC chairs.  The MAHSC Honorary 
Clinical Chairs are awarded on an annual basis by The University of Manchester’s Faculty of 
Biology, Medicine and Health Promotions Committee.  They are awarded to individuals from 
across Greater Manchester who have made a major contribution to their clinical specialty, 
including excellence in research and education.   
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Education 
The 2023 National Training Survey (applied to all doctors in training posts nationally) has 
shown sustained improvement in overall experiences of doctors in training at The Christie.  
Initial analysis has shown improvements across several areas, reflecting a really excellent 
articulation between colleagues in clinical service and education to improve support for these 
colleagues.  One of our areas of greatest improvement has been in the experiences of our 
cohort of Foundation Year 2 doctors for whom moving to practice acute care in a specialist 
cancer centre with the complexity of inpatient care can be a challenging experience.  The 
collaborative nature of working across education and division and the application of 
educational theory led interventions has resulted in the best result for 5 years. 
 
Strategic and Service Developments 
The Paterson building is operational with several of the groups from the Trust having moved 
into the premises.  These include clinical outcomes and data, pathology and acute oncology 
and surgery.  Arrangements for the remaining groups are being developed to include 
identifying and closing the old, vacated Estate when the groups have moved.  The final 
account with the main contractor is agreed and the established overall project governance 
will continue. 

 
The outpatient pharmacy and new dispensing robot on the Withington site is now open with 
positive feedback being received from both staff and patients.  The new facility has 
supported a significant reduction in the waiting time for outpatients. 

 
Works have commenced on the formation of a 20-bedroom ward in the former Trust 
Administration and Digital floors with the original staircase demolished and the construction 
of the new foundations about to commence.  The replacement of X-ray machines on the 
Withington site has been completed together with some other small schemes.  The 
development of the new Art Room design and cost plan remains in progress and works to 
reform the landscaping around the Tree of Hope has commenced.   
 
The Trust has commenced the early-stage engagement with HS2 on the impact of their 
proposals to ensure that the experience of patients, visitors and staff are not adversely 
impacted by their works. 
 
The design and engagement for the proposed Advanced Scanning and Imaging Centre 
development along Wilmslow Road continues.  The main contractor has been selected and 
the design sufficiently developed to support the submission of a planning application within 
the next period, subject to satisfactory consultations.  The design of the ancillary works to 
decant existing uses to facilitate the new development has commenced and the overall cost 
plan is being developed to include the management of risks to the project.   
 
Our Carbon Energy Fund Scheme which has previously been reported to the board and 
committees is being commissioned and going live by the end of September, after over 2 
years in development and construction.  This is a key project in our sustainability aspirations 
and puts us a step closer towards achieving the NHS Net Zero targets.  The scheme will 
deliver circa one tonne of carbon emission savings and circa £1m annual in energy cost 
savings.   
 
Previous assessments and current site analysis indicates that we do not have any issues 
with Reinforced Aerated Autoclaved Concrete (RAAC) which has been the subject of 
publicity recently.  We are appointing a suitably qualified and experienced professional to 
undertake a predominantly visual, but with local opening-up of areas, inspection.  This will 
include a review of the as-built records we hold.  This process will take about 6 weeks and 
will enable us to respond definitively to NHSE that we have appropriate arrangements in 
place and are compliant with regulations.   
 
More information about our new developments can be found at: http://christie.nhs.uk/about-
us/our-future/our-developments/ 
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Greater Manchester System Developments 
In line with the recommendations set out in the review by Carnall-Farrar, the Greater 
Manchester Integrated Care Board (GM ICB) approved its Operating Model at its September 
meeting.  This sets outs how the Greater Manchester Health System will be organised.  The 
overall structure of the system remains in line with the statutory legislation i.e. a statutory 
organisation - the Integrated Care Board (ICB) and a statutory committee - the Integrated 
Care Partnership (ICS).  A key feature of the operating model is the focus on the ten ‘places’ 
in GM.  These are aligned with the previous CCGs and Local Authority boundaries and are 
known as Place-based Partnership Committees.   
 
Within the system Operating Model The governance arrangements for the GM Cancer 
Alliance have not changed and it remains part of the Trust Provider Collaborative; the 
Alliance Board is chaired by The Christie Chief Executive.  The Trust Provider Collaborative 
also holds responsibility for programmes on Elective Recovery, Diagnostics and Sustainable 
Services. 
 
At the end of July (Month 4), the cumulative revenue position for the GM ICB was £105m 
adverse variance to plan.  This position does not include any risk associated with the non-
achievement of Elective Recovery Fund income which is estimated to be c£20m and which 
could add to this adverse variance. 
 
On 30th August 2023, NHS England published “segmentation” decisions for all Integrated 
Care Boards (ICBs).  This is an assessment of the support requirements and is part of the 
System Oversight Framework management activities previously reported to the board of 
directors.  The GM ICB has been allocated segment 3 which is a decrease from the previous 
assessment of segment 2.   
 
In relation to the segmentation assessment GM ICB is now to receive intensive support.  The 
intensive support will include all Providers and the ICB but is not currently expected to focus 
on Capital Expenditure.  NHSE has appointed PwC to undertake the support; initially to 
focus on three areas:  
 
1. Underlying position 

This is expected to consider the system’s current financial and operational performance. 
This will result in PwC undertaking a review of Trust balance sheets and likely focus on 
key areas challenged by NHSE i.e. productivity metrics and workforce growth. 

2. Forecast Scenarios 
Considerations of financial scenarios, particularly linked to a review of grip and control 
across the system.  The grip and control process is expected to test controls are in place 
as well as the strength of those controls, as an example are trust vacancy panels all 
making equally difficult decisions. 

3. Turnaround 
Monthly detailed assessments and review meetings with Stephen Hay, expected to last 
90 minutes.  

 
PwC have also been commissioned to undertake a review of trusts and the ICB’s balance 
sheets to identify the potential for further balance sheet flexibility to contribute to 
improvements to the financial position.  To support this work, all trusts have articulated the 
rationale for key movements in their balance sheets, which will be part of the PwC review. 
 
As part of the move to Integrated Care Systems (ICS), Specialised Commissioning budgets 
(except for some regional and national services, e.g. proton beam therapy) will be delegated 
to Integrated Care Boards (ICBs) from 24/25 financial year.  In preparation, all ICBs are 
subject to national assessment and moderation process (in Autumn 2023) to assess the 
system’s readiness to take on the delegated specialised commissioning function.  This 
creates several additional financial risks resulting from increased pressure from the 
delegated budgets, changes to the resource allocation formula which are likely to 
disadvantage Greater Manchester and the significant level of the budget changes.  As most 
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The Christie’s services are funded from these budgets we are working with MFT, the NCA 
and NW Specialised Commissioning colleagues to contribute to the process and ensure 
risks are understood, minimalised and mitigated as far as possible. 
 
Regulation and Governance 
Care Quality Commission 
As previously noted, the actions to address recommendations of the 2022 CQC inspection 
reports are on trajectory to be completed by the specified deadlines.  We are addressing 
both the must do and should do recommendations and providing evidence to confirm that we 
are compliant with the regulations.  The must do actions are scheduled for implementation 
by the end of October 2023 and the full action plan progress report will be scrutinised by the 
relevant assurance committees before being reported to the board for final approval.   
 
As previously reported to the board the CQC have undertaken an assessment of our 
compliance with the IRMER (Ionising Radiation Medical Exposure Regulations).  The 
findings are very positive and show that we are complaint with the regulations.  The CQC 
has identified three areas for improvement but there are no “Must Do” requirements.  We 
have published the report and action plan on our web site.  The CQC does not itself publish 
this report externally and makes no separate rating score.  This assessment is not included 
in the calculation of our overall CQC rating.   
  
Single Oversight Framework Rating 
Within the Single Oversight Framework The Christie is in segment 1 (requiring least 
support).  We have been told by the GM ICB that the CQC rating has triggered a 
segmentation review.  Whilst the ICB is in the process of taking on this responsibility and is 
undertaking the review, decisions at present remain with NHS England.  We have been 
asked to provide information to inform the process.   
 
Board Assurance Review 
In line with good practice, we want the board to be assured that its assurance committee 
structure remains effectively organised and is receiving appropriate information.  In the light 
of the CQC report we want to understand how we can best provide future assurance on 
quality of care including adapting our reporting and assurance arrangements to the changing 
regulatory frameworks of both NHSE and the CQC. 
 
We have commissioned the Good Governance Institute to undertake a review and provide a 
report with recommendations.  GGI are a market leading specialist governance and 
leadership consultancy with a UK-wide reputation and international networks.  They have 
supported over 750 boards and leadership teams in different sectors and contexts over the 
past 14 years, and more than 50 in the last year, to improve their governance with a 
significant track record of success.  They have been recommended by several recent clients.  
The review will start in late September with the report expected 10 weeks after initiation.  
The process will include document reviews, board and committee observations, interviews 
with board members and senior leaders.  The output will be a summary baseline report 
which captures our findings and makes recommendations for development and development 
of an action plan for taking our recommendations forward.   
 
Cultural Audit  
Following the CQC inspections we have commissioned Globis Mediation Limited to 
undertake a wide-ranging audit of our organisational culture.  The purpose is to better 
understand some of the CQC feedback and comments from staff, triangulating these with 
other sources of information such as the NHS Staff Survey.  The full background and terms 
of reference of the cultural audit have been published on our website.   
 
The data collection phase of the work is now almost complete has comprised 20 focus 
groups, circa 110 semi-structured interviews, a survey of all staff with 1,073 responses 
(30.48%), and a desktop review of relevant reports and data.  Site visits for observations are 
being arranged.  The results of the audit are planned for publication in November 2023. 
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Whilst the audit work and report writing are the responsibility of Globis a small advisory 
group has been supporting the work with advice on content, documentation availability and 
the logistics of surveys.  Membership is: Executive Director/DCEO (Coordinator), Medical 
Staff Governor, Registered Nursing Staff Governor, Other Clinical Staff Governor, Non-
Clinical Staff Governor (vacant), Partnership Officer, Staff Side, Workforce team 
representative, Company Secretary.   
 
Covid-19 Public Inquiry 
As part of Module 3 of the UK Covid-19 Public Inquiry we are required to provide a formal 
witness statement with relevant associated documentation about the management of 
colorectal cancer by The Christie from 1st March 2020 to 28th June 2022.  This is part of the 
Inquiry’s assessment the effect of the Covid-19 pandemic on the care and management of 
patients with conditions other than Covid-19.  We are in the process of compiling the 
statement which will be a draft at this stage, the inquiry team could then come back to us 
with any further questions prior to the statement being finalised. 
 
National Policy Initiatives 
Fit & Proper Persons Test Framework 
NHS England (NHSE) published a new Fit and Proper Persons Test (FPPT) Framework on 
2nd August 2023 alongside guidance for chairs and for staff on implementation.  A directory 
of board level learning and development opportunities was published at the same time. 
NHSE expect elements of the framework to be used from 30th September 2023 with full 
implementation by 31st March 2024.  The Framework introduces new and more 
comprehensive requirements around board appointments and annual review and supports 
transparency.  This includes the introduction of a new standardised board member reference 
which should be created whenever a board member leaves an NHS organisation, regardless 
of whether they are moving immediately to another NHS role and should be sought by 
employing NHS organisations when making a job offer.  
 
There are also new requirements to populate fields with the Electronic Staff Record (ESR) 
related to FPPT checks and references.  This will provide a standard way to record and 
report compliance internally.  Retrospective population of data is not proposed.  
 
The full framework should be fully implemented by 31st March 2024.  A full FPPT against the 
core elements of the framework should be undertaken whenever new appointments are 
made, if a board member moves to a new board role in their current organisation, and 
annually thereafter.  Annual self-attestations by board members to confirm adherence to the 
regulations will continue.  
 
Major Conditions Strategy 
The Department of Health & Social Care has published the ‘Major Conditions Strategy:  A 
case for change and strategic framework’ on 14th August 2023.  The Strategy addresses six 
major conditions that account for 60% of mortality and morbidity, namely cancer, dementia, 
musculo-skeletal disorders, mental ill health, cardiovascular disease and chronic respiratory 
disease.  For Cancer the strategy focusses on reducing risk factors (weight, smoking, 
exercise, and alcohol), early diagnosis and treatment and living well and beyond cancer.  As 
a specialist hospital, focussed on a single condition, we have continued to evolve our models 
of care, for example through the development of the Senior Adult Oncology service1 which is 
a recognition that patients are not only presenting later in life but with more complex needs. 
 
Cancer Waiting Times Changes 
NHS England and the department of health and social care have made changes to the 
Cancer waiting times standards that come into effect from the 1st October 2023.  There are 
currently ten different waiting times standards applied to NHS cancer diagnosis and 
treatment.  
 
  

 
1 see Senior adult oncology service (christie.nhs.uk) (accessed 22/08/2023) 
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The changes to the CWT standards are: 
1. Removal of the 2-week wait standard in favour of a focus on the Faster Diagnosis 

Standard (75%)  
2. One headline 62-day referral to treatment standard (85%).  The 4 individual 62-day 

standards (Classic, Upgrade, Screening, Symptomatic) will be consolidated in to one 62 
Day referral to treatment standard (85%) 

3. One headline 31-day decision to treat to treatment standard (96%).  The 4 individual 31-
day standards (31 day first definitive treatments, 31-day subsequent Drugs, 31-day 
subsequent Surgery & 31-day subsequent Radiotherapy) will be consolidated in to one 
31-day decision to treat to treatment standard (96%).  

 
These changes do not directly affect our current levels of performance significantly.  The 
trust needs to continue with the improvement plans to achieve the 85% compliance against 
the 62-day RTT standard and the FDS standard which internally relates to the haematology 
service.  Compliance across the 31-day standard will need to be maintained and the internal 
24-day measure will remain in place. 
 
NHS Enforcement Guidance 
Following introduction of the Health and Care Act 2022 NHS England has revised the 
regulatory framework to include a single System Oversight Framework for all NHS bodies 
and to extend the Provider licence to all NHS bodies (and some others).  This is 
accompanied by the new NHS Enforcement Guidance’ (the ‘Guidance’) with the same 
system applicable to Integrated Care Boards, NHS Foundation Trusts and NHS Trusts. 
 
The Guidance details how NHS England will exercise its enforcement powers.  The 
Guidance provides NHSE a degree of flexibility and discretion but sets parameters for 
NHSE’s level of intervention and support for NHS bodies falling into one of the four 
segments defined in the Oversight Framework.  Segment 1 indicates the least intervention 
and support, with Segment 4 indicates significant intervention and support.   
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EXECUTIVE SUMMARY

The Integrated Performance, Quality & Finance report presents a summary dashboard that provides an overview of performance.

Safety
• No serious incidents were reported in August. There were 5 incidents reported in month with the classification of moderate, details of which can be found on slide 7. All the incidents are still progressing

through to full root cause analysis. No never events were reported in month.
• There are 5 Trust level risks scored at 15+. Details of these can be found on slide 15.
• Safer staffing numbers have met the required acuity levels to ensure appropriate levels of safety and care for our patients. Indicative staffing, in line with nursing establishments, is set to maintain a 1:6

nurse to patient ratio. On occasion this has been extended to 1:8 which is in line with recommended national staffing ratios. While we have seen an increase in patient safety incidents, following thematic
review, these were not related to nurse staffing ratios.

• There were 3 cases of C-Difficile, 8 cases of E-Coli, 2 cases of Klebsiella, 1 case of Pseudomonas and 4 cases of MSSA in August that were deemed attributable to the Trust. No lapses in care have
been identified.

• There was 1 nosocomial Covid-19 infection outbreak affecting 7 patients and 2 staff members in August.
Performance
• Performance against the 62 day standard has improved significantly from July, however the standard has not been met with a performance of 74.7%, subject to validation. The 62 day unvalidated upgrade

performance has also not met the standard with a performance of 76.9%, subject to validation. The internal 24 day target is below standard and is at 75.3%. All 62 and 24 day breaches are reviewed to
ensure any delays are understood and plans can be implemented to mitigate any future delays. All 31 day targets and 18 week RTT standards have been achieved in August subject to validation.
Performance against the CWT thresholds is constantly monitored and action plans are in place to improve performance going forward.

• The two patients waiting over 52 weeks at the end of August are both patients referred to us after long waits in secondary care. One patient had an extremely complex diagnosis pathway whilst the other
patient has a pathway that includes several postponements and delays due to patient choice.

• Referral numbers in August increased significantly from July and are also higher than August 2022. Overall YTD referral levels are higher than 22/23 levels.
HR
• Staff absence levels increased slightly from July to a position of 4.34% against a target of 3.4%.
• PDR performance has improved from July’s position. Mandatory training performance has also improved from July. Both measures are above the set standard.
Finance
• At month 5 the Trust is reporting a month end deficit of £1,861k compared to an expected £3,349k, giving a variance against plan of £1,488k. The main reason for an improved position relates to interest 

received above plan and continued underspends on pay whilst growth vacancies are recruited to.
• Capital expenditure is above CDEL plan by £483k. The cash balance is £132,971k.
• Performance for month 5 was an overspend of £483k against the CDEL plan submitted to NHSE&I.
• The Trust has incurred £4,930k on capital schemes to month 5, primarily on the backlog maintenance programme, the linac and CT scanner replacements, Digital Services Electronic Health Records 

projects, final works on the Paterson scheme and the TIF ward.
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HR Metrics Sickness
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HR Metrics – Mandatory Training
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HR Metrics - PDR
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Workforce Metrics - Turnover
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This report outlines the month 5 consolidated financial performance of The
Christie NHS Foundation Trust and its wholly owned subsidiary The Christie
Pharmacy Ltd.

Finance (Executive Summary)

I&E
• The Trust is reporting a month end deficit of £1,861k compared to an 

expected £3,349k, giving a variance against plan of £1,488k. The main 
reason for an improved position relates to interest received above plan and 
continued underspends on pay whilst growth vacancies are recruited to.

• The in month variance against plan reports a surplus of £494k.
• 2023-24 CIP – Identified in year CIP is £11.8m (£10.2m non- recurrent / 

£1.6m recurrent) and is 95% of the in year target of £12.5m.

Balance sheet / liquidity
• The cash balance is £132,971k.
• Capital expenditure is above CDEL plan by £483k.
• Targets have been achieved against payment of our NHS creditors paid 

within the 30 day Better Payment Practice Code target.
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Month 5 YTD position Annual Plan YTD Budget YTD Actual Variance

£'000 £'000 £'000 £'000

Clinical Income (373,706) (155,861) (160,532) (4,671)
Other Income (68,727) (28,588) (28,578) 11
Pay 211,654 88,258 82,425 (5,833)
Non Pay (incl drugs) 218,730 91,172 98,812 7,641
Operating (Surplus) / Deficit (12,048) (5,020) (7,872) (2,852)
Finance expenses/ income 28,723 11,968 13,305 1,336
(Surplus) / Deficit 16,675 6,948 5,432 (1,516)
Exclude impairments/ charitably funded capital donations (8,637) (3,599) (3,571) 28
Adjusted financial performance (Surplus) / Deficit 8,038 3,349 1,861 (1,488)
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Finance (Expenditure)

The agency spend is £334k in month 5, a decrease of £3k from month 4. There is a decrease in medical agency usage at satellite sites, this is offset with an increase in
nursing agency in CCU and inpatient wards.

Alongside this, bank usage has increased by £151k in month compared to M4, mainly due to bed pressures on wards and CCU.
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5.2 - Finance (Expenditure)

• Drugs spend in month 5 is £10,744k, an increase on month 4 of £2,674k.
• Pay - Agency spend in month 5 is £334k, a decrease of £3k from month 4.
• Pay – industrial action pressure in month of £280k.
• Key elements of ‘Non Pay Other’ spend consist of clinical supplies and services, premises and infrastructure costs
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Finance (Capital)

Performance for month 5 was an overspend of £483k against the CDEL plan submitted to NHSE&I
The Trust has incurred £4,930k on capital schemes to month 5, primarily on the backlog maintenance programme, the linac and CT scanner replacements, Digital 
Services Electronic Health Records projects, final works on the Paterson scheme and the TIF ward.
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NHS Funded Capital Programme 

Total Capital Spend Total Capital Plan

Annual Plan YTD - Plan YTD - Actual YTD - Variance
£k £k £k £k

Annual depreciation charge 2023-24 21,370 7,409 7,846 (437)

GM capital plan control total - Trust own cash 19,820 2,647 4,345 (1,698)
PDC capital funded schemes 10,083 1,800 585 1,215
Loan and lease funded schemes 686 0 0 0

Total annual capital programme under CDEL 30,589 4,447 4,930 (483)
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Finance (CIP)

Total In year CIP
• Total identified CIP schemes reported 

are £11.8m (£10.2m non recurrent / 
£1.6m recurrent).

• This is 95% of the in year target of 
£12.5m leaving £660k unidentified.

• Risk adjusted identified schemes value 
£8.9m leaving £3.5m unidentified.

Recurrent
• Schemes totalling £1.6m have been 

identified recurrently against a 
recurrent target of £6.4m.

• This leaves £4.8m of the recurrent 
target unidentified, this increases to 
£5.1m when risk adjusted.
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Target

Identified 
value

Unidentified 
Value

Identified RAG 
Value

Unidentified 
RAG Value

Target Delivered Unidentified

Total CIP £12,500k £11,839k (£660k) £8,917k (£3,583k) £5,208k £5,208k (£0k)
Recurrent CIP £6,445k £1,642k (£4,802k) £1,351k (£5,093k) £2,685k £527k (£2,158k)
Non-Recurrent CIP £6,055k £10,197k £4,142k £7,565k £1,510k £2,523k £4,680k £2,157k

Annual Year to Date
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Agenda item 28/23c 

Meeting of the Board of Directors 
 

Thursday 28th September 2023 

Subject / Title Care Quality Commission (CQC) action plan update 

Author(s) 
Chief Nurse & Executive Director of Quality 
Trust CQC Project Lead 

Presented by  Chief Nurse & Executive Director of Quality 

Summary / purpose of paper 

To provide the Board of Directors with progress to date 
on: 

• Our response to the CQC inspection 2022 and the 

• CQC IR(ME)R inspection 2023 

Recommendation(s) The Board are asked to note the progress in the report. 

Background papers 

Health and Social Care Act 2008 (Regulated Activities) 
Regulations 2014 
Care Quality Commission (Registration) Regulations 
2009 

Risk score BAF Risks 1.1 – 1.4 / 2.1 / 2.2 / 4.1 / 5.1 – 5.2 / 6.1 – 
6.2 / 7.1 – 7.6 

Link to: 

 Trust strategy 

 Corporate objectives 

1. To demonstrate excellent and equitable clinical 
outcomes and patient safety, patient experience 
and clinical effectiveness for those patients living 
with and beyond cancer 

You are reminded not to use 
acronyms or abbreviations 
wherever possible.  However, if 
they appear in the attached 
paper, please list them in the 
adjacent box. 

