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CHAIR AND CHIEF EXECUTIVEôS STATEMENT 
 
Welcome to our Annual Report and Accounts for 2016/17. 
 
This has been a year of transformation. Months of hard work have led to improvements in the quality of care 
we provide to patients, a stronger financial position and opportunities to build a more unified approach to 
healthcare in Swindon. 
 
But this year has not been without its challenges. We cared for 186,000 more patients than five years ago 
and the daily pressures we experience will not ease, unless we adapt to meet the changing needs of patients. 
To provide safe and high quality care to a rapidly growing and ageing local population we need to think 
differently, plan differently and do things differently. That is what this year has been all about. This will also be 
our focus for the next few years.  
 
We have been embracing opportunities for greater collaboration with other parts of the health and social care 
system, so patients experience more joined up care between services in hospital and at home. 
 
A significant development has been the addition of community healthcare to our services in Swindon. We are 
starting to see the benefit to patients thanks to new services such as Home to Assess, a specialist team 
which visits patients within a few days of leaving hospital.  
 
There is huge potential as we move into 2017/18 to further expand our services in the community and 
develop stronger links, not only between care provided in hospital and at home, but also with GP services.   
 
Welcoming the Urgent Care Centre to our services has given us the opportunity to include our Ambulatory 
Care Service in the same space, which is an important step towards creating a single entrance for patients 
needing urgent or emergency treatment.  
 
Providing community healthcare also means we are now in a better position to help patients with long term 
conditions, such as diabetes, arthritis and hypertension, stay well in their own homes. 
 
Over the last year the response to improvement work following our Care Quality Commission inspection in 
2015 has been inspiring.  
 
We have introduced new nursing documentation and safety checklists which are helping us to identify 
deteriorating patients sooner, a specialist mental health team have joined the Emergency Department and we 
have strengthened the use of our discharge lounges. 
 
There are lots of things we still need to do better, although as you read through this report you will see there 
is also much to celebrate and many examples of exemplary and innovative care.  
 
These achievements are testament to the efforts and commitment of our 4,500 dedicated staff working at the 
Great Western Hospital and in homes across Swindon. 
 
Throughout the year our waiting times for cancer patients have been consistently better than key national 
standards.  
 
We are leading the way in the prevention of pressure ulcers, with the number of patients experiencing this 
painful condition falling by 30 per cent in the last year. 
 
Despite challenges in recruiting and retaining staff, we now have over 100 more nursing and midwifery staff 
at the Great Western Hospital than last year. 
 
We have taken steps to improve parking at the Great Western Hospital by expanding the staff car park, 
making it easier for patients and visitors to find a space in our limited public car parks.  
 
We are also delighted to have raised over half of the £2.9 million needed to help bring radiotherapy to 
Swindon, with building work kicking off this year. 
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Alongside improvements to safety and quality, we are starting to build a more financially stable future.  
 
We have ended the year with a small surplus, although it will be difficult to sustain this position as we focus 
on delivering a further £14 million of savings, while continuing to invest in our services.  
 
You will find many more success stories in this report, alongside an honest account of the difficulties we face 
and the challenges ahead.  
 
It is truly a privilege to lead this trust, and to be supported by a Board which shows absolute dedication to the 
NHS.  
 
They all join us in expressing our gratitude to every one of our staff, as well as our public members, 
Healthwatch and health scrutiny committees, among others that we work with throughout the year. 
 
It is only with the full support of our partners in health and social care, who we rely on to help us keep people 
well and out of hospital, that we can meet the changing needs of Swindon and Wiltshire.  
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PERFORMANCE REPORT 

1. Overview of Performance  

1.1 Trust Strategy  

 

Our five year vision  
 
 

 
 
Our vision is deliberately ambitious and to deliver it we will need to move further and faster to adopt new and 
innovative ways of delivering care.  Providing Best Service, Best Care will be at the forefront of our 
approach but we will do so in a safe and sustainable way to ensure the long term viability of the Trust.  
 
Our overall approach is centred on patient care, which provides an overarching direction and context for all 
Trust strategies. It is part of a dynamic process and has been informed by our organisation and operational 
plans as well as discussions with key partners including staff, patients, their carers, commissioners, members 
and our local community. 
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1.2 Our priorities  

We will continue to provide high quality care for patients and service users in the right place and at the right 
time by delivering the most efficient use of resources. Our strategy is designed with the patient as the 
absolute focus, with quality and safety as the foundation of how we develop and deliver services in a 
sustainable way.  
 
We have set ourselves four strategic priorities that drive the broad outcomes we aim to achieve in the next 
five years.   
 

¶ We will make our patients the centre of everything we do 

¶ We will ensure that everything we do supports the long term viability of the Trust, working smarter not 
harder making the best use of limited resources 

¶ We will innovate and identify new ways of working  

¶ We will build capacity and capability by investing in our staff, infrastructure and partnerships. 
 
Over the next five years improvements will be delivered through progressive pieces of work with benefits 
being achieved at different times.   

1.3 Our obje ctives  

The Trust Board has agreed six key objectives which guide everything we do as a Trust, which are: 
 

¶ To deliver consistently high quality, safe services which deliver desired patient outcomes and we will 
perform in the top 25% (upper quartile) of comparable Trusts in delivering Hospital Standardised 
Mortality Rate (HSMR), patient satisfaction and staff satisfaction.  

¶ To improve the patient and carer experience of every aspect of the service and care that we deliver.  

¶ To ensure that staff are proud to work for the Trust and would recommend the Trust as a place to 
work, and to receive treatment.  

¶ To secure the long-term financial health of the Trust.  

¶ To adopt new approaches and innovation to improve services as healthcare changes whilst 
continuing to become even more efficient.  

¶ To work in partnership with others so that we provide seamless care for patients. 
 
These priorities are underpinned by our five key internal strategies which describe how we will achieve our 
vision: 
 

¶ People Strategy ï addresses the culture we aim to foster to ensure staff can deliver best care, how 
we will meet the workforce challenges facing the Trust and the commitments we are making to our 
staff. 

 

¶ Quality Strategy ï setting out clear ambitions for the standard of service and care we aspire to deliver 
and how we will provide services that are effective, safe and provide the best patient experience. 

 

¶ Clinical Strategy ï setting out the acute and community transformation agenda for the Trust and how 
this will support integration of our services in a sustainable and viable way. 

 

¶ Infrastructure Strategy ï setting out our approach to making the best use of our IT, estate and 
business intelligence infrastructure to empower our staff, reduce barriers to work by giving them the 
tools and information to support them in their roles and to support the delivery of better patient care. 

 

¶ Long Term Financial Model (LTFM) ï addressing key financial challenges and opportunities over the 
next five years. 

 
We know that there will always be significant change in the NHS and this makes a coherent set of priorities 
and a clear sense of direction all the more important.  
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1.4 Business Model  

Great Western Hospitals NHS Foundation Trust is a not-for-profit, public benefit corporation forming part of 
the wider NHS providing health care and services.  We provide and develop healthcare according to core 
NHS principles - free care, based on need and not ability to pay. 
 
We are not directed by Government and so have greater freedom to decide, with our Governors and 
members, our own strategy and the way services are run.  We can retain surpluses and borrow to invest in 
new and improved services for patients and service users.  
 
We are accountable to our local communities through members and Governors; our commissioners through 
contracts; Parliament (in that we lay our annual report and accounts before Parliament); the Care Quality 
Commission (through the legal requirement to register and meet the associated standards for the quality of 
care provided); and NHS Improvement through the NHS provider licence.  
 
NHS Improvementôs role as the sector regulator of health services in England is to protect and promote the 
interests of patients by promoting the provision of services which are effective, efficient and economical and 
which maintains or improves their quality.   
 
 

Note - From 1 April 2016, NHS Improvement became responsible for overseeing foundation trusts and NHS 
trusts, as well as independent providers that provide NHS-funded care. NHS Improvement offers the support 
these providers need to give patients consistently safe, high quality, compassionate care within local health 
systems that are financially sustainable. By holding providers to account and, where necessary, intervening, 
NHS Improvement help the NHS to meet its short-term challenges and secure its future.  
 
From 1 April 2016, NHS Improvement is the operational name for an organisation that brings together: - 

¶ Monitor 

¶ NHS Trust Development Authority 

¶ Patient Safety, including the National Reporting and Learning System 

¶ Advancing Change Team 

¶ Intensive Support Teams 
 
NHS Improvement builds on the best of what these organisations did, but with a change of emphasis. The 
priority is to offer support to providers and local health systems to help them improve. 

 
 
As a Foundation Trust, we are responsive to the needs and wishes of our local communities.  Anyone who 
lives in the Trust-wide geographical area or works for our Foundation Trust can become a member.  
Members elect our Council of Governors, who in turn approve the appointment of our Chief Executive and 
appoints the Chairman and Non-Executive Directors.  The Non-Executive Directors appoint the Executive 
Directors and together they form the Board of Directors.  The Board as a whole is responsible for decision 
making, whilst the Council of Governors, amongst other things, is responsible for holding the Non-Executive 
Directors to account for the performance of the Board and for representing the views of members to inform 
decision making. 

https://www.gov.uk/government/organisations/monitor
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1.5 Organisational structure  2016/17 

 

 
 
 

1.6 Principal activities of the Trust  

The regulated activities that the Trust is currently registered to provide include: - 
 

¶ Treatment of disease, disorder or injury; 

¶ Assessment of medical treatment for persons detained under the Mental Health Act 1983; 

¶ Surgical procedures; 

¶ Diagnostic and screening procedures; 

¶ Management of the supply of blood and blood derived products; 

¶ Maternity and midwifery services; 

¶ Nursing care 

¶ Termination of pregnancy 
 

Information on all registered sites/locations and activities can be obtained by contacting the Trust or visiting 
the CQC website. 



 
Page 12 of 252 

 
 

1.7 Location of services  

Great Western Hospitals NHS Foundation Trust has its main headquarters at the Great Western Hospital 
(GWH) in Swindon.  The Trustôs geographical area covers Wiltshire, parts of Bath and North East Somerset, 
parts of Hampshire, Dorset, Oxfordshire, West Berkshire and Gloucestershire, covering a population of 
approximately 1,300,000 people.  
 
Great Western Hospital  
The Great Western Hospital (GWH) is a purpose built District General Hospital providing emergency care, 
elective (planned) surgery, diagnostics, paediatrics, maternity (both midwife and consultant), and outpatient 
and day case services.  
 
The Brunel Treatment Centre 
On the GWH site there is a purpose built centre for elective (planned) surgery called the Brunel Treatment 
Centre.  The centre has enabled the Trust to separate emergency from elective (planned) surgery.  The 
Centre includes the Shalbourne Suite, which is a private patient unit.  
 
Within the Community 
During the year, the Trust provided a number of services closer to patientsô homes in the local community.  
Up until 30 June 2016 some of the Trustôs sites included Chippenham, Trowbridge, Savernake, Warminster 
and Melksham Community Hospitals; Hillcote; Royal United Hospital Bath; Erlestoke Prison; Amesbury 
Health Clinic; Salisbury Central Health Clinic; Devizes Health Centre, West Swindon Health Centre, 
Malmesbury Primary Care Centre, Tidworth Clinic, Swindon Health Centre (Carfax Street) and various GP 
practices.  However, from 1 July 2016 GWHôs contract for Wiltshire adult community services came to an 
end.  Those services are now provided by a limited liability partnership (formed by this Trust, Royal United 
Hospital, Bath NHS Foundation Trust and Salisbury NHS Foundation Trust), known as Wiltshire Health and 
Care. 
 
From 1 October 2016, the Trust has been providing adult community health services in Swindon under a 
caretaker agreement.  A formal contract for these services is expected to be entered into during 2017/18. 
  

1.8 History of the Trust  

Great Western Hospitals NHS Foundation Trust was authorised as a Foundation Trust on 1
 
December 2008 

and established as a public benefit corporation under the NHS Act 2006.  On becoming a Foundation Trust 
the name of the organisation was changed from Swindon and Marlborough NHS Trust to the name we have 
now. 
 
On 1 June 2011, the Trust won the contract to provide a range of community health services and community 
maternity services across Wiltshire and the surrounding areas, which were previously provided by Wiltshire 
Community Health Services.  However during 2014/15 the Trust ceased to provide community maternity 
services which transferred to the Royal United Hospital, Bath NHS Foundation Trust following competitive 
tender. 
 
During 2015/16, the Trust established a Joint Venture, Wiltshire Health & Care LLP (a limited liability 
partnership), with Royal United Hospitals Bath NHS Foundation Trust and Salisbury NHS Foundation Trust to 
competitively bid in partnership for Wiltshire Adult Community Services.  In January 2016 the Joint Venture 
was notified that it had been successful in its bid and was awarded the contract from 1 July 2016. 
 
In the final quarter of 2015/16 the Trust placed an expression of interest to Swindon Clinical Commissioning 
Group for the provision of Swindon Integrated Adult Community Services. The Trust was agreed as the 
preferred provider, but prior to formal contract, the Trust was asked to ñcare takeò the services due to the 
existing provider ñSEQOLò ceasing to operate.  Therefore, from 1 October 2016, the Trust has been providing 
adult community health services in Swindon under a caretaker agreement.  A formal contract for these 
services is expected to be entered into during 2017/18. 

http://www.gwhswindon.org.uk/sw2abtc01.php
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1.9 Principal risks and uncertainties facing the Trust  

The Trust has in place a Risk Management Strategy which provides a framework for the identification and 
management of risk.  Risks to the Trustôs strategic objectives are identified each year when the Trust 
formulates its annual plan and risks are identified locally through directorates and teams.  
 
The principal risks and uncertainties facing the Trust during 2016/17 against our strategic objectives are set 
out below: - 
 

Strategic Objective 1 -To deliver consistently 
high quality, safe services which deliver 
desired patient outcomes 

Failure to maintain high quality patient care including failure 
to meet key quality indicators 

Strategic objective 2 - To improve the patient 
and carer experience of every aspect of the 
service and care that we deliver 
 

Lack of co-ordination between providers and commissioners  
in Swindon to address issues of demand and capacity 
 

 
Risk of inability to manage demand across the health 
economy due to activity shift both to the community and in 
terms of demand management schemes 
 

Strategic Objective 3 - To ensure that staff 
are proud to work for the Trust and would 
recommend the Trust as a place to work, 
and to receive treatment 
 
 

Failure to recruit the right people to deliver high quality patient 
care and drive down agency spend 
 

Lack of the requisite transformation and service improvement 
skills required to materially transform the business 

Strategic objective 4 - To secure the long-
term financial health of the Trust 
 
 

Failure to deliver recurrent CIPs impacting on financial 
sustainability 
 

Non-achievement of community efficiency and integration 
resulting in missed opportunity to improve financial 
sustainability and reduce the risk of activity shifts 
 

Increasing burden of PFI impacting on financial sustainability 
 

Inability to manage demand creating significant pressure and 
cost 

Strategic objective 5 - To adopt new 
approaches and innovation to improve 
services as healthcare changes whilst 
continuing to become even more efficient 
 

Lack of alignment of Trust plans and commissioner intentions 

Future role of District General Hospitals and policy changes  
which may potentially reduce the scope of services not 
provided in acute hospitals of similar size 

Strategic objective 6 - To work in partnership 
with others so that we provide seamless care 
for patients 

Failure to retain Wiltshire adult services following a 
competitive exercise 

Sustainability of SEQOL and the impact the organisation has 
on our own ability to deliver services 
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1.10 Going concern  

On 20 April 2015, following a review by Monitor, the Trust was found to be in breach of the following 
conditions of its licence: CoS3 (1)(a) and (b), FT4(2) and FT4 (5)(a), (d),(e), (f) and (g) relating to financial 
sustainability, performance and governance.  Notwithstanding this breach, and a deficit for the year ending 31 
March 2016 of £9.7m million, the Trust had a forecast surplus for the year ending 31 March 2017 of £0.6m. 
This includes the expected receipt of Sustainability & Transformation Funding of £8.9m, which will also 
enable the Trust to maintain a minimum cash balance of £1.7m as shown in the Trustôs Annual Plan. 
 

- The NHS Foundation Trust Annual Reporting Manual 2016/17 states that financial statements should 
be prepared on a going concern basis unless management either intends to apply to the Secretary of 
State for the dissolution of the NHS Foundation Trust without the transfer of the services to another 
entity, or has no realistic alternative but to do so. 

- The Trust has prepared its annual plan, which includes a detailed cash flow forecast.  The key 
assumptions within the plan are as follows: - 

o NHS Clinical Income includes assumptions on general population and demographic growth. 
o Delivery of Cost Improvement Plans (CIPs) of £14.3m. 
o Receipt of £8.9m Sustainability & Transformation Funding 

 
After making enquiries and considering the uncertainties described above, the Directors have a reasonable 
expectation that the Trust will secure adequate resources to continue in operational existence for the 
foreseeable future and continue to adopt the going concern basis in preparing the Annual Report and 
Accounts. 
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2. Performance Analysis  

2.1 Review of the Trustôs business , development and 
performance during the financial year  

The Trustôs Annual Plan submitted to NHS Improvement (the regulator of Foundation Trusts) sets out the 
organisationôs priorities for delivery during the year.  Set out below is an overview of the Trustôs business 
during 2016/17 which includes key developments, mapped against our strategic priorities which guide the 
direction of the Trust.   
 