CQC - Care Quality Commission 
IPQFR - Integrated Performance, Quality and Finance 
report 
IR(ME)R – Ionising Regulations (Medical Exposure) 
Regulations 
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Agenda item 28/23c 

Meeting of the Board of Directors 

Thursday 28th September 2023 

Care Quality Commission (CQC) action plan update 

1. Background 
  

The Trust as part of its registration with the Care Quality Commission (CQC) has been required to 
demonstrate standards set out by the CQC under the Health and Social Care Act 2008 (Regulated 
Activities) Regulations 2014 and the Care Quality Commission (Registration) Regulations 2009. 

This is part of an overall response to the CQC report which as previously reported to the Board, 
comprises. 

1. CQC Action Plan – the main substance of this paper 
2. Initial Internal Engagement and Listening Programme – undertaken by the CEO and other 

Directors and findings addressed and fed into Cultural Audit. 
3. Cultural Audit – undertaken by Globis Mediation Limited in July to September 2023, details 

are contained in the September Trust Report.  
4. Board Governance Assurance – we have engaged external support from the Good 

Governance Institute (GGI) to advise us on how to optimise the analysis and presentation of 
evidence to provide future assurance on our compliance with the fundamental care 
standards.  Further detail is contained in the September Trust Report. 

5. CQC inspection process – we have raised issues and learning points from the CQC 
inspection process directly with the CQC and await a response. 

 

The Board of Directors through its governance processes has established an approach to 
demonstrate on-going compliance and this is through the board committees of Audit, Workforce 
and Quality Assurance, through operational governance committees, through the integrated 
performance, quality and finance report (IPQFR) and through internal and external audit reports. 

 

2. Inspection activity and progress update 

2.1 Medical core service and well led inspection 

The Christie NHS Foundation Trust’s medical core service was inspected 11-12 October 2022 
followed by a well led inspection 15-17 November 2022. On 12th May 2023, the Trust was rated 
overall as ‘Good’ by the Care Quality Commission 

The final report published identified 7 ‘must do’ actions to meet regulatory requirements. These 
include: 

• The trust must ensure staff complete mandatory training, including safeguarding training in 
accordance with the relevant schedule and receive relevant training, supervision and 
appraisal to perform their duties competently. (Regulation 18 (1)(2)(a) 

• The trust must ensure that policies are reviewed and ratified in a more timely manner. 
(Regulation 17 (1)) 
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• The trust must ensure that serious incidents and mortality reviews are investigated in a 
timely manner and learning is shared across the organisation as required. (Regulation 12 
(2)(b)) 

• The trust must ensure there is an effective process to manage complaints, in particular, 
ensuring the timeliness of responses. (Regulation 16 (2)) 

• The trust must ensure there is an effective process to manage the administration of the fit 
and proper persons checks. (Regulation 5) 

• The trust must ensure that patient risk assessments are consistently completed and 
reviewed in a timely manner for all patients. (Regulation 12 (1)(2)(a)(b)) 

• The service must ensure the proper and safe management of medicines, to include the 
completion of antimicrobial documentation for safe prescribing in line with trust policies. 
(Regulation 12(1)(2)(g)) 

On the 5th June 2023, a comprehensive action plan was submitted to the CQC. Progress and 
completion of the actions are being monitored through the Trusts governance and assurance 
structure, designated weekly action plan meetings and via the routine quality meetings with our 
Specialist Commissioners. 

2.1.1 Medical Core service and well led inspection progress update  

Good progress has been made to date as demonstrated in Appendix A and is on target to 
complete by the 31 October 2023 deadline.  
 

2.2 Ionising Radiation (Medical Exposure) Regulations (IR(ME)R) inspection 

On the 21 April 2023 the CQC gave notification to inspect the radiotherapy department at the 
Trust for compliance with the Ionising Radiation (Medical Exposure) Regulations. The inspection 
was done using the CQC’s new process. This involved completion and submission of a self-
assessment questionnaire followed by discussion with key personnel and meetings with staff 
where necessary which took place 31 May 2023.  

The final report published 12 July 2023 identified 3 areas for improvement: 

• The employer must ensure that written procedures in respect of those matters described in 
Schedule 2 are reflective of local practice and that they contain sufficient detail for all duty 
holders. Regulation 6. 

• The employer must ensure that clinically significant incidents are clearly defined within the 
employer’s procedures. Regulation 6(1)(a). 

• The employer must ensure that procedures for making pregnancy enquiries are inclusive 
of all individuals of childbearing potential. Regulation 6(1)(a). 

An action plan to address the areas for improvement has been submitted to the CQC on 26 July 
2023. An outcome letter from the CQC dated 09 August 2023 confirmed the CQC as satisfied that 
the actions taken, or are intending to take, will address the recommendations made with a view to 
maintaining compliance with IR(ME)R in the future and the inspection file closed.  

2.2.1 IR(ME)R progress update 

Good progress has been made as demonstrated in Appendix B and has been completed ahead of 
the 30 September 2023 deadline. 

3 Conclusion  
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The Trust continues to meet the outcomes required by the CQC under the Health and Social Care 
Act 2008 (Regulated Activities) Regulations 2014 and the Care Quality Commission (Registration) 
Regulations 2009. 
 
4 Recommendation 
 
The Board is asked to note the progress of the CQC action plan and overall response.  
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5 Appendix A – CQC Medical core service and well led inspection progress 
 
Rating Descriptor 
Red Action not progressing 
Blue Action progressing 
Amber Verbal update of progress and completion – awaiting evidence for review and closure 
Green Action complete and evidence available 
 
Regulation 5: Fit and Proper Persons (target completion date 28 July 2023) Rating 
Implement a standalone Fit & proper Persons Policy addressing gaps in assurance.  
Update checklist in line with the Fit & Proper Persons Policy.  
Include in the annual programme of the Audit Committee and Board of Directors.  
 
Regulation 12: Safe care and treatment (target completion date 29 September 2023) Rating 
Allocation of all incident lead investigators and mortality reviewers for cases reported in the previous 7-days to be confirmed at weekly 
Executive Review Group and monitored through Risk & Quality Governance Committee. 

 

Implement a traffic light system to identify and escalate cases at risk of not meeting  
timeliness requirements. 

 

Enhance surveillance through the Executive Review Group to ensure compliance with guidance.  
Implementation of the new Datix Mortality software to support timely reviews.  
Increase frequency of Learning for Improvement Bulletin from every 2 months to every month  
Align internal policies to national guidelines for falls, nutrition, pressure ulcers and VTE.  
Update ward coordinator checklist to reflect daily monitoring of risk assessments.  
Introduce an alert for patient risk assessments within our electronic patient records.  
Implement ward level view of live risk assessment compliance.  
Include nursing risk assessment requirements in the local induction.  
Continue to measure compliance through bedside handover quality improvement project.  
Update of prescriber induction and other training to document clinical indication and duration of all antimicrobials.  
Monitor compliance through ward pharmacists undertaking surveillance of completeness of inpatient antimicrobial prescriptions.  
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Regulation 16: Receiving and acting on complaints (target completion date 29 September 20023) Rating 
Report as required by the Local Authority Social Services and National Health Service Complaints (England) Regulations 2009.  
Implement a traffic light system to identify and escalate cases at risk of not meeting timeliness requirements.  
Enhance surveillance through Executive Review Group to ensure compliance with national guidelines.  
Immediate learning to be identified through Executive Review Group and shared with divisional governance leads and through Friday 
Focus. 

 

 
Regulation 17: Good governance (target completion date 29 September 2023) Rating 
Review all trust policies against expiry dates.  
Review Trust Procedural Documents policy and policy template.  
Develop and implement a Document Management Standard Operating Procedure.  
 
Regulation 18: Staffing (target completion date 31 October 2023) Rating 
Allocate dedicated time for all new starters to attend induction and complete mandatory training before commencing duties.  
Allocate dedicated time for all staff to refresh mandatory training.  
Align our mandatory training including safeguarding training to the Core Skills Training Framework.  
Review and update our Mandatory Training Policy.  
Communicate our mandatory training requirements to all staff.  
Implement a mandatory training dashboard to improve visibility and monitoring of compliance with the mandatory training policy.  
Review our PDR policy, training, tools and processes to improve accessibility.  
Implement a PDR dashboard to improve visibility and monitoring of compliance with the PDR policy.  
Pilot Talent Tool as an alternative approach to PDR.  
Align supervision requirements to professional standards for Agenda for Change roles / Postgraduate medical training grades / local 
employed doctors (SAS + Consultants). 
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• Co-opt the Deputy Chief Nurse (or nominated deputy) to attend the Scrutiny Panel to advise 
on patient safety issues. This includes ensuring any patient safety concerns raised through 
HR processes have been identified, reported and investigated appropriately. 

• Extend the remit of the Panel to oversee all employee relations cases (to include 
grievances and PWR cases). 

• Adopt the principles of ‘Just Culture’ to guide decision making thus supporting consistent, 
constructive and fair evaluation of the actions of staff involved in patient safety incidents. 
The fair treatment of staff supports a culture of fairness, openness and learning by making 
staff feel confident to speak up when things go wrong, rather than fearing blame.  

• Use the Just Culture Guide to determine how the Trust will respond to incidents identified 
during a HR process. i.e., whether to treat as a patient safety incident, HR issue or both. 

• Implement the review of all hearing/ investigation outcomes to ensure all patient safety 
incidents have been fully investigated and all recommendations have been followed up 
actioned and monitored. 

• Identify any opportunities for learning and make recommendations for improvement. 
• Ensure feedback is given to all staff involved in a process particularly to staff who raise 

concerns 
• Provide regular reports on investigations and outcomes to Workforce Assurance Committee 

and the Trust Board highlighting any relationship with patient safety incidents, providing 
assurance that all patient safety issues have been addressed. 

 
3. Current NHS Context on Leadership and Culture 
 The Christie People & Culture Plan 2023-2026 was launched in January 2023. It was 

developed to reflect the priorities of the NHS People Plan and NHS People Promise as well as 
local priorities. Leadership and culture change are central to our plan; this reflects where we 
are on our journey as a Trust, and in the NHS, into more system-based ways of working. 
There is much to do and the work on our practices, habits, behaviours, capabilities, and 
systems will take time. The culture work outlined in the Christie People Plan focuses on laying 
the groundwork, which has started with us co-creating a clear set of values and behaviours 
during 2022. 

 
 The next step of our journey will be informed by an independent cultural review that is 

currently being carried out by Globis Mediation Group. The review is an objective, qualitative 
and quantitative assessment of the organisation’s culture.  

 
The NHS Long Term Workforce Plan was published on 30 June 2023. It sets out how the NHS 
will address existing and future workforce challenges by recruiting and retaining thousands 
more staff over a 15-year period and working in new ways to improve staff experience and 
patient care. While it is a national plan, it allows for priority decisions to be taken at system and 
local level and sets out key areas of action for employers. We are currently reviewing the plan 
to ensure the Christie People and Culture Plan continues to reflect these national priorities. 
This review will be an integral part of our planning process and a further update on this will be 
presented to Management Board in October. 

 
Over the last few years there has been a series of national reviews which have highlighted the 
importance of leadership, management, and culture and often, but not always, in a context of 
concerns with the quality and safety of clinical care. The summary at appendix 4 sets out how 
we have responded to these where relevant. 

 
A separate report will be submitted to the Trust Board outlining our plan to strengthen the 
Trust’s Fit and Proper Persons processes in line with the latest national framework.    

 
4. Recommendation 

The Trust Board is asked to note the contents of this report. 
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Appendix 1 - Current NHS context on leadership and culture 
 

Classification: Official 

 
Current NHS context on leadership and culture 

Strategic direction on people, leadership and culture 
The Interim NHS People Plan (2019) set the aspiration to make the NHS the best 
place to work in order to attract and retain the staff the NHS needs to deliver the 
Long Term Plan, and also recognised the need to improve the leadership culture of 
the NHS to make it more positive, inclusive and person-centric. 

The NHS People Plan (2020) built on this with actions for trusts and arm’s length 
bodies to deliver the goal of ‘more people, working differently, in a compassionate 
and inclusive culture’. The People Plan put a strong emphasis on belonging and 
inclusion. It also introduced the NHS People Promise, made up of the 7 elements 
which staff said were most important to them and their overall experience of work. 
Our Leadership Way further set out 
the compassionate and inclusive behaviours that all leaders at every level should 
show to all staff members. 

In 2021 the NHS Staff Survey was redesigned to align with the People Promise 
providing a way to understand and improve staff experience over time, recognising 
that it is a driver of quality of care and retention. 

The Future of NHS HR and OD (2021) report built on the NHS People Promise and 
laid out a vision to 2030 of how human resources and organisational development 
will evolve to support delivery of the People Plan. This includes supporting line 
managers on the people management aspects of their role. 

Now in 2023 the Long Term Workforce Plan (LTWP) takes these themes 
forward with a longer-term commitment to grow the workforce, as well as 
continuing to innovate ways of working and build a culture which people want to 
work in and develop and extend their careers. The 3 core pillars of the LTWP 
are Train, Retain, Reform. 

The launch of the NHS IMPACT (Improving Patient Care Together) approach to 
improvement puts further emphasis on the importance of leadership and 
management behaviours and investing in people and culture. This takes forward 
and builds on Developing People, Improving Care (2016), an evidence-based 
national framework to guide action on improvement skill-building, leadership 
development and talent management in the NHS. 

Recent reviews 
Over the last few years there has been a series of national reviews which have 
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highlighted the importance of leadership, management and culture and often, but 
not always, in a context of concerns with the quality and safety of clinical care: 

• Kark Review (2019) which reviewed the Fit and Proper Person Test (FPPT) 
and recommended the development of competencies and a fit and proper 
persons database and mandatory referencing for directors. 

• Ockenden Review (2020, 2022) which was a review of maternity services, 
initially at Shrewsbury and Telford Hospital, identifying failures in 
governance and leadership. 

• Kirkup Review (2022) into maternity services at East Kent, which identified 
standards of clinical behaviour and aspects of organisational behaviour 
(‘looking good while doing badly’) as a thematic concern. 

• Messenger Review (2022) of management and leadership of health and social 
care which highlighted the importance of the capability of leaders and 
managers, and the need for clear and consistent expectations. 

• Fuller Stocktake Report (2022) into primary care and integrated care 
systems made recommendations for local and national leaders, including 
pivoting towards local leadership and the need to back new models of 
leadership. 

• Hewitt Review (2023) into the governance of integrated care systems which 
identified the need for a shift in culture to one of learning and improvement 
with ‘self-improving systems’. 

There are many recommendations from these reviews which relate to improving 
aspects of leadership, management, behaviour and culture and the potential 
impact this can have, not only on patients and users of NHS services, but also on 
NHS staff. 

Current priorities for management and leadership 
There are seven main priorities for 2023/24: 

1. Fit and Proper Persons Test Framework (published August 2023) and 
Board Leadership Competency Framework (LCF). The LCF will be published 
by October and will support a consistent and inclusive approach to the 
recruitment, development and appraisal of board level leaders. A 
corresponding board appraisal framework will be available by March 2024. 

 
2. A national induction toolkit will be published by March 2024 to support local 

induction processes, and both the NHS and social care will be able to use it for 
the induction of all new staff members. 

 
3. A set of initiatives to support board induction will be launched during Q3-Q4 

and will include welcome days for all new-in-post chairs, chief executives and 
non-executive directors, together with online resources including handbooks, 
modules on key topics and signposting to existing networks/programmes. 

 
4. Events to support Leading for Improvement will be available from November 
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to support boards following completion of the NHS IMPACT maturity self-
assessment tool. This will enable sharing learning and agreeing what support is 
needed to develop leadership, management and organisational cultures for 
improvement. Events for Chairs and Chief executives including regional 
sessions and peer support from organisations and systems who are advanced 
in the use of proven quality improvement methods will be designed with regional 
teams and take place from February 2024. 

 
5. Plans for an NHS manager code and standards are being considered for 

managers at all levels, clinical and non-clinical. A feasibility study is being 
undertaken and will be completed by January 2024. 

 
6. Aspiring Director programmes will relaunch shortly. The next cohort of 

the Aspiring Chief Executive programme will open for application during Q3 
and a revised Aspiring Executive Director programme will follow shortly. A 
revised Aspirant Chair programme will launch in 2024/2025. 

 
7. A 3-5 year roadmap for NHS management and leadership development is 

being co- created with frontline leaders, setting out an implementation plan to 
further strengthen standards and competencies for all NHS leaders and 
managers. The roadmap will be published by March 2024 and will support 
professional and career development through a structured, NHS-wide approach 
to leadership and management development and talent management. 

Resources and support to improve leadership and culture 

Culture and Leadership Programme 

NHS England’s Culture and Leadership Programme (CLP) was originally 
developed in 2016 in partnership with The King’s Fund and the Centre for Creative 
Leadership to develop practical support and resources to help health and care 
organisations to improve their culture. It was co-created with three pilot trusts and 
has since been applied by over 100 NHS organisations and some healthcare 
organisations internationally. 

CLP is a modular programme which enables boards and organisations to 
understand their own culture using evidence-based tools to develop tailored 
leadership strategies for developing compassionate, inclusive and collective 
leadership and deliver culture change. It provides a practical, evidence-based 
approach to help organisations and systems understand how people working 
within the organisation or system perceive the current culture. It provides insights 
to create and implement a collective, compassionate and inclusive leadership 
strategy structured around six cultural elements and leadership behaviours. 

An independent impact evaluation of the programme carried out in 2021 found that 
on average trusts that had applied CLP showed greater improvements on CQC 
and SOF ratings, and on staff engagement and nursing turnover than the national 
average. The report also identified a number of success factors including: stable, 
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mature boards with high levels of team functioning; recruitment and organisation 
development for the change team; focus on equality, diversity, and inclusion in 
culture; NHS England modelling trust and support in relationships with 
organisations. 

National retention programme 

As part of the national retention programme, a cohort of 23 Exemplar trusts have 
been implementing a locally-determined bundle of actions aligned to the People 
Promise since July 2022, and are now seeing retention rates improving faster than 
the rest of the NHS as a result. 

Fit and Proper Person Test (FPPT) Framework 
The Fit and Proper Person Test Framework was launched on 2 August 2023 in 
response to the recommendations from the Kark Review (2019). 

The scope of the Framework in the first instance is board directors of ICBs and 
NHS providers as well as board directors of NHS England and CQC. Five of the 
seven recommendations from the review have been taken forward, including 
establishing standards of competence for directors, a central fit and proper person 
database and a board member referencing requirement. The two recommendations 
not taken forward at this point are the power to disbar directors for serious 
misconduct and examination of how the FPPT works in social care. An independent 
review of the effectiveness of the approach will be undertaken within 15 to 18 
months. 

NHS England has worked with a senior steering group to implement these 
recommendations with the key principles being that the FPPT should be a key 
element of patient safety and that poorly performing directors should be prevented 
from moving between health organisations. 

What has been launched? 

• A Fit and Proper Person Test Framework, together with guidance 
documents – including guidance for Chairs. 

• A set of dedicated ESR data fields to record the results of the FPPT 
for board directors and accompanying guidance on using these 
data fields. 

• A board member reference template for use in all board appointments 
and for all departing board directors. 

• The supporting Leadership Competency Framework will follow by October. 

 
Roles and responsibilities in FPPT 

The ICB or provider Chair has accountability for ensuring FPPT assessments are 
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carried out on all board members on appointment, annually and if new information 
comes to light; and for updating ESR and submitting an annual summary to the 
NHS England Regional Director. Deputy Chairs / Senior Independent Directors 
should undertake the FPPT for the Chair. 
CEOs should support the Chair and undertake the FPPT for their executive 
directors, and HRDs / Chief People Officers and Trust Secretaries should support 
the updating of ESR and the annual return. 

Board level learning and development offers 
To help NHS board directors to continually grow and develop competence and 
confidence in role, a directory of current board level learning and development 
offers has been published to help navigate the various offers available. The offers 
listed include development programmes, networks, peer to peer support, coaching 
and mentoring offers. All have been evaluated against high level criteria as being 
appropriate for board level leaders. 
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NHS England 
Wellington House 

133-155 Waterloo Road 
London 

SE1 8UG 

18 August 2023 
 

Appendix 2- Letter from NHSE 
 
 

Classification: Official 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 

 
 
Dear Colleagues, 

 
Verdict in the trial of Lucy Letby 

 
We are writing to you today following the outcome of the trial of Lucy Letby. 

 
Lucy Letby committed appalling crimes that were a terrible betrayal of the trust placed 
in her, and our thoughts are with all the families affected, who have suffered pain and 
anguish that few of us can imagine. 

 
Colleagues across the health service have been shocked and sickened by her 
actions, which are beyond belief for staff working so hard across the NHS to save 
lives and care for patients and their families. 
On behalf of the whole NHS, we welcome the independent inquiry announced by the 
Department of Health and Social Care into the events at the Countess of Chester and 

To: • All integrated care boards and NHS 
trusts: 
- chairs 
- chief executives 
- chief operating officers 
- medical directors 
- chief nurses 
- heads of primary care 
- directors of medical education 

• Primary care networks: 
- clinical directors 

cc. • NHS England regions: 
- directors 
- chief nurses 
- medical directors 
- directors of primary care and 

community services 
- directors of commissioning 
- workforce leads 
- postgraduate deans 
- heads of school 
- regional workforce, training and 

education directors / regional 
heads of nursing 
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will co- operate fully and transparently to help ensure we learn every possible lesson 
from this awful case. 

 
NHS England is committed to doing everything possible to prevent anything like this 
happening again, and we are already taking decisive steps towards strengthening 
patient safety monitoring. 

 
The national roll-out of medical examiners since 2021 has created additional safeguards 
by ensuring independent scrutiny of all deaths not investigated by a coroner and 
improving data quality, making it easier to spot potential problems. 

 
This autumn, the new Patient Safety Incident Response Framework will be 
implemented across the NHS – representing a significant shift in the way we respond 
to patient safety incidents, with a sharper focus on data and understanding how 
incidents happen, engaging with families, and taking effective steps to improve and 
deliver safer care for patients. 

 
We also wanted to take this opportunity to remind you of the importance of NHS 
leaders listening to the concerns of patients, families, and staff, and following 
whistleblowing procedures, alongside good governance, particularly at trust level. 

 
We want everyone working in the health service to feel safe to speak up – and 
confident that it will be followed by a prompt response. 

 
Last year we rolled out a strengthened Freedom to Speak Up (FTSU) policy. All 
organisations providing NHS services are expected to adopt the updated national 
policy by January 2024 at the latest. 

 
That alone is not enough. Good governance is essential. NHS leaders and Boards must 
ensure proper implementation and oversight. Specifically, they must urgently ensure: 

 
1. All staff have easy access to information on how to speak up. 
2. Relevant departments, such as Human Resources, and Freedom to Speak 

Up Guardians are aware of the national Speaking Up Support Scheme and 
actively refer individuals to the scheme. 