We will make our patients the centre of everything we do 
 

Our last reported routine inspection by the Care Quality Commission (CQC) in September 2015 showed 
areas of strength and areas for improvement.  Our kind and compassionate care was clear to the inspectors, 
who saw first-hand how we treat patients with dignity and respect. The quality of the Community Services 
demonstrates our track record of community services.  Inspectors also observed many examples of high 
quality care and an organisation with solid foundations, a clear vision and established leadership. We knew 
many of the challenges highlighted and many improvements are already underway, but this inspection has 
given us a fresh perspective into where further progress can be made. Our culture of kindness and 
compassion, which is fundamental to safe and high quality care, gives us a strong foundation to build upon. 
The Trust was recently inspected by the CQC (March 2017) and we are currently awaiting the outcomes and 
feedback from their report. 
 

 

We will ensure that everything we do supports the long term viability of the Trust, working smarter 
not harder making the best use of limited resources 

Ensuring the long term viability of the Trust is perhaps the biggest challenge we face.  The financial year 
2016/17 has been a period of stabilisation for the Trust, as the financial challenges addressed in 2015/16 
have been met and improved CIP and forecast processes continued. This has been against a background of 
continued service pressures, which has seen significant increases in activity over previous years, and of 
continued change.   
 
7 Transformation programmes continue and ensure that the Trust does not look at costs savings in isolation 
but also actively investigates pathway redesign and improved ways of working.   
 
The Business Improvement Group has been established and embedded as a governance mechanism for the 
delivery of any investment decision as part of the business planning process.  All investment proposals must 
align with Trust priorities and must be within the investment envelope available. Appropriate proposals will go 
before the Executive Committee for formal approval. 
 

 

We will innovate and identify new ways of working  
 

We plan to remodel our secondary care services so that they are wrapped around community and social 
care, putting in place processes to support patients to live healthily at home for as long as possible, and when 
care is needed for it to be provided in the most suitable setting.  Good progress has been made on this.  The 
Trust is a joint venture partner in Wiltshire Health & Care LLP, which provides community services to 
Wiltshire patients, and we have been providing a caretaking role for Swindon Community Health Services 
since 1st October (due diligence is underway in preparation for a three year contract from the summer of 
2017). Securing both services allows us to develop our integrated, planned and preventative pathways with 
local partners, including the voluntary sector, commissioners and clinical networks, which are vital in 
delivering quality services to NHS Constitutional standards. 
 
Maintaining patient flow where patients are admitted to hospital is key to quality, performance and financial 
sustainability.  This relies on a whole system approach to support people outside of hospital in the 
community.  As a Trust, therefore, we need to focus on the things we are in control of whilst working with the 



 
Page 16 of 252 

 
 

system to address systemic constraints.  Where patients are admitted to hospital, processes are being re-
designed to improve flow through the Right Patient, Right Place programme.  We will develop integrated, 
planned, and prevention based pathways working with local partners, including the voluntary sector, 
commissioners and clinical networks to share best practice, learning, and resource to deliver more robust 
demand management as part of the mobilisation and integration of a new model for Swindon community 
services. 
 
The Trust is currently undertaking community adult services for Swindon by way of a caretaker arrangement. 
 

 
 

We will build capacity and capability by investing in our staff, infrastructure and partnerships 
 

During 2016 the Trust has worked collaboratively with our STP partner organisations, including 
commissioners, public health and other providers, on the development of our STP. The STPôs most recent 
submission to NHS Improvement was made in October 2016; this provided updates against the workstreams 
that have been established to support the five areas identified as priorities for transformation. 
 

 
 
The STPôs Leadership Group, which is comprised of the Chief Executives and/or Medical Directors for all 
partner organisations, has developed three major clinical work streams and a number of enabling work 
streams to support the planning, development and implementation of the five priorities. 
 
Alongside these workstreams the STP has established enabling workstreams for Estates, Digital, Workforce 
and Finance, and these are designed to work across the STP organisations to support the development of 
the transformational projects. 
 
The October STP submission set out the scope, method and benefits of the work that will be progressed over 
the next two years, with acknowledgement that further scoping is required to plan beyond 2019. 
 
Our staff turnover, although reducing this financial year, is 14.05% against our local target of 13%. A high 
proportion of our staff leave to NHS organisations outside our STP, so we will strategically engage with those 
organisations to support our workforce planning. 
  
The analysis identified that the highest level of turnover is for staff within the lower age groups; this 
generation has a different approach to work, whereby they move jobs more frequently, which may be a 
constraint to this project. In order to meet the employment expectations of the different generations the Trust 
will need to develop bespoke employment offers and a more flexible approach to employment in order to 
attract and retain staff. 
 
By improving retention through the Recruitment and Retention Programme, the Trust will be able to reduce 
vacancy levels, spend on bank and agency workers and also increase the level of experience held within the 
organisation. By addressing those concerns raised by employees who choose to leave the Trust, it will be 
possible to improve employee engagement resulting in a happier and more productive workforce. 
 
A significant barrier is ensuring that staff receive development opportunities in a context where we do not 
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have sufficient staff to look after levels of patient demand as our vacancy position is 9.60%. 
 
Over the next two years, revised annual goals and objectives for workforce underpinning the People Strategy 
2014-2019 will be recommended, following staff engagement, through our Executive Committee to our sub-
Board Committee, People, Performance and Place Committee. The Trust Board will receive monthly updates 
on progress through the People Strategy Progress Report. 
 
The Trust will continue to invest in our infrastructure to meet our changing operational needs.  The estate we 
utilise and the IT that supports it and the workforce will need to be flexible and accessible to add value and 
seamlessly integrate into our future provision.  

2.2 Performance across the range of healthcare indicators 
which we are measured against   

A detailed performance report is provided elsewhere in the Trustôs Quality Report (Section 11 refers). 
 

2.3 Research and innovation 2016/17  

The number of patients in 2016/17 that were recruited in year to research approved by a research ethics 
committee and adopted by the National Institute for Health Research (NIHR) Portfolio was 1024.  This 
evidences growth in year and exceeded the Key Performance Indicator (KPI) set for the NIHR Clinical 
Research Network (CRN) for West of England. 
 
The Trust has 97 actively recruiting Department of Health endorsed (portfolio) research projects which is a 
20% increase on the previous financial year.  We participate in a number of studies which are more difficult to 
recruit to given the complex nature of the inclusion and exclusion criteria. However, there is now a need to be 
more mindful about opening this type of trial as we are now expected to meet KPIs around recruitment to time 
and target, as this will play a part in determining the level of funding we receive.  In order that our patients are 
still able to actively participate in the more complex and rare disease studies we will act as a Patient 
Identifying Centre, referring our patients to sites that are a tertiary care centre, for example the more complex 
cancer trials and paediatric trials. 
 
We run a mix of observational studies together with interventional studies and have also increased our 
portfolio for device studies. 
 
Our reputation in the commercial sector continues to grow and we are now not only a top recruiter in the UK 
for more than one of our trials, but we also achieved the first UK recruits in two recently opened trials. This 
with the appropriate resources could prove to be a good income stream generator for the Trust. 
 
We continue with our efforts to ensure we recruit the agreed number of patients in the timescales given.  
 
Research continues to grow throughout the Trust, across a wider range of specialities.  This in turn gives our 
patients more opportunities to participate in and access to, new and innovative treatment pathways. 
 
With funding received from the Department of Health through our Local Clinical Research Network (LCRN), 
Research and Innovation has and will continue to provide strong research support throughout the Trust.   
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2.4 Impact of the Trustôs business  on the environment   

Details of the impact of the Trustôs business on the environment, social and community issues and on 
employees, including information about policies in relation to those matters and the effectiveness of those 
policies, are referred to below.  
 

2.4.1 Environmental matters  

The Great Western Hospitals NHS Foundation Trust recognises that there are many benefits of having a 
strong focus on all aspects of sustainability, which means we continue to meet the needs of the present 
without compromising the needs of future generations. There are short, medium and long term advantages to 
making sure that we are able to continue to provide healthcare of the highest standard in a sustainable way.  
  
 

2.4.2 Energy 

Graph 1 shows energy consumption in kwH for the Great Western Hospital NHS Foundation Trust since 
2013/14.  The increase in energy consumption in 2016/17 is in relation to the addition of SEQOL and their 
property portfolio.  The Great Western Hospital remains by far and away the greatest energy user and the 
Trust has become a Carbon & Energy Fund member and is currently working towards the installation of a 
Combined Heat and Power unit on site, along with a whole lighting refurbishment moving to LEDs. 
 

Graph 1 ï Utility consumption (KwH) 
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2.4.3 Water   

Water consumption has remained static over the past 3 years at the Great Western Hospital and WH&C 
estate.  At the time of printing data was not available for SEQOL properties, but in relation to the Great 
Western Hospital their consumption would be minimal.   
 

Graph 2ï Water consumption (m3) 
 

 
 

2.4.4 Carbon reduction 

Carbon reduction is one area where the Trust has legal targets.  There is NHS Carbon Reduction Strategy 
which is underpinned by the Climate Change Act

2
.  We are working towards achieving a percentage 

reduction in CO2e emissions each year which will assist the NHS as a whole with reaching the overall target 
of reducing 80% CO2e emissions by 2050.  Graph 3 shows carbon emissions in tonnes from utility 
consumption for the Trust since the baseline year of 2007. The reduction in carbon emissions have occurred 
through external factors such as the ógreeningô of the National Grid, rather than internal factors, as with a 
larger estate, our overall usage has increased. 
The Trust has a statutory duty to assess the risks posed by climate change, and these are on the risk 
register.  The Trust is also aware of the potential need to adapt the buildings and services to reflect changes 
in climate and illnesses in our locality. 
 

Graph 3ς CO2e emissions for utility consumption (tonnes) 
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2.4.5 Waste 

At the time of going to print information was not available for the waste that is produced by SEQOL as part of 
their clinical activity.  Though the awarding of new waste management contracts we have worked to reduce 
the amount of waste that is destined for landfill.  Through changing processes such as food ordering for 
patient meals, we have reduced the amount of domestic waste that is produced, and therefore are reducing 
our carbon footprint. 

 
Graph 4 ï Waste produced (tonnes)  
 

 
 
Note - The tables above show information at the time of printing the annual report.   
 

2.5 Events since year end  

Any important events since the end of the financial year affecting the Trust will be recorded as a post balance 
sheet event and noted in the accounts. 
 

2.6 Details of overseas operations  

None during 2016/17. 
 

2.7 Consultations  

There were no formal public or stakeholder consultations during 2016/17.  
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2.8 Main trends, developments or matters likely to impa ct on the 
Trust business in 2017/18 

In the spring of 2016, as part of the 5 Year Integrated Business Plan (IBP), the Trust undertook a 
comprehensive bottom up demand and capacity exercise to review all elective and non-elective demand and 
capacity across the divisions. This was aligned with clinician job plans, outpatient templates and contractual 
activity (demand) against each speciality. The work was completed by triangulating a range of data sources 
(job plans, finance, previous modelling activities), and sense checking against operational performance, 
resulting in a comprehensive analysis which identified the capacity gaps within services to meet the 2016/17 
contract, and which will be reflected in the 17/18 and 18/19 contract. This work highlighted stepped increases 
in demand in some specialities e.g. chemotherapy; areas that could benefit from an STP focus through joint 
working e.g. pathology; and areas where demand outstripped capacity e.g. dermatology. Variances in the 
demand and capacity modelling are being proactively managed internally through comprehensive job 
planning, the development of business cases to support an agreed service model, and externally with our 
Commissioners and partners through system wide joint working; we are also jointly undertaking deep dives 
into services where there are specific performance challenges. 
 
Looking at the future demographic profile of Swindon, which includes the impact of major new housing 
developments leading to an expected population growth of in excess of 2% per year, (faster than the national 
average with the most significant rise expected in 2017/18), the Trust is working with our Commissioners on 
demand management schemes and pathway developments to ensure the appropriateness of patients seen 
and admitted. 
 
The Trust is a joint venture partner in Wiltshire Health & Care LLP, which provides adult community services 
to Wiltshire patients, and we have been providing a caretaking role for Swindon Adult Community Health 
Services since 1st October (due diligence is underway in preparation for a three year contract from February 
2017). Securing both services allows us to develop our integrated, planned and preventative pathways with 
local partners, including the voluntary sector, commissioners and clinical networks, which are vital in 
delivering quality services to NHS Constitutional standards. 
 
Unhealthy living with people smoking, drinking too heavily, eating too much of the wrong types of food and 
not doing enough exercise is creating increased demand for healthcare. Nationally we are seeing an increase 
in obesity - the Kingôs Fund predicts that in the UK by 2020, 37% of men and 34% of women will be obese, 
resulting in more than 550,000 cases of diabetes, around 400,000 additional cases of heart disease and 
stroke, and up to 130,000 additional cancer cases. 
 
Locally projections indicate a continued growth of 3% year on year in the numbers of patients being 
diagnosed with cancer and we have seen chemotherapy episodes increase by 10.1% year on year for the 
last five financial years. 
 
We know that over the next five years our local population is expected to increase by 3.6% (Ordnance 
National Survey results) in Wiltshire and faster than the national average, annual 2% increase in Swindon 
(based on Local Authority projections). People over 65 (retirement age population) currently make up 20% of 
the Wiltshire population and 15% of Swindonôs, and this group will see the largest growth of the next 20 years 
with the number of people over 75 and 85 years old growing fastest.   
 
Older people are more likely to need health and care services and we know that a large proportion of 
healthcare resources are consumed by people aged over 65. Much of this resource is needed for frail and 
vulnerable older people. Our local population reflects trends in national population changes and in 2013 the 
Kingôs Fund predicted that the number of people over 85 years old is expected to increase nationally by 
106% over the next 20 years, and this will be reflected in increasing numbers of long term conditions. 
 
Older people are more likely to suffer from complex and long term conditions (for example Chronic 
Obstructive Pulmonary Disease (COPD) and dementia) and this will put increased demand on the Trust to 
provide services. Nationally, people with long term conditions account for 70% of all hospital bed days, with 
the number of people with long term conditions expected to double over the next 10 years. 
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Our ageing population and the increased prevalence of chronic diseases such as hypertension, diabetes, 
coronary heart disease, COPD and respiratory conditions requires a reorientation away from an emphasis on 
acute care towards prevention, self-care and care that is integrated and provided in the community.  This 
year we have seen an increase in people needing one-to-one nursing due to mental health issues or 
dementia which reflects the increasing acuity and frailty of the patients we are seeing. Nationally, the number 
of people expected to be living with dementia is expected to double over the next 40 years and this is 
reflected locally with the number of people over 65 years old with dementia projected to increase by 22% in 
Wiltshire and 24.8% in Swindon by 2020 (figures from Projecting Older People Population Information 
(POPPI) data). 
 
To support people with long term conditions, we will need to provide better coordination of care to prevent 
avoidable ill health and hospital admissions. With improved community integration there is the opportunity to 
manage the demand reaching the acute sector, and by managing more care in the community, there is 
opportunity to provide timely, quality care, with better value for money. 
 
As new technologies are introduced, patients expect care and treatment to be available seven days a week, 
and provided in the most convenient manner to suit their busy lifestyles. As we all become used to seven day 
services like online shopping and call centres, so too patients expect us to offer similar access and service. 
This becomes more challenging at a time when money is getting much tighter.  
 
The health indicators for people in Swindon are generally better than the England average but there are 
significant inequalities between the health of people living in the most affluent and most deprived areas. 
People living in deprived areas of Swindon have a life expectancy that is 8.9 years lower for men and 6.5 
years lower for women than the least deprived areas.   
 
Over the past ten years, all-cause mortality rates have fallen and the early death rate from heart disease and 
stroke is now similar to the England average. Swindon has higher than average obesity in adults and average 
obesity in children, and this presents greater challenges for us as obese patients have a greater number of 
associated health issues such as diabetes, cardiac and vascular problems as well as more complex needs 
when accessing maternity services and surgery. Swindon has higher than average numbers of people with 
diabetes and ranks poorly against peers for effective management of these patients. 
 
The health of people in Wiltshire is generally better than the England average and deprivation is lower than 
average. However, the rural nature of Wiltshire and poor public transport provision has implications for us in 
providing health services and moving services currently based in the acute hospital into the community. 
Compared to Swindon, Wiltshire has an older population with significantly fewer people in the 20-40 year old 
bracket.  Wiltshireôs large retirement age population, which we expect to increase by 15.8% by 2020 (ONS), 
has implications for the provision of healthcare both at Great Western Hospital (where we receive 
approximately 22% of Wiltshireôs non-elective and elective activity) but more significantly within the 
community. This will result in an increased demand for services to support older people with long term 
conditions and complex needs. This group of people may have issues accessing care and will need services 
to be provided close to their homes.  
 