3. Approaches or mechanisms are put in place to support those members of staff 
who may have cultural barriers to speaking up or who are in lower paid roles 
and may be less confident to do so, and also those who work unsociable 
hours and may not always be aware of or have access to the policy or 
processes supporting speaking up. Methods for 
communicating with staff to build healthy and supporting cultures where 
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everyone feels safe to speak up should also be put in place. 
4. Boards seek assurance that staff can speak up with confidence and 

whistleblowers are treated well. 
5. Boards are regularly reporting, reviewing, and acting upon available data. 

 
While the CQC is primarily responsible for assuring speaking up arrangements, we 
have also asked integrated care boards to consider how all NHS organisations have 
accessible and effective speaking up arrangements. 

 
All NHS organisations are reminded of their obligations under the Fit and Proper 
Person requirements not to appoint any individual as a Board director unless they 
fully satisfy all FPP requirements – including that they have not been responsible for, 
been privy to, contributed to, or facilitated any serious misconduct or mismanagement 
(whether lawful or not). The CQC can take action against any organisation that fails to 
meet these obligations. 
NHS England has recently strengthened the Fit and Proper Person Framework by 
bringing in additional background checks, including a board member reference 
template, which also applies to board members taking on a non-board role. 

 
This assessment will be refreshed annually and, for the first time, recorded on 
Electronic Staff Record so that it is transferable to other NHS organisations as part of 
their recruitment processes. 

 
Lucy Letby’s appalling crimes have shocked not just the NHS, but the nation. We 
know that you will share our commitment to doing everything we can to prevent 
anything like this happening again. The actions set out in this letter, along with our full 
co-operation with the independent inquiry to ensure every possible lesson is learned, 
will help us all make the NHS a safer place. 

 
Yours sincerely, 

 
 

  

 

 

 

 

 

Amanda Pritchard 
NHS Chief Executive 

Sir David Sloman 
Chief Operating 
Officer 
NHS England 

Dame Ruth May 
Chief Nursing Officer, 
England 

Professor Sir 
Stephen Powis 
National Medical 
Director 
NHS England 
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Appendix 3 – Assessment of FTSU Arrangements at the Christie 
 
NHSE Guidance Current Assurance Planned Activity 
All Trusts are expected to adopt 
updated national Freedom to 
Speak Up policy by January 2024 

• The Christie Freedom to Speak Up (FTSU) policy was updated to reflect 
the national policy and ratified in May 2023. 

 

 

All staff have easy access to 
information on how to speak up 

• Information on how to speak up is on the staff internet (HIVE) 
• Posters with the Freedom to Speak Up Guardian’s (FTSUG) contact 

information are visible in staff areas. 
• FTSUG attends induction in person so that all staff are aware of role in 

providing support and advice. 
• Electronic booklet is available on HIVE  
• The FTSU policy, which contains information on how to speak up, has 

been publicised via Team Brief. 
• HIVE banners have been used to promote Freedom to Speak Up month, 

FTSU champions, examples of concerns raised, and action taken posters. 
• Physical presence during FTSU month on staff engagement stall. 
• Permanent FTSUG poster present on staff engagement stall. 

 

 

Relevant departments, such as 
Human Resources, and Freedom 
to Speak Up Guardians are 
aware of the national Speaking 
Up Support Scheme and actively 
refer individuals to the scheme. 

• The national Speaking Up Support Scheme was publicised in June 2023 
Team brief ahead of the deadline of the application process.  

• FTSUG and HR colleagues are aware they can refer or can signpost 
people that meet the criteria to the scheme for 2024.   

• Scheme will continue to be promoted via Team Brief and HIVE. 
 

• Further session with full HR 
team to promote the national 
speaking up support scheme 

Approaches or mechanisms are 
put in place to support those 
members of staff who may have 
cultural barriers to speaking up or 
who are in lower paid roles and 
may be less confident to do so, 
and also those who work 
unsociable hours and may not 
always be aware of or have 

• The Ethnic Diversity Staff Network were supported to produce a video of 
their experiences for the purpose of learning.  These have been 
publicised during October Freedom to Speak Up month and February via 
team brief.  

• Speak Up training is mandatory and the FTSUG attended the Speak Up 
training face to face sessions for Facilities staff. 

• FTSU champions have been recruited, some with protected 
characteristics to increase diversity in who staff can speak up to. 

 

• Questions have been added 
to the 2023 staff survey to 
identify what would help staff 
feel more able to speak up.  

• To undertake a mapping 
exercise of the staff groups 
and the barriers that stop 
them speaking up with 
consultation as to how these 
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access to the policy or processes 
supporting speaking up 

barriers could be overcome. 

Methods for communicating with 
staff to build healthy and 
supporting cultures where 
everyone feels safe to speak up 
should also be put in place 

• Communication methods include: 
 Team brief  
 Information on the staff internet recent activity included a supportive 

message from the Chief Nurse & Director of Quality and the Medical 
Director   

 FTSUG attendance at induction 
 FTSUG attendance at team meetings 
 Senior leader videos on their experiences of speaking up 
 Posters showcasing examples of concerns raised and action taken 
 Focus in induction on Values and Behaviours, which includes the 

importance of speaking up  
 Roll out of Respectful Resolutions package which includes tool to help 

speak up 
 Virtual and in person Schwartz rounds on Speaking up 

 

• Management training in 
development, which will 
support managers to develop 
psychologically safe teams 

Boards seek assurance that staff 
can speak up with confidence 
and whistleblowers are treated 
well. 

• The FTSU policy emphasises that an individual who has raised a concern 
should not be subject to unacceptable behaviour as a result of raising that 
concern.  Recent policy revision sets out process for staff who feel they 
have suffered a detriment because of speaking up 

• Six monthly update reports are presented to the Board on FTSU 
• A Board Development session was held in June 2022 focused on 

speaking up 
• Those who raises a concern with the FTSUG are asked for feedback 

which includes whether individuals feel they have suffered a detriment. 
 

• Completion of the Board self-
assessment tool 

• Questions have been added 
to the staff survey 2023 to 
enable a better 
understanding of staff 
satisfaction if they raised a 
concern.  This will help 
identify how the process and 
support could be improved. 

 
Boards are regularly reporting, 
reviewing, and acting upon 
available data 
 

• The Board receives a FTSU six-month report that highlights activity and 
types of concern. 

• February 2023 - the Audit committee received a report with responses to 
the MIAA (FTSU checklist) 

• The NHSEI examples of information the Board should receive, examples 
of assurance, and content of the FTSU report was reviewed and the 
information the Board receives meets the requirements.  

• Completion of the Board self-
assessment   
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Appendix 4 – Christie Response to Reviews 
 
Review Key Relevant Themes/ Recommendations Christie Response 
Kark Review (2019) which reviewed the Fit and 
Proper Person Test (FPPT) and recommended 
the development of competencies and a fit and 
proper persons database and mandatory 
referencing for directors. 

• All directors (executive, non-executive and 
interim) should meet specified standards of 
competence to sit on the board of any health 
providing organisation. Where necessary, 
training should be available. 

• That a central database of directors should 
be created holding relevant information 
about qualifications and history 

• The creation of a mandatory reference 
requirement for each Director 

• The FPPT should be extended to all 
Commissioners and other appropriate Arms-
Length Bodies (including NHSI and NHSE) 

• The power to disbar directors for serious 
misconduct 

• Full review of FPPT processes in line with 
latest national guidance.  

• Policy updated and approval sought at 
September Board 

• ESR updates implemented 
• Reporting cycle updated for annual 

compliance reports 
• MIAA to add review to Audit plan 2024 

Ockenden Review (2020, 2022) which was a 
review of maternity services, initially at 
Shrewsbury and Telford Hospital, identifying 
failures in governance and leadership. 

• Workforce planning & sustainability 
• Safe staffing 
• Escalation & accountability 
• Clinical governance – leadership 
• Clinical governance – investigations & 

complaints 
• Multi-disciplinary training 
• Bereavement care 
• Supporting families 

• Full review was undertaken with Immediate 
and Essential Actions taken and reported 
via Quality & Safety Committee 

Messenger Review (2022) of management and 
leadership of health and social care which 
highlighted the importance of the capability of 
leaders and managers, and the need for clear 
and consistent expectations. 

• Targeted interventions on collaborative 
leadership and organisational values 

• Positive equality, diversity, and inclusion 
(EDI) action 

• Consistent management standards 
delivered through accredited training 

• A simplified, standard appraisal system for 

• New values and behaviours, integration into 
employee life cycle (induction, recognition, 
recruitment etc). Christie Leadership 
Programme, Managing for Success 
programme and RESPECT training for 
managers 

• Measurable and achievable EDI Plan. EDS 
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Review Key Relevant Themes/ Recommendations Christie Response 
the NHS 

• A simplified, standard appraisal system for 
the NHS 

• Encouraging top talent into challenged parts 
of the system 

2022, WRES & WDES action plans. 
Monitoring via EDI Programme Board 

• Strong focus in Christie People Plan, 
develop an internal ‘leadership transitions’ 
framework 

• Review of PDR approach, inclusion of 
wellbeing and values discussions. Piloting 
new Talent Conversation approach. 

• Talent Management is a development area 
for the Christie 

Fuller Stocktake Report (2022) into primary care 
and integrated care systems made 
recommendations for local and national leaders, 
including pivoting towards local leadership and 
the need to back new models of leadership. 

 No action for the Christie to take. 
 

Hewitt Review (2023) into the governance of 
integrated care systems which identified the 
need for a shift in culture to one of learning and 
improvement with `self-improving systems. 

 No action for the Christie to take. 
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Agenda item 28/23f 

Board of Directors meeting 
 

Thursday 28th September 2023 
 

 
Integrated Care System mandated support 

 
 

Introduction 
 

1. The Greater Manchester Integrated Care System (ICS) is facing a large financial challenge in 
2023/24 against the breakeven plan submitted to NHS England (NHSE) in May 2023.  As at 
month four the system reported a £125m deficit, representing a £105m overspend against a 
planned deficit of £16m, with efficiency delivery £35m behind the year-to-date target.   
 

2. As a consequence of the year-to-date financial performance, there is increasing regional and 
national scrutiny over the system financial performance by NHSE.  As a system we are 
collectively required to take greater action to mitigate and manage our financial position as we 
strive to achieve the breakeven plan we set out at the start of the year.  
 

3. As such, PwC have been commissioned to provide a deep dive into provider and system 
finances as described in the attached brief (appendix 1) 

 
 

Recommendation 
 

4. The Board are asked to note the mandated support to the GM ICS and the Trust’s on-going 
participation in the required data requests and meetings. 
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4th Floor, Piccadilly Place, Manchester M1 3BN  
Tel: 0161 742 6023 www.gmintegratedcare.org.uk 

4th Floor
 3 Piccadilly Place 

    London Road 
       Manchester 

M1 3BN 
Email: mark.fisher11@nhs.net 

1 September 2023 

Roger Spencer 
Chief Executive 
The Christie NHS Foundation Trust 

Dear Roger 

 Greater Manchester ICS (GM ICS) financial recovery programme - Monthly Finance Recovery Boards 

As you are aware, the ICS is facing a large financial challenge in 2023/24 against the breakeven plan submitted 
to NHSE in May of this year.  As at month four the system reported a £125m deficit, representing a £105m 
overspend against a planned deficit of £16m, and within this our collective efficiency delivery was £138m, £35m 
behind the year to date target of £172m.   

As a consequence of the year-to-date financial performance, there is increasing regional and national scrutiny 
over our financial performance by NHS England (NHSE). As a system we are collectively required to take greater 
action to mitigate and manage our financial position as we strive to achieve the breakeven plan we set out at the 
start of the year.  

Next steps 

NHSE has authorised additional external support to GM ICS to support us in rapidly improving the position across 
the system. This support includes (full scope included in Appendix A): 

1. Appointing a Turnaround Director to oversee and support the turnaround, including supporting monthly
Finance Recovery Meetings (FRM). The PMO will provide standardised templates for most effective collation
of data;

2. Producing an understanding of the baseline (underlying) financial performance for 2023/24;

3. Building on the work undertaken in February 2023, to further understand key balance sheet movements and
enhance balance sheet availability to support the financial position this year;

4. Reviewing, commenting and challenging into our 2023/24 financial scenario analysis;

5. Reviewing compliance with the pay and non-pay grip and control measures that the ICB and Providers have
agreed to implement, and provide recommendations to further optimise these if appropriate; and

6. To provide support and guidance with development of a multi-year financial recovery plan for the ICS, (timings
TBA).

PwC has been appointed to deliver this work, with Stephen Hay acting as Turnaround Director. This work will be 
led by Damien Ashford and Jonathan House, both of whom we have worked with recently. 

I am sure you will give them and their team the full support required to achieve the above and ultimately enable 
us as a system to deliver improvements on our financial position.  

As such, PwC will be in contact with each of you directly with regards to support areas 3, 4, and 5, with the timing 
of work on a multi-year financial recovery plan to still be agreed.  

Appendix 1
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Monthly Finance Recovery Meetings (FRM) 
 
To maintain momentum in our turnaround, work is underway to set up monthly FRMs. While the exact timings are 
being finalised (my PA Cath Oliver will be in touch to confirm and a monthly timetable will be shared in due 
course); these will be towards the end of the month to allow time for reporting.  
 
In advance of this a summary of the FRM approach is outlined below: 
 
● Frequency: Monthly (commencing September) and each Provider (see Appendix B) and the ICB will be 

required to attend one session per month 

● Duration: 1h 30mins - 2 hours 

● Location: 3 Piccadilly Place. All meetings will be in person 

● Attendees:  

○ ICB leadership - Mark Fisher to chair the meeting 

○ Provider representation (with deputies in attendance in the case of absence) - Chair; CEO; CFO; COO; 
and Chair of Finance Committee or equivalent. 

○ Turnaround Director - Stephen Hay 

○ NHSE regional team - Richard Barker (CEO) and/or Nikhil Kashu (CFO) 

○ PwC - support and administrative role 

● Agenda (see Appendix C) 
 
To support this process we will need to capture standardised dataset from each Provider in line with the FRM 
timetable. PwC are working closely with the ICB Finance team to set up any supplementary reporting requests 
and working to avoid any duplication of data and effort. 
 
Given the scale of the challenge we face as a system, this support is essential. I welcome and thank you in 
advance for your and your Provider’s full support and engagement with this work.  
 
 
Yours sincerely 
 

 
 
Mark Fisher 
Chief Executive 
NHS Greater Manchester Integrated Care 
mark.fisher11@nhs.net 
 
 
Enclosures 
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Appendix A - Scope of PwC Support 

 

Below are extracts from the scope of work that NHSE have requested from PwC for your information.  Each 
scope area will require input from and the cooperation of you and your team.  

 

1.1 - Turnaround support 

 

 

The services 

 

Stephen Hay will act as the GM ICS Turnaround Director. Stephen will manage monthly Finance Recovery Board 
meetings with each of the Providers and the ICB focussed upon the financial and operational performance. The 
ICB CEO will chair Provider meetings, with NHS-NW chairing the ICB meeting, Stephen will however conduct the 
business of these meetings. 

 

To support Stephen in his role as Turnaround Director, we (PwC) will provide: 

1. Support to Stephen in preparation, during and after each meeting; and  

2. A selection of templates based on our experience of similar situations to identify, monitor and measure 
delivery against the revised 2023/24 plans, the implementation of grip and control measures and other 
financial recovery actions as needed. 

 

1.2 - Review and establish the baseline (underlying) ICS financial performance for 
2023/24 

 

 

The services 

 

1. Review and comment on historical financial performance for the year ending 31 March 2023, together 
with the financial performance for the current financial year to 31 March 2024. This may include 
comparison of actual income and expenditure to budgets and annual plan submissions together with, 
where necessary, review of management information to identify key areas of variance from budget. 

2. Review and comment on analysis of the underlying financial performance as at 31 March 2023 to 
establish a financial baseline for 2023/24, including adjustments for one-off/non-recurring items, and full 
year impacts of changes occurring part way through the financial year. 

3. Preparation of templates for the ICB to share with the Providers and the ICB to collate the 2022/23 
underlying position and the non-recurrent or full year effects that impact on 2023/24. 

Whilst we will not do a review of years prior to 2023/24, we may need to request information regarding earlier 
years to complete the work. 
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1.3 - Balance sheet review 

 

 

The service 

 

1. To review and compare the balance sheets of 5 years (years ending 31/03/19 to 31/03/2023) especially 
in relation to the component parts of net current assets – to the equivalent figures for the following 
balance sheet dates for each Provider in the ICS as defined in Appendix B. 

2. To provide a commentary on the key ICS movements in lines of the balance sheets across each of those 
time periods. 

3. Utilising publicly available information and where appropriate available external audit reports, to review 
the accounting policies which have impacted on the treatments reflected in the above balance sheets and 
to provide a commentary on material changes. 

4. Compare consistency of accounting policies and judgements.  

5. Provide recommendations on the appropriate standardisation of accounting treatment across Providers, 
including examining the scope for the delivery of non-recurrent financial flexibility (cash and income and 
expenditure) through this process. 

 

1.4 - Review, comment and challenge the GM ICS on the 2023/24 financial scenario 
analysis 

 

 

The service 

 

1. We will review and comment upon the ICS’s 2023/24 financial scenario analysis. This will focus upon 

a. Identification and review of key movements between the original and revised plan 

b. Key lines of enquiry where we would expect there to be movement based upon months 1-3 
reported position 

2. We will provide a template to the ICS for circulation to the ICB and the Providers to support the revised 
2023/24 financial plan. 

3. Operational - Review and comment on the elective (to include Cancer) improvement trajectories by 
Provider against National performance standards for the year ending 31 March 2024, to include 
assumptions and planning for winter resilience, further industrial action, COVID-19 etc with a specific 
focus on the financial assumptions (investments and provisions) that are being made. 

4. Operational - Review and comment on the urgent and emergency care performance improvements 
against National performance standards for the year ending 31 March 2024, with a specific focus on the 
financial assumptions that are being made. 
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1.5 - Review, comment and provide detailed recommendations on grip and control 
measures across the ICS 

 

 

The services 

 

1. Review and comment upon the robustness and effectiveness of the grip & control measures;  

2. Identify and report to the ICB detailed recommendations for improvement; and 

3. Provide support to improve and enhance the grip and control. 

 

The exact scope of item 3 together with the resources for the support is to be agreed between you and us once 
items 1 and 2 are completed. 

 

1.6 - Financial recovery plan (“FRP”) development
 

Note: The commencement and duration of this service is still to be agreed. 

 

The service 

 

1. Support GM ICS to develop an ICS level recovery plan. 

2. Working with individuals identified by the ICS, we will assist the ICS to produce an FRP which will be 
owned by the ICS. The FRP will build upon the existing work already being undertaken by management 
teams at the Providers across the ICS. The FRP will cover the [tbc] year period from [date] to [date]. The 
FRP is likely to include the following content: 

a. Cost Improvement Programme;  

b. Financial context; 

c. Leadership, stakeholder engagement and communications; 

d. Financial recovery governance and how the plan will be implemented; 

e. Other aspects of the recovery including cash management; and, 

f. Strategic challenges and opportunities as it impacts on recovery ahead of the strategic /plan. 
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Appendix B - The Providers 
 

 

Provider Abbreviation Collectively Collectively 

Greater Manchester Integrated Care 
Board “the ICB” - 

“the ICS” 

Tameside and Glossop Integrated 
Care NHS Foundation Trust “T&G” 

“the Providers” 

Stockport NHS Foundation Trust “Stockport FT” 

Manchester University NHS 
Foundation Trust “MFT” 

The Christie NHS Foundation Trust “The Christie” 

Northern Care Alliance NHS 
Foundation Trust “NCA” 

Bolton NHS Foundation Trust “Bolton FT” 

Wrightington, Wigan and Leigh NHS 
Foundation Trust “WWL” 

Pennine Care NHS Foundation Trust “Pennine Care” 

Greater Manchester Mental Health 
NHS Foundation Trust “GMMH” 
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Appendix C - DRAFT: Agenda items for monthly Finance and Performance 
Recovery Board meetings

 

 

 
 

Finance Recovery Meeting   

AGENDA 

 

Meeting date  [TBC] 
Meeting location  3 Piccadilly Place 
Meeting time  [TBC] 
Attendees ● ICB leadership - Mark Fisher to chair the meeting 

● Provider (with deputies in attendance in the case of absence): Chair; 
CEO; CFO; COO; and Chair of Finance Committee or equivalent 

● Turnaround Director:  Stephen Hay 

● NHSE regional team: Richard Barker (CEO) and/or Nikhil Kashu 
(CFO)(with deputies in attendance in the case of absence) 

● PwC: support and administrative role 

 

 

 Summary Papers Links Purpose Presenter 

1. Welcome and apologies 

 

Verbal  For information Mark Fisher 

ICB CEO 

2. Declarations of Interests / 
Conflicts of Interests 

Register  For noting PwC 

3. Summary of minutes from 
previous meeting 

Papers  For approval PwC 

4. Actions from previous meetings Action 
tracker 

 

 

For approval Stephen Hay / 
PwC 
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5. Financial Performance 

○ In month vs plan  
○ Year to date vs plan  
○ Underlying, forecast and 

improvement trajectory 
○ Run rate detail 
○ Narrative on variances 

Meeting 
pack 

 For discussion Provider 
Team 

6. Efficiency performance: 

○ In month vs plan 
○ Year to date vs plan 
○ Forecast outturn and 

improvement trajectory 

Meeting 
pack 

 For discussion Provider 
Team 

7. Workforce movement (WTE and 
cost):  

○ In month movement 
○ Year to date vs plan 
○ Forecast and improvement 

trajectory 

Meeting 
pack 

 For discussion Provider 
Team 

8. Financial position  

○ Cash balance and key 
movements 

○ Capex: plan vs actual and 
forecast 

○ Releases to date and planned 
further releases  

Meeting 
pack 

 For discussion Provider 
Team 

9. Grip and control measures: 

○ Update on implementation of 
agree measures 

○ Temporary pay: run rate; 
performance vs agency cap 

Meeting 
pack 

 For discussion Provider 
Team 

10. Operational performance: 

○ Productivity metrics 

Meeting 
pack 

 For discussion Provider 
Team 

11. AOB Verbal  For discussion Mark Fisher 

ICB CEO 
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Purpose 

To set out the financial responsibilities, 
policies and procedures to be adopted by the 
Trust. The documents regulate the conduct of 
the Trust, its directors, officers, and agents in 

relation to all matters. 
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1. Introduction 
 

1.1 Purpose 
 

 
1.1.1 The Standing Financial Instructions (SFIs) are issued for the regulation of the conduct of 

the Trust, its Directors, officers and agents in relation to all financial matters. They should 
be read in conjunction with the Reservation of Powers, the detailed Scheme of 
Delegation and the Constitution adopted by the Trust. 

 
 
1.1.2 The SFIs identify the financial responsibilities that apply to everyone working for the 

Trust and its constituent organisations including any satellite sites. They do not provide 
detailed procedural advice and should be read in conjunction with the detailed 
departmental and financial procedure notes. The Director of Finance must approve all 
financial procedures. The SFIs do not set out in full the requirements of the regulator’s 
guidance and all relevant guidance of the regulator should be consulted. Such guidance 
will also change over time; the SFIs do not record or reference all such applicable 
guidance. 

 

 
1.1.3 Should any difficulties arise regarding the interpretation or application of any of the SFIs 

then the advice of the Director of Finance must be sought before acting. The user of these 
SFIs should also be familiar with and comply with the provisions of the Trust's Constitution 

 
1.1.4 Failure to comply with SFIs and the Constitution may be treated as a disciplinary matter. 

 

 
 
1.1.5 If for any reason these SFI’s are not complied, with full details of the non-compliance and 

any justification for non-compliance and the circumstances around the non-compliance 
shall be reported to the next formal meeting of the Audit Committee for referring action or 
ratification. All members of the Board and staff have a duty to disclose any non- compliance 
with these SFIs to the Director of Finance as soon as possible. 

 

 
 
1.1.6 Officers of the Trust should note that the SFIs, the Constitution and the Reservation of 

Powers and detailed Scheme of Delegation do not contain every legal obligation 
applicable to the Trust. The Trust and each officer of the Trust must comply with all 
requirements of legislation, (which shall mean any statute, subordinate or secondary 
legislation, any enforceable community right within the EU Withdrawal Act 2018 and any 
applicable judgment of a relevant court of law which is a binding precedent in England) 
and all guidance and directions binding on the Trust. Legislation, guidance and directions 
will impose requirements additional to the Constitution, SFIs, Reservation of Powers and 
detailed Scheme of Delegation. All such legislation and binding guidance and directions 
shall take precedence over these SFIs, the Constitution and the Reservation of Powers 
and detailed Scheme of Delegation. The SFIs, the Constitution the Reservation of Powers 
and detailed Scheme of Delegation shall be interpreted accordingly. 

 

 
1.1.7 All policies and procedures of the Trust, to the extent that they are consistent with these 

SFI’s, must be followed by all governors, Directors and officers of the Trust in addition 
to the provisions of this SFIs (whether specifically referenced in this schedule or not). 
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1.2 Terminology 
 

 
1.2.1 Any expression to which a meaning is given in the Health and Social Care Community 

Health and Standards Act 2012 and/or the National Health Services Act 2006 and the 
Health and Care Act 2022 shall have the same meaning in these SFIs. The following 
terms shall where the context permits have the meanings set out below: 

 
a) "absence" a period of time deemed as acceptable to allow delegation of authority to 

be awarded to a nominated deputy. 
 

b) "accounting officer" means the person who from time to time discharges the functions 
specified in paragraph 25(5) of schedule 7 to the National Health Services Act 2006 
For the trust it shall be the Chief Executive. 

 
c) "Board" means the Board of Directors, formally constituted in accordance with the 

Constitution and consisting of the Chair, Non-Executive Directors appointed by the 
Council of Governors and the Executive Directors. 

 
d) “budget” a resource expressed in financial terms, proposed by the Board for the 

purpose of carrying out for a specific period any or all of the functions of the Trust. 
 

e) "budget holder" means the Director or employee with delegated authority to manage 
finances (income and expenditure) for a specific area of the organisation. 

 
f) “Chair” is the person appointed by the Council of Governors to lead the Board, 

and to ensure that it discharges its overall responsibility for the Trust as a whole. 
 

g) "Chief Executive" means the Chief Accountable Officer of the Trust. 
 

h) “commercial Framework” means the system of documents and guidance setting 
out the trusts strategy, policy and procedures applicable to business development, 
procurement and strategic projects. 

 
i) “commissioning” means the process for determining the need for and obtaining the 

supply of healthcare and related services by the trust within available resources. 
 

j) “committee” means the Board of Directors. 
 

k) “the Constitution” sets out the purpose and powers, and governance arrangements 
of the organisation. 

 
l) “contracting” means the system for putting in place and managing all aspects of a 

contract for commissioned healthcare and related services. 
 

m) “Council of Governors” means the Council of Governors of the Trust as constituted 
by the Constitution. 

 
n) “Director of Finance " means the Executive Director of Finance of the Trust. 

 
o) "Executive Director" means a member of the Board who is an officer of the Trust. 
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p) “funds held on trust” means those funds which the Board holds on the date of 
incorporation, receives on distribution by statutory instrument or chooses 
subsequently to accept under powers derived under the National Health Service Act 
2006. Such funds may or may not be charitable. 

 
q) "Non-Executive Director" means a Non-Executive Director of the Trust who satisfies 

the independence criteria as set out in the NHS Foundation Trust Code of Governance 
 

r) "legal adviser" means the properly qualified person appointed by the Trust to provide 
legal advice 

 
s) “nominated committee” is any sub-committee of the Board 

 
t) “nominated officer” means an officer charged with the responsibility for discharging 

specific tasks within the Constitution and SFIs 
 

u) "officer" means an employee of the Trust or any other person holding a honorary or 
office with the Trust 

 
v) “procurement officer” means the Director or employee with delegated authority to 

commit the Trust to contract for supplies, services or works. This is separate and 
distinct delegated authority not to be confused with a budget holder. 

 
w) “regulator” means the independent regulator of NHS Foundation Trusts. 

 
x) “Company Secretary” means a person appointed to act independently of the Board 

to provide advice on corporate governance issues to the Board and the Chair and 
monitor the Trust’s compliance with the law, its terms of authorisation, Standing 
Orders, and Department of Health guidance 

 
y) “Trust” means The Christie NHS Foundation Trust 

 
z) “ultra vires” an act beyond the scope of powers granted by the organisation 

 
 
1.2.2 Wherever the title Chief Executive, Director of Finance, or other nominated officer is used 

in these instructions, it shall be deemed to include such other Director or employees who 
have been duly authorised to represent them. 

 
 
1.2.3 Wherever the term "employee" is used and where the context permits it shall be deemed 

to include employees of third parties contracted to the trust when acting on behalf of the 
Trust. 

 
 
1.2.4 References to any statute, statutory provision, statutory instrument or guidance in these 

SFIs include reference to that statute, provision, instrument or guidance as replaced, 
amended, extended, re-enacted or consolidated from time to time. 

175



 

 

7 
 

1.3 Responsibilities and delegation 
 

 
 
1.3.1 The Board has resolved that the Board may only exercise certain powers and decisions 

in formal session. These are set out in the ‘Reservation of Powers to the Board’. 
 
 
1.3.2 The Board exercises financial supervision and control by: 

 

 
 

a) ensuring the financial strategy is consistent with, and an integral part of, the 
business plan 

 
b) requiring the submission and approval of budgets within approved 

allocations/overall income 
 

c) defining and approving essential features in respect of important procedures and 
financial systems (including the need to obtain value for money) 

 
d) defining specific responsibilities placed on Directors and employees as indicated 

in the Reservation of Powers and detailed Scheme of Delegation 
 
 
1.3.3 The Board will delegate responsibility for the performance of its functions in accordance 

with the Reservation of Powers and detailed Scheme of Delegation adopted by the Trust. 
The extent of delegation shall be kept under review by the Board. 

 

 
1.3.4 Within the SFIs, it is acknowledged that the Chief Executive is ultimately accountable to 

the Board, and as accounting officer, to the regulator, for ensuring that the Board meets 
its obligation to perform its functions within the available financial resources. The Chief 
Executive has overall executive responsibility for the Trust's activities; is responsible to 
the Chair and the Board for ensuring that its financial obligations and targets are met and 
has overall responsibility for the Trust’s system of internal control. 

 

 
1.3.5 The Chief Executive and Director of Finance may, as far as possible, delegate their 

detailed responsibilities, but they remain accountable for financial control. 
 
 
1.3.6 It is a duty of the Chief Executive to ensure that existing Directors and officers, employees 

and all new appointees are notified of, and understand, their responsibilities within these 
instructions. 

 
 
1.3.7 It is a duty of the Chief Executive to ensure any offer of gifts, reward or benefit over £25 

(whether refused or accepted) or small gifts totaling over £100 in a 12 month period must 
be disclosed on the gift / hospitality declaration register as soon as practicable; 

 
 
1.3.8 The Director of Finance is responsible for: 

 

 
a) implementing the Trust's financial policies and for coordinating any corrective 

action necessary to further these policies 
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b) maintaining an effective system of internal financial control including ensuring that 
detailed financial procedures and systems incorporating the principles of preparation 
of duties and internal checks are prepared, documented and maintained to 
supplement these SFIs 

 
c) ensuring that sufficient records are maintained to show and explain   the Trust's 

transactions, in order to disclose, with reasonable accuracy, the financial position 
of the Trust at any time. 

 
d) Without prejudice to any other functions of the Trust, and the duties of other 

employees of the Trust, the duties of the Director of Finance include: 
 

• the provision of financial advice to other members of the Board and 
employees 

 
• the design, implementation and supervision of systems of internal 

financial control 
 

• the preparation and maintenance of such accounts, certificates, 
estimates, records and reports as the Trust may require for the purpose 
of carrying out its statutory duties 

 
 
1.3.9 All members of the Board and employees, severally and collectively, are responsible for: 

 

 
a) the security of the property of the Trust 

 
b) avoiding loss 

 
c) exercising economy and efficiency in the use of resources; and 

 
d) conforming to the requirements of the Constitution, SFIs, general financial 

procedures and other specific financial procedures which the Director of Finance 
may issue that have been agreed by the Board, the Reservation of Powers and 
detailed Scheme of Delegation 

 
 
1.3.10 Any contractor or employee of a contractor who is empowered by the Trust to commit the 

Trust to expenditure or who is authorised to obtain income for or on behalf of the Trust, 
shall be covered by these SFIs. It is the responsibility of the Chief Executive to ensure 
that such persons are made aware of this. 

 
 
1.3.11 For any and all members of the Board and employees who carry out a financial function, 

the form in which financial records are kept and the manner in which members of the 
Board and employees discharge their duties, must be to the satisfaction of the Director of 
Finance. 
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1.4 Nominated Officers and their Delegated Levels 
 

 
 
1.4.1 Nominated officers will be formally delegated responsibility from level 1 – 3 (a) from the 

detailed Scheme of Delegation. The Trust standard letter (Appendix 3) must be signed 
and returned to finance to allow the financial controls to be updated as appropriate. 

 
 
1.4.2 The following activities cannot be delegated permanently using the above delegation 

process and can only be delegated during periods of absence in line with SFI section 
1.2.1 (a) and within the detailed scheme of delegation: 

 
 

a) Contract Signing - Signing of any agreement or document that enters the Trust into 
a legally binding contract must be within delegated limits, in accordance with the 
detailed scheme of delegation. 

 
b) Procurement - Signing of any agreement or document that enters the Trust into a 

legally binding agreement must be within delegated limits, in accordance with the 
detailed Scheme of Delegation. 

 
c) Requisitioning - Requisitions can only be raised within delegated limits in 

accordance with the detailed Scheme of Delegation. Divisions providing an in- 
house service to other divisions will be given access to raise and approve 
requisitions for goods and services on the delegating divisions behalf. 

 
d) Invoice Approvals – Invoices can only be approved within delegated limits in 

accordance with the detailed Scheme of Delegation. Acting divisions may approve 
invoices on behalf of the delegating division, providing appropriate checks have 
been carried out in line with the invoice approval process 

 
e) Recruitment of temporary medical staff – Acting divisions may arrange medical 

cover based on the requirements and needs of the department and will ensure 
payment for locums is charged to the delegating department. 

 
 
1.4.3 With an approved declaration form, a nominated officer charged with a specific task may 

have delegated authority to approve activity or expenditure in other divisions independently 
of their employed division, but this must not contradict section 1.4.1 

 
1.4.4 Nominated officers with delegated responsibility to approve expenses and salaries through 

the ePay system that do not have a financial authorisation limit, must complete an ePay 
delegation letter and submit to finance. 
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2 Audit 
 

 
2.1 Audit committee 

 
 
2.1.1 In accordance with the Constitution, the Board shall formally establish an Audit 

Committee, with clearly defined terms of reference, to provide assurances to the Board 
that the Trust is properly governed and well managed across the full range of its activities. 

 
The Audit Committee will provide an independent and objective view of internal control 
by: 

 
a) monitoring compliance with Standing Financial Instructions 

 
b) reviewing schedules of losses and compensations and making recommendations 

to the Board 
 

c) review the establishment and maintenance of effective systems of corporate 
governance, risk management and internal control 

 
d) review the adequacy and effectiveness of: 

 
 

i) the underlying assurance processes that indicate the degree of achievement 
of    corporate objectives, effectiveness of risk management and the 
appropriateness of the above disclosure statements 

 
ii) the policies for ensuring compliance with regulatory, legal and code of conduct 

requirements, as they relate to corporate, financial and investment  
 

iii) policies and procedures for all work related to fraud, bribery and   corruption, 
equivalent to the counter fraud measures as prescribed by the NHS Counter 
Fraud Authority (NHSCFA) in the Government Functional Standard 013 for 
Counter Fraud. 

 
iv) the policy on data quality particularly as it relates to the data, which forms the 

basis of self assessments or disclosures to the regulator around the non- 
compliance, shall be reported to the next formal meeting of the Audit 
Committee for referring action or ratification. 

 
v) review arrangements, by which staff of The Christie may raise, in confidence, 

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

 
vi) all risk and control related disclosure documents (in particular the Statement of 

Internal Control and the relevant areas of the Care Quality Commission 
Essential Standards of Quality & Safety) together with any appropriate 
independent assurances, prior to endorsement by the Board 

 
vii) the compliance with The Christie’s Equality and Diversity policy 

 
 

e) coordinate its work with the Trust Quality Assurance Committee, as specified 
in both committees’ terms of reference
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f) ensure there is an effective internal audit function, that meets the Audit Code for 
NHS Foundation Trusts and the Guide for Governors: Audit Code for NHS 
Foundation Trusts and provides appropriate independent assurances to the 
committee, the Chief Executive and the Board. This will include: 

 
i) agreeing terms of reference for the internal audit function, consistent with 

the Audit Code for NHS Foundation Trusts and the Guide for Governors: 
Audit Code for NHS Foundation Trusts 

 
ii) considering any questions regarding the appointment of the internal audit 

service or revisions to/termination of the internal audit service contract 
 

iii) reviewing and approving the internal audit strategy, operational audit 
plans and detailed work programs 

 
iv) considering the findings of internal audit reports, and management 

responses 
 

v) ensuring adequate internal audit resource is identified and purchased 
 

vi) reviewing the performance and effectiveness of the internal audit service 
on an annual basis 

 
vii) review the work and findings of the external auditor and consider the 

implications and management’s responses to their work 
 

viii) review the findings of other significant assurance functions and consider 
the corporate/financial governance implications for the trust; and 

 
ix) review the annual report, financial statements and annual governance 

statement for the Trust prior to submission to the Board 
 
 
2.1.2 Where the Audit Committee considers there is evidence of ultra vires transactions, 

evidence of improper acts, or if there are other important matters that the committee 
wishes to raise, the Chair of the Audit Committee should raise the matter at a full meeting 
of the Board. Exceptionally, the matter may need to be referred to the regulator. 

 
2.1.3 The terms of reference of the Audit Committee, including its role and the authority 

delegated to it by the Board and by the Council of Governors, should be made publicly 
available. 
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2.2 Senior Information Risk Owner 
 

 
 
2.2.1 The Board shall nominate an Executive to be responsible to the Board for information risk 

management (the Senior Information Risk Owner). 
 
2.2.2 The role of the Senior Information Risk Owner is defined in the Information Governance 

toolkit. The Senior Information Risk Owner is the leading advocate for information risk to the 
Board, advising how information security risks could affect the strategic goals of the Trust. 

 
 
 
2.3 Director of Finance 

 
 

2.3.1 The Director of Finance is responsible for: 
 
 

a) ensuring there are arrangements to review, evaluate and report on the effectiveness 
of internal financial control including the establishment of an effective internal audit 
and counter fraud function 

 
b) ensuring that the internal audit is adequate and meets the NHS internal audit 

standards, the Audit Code for NHS Foundation Trusts and the Guide for Governors: 
Audit Code for NHS Foundation Trusts 

 
c) deciding at what stage to involve the police in cases of fraud, bribery, corruption, 

misappropriation and other regularities 
 

d) ensuring there are appropriate terms of reference for both the internal audit and 
counter fraud functions, and that these are reflected in the SFIs 

 
 
2.3.2 The Director of Finance or designated auditors are entitled, without necessarily 

giving prior notice, to require and receive: 
 
 

a) access to all records, documents and correspondence relating to any financial or 
other relevant transactions, including documents of a confidential nature 

 
b) access at all reasonable times to any land or premises 

 
c) access to all members of the Board or officers of the Trust 

 
d) the production of any cash, stores or other property or assets of the Trust under a 

member of the Board and/or officer’s control 
 

e) explanations concerning any matter under investigation 
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2.4 Role of internal audit 
 

 
 
2.4.1 Internal audit provides an independent and objective opinion to the Chief Executive, the 

Audit Committee and the Board on the degree to which risk management, control and 
governance support the achievement of the Trust’s agreed objectives. 

 

 
 
2.4.2 The head of internal audit will provide an annual opinion statement, in accordance with 

applicable guidelines, which will be based on a systematic review and evaluation of risk 
management, control and governance which comprises the policies, procedures and 
operations in place to: 

 
a) establish, and monitor the achievement of, the Trust’s objectives 

 
b) identify, assess and manage the risks to achieving the Trust’s objectives 

 
c) ensure the economical, effective and efficient use of resources 

 
d) ensure compliance with established policies (including behavior, cultural and ethical 

expectations), procedures, laws and regulations 
 

e) safeguard the Trust’s assets and interests from losses of all kinds, including those 
arising from fraud, irregularity or corruption 

 
f) ensure the integrity and reliability of information, accounts and data, including 

internal and external reporting and accountability processes 
 
 
2.4.3 Where key systems are being operated on behalf of the Trust by parties external to the Trust, 

the head of internal audit must ensure arrangements are in place to form an opinion on their 
effectiveness. 

 
2.4.4 Where the Trust operates systems on behalf of other bodies, the head of internal audit 

must be consulted on the audit arrangements proposed or in place. 
 
2.4.5 Whenever a matter arises which involves, or is thought to involve, irregularities concerning 

cash, stores or other property, or any suspected irregularity in the exercise of any function 
of a pecuniary nature, the Director of Finance must be notified immediately. 

 
2.4.6 The head of internal audit will normally attend Audit Committee meetings and has a right 

of access to all Audit Committee members, the Chair and Chief Executive of the Trust. 
 
2.4.7 The Director of Finance shall produce written procedures for the issue and clearance of 

audit reports. These shall include the appropriate following action and the steps to be 
taken when managers fail to take remedial action within the appropriate period. 

 
2.4.8 Where, in exceptional circumstances, the use of normal reporting channels could be seen 

as a possible limitation on the objectivity of the audit, the head of internal audit shall have 
access to report directly to the Chair, or Vice Chair, chair of the Audit Committee or Chief 
Executive. 

 
2.4.9 The head of internal audit shall be accountable to the Director of Finance. The reporting 

system for internal audit shall be agreed between the Director of Finance, the Audit 
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Committee and the head of internal audit. The agreement shall be in writing and shall 
comply with any guidance on reporting contained in the Audit code for NHS Foundation 
Trusts and the Guide for Governors: Audit code for NHS Foundation Trusts. The reporting 
system shall be reviewed at least every three years. 

 
 
2.5 Fraud, Bribery and corruption 

 

 
 
2.5.1 The Trust shall take all necessary steps to counter fraud in accordance with the requirements 

set out in the Government Functional Standard 013 for Counter Fraud and in accordance with: 
 

a) the NHS Counter Fraud Manual published by the NHS Counter Fraud Authority (NHS CFA) 
 

b) the policy statement “Applying appropriate sanctions consistently” published by NHS 
CFA and any other reasonable guidance or advice issued by NHS CFA that affects 
efficiency, systemic and/or procedural matters 

c) in line with The NHS Counter Fraud Authority (NHSCFA) advice, the Trust has an 
appointed Counter Fraud Champion to work closely with the LCFS 

The role and duties of the Counter Fraud Champion include: 

• promoting awareness of fraud, bribery and corruption within the Trust 
• understanding the threat posed by fraud, bribery and corruption 
• understanding best practice on counter fraud 
• committing to promoting a zero-tolerance approach to fraud within the Trust 

 
The Chief Executive and Director of Finance shall monitor and ensure compliance with 
the above. 
 

2.5.2 The Trust shall nominate a suitable person to carry out the duties of the local counter fraud 
specialist (LCFS). 
 

2.5.3 The LCFS shall report to the Director of Finance and shall work with staff in the NHS CFA 
in accordance the NHS CFA Counter Fraud Manual. 

 
 
2.6 External audit 

 
2.6.1 The external auditor is appointed by the Council of Governors. 

 

 
2.6.2 The Audit Code for NHS Foundation Trusts (“The Audit Code”) contains directions of 

the regulator under Schedule 7 paragraph 24 of the National Health Service Act 2006, with 
respect to the standards, procedures and techniques to be adopted by the auditor. 

 
2.6.3 The Trust shall apply comply with the Audit Code. 

 
 
2.6.4 The auditor shall be required by the Trust to comply with the Audit Code. 

 
2.6.5 SFIs 2.6.3 and 2.6.4 relate equally to internal and external audit. 

 

 
2.6.6 In the event of the auditor issuing a public interest report the Trust shall forward a report 
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to the regulator within 30 days (or such shorter period as the regulator may specify) of 
the report being issued. The report shall include details of the Trust’s response to the 
issues raised within the public interest report. 
 
 

3 Business planning, budgets, budgetary control and monitoring 
 

3.1 Preparation and approval of annual plans and budgets 
 

 
3.1.1 The Chief Executive will compile and submit to the Board, on an annual basis, an 

annual operational plan and a multi-year strategic plan in accordance with the 
requirements of the regulator. The annual plan will contain: 

 
a) statement of the significant assumptions on which the plan is based 

 
b) details of major changes in workload, delivery of services or resources required 

to achieve the plan 
 

c) full compliance with the regulator’s requirements as detailed in the authorisation 
 
 

3.1.2 Prior to the start of each financial year, the Director of Finance will, on behalf of the 
Chief Executive, prepare and submit budgets for approval by the Board. Such budgets 
will: 

 

 
a) be in accordance with the aims and objectives set out in the operational plan and 

strategic plans 
 

b) accord with workload and resource plans 
 

c) be produced following discussion with appropriate budget holders 
 

d) be prepared within the limits of available funds 
 

e) identify potential risks 
 

f) enable the Trust to comply with the prudential borrowing code set out by the regulator 
 

 
 
3.1.3 The   Director   of   Finance   shall   monitor and review financial performance against budget 

and plans and report to the Board. 
 
3.1.4 All budget holders must provide information as required by the Director of Finance to enable 

budgets to be compiled. 
 