There will still be growth amongst the younger sections of the population and this will be supported and 
encouraged by planned housing developments in areas such as Trowbridge. Military personnel account for 
3.3% of Wiltshireôs population and every year 60% of people leaving the armed forces who are based in the 
South West settle here. Between 2014 and 2019, an estimated additional 4,300 military personnel (and 
13,000 dependents) will relocate from Germany to the Salisbury plain area. Analysis shows that between 50-
75% of the service population will seek healthcare outside the ówireô. Military personnel and ex-service people 
often have specific health needs and we will work with our partners in mental health trusts and social care to 
ensure we support the health needs of these individuals.  
 
We also provide healthcare to people in the borders of the counties around Great Western Hospital -   
Gloucestershire, Oxfordshire and West Berkshire. In general, the health of these areas is better than the 
England average, and over the last ten years early death rates from heart disease and stroke have fallen. In 
line with the national trend, the retirement age population is increasing in these areas with associated 
implications for the Trust as a provider of health care services. Priorities for commissioners in these counties 
include reducing early deaths from heart disease and stroke, supporting people with long term conditions and 
reducing childhood obesity. We have seen an increase in the number of GP referrals from West Berkshire 
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(9.9%) and Oxfordshire (13.9%) since 2012/13 as changes in other trusts drive patient flow, and patient 
choice and traditional geographical boundaries become blurred. 
 
The challenges we are facing at national and trust level are unprecedented, and we are taking a proactive 
approach to planning for the future to deliver transformational change across our services, which will enable 
us to deliver high standards of healthcare and positive patient experience. 
 

2.9 Opportunities for the year ahead  

The Operational Plan 2017 - 2019 details the overall plan for the next two years. However, listed below are 
our key priorities for the year ahead: 
 

¶ Living within agreed budgets and delivering the agreed savings in-line with our 7 transformation 
programmes 

¶ Working safely and supporting our 500 extra lives initiative 

¶ Delivering Emergency Department (ED), Referral to Treatment (RTT) and Cancer targets in a 
sustainable and affordable way 

¶ Focus on integration, improve pathways across the system to help manage demand and maintain 
flow ï Swindon & Wiltshire community focus 

¶ Deliver the CQC Improvement Plan 
 

2.10 Key challenges / main risks and uncertainties facing the 
Trust in the future  

Our financial position at the year-end without financial support was £7.1m deficit (Section 2.11 below refers).  
However, this is an improvement on last year.  Financial challenging facing the Trust will continue for future 
years. 
 
If we continue delivering our services in the same way we do now, we are forecast to generate a financial gap 
of £26.7m over the next two years. This is not operationally viable, and the Trust is acting on this to make 
appropriate and effective changes to the way we deliver our services to achieve a sustainable and stable 
organisation for now, and for the future. A number of transformational programmes are in place to streamline 
our processes, and our service reviews have highlighted areas to assess for financial stability with service 
line reporting. This challenge is a priority for the Trust to overcome as quickly and safely as possible, to 
continue to offer high quality, effective and efficient care to our patients in the longer term. 
 
An ageing population 
 
Many of the diseases that would have killed people 67 years ago - when the NHS was created - are now able 
to be treated or cured, which is fantastic news for everyone. As our ageing population increases, more people 
are living with one or more long term complex conditions such as diabetes or heart and kidney disease, which 
means they need on-going treatment and specialist care. By 2020, we expect our retirement age Population 
to increase to 18.5% in Swindon and 15.8% in Wiltshire with the largest growth in people over 85 years old.  
This means that as a Trust, we are caring for increasing numbers of frail and acutely unwell people who have 
complex health and social needs. 
 
Lifestyle factors 
 
The way we live is seriously affecting our health with people smoking, drinking too heavily, eating too much of 
the wrong types of food, and not doing enough exercise. This all impacts on our health, and nationally we are 
seeing an increase in obesity ï the Kingôs Fund predicts that in the UK by 2020 37% of men and 34% of 
women will be obese, resulting in more than 550,000 cases of diabetes, around 400,000 additional cases of 
heart disease and stroke, and up to 130,000 additional cancer cases.  
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Increase in long term conditions 
 
NHS England estimates that 15.4 million people (over a quarter of the population) have a long term condition 
and an increasing number have multiple long term conditions and this is expected to increase. People with 
long term conditions use a significant proportion of healthcare services (up to 50% of GP appointments and 
70% of hospital bed days) This is reflected locally as we are seeing increasing numbers of patients with long 
term conditions who require regular and on-going care. 
 
Changing patient expectations and rising costs 
 
Originally tackling disease was the main job of the NHS, but we now all expect so much more. From advice 
on health management through to mental and social care and fast, efficient customer service whether at 
home, in the community or a hospital environment.  This means that limited resources are more stretched to 
provide the responsiveness and quality of service that patients expect. As new technologies are introduced, 
patients expect care and treatment to be available seven days a week and provided in the most convenient 
manner to suit their busy lifestyles. As we all become used to seven day services like online shopping and 
call centres, so too patients expect us to offer similar access and service. This becomes more challenging at 
a time when money is getting much tighter. 
 
Increasing demand 
 
In general, we are experiencing an increase in demand for all our services but in particular more and more 
people are visiting our Emergency Department and Minor Injury Units as their first port of call. This is 
stretching the ability of these departments to respond, as well as creating pressure on other services within 
the Trust. Many people attend these departments because they are open 24/7 and they may be unclear 
about the most suitable place to access appropriate advice. Every winter sees an increase in the numbers 
visiting these departments and we need to support people to choose the most appropriate setting of care and 
understand where to access information and advice. Increased pressure in other sectors such as social 
services also has a negative impact on the Trust and affects our ability to support patients to return home as 
soon as possible. We cannot continue as we are with the massive increases in demand we have seen in 
recent years. 
 
Workforce 
 
As a trust, our challenge is to keep recruiting the right people as demand grows and models of care change. 
Nationally and locally, there are shortages of key groups of health professionals and as a trust we are 
competing with other healthcare providers to fill vacancies and avoid using expensive agency staff. 
 
The main risks and uncertainties facing the Trust for 2017/18 are included in the Trustôs Operational Plan 
2017 - 2019, together with proposed actions to mitigate those risks.  Examples are included in the Annual 
Governance Statement (Section 10 refers). 
 
Brexit 
 
The impact of public services, particularly the NHS, during and post Brexit negotiations could be significant. 
 
Some of the future risks could include: 
 

¶ The blocking of skilled workers from the EU, potential loss of skilled EU workers currently residing in 
the UK 

¶ Potential loss of British skilled workers to overseas should vacancy levels rise and system pressures 
increase 

¶ A reduction on research and development, as access to EU funded in this area is removed 

¶ Regulations, standards and training needs may need to be looked at, impacts could be seen to the 
Working Time Directive, health and safety safeguards and even patient behavioural changes if food 
labelling, tobacco controls and lifestyle choices are affected 

¶ The NHS is already under significant financial pressure with demand rising, further tightening on 
public sector budgets generally could have further impacts 
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The output of Brexit negotiations and the extent to which they impact directly on the Trust will take 
considerable time before they are known, given the Brexit timetable.  However, the Trust will proactively plan, 
as far as it is able, for likely scenarios and will review regularly as more is known. 

2.11 Position of the business at the year end  

 
The financial figures reported in the accounts represent the consolidated accounts of the Trust and the NHS 
Charity in accordance with DH Group Accounting Manual 
 
2016/17 was a particularly challenging and complex year from a financial perspective, due to the combination 
of another year of significant savings along with the national requirement to sign up to a control total set by 
NHS Improvement (NHSI). During the planning round for 2016/17 the Trust accepted a control total which 
was to deliver a £600k surplus after the Sustainability and Transformation Funding cash injection from NHSI 
of £8.9m.  This additional money was not guaranteed as the Trust had to deliver on a number of quarterly 
performance measures, prior to any payment of the £8.9m i.e. delivery of the A&E 4 hour wait target.  
Although we did not meet all of the performance targets the Trust successfully appealed against the decision 
to withhold a proportion of the money and achieved 100% of this one off allocation.  It is not known at this 
stage how many providers achieved 100%. 
 
It is important to understand that this additional money will not continue into 2017/18 at the same rate and by 
2019/20 it is likely that there will be no additional money to top up the financial position of the acute sector.   
 
During 2015/16 the Trust ended the year with a £9.7m deficit.  If we compare this figure with 2016/17, prior to 
any additional financial support from NHS Improvement, the provisional year end deficit is £7.3m.  This 
demonstrates that the financial position of the Trust is still challenging but good progress is being made and 
the target set by our two year plan to become financially balanced by the end of 2018/19 is still very much 
achievable.  
 
Over the last two years the Trust has delivered just under £29.0m of savings.   The challenge for the Trust is 
to maintain the pace on our savings plans in order to achieve financial balance by the end of 2018/19 whilst 
clearly maintaining and improving quality. 
 
The Trust has experienced another year of growth in demand which puts pressure on the financial position in 
particular around the use of agency spend.  Unfortunately, the agency spend in 2016/17 was £3.0m higher 
than the previous year which exceeded the agency cap and is an area of focus for 2017/18.  In addition high 
cost drugs continue to increase significantly year on year which is another area of focus for 2017/18.  The 
Trust also made significant investment into areas such as the Emergency Department and maternity and still 
maintained our financial position. 
 
In year the Trust revalued its Land and Buildings and this resulted in an increase in their value. Part of this 
was required to be charged to revenue and contributed a net additional £15.1m to the reported financial 
position. 
 
The following financial summary relates to the Trust only and excludes the Revaluation adjustment: - 
 

¶ Income was £4.4m above plan.  The main driver is Sustainability and Transformation Funding and 
Non-Elective Activity.  The Trust also received £11.2m income for Swindon Community Services 
which was not part of the plan for the year. 

 

¶ Expenditure was £3.2m above plan.  The main drivers for this were additional capacity and costs 
associated with additional activity.  Drugs were overspent by £2.3m and clinical supplies by £3.0m, 
offset by an underspend on other costs of £4.3m.  Pay expenditure was £2.2m above plan and the 
Trust continued to incur agency and locum costs to fill vacancies and to ensure safe staffing levels. 
Swindon Community Services increased these costs by £11.2m of which £8.6m related to pay costs 
and £2.6m to non-pay. 
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¶ Savings delivered totalled £13.4m against a target of £14.3m, an achievement of 94% and shortfall of 
£0.9m. Of the savings delivered £8.2m were achieved recurrently and £5.1m were delivered non-
recurrently. The majority of non-recurrent savings relate to recruitment lag.  

 

¶ The cash balance at year end was £5.5m for the Trust and was £3.8m higher than plan. The year-
end cash balance was after receipt of £6.45m Working Capital borrowing from the Department of 
Health.  This borrowing is to support the Trustôs daily cash position including £4.45m borrowed in lieu 
of receipt of Sustainability and Transformation Funding. 
 

¶ At the end of 2015/16 the Trust identified an error in the accounting model for GWH PFI that is used 
for accounting for the GWH PFI scheme when recognised on Balance Sheet in 2009/10.  The 
accounting model had used lifecycle spend based on the PFI contractorôs project plan and not the 
lifecycle that was in the Financial Model that forms part of the PFI agreement and is the basis for the 
Unitary Charge calculation. During 2016/17 the Trust received confirmation from the PFI Special 
Purpose Company THC, the correct lifecycle values were agreed and the Accounting Model updated 
accordingly. The accounting change has no impact on cash; it changes the values that form part of 
the unitary charge. The impact on the balance sheet has been to reduce the Lifecycle prepayment 
debtor by (£14.2m), increase the Lease Liability by £7m and reduce Retained Earnings by £7.2m. 
 

High level summary 
 
The table below provides an overview of the Trustôs financial position for 2016/17.  As well as the one off 
cash injection of £8.9m for 2016/17 for the Trust, in autumn 2016 NHSI announced other money called 
Incentive Sustainability & Transformation Money.  This was allocated on the basis of a pound for pound 
increase for any Trust that exceeded (performed better than) their control total.  This was based on a draft 
position statement at a point in time which resulted in Great Western Hospital receiving a further £1.3m (on 
top of the £8.9m).   On top off these two payments, a further Bonus Sustainability & Transformation Fund 
payment (as it has been called) has been received meaning a further £1.1m of funding.   
 
What this means 
 
Overall the three payments combined equal £11.3m of one off external funding received for 2016/17.  
There are clear conditions attached to the funding.  The Incentive and Bonus money cannot be used to spend 
on future costs, the full benefit had to be released straight to the bottom line of the income and expenditure 
statement.  It is purely a cash injection which will be used to clear as much historical debt as possible.   
 
Finally, the Trust revalued its assets in line with financial regulations.  This is a technical adjustment and has 
no impact on the ongoing financial viability of the Trust. 
 
This table shows the operational deficit for the Trust improved by £1.0m against a planned deficit of £8.3m.  If 
the Trust had not received the additional money from NHSI then the year end position would have been 
£7.3m deficit.  It is important to recognise that although the final overall position is a surplus, this is not a 
sustainable surplus due to the significant one off money the Trust received. 
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2.12 Analysis using financial and key performance indicators  

The earnings before interest, taxes, depreciation, and amortization (EBITDA) at year end were £11.668m 
which was £1.151m better than plan. The EBITDA income percentage was 3.77% against a plan of 3.45%. 
Creditors at year end amounted to £42.0m and were £3.7m higher than plan. Creditor days averaged 44.5.   
The Trustôs Financial Sustainability Risk Rating (FSRR) at year end was 2 against a planned rating of 1.  This 
is explained further in the Regulatory Ratings Report (Section 7 refers). Information about the Trustôs 
performance is included in the Quality Report (Section 11 refers). 
 

Plan Actual Variance

Normalised position prior to any national support or changes to 

accounting treatment 8,300-£       8,159-£       141£          

PFI Life Cycle Adjustment - ongoing benefit -£           1,090£       1,090£       

Donated Asset Depreciation -£           269-£          269-£          

Revised Operational position 8,300-£       7,338-£       962£          

Sustainability and Transformation Fund 8,900£       8,900£       -£           

Sustainability and Transformation Fund  Incentive monies -£           1,311£       1,311£       

Sustainability and Transformation Fund  Bonus monies -£           1,168£       1,168£       

Total Plan including non recurrent financial support 600£          4,041£       3,441£       

Technical Adjustment - Revaluation of Assets -£           15,130£      15,130£      

Total Income and Expenditure position 600£          19,171£      18,571£      

Negative is Deficit/Positive is Surplus

Summary of the Year End position for Great Western Hospital
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2.13 Additional activity creating pressure on finances  

The following tables highlight activity levels by point of delivery for the GWH Acute and Community and 
Maternity contracts.  
 

TABLE ς GWH Acute Activity 

Point of 

Delivery 
2011/12 2012/13 2013/14 2014/15 2015/16 

 

2016/17 

Variance 

from last 

year % 

New 

Outpatients 
137,504 148,766 160,295 149,247 158,170 164,426 4.0% 

Follow Up 

Outpatients 
263,066 274,326 291,214 299,806 308,468 306,409 -0.7% 

Day Cases 

 
27,320 27,838 30,969 33,059 33,934 33,648 -0.8% 

Emergency 

Inpatients 
35,804 38,192 39,178 43,055 45,341 47,633 5.1% 

Elective 

Inpatients 
6,723 6,343 6,247 5,936 5,863 5,607 -4.4% 

Emergency 

Department 

Attendances 

70,731 77,642 75,440 78,522 82,425 84,232 2.2% 

Total 541,148 573,107 603,343 609,655 634,201 641,955 
1.2% 

 
 

Note - There are some immaterial changes to patient numbers reported for 2014/15. 
 

TABLE ς Community Activity 

Point of Delivery 

2011/12 2012/13 2013/14 2014/15 2015/16 2016/17 

Variance 

from 

last year 

% 

Minor Injuries Unit 46,507 41,755 42,884 44,315 47,277 41,067 -13.1% 

Admitted Patients 7,445 8,498 7,998 2,311 1,181 972 -17.7% 

Community contacts including 

outpatients 
803,545 789,473 804,341 716,513 633,423 477,359 -30.0% 

Total 857,497 839,726 855,223 763,139 681,881 519,398 -28.9% 
 
Note ïThe inpatient admissions (Wiltshire community activity only) between 2014/15 and 2015/16 have 
decreased due to the reduction in beds.   
 
Note - Contacts are show as decreased across the same period due to the implementation of SystemOne.  
During 2016/17 nearly all community services moved from using ePEX to our new electronic patient record 
SystmOne. Whilst the clinicians were being trained on the new system for each service there was a gap 
during which little activity was recorded. Also in the same year the adult Learning Disabilities Service moved 
to the local Council system and we are no longer able to report this as our activity. Child Community services 
moved to Virgin Care from April 2016. 
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2.14 Contractual arrangements  

The Trust does not have any contractual arrangements with persons which are essential to the business of 
the Trust. 