3.1.5 The Director of Finance has a responsibility to ensure that adequate training is delivered on 

an on-going basis to budget holders to help them manage their budgets successfully. 
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3.2 Budgetary delegation 
 

 
 
3.2.1 The Director of Finance on behalf of Chief Executive may delegate the management of 

a budget to permit the performance of a defined range of activities. This delegation must 
have a clear definition of: 

 
a) the amount of the budget 

 
b) the purpose(s) of each budget heading 

 
c) individual and group responsibilities 

 
d) authority to exercise virement (if applicable and permitted) 

 
e) achievement of planned levels of service  

 
f) the provision of regular reports 

 

 
 
3.2.2 The Chief Executive and delegated budget holders must not exceed the budgetary total 

or virement limits set by the Board.  The Chief Executive may vary the budgetary limit 
of an officer within the Chief Executive’s own budgetary limit. 

 
 
3.2.3 Any budgeted funds not required for   their   designated purpose(s) revert   to   the 

immediate control of the Director of Finance, subject to any authorised use of virement. 
 

 
3.2.4 Non-recurring budgets should not be used to finance recurring expenditure without the 

authority in writing of the Director of Finance. 
 

 
3.2.5 Expenditure for which no provision has been made in an approved budget and not 

subject to funding will need to be approved through the appropriate authorisation process. 
 
 
 
3.3 Budgetary control and reporting 

 

 
 
3.3.1 The Director of Finance will devise and maintain systems of budgetary control. These 

will include: 
 

a) monthly financial reports to the Board in a form approved by the Board containing: 
 

i) income and expenditure to date showing trends and forecast year-end position 
ii) movements in working capital 
iii) capital project spend and projected outturn against plan 
iv) explanations of any material variances from plan 
v) details of any corrective action where necessary and the Chief Executive's and/or 

Director of Finance's view of whether such actions are sufficient to correct the 
situation 

vi) key performance indicators 
vii) financial risk and mitigating actions 
viii) management and virement of Trust reserves 
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b) the issue of timely, accurate and comprehensible advice and financial reports to 
each budget holder, covering the areas for which they are responsible 

 
c) investigation and reporting of variances from financial, workload and resource 

budgets 
 

d) monitoring of management action to correct variances 

e) arrangements for the authorisation of budget transfers 

 
3.3.2 The Director of Finance shall keep the Chief Executive and the Board informed of the 

financial consequences of changes in policy, pay awards, and other events and trends 
affecting budgets and shall advise on the financial and economic aspects of future plans 
and projects. 

 

 
 
3.3.3 Each budget holder is responsible for ensuring that: 

 
a) any likely overspend or reduction of income that cannot be met by virement is 

not incurred without the consent from the appropriate committee 
 

b) the amount provided in the approved budget is not used in whole or in part for 
any purpose other than that specifically authorised 

 
c) no permanent employees are appointed without the approval of the Director of 

Finance and Chief Operating Officer other than those provided for within the 
available resources and manpower establishment as approved by the Board 

 

 
 
3.3.4 The Chief Executive is responsible for identifying and implementing cost improvements 

and income generation initiatives delivering the requirements of the annual plan. 
 
3.4 Capital expenditure 

 
3.4.1 The general rules applying to delegation and reporting shall also apply to capital 

expenditure (the specific applications relating to capital are contained in SFI 12). 
 
 
3.5 Monitoring returns 

 
3.5.1 The Chief Executive is responsible for ensuring that the requisite monitoring forms are 

submitted to all appropriate monitoring regulators within the required timescale. 
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4 Annual accounts and reports 
 

 
4.1 The Director of Finance, on behalf of the Trust, will: 

 
a) ensure that, in preparing the annual accounts, the Trust complies with any directions 

given by the regulator with the approval of the treasury as to: 
 

i) the methods and principles according to which the accounts are to be prepared 
 

ii) the information given in the accounts 
 

b) ensure that a copy of the annual accounts and any report by the external auditor on 
them, are laid before parliament and that copies of these documents are sent to the 
regulator, within the prescribed timetable 

 
 
4.2 Annual Report 

 

 
4.2.1 The Trust will prepare annual reports as required by the Health and Care Act 2022. This 

will be presented to the Board for approval and received by the Council of Governors at 
a public meeting. A copy will be forwarded to the regulator. The report will give: 

 

 
 

a) Information on any steps taken by the Trust to secure that the actual membership of 
its public constituency and the patients’ constituency is representative of those 
eligible for membership 

 
b) any information the regulator or DHSC requires 
 

5 Banking 
 
5.1 Bank accounts 

 

 
5.1.1 The Director of Finance is responsible for: 

 
a) all bank accounts 

 
b) establishing separate bank accounts for the Trust’s non-exchequer funds 

 
c) ensuring payments made from bank accounts do not exceed the amount credited 

to the account except where arrangements have been made 
 

d) reporting to the Board all instances where bank accounts may become or have 
become overdrawn (together with the remedial action taken) 

 
5.1.2.   All funds will be held in accounts in the name of The Christie NHS Foundation Trust. 

No officer other than the Director of Finance shall open any bank account in the name of 
the Trust and they will report to the Board on new accounts opened or existing accounts 
closed. 

 
5.1.3   The Director of Finance must seek the approval of the Board prior to opening any bank 

account in the name of the Trust. 
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5.2 Banking procedures 

 

 
5.2.1 The Director of Finance is the only employee authorised to open a bank account on 

behalf of the Trust or bearing the Trusts name and / or address. 
 
5.2.2 The Director of Finance will prepare detailed instructions, approved by the Board, on the 

operation of bank and Government Banking Services (GBS) accounts which must 
include: 

 
a) the conditions under which each bank account is to be operated 

 
b) the limit to be applied to any overdraft 

 
c) those authorised to sign cheques or other orders drawn on the trust's accounts 

 

 
5.2.3 The Director of Finance must advise the Trust bankers in writing of the conditions 

under which each account will be operated. 
 
 
5.3 Tendering and review of banking arrangements 

 

 
5.3.1 The Director of Finance will review the banking arrangements of the Trust at regular 

intervals to ensure they reflect best practice and represent best value for money. 
Following such reviews, the Director of Finance shall determine whether to seek 
competitive tenders for the Trust’s banking business. 

 

 
5.3.2 The results of such reviews will be reported to the nominated committee. 

 
5.3.3 The Board shall approve the banking arrangements. 

 
 
6 Income, fees and charges 

 
6.1 Income systems 

 
6.1.1 The Director of Finance is responsible for designing, maintaining and ensuring compliance 

with systems for the proper recording, invoicing, collection and budget coding of all monies 
due. 

 
6.1.2 The Director of Finance is also responsible for the prompt banking of all monies received. 

 
 
6.2 Fees and charges 

 
6.2.1 The Trust shall follow the regulators guidance on the national payment system and any 

other applicable guidance in setting prices   for contracts with NHS commissioners for all 
services falling within national tariff from time to time. 

 
6.2.2 The Director of Finance is responsible for approving and regularly reviewing the level of 

all fees and charges other than those determined by the D H S C  or by statute.  
Independent professional  advice on matters of valuation may be taken as necessary. 
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6.2.3 All employees must inform their appropriate finance manager promptly, of money due 
arising from transactions for which they are responsible, including all contracts, leases and 
tenancy agreements. 

 
 
 
6.3 Debt recovery 

 
6.3.1 The Director of Finance is responsible for the appropriate recovery action being carried out 

on all outstanding debts. The Director of Finance will establish procedures for the write off 
of debts after all reasonable steps have been taken to secure payment. 

 
6.3.2 Income not received should be dealt with in accordance with losses procedures. (see section 

14). 
 
6.3.3 Overpayments should be prevented wherever possible, otherwise detected and recovery 

initiated. 
 
 

7. Security of cash and cheques  
 
7.1 The use of cash is limited; cheques are only used for payment by the Trust in exceptional 

circumstances and are not received for payment to the Trust.   
7.2  
7.3 The Director of Finance is responsible for: 

 
a) approving the form of all receipt books, agreement forms, or other means of officially 

acknowledging or recording monies received or receivable 
 

b) ordering and securely controlling any such stationery 
 

c) the provision of adequate facilities and systems for employees whose duties include 
collecting and holding cash, including the provision of safes and the procedures for 
keys 

 
d) prescribing systems and procedures for handling cash on behalf of the Trust 

 
e) reporting, recording and safekeeping of the cash and cheques  

 
 
7.4 All cash shall be banked intact. Disbursements shall not be made from cash received. 

 
7.5 The holders of safe keys shall not accept unofficial funds for depositing in the safes 

 
7.6 Where cash collection is undertaken by an external organisation, this shall be subject 

to such security and other conditions as required by the Director of Finance. 
 

8 Contracting for provision of services or the purchase of good 
 

8.1 The Board of the Trust shall regularly review and shall at all times maintain and ensure 
the capacity and capability of the Trust to provide the mandatory goods and services 
referred to in the terms of authorisation and related schedules. 

 
8.2 The Chief Executive, as the accounting officer, is responsible for ensuring the Trust 

enters into suitable contracts with commissioners for the provision of NHS services. 
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8.3 All contracts shall be legally binding, comply with best costing practice and manage 
contractual risk, in so far as is reasonably achievable in the circumstances of each 
contract, whilst optimising the Trust’s opportunity to generate income. 

 
8.4 All contracts must be included in the Trusts contracts register. 

 
 

8.5 In carrying out these functions at SFI 8.2 above, the Chief Executive should take into 
account the advice of Directors regarding: 

 
a) costing and pricing of services and/or goods 

 
b) payment terms and conditions 

 
c) invoicing systems and cash flow management 

 
d) the contract negotiating process and timetable 

 
e) the provision of contract data 

 

 
f) contract monitoring arrangements 

 
g) amendments to contracts 

 
h) any other matters relating to contracts of a legal or non-financial nature 

 
 

 
8.6 The Chief Operating Officer and the Director of Finance shall produce regular reports detailing 

actual and forecast service activity income with a detailed assessment of the impact of the 
variable elements of income. 

 
8.7 Where the Trust enters into a relationship with another organisation for the supply or receipt 

of other services, the responsible officer should ensure that an appropriate contract is 
present and signed by both parties in accordance with the detailed Scheme of Delegation. 
 

8.8 Sealing of documents 
 

The seal of the Trust shall not be fixed to any documents unless the sealing has been 
authorised by a resolution of the Board or of a committee established by the Board where 
the Board has delegated its powers to authorise the application of the Trust’s seal. 

 
Before any building, engineering, property or capital document is sealed, it must be approved 
and signed by the Director of Finance, or an officer nominated by them and authorised and 
countersigned by the Chief Executive, or an officer nominated by them who shall not be within 
the originating directorate. 

 
All deeds entered into by the Trust and all documents conveying an interest in land must be 
executed by the application of the Trust’s seal. 
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9 Terms of service, allowances and payment of members of the Board and employees 
 
9.1 Remuneration and terms of service 

 

 
9.1.1 The Council of Governors (CoG) is responsible for setting the remuneration of Non- 

Executive Directors and the Chair.  The CoG should consult external professional advisors 
to market test the remuneration levels of the Chair and the other Non- Executive Directors 
at least once every three years or if they intend to make a significant change to the 
remuneration of a Non-Executive Director. 

 
9.1.2 In accordance with the Constitution, the Board shall establish a remuneration committee, 

with clearly defined terms of reference, specifying which posts are within its area of 
responsibility, its composition, and the arrangements for reporting. 

 

 
 
9.1.3 The remuneration committee will: 

 
a) Advise the Board about appropriate remuneration and terms of service for the 

Chief Executive, other Executive Directors employed by the Trust and other senior 
employees including: 

 
i) All aspects of salary (including any performance-related 

elements/bonuses) 
ii) provisions for other benefits, including pensions  
iii) arrangements for termination of employment and other contractual 

terms 
 

b) make such recommendations to the Board on the remuneration and terms of service 
of the Board members (and other senior employees) to ensure they are fairly 
rewarded for their individual contribution to the  Trust,   having  proper regard to  
the Trust's circumstances and performance and to the provisions of any national 
arrangements for such members and staff where appropriate 

 
c) monitor   and   evaluate   the   performance   of   Executive Directors (and    other 

senior employees) 
 

d) advise on and oversee appropriate contractual arrangements for such staff including 
the calculation and scrutiny of termination payments taking account of such national 
guidance as is appropriate 

 
e) report in writing to the Board the basis for its recommendations. The Board shall 

use the report as the basis for their decisions but remain accountable for taking 
decisions on the remuneration and terms of service of Executive Directors. Minutes 
of the Board's meetings should record such decisions.  

 
9.1.4 The Board will consider and approve proposals presented by the Chief Executive for the 

setting of the remuneration and conditions of service for those officers not covered by 
the committee. 

 
9.2 Establishment 

 
9.2.1 The resource plans incorporated within the annual budget will form   the funded establishment. 

 
9.2.2 The funded establishment of any department may not be varied without the approval of 
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the Chief Operating Officer or nominated officers authorised by them to do so (refer to 
the Reservation of Powers and detailed Scheme of Delegation). 

 
9.2.3 Increased establishment within available budget cannot be varied without the approval of 

finance (see Delegation of Powers) 
 
9.2.4 Increased establishment without available budget cannot be varied without the approval of 

Director of Finance and Chief Operating Officer 
 
 
9.3 Staff appointments 

 
9.3.1 No Executive Director or employee may engage, re-engage, or re-grade employees, on 

a permanent or temporary basis, hire agency staff, or agree to changes in any aspect of 
remuneration: 

 
a) unless authorised to do so by the Chief Operating Officer (see the Reservation 

of Powers and detailed Scheme of Delegation) 
 

b) within the limit of the delegated approved budget and funded establishment 
 
 
9.3.2 In line with the Trust policy of relocation and removal policy where a post is demonstrated 

to be essential and difficult to recruit to, staff who incur removal and relocation expenses 
can be reimbursed in order for the employee to reside within a reasonable travelling distance 
of place of work, but authorisation must be granted at interview as per the human resources 
removal and relocation policy 

 
 
9.4 Processing payroll 

 
9.4.1 The Director of Workforce is responsible for: 

 
a) specifying timetables for submission of properly authorised time records and other 

notifications 
 

b) verifying that rates of pay have been calculated in accordance with national or 
trust agreements 

 
c) making payment on agreed dates  

 
d) agreeing method of payment. 

 
 
9.4.2 The Director of Workforce will issue instructions regarding: 

 
a) verification and documentation of data 
b) the timetable for receipt and preparation of payroll data and the payment of employees and 

allowances 
c) maintenance of subsidiary records for superannuation, income tax, social security and other 

authorised deductions from pay 
d) security and confidentiality of payroll information 
e) checks to be applied to completed payroll before and after payment 
f) authority to release payroll data under the provisions of the relevant statutory acts 
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9.4.3 The Director of Finance will issue instructions regarding: 

 
a) maintenance of regular and independent reconciliation of pay control accounts 

 
b) a system to ensure the recovery from leavers any sums owing and/or Trust 

assets 
 
 
9.4.4 Appropriate nominated managers have delegated responsibility for: 

 
a) maintaining and submitting time records, and other notifications, in accordance 

with agreed timetables 
 

b) completing   time   records   and   other   notifications   in   accordance   with   the 
human resources instructions and in the form prescribed by the human resources 

 

 
c) submitting termination forms in the prescribed format immediately upon knowing 

the effective date of resignation, termination or retirement.   Where an employee fails 
to report for duty or to fulfill obligations in circumstances that suggest they have 
left without notice, the human resources manager and delegated officer must be 
informed immediately. 

 
For the avoidance of doubt, documentation should not be self-certified i.e. signed and 
authorised by the same person. 

 
9.4.5 Notwithstanding the overall responsibility of the Director of Workforce for the arrangements 

for providing the payroll service, the Director of Finance shall ensure that the chosen 
method is supported by appropriate (contracted) terms and conditions, adequate internal 
control, that audit review procedures and that suitable arrangements are made for the 
collection of payroll deductions and payment of these to appropriate bodies. 

 
 

9.5 Contracts of employment 
 
9.5.1 The Board shall delegate (except in relation to matters which are the responsibility of 

the remuneration committee) responsibility to a manager for: 
 

a) ensuring that all employees are issued with a contract of employment in a form 
approved by the Board, and which complies with employment legislation  

 
b) dealing with variations to, or termination of, contracts of employment 

 
c) removal expenses will be awarded as specified in the Trust relocation and removal 

policy 
 
 

9.6 Employment Policies and procedures 
 

The Director of Workforce shall ensure that policies and procedures are prepared to cover 
the following areas 

 
a) annual leave including special leave arrangements 

 
b) study leave 
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c) management of absence 

 
d) grievance procedures 

 
e) and all other relevant Trust approved policies relating to human resource matters 
 

10 Non-pay expenditure 
 

10.1 Delegation of authority (in conjunction with section 1.1.3 and Appendix 1) 
 

 
10.1.1 The Board will approve the level of non-pay expenditure on an annual basis and 

the Chief Executive will determine the level of delegation to budget holders. 
 

10.1.2 The Chief Executive will set out: 
 

a) the list of managers who are authorised to place requisitions for the supply of goods 
and services 

 
b) the maximum level of each requisition and the system for authorisation above that 

level 
 

c) periodic reviews and updates by purchasing and supplies 
 
 
10.2 Choice, requisitioning, ordering, receipt and payment for goods and services  

 
10.2.1 The requisitioner, in choosing the item to be supplied (or the service to be performed) shall 

always obtain the best value for money for the Trust. In so doing, the Trusts procurement 
advice on the supply shall be sought and taken. All requisitions should meet the 
requirements of Appendix 1. Where goods and services are procured using the corporate 
credit card the approved credit card policy applies in addition to the requirements at 
Appendix 

 
10.2.2 The Director of Finance shall be responsible for the prompt payment of accounts and 

claims. Payment of contract invoices shall be in accordance with contract terms. 
 
10.2.3 The Director of Finance will: 

 
a) advise the Board regarding the setting of thresholds above which quotations 

(competitive or otherwise) or formal tenders must be obtained and once approved, 
are regularly reviewed. 

 
b)    prepare procedural instructions incorporated as per Appendix 1 on obtaining of 

goods, works and services incorporating the thresholds. 
 

c) be responsible for the prompt payment of all properly authorised accounts and 
claims 

 
d) be responsible for designing and maintaining a system of verification, recording and 

payment of all amounts payable. The system shall provide for: 
 

(i) ensuring a segregation of duties 
(ii) delegation for approval per the detailed Scheme of Delegation 

194



 

 

26 
 

(iii) certification that: 
 

• requisitions are appropriate, coded correctly and authorised prior to 
receiving goods and services 

 
• goods have been duly received, examined and are in accordance with 

specification and the prices are correct 
 

• work done or services rendered have been satisfactorily carried out in 
accordance with the order 

 
• all necessary authorisations have been obtained for all expenditure 

  
• the account is arithmetically correct 

 
• the account is in order for payment 

 

 
(iv) a timetable and system for submission to the Director of Finance of accounts 

for payment; provision shall be made for the early submission of accounts 
subject to cash discounts or otherwise requiring early payment 

 

 
(v) instructions to all officers regarding   the   handling    and    payment    of 

accounts within the finance department 
 

e) be responsible for ensuring that payment for goods and services is only made 
once the goods and services are received and have a valid purchase order, unless 
identified on the finance exemption list (except as below). 

 
f) A requisition for goods will not be raised by a junior member of staff and approved 

by their manager if the purpose of the purchase is a benefit to the manager. 
 

 
 
10.2.4 Prepayments are only permitted where exceptional circumstances apply. 

 
In such instances: 

 
a) prepayments are only permitted where the financial advantages outweigh the 

disadvantages 
 

b) the appropriate Executive Director must provide, in the form of a written report, a 
case setting out all relevant circumstances of the purchase. The report must set 
out the effects on the Trust if the supplier is at some time during the course of the 
prepayment agreement unable to meet their commitments 

 
c) the Director of Finance will need to be satisfied with the proposed arrangements 

before contractual arrangements proceed (taking into account the public procurement 
rules as referenced in Appendix 1) 

 
d) the budget holder is responsible for ensuring that all items due under a prepayment 

contract are received and they must immediately inform the appropriate director or 
chief executive if problems are encountered 

 
e) payments in advance of goods or services being received are approved by finance 
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10.2.5 Purchase orders must: 

 
a) be authorised by the requisition and supplies team 

 
b) be consecutively numbered and accounted for 

 
c) be in a form approved by the Director of Finance 

 
d) state the Trust's terms and conditions of trade or where to access them 

 
e) only be issued to, and used by approved supplier per the vendor list 

 
 

f) be raised in advance of receiving goods and services 
 

g) be raised for the full contract life  
 

h) If an additional requisition is required for a contract previously awarded, evidence 
must be provided to prove the contract variation has followed the business case and 
tender award approval process. 

 
i) If the supplier is on a framework, the framework agreement reference and if 

applicable, the Trust contract reference must be specified in the body of the 
requisition. 

 
j) If the contract is awarded following a Trust procurement exercise, the Trust contract 

reference number must be specified in the body of the requisition 
 
 
10.2.6 Managers and officers must ensure that they comply fully with the guidance and limits 

specified by the Director of Finance and that: 
 

a) all contracts (other than for purchases permitted within the Reservation of Powers and 
detailed Scheme of Delegation or delegated budget), leases, tenancy agreements 
and other commitments that may result in a liability are notified to the Director of 
Finance in advance of any commitment being made 

 
b) contracts must be advertised and awarded in accordance with UK and GATT rules 

on public procurement and in accordance with Appendix 1 
 

c) no order shall be issued for any item or items to any firm which has made an offer 
of gifts, reward or benefit to Directors or employees, other than: 

 
(i) isolated gifts of a trivial character or inexpensive seasonal gifts, such as 

calendars 
(ii) conventional hospitality, such as lunches in the course of working visits 

 
 

d) visits at supplier’s expense should not be undertaken without the prior written approval 
of the relevant Executive Director 

 
e) no requisition/order shall be placed for any item or items for which there is no budget 

provision unless authorised by the Director of Finance on behalf of the Chief 
Executive in the usual approval process 

 
f) all goods, services, or works are ordered on an official order and works and services 
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executed in accordance with a contract, contractors will be notified that they should 
not accept an order unless on an official form 

 
g) verbal orders must only be issued very exceptionally - by a nominated officer in 

cases of emergency or urgent necessity. These must be confirmed by an official 
order no later than the next working day and clearly marked "confirmation order" 

 
h) orders are not split or otherwise placed in a manner devised to avoid the financial 

thresholds contained in these SFIs or the Reservation of Powers and detailed 
Scheme of Delegation or as are applicable under the Public Contracts Regulations 
2015 

 
i) goods are not taken on trial or loan in circumstances that could commit the Trust to a 

future uncompetitive purchase 
 

j) overseas purchases from within the EU will incur VAT and import tax additional to 
the purchase price. Purchases from outside the EU will incur other import duties 

 
k) changes to the list of nominated officers included in the “Levels of Delegations” as 

documented in the Scheme of Delegation 
 

l) purchases from petty cash are restricted in value and by type of purchase in 
accordance with instructions issued by the director of finance 

 
m) petty cash records are maintained in a form as determined by the Director of Finance 

 
10.2.7 The Director of Finance shall ensure that the arrangements for financial control and financial 

audit of building and engineering contracts and property transactions comply with all 
applicable guidance.       
 