2.15 Continued investment in improved services for patients  

The Trust has continued to invest in improved services as follows: - 
 

¶ £ 0.798m in the Emergency Department (ED) to fund additional staffing 

¶ £0.176m investment in additional midwives to ensure the Trust meets staff ratios required by the 
Royal College of Midwives 

¶ £0.200m Cancer Business Case to enable the Trust to meet additional activity demands. 

¶ £0.150m investment in review of Acute Diabetes Service to support delivery of  Commissioning for 
Quality and Innovation (CQUIN) 

¶ £0.204m Ambulatory Care Business Case to provide an Ambulatory Care service alongside ED to 
ensure more appropriate treatment of patients attending ED 

¶ £0.108m Seven Day Working Pilot in ED 

¶ £0.130 Intensive Care Unit (ICU) Business Case for additional staffing to meet service demands 

¶ £0.150m funding to Divisions to support delivery of Commissioning for Quality and Innovation 
(CQUIN). 

¶ £0.035m Investment to enable implementation of new E-Roster system 

¶ £0.030m Critical Care Outreach Business Case to provide additional staffing to meet service demand 
and enable the provision of a 24/7 service 

¶ £0.026m Acute Sepsis and Kidney Injury (AKS) Business Case to expand the existing service so that 
a daily service is provided 52 weeks a year and to meet national CQUIN requirements for Sepsis 
 

2.16 Financial implications of any significant changes in Trust 
objectives and activities, including investment strategy or 
long term liabilities  

As at 31 March 2017 the Trust has three PFI schemes, Great Western Hospital, System C Medway 
Integrated Clinical Information System and Savernake Hospital. Savernake Hospital transferred to the Trust 
on 1 April 2013 as part of the transfer of community assets from Wiltshire Primary Care Trust (PCT).  The 
Trust has a Working Capital Facility of £8.5m and utilised £6.45m of it in 2016/17.  
 

2.17 Market value of fixed assets  

There is no significant difference between market values and book values. 
 

2.18 Charitable Donations  

Total income through the Charitable Funds for 2016/17 was £1.3m of which £1.1m related to donations and 
legacies. 
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2.19 Future d evelopments  

 
During 2015/16 the Trust developed and continues to roll out a 5 Year Integrated Business Plan, setting our 
strategy and areas of key focus for the future, our 2020 vision.  Future developments are also detailed within 
the Trustôs Annual Plan.  These include:  
 

2.19.1 A Whole System Approach 

 
We plan to remodel our secondary care services so that they are wrapped around community and social 
care, putting in place processes to support patients to live healthily at home for as long as possible, and when 
care is needed for it to be provided in the most suitable setting.  Good progress has been made on this. 
During 2015 the Trust successfully bid and was successful for Adult Community Services in Wiltshire through 
a Joint Venture with Royal United Hospitals Bath NHS Foundation Trust and Salisbury NHS Foundation 
Trust.  In 2016 the Trust bid and was successful in being identified as the preferred provider for Swindon 
Adult Community Health Services which is currently being delivered by the Trust in a ócaretakerô capacity as 
the CCG requested the Trust step in due to operational and financial difficulties experienced by the previous 
provider.  The Trust is currently in negotiations regarding a longer term contract; this is anticipated to start 
from the summer of 2017. 

 
Maintaining patient flow where patients are admitted to hospital is key to quality, performance and financial 
sustainability.  This relies on a whole system approach to support people outside of hospital in the 
community.  As a Trust, therefore, we need to focus on the things we are in control of whilst working with the 
system to address systemic constraints.  Where patients are admitted to hospital, processes are being re-
designed to improve flow through the Right Patient, Right Place programme.  We will develop integrated, 
planned, and prevention based pathways working with local partners, including the voluntary sector, 
commissioners and clinical networks to share best practice, learning, and resource to deliver more robust 
demand management as part of the mobilisation and integration of a new model for Swindon community 
services. 
 

2.19.2 Emergency Department (ED) & Non-Elective Demand 

 
Management of ED and Non-Elective activity remains the most significant operational challenge as demand 
for these services continues to exceed plan. The ED trajectory has been calculated on the basis of 
demographic and morbidity factors, previous yearsô seasonal performance, the resilience of the local health 
and social care systems, and the trend of increasing inpatient admission. 
 
Swindon is a very challenged health system that has experienced significant and ongoing year on year 
increases in acute admissions. The context to this rise is as follows:- 
 

Á The population of Swindon is expected to increase by 2% per year, higher than the national average; 
Á Within that population, the elderly (i.e. over 65) element is set to increase more significantly i.e. by 

18.5% by 2020, with the over 75s within that group growing the fastest. 
Á The elderly population is most likely to present with severe medical conditions such as COPD and 

Diabetes crises, stroke and heart conditions, and will tend to generate longer lengths of stay and 
experience delayed discharges, thus reducing the hospitalôs operative bed stock; 
Á Delayed Transfers of Care have been a consistent feature of the Swindon health and social care 

economy for several years, with an overall increase in the number of DTOCs by 50% between 2015 
and 2016; 
Á Swindonôs Primary Care is severely compromised with nearly 40% of GP posts in the borough 

vacant, which leads to patients defaulting to ED attendance, and compromises out of hospital 
alternatives to admission; 
Á Swindon Community Health services have been historically highly contractualised and poorly 

resourced, leading to small numbers of hospital discharges, particularly at weekends. Although the 
Trust has undertaken a caretaker role of these services since August 2016, addressing the service 
deficits will not be accomplished quickly. 
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Á The above factors have led to the Trust consistently incurring a bed occupancy of over 100% as 
escalation facilities are commissioned. Additional beds can be as high as 60 in the winter months, 
and between 30 and 40 for the rest of the year. 

 
For the above reasons, the Trust has taken the view that to secure significant improvement the trajectory in 
2017/18 and 2018/19 would be ambitious as the demographic and out of hospital service provision is unlikely 
to improve significantly and given the long term and structural nature of the above issues. The Trust 
refreshed both its elective and non-elective capacity assessments in January and February 2017, and has 
discussed with commissioners required alterations to 2017/18ôs activity plans. 
 
Although the Trust has introduced, and will continue to introduce, a wide range of improvements to process 
and behavioural culture within the hospital, we believe this will mitigate the continuing challenge of rising 
acute admissions, and the impact of a rising and increasingly elderly and sick population, rather than 
resolving it. Naturally, however, the trajectory will be kept under regular review with our commissioners and 
should this landscape alter in a positive direction, then the agreement a more optimistic trajectory for 2018/19 
may be possible. 
 
In the longer term, exploiting the integration of Swindon Community Health Services with that of acute 
hospital services to establish a full frailty pathway, including comprehensive geriatric assessment between 
the AMU, the elderly care wards and SWICC; pursuing integrated long term condition pathways in Diabetes, 
Respiratory Medicine and Heart Disease, and physically integrating the location and pathways of Acute 
Stroke and Stroke Rehabilitation Services, facilitated by commissioners. It has also been agreed to fully 
refresh the systemôs Urgent Care Strategy, with a particular emphasis on out of hospital and admission 
avoidance initiatives and services, with commissioners. 
 
The service is working at pace both internally and with its partners to secure robust patient pathways and 
ensure timely flow from the hospital. These programmes of work which include Right Patient Right Place, 
Integrated Front Door and Discharge to Assess are being monitored and reviewed through the local ED 
Delivery Groups. 

 
 

2.19.3 Cancer 

 
The Trust has consistently maintained all key national cancer standards over the past four years despite 
delivering a major RTT recovery programme during the past year.  However, during the latter part of 2016/17 
2 week cancer wait performance deteriorated due to capacity to meet the additional demand. 
 

2.19.4 Referral to Treatment (RTT) 

 
In 2016/17 the Trust recovered, but as unable to maintain the 92% RTT Standard at an aggregate level. 
There are still considerable challenges in specialities such as Surgery, Gastroenterology and Dermatology 
due to resource constraints which are being addressed through job planning, Service Redesign initiatives 
such as PIFU (patient initiated follow-ups), introduction of virtual clinics, and where necessary the 
development of Business Cases for additional resource. Some remodelling of services has occurred in order 
to support the elective care pathways of patients, including skill mix reviews, the provision of Hot Clinics and 
the review of theatre capacity to improve the management of CEPOD lists. The sustainability of this 
performance is monitored through regular Steering Group Meetings with Commissioners. Sustainability 
solutions include outsourcing to the private sector, working with Commissioners on outsourcing at source and 
review of demand management schemes to ensure appropriateness of referral. The Trust is committed to 
achieving the national RTT standard of 92% in the next two years for incomplete pathways, with no breaches 
of 52 weeks. 
 

2.19.5 Future Activity Planning 

 
As part of the current business planning process the Trust now undertakes a bottom up activity planning 
methodology to inform divisional business plans.  This task is owned by the clinical delivery leads to ensure 
that there is full understanding of the data that is being used to develop the overall model and informs the 
basis of our activity planning.  
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2.19.6 Quality & Care Quality Commission (CQC) Improvement 

 
Our most recent reported routine inspection by the Care Quality Commission (CQC) showed areas of 
strength and areas for improvement.  Our kind and compassionate care was clear to the inspectors, who saw 
first-hand how we treat patients with dignity and respect. Inspectors observed many examples of high quality 
care and an organisation with solid foundations, a clear vision and established leadership. We knew many of 
the challenges highlighted and many improvements are already underway, but this inspection has given us a 
fresh perspective into where further progress can be made. Our culture of kindness and compassion, which is 
fundamental to safe and high quality care, gives us a strong foundation to build upon. 

 
The Trust was recently inspected (March 2017) and we currently awaiting the outcomes and feedback from 
their report. 
 

2.19.7 Transformation 

 
The transformation programme at GWH was successful in delivery of 2015/16 Cost Improvement 
Programmes (CIPs). The position for 2016/17 year end savings was £13.4m against the target of £14.3m.  

 
The Trust has established 7 cross-cutting workstreams, each led by an Accountable Officer: 

1 Productive People 
2 Better Buying 
3 New Products, New Income 
4 Right Response First Time 
5 Streamlining Support 
6 Elective Efficiency 
7 Better Control 

 

2.19.8 Long Term Financial Viability 

The financial year 2016/17 has been a period of stabilisation for the Trust, as the financial challenges 
addressed in 2015/16 have been met and improved CIP and forecast processes continued. This has been 
against a background of continued service pressures, which has seen significant increases in activity over 
previous years, and of continued change.  The Trustôs two year Operation Plan, submitted to NHS 
Improvement in December 2016 and covering 2017/18 and 2018/19, shows the Trust in financial balance by 
31 March 2019 with a surplus of £68k excluding Sustainability & Transformation Funding. This includes the 
achievement of £26.7m savings over that period. 
 
The PFI (relating to the Great Western Hospital) is a key driver of our financial position and currently 
accounts for 10% of Trust income each year and will grow over time.  Over the coming year the Trust will be 
working closely with NHSI, the Department of Health and HM Treasury to look at and consider all suitable 
options that may lower the financial burden to the Trust. 

 
Our long term financial plan fully supports our whole system approach. 
 

2.20 No Trust  branches  outside UK  

The Trust does not have branches outside the UK. 

2.21 Notes to the A ccounts  

In relation to the use of financial instruments, an indication of the financial risk management objectives and 
policies of the Trust and the exposure of the entity to price risk, credit risk, liquidity risk and cash flow risk, 
unless such information is not material for the assessment of the assets, liabilities, financial position and 
results of the entity, are included in the notes to the accounts. 
 
Disclosures in respect of policy and payment of creditors are included in the notes to the Accounts. 
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2.22 Explanation of a mounts included in the annual accounts  

Explanations of amounts included in the annual accounts are provided in the supporting notes to the 
accounts. 

2.23 Preparation of the Accounts  

The Accounts for the period ended 31st March 2017 have been prepared in accordance with paragraphs 24 
and 25 of Schedule 7 to the National Health Service Act 2006 in the form that Monitor (the Independent 
Regulator of NHS Foundation Trusts) with the approval of the Treasury, has directed. 

2.24 Preparation of the Annual Report and Accounts  

The Directors consider the Annual Report and Accounts, taken as a whole, is fair, balanced and 
understandable and provides the information necessary for patients, regulators and stakeholders to assess 
the NHS foundation trustôs performance, business model and strategy. 
 
Please note that the Trust has disclosed information on the above as required under the Companies 
Act 2006 that is relevant to its operations. 
 
 
Approved by the Board of Directors 
 
Signed  
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ACCOUNTABILITY REPORT 

3. Directors ô Report  

General Companies Act Disclosures 

3.1 Directors of Great Western Hospitals NHS Foundation Trust  

Directors of Great Western Hospital NHS Foundation Trust during 2016/17: - 
 

Roger Hill Chairman  
 

Nerissa Vaughan Chief Executive  

Dr Nicholas Bishop Non-Executive Director (from 1 August 2016) 

Roberts Burns Non-Executive Director (until 31 January 2017) 

Liam Coleman Non-Executive Director (until 31 December 2016) 
Senior Independent Director  
 

Andy Copestake Non-Executive Director (from 1 July 2016) 

Oonagh Fitzgerald Director of Human Resources 

Angela Gillibrand Non-Executive Director (until 30 June 2016) 
Deputy Chairman  
 

Karen Johnson Director of Finance  

Jemima Milton Non-Executive Director  

Steve Nowell Non-Executive Director  
Senior Independent Director (from 1 January 2017) 
 

Dr Guy Rooney Medical Director   
 

Julie Soutter Non-Executive Director 
Deputy Chairman (from 1 July 2016) 
  

Hilary Walker Chief Nurse 

  

 
Non-Voting Board Members 
 

Douglas Blair Director of Community Services (until 30 June 2016) 
 

Kevin McNamara Director of Strategy  
 

Carole Nicholl Director of Governance & Assurance (& Company Secretary) (from 1 

November 2016) 
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3.2 Board of Directors  

The Board of Directors or Trust Board is comprised of Executive, Non-Executive Directors and Non-Voting 
Members and has overall responsibility for the performance of the Trust. The Board determines strategy and 
agrees the overall allocation of resources and ensures that adequate systems and processes are maintained 
to measure and monitor the Trustôs effectiveness, efficiency and economy as well as the quality of its 
healthcare delivery.  The Board takes decisions consistent with the approved strategy.  The Executive 
Directors are responsible for operational management of the Trust.  Non-voting Board Members do not have 
executive powers. Brief biographies for Board Members in 2016/17 are set out below.   
 

3.3 Biograp hy of individual Directors  

 
Roger Hill, Chairman 

 

Roger was appointed to the Board in April 2008.  Until 1999 he had been both the 
Chairman and Managing Director of the UK subsidiary of Intergraph Corporation, a 
large American computer company.  Subsequently he was a Board Director of a 
number of IT services companies, both in the UK and Ireland.  Until 2008 he was a 
Governor of Newbury College.  Roger was re-appointed as a Non-Executive 
Director in January 2012 for a further term of three years ending 30 April 2015.  
Roger was appointed the Senior Independent Director of the Trust from 1 October 
2012.  In 2013/14 Roger was appointed Chairman of the Trust from 1 February 
2014 for a three year term ending 31 January 2017 and therefore he ceased to be 
the Senior Independent Director.  In 2016/17 Roger was re-appointed as the 
Chairman for a further two year term ending 31 January 2019.   
 
In 2016/17 Roger was an invitee of the Finance, Investment and Performance 
Committee (latterly known as the Finance & Investment Committee).  He was also a 
member of the Remuneration Committee and the Joint Nominations Committee.   
 

 
Nerissa Vaughan, Chief Executive 

 

Nerissa Vaughan joined the NHS in 1991 as a Graduate National Management 
trainee.  She trained in Birmingham and after completing the Training Scheme took 
up her first post in Birmingham Family Health Services authorising developing GP 
commissioning.  After a few years in commissioning at Birmingham Health Authority, 
she took up her first hospital management job in Dudley Road Hospital in 
Birmingham as Divisional Manager for Clinical Support Services, which included 
A&E, Pharmacy, Theatres, ICU, Therapies and a range of other support services.  
Nerissa became Project Director for the Wolverhampton Heart Centre, setting up a 
new Cardiac Tertiary Centre from scratch. Following this, she became interested in 
capital development and moved to Hull as Director of Planning.  She oversaw a 
£200m capital programme which included a cardiac development and oncology PFI 
scheme.  Keen to return to the Midlands, she took up post as Deputy Chief 
Executive at Kettering General Hospital and thereafter moved to her first Chief 
Executive role at Kingôs Lynn where she led the Trust to Foundation Trust status. 
Nerissa became Chief Executive of this Trust in October 2011. Nerissa originates 
from Llanelli and holds a BA Degree in Theology and a Master of Science Degree in 
Health Service Management from Birmingham University. 
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Dr Nicholas Bishop, Non-Executive Director (from 1 August 2016) 

 

A former consultant general and interventional radiologist, Nick chaired the Board of 
the British Association of Medical Managers (BAMM).  After being Assistant Medical 
Director for Commission for Health Improvement (CHI), he became senior medical 
advisor to the Healthcare Commission and the Care Quality Commission (CQC). 
 
Nick is an Education Associate with the General Medical Council (GMC) and was 
appointed to the National Advisory Group on Clinical Audits and Enquiries in 
2014. Now retired, he continues to chair CQC inspections of acute and specialist 
hospitals as a Specialist Advisor. 
 
Nick became a Non-Executive Director on 1 August 2016.  During 2016/17 his 
membership of Board Committee was as follows: - 

¶ Chair of the Mental Health Act / Mental Capacity Act Committee from 1 July 
2016 (latterly known as Mental Health Governance Committee)  

¶ Member of the Governance Committee until 31 December 2016 at which 
point he was appointed Chair of that Committee which became known as 
the Quality & Governance Committee. 

¶ Member of the People Strategy Committee (until 31 December 2017 when 
the Committee was disbanded). 

¶ Member of the Performance, People and Place Committee and the Audit, 
Risk & Assurance Committee (both from 1 January 2017). 

¶ Member of the Remuneration Committee 

¶ Invitee to the Finance, Investment & Performance Committee (latterly 
known as the Finance & Investment Committee). 

 

 
Andy Copestake, Non-Executive Director (from 1 July 2016) 

 

Andy joined the Board as a Non-Executive Director on 1 July 2016 having 
previously held a number of senior finance positions in the private, public and 
charity sectors. 
From the late 1990s until May 2016, Andy was the Director of Finance at the 
National Trust in Swindon. Prior to that, he was the Finance Director at St Mary's 
NHS Trust in Paddington.  Andy is a certified accountant. 
 
During 2016/17 Andyôs membership on Board Committee was as follows: - 

¶ Member of the Audit, Risk & Assurance Committee 

¶ Member of the Governance Committee (until 31 December 2016) 

¶ Member of the Performance, People & Place Committee (from 1 January 
2017) 

¶ Member of the Finance, Investment & Performance Committee (latterly 
known as the Finance & Investment Committee) 

¶ Member of the Charitable Funds Committee 

¶ Member of the Remuneration Committee.  
 

 
Oonagh Fitzgerald, Director of Human Resources  

 

Oonagh joined the Trust in February 2008.  Oonagh had previously worked as 
Director of Human Resources and Organisation Development at Kingston Hospital, 
South West London and prior to that she was Deputy Director of Human Resources 
at Mayday Healthcare NHS Trust in Croydon, South London.  She is a Fellow of the 
Chartered Institute of Personnel and Development.  She originally studied law at 
university and gained a Masters in HR Leadership in 2005. 
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Karen Johnson, Director of Finance 

 

Karen Johnson was appointed as the Director of Finance in August 2015 after a 
period of Acting Director of Finance from February 2015.  Prior to joining the Trust in 
June 2013 Karen was Acting Chief Finance Officer for Wiltshire Primary Care Trust.   
Karen became a member of the Chartered Institute of Management Accountants 
(ACMA) in 2001 and has over 25 years experience in the public sector including; 
Ministry of Defence, Local Authority and the NHS. 
Karen joined the NHS in January 2010 and is committed to ensuring the public 
sector provides good value for money whilst maintaining good quality services.  
Karen was appointed Acting Director of Finance on 28 February 2015 and was later 
appointed as the substantive Director of Finance on 3 August 2015. 
 

 
Jemima Milton, Non-Executive Director  

 

Jemima has been involved in Local Government for the last 15 years, first as a 
Councillor in Swindon holding a number of cabinet positions and then as a 
Councillor in Wiltshire where she took a key interest in Health and Social Care. 
Jemima was an active partner in the family farm with her late husband and during 
this time ran a catering company and then a Bed and Breakfast business.  Jemima 
joined the Board on 1 January 2014, having previously been a governor of the Trust.  
In 2016/17 Jemima was re-appointed to the Board for a three year term ending 31 
December 2019. 
 
In 2016/17 Jemimaôs membership of Committees was as follows: - 

¶ Chair of the People Strategy Committee (until 31 December 2016 when the 
Committee was disbanded) 

¶ Member of the Audit, Risk and Assurance Committee 

¶ Member of the Charitable Funds Committee (becoming Chair of that 
Committee from 1 January 2017) 

¶ Member of the Governance Committee (until 30 June 2016) 

¶ Member of the Quality & Governance Committee (from 1 January 2017 

¶ Member of the Remuneration Committee 

¶ Invitee to the Mental Health Act / Mental Capacity Act Committee until 30 
June 2016 at which point she became a member of that Committee which 
latterly became known as the Mental Health Governance Committee 

¶ Member of the Performance, People & Place Committee (from 1 January 
2017) 

¶ Invitee to the Finance, Investment & Performance Committee (latterly 
known as the Finance & Investment Committee). 

 

 
Kevin McNamara (Director of Strategy ï Non Voting Board Member)  

 

Kevin first joined the Trust is November 2009 as Head of Marketing and 
Communications and has worked in the NHS for over 10 years. Kevin previously 
worked at South Central Strategic Health Authority (SHA) leading on public 
campaigns, market research, stakeholder engagement and parliamentary business.  
Before that Kevin worked for Thames Valley SHA on media relations. In his previous 
role in the Trust, Kevin lead on all aspects of communications and reputation 
management including the Patient Advice and Liaison Service and the way the Trust 
investigates and responds to complaints and other customer feedback. In December 
2013 Kevin was appointed as the interim Director of Strategy.  He is the Board lead 
for developing and implementing a five-year plan for the Trust and for identifying 
new business opportunities through bids, tenders and fundraising.   
Kevin was appointed to the substantive position of Director of Strategy on 10 April 
2014. 
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Carole Nicholl, Director of Governance & Assurance (& Company Secretary) ï Non-Voting Board 
Member) (from 1 November 2016) 

 

Carole first joined the Trust in 2011 as Head of Corporate Governance & Company 
Secretary.  Carole previously worked in local government managing a wide range of 
governance portfolios including elections, democratic services and corporate 
functions.    Carole was appointed as Director of Governance & Assurance (and 
Company Secretary) in November 2016 and is responsible for the Trust's assurance 
framework, corporate risk, corporate governance, including the company secretarial 
function, compliance and regulation and legal services.   
 
Her focus is to ensure that the Board receives assurance on all matters relating to 
Trust business and that there is an effective Council of Governors to represent the 
views of members and local people. 
 
Carole originates from Worcestershire where she qualified as a Chartered Company 
Secretary.  Thereafter Carole study in Oxford where she gained further 
qualifications including a Diploma in Management Studies. 

 
 
 
Steve Nowell, Non-Executive Director & Senior Independent Director 

 

Steve started his career as a lawyer working in private practice and in a number of 
industries before moving into management. 
 
He spent the last 10 years of his career in financial services as a divisional director 
of Nationwide Building Society leading a wide range of risk and control functions, 
and was part of the organisation's senior leadership team looking at the 
organisation's wider strategy and performance.   
 
Steve became a Non-Executive Director on 1 June 2014.  Steve was appointed 
Senior Independent Director from 1 January 2017. During 2016/17 Steveôs 
membership of Board Committees was as follows: - 

¶ Member of the Governance Committee becoming Chair of that Committee 
from 1 July 2016 

¶ Member of the Finance, Investment & Performance Committee (until 30 
June 2016).  This Committee later became known as the Finance & 
Investment Committee and Steve became Chair from 1 January 2017.  In 
the intervening period Steve was an invitee to the Committee. 

¶ Member of the Remuneration Committee becoming Chair of that Committee 
from 1 January 2017. 

¶ Member of the People Strategy Committee (until 31 December 2016 when 
the Committee was disbanded 

¶ Chair of Performance, People & Place Committee (from 1 January 2017) 

¶ Chair of the Charitable Funds Committee (until 31 December 2016) 

¶ Member of the Audit, Risk & Assurance Committee (from 1 July 2016)  
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Guy Rooney, Medical Director & Deputy Chief Executive (from 1 April 2015) 

 
 
 
 
 

Dr Guy Rooney first joined the Trust in 1999 as a new consultant in sexual health 
and HIV. Over the years he has been a key contributor to national guidelines; 
incorporating the management and testing of patients for HIV and extending to the 
recognition of sexual infections in children exposed to sexual abuse. His sexual 
health work has involved working for the UK Government in Russia, contributing to 
the National Sexual Health Strategy and a key author of STIF: a national training 
programme for primary care.  
For the last few years he has been involved within the management structure of the 
Trust, initially as Clinical Lead for Non-acute Medicine, followed by Associate 
Medical Director for the Diagnostics & Outpatients Division.   
Dr Guy Rooney joined the Board as Medical Director on 1 April 2014.  He has driven 
the clinical engagement in all aspects of the work the Trust undertakes, in particular 
the transformation work outlined in Simon Stevensô (CEO NHS England) five-year 
vision for the NHS. 
In 2016/17 Guy was re-appointment as the Medical Director and Deputy Chief 
Executive for a further two year term ending 31 March 2019. 

 
Julie Soutter, Non-Executive Director & Deputy Chairman 

 

Julie is a finance and management professional, with qualifications in finance (FCA) 
and change management, including managing programmes and projects and 
process improvement. She has worked across the professional, charitable, private 
and public sectors, with roles in large accountancy practices, senior positions in the 
NHS and not for profit organisations. Her experience covers finance, operations, 
performance management, strategy and business planning, project management, 
governance and service improvement.  
Recent roles include Interim Chief Operating and Finance Officer for the Energy 
Systems Catapult, a government and commercially funded technology and 
innovation centre based in Birmingham, where Julie led the setting up and delivery 
of finance, HR, IT, facilities, procurement and governance functions and systems. 
Prior to that she was Director of Finance for the Chartered Institute of Housing, and 
Head of Operations at Innovate UK, which supports innovation in the commercial 
and academic sectors.  
Julie has held a number of non-executive roles in the NHS, public and charitable 
sectors. She has been a Non-Executive Director since 1 January 2015.  Julie 
became Deputy Chairman from 1 July 2016 following the end of the term of office of 
Angela Gillibrand.  During 2016/17 Julieôs membership of Board Committees was as 
follows: - 

¶ Chair of Audit, Risk and Assurance Committee 

¶ Member of Governance Committee (from 1 July 2016), latterly known at the 
Quality & Governance Committee 

¶ Member of the Finance Investment and Performance latterly known as the 
Finance & Investment Committee 

¶ Invitee to the Mental Health Act / Mental Capacity Act Committee (until 30 
June 2016) 

¶ Member of the Remuneration Committee 

¶ Invitee to the People Strategy Committee, becoming a member of that 
Committee from 1 July 2016 until 31 December 2016 when the Committee 
was disbanded 

¶ Member of the Joint Nominations Committee 
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Hilary Walker, Chief Nurse  

 

Hilary has been a Registered Nurse since 1985. She held a number of corporate 
nursing roles in the West Midlands before joining the Trust in May 2012 as interim 
Chief Nurse and thereafter was successful in securing the substantive Chief Nurse 
position from 1 January 2013. She is keen to strengthen the contribution of Nurses 
and Allied Health Professionals to modern healthcare and is focussed on improving 
the safety and quality of care and patient experience.  
 
 

 
Douglas Blair, Director of Community Services (until 30 June 2016) 

 
Douglas was appointed to the Trust as Director of Community Services in August 2014. Before this, he had 
held local and regional roles in NHS England and the South West Strategic Health Authority. This included 
the establishment of Clinical Commissioning Groups and Commissioning Support Units.  Douglas joined the 
NHS in 2006 in a Primary Care Trust commissioning role after spending eight years as a civil servant in 
central and regional government working on areas such as homelessness, rural issues and the Criminal 
Justice System.  Douglas ceased to be a Board member on 30 June 2016 at which point he became the 
Managing Director on the Board of Wiltshire Health & Care LLP. 
 

 
Robert Burns, Non-Executive Director (until 31 January 2017) 

 
Robert Burns has a financial management background.  Robert joined the Board on 1 August 2008 and was 
re-appointed for further terms in 2012, 2015 and again in 2016 when he was re-appointed for an additional 
six month term until 31 January 2017 at which point Robert left the Trust. 
 
In 2016/17 Robert was a member of the Governance Committee and the Mental Health Act/ Mental Capacity 
Act Committee (until 31 July 2016) and the Remuneration Committee.  In addition Robert was an invitee to 
the Finance, Investment & Performance Committee (until 31 July 2016). 
 

 
Liam Coleman, Non-Executive Director and Senior Independent Director (until 31 December 2016) 

 
Liam Coleman has a financial background.  Liam joined the Board in December 2008 and was re-appointed 
in 2012 and again in 2015 for a further three year term ending 31 October 2018.   However, due to work 
commitments Liam resigned as a Non-Executive Director leaving the Trust on 31 December 2016. Liam was 
the Senior Independent Director from 1 March 2014 and he remained in this role up until the time he left the 
Trust. 
In 2016/17 Liam was Chair of the Finance and Investment Committee and Chair of the Remuneration 
Committee.  Liam was also a member of the People Strategy Committee and the Joint Nominations 
Committee. 
 

 
Angela Gillibrand, Non-Executive Director and Deputy Chair (until 30 June 2016) 

 
Angela Gillibrand has a financial background.  Angela became a Board member in July 2004. Angela was re-
appointed as a Non-Executive Director in 2012 and 2014.  Angela was appointed and thereafter re-appointed 
as Deputy Chairman of the Trust from 1 January 2012 and remained in this role until she left the Trust on 30 
June 2016.  
 
In 2016/17 Angela was Chair of both the Governance Committee and the Mental Health Act/Mental Capacity 
Act Committee.  Angela was a member of the Audit, Risk and Assurance Committee, the Finance and 
Investment Committee and the Remuneration Committee.   
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3.4 Length of appointments of Non -Executive Directors  

Listed below are details of the length of appointments of those Non-Executive Directors who held office during 
2016/17.  Appointments are shown from 1 December 2008, being the date of Authorisation as a Foundation 
Trust.  
 

Name First Term Second Term Third Term Fourth Term 

Roger Hill 01.12.08 ï 30.04.12 01.05.12 ï 31.01.14 01.02.14 ï 31.01.17 01.02.17 ï 31.01.19* 

Nick Bishop 01.08.16 ï 31.07.19    

Robert Burns 01.12.08 ï 31.07.12 01.08.12 ï 31.07.15 01.08.15 ï 31.07.16* 01.08.16 - 31.01.17* 

Liam Coleman 01.12.08 ï 31.10.12 01.11.12 ï 31.10.15 01.11.15 ï 31.10.18  

Andy Copestake 01.07.16 ï 30.06.19    

Angela Gillibrand 01.12.08 ï 30.06.12 01.07.12 ï 30.06.14 01.07.14 ï 30.06.16  

Jemima Milton 01.01.14 ï 31.12.16 01.01.17 ï 31.12.19*   

Steve Nowell 01.06.14 ï 31.05.17 01.06.17 ï 31.05.20*   

Julie Soutter 01.01.15 ï 31.12.17    

 
 
Non-Executive Directors are appointed by the Council of Governors.  A Non-Executive Director or Chairman 
may be removed from office with approval of three-quarters of the members of the Council of Governors.  The 
circumstances under which this might happen are included in the Trustôs Constitution. 
 
Two new Non-Executive Directors were appointed during 2016/17.  *Three Non-Executive Directors were re-
appointed during 2016/17 and one was re-appointed in early 2017/18.   The process involved assessment by 
the Joint Nominations Committee.  The following considerations were taken into account and matched against 
a job description and person specification in respect of each re-appointment / appointment: - 
 

¶ Skills and qualities identified as required; 

¶ Composition of the Board mapped against Directors; 

¶ Statutory and Code of Governance requirements; 

¶ Governorsô duties in considering re-appointments; 

¶ Views of the Chairman and Governors; 

¶ Independence; 

¶ Qualifications and experience requirements; 

¶ Annual performance appraisals feedback;  

¶ Board development feedback; 

¶ Refreshment of the Board; 

¶ Changes in significant commitments which could be relevant; 

¶ Time commitment for the role; and 

¶ Term of appointment. 

The appointments were approved by the Council of Governors.  
 
As recommended by the Local Counter Fraud Service (LCFS), the names of all Trust Directors (Executive 
and Non-Executive) are cross-referenced with the Disqualified Directors Register on the Companies House 
website on an annual basis.  No Trust Directors appeared on the Disqualified Directors Register (as at 29 
March 2017).   
 
Three Non-Executive Directors left the Trust during 2016/17. 
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3.5 Statement about the balance, completeness and 
appropriateness of the Board of Directors  

The Non-Executive Directors are all considered to be independent of the Foundation Trust and the Trust 
Board believes it has the correct balance, completeness and appropriateness in its composition to meet the 
requirements of an NHS Foundation Trust.   
 