 

11 External borrowing and investments 
 
11.1 General 

 
11.1.1 The Board shall approve the treasury management strategy in accordance with all 

applicable guidance which may be issued by the regulator. 
 
11.1.2 The Director of Finance will prepare detailed procedural instructions on the operation of 

investment accounts and on the records to be maintained. 
 
11.1.3 The Director of Finance must ensure that all covenants attached to borrowings by any 

lender are adhered to. 
 
 
 
11.2 Public dividend capital 

 
 
11.2.1 On authorisation as a Foundation Trust the public dividend capital held immediately prior 

to authorisation continues to be held on the same conditions. 
 
11.2.2 Additional public dividend capital may be made available on such terms the Secretary 

of State (with the consent of the Treasury) decides. 
 
11.2.3 Draw down of public dividend capital should be authorised in accordance with the mandate 

197



 

 

29 
 

held by the DHSC cash funding team and is subject to approval by the Secretary of State. 
 
 
11.2.4 The Trust shall be required to pay annually to the department of health a dividend on 

its public dividend capital at a rate to be determined periodically by the Secretary of 
State. 

 
11.3 Commercial borrowing 

 
 
 
11.3.1 The Trust may borrow money from any commercial source for the purposes of or in 

connection with its functions 
 
11.3.2 The Trust may invest money for the purposes of or in connection with its functions. 

Such investment may include forming, or participating in forming, or otherwise acquiring 
membership of bodies corporate. 

 
11.3.3 The Trust may also give financial assistance (whether by way of loan, guarantee or 

otherwise) to any person for the purposes of or in connection with its functions. 
 
 
11.4 Investment of Temporary Cash Surpluses 

 
11.4.1 Temporary cash surpluses must be held only in such public and private sector investments 

as approved in the Trust’s treasury management policy which should be drawn up by 
the Director of Finance and pursuant to all applicable guidance including Managing 
Operating Cash in NHS Foundation Trusts published by the regulator. 

 
11.4.2 The Director of Finance shall report periodically to the Trust Board concerning the 

performance of investments held. 
 
11.4.3 The Director of Finance will prepare detailed procedural instructions on investment 

operations and on the records to be maintained. The Trusts treasury management policy 
will incorporate guidance from the regulator as appropriate. 

 
11.4.4 The Trust shall comply with all relevant guidance published on investments.   

 
12 Capital investment, private financing, fixed asset registers and security of assets 

 
12.1 Capital investment 

 

 
12.1.1 The Board shall approve a program of building, engineering and design schemes (“the capital 

program”), as part of the budgetary process. In addition, a further list of  schemes shall be 
provided for situations where additional funding, CDEL (Capital Department Expenditure Limit) 
or  slippage on existing schemes etc. The Chief Executive or Director of Finance shall approve 
the commencement of such reserve schemes as required. 

 
 
12.1.2 Where a requirement for a capital scheme not already in the approved program arises 

during the course of the year, approval for its commencement shall be in accordance with 
the Reservation of Powers and detailed Scheme of Delegation and a report shall be 
made to the next meeting of the Board, showing the impact of the new scheme on the 
capital program and the revenue consequences. 
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12.1.3 The Trust shall comply with all relevant guidance published on capital investments and 
the arrangement of capital schemes. 

 
12.1.4 All schemes must be within the Trust’s approved capital budget and CDEL limit as authorised 

by the GM ICB. Any increased or additional budget requirement must be approved via the 
appropriate approval process within the Trust and in accordance with the GM ICB CDEL limit. 

 
 
12.2 Business cases 

 

 
12.2.1 The Chief Executive: 

 
a) shall ensure that there is an adequate appraisal and approval process in place 

for   determining capital and revenue expenditure priorities and the effect of each 
proposal upon business plans 

 
b) shall ensure that appropriate management arrangements are in place for all stages of 

capital and revenue schemes and for ensuring that schemes are delivered on time 
and to cost 

 
c) shall ensure, where appropriate, that the capital and revenue investment is not 

undertaken without the availability of resources to finance all revenue 
consequences, including capital charges 

 
12.2.2 The Chief Executive shall ensure that management’s arrangements are in place for capital 

and revenue expenditure to ensure: 
 

a) that a business case is produced in line with guidance issued by the Director of 
Finance. This should include: 

 
(i) an option appraisal of potential benefits compared with known costs to 

determine the option with the highest ratio of benefits to costs 
 

(ii) appropriate project management and control arrangements 
 

(iii) the involvement of appropriate Trust personnel, committees and external 
agencies 

 
b) that the Director of Finance or their nominated officer has certified professionally 

to the costs and revenue consequences detailed in the business case 
 
12.2.3 For capital schemes where the contracts stipulate stage payments, the Chief 

Executive via a nominated officer will issue procedures for their management, 
incorporating best practice guidelines. 

 
The Director of Finance or their nominated officer shall assess on an annual basis the 
requirement for the operation of the construction industry tax deduction scheme in 
accordance with HM customs & revenue guidance. 

 
The Director of Finance or their nominated officer shall issue procedures for the regular 
reporting of expenditure and commitment against authorised expenditure. 

 
 
12.2.4 The approval of a capital program shall not constitute approval for the initiation of 

expenditure on any scheme. 
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The Chief Executive shall ensure there is an approval process in place for: 

 
a) specific authority to commit expenditure through a business case 

 
b) authority to proceed to tender 

 
c) approval to accept a successful tender 

 
 
12.2.5 The Director of Finance’s nominated officer shall issue procedures governing the 

financial management, including variations to contract, of capital investment projects and 
valuation for accounting purposes. 

 
 
12.3 Asset registers 

 

 
 
12.3.1 As Accountable Officer, the Chief Executive is responsible for safeguarding the Trust’s 

assets.  The recording of assets is discharged through the maintenance of registers of 
assets, taking account of the advice of the Director of Finance concerning the form of 
any register and the method of updating, and arranging for a physical check of assets 
against the asset register against an agreed program. 

 
12.3.2 The Trust shall maintain asset registers recording fixed assets. The minimum data set to 

be held within these registers shall be as specified in the NHS Foundation Trust l 
Reporting Manual. 

 

 
12.3.3 Additions to the capital fixed asset registers must be clearly identified to an appropriate 

budget holder and be validated by reference to: 
 

a) properly authorised and approved agreements, architect's certificates, supplier's 
invoices and other documentary evidence in respect of purchases from third 
parties 

 
b) lease agreements in respect of assets held under a finance lease and capitalised 

 

 
 
12.3.4 Where capital assets are sold, scrapped, lost or otherwise disposed of, their value must 

be removed from the accounting records and each disposal must be validated by reference 
to authorisation documents and invoices (where appropriate).  No capital asset shall be 
disposed of without the prior approval of the Director of Finance’s nominated officer (part 
exchange is deemed to be a disposal). 

 

 
 
12.3.5 The Trust may not dispose of any protected property without the approval of the regulator. 

This includes the disposal of part of the property or granting an interest in or over it. 
 

 
12.3.6 The Director of Finance shall approve procedures for reconciling balances on capital fixed 

assets accounts in ledgers against balances of capital fixed asset registers. 
 
 
12.3.7 The value of the Trust’s capital assets are considered with reference to current accounting 

standards and other relevant guidance to support the preparation of accounts and their 
statutory audit.  Annual land and building valuations are assessed by independent valuers 
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as part of this. 
 
 
12.3.8 The value of each capital asset shall be depreciated using methods and rates in 

accordance with current accounting standards. 
 
 
 
12.4 Security of assets 

 

 
12.4.1 The overall control of fixed assets is the responsibility of the Chief Executive. 
12.4.2 Asset control procedures (including fixed assets, cash, cheques and including donated 

assets) must be approved by the Director of Finance’s nominated officer. This procedure 
shall make provision for: 

 
a) recording managerial responsibility for each asset 

 

 
b) identification of additions and disposals 

 

 
c) identification of all repairs and maintenance expenses 

 
d) physical security of asset 

 
e) periodic verification of the existence of, condition of, and title to, assets recorded 

 

 
f) identification and reporting of all costs associated with the retention of an asset 

 

 
g) reporting, recording and safekeeping of cash and cheques 

 

 
 
12.4.3 All discrepancies revealed by verification of physical assets to fixed asset register shall 

be notified to the Director of Finance’s nominated officer. 
 
 
12.4.4 Whilst each officer has a responsibility for the security of property of the Trust, it is the 

responsibility of Board members and senior employees in all disciplines to apply such   
appropriate routine security practices in relation to trust property as may be determined 
by the Board. Any breach of agreed security practices must be reported in accordance 
with instructions. 

 
12.4.5 Any damage to the Trust’s premises, vehicles and equipment, or any loss of equipment, 

stores or supplies must be reported by Board members and employees in accordance 
with the procedure for reporting losses. 

 
12.4.6 An employee discovering or suspecting a loss of any kind must immediately inform their 

head of department, the head of internal audit, the local counter fraud specialist or, if no 
other route is appropriate, the Chief Executive. 

 
12.4.7 Where practical, assets should be marked as Trust property. 

 
13 Stores and receipt of goods 

 
13.1 Stores, defined in terms of controlled stores and departmental stores (for immediate 

use) should be:  
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a) kept to a minimum 
 

b) subjected to annual stock take 
 

c) valued at the lower of cost and net realisable value 
 
 
13.2 Subject to the responsibility of the Director of Finance for the systems of control, overall 

responsibility for the control of stores shall be delegated to an officer by the Chief 
Executive. The day-to-day responsibility may be delegated to departmental officers and 
stores managers/keepers, subject to such delegation being entered in a record available 
to the Director of Finance. 

 
 
13.3 The responsibility for security arrangements and the custody of keys for all stores and 

locations shall be clearly defined in writing by the nominated officer. Wherever 
practicable stocks should be marked as Trust property. 

 
 
13.4 The Director of Finance shall set out procedures and systems to regulate the stores 

including records for receipt of goods, issues, and returns to stores, and losses. 
 

 
13.5 Stocktaking arrangements shall be agreed with the Director of Finance and there shall 

be a physical check covering all items in store annually. 
 

 
13.6 Where a complete system of stores control is not justified, alternative arrangements shall 

require the approval of the Director of Finance. 
 
 
13.7 The nominated officer shall be responsible for a system approved by the Director of 

Finance for a review of slow moving and obsolete items and for condemnation, disposal, 
and replacement of all unserviceable articles.  The   nominated officer shall report to the 
Director of Finance any evidence of significant overstocking and of any negligence or 
malpractice (see also paragraph 14, disposals and condemnations, losses and special 
payments). Procedures for the disposal of obsolete stock shall follow the procedures set 
out for disposal of all surplus and obsolete goods. 

 

 
13.8 The delivery of receipted goods will be distributed to departments promptly to ensure 

prompt payments of goods may be undertaken. 
 
14 Disposals and condemnations, losses and special payments 
 
14.1 Disposals and condemnations 

 
14.1.1 The Director of Finance’s nominated officer must prepare detailed procedures for the 

disposal of assets including condemnations and ensure that these are notified to 
managers. This SFI should be read in conjunction with the Reservation of Powers and 
detailed scheme of delegation and Appendix 1 to the SFIs. The Trust may not dispose 
of any protected property without the regulator’s consent. 

 

 
 

14.1.2 When it is decided to dispose of a  Trust asset, the head of department or authorised 
deputy   must liaise with finance to determine and advise the Director of Finance’s 
nominated officer of the estimated market value of the item, taking account professional 
advice where appropriate, and the recommended disposal mechanism to adopt   
(including whether competitive bids should be sought) in order to ensure best value is 
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achieved. 
 
 

14.1.3 Where any item of equipment is disposed of by the Trust, the Trust shall take all 
reasonable steps to ensure that it minimises its risk of any claim against the Trust under 
product   liability legislation (including taking professional advice where necessary) 
including ensuring that: 

 

a) the item of equipment is safe, complies with all applicable regulations and has 
been properly maintained by the Trust 

 
b) that any defects are brought to the recipient’s attention before transfer and that 

the recipient has the opportunity to inspect the equipment before transfer 
 

c) that the manufacturer’s instructions for the use and maintenance of the equipment 
are transferred to the recipient 

 
 

14.1.4 No officer shall transfer any equipment to a consumer without the prior authority of the 
Director of Finance. 

 
14.1.5 All unserviceable articles shall be: 

 
a) condemned or otherwise disposed of by an employee authorised for that purpose 

by the Director of Finance 
 

b) recorded by the condemning officer in a form approved by the Director of Finance’s 
nominated officer that will indicate whether the articles are to be converted, 
destroyed or otherwise disposed of. All entries shall be confirmed by the 
countersignature of a second employee authorised for the purpose by the Director 
of Finance 

 

 
14.1.6 The condemning officer shall satisfy themself as to whether there is evidence of 

negligence in use and shall report any such evidence to the Director of Finance’s 
nominated officer who will take the appropriate action. 

 

 

14.2 Losses and special payments 
 

 
14.2.1 The Director of Finance’s nominated officer must prepare procedural instructions on the 

recording and accounting for condemnations, losses and special payments.  The Director 
of Finance must also prepare a ‘fraud policy and response plan’ that sets out the 
action to be taken by both persons detecting a suspected fraud and those persons 
responsible for investigating it. 

 
 

14.2.2 An employee discovering or suspecting a loss of any kind must immediately inform their 
head of department, the head of internal audit, the local counter fraud specialist or, if 
no other route is appropriate, the Chief Executive.  The head of department or the head 
of internal audit must immediately inform the Director of Finance. If theft or arson is 
involved, the head of department must inform the police immediately or the security 
manager.   In cases where the speed of response from the police is of the essence, 
such as a crime in progress, employees may contact the police directly, but must 
inform, immediately thereafter, their head of department, who must then inform the 
Director of Finance promptly.   Out of office hours, if the head of department is not on 
duty, the most senior manager on site should be contacted. 
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14.2.3 The Director of Finance’s nominated officer must notify the department of health 
directorate of counter fraud & security management service, the external auditor and 
local counter fraud office of all frauds. 

 
14.2.4 For losses apparently caused by theft, arson, neglect of duty or gross carelessness, 

except where such losses are deemed in the reasonable opinion of the Director of 
Finance to be trivial, the Director of Finance must immediately notify: 

 
a) the Audit Committee 

 
b) the Board, and 

 
c) the external auditor 

 
 
14.2.5 All losses over £5,000 shall be reported to the Audit Committee. 

 

 
14.2.6 The Director of Finance’s nominated officer shall be authorised to take any 

necessary steps to safeguard the trust’s interest in bankruptcies and company 
liquidations. 

 
14.2.7 For any loss, the Director of Finance’s nominated officer should consider whether 

any insurance claim could be made. 
 

 
14.2.8 The Director of Finance shall maintain a losses and special payments register in 

which write off action is recorded. 
 

 
14.2.9 No special payments exceeding delegated limits shall be made without the prior 

approval of the regulator. 
 

15 Information technology 
 

 
15.1 The Director of Finance, who is responsible for the accuracy and security of the 

electronic financial data of the Trust, shall: 
 

 
a) be responsible for ensuring the design, implementation and documentation of 

effective financial information systems  
 

b) devise and implement any necessary procedures to ensure adequate (reasonable) 
protection of the Trust's data, programs and computer hardware for which they is 
responsible from accidental or intentional disclosure to unauthorised persons, 
deletion or modification, theft or damage, having due regard for the Data Protection 
Act 1998 

 
c) ensure that adequate (reasonable) controls exist over data entry, processing, 

storage, transmission and output to ensure security, privacy, accuracy, 
completeness, and timeliness of the data, as well as the efficient and effective 
operation of the financial system 

 
d) ensure that adequate controls exist such that the operation of the finance computer 

system is separated and safeguarded from development, maintenance and 
amendment activities 

 
e) ensure that an adequate management (audit) trail exists through the computer 
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system and that regular computer audit reviews are carried out in respect of the 
financial system 

 
 

15.2 The Director of Finance shall satisfy themself that new financial systems and amendments 
to current financial systems are developed in a controlled manner and thoroughly tested 
prior to implementation.  Where this is undertaken by another organisation, assurances of 
adequacy must be obtained from them prior to implementation. 

 
15.3 The Director of Finance shall ensure that contracts for computer services for financial 

applications with another NHS organisation or any other agency shall clearly define the 
responsibility of all parties for the security, privacy, accuracy, completeness, and 
timeliness of data during processing, transmission and storage. The contract should also 
ensure rights of access for audit purposes. 

 
15.4 Where another health organisation or any other agency provides a computer service 

for financial    applications, the    Director    of    Finance    shall    periodically     seek 
assurances that adequate controls are in operation. 

 
15.5 Where computer systems have an impact on corporate financial systems, the Director 

of Finance shall satisfy themself that: 
 

 
 

a) systems acquisition, development and maintenance are in line with corporate 
policies such as an information technology strategy 

 
b) data produced for use with financial systems is adequate, accurate, complete 

and timely, and that a management (audit) trail exists 
 

c) finance staff have access to such data 
 

d) such computer audit reviews are carried out as are considered necessary 
 
 
16 Patients' property 

 

 
16.1 The Trust has a responsibility to provide safe custody for money and other personal 

property (hereafter in this SFI referred to as "property") handed in by patients, in the 
possession of unconscious or confused patients, or found in the possession of patients 
dying in hospital or dead on arrival. 

 
16.2 The Chief Executive is responsible for ensuring that patients or their guardians, as 

appropriate, are informed before or at admission by: 
 

a) notices and information booklets 
 

b) hospital admission documentation and property records 

d) the oral advice of administrative and nursing staff responsible for admissions, that; 

“the Trust will not accept responsibility or liability for patients' property brought into 

Trust premises, unless it is handed in for safe custody and a copy of an official 

patients' property record is obtained as a receipt”. 
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16.3 The Director of Finance must provide detailed written instructions on the collection, 

custody, investment, recording, safekeeping, and disposal of patients' property (including 
instructions on the disposal of the property of deceased patients and of patients 
transferred to other premises) for all officers whose duty is to administer, in any way, 
the property of patients. Due care should be exercised in the management of a patient's 
money to maximise the benefits to the patient. 

 
16.4 Where relevant, guidance requires the opening of separate accounts for patients'  moneys, 

these shall be opened and operated under arrangements agreed by the Director of 
Finance. 

 
 
16.5 In all cases where property of a deceased patient is of a total value in excess of £5,000 

(or such other amount as may be prescribed by any amendment to the Administration of 
Estates (Small Payments) Act 1965), the production of probate or letters of administration 
shall be required before any of the property is released. Where the total value of property 
is £5,000 or less, forms of indemnity shall be obtained. 

 

 
16.6 Staff should be informed, on appointment, by the appropriate departmental or senior 

manager of their responsibilities and duties for the administration of the property of 
patients. 

 
16.7 Where patients' property or income is received for specific purpose keeping the property 

or income shall be used only for that purpose unless any variation is approved by the 
donor or patient in writing. 

 
 17 Acceptance of gifts by staff and other standards of Business Conduct 
 
17.1  The Director of Finance shall ensure that all staff are made aware of the Trust policy 

on acceptance of gifts and other benefits in kind by staff. This policy should follow the 
guidance contained in the department of health standards of business conduct for NHS 
staff set out in “Code of Conduct for Directors and employees”. 

 
17.2 The DHSC guidance “Standards of Business Conduct” is annexed to these SFIs. It shall 

be incorporated into these SFIs to the extent that its provisions do not conflict or are 
not inconsistent with the terms of those SFIs or the Constitution or the Reservation of 
Powers and detailed Scheme of Delegation. Where such conflict or inconsistency exists, 
the provisions of the SFIs, the Constitution or Reservation of Powers and the detailed 
Scheme of Delegation will prevail. 

 
17.3 The acceptance, of gifts, hospitality or consideration of any kind from contractors and other 

suppliers or goods or services as an inducement or reward is not permitted under the 
Bribery Act 2010. The Trust’s code of conduct for Directors, governors and employees 
must be followed.  

 
17.4 The Trust operates a zero-tolerance approach to any form of bribery, fraud or corruption. 

Any such concerns in these areas should be reported to the Director of Finance or the 
Trust’s local counter fraud specialist in the first instance.   

 
17.5 Where offers of goods and services do not involve inducement or reward, officers should 

not accept gifts from commercial sources other than inexpensive articles such as 
calendars or diaries. If such gifts arrive unsolicited, the advice of the Director of Finance 
should be sought. 
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18 Retention of documents 

 

 
18.1 The Chief Executive shall be responsible for maintaining archives for all documents 

required to be retained in accordance with DHSC’s records management code of 
practice. 

 

 
18.2 The documents held in archives shall be capable of retrieval by authorised persons. 

 
18.3 Documents held in accordance with all applicable guidance on records management shall 

only be destroyed at the express instigation of the Chief Executive, and records shall 
be maintained of documents so destroyed. 

 
 

19 Risk management and insurance 
 

 
19.1 The Chief Executive will ensure that the Trust has a risk management strategy that will 

be approved and monitored by the Board. 
 
19.2 The risk management strategy will include: 

 
a) a process of identifying and quantifying risks and potential liabilities 

 
b) engendering among all levels of staff a positive attitude towards the control of risk 

 
c) management processes to ensure all significant risks and potential liabilities 

are addressed including effective systems of internal control, cost effective 
insurance cover and decisions on the acceptable level of retained risk 

 
d) contingency plans to offset the impact of adverse events 

 
e) audit arrangements including internal audit, clinical audit, health and safety reviews 

 
f) arrangements to review the risk management strategy 

 
g) decision on which risks shall be insured through arrangements with either the 

NHS litigation authorities pooling schemes or commercial insurers 
 

 
 

19.3 The existence, integration and evaluation of the above elements will provide a basis to 
make a statement on the effectiveness of internal control within the annual report and 
accounts. 

 
19.4 The Chief Executive in consultation with their nominated officer(s) shall be responsible for 

ensuring adequate insurance cover is affected in accordance with risk management 
policy approved by the Board. 

 
 

19.5 Each officer shall promptly notify the designated officer of all new risks or property under 
their control, which require to be insured, and of any alterations affecting existing risks 
or insurances. 

 
 

19.6 The nominated officer shall ascertain the amount of cover required and shall affect such 
insurances as are necessary to protect the interests of the Trust. 
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19.7 The Chief Executive or t h e i r  nominated officer shall make all claims arising out of 
policies of insurance and each officer shall furnish the Director of Finance   immediately 
with full particulars of any occurrence involving actual or potential loss to the Trust and 
shall furnish an estimate of the probable cost involved. 

 
 

19.8 The Chief Operating Officer shall ensure that all engineering plant under the Trust’s 
control is inspected by the relevant insurance   companies within the periods prescribed 
by legislation. 

 
19.9 The value of all assets and risks insured shall be reviewed or index-linked on an 

annual basis by the nominated officer. 
 