The Board is committed to reviewing its balance and composition in order to maintain its effectiveness.  
During 2016/17 the Trust again considered the requirements from Directors on the Board, looking in detail at 
the skills and qualities needed now and in the future.  There was reflection on the existing composition of the 
Board against desired experience and knowledge on the Board and it was considered that clinical and 
financial expertise was needed in part to offset the retiring Non-Executive Directors and to ensure robust 
challenge.  In 2016/17 recruitment commenced for new Non-Executive Directors which resulted in the Joint 
Nominations Committee recommending to the Council of Governors three candidates for appointment, 
namely Andy Copestake who has financial and accountancy experience; Nicholas Bishop who has extensive 
clinical expertise and knowledge and more recently Peter Hill a former NHS Trust Chief Executive and nurse 
by background who will join the Trust in April 2017. The Trust may appoint up to seven Non-Executive 
Directors in addition to the Chairman. 
 

3.6 Stateme nt setting out that the Board of Directors undertakes 
a formal and rigorous evaluation of its own performance and 
that of its collective and individual directors  

During 2016/17 there was again change and refreshment of the Board.  There were two new Non-Executive 
Directors, as explained above, with a third joining in April 2017; three Non-Executive Directors were re-
appointed and recruitment will take place later in the year for an additional Non-Executive Director. 
Furthermore, a new non-voting Director position was created, namely the Director of Governance & 
Assurance (and Company Secretary) who commenced in November 2016. This post was considered 
essential having regard to the increasing governance and compliance requirements on healthcare 
organisations. 
 
The Chief Operating Officer position remains vacant.  However, the post is covered by an interim 
appointment but not as an Executive Director.  During the year the non-voting Director of Community 
Services position was removed from the Board following the transfer of Wiltshire Community Health Services 
to Wiltshire Community Health & Care LLP. 
 
The Board considered its effectiveness in terms of decision making, refreshing its reserved powers, the 
Scheme of Delegation and the Terms of Reference of the Board Committees.  In 2016/17 there was a 
fundamental refresh of the Board Committee structure to ensure lines of assurance on all areas of Trust 
business via Board Committee to the Board.   
 
External evaluation of the Board and / or governance of the Trust commenced in February 2016 under NHS 
Improvementôs Well Led Governance Framework.  This was undertaken by Deloitte as an independent 
reviewer and the report was published in August 2016 resulting in a number of actions to improve 
governance. 
 
In April 2017 the Board held a workshop to consider its effectiveness, reviewing the added value of 
committees, reporting and information and considering assurance versus reassurance.  The outcome was a 
self-assessment on whether further changes could be made to improve the effectiveness of the Board 
Committees and how they seek assurance for the Board. 
 
For individual Non-Executive Directors, the Trust has in place a framework for their annual review. The 
evaluation of the Chairôs performance is led by the Senior Independent Director with input from the Lead 
Governor and the Chief Executive on behalf of the Executive Directors and having regard to the views of the 
other Non-Executive Directors.  The Chief Executive and Non-Executive Directorsô performance is evaluated 
by the Chairman taking account of Governorsô and other Directorsô input.  The Executive Directorsô appraisals 
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are led by the Chief Executive in April/May each year and are reported through the Remuneration Committee 
following a formal appraisal process. 
 

3.7 Atte ndance at meetings of the Board of Directors during 
2016/17 

Listed below are the Board Directors and their attendance record at the meetings of the Trust Board held 
during the past year. 

Record of attendance at each meeting 
V = Attended 

U = Did not attend 
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Nick Bishop n/a n/a n/a n/a n/a n/a n/a n/a V V V V V V V V V V 

Robert Burns 
(until 31-Jan-17) 

V V U U V V V V V V V V V V V V n/a n/a 

Liam Coleman (Senior 
Independent Director) 
(until 31-Dec-16) 

U V V V V U V U U V V V U V U n/a n/a n/a 

Andy Copestake  
(from 1 Jul-16) 

n/a n/a n/a n/a n/a n/a V V V V V V V V V V V V 

Oonagh Fitzgerald V V V V U V V V V V V V V V U V V V 

Angela Gillibrand 
(Deputy Chair)  
(until 30-Jun-16) 

V U V U V U n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a 

Roger Hill (Chair) V V V V V V V V V V U V V V V V V U 

Karen Johnson V U V V V V V V V V V V V V V V V V 

Jemima Milton  U V V V V V V V V V V V V V V V V V 

Steve Nowell V U V U U U V U V V V V V V V U V V 

Guy Rooney V U V V V U V V V V V V V V V V U V 

Julie Soutter V V V V V U V V V V V V V V V V V V 

Nerissa Vaughan  V U V V V V V V V U V V U V V V U V 

Hilary Walker V V V V V V U V V V V V V V U V V V 

 

Douglas Blair   
(non-voting member) 
(until 30-Jun-16) 

U V V V V V n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a 

Kevin McNamara   
(non-voting member) 

V V V V V V V V V V V V V V V V U V 

Carole Nicholl  
(non-voting member) 
(from 1-Nov-16) 

n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a V U V V V V V 

 
There was a Joint Council of Governors and Board on 9 June 2016.  
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3.8 Decisions reserved for the Board of Directors  

There are certain matters which are reserved for the Board of Directors to decide relating to regulation and 
control; appointments; strategic and business planning and policy determinations; direct operational 
decisions; financial and performance reporting arrangements; audit arrangements and investment policy.  
The Reservation of Powers to the Board was refreshed in June 2016 and will be refreshed again during 
2016/17.  A full copy can be obtained from the Company Secretary. 

3.9 Interests of Directors  

A Register of Interests of Directors is maintained, a copy of which can be obtained from the Company 
Secretary. 

3.10 Significant c ommitments of the Chairman  

There were no substantial changes to commitments during the year and the Chairman, Roger Hill was able to 
devote the appropriate time commitment to this role.   

3.11 Committee structure  

The structure of the Board committees during 2016/17 was as follows up until 31 December 2016: - 
 

 
 
The structure of the Board committees from 1 January 2017 was as follows: - 
 

BOARD OF 
DIRECTORS

Joint Nominations 
Committee 

Executive Committee
Å Day to day control & 

management of the 
organisation

Å Performance overview 
(financial, operational,  

workforce, quality, 
transformation, STP)
Å Overseeing Risk 

Management

Finance and 
Investment  
Committee

Å Overseeing 
development of 

and taking 
assurance on 

implementation 
of financial plans
Å Establishing 

overall 
methodology for 

investments

Performance, 
People & Place 

Committee

Å Overseeing 
development of 

and taking 
assurance on 

implementation 
of Performance 

Strategies

Remuneration 
Committee

Å Executive 
Directors 

appointments, 
appraisals  & 
remuneration
Å Succession 

planning

Audit, Risk and 
Assurance 
Committee

ÅSystems of 
internal 
control / 

oversight of 
risk

Mental Health 
Governance 
Committee

Quality and 
Governance
Committee

Å Overseeing 
development of 

and taking 
assurance on 

implementation of 
Quality Strategy

Å Overseeing 
compliance with 

governance 
requirements

Charitable Funds 
Committee

Board Committee Structure 2016/17

SCRUTINY, CHALLENGE & TESTING / SUPPORT / ASSURANCE
ASSURANCE / INTERNAL 
CONTROL PROCESSES

STATUTORY OPERATIONAL / 
PERFORMANCE 

DELIVERY

STRATEGIC, RECEIVES 
ASSURANCE

 



 
Page 45 of 252 

 
 

Sitting below this top level structure are a number of working groups and other meetings.  The Terms of 
Reference for the Board Committees are refreshed each year.   

3.12 Key Committees  

The Board recognises the importance of organisational governance such as executive structures, annual and 
service plans, performance management and risk management arrangements to deliver the Trustôs strategic 
objectives.  The Trust has developed a meetings structure to support these and to provide assurance to the 
Board.   
 
The Board has established the following committees: - 
 

¶ Charitable Funds Committee 

¶ Audit, Risk and Assurance Committee* 

¶ Quality and Governance Committee 

¶ Finance and Investment Committee 

¶ Mental Health Governance Committee* 

¶ Remuneration Committee*  

¶ People, Performance and Place Committee 

¶ Executive Committee 
 
* Statutory Committees 
 

The Joint Nominations Committee is established by the Council of Governors. 

3.13 Accounting policies for pensions and other retirement 
benefits  

Accounting policies for pensions and other retirement benefits are set out in the notes to the accounts and 
details of senior employeesô remuneration can be found in the remuneration report (Section 4 refers). 
 

3.14 Interests held by Directors  and Gover nor s 

Details of company directorships and other significant interests held by Directors or Governors which may 
conflict with their management responsibilities are registered. The Trust maintains two registers, one for 
Directors and one for Governors, which are open to the public.  Both registers are available from the 
Company Secretary. 
 
Each Director and Non-Executive Director is required to declare their interests on an ongoing basis and to 
ensure that their registered interests are up to date.  The Directors are reminded at the beginning of each 
Trust Board meeting that they must declare any interest which may conflict with the business of the Trust and 
excuse themselves from any discussion where such conflict may arise.  The Trust is satisfied with the 
independence of the Board for the entire year. 
 

3.15 Cost allocation and charging requirements  

The Trust has complied with the cost allocation and charging requirement set out in HM Treasury and Office 
of Public Sector Information Guidance. 

3.16 Political donations  

There were no political donations during 2016/17. 
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3.17 Better P ayment Practice Code  

The Better Payment Practice Code requires the Trust to aim to pay all undisputed invoices by the due date or 
within 30 days of receipt of goods or valid invoice, whichever is the latter. Information on measure of 
compliance is included in Note 9 to the accounts.    
 

3.18 Working with suppliers  

The Great Western Hospitals NHS Foundation Trust works with a large number of suppliers across a very 
diverse portfolio.  Our aim is to work in partnership with our suppliers and to build strong relationships that 
enable us to obtain best value for money when purchasing the quality of goods and services the Trust needs 
to support patient care. 
 
The Trust has an E-Procurement tool which enhances transparency of our contracting processes, gives 
visibility of the contracts the Trust is tendering for, makes it easier for suppliers to engage with us and 
reduces the paperwork suppliers have to complete during formal tendering processes. 
 

3.19 Enhanced Quality  Governance Reporting  

Quality Governance is a combination of structures and processes at and below Board level to lead on Trust-
wide quality performance including:  
 

¶ ensuring required standards are achieved; 

¶ investigating and taking action on sub-standard performance;  

¶ planning and driving continuous improvement;  

¶ identifying, sharing and ensuring delivery of best-practice; and  

¶ identifying and managing risks to quality of care.  
 
Arrangements are in place to ensure quality governance and quality is discussed in more detail within the 
Annual Governance Statement (Section 10 refers). 
 

3.20 Quality Governance Framework  

The Trust has had regard to NHS Improvementôs Quality Governance Framework in arriving at its overall 
evaluation of its performance, internal control and Board Assurance Framework.  The Trust seeks to ensure 
that the Trust strategy; capabilities and culture; processes and structure and measurements are mapped 
against the Quality Governance Framework.  Quality Governance is discussed in more detail elsewhere in 
this report namely in the Quality Report (Section 10 refers) and in the Annual Governance Statement (Section 
9 refers).  
 
During 2016/17 the Trust had in place a number of plans and processes which contribute to ensuring Quality 
Governance.  Examples of this include: - 
 

¶ On-going development of the Trustôs business strategy with particular emphasis on quality. In 
addition, sitting under the Trust Strategy, is a Quality Strategy encompassing eight domains. Key 
Performance Indicators have been agreed to focus on patient care, positive patient experiences and 
good clinical outcomes. 
 

¶ Following the initial governance review reporting structures were refreshed and posts realigned / 
established with a focus on quality.  This past year we have written and are currently consulting on a 
Trust quality governance framework which describes the expected systems and processes of quality 
governance within the trust. 

 

¶ Divisional quality dashboards continue to be enhanced, to support department and divisions in their 
monitoring and reporting of quality performance indicators. 
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¶ Regular reporting to the Board on risks and potential risks to quality, with action plans in place to 
address any gaps in assurance.  A further refreshing of risk management in the organisation took 
place during 2016-17 with continued focus on the management of risks at local levels.  Additional 
training and workshop sessions have been held to raise awareness of the need to identify and 
manage risk, including risks which may compromise the Trustôs ability to consistently deliver high 
quality care. 
 

¶ Ongoing refreshment of the Board to ensure that the Board has the necessary skills and qualities to 
manage the Trust and deliver the quality agenda.  During 2016-17 a clinical Non-Executive Director 
was appointed who now chairs the Quality and Governance Committee. 

 

¶ Promotion of a quality focused culture throughout the Trust evidenced by the role of staff values and 
improved communication and feedback mechanisms.  Quality is considered in developing policies 
and procedures for the Trust with consideration given to the impact on clinical effectiveness, patient 
experience and the quality of care. 

 

¶ There are clear processes for escalating quality performance issues to the Board.  These are 
documented, within policies and procedures determining which issues should be escalated. These 
amongst other issues include escalation of serious untoward incidents and complaints. Robust 
improvement plans are put in place to address quality performance issues.   
 

¶ A robust and effective Board Assurance Framework and Risk Management process, which provides 
a valuable tool for identifying risks, managing them, ensuring controls are in place and addressing 
any gaps in those controls.  The Board Assurance Framework has been completely refreshed with a 
focus on oversight of metrics to indicate mitigation of strategic risks including quality. 

 

¶ Patient experience is important to the Trust.  Each month the results of the Family and Friends Test 
and information from comments and complaints are reported, which includes areas for learning and 
themes of concerns.   

 

¶ Quality information is analysed and challenged in a number of areas.   The Board reviews a monthly 
Quality Report, which includes metrics and analysis of essential quality indicators, such as Infection 
Prevention and Control, Incident Reporting and Clinical Audit.  

 

¶ During the course of the year, the internal auditor carried out audits of a number of areas associated 
with quality governance such as risk management, Information Governance (IG) Toolkit (see box 
below) and incident reporting and management. 
 

¶ During the course of the year there was a Trust wide improvement plan, led by a time limited 
collaborative Improvement Committee, whose primary aim was to ensure the delivery of the 
Improvement Plan to meet the recommendations arising out of the Care Quality Commissionôs (CQC) 
inspection in 2015.  This supports the Trustôs focus on aiming to comply with the CQC regulations 
and key lines of enquiry.  
 

Note - The Information Governance (IG) Toolkit is a Department of Health measuring tool that allows organisations to 
assess themselves against IG policies, IG law and central guidance.  It demonstrates whether we can be trusted with 
public data. 
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Patient Care 

3.21 Development of service s to improve patient care  

We treat thousands of patients every year as outlined in the Overview of Performance Report (Section 1 
refers). Service improvements are also included in the Overview of Performance Report. 

3.22 Performance against key healthcare targe ts 

Details of performance against key healthcare indicators is set out elsewhere in the Quality Report (Section 
11 refers). 

3.23 Arrangements for monitoring improvements in the quality of 
healthcare  

Continuous monitoring of the Quality Accounts and improvement plan and national targets is done monthly. 
The improvement indicators and national targets are reported through to our Commissioners and Trust Board 
via an Executive Committee. The Quality Account improvement indicators also inform a Patient Quality 
Committee each month.   
 
Compliance Monitoring of the CQC regulations is undertaken through the Patient Quality Committee, Quality 
and Governance Committee and Executive Committee up to Trust Board.  Exceptions in compliance or risks 
to compliance are identified and included in the Trustôs Risk Register.  Action plans are developed and 
progress is monitored to provide assurance of compliance. 
 
In addition the Trust has in place an Improvement Committee which oversees the roll out of milestone actions 
to drive improvement and also tests and challenges embeddedness of improvement. 

3.24 Progress towards targets  

Progress with national targets informs the Trust Safety and Performance dashboard which is shared and 
monitored by our Commissioners, as well as monitored through the Executive Committee and Trust Board. 
Monthly directorate performance meetings are held to monitor performance at directorate level.  
 
Progress towards targets as agreed with local Commissioners, together with details of other key quality 
improvements, are included in the Quality Report (Section 11 refers). 

3.25 New or significantly revised services  

Details of services throughout the year are included in the Overview of Performance Report (Section 1 
refers). 
 
There were no new or significantly revised services during 2016/17 other than those detailed below. 
 
The Trust did decide not to continue with Wiltshire Children & Young Peopleôs Services at the time that this 
service came to tender.  As a result, this service transferred to Virgin Healthcare from 01/04/16.  In addition, 
due to the bundling of locations, the Trust was unable to bid for health services delivered to HMP Erlestoke.  
As a result this service transferred to Bristol Community Health from 1 April 2016. 
 
In the final quarter of 2015/16 the Trust placed an expression of interest to Swindon Clinical Commissioning 
Group for the provision of Swindon Integrated Adult Community Services. The Trust was agreed as the 
preferred provider but, prior to formal contract, the Trust was asked to ñcare takeò the services due to the 
existing provider ñSEQOLò ceasing to operate.  Therefore, from 1 October 2016, the Trust has been providing 
adult community health services in Swindon under a caretaker agreement.  A formal contract for these 
services is expected to be entered into during 2017/18. 
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The business planning process, which was updated during 2015/16, has been further developed and 
embedded within the organisation.  The Trust is now actively participating in a systemïwide STP 
(Sustainability and Transformation Plan) which covers BANES (Bath and North East Somerset), Wiltshire and 
Swindon.  The Trust is also working on the development of new models of care for Swindon.  This is currently 
in the early stages but will be a key area of focus for 2017/18. 
 

3.26 Improvemen t in patient / carer information  

This is referred to in the Quality Report (Section 10 refers). 

3.27 Focusing on the patient  

How the Trust has focused on the patient, with examples, is included in the Performance Report referred to 
elsewhere in this document (Section 2 refers). 

3.28 Complaints Handling  

Published under Regulation 18 of the Local Authority, Social Services and NHS Complaints (England) 
Regulations 2009  
 
This is referred to in the Quality Report (Section 10 refers). 

3.29 Using patient experience to drive se rvice improvements  

This is referred to in the Quality Report (Section 10 refers). 
 

Stakeholder Relations 

3.30 Partnerships and alliances  

During the course of the year we have continued to place significant emphasis on building strong 
relationships with local providers and commissioners.  In respect of the Wiltshire health community, we have 
worked extensively with local GPs, voluntary sector organisations, Wiltshire Clinical Commissioning Group 
and the public to develop our Joint Venture, Wiltshire Health & Care LLP.  The establishment of the Joint 
Venture in itself is was leap forward in joint partnership working.   
 
Looking forward, the Trust is actively working to develop partnerships and closer working relationships with a 
network of organisations across Swindon, which will place us well in our ambition to become an Accountable 
Care Organisation.  Work also continues across our STP (Sustainability & Transformation Plan) footprint 
(covering BANES, Wiltshire & Swindon), here we are looking at how best to work together as a system to 
deliver real service improvements to patients, efficiencies and savings. 
 
Work has continued with our partners at the Oxford University Hospitals NHS Trust on plans to develop a 
local Radiotherapy Unit on the Great Western Hospital site in Swindon.  The development was given the 
official go ahead in March 2016. A crucial element of the development of this service will be a multi-million 
fundraising appeal, which was launched in early 2015 by our Trust, and which as of October 2016 had 
already reached the £1,000,000 mark.  
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3.31 Development of services with others and working with our 
partners to strengthen the service we provide  

Examples of how the Trust has developed services with others and worked with partners to strengthen the 
services we provide is included in the Overview of Performance Report  (Section 1  refers). 

3.32 Health and Overview Scrutiny Committees (HOSCs)  

HOSCs (known as the Adult Social Care Select Committee in Wiltshire) are a statutory function of Local 
Authorities comprising elected representatives whose role it is to scrutinise decisions and changes that 
impact on health services in the area. 

3.33 Local Healthwatch o rganisations  

We continue to engage with the local Healthwatch organisations in the Trustôs geographical area and in 
particular for Swindon and Wiltshire.  

3.34 Public and patient involvement activities  

Details of engagement events with the public and patients is included in the Disclosures set out in the NHS 
Foundation Trust Code of Governance Report (Section 6 refers). 

 
Additional disclosures 

3.35 Statement as to disclosures to auditors  

For each individual Director, so far as the Director is aware, there is no relevant information of which the 
Great Western Hospitals NHS Foundation Trustôs auditor is unaware and that each Director has taken all the 
steps that they ought to have taken as a Director in order to make themselves aware of any relevant audit 
information and to establish that the Great Western Hospitals Foundation Trustôs auditor is aware of that 
information. 
 
Relevant audit information means information needed by the auditor in connection with preparing their report. 
In taking all steps the Directors have made such enquiries of their fellow Directors and of the Trustôs auditors 
for that purpose and they have taken such other steps for that purpose as are required by their duty as a 
Director of the Trust to exercise reasonable care, skill and diligence. 

3.36 Income d isclosures  

The income the Trust receives from the provision of goods and services for the purposes other than health 
care does not exceed the income it receives from the provision of goods and services for the provision of 
health. 
 

3.37 Other income  

Other income totalling £39m does not have a negative impact on provision of goods and services for the 
purposes of the health service in England. 
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4. Remuneration Report  

Information not subject to audit 
 
Including disclosures required by section 156 (1) of the Health and Social Care Act 2012, 
which amended paragraph 26 of Schedule 7 to the NHS Act 2006 

4.1 Remuneration Committee  

The Trust has a Remuneration Committee which has responsibility to put in place formal, rigorous and 
transparent procedures for the appointment of Executive and Non-Voting Board Directors and to develop, 
maintain and implement a remuneration policy that will enable the Trust to attract and retain the best 
candidates for Executive and Non-Voting Director Board positions.  The Committee reviews the structure, 
size and composition (including the skills, knowledge and experience) required of the Board and gives 
consideration to and is responsible for succession planning at senior level.  The responsibility for carrying out 
these duties rests with the Remuneration Committee whilst the accountability for the actions of the 
Committee remains with the full Board.   Executive and Non-Voting Board Directors are in senior positions 
that influence the decisions of the Trust as a whole. 

4.2 Membership of the Remuneration Committee  

The Remuneration Committee is comprised of the Chairman, Non-Executive Directors and the Chief 
Executive and chaired by the Senior Independent Director.  The Chief Executive does not take part in the 
consideration of Executive and Non-Voting Board Directors appointments or salaries which are agreed by 
Non-Executive Directors only. 

4.3 Membership and atten dance at meetings of the 
Remuneration Committee during 2016/17  

There were 3 meetings of the Remuneration Committee during 2016/17. Membership and attendance is set 
out below: - 

 Record of attendance at each meeting 
(P = attended  U = did not attend  n/a = was not a member) 
 

 16 July 2016 24 October 2016 27 March 2017 

Robert Burns P P n/a 

Nicholas Bishop n/a P P 

Liam Coleman (Chair until 

31 December 2016) 

P P n/a 

Andy Copestake P P P 

Angela Gillibrand  n/a n/a n/a 

Roger Hill P P P 

Steve Nowell (Chair from 1 

January 2017) 

P P P 

Jemima Milton P P P 

Julie Soutter U P P 

Nerissa Vaughan  P P P 
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4.4 Policy and guidance  

In exercising its responsibilities, the Committee: - 
 

¶ has regard for each individualôs performance and contribution to the Trust and the performance of the 
Trust itself;  

¶ takes into account benchmark information relating to remuneration of Executive Directors; and 

¶ seeks professional advice from Oonagh Fitzgerald, Director of Human Resources 

4.5 Remuneration of senior managers (Executive and Non -
Voting Board Directors)  

An element of variable pay for Executive Directors was introduced in 2013/14, having first introduced it for the 
Chief Executive in 2011/12. The Committee had a clear view that there must be a rigorous threshold to be 
achieved before payment of all or part of the variable element could be considered.  The majority of the 
senior managerôs salary is base pay, with a percentage as variable pay.   
 
At the end of each year the Remuneration Committee considers whether the variable element is payable, as 
the variable element is only payable if clear threshold levels and objectives are achieved by the senior 
managers.  In 2014/15 the Remuneration Committee suspended the variable pay element which remained 
suspended throughout 2015/16 and again throughout 2016/17. 
 
In July 2016 the Remuneration Committee undertook its annual review of remuneration of Executive and 
Non-Voting Board Directors, excluding the variable pay element.  The Remuneration Committee wishes to 
ensure that Directorsô remuneration reflects current market levels, thus enabling the Trust to continue to 
recruit and retain high calibre Directors. Benchmarking information relating to other Trusts was considered 
and basic pay was reviewed in line with benchmarking rates.  No changes to the remuneration of Executive 
and Non-Voting Board Directors were made, albeit there was an uplift to one directorôs salary to align with 
market rates. 
 
The following steps were taken to ensure that the Committee satisfied itself that it was reasonable to pay one 
or more senior managers more than £142,500: - 
 

¶ Comparison made of salaries of similar roles in similar organisations  

¶ Consideration of vacancies across the NHS for similar roles 

¶ Consideration of the likelihood of recruiting and retaining individuals in the current market 
 
The Committee was satisfied that the salaries were reasonable for these roles in this organisation. 
 
The variable pay scheme (suspended throughout 2015/16 and again in 2016/17) is as follows: - 
 
Components of the 
Remuneration Package 
for senior managers 

How the component 
supports the short 
and long term 
strategic objectives of 
the Trust 

How the component 
operates 

The maximum 
which could be 
paid for the 
component 

Amount 
(expressed in 
monetary terms 
or otherwise) that 
may be paid for 
minimum 
performance and 
any further levels 
of performance 
 

Basic Pay 
 

Basic pay for standard performance 
 

Variable Pay Delivery of Plan Threshold 
 

10% of basic 
pay 

 

Delivery of stretch 
objectives 

Individual specific 
objectives 
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The scheme was suspended in that because the Trust had entered into enforcement undertakings, the 
threshold component of the scheme was not achievable. 
 
Pension - The pension and other benefits for Executive and Non-Voting Board Directors is payable according 

to the NHS Pension Scheme and the Trustôs Expenses Policy. 

 
Claw back - Provisions for the recovery of sums paid to Directors, i.e. claw back provisions, are included in 
Executive and Non-Voting Board Directors contracts. 
 
Policy - The difference between the Trustôs policy on senior managerôs remuneration and its general policy on 
employeeôs remuneration is that the Executive and Non-Voting Board Directors are on spot salaries whereas 
the rest of the organisation is on a pay scale with annual increments.   
 
The Director remuneration was considered in the context of senior managerôs remuneration in that at the time 
of extending variable pay from the Chief Executive to the Executive Directors it was intended that a variable 
pay scheme would be replicated to the senior management via a phased approach.  However, as the variable 
element of the scheme has been suspended the Remuneration Committee decided in November 2015 not to 
proceed with variable pay for senior manager below Board level.  The variable pay scheme for Executive and 
Non-Voting Board Directors remains suspended and consideration will again be given to the scheme in 
2017/18. 
 
In considering Executive and Non-Voting Board Directors pay, relativities of senior manager pay were also 
taken into account.  There was no consultation with employees when preparing the Executive and Non-
Voting Board Directors remuneration policy. 

4.6 Service contract obligations  

There are no service contract obligations. 

4.7 Performance of senior managers  

The appraisal process for the Chief Executive and Executive and Non-Voting Board Directors involves an 
annual review of the objectives set and performance against those objectives.  These are agreed by the 
Chairman and Chief Executive respectively and reported through the Remuneration Committee.  The 
Committee receives a summary report from the Chief Executive into the performance of each Executive and 
Non-Voting Board Director. 

4.8 Board of Directorsô employment / engagement terms  

Executive and Non-Voting Board Directors, but not the Chief Executive, are appointed by the Remuneration 
Committee.  The Chief Executive and the Non-Executive Directors are nominated for appointment by a Joint 
Nominations Committee comprised of Governors and Non-Executive Directors.  The Council of Governors 
approves the Chief Executive and Non-Executive Director appointments. 
 
The Chief Executive and Executive and Non-Voting Board Directors have a contract with no time limit (with 
the exception of the Medical Director position which is for a fixed term of three years) and the contract can be 
terminated by either party with six monthsô notice as per NHS Employers standard Director contract.  These 
contracts are subject to usual employment legislation. New Director contracts include claw back clauses for 
any variable payment and fit and proper person disqualification provisions.  The Non-Executive Directors, 
which includes the Chairman, are appointed for terms of office not exceeding three years.  They do not have 
contracts of employment, but letters of appointment with terms agreed by the Council of Governors.  The 
Council of Governors may remove Non-Executive Directors at a general meeting with the approval of three 
quarters of the members of the Council of Governors. 
 
The Trustôs Constitution sets out the circumstances under which any Board Director may be disqualified from 
office.  The policy for loss of office payment is that the Trust would normally pay not more than contractual 
notice period.  Any exceptions would be considered at the Remuneration Committee on a case by case 
basis. 
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4.9 Senior managers with additional duties  

Set out below (section 4.13 refers) is a table disclosing the single total figure of remuneration for each person 
occupying a director post.  This includes all remuneration paid by the Trust to the individual in respect of their 
service for the Trust, including remuneration for duties that are not part of their management role. 
 
Note that the element of remuneration from the Trust which relates to any clinical role is included.  Where any 
individual received part of their remuneration from another body, the Trustôs share of the individualôs 
remuneration is listed only. 

4.10 Remuneration of Non -Executive Directors  

The Non-Executive Directors are paid an annual allowance, together with responsibility allowances for 
specific roles as set out in the table below: - 
 

 
Chairman 
 

£42,500 

 
Non-Executive Director (basic which all receive 
except chairman) 
 

£13,000 

 
Deputy Chairman 
 

£1,000 

 
Senior Independent Director 
 

£1,000 

 
Audit, Risk & Assurance Committee  Chair 
 

£3,000 

 
Mileage 
 

In accordance with Trust scheme 
 

 
Expenses 

All reasonable and documented expenses in accordance 
with Trustôs policy. 

 

 
Note that a Nominations and Remuneration Working Group comprised of Governors makes 
recommendations on allowances to the Council of Governors which sets the allowances for the Non-
Executive Directors. 
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4.11 Annual Statement from the Chairman of the Remuneration 
Committee summarising the financial year  

During the year the Committee considered recruitment and selection options, which included the benefits of 
psychometric testing.  The Committee supported a review of essential and desirable job specification criteria 
together with psychometric, personality and general intelligence testing to support recruitment and selection. 
The Committee also considered succession planning. 
 
During the year the Committee reviewed the Chief Executive, Executive and Non-Voting Board Directors 
achievements against objectives for 2015/16 and objectives for 2016/17.  There were no major decisions on 
senior managersô remuneration during 2016/17.  
 
The Committee considered the Executive and Non-Voting Board Director composition of the Board and 
agreed plans around recruitment to substantive posts.  Furthermore, with Douglas Blair, the Director of 
Community Services (non-voting Board Director) leaving the Board on 30 June 2016 to coincide with the 
transfer of Wiltshire Community Health Services to Wiltshire Health and Care LLP, the Committee agreed the 
removal of this Director position from the Board.   
 
In addition the Committee appointed Guy Rooney, the Medical Director as the Deputy Chief Executive from 
20 July 2016.  Guyôs re-appointment as the Medical Director and Deputy Chief Executive for a further two 
year term ending 31 March 2019 was also agreed by the Committee. 
 
During 2016/17 the Committee reflected on the needs of the Board and agreed the establishment of a new 
non-voting Board Director position, namely the Director of Governance and Assurance (and Company 
Secretary). Carole Nicholl was appointed to the role from 1 November 2016. The Committee also reflected on 
the voting status of Directors and considered that the Director of Strategy should be a voting position on the 
Board.  It was noted that a majority of Non-Executive Directors would remain, albeit that a vacancy for a Non-
Executive Director position exists.  The Committee further considered that the title for this role should be 
expanded to Director of Strategy and Community Services to reflect the portfolio of the post. 
 
This report contains a summary of the work of the Remuneration Committee during 2016/17. 
 