19.10 The relevant Directors shall decide if the Trust will insure through the risk pooling schemes 
administered by the NHS Litigation Authority or enter into arrangements with 
commercial insurers. 

 
19.11 Where the risk pooling schemes are used, the relevant Directors   shall ensure that 
 the arrangements entered into are appropriate and complementary to the risk 

management program   the   relevant Directors   shall   ensure   that   documented 
procedures cover these arrangements. 

 
 

19.12 The risk pooling scheme for Trusts requires members to contribute to the settlement of    
claims.   The relevant Directors shall ensure documented procedures also cover the 
management of claims and payments below the deductible in each case. 

19.13 The relevant Directors shall ensure documented procedures cover the 
management of claims and payments in respect of the arrangements with 
commercial insurers. 

 

 
19.14 The Trust may purchase and maintain insurance against this liability for its own 

benefit and for the benefit of members of the Council of Governors and the Board. 
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20 Expenses, travel and subsistence 
 

 
 

The Trust accepts that business travel is an integral part of work for many of our staff and 
the right that reasonable travelling expenses incurred should be reimbursed. 

 
All staff business travel for staff on and off the Christie payroll that want to travel using 
Christie funds, should be booked through the staff travel team (refer to the staff travel 
booking form and the expenses, travel and subsistence policy) 

 
Reimbursement to the Chair and Non-Executive Directors for their travel to and from the 
Trust is the responsibility of the Director of Finance. 

 
The Board will approve the level of expenses to be funded from exchequer funds 

 
The following principles will apply:  

 
a) expenses must be moderate and reasonable 

 
b) claims will not be eligible for alcohol 

 
c) claims must be made via the electronic ePay system, checked and authorised by a 

signatory or nominated officer and must be submitted within three months of the 
claim period 

 
d) authorisers of expenses and salaries in the ePay system that do not have   a financial 

limit for other Trust operational activities, must complete a letter of delegation 
(Appendix 3) 

 
e) expense claims must be supported by a properly itemised receipt which provides 

sufficient detail to substantiate the claim. In the case of travel associated with 
courses and conferences evidence of attendance and proof of payment will be 
expected.  Payment will only be made for individuals in addition to the claimant, where 
there is a clear and direct working relationship and approved by the Director of Finance 
or Chief Executive 

 
f) relocation expenses as specified in the Trust relocation and removal policy 

 
g) expense claims over 90 days will require further approval, refer to the detailed 

Scheme of Delegation 
 

h) ePay claims for travel expenses that should have been booked through the staff    
travel service, will require further approval from the Director   of Finance.    Details of 
staff and travel costs will be reported to the Audit Committee (refer to the detailed 
Scheme of Delegation) 

 
i) Non-Christie payroll staff that have incurred additional costs from their travel, can 

submit paper claims to the finance department for reimbursement of incidental 
and subsistence only. 

 
21 Hospitality 

 
Refer to the Code of Conduct Appendix 2 and detailed Scheme of Delegation. 
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22 Consultation 
 

 
22.1 The Trust should take into account the legal duties of consultation that are applicable to     

         the Trust when considering any changes to service provision at an early stage and seek  
         advice where necessary. 

 
 
22.2 National Health and Social Care Act 2012 sets out the Trust’s duty, as respect to health    

        services for which it is responsible, that persons to whom those services are being or   
        may be provided or, directly or through representatives, included in and consulted on: 

 
a) the planning of the provision of those services 

 
b) the development and consideration of proposals for changes in the way those 

services are provided 
 

c) decisions to be made by that body affecting the operation of those services 
 
 
 
22.3 Regulation 4A of the Local Authority (Overview and Scrutiny Committees Health Scrutiny  

             Functions) Regulations 2002 sets out that the Trust needs to consult with the Overview  
         and Scrutiny Committee of a Local Authority where: 

 
 

d) the Trust proposes to make an application to the regulator to vary the terms   
of its authorisation 

 
e) that application, if successful, would result in a substantial variation of the provision 

by the Trust of protected goods or services in the area of that local authority 
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Appendix 1 
 
1. QUOTATIONS, TENDERING AND CONTRACTING PROCEDURE 

 
1.1 Duty to comply with the Constitution and SFIs 

 
The procedure for making all contracts by or on behalf of the Trust shall comply with the 
Constitution and SFIs and the commercial framework (except where the constitution 4.8 
(contained in Annex 8 of the constitution of the Trust) is applied) 

 
 
1.2 Legislation and Guidance Governing Public Procurement 

 
The Trust shall comply with the Public Contracts Regulations 2015 and any relevant EC 
Directives and all requirements binding on the Trust derived from the EU Treaty relating 
to procurement by the Trust relating to the processes to be applied when awarding all forms 
of contract. Such legislation shall be incorporated into the Constitution and SFIs 

 
1.3 Reverse eAuctions 

 
The Trust shall review the use of Reverse eAuctions. Any use of Reverse eAuctions shall 
be in accordance with policies and procedures in place for the control of all the tendering 
activity carried out through Reverse eAuctions. 

 
1.4 Capital Investment 

 
The Trust shall comply with the requirements of the guidance published on capital 
investment and protection of assets in respect of capital investment and estate and property 
transactions. 

 
1.5 Written Quotations and Formal Competitive Tendering 

 
1.5.1 General Applicability 

 
Subject to paragraph 1.5.3 and 1.12 of this appendix, the Trust shall ensure that 
quotations are requested, or competitive tenders are invited for: 

 
a) the supply of goods, materials and manufactured articles 

 
b) the rendering of services including all forms of management consultancy services 

 
c) the design, construction and maintenance of building and engineering works including 

construction and maintenance of grounds and gardens 
 

d) disposals of any tangible or intangible property (including equipment, land and 
intellectual property) 

 
1.5.2 Health Care Services (and other services captured by the Light Touch Regime) 

 
Where the Trust has a requirement to procure healthcare services (and/or other services 
captured by the Light Touch Regime for the purposes of the Public Contracts Regulations 
2015) (whether by way of sub-contract or otherwise) the Trust shall consider its duties 
under the EU Treaty and whether such service requirement should be advertised. 
 
Where the Trust considers that the circumstances require it to advertise for the supply 
of healthcare services (and/or other services captured by the Light Touch Regime for the 
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purposes of the Public Contracts Regulations 2015), the Constitution and SFIs w i l l  
apply although at all times the Trust should consider its duties under paragraph 1.2 of this 
appendix above. 

 
1.5.3 Exceptions and instances where a minimum of 3 written quotations need not 

be obtained or formal tendering need not be applied 
 

A minimum of 3 written quotations need not be obtained where: 
 

(a) the estimated expenditure or income does not, or is not reasonably expected to 
exceed £10,000 (excluding VAT) (such amount to be reviewed annually by the 
Board) 

 
Formal tendering procedures need not be applied where: 

 
(b) the estimated expenditure or income does not or is not expected to exceed 

£50,000 (excluding VAT); such amount to be reviewed annually by the Board 
 
 A minimum of 3 written quotations need not be obtained or formal tendering procedures 

need not be applied where: 
 

(c) the supply can be obtained under a framework agreement that has itself been 
procured in compliance with the duties set out at paragraph 1.2 of this appendix 
above   and   where   the   Trust   is   entitled   to   access    such    framework 
agreement 

 
(d) where under SFI 14, in the case of disposal of assets, formal tendering procedures 

are not always required 
 

(e) where the requirement is covered by an existing contract 
 

(f) where a consortium arrangement is in place and a lead organisation has been 
appointed to carry out tendering activity on behalf of the consortium members 
including the Trust 

 
(g) where 3 or more requests for quotations/tenders are issued and less than 3 

responses are received 
 

Subject to the duties at paragraph 1.1 and 1.2 of this appendix (and to obtaining 
appropriate advice from the Trust’s procurement department and where considered 
necessary external professional advice) for estimated expenditure or income exceeding 
£10,000 but below the Public Contracts Regulations threshold, the need to obtain a minimum 
of 3 written quotations or undertake formal tendering procedures may be waived in the 
following circumstances: 

 
(h) in exceptional circumstances where the Chief Executive   decides that formal 

tendering procedures would not be practicable or the estimated expenditure or 
income would not warrant formal tendering procedures, and the circumstances are 
detailed in an appropriate Trust record 

 
(i) where the timescale genuinely precludes competitive tendering. However, failure 

to plan the work properly may not be regarded as a justification for a single tender 
 

(j) where specialist goods/service or expertise is required and can be demonstrated to 
be available from only one source, this will include the provision of maintenance 
services licenses, membership and subscriptions
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(k) where the requirement is for equipment which has been approved by the Medical 
Devices and Procurement Committee as Trust standard and detailed on the “Trust 
standard list” 

 
(l) where the requirement is essential to complete or maintain continuity with an earlier 

project, and engaging with an alternative provider for the additional/associated work 
or task would be impracticable 

 
(m) where there are a limited number of suppliers in the market, and it is not possible to 

request a minimum of 3 written quotations or tenders 
 

(n) for the provision of legal advice and services providing that any legal firm for England 
or Wales for the conduct of their business (or by the Bar Council for England 
and Wales in relation to the obtaining of Counsel’s opinion) and are generally 
recognised as having sufficient expertise in the area of work for which they are 
commissioned 

 
The Director of Finance will ensure that any fees paid are reasonable and within 
commonly accepted rates for the costing of such work. 

 
The waiving of formal tendering procedures should not be used to avoid 
competition or for administrative convenience or to award further work to a supplier 
or consultant originally appointed through a competitive procedure. 

 
Where it is decided that obtaining a minimum of 3 written quotations or formal 
tendering is not applicable and should be waived, in accordance with (h) to 
(n) above, the fact of the waiver and the reasons, should be documented and 
recorded in an appropriate trust record and reported to the Audit Committee at the 
next meeting scheduled to consider the waiver of requirements to tender formally. 
For this purpose, the completion of a waiver must be undertaken. The Audit 
Committee shall consider such waivers at alternate meetings. 

 
 
1.5.4 Fair transparent and adequate competition 

 
 

Except where the exceptions set out at paragraph 1.5.3 of this appendix apply and permit 
the use of a single tender action, the Trust shall ensure that for all invitations to tender, 
whether regulated by the Public Contracts Regulations 2016 or not, that the tender 
process adopted is considered in a fair and transparent manner. Where a tender process 
is conducted the Trust shall, in order to assure that best value is obtained, invite tenders 
from a sufficient number of firms/individuals to provide fair and adequate competition as 
appropriate, and in no case less than three firms/individuals, having regard to their 
capacity to supply the goods or materials or to undertake the services or works required. 

 
 
1.5.5 Use of framework  

 

Where the Trust is satisfied under its duties at paragraph 1.2 of this appendix above that 
an open tender process is not necessary, the Trust shall ensure that the firms/individuals 
invited to tender (and where appropriate, quote) are among those on approved 
framework (if such a list is maintained by the Trust or accredited body for such goods, 
services or works).   
 
Where, in the opinion of the Director of Finance, it is desirable to seek tenders from firms 
not on the approved framework, the reason shall be recorded in writing (see paragraph 
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1.6.9 of this appendix below List of Approved Firms). A framework agreement is a formal 
agreement with selected (shortlisted) suppliers under which specific purchases can be made. 
Framework agreements may allow for further (mini) competitions between the suppliers or 
direct award.   
 

1.5.6 Requirements that subsequently breach thresholds after original approval 
 

(a) Requirements estimated to be below the limits set in this SFIs for which formal 
tendering procedures are not used which subsequently prove to have a value above 
such limits shall be reported to the Chief Executive and be recorded in an appropriate 
Trust record. 

 
(b)  Requirements that subsequently breach original contract approval amount (below 

Public Contracts Regulations threshold): 
 

 If following approval of a contract award the contract value needs to increase 
by 50% or more, then approval will need to be obtained by the original 
approval process for the excess amount. 

 

 
 Increases to the original contract value which take the contract value above 

the Public Contracts Regulations threshold, advice must be sought from 
the procurement department before submission to determine if a tendering 
exercise is required, and if not, which approval process needs to be followed. 
 

(c)  Requirements that subsequently breach original contract amount (above Public 
Contracts Regulations threshold): 

 
• If following a contract award approval, the contract value needs to increase 

by 50% or more, then approval will need to be obtained by the original 
approval process for the excess amount. A s this could be a breach of the 
Public Contracts Regulations, advice must be sought from the procurement 
department as this may require a retendering exercise. 

 
 
1.6 Contracting/Tendering Procedure 

 

 
1.6.1 General position on tenders 

 
 

a) Except where the exceptions set out in paragraph 1.5.3 of this appendix above 
apply a minimum of three invitations to tenders are to be invited where the 
intended expenditure or income is reasonably expected to be £50,000 (excluding 
VAT) or above but is not reasonably expected to exceed the Public Contracts 
Regulations threshold (including VAT). 

 
b) Tenders should be obtained from at least three firms/individuals based on 

specifications or terms of reference prepared by, or on behalf of, the Trust 
 

c) The Trust uses an e-tendering system to issue and receive all tenders 
electronically. 

 
1.6.2 Invitation to tender 

 
a) All invitations to tender shall state the date and time that is the latest time for the 

receipt of tenders. 
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b) All invitations to tender shall state that no tender will be accepted unless: 

i) submitted electronically using the e-tendering system, or 
 

ii) in exceptional circumstances, i.e., where it is not possible to submit 
electronically using the e-tendering system; submitted in a plain sealed 
package or envelope bearing a pre-printed label supplied by the trust (or the 
word "tender" followed by the tender reference and the subject to which it 
relates) and the latest date and time for the receipt of such tender addressed 
to the Chief Executive or nominated manager. Any such tender envelopes/ 
packages shall not bear any names or marks indicating the sender. The use 
of courier/postal services must not identify the sender on the envelope or 
on any receipt so required by the deliverer. 

 
c) Every tender for goods, materials, services or disposals shall contain and comprise 

appropriate terms and conditions regulating the conduct of the tender and shall contain 
appropriate terms and conditions on which the contract is to be awarded and shall be 
substantively based to regulate the provision of the goods, materials, services to be 
provided or in relation to the disposal. 

 
d) Every tender for building or engineering works (except for maintenance work, when 

Estman code guidance is followed) must contain terms and conditions on which the 
contract is awarded substantively based on the terms of the current edition of a suitable 
and recognised industry form of contract including but not limited to one of the Joint 
Contracts Tribunal Standard Forms of Building Contract or the NEC standard forms of 
contract or Department of the Environment (GC/Wks) Standard forms of contract. 

 
e) When the content of the work is primarily engineering, the general conditions of contract 

recommended by the Institution of Mechanical and Electrical Engineers or the (ACE) 
Association of Consulting Engineers (Form A), or (in the case of civil engineering work) 
the general conditions of contract recommended by the Institute of Civil Engineers, the 
Association of Consulting Engineers and the Federation of Civil Engineering Contractors. 
The form of contract can be amended (in minor respects only), to the specific 
requirements of the individual projects. 

 
1.6.3 Receipt and safe custody of tenders 

 
a) Electronic tenders 

 
Tenders will be held and locked electronically until the time and date allocated 
for opening. 
 

b) Hard copy tenders (accepted in exceptional circumstances only) 
 

The Chief Executive or their nominated officer will be responsible for the receipt, 
endorsement and safe custody of tenders received until the time appointed for 
their opening. 

 
The date and time of receipt of each tender shall be endorsed by the Chief 
Executive or their nominated officer on the tender envelope/package. 

 
 

1.6.4 Opening tenders and register of tenders 
 

a) Electronic tenders 
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i) The Chief Executive will designate and agree a list of officers who will   be   able   

to   access   the    electronic tenders and release them once the sealed date and 
time has passed. This list will exclude the originating manager. 

 
ii) A full electronic record of the tenders received will be available in accordance with 

the agreed parameters of the system. 
 

b) Hard copy tenders (accepted in exceptional circumstances only) 
 

i) As soon as practicable after the date and time stated as being the latest time 
for the receipt of tenders, every tender received shall be opened by two senior 
officers/managers designated by the Chief Executive.  Such nominated officers 
should not be from the originating department. 

ii) A member of the Board will be required to be one of the two approved persons 
present for the opening of tenders estimated above £100,000 (excluding VAT). 
The rules relating to the opening of tenders will need to be   read in conjunction 
with any delegated authority set out in the Reservation of Powers and detailed 
Scheme of Delegation document. 

 
iii) The ‘originating’ department will be taken to mean the department sponsoring or 

commissioning the tender 
 

iv) The involvement of Finance Directorate staff in the preparation of a tender proposal 
will not preclude the Director of Finance or any approved senior manager from 
the Finance Directorate from serving as one of the two senior managers to open 
tenders. 

 
v) All Executive Directors will be authorised to open tenders regardless of whether 

they are from the originating department provided that the other authorised 
person opening the tenders with them is not from the originating department. 

 
The Company Secretary will count as a Director for the purposes of opening tenders. 

 
vi) Every tender received shall be marked with the date of opening and initialed by 

those present at the opening. 
 

vii) A register shall be maintained by the Chief Executive, or a person authorised by 
them, to show for each set of competitive tender invitations dispatched: 

 
- the name of all firms/individuals invited 
- the names of firms/individuals from which tenders have been received 
- the date the tenders were opened 
- the persons present at the opening 
- the price shown on each tender 
- a note where price alterations have been made on the tender 
- Each entry to this register shall be signed by those present 

 
A note shall be made in the register if any one tender price has had so many 
alterations that it cannot be readily read or understood. 
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viii) Incomplete tenders, i.e.  those from which information necessary for evaluation of 

the tender is missing, and amended tenders i.e., those amended by the tenderer 
upon their own initiative either orally or in writing after the due time for receipt, 
but prior to the opening of other tenders may at the discretion of the Chief Executive 
or their  nominated officer be rejected, provided that the terms and conditions 
applicable to such tender process permit such rejection. 
 

1.6.5 Admissibility of Tenders 
 

a) If for any reason the nominated officers are of the opinion that the tenders received 
are not competitive (for example, because their numbers are insufficient or any 
are amended, incomplete or qualified) no contract shall be awarded without the 
approval of the Chief Executive. 

 
b) Where only one tender is sought and/or received, the Chief Executive and Director of 

Finance shall, as far as practicable, ensure that the price to be paid is fair and 
reasonable and will ensure value for money for the Trust. 

 
1.6.6 Late tenders 

 
a) Tenders received after the due time and date, but prior to the opening of the other 

tenders, may be considered only if the Chief Executive or their nominated officer 
decides that there are exceptional circumstances, for example a tender dispatched in 
good time but delayed through no fault of the tenderer. 

 
b) Only in the most exceptional circumstances will a tender be considered which is 

received after the opening of the other tenders and only then if the tenders that have 
been duly opened have not left the custody of the Chief Executive or their 
nominated officer or if the process of evaluation has not started. 

 
c) While decisions as to the admissibility of late, incomplete or amended tenders are 

under consideration, the tender documents shall be kept strictly confidential, 
recorded, and held in safe custody by the Chief Executive or their nominated officer. 

 
1.6.7 Acceptance of formal tenders 

 
a) Any discussions with a tenderer which are deemed necessary to clarify technical 

aspects of his tender before the award of a contract will not disqualify the tender. 
 

b) The Trust shall accept the most economically advantageous tender unless there are 
good and sufficient reasons to the contrary. Such reasons shall be set out in either 
the contract file, or other appropriate record. 

 
It is accepted that for professional services such as management consultancy, the 
lowest price does not always represent the best value for money. Other factors 
affecting the success of a project include: 

 
i) experience and qualifications of team members 

 
ii) understanding of client’s needs 

 
iii) feasibility and credibility of proposed approach 

 
iv) ability to complete the project on time 
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The factors considered in selecting a tenderer must be clearly recorded and 
documented in the contract file, and the reason(s) for not accepting the lowest priced 
tender (if payment is to be made by the Trust) or the highest (if payment is to be 
received by the Trust) clearly stated. 

 
c) No tender shall be accepted which will commit expenditure in excess of that which has 

been allocated by the Trust and which is not in accordance with these SFIs except 
with the authorisation of the Chief Executive or Director of Finance. 

 
 

d) Variation to contract must follow the business case and tender award approval 
process. 

 
e) The use of these procedures must demonstrate that the award of the contract was: 

 
i) not in excess of the going market rate price current at the time the 

contract was awarded 
 

ii) that best value for money was achieved 
 

f) All tenders should be treated as confidential and should be retained for inspection. 
 
 
1.7 Quotations 

 
 
1.7.1 General position on quotations 

 
Except where the exceptions set out at paragraph 1.5.3. of this appendix apply, a 
minimum of three written quotations are required where formal tendering procedures are 
not adopted and where the intended expenditure or income exceeds or is reasonably 
expected to be £10,000 (excluding VAT) or above but is not reasonably expected to 
exceed £50,000 (excluding VAT). 

 
 
1.7.2 Quotations 

 
a) Quotations should be obtained from at least three firms/individuals based on 

specifications or terms of reference prepared by, or on behalf of, the Trust. 
 

b) All quotations for any requirement estimated to be £10,000 (excluding VAT) 
or above should be in writing unless the Chief Executive or t h e i r  
nominated officer determines that it is impractical to do so in which case 
quotations may be obtained verbally. Confirmation of verbal quotations should 
be obtained as soon as possible and the reasons why, a verbal quotation 
was obtained should be set out in a permanent record. 

 
c)  All quotations should be treated as confidential and should be retained for 

inspection. 
 

d) The Chief Executive or their nominated officer should evaluate the quotation 
and select the quote which gives the best value for money. If this is not the 
lowest quotation if payment is to be made by the Trust, or the highest if 
payment is to be received by the Trust, then the choice made, and the 
reasons why should be recorded in a permanent record. 

 

218



 

 

50 
 

 
1.7.3 Quotations to be within financial limits 

 
No quotation shall be accepted which will commit expenditure in excess of that which has 
been allocated by the Trust and which is not in accordance with SFIs or the relevant 
delegation in the Reservation of Powers and detailed Scheme of Delegation except with 
the authorisation of either the Chief Executive or Director of Finance. 
 
 

1.8 Authorisation of Tenders and Competitive Quotations 
 

Providing all the conditions and circumstances set out in these SFIs have been 
fully complied with, formal authorisation and awarding of a contract will be as set out in 
the Reservation of Powers and detailed Scheme of Delegation. 
 
Formal authorisation must be put in writing. In the case of authorisation by the Board 
this shall be recorded in their minutes. 

 
1.9 Private Finance for capital procurement (in conjunction with SFI 12) 

 
When the Board proposes, or is required, to use finance provided by the private sector 
the following should apply: 

 
(a)  the Chief Executive shall demonstrate that the use of private finance represents 

value for money as against a public sector comparator and genuinely transfers 
risk to the private sector 

 
(b)  the Trust must seek all applicable approvals and the requirements of all guidance 

by the regulator including Risk Evaluation for Investment Decisions by NHS 
Foundation Trusts 

 
(c) the proposal must be specifically agreed by the Board 

 
(d) the selection of a contractor/finance company must be based on competitive 

tendering or quotations compliant with the duties set out at paragraph 1.2 of this 
appendix above 

 
1.10 Compliance requirements for all contracts 

 

 
The Board may only enter into contracts on behalf of the Trust within the statutory powers 
of the Trust. 

 
1.11 Personnel and Agency or Temporary Staff Contracts 

 
The Chief Executive shall nominate officers with delegated authority to enter into 
contracts of employment, regarding staff, agency staff or temporary staff service 
contracts. 

 
1.12 Disposals 

 
Competitive Tendering or Quotation procedures shall not apply to the disposal of: 

 
a) any matter in respect of which best value can be obtained only by negotiation 

or sale by auction as determined (or pre-determined) by the Chief Executive or 
t h e i r  nominated officer 
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b) obsolete or condemned articles and stores, which may be disposed of in 

accordance with the supplies policy of the Trust 
 

c) items to be disposed of with an estimated sale value of less than £1,000; this 
figure to be reviewed on a periodic basis 

 
 
1.13 In-house services 

 
1.13.1 The Chief Executive shall be responsible for ensuring that best value for money can 

be demonstrated for all services provided on an in-house basis. The Trust may also 
determine from time to time that in-house services should be bench-marked, or market 
tested by competitive tendering. 

 
1.13.2 In all cases where the Board determines that in-house services should be subject to 

competitive tendering the following groups shall be set up: 
 

a) specification group, comprising the Chief Executive or nominated officer/s and a 
relevant specialist in that field 

 
b) in-house tender group, comprising a nominee of the Chief Executive and 

technical support 
 

c) evaluation team, comprising normally a specialist officer, a supplies officer and 
a representative of the Director of Finance. For services having an expected 
annual expenditure exceeding £100,000, an Executive or Non-Executive Director 
should be a member of the evaluation team. 

 
1.13.3 All groups should work independently of each other, and individual officers may be a 

member of more than one group, but no member of the in-house tender group may 
participate in the evaluation of term. 

 
1.13.4 The evaluation team shall make recommendations to the Board following any benchmarking 

process or a market testing exercise carried out pursuant to paragraph 1.2 above. 
 
1.13.5 The Chief Executive shall nominate an officer to oversee any market testing or benchmarking 

exercise including an in-house bid on behalf of the Trust. 
 

These S F I s  shall not only apply to expenditure from exchequer funds but also to 
works, services and goods purchased from the Trust’s private resources. 
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Appendix 2 
 

 
January 2012 

 
 
 

Code of Conduct for Directors and 
Employees 
For NHS staff 
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Appendix 3 – Letter below 
 
 
 
Letter 3 – Delegated ePay authorisation 
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Wilmslow Road 

Manchester 
M20 4BX 

 
Direct tel: 0161 446  xxxx 

Switchboard tel: 0161 446 3000 
Email : first.second@nhs.net 

 Web: www.christie.nhs.uk 
 
 

Date 
 
 
 
 
To the Head of Financial Systems 

 
 
 
 
Delegated Responsibilities for nominated officer for ePay 

 
 
 
 
As an authorised signatory from Level 1 - 3 (a) identified in the Scheme of Delegation, I hereby 
formally delegate to INSERT NAME OF NOMINEE with immediate effect, to act as an authorising 
officer for the approvals of expenses and salaries through the ePay system. 

 
I have the assurance that; 

 
   The approval process for salary enhancements outside of ePay will satisfy audits requirements 

and be checked and approved by an authorised signatory before submission to ePay. 
 

   The nominee has completed ePay training and has the technical competence and 
understanding that each ePay entry must be checked before approval of each submission. 

 
 
This is in line with section 1.4 of the Trust Standing Financial Instructions. 

 
 
 
 
Kind regards 

 
 
 
 
print name 

sign name 

position 

223

mailto::%20first.second@nhs.net
http://www.christie.nhs.uk/


55
 

 

 

 

Appendix 4 
 
January 1993 

 

Standards of 
Business conduct 
For NHS staff 

 

 

B1784-nhse-standards-of-business-conduct-policy.pdf (england.nhs.uk)
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Part A 
 
Prevention of corruption acts 1906 and 1916 - summary of main provisions 

 
Acceptance of gifts by way of inducements or rewards 

 
1. Under the prevention of corruption acts, 1906 and 1916, it is an offence for employees corruptly 

to accept any gifts or consideration as an inducement or reward for: 
 
 

• doing, or refraining from doing, anything in their official capacity; or 
 

• showing favour or disfavour to any person in their official capacity 
 
2  Under the prevention of corruption act 1916, any money, gift or consideration received by an 

employee in public service from a person or organisation holding or seeking to obtain a 
contract will be deemed by the courts to have been received corruptly unless the employee 
proves the contrary. 
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Part B 
Department of Health (DoH) – general guidelines 

Introduction 

1. These guidelines, which are intended by the DoH to be helpful to all NHS employers (i) and 
their employees, re-state and reinforce the guiding principles previously set out in circular 
HM (62) 21 (now cancelled), relating to the conduct of business in the NHS. 

 
 
Responsibility of NHS employers 

 
2 NHS employers are responsible for ensuring that these   guidelines are brought to the 

attention of all employees; also, that machinery is put in place for ensuring that they are 
effectively implemented. 

 
 
Responsibility of NHS staff 

 
3 It is the responsibility of staff to ensure that they are not placed in a position which risks, or 

appears to risk, conflict between their private interests and their NHS duties. This primary 
responsibility applies to all NHS staff, i.e. Those who commit NHS resources directly (e.g., By 
the ordering of goods) or those who do so indirectly (e.g., By the prescribing of medicines). 
A further example would be staff who may have an interest in a private nursing home and 
who are involved with the discharge of patients to residential facilities. 

 

 
 
Guiding principle in conduct of public business 

 
4 It is a long- e s t a b l i s h e d  principle that public sector bodies, which include the NHS, must 

be impartial    and honest in the conduct of their business, and that their employees should 
remain beyond suspicion. It is also an offence under the prevention of corruption acts 1906 
and 1916 for an employee corruptly to accept any inducement or reward for doing, or 
refraining from doing anything, in his or her official capacity, or corruptly showing favour, or 
disfavour, in the handling of contracts (see part a). 

 

 
 

Staff will need to be aware that a breach of the provisions of these acts renders them liable 
to prosecution and may lead to loss of their employment and superannuation rights in the 
NHS. 

 
 
Principles of conduct in the NHS 

 
5 NHS staff is expected to: 

 
 

 ensure that the interest of patients remains paramount at all times 
 

 be impartial and honest in the conduct of their official business 
 

 

        use the public funds entrusted to them to the best advantage of the service, 
always ensuring value for money 
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6 It is also the responsibility of staff to ensure that they do not: 
 

abuse their official position for personal gain or to benefit their family or friends 
 

 
 

seek to advantage or further private business or other interests, in the course of their official 
duties 

 
 
Implementing the guiding principles 

Casual gifts 

7 Casual gifts offered by contractors or others, e.g. At Christmas time, may not be in any way 
connected with the performance of duties so as to constitute an offence under the prevention 
of corruption acts. Such gifts should nevertheless be politely but firmly declined. Articles of 
low intrinsic value such as diaries or calendars, or small tokens of gratitude from patients or 
their relatives, need not necessarily be refused. In cases of doubt staff should either consult 
their line manager or politely decline acceptance. 

 

 
 
Hospitality 

 
8 Modest hospitality provided it is normal and reasonable in the circumstances, e.g. Lunches in 

the course of working visits, may be acceptable, though it should be similar to the scale of 
hospitality which the NHS as an employer would be likely to offer. 

 

 
 
9 Staff should decline all other offers of gifts, hospitality or entertainment. If in doubt they should 

seek advice from their line manager. 
 

 
 
Declaration of interests 

 
10 NHS employers need to be aware of all cases where an employee, or his or her close relative 

or  associate, has a controlling and/or significant financial interest in a business (including a 
private      company,    public    sector    organisation,    other    NHS    employer    and/or 
voluntary organisation), or in any other activity or pursuit, which may compete for an NHS 
contract to supply either goods or services to the employing authority. 

 
 
11 All NHS staff should therefore declare such interests to their employer, either on starting 

employment or on acquisition of the interest, in order that it may be known to and in no way 
promoted to the detriment of either the employing authority or the patients whom it serves. 

 

 
 
12 One particular area of potential conflict of interest that may directly affect patients is when 

NHS staff holds a self-beneficial interest in private care homes or hostels.  While it is for staff to 
declare     such interests to their employing authority, the employing authority has a responsibility 
t o  introduce whatever measures it considers necessary to ensure that its interests and those 
of patients are adequately safeguarded. This may for example take the form of a contractual 
obligation on staff to declare any such interests. Advice on professional conduct issued by the 
general medical council recommends that when a  doctor refers a patient to a private care home 
or hostel in which they have an interest, the patient must be informed of that interest before referral 
is made. 
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13 In determining what needs to be declared, employers and employees will wish to be guided 

by the principles set out in paragraph 5 above. 
 
 
14 NHS employers should: 

 
 
 

ensure that staff are aware of their responsibility to declare relevant interests (perhaps by 
including a clause to this effect in staff contracts) 

 
 
 

consider keeping registers of all such interests and making them available for inspection by 
the public 

 

 
 

develop a local policy, in consultation with staff and local staff interests, for implementing this 
guidance. This may include the disciplinary action to be taken if an employee fails to declare a 
relevant interest, or is found to have abused his or her official position, or knowledge, for the 
purpose of self-benefit, or that of family or friends 

 
 
Preferential treatment in private transactions 

 
15 Individual staff must not seek or accept preferential rates or benefits in kind for private 

transactions carried out with companies with which they   have had, or may have, official 
dealings on behalf of their NHS employer. (this does not apply to concessionary agreements 
negotiated with companies by NHS management, or by recognised staff interests on behalf of 
all staff - for example, NHS staff benefits schemes). 

 
 
Contracts 

 
16 All staff who are in contact with suppliers and contractors (including external consultants), and 

in particular those who are authorised to sign purchase orders, or place contracts for goods, 
materials or services, are expected to adhere to professional standards of the kind set out in 
the ethical code of the chartered institute of purchasing and supply (CIPS), reproduced at part c 
below. 

 

 
 
Favouritism in awarding contracts 

 
17 Fair and open competition between prospective contractors or suppliers for NHS contracts is a 

requirement of the Constitution and of EC directives on public purchasing for works and supplies. 
This means that: 

 
 

  no private, public or voluntary organisation or company which may bid for NHS business 
should be given any advantage over its competitors, such as advance notice of NHS 
requirements. This applies to all potential contractors, whether or not there is a relationship 
between them and the NHS employer, such as a long-running series of previous contracts 
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  each new contract should be awarded solely on merit, taking into account the requirements 
of the NHS and the ability of the contractors to fulfil them 

 
 

18 NHS employers should ensure that no special favour is shown to current or former employees 
or their close relatives or associates in awarding contracts to private or other businesses run by 
them or employing them in a senior or relevant managerial capacity. Contracts may be awarded 
to such businesses where they are won in fair competition against other tenders, but scrupulous 
care must be taken to ensure that the selection process is conducted impartially, and that 
staff that are known to have a relevant interest play no part in the selection. 

 

 
 

Warnings to potential contractors 
 

19 NHS employers will wish to ensure that all invitations to potential contractors to tender for 
NHS business include a notice warning tenderer of the consequences of engaging in any 
corrupt practices involving employees of public bodies. 

 
 

Outside employment 
 

20 NHS employees are advised not to engage in outside employment that may conflict with 
their NHS work or be detrimental to it. 

 
 

They are advised to tell their NHS employing authority if they think they may be risking a 
conflict of interest in this area: the NHS employer will be responsible for judging whether the 
interests of patients could be harmed, in line with the principles in paragraph 5 above. NHS 
employers may wish to consider the preparation of local guidelines on this subject. 

 
 

Private practice 
 

21 Consultants (and associate specialists) employed under the terms and conditions of service 
of   hospital medical and dental staff are permitted to carry out private practice In NHS 
hospitals subject to the conditions outlined in the handbook “a guide to the management of 
private   practice in the NHS". (see also pm (79) 11). Consultants who have signed new 
contracts with trusts will be subject to the terms applying to private practice in those contracts. 

 

 
 

22 Other grades may undertake private practice or work for outside agencies, providing they do 
not do so within the time they are contracted to the NHS, and they observe the conditions in 
paragraph 20 above. All hospital doctors are entitled to fees for other work outside their 
NHS contractual duties under "category 2" (paragraph 37 of the tcs of hospital medical and 
dental staff), e.g., Examinations and reports for life insurance purposes. Hospital doctors and 
dentists in training should not undertake locum work outside their contracts where such work 
would be in breach of their contracted hours. Career grade medical and dental staff employed 
by NHS trusts may agree terms and conditions different from the national terms and conditions 
of service. 
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Rewards for initiative 
 
23 NHS employers should ensure that they are in a position to identify potential intellectual 

property  rights (IPR), as and when they arise, so that they can protect and exploit them 
properly, and thereby ensure that they receive any rewards or benefits (such as royalties) in 
respect of work  commissioned from third parties, or work carried out by their employees in 
the  course  of  their   NHS  duties.   Most IPR are protected by statute, e.g.,   Patents are 
protected   under   the   patents act 1977 and copyright (which includes software programmes) 
under the copyright designs and patents act 1988. To achieve this NHS employers should build   
appropriate   specifications and    provisions   into   the   contractual arrangements that they 
enter into before   the work is commissioned or begins. They should always seek legal advice 
if in any doubt in specific cases. 

 
 
24 With regard to patents and inventions, in certain defined circumstances the patents act gives 

employees a right to obtain some reward for their efforts, and employers should see that this 
is affected. Other rewards may be given voluntarily to employees who within the course of 
their employment have produced innovative work of outstanding benefit to the NHS. Similar 
rewards   should be voluntarily applied to other activities such as giving lectures and publishing 
books and articles. 

 
 
25 In the case of collaborative research and evaluative exercises with manufacturers, NHS 

employers should see that they obtain a fair reward for the input they provide. If such an 
exercise involves additional work for an NHS employee outside that paid for by the NHS 
employer under his or her contract of employment, arrangements should be made for some 
share of any rewards or benefits to be passed on to the employee(s) concerned from the 
collaborating parties. Care should however be taken that involvement in this type of 
arrangement with a manufacturer does not influence the purchase of other supplies from 
that manufacturer. 

 

 
 
Commercial sponsorship for attendance at courses and conferences 

 
26 Acceptance by staff of commercial sponsorship for attendance at relevant conferences and 

courses is acceptable, but only where the employee seeks permission in advance and the 
employer is satisfied that acceptance will not compromise purchasing decisions in any way. 

 

 
 
27 On occasions when NHS employers consider it necessary for staff advising on the purchase 

of   equipment to inspect such equipment in operation in other parts of the country (or 
exceptionally, overseas), employing authorities will themselves want to consider meeting the 
cost, so as to avoid putting in jeopardy the integrity of subsequent purchasing decisions. 

 
 
Commercial sponsorship of posts – “linked deals” 

 
28 Pharmaceutical companies, for example, may offer to sponsor, wholly or partially, a post for 

an employing authority. NHS employers should not enter into such arrangements, unless it 
has been made abundantly clear to the company concerned that the sponsorship will have 
no effect on purchasing decisions with the authority. Where such sponsorships accepted, 
monitoring arrangements should be established to ensure that purchasing decisions are not, 
in fact, being influenced by the sponsorship agreement. 
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Under no circumstances should employers agree to “linked deals” whereby sponsorship is 
linked to the purchase of particular products, or to supply from particular sources. 

 
“Commercial in-confidence” 

 
29 Staff should be particularly careful of using, or making public, internal information of a 

“commercial in confidence” nature, particularly if its disclosure would prejudice the principle 
of a   purchasing system based on fair competition. This principle applies whether private 
competitors or other NHS providers are concerned, and whether or not disclosure is prompted 
by the expectation of personal gain (see paragraphs 16 – 18 above and Part E). 

 
 
30 However, NHS employers should be careful about adopting a too restrictive view on this 

matter.  It should certainly not be a cause of excessive secrecy on matters which are not 
strictly commercial per se. For example, the term “commercial in confidence” should not be 
taken to   include information about service delivery and activity levels, which should be publicly 
available. Nor should it inhibit the free exchange of data for medical audit purposes, for 
example, subject to the normal rules governing patient confidentiality and data protection. In 
all circumstances the overriding consideration must be the best interests of patients. 

 

 
 
(i) in these guidelines "NHS employer" means all "for action' addressees listed on the title page of 

HSG (93) 5. 
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Part C 
 

Action checklist for NHS managers 
 

References are to paragraphs in Part B of “Standards of business conduct for NHS staff” 
(Annex to HSG(93)5) 

 
You must: 

 
   Ensure that all staff are aware of this guidance (2) and (4); 
   Develop a local policy and implement it (2 and 14); 
   Show no favouritism in awarding contracts (e.g., to businesses run by employees, ex-employees 

or their friends or relatives) (17 – 18); 
   Include a warning against corruption in all invitations to tender (19); 
   Consider requests from staff for permission to undertake additional outside employment (20); 
   Apply the terms of PM (79)11 concerning doctors’ engagements in private practice (21). 
   Receive rewards or royalties in respect of work carried out by employees in the course of their 
   NHS work and ensure that such employees receive due rewards (24). 
   Similarly ensure receipt of rewards for collaborative work with manufacturers, and pass on to 

participating employees (25); 
   Ensure that acceptance of commercial sponsorship will not influence or jeopardise purchasing 

decisions (26-27); 
   Refuse “linked deals” whereby sponsorship of staff posts is linked to the purchase of particular 

products or supply from particular sources (28); 
   Avoid excessive secrecy and abuse of the term “commercial in confidence” (30). 
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Part D 
Short guide for staff 

 
References are to paragraphs in Part B of “Standards of business conduct for NHS staff” 

(Annex to HSG(93)5) 
 

Do: 
 

   Make sure you understand the guidelines on standards of business conduct and consult your line 
managers if you are not sure. 

    Make sure you are not in a position where your private interests and NHS duties may conflict (3); 
   Declare to your employer any relevant interests (10-14). If in doubt, ask yourself: 

 

i) am I, or might I be, in a position where I (or my family/friends) could gain from the 
connection between my private interests and my employment? 

 

ii) do I have access to information which could influence purchasing decisions? 
 

iii) could my outside interest be in any way detrimental to the NHS or to patients’ interests? 
 

iv) do I have any other reason to think I may be risking a conflict of interest? 
 
 
 

If still unsure – Declare it! 
 

  Adhere to the ethical code of the Institute of Purchasing and Supply if you are involved in any 
way with the acquisition of goods and services (16); 
  Seek your employer’s permission before taking on outside work, if there is any question of it 
adversely affecting your NHS duties (20). (Special guidance applies to doctors); 
  Obtain your employer’s permission before accepting any commercial sponsorship (26); 

 
 

Do not: 
 
 
 

Accept any gifts, inducements or inappropriate hospitality (see 7 – 9) 
Abuse your past or present official position to obtain preferential rates for private deals (15) 
Unfairly advantage one competitor over another (17) or show favouritism in awarding contracts 
(18) 
Misuse of make available official “commercial in confidence” information (29). 
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Part E 
 
THE CHARTERED INSTITUTE OF PURCHASING AND SUPPLY 

 
 
CODE OF CONDUCT 

 
 
As a member of The Chartered Institute of Purchasing & Supply, I will: 

 
 
Enhance and protect the standing of the profession, by: 

 
 

    Never engaging in conduct, either professional or personal, which would bring the 
profession or the Chartered Institute of Purchasing & Supply into disrepute 

    Not accepting inducements or gifts (other than any declared gifts of nominal value 
which have been sanctioned by my employer) 

    Not allowing offers of hospitality or those with vested interests to influence, or be 
perceived to influence, my business decisions 

    Being aware that my behaviour outside my professional life may have an effect on 
how I am perceived as a professional. 

 
 
 
 
Maintain the highest standard of integrity in all business relationships, by: 

 
Rejecting any business practice which might reasonably be deemed improper Never 
using my authority or position for my own financial gain 
Declaring to my line manager any personal interest that might affect, or be seen by 
others to affect, my impartiality in decision making 

    Ensuring that the information I give in the course of my work is accurate and not 
misleading 
Never breaching the confidentiality of information, I receive in a professional capacity 
Striving for genuine, fair and transparent competition 
Being truthful about my skills, experience and qualifications. 

 
 
 
Promote the eradication of unethical business practices, by: 

 
 

    Fostering awareness of human rights, fraud and corruption issues in all my business 
relationships 

    Responsibly managing any  business  relationships  where  unethical  practices  may 
come to light, and taking appropriate action to report and remedy them 

    Undertaking due diligence on appropriate supplier relationships in relation to forced 
labour (modern slavery) and other human rights abuses, fraud and corruption 

    Continually developing my knowledge of forced labour (modern slavery), human rights, 
fraud and corruption issues, and applying this in my professional life 
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Agenda item 29/23b 

 
Board of Directors meeting 

 
Thursday 28th September 2023 

 
Trust proposal of nomination of FT Trustee to Christie Charity Board 

 
1.  Introduction 

This paper asks the Board of Directors to consider a recommendation on the 
replacement Foundation Trust trustee following the end of the term of office of the 
current Chair and charity trustee, Chris Outram.  

 
4. Process 

In line with the approved Articles of Association (AoA), the Christie Charity is required 
to have 9 Trustees: 4 Foundation Trust Trustees and 5 non- Foundation Trust 
Trustees.  
 
The Trust provides two ex officio officers, the postholders of 1) the Trust Chief 
Executive role and 2) the postholder of the Director of Finance role as well as 2 
nominated FT Trustees. 
 
In line with the agreed articles, the Executive of the Trust are responsible for making 
a recommendation to the Board of Directors as to who they will nominate to be the 
other two FT Trustees. It is noted that the FT does not have to nominate members of 
its own Board but will select the individuals based on their ability to bring value to the 
Charity Board. The FT Board is required to approve these 2 Trustee nominations. 
The term for the nominated FT Trustees in the AoA is 3 years followed by two further 
terms of three years. 
 
The Board of Directors agreed that the 2 nominated FT Trustees from 1st April 2023 
were Kathryn Riddle, and Chris Outram, Chair of the FT. To ensure continuity during 
the transitional period Kathryn, was nominated to serve for a minimum of 1 year from 
1st April 2023. This will be reviewed by the FT in early 2024.  
 
Chris Outram will finish her maximum 9 years as Chair of the FT at the end of 
September 2023. Chris has served as a Trustee of the Independent Charity until this 
date (a 6-month term). The Board is now therefore asked to consider a 
recommendation from the Executive for a replacement FT Trustee.   

 
3 Recommendation 

The Board of Directors are asked to approve the recommendation of the Executive 
Directors to appoint Edward Astle, who starts as Chairman of the Trust from 1st 
October, as a Foundation Trust trustee from 1st October 2023. 
 
Edward has extensive experience on charity Boards and has agreed to take on this 
role as a key part of his work with the Trust. 
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