Disclosures required by Health and Social Care Act 
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4.12 Expenses of Directors and Governors  

4.12.1 Expenses 2016/17 (unaudited) 

 

Note - The total number of Board Directors in office during 2016/17 was 17 (2015/16: 16) and the total 
number of Governors in office was 23 (2015/16: 24)  

Name Title 
Expenses 
2016/17 

£ 

 
Name Title 

Expenses 
2016/17 

£ 

Robert Burns Non-Executive Director (until 31.01.17) 897.14  David Barrand  Nominated Governor  0 

Nicholas Bishop Non-Executive Director (from 01.08.16) 
947.70 

 

Orli Berman (previously 
known as Elizabeth 
Garcia) 

Public Governor (until 07.04.16) 
0 

Liam Coleman Non-Executive Director (until 31.12.16) 0  Penny Bowen Public Governor (from 06.09.16) 0 

Andy Copestake Non-Executive Director (from 01.07.16) 0  Claire Brooks Public Governor (from Nov-16) 0 

Angela Gillibrand Non-Executive Director (until 30.06.16) 212.24  Lisa Campisano Staff Governor (until Nov-16) 0 

Roger Hill Chairman 1004.96  Anna Collings Nominated Governor  0 

Jemima Milton Non-Executive Director 0 

 

Pauline Cooke Public Governor  360.36 

Steve Nowell Non-Executive Director 421.64 Brian Ford Nominated Governor (from 01.09.16) 0 

Julie Soutter Non-Executive Director 0 Peter Hanson Staff Governor  0 

   Louise Hill Public Governor 45.45 

Douglas Blair 
Director of Community Services (non-voting) 
(until 30.06.16)  

1014.68 
 

Ian James Nominated Governor 
0 

Oonagh Fitzgerald  Director of Human Resources 709.16 Janet Jarmin Public Governor 327.76 

Karen Johnson Director of Finance 0 Brian Mattock Nominated Governor (until 18.05.16) 0 

Kevin McNamara Director of Strategy (non-voting) 996.67 Phrynette Morrison Nominated Governors (until 11.11.16) 0 

Carole Nicholl 
Director of Governance & Assurance (& 
Company Secretary) (non-voting) (from 
01.11.16) 

81.10 
Sheila Parker Nominated Governor 

314.76 

Guy Rooney Medical Director & Deputy Chief Executive 1211.44 Kevin Parry Public Governor 0 

Nerissa Vaughan Chief Executive 1377.36 Peter Pettit  Public Governor 430.29 

Hilary Walker Chief Nurse  443.59 Rosemarie Phillips Public Governor (from Nov-16) 0 

   Martin Rawlinson Public Governor  0 

   Roger Stroud Public Governor (from Nov-16) 0 

   Ros Thomson Public Governor 0 

   Margaret White Public Governor 997.92 

   Robert Wotton Public Governor (until 11.05.16) 0 

Total  £9317.68  Total  £3080.32 
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4.12.2 Expenses 2015/16 

 

      

Name Title Expenses 
2014/15 

£ 

 
Name Title 

Expenses 
2015/16 

£ 

Name Title 
Expenses 
2015-16 

£ 

 
Shane Apperley Staff Governor  (to Jul-15) 0 

Robert Burns Non-Executive Director 1547.72  David Barrand  Nominated Governor  0 

Liam Coleman Non-Executive Director 0 
 Orli Berman (previously 

known as Elizabeth 
Garcia) 

Public Governor 0 

Angela Gillibrand Non-Executive Director 74.48  Roger Bullock Public Governor (to Nov-15) 0 

Roger Hill Chairman 1173.64  
 

Lisa Campisano Staff Governor 0 

Jemima Milton Non-Executive Director 0 Anna Collings Nominated Governor (from Nov-15) 0 

Steve Nowell Non-Executive Director 564.40 Pauline Cooke Public Governor (from Nov-15) 0 

Julie Soutter Non-Executive Director 148.70 Mike Halliwell Public Governor (to Nov-15) 0 

   Peter Hanson Staff Governor  0 

Douglas Blair 
Director of Community Services (non-
voting) 

1626.53 Louise Hill Public Governor 
508.92 

Oonagh Fitzgerald  Director of Workforce & Education 221.20 Ian James Nominated Governor 0 

Karen Johnson Director of Finance 0 Janet Jarmin Public Governor 943.60 

Michelle Kemp Chief Operating Officer (to May-15) 2920.20 Hayley Madden Staff Governor (to Sep-16) 0 

Maria Moore 
Deputy Chief Executive & Director of 
Finance  (to Apr-15) 

118.84 Brian Mattock Nominated Governor 
0 

Kevin McNamara Director of Strategy (non-voting) 1384.54 Phrynette Morrison Nominated Governors (from Aug-15) 0 

Guy Rooney Medical Director 2514.73 Sheila Parker Nominated Governor 0 

Nerissa Vaughan Chief Executive 554.40 Kevin Parry Public Governor 0 

Hilary Walker Chief Nurse / Chief Nurse 678.82 Peter Pettit  Public Governor 226.80 

   Martin Rawlinson Public Governor (from Aug-15) 0 

   Saul Richardson Staff Governor (from Nov-15) 0 

   Ros Thomson Public Governor 0 

   Margaret White Public Governor 678.16 

   Edward Wilson Nominated Governor (to Sep-15) 0 

   Robert Wotton Public Governor  0 

       

Total  £13,528.20  Total  £2,357.48 
Note Michelle Kempôs expenses include a relocation sum 
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Information subject to audit 
The information subject to audit, which includes Governorsô expenses, senior managerôs salaries, compensations, non-cash benefits, pension, compensations 
and retention of earnings for non-executive directors, is set out in the tables below. 

4.13 Pension Benefits and Remuneration  

4.13.1 Pensions Benefits 2016-17 

         

         

Name  

(alphabetical order) 
Title 

(a) 
Real 

Increase in 
Pension 
2016-17 

(Bands of 
£2500) 

(b)  
Real 

Increase in 
Lump Sum 

2016-17 
(Bands of 

£2500) 

(c) 
Total accrued 

pension at 
31st March 
2017(Bands 

of £5000) 

(d) 
Total accrued 
related lump 
sum at 31st 
March 2017 
(Bands of 

£5000) 

(e) 
Cash 

Equivalent 
Transfer 

Value at 31st 
March 2017 

(f) 
Cash 

Equivalent 
Transfer Value 
at 31st March 

2016 

(g) 
Real 

Increase in 
Cash 

Equivalent 
Transfer 

Value 

(h) 
Employers 

Contribution 
to 

Stakeholder 
Pensions 

  
£000 £000 £000 £000 £000 £000 £000 £000 

Douglas Blair Director of Community 
Services 

0-2.5 0-2.5 25-30 60-65 329 304 25 0 

Oonagh  Fitzgerald Director of Human 
Resources 

0-2.5 (0)-(2.5) 25-30 60-65 364 336 28 0 

Karen Johnson Director of Finance 
 

5-7.5 2.5-5 15-20 0.0 144 111 33 0 

Kevin McNamara Director of Strategy (non-
voting) 

2.5-5 2.5-5 10-15 30-35 156 121 35 0 

Carole Nicholl Director of Governance & 
Assurance (non-voting) 

2.5-5 5-7.5 45-50 0.0 582 522 60 0 

Guy Rooney Medical Director 
 

2.5-5 7.5-10 55-60 175-180 1,124 1045 79 0 

Nerissa Vaughan Chief Executive 
 

0-2.5 2.5-5 50-55 140-145 891 816 75 0 

Hilary Walker 
 

Chief Nurse 
0-2.5 2.5-5 40-45 125-130 823 774 49 0 

  

        Note - Accrued Pension and Lump Sum relate to benefits accrued to date and are not a projection of future benefits. They will include any additional pension benefits 
that have been purchased to date. 

Note - Membership of the Board during 2016/17 is referred to elsewhere in the Directors Report (Section 3 refers). 
Note - CETV values are not applicable over age 60. 
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4.13.2 Remuneration 2016/17 

  
2016-17 

 

Name Title 

A 
Salary & 

Fees 
(Bands of 

£5000) 

B 
All Taxable 

Benefits 
£100 

C 
Annual 

Performance 
Related 

Bonuses 
(Bands of 

£5,000) 

Long Term 
Performanc
e Related 
Bonuses 
(Bands of 

£5,000) 

Other 
Remuneration 

(Bands of 
£5000) 

E 
Pension-
Related 
Benefits 

(Bands of 
£2,500) 

Total 

Robert Burns NED 15-20 - - - - - 15-20 

Nicholas Bishop NED 5-10 - - - - - 5-10 

Liam Coleman NED 10-15 - - - - - 10-15 

Andy Copestake NEDF 5-10 - - - - - 5-10 

Angela Gillibrand NED 0-5 - - - - - 0-5 

Roger Hill Chairman 40 ï 45 - - - - - 40-45 

Steve Nowell NED 10-15 - - - - - 10-15 

Jemima Milton NED 10-15 - - - - - 10-15 

Julie Soutter NED 15-20 - - - - - 15-20 

 
Douglas Blair Director of Community 

Services 
95-100 - - - - 20-22.5 115-120 

Oonagh Fitzgerald Director of Human 
Resources 

105-110 - - - - 17.5-20 120-125 

Karen Johnson Director of Finance 125-130 - - - - 45-47.5 170-175 

Kevin McNamara Director of Strategy (non-
voting) 

110-115 - - - - 55-57.5 170-175 

Carole Nicholl Director of Governance & 
Assurance (non-voting) 

75-80 - - - - 102.5-105 180-185 

Guy Rooney Medical Director & Deputy 
Chief Executive 

130-135 - - - 35-40 25-27.5 195-200 

Nerissa Vaughan Chief Executive 170-175 - - - - 35-37.5 205-210 

Hilary Walker Chief Nurse 105-110 - - - - 5-7.5 110-115 

Note ï In respect of Guy Rooney, other remuneration relates to his clinical role.  
Note ï The remuneration figures do not include any final bonus/performance related pay increases which are subject to agreement by the Remuneration 
Committee.  None were approved for payment in 2015/16. 
Note ï Douglas Blairôs remuneration and expenses are part year (until 28 February 2017) when he TUPE transferred to Wiltshire Health & Care LLP.  However, 
he ceased to be a Board Member on 30 June 2017. 
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4.13.3 Remuneration 2015-16 

Pension Contributions for 2015/16 have been restated in the table below (above) so that they include contributions to the two NHS Pension Schemes - 2015 
NHS Pension scheme and 1995/2008 Pension Scheme. 

  
2015-16 

Name Title 
Salary 

(Bands of 
£5000) 

Arrears for 
2014-15 
paid in 
2015-16 

(Bands of 
£5,000) 

Benefits in 
Kind 

Rounded to 
the Nearest 

£100 

Annual 
Performance 

Related 
Bonuses 
(Bands of 

£5,000) 

Long Term 
Performance 

Related 
Bonuses 
(Bands of 

£5,000) 

Other 
Remuneration 

(Bands of 
£5000) 

Pension-Related 
Benefits 

(Bands of £2,500) 
Total 

Robert Burns NED 15-20 - - - - - - 15-20 

Liam Coleman NED 10-15 - - - - - - 10-15 

Angela Gillibrand NED 10-15 - - - - - - 10-15 

Roger Hill Chairman 40 ï 45 - - - - - - 40-45 

Steve Nowell NED 10-15 - - - - - - 10-15 

Jemima Milton NED 10-15 - - - - - - 10-15 

Julie Soutter NED 10-15 - - - - - - 10-15 

  

Douglas Blair Director of Community 
Services 

100-105 - - - - - 42.5-45 145-150 

Oonagh Fitzgerald Director of Human 
Resources 

105-110 - - - - - 45-47.5 150-155 

Karen Johnson Acting Director of 
Finance 

115-120 -     90-92.5 205-210 

Michelle Kemp Chief Operating Officer 70-75 -     (65)-(62.5) 5-10 

Kevin McNamara Director of Strategy 
(non-voting) 

95-100 - - - - - 40-42.5 140-145 

Maria Moore Deputy Chief Executive 
& Director of Finance 

0-5 - - - - 100-105 0-2.5 100-105 

Guy Rooney Medical Director 125-130  - - - 35-40 52.5-55 220-225 

Nerissa Vaughan Chief Executive 170-175 - - - - - 60-62.5 230-235 

Hilary Walker Chief Nurse 110-115 - - - - - 25-27.5 135-140 

Note ï In respect of Guy Rooney, other remuneration relates to his clinical role.  
Note ï In respect of Maria Moore, other remuneration relates to exit package paid in April 2015. 
Note ï The remuneration figures do not include any final bonus/performance related pay increases which are subject to agreement by the Remuneration 
Committee.  None were approved for payment in 2015/16. 
Note - Pension Related Benefits relate to the increase in employer contributions from prior year.  
Note - Maria Moore left the Trust on 6 April 2015 and Michelle Kemp left the Trust on 31 May 2015 
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4.13.4 Notes to Pension, Remuneration and Expenses Tables 

¶ Non-Executive Directors do not receive pensionable remuneration.   

¶ There are no Executive Directors who serve elsewhere as Non-Executive Directors and, therefore, 
there is no statement on retention of associated earnings. 

¶ Salary includes employer NI and pension contributions. The above figures do not include any final 
bonus/performance related pay increase which is subject to agreement by Remuneration Committee. 

¶ The accounting policies for pensions and other retirement benefits and key management compensation 
are set out in the notes to the accounts. 

¶ The Remuneration Committee considered that the level of remuneration paid to Executive Directors 
needed to be sufficient to attract and retain Directors of the calibre and value required to run a 
foundation trust successfully. The Committee had previously decided to increase the remuneration of 
Executive Directors so that there were in line with current market levels. 

 

4.13.5 Cash Equivalent Transfer Value 

A Cash Equivalent Transfer Value (CETV) is the actuarially assessed capital value of the pension scheme 
benefits accrued by a member at any one time.  The benefits valued are the membersô accrued benefits and 
any contingent spouseôs pension payable from the scheme.  
 
A CETV is a payment made by a pension scheme, or arrangement to secure pension benefits in another 
pension scheme, or arrangements when the member leaves a scheme and chooses to transfer the benefits 
accrued in their former scheme.  The pension figures show the benefits that the individual has accrued as a 
consequence of their total membership of the pension scheme, not just their service in a senior capacity to 
which the disclosure applies.  The CETV figures and the other pension details include the value of any pension 
benefits in another scheme or arrangement which the individual has transferred to the NHS pension scheme.  
They also include any additional pension benefit accrued to the member as a result of the scheme at their own 
cost.  CETVôs are calculated within the guidelines and frameworks prescribed by the Institute and Faculty of 
Actuaries. The CETV is based on actual contributions to 31

st
 March 2017. 

 
On 16 March 2016, the Chancellor of the Exchequer announced a change in the Superannuation Contributions 
Adjusted for Past Experience (SCAPE) discount rate from 3.0% to 2.8%.  This rate affects the calculation of 
CETV figures in this report. 
 
Due to the lead in time required to perform calculations and prepare annual reports, the CETV figures quoted in 
this report for members of the NHS Pension scheme are based on the previous discount rate and have not be 
recalculated. 
 

4.13.6 Real Increase in CETV 

This reflects the increase in CETV effectively funded by the employer.  It takes account of the increase in 
accrued pension due to inflation and contributions paid by the employee (including the value of any benefits 
transferred from another pension scheme or arrangement) and uses the common market valuation factors from 
the start and end of the period.   
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Additional disclosures 

4.14 Highest paid director remuneration  

All NHS Foundation Trusts are required to disclose the relationship between the remuneration of the highest 
paid Director in their organisation and the median remuneration of the organisationôs workforce. The median 
total remuneration above is the total remuneration of the staff member lying in the middle of the linear 
distribution of staff employed in the Trust, excluding the highest paid Director. This is based on an annualised 
full time total staff equivalent remuneration as at the reporting period date.    There are no Executive Directors 
who have been released, for example to serve as Non-Executive Directors elsewhere and, therefore, there are 
no remuneration disclosures on whether or not the Director will retain such earnings. 
 

Executive Name and Title  
 

Total remuneration 
 

  
2016/17 

 
2015/16 

 
Nerissa Vaughan, Chief Executive 
 

£172,500 
 

£172,500 

 
The above remuneration is on an annualised basis and is that of the highest paid Director. This includes salary, 
performance related pay, severance payments and benefits in kind where applicable, but excludes employer 
pension contributions.  
 

 

 

4.15 Payments for Loss of Office  

There were no payments made for loss of office during 2016/17. 
 

4.16 Payments to past senior managers  

There were no payments made to past senior managers during 2016/17. 
 

 
 

Multiple Statement 
 

2016/17 2015/16 % change 

 
Highest paid Directorsô total 
remuneration  
 

£172,500 £172,500 0% 

 
Median total remuneration  
 

£28,441.26 £27,090 5.0% 

 
Ratio  
 

6.07 6.37 (4.7%) 
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5. Staff Report  

5.1 Staff Numbers  

We want our Trust to be a place that people want to work and would recommend to their family and friends. Our 
People Strategy sets out our journey of cultural change, ensuring that compassion and care are at the heart of 
our organisation, both for patients and our staff.  
 
Every single person who works in our organisation plays an invaluable role in providing the high quality care 
and excellent service we strive for and we are committed to supporting our staff to achieve this through the six 
commitments outlined in our People Strategy. 
 
As a Trust we are committed to developing our staff and strive to ensure that all our employees reach their full 
potential at work and are happy and motivated to do their job and contribute to our success as an organisation. 
We also continue to work towards improving how we recognise the hard work, loyalty, commitment and 
successes of our workforce and have raised the profile of achievement through the monthly and annual award 
scheme and in putting staff forward for national awards. 
 
Average number of employees for 2016/17 was 4,892. The breakdown by professional group is listed below: - 
 

 
 
An analysis of average staff numbers is included in Note 7 to the accounts, together with an analysis of staff 
with permanent employment contracts with the Trust and other staff engaged on the objectives of the 
organisation. 
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5.2 Staff Costs  

Staff costs are included in Note 4.1 to the accounts. 

5.3 Trust employees  

A breakdown at 31 March 2017 of Trust employees is as follows: - 
 

  
Male 

 
Female 

 

 
Total 

 
 
 
Directors (senior managers) 
 

1 Executive Director, 
1 Non-Voting Board Directors 
& 4 Non-Executive Directors 

 
4 Executive 

Directors, 1 Non-
Voting Board 

Director & 2 Non-
Executive Directors 

 

13 

 
Bank & Substantive Staff 
 

183 1043 1226 

 
Substantive Staff Only 
 

659 3,634 4293 

 
Bank Staff only (includes Swindon 
Community Health Services) 
 

188 1,084 1272 

 
TOTAL 
 

1037 5768 6804 

 
The Trust has agreed key workforce policies with the recognised trade unions on behalf of our employees in 
line with our People Strategy 2014-2019. These policies include recruitment and selection, conduct, capability, 
grievance and health and safety. The policies are reviewed regularly for effectiveness and outcomes are 
reported bi-annually through the Executive Committee and People Strategy Committee. The HR Team 
members are aligned with the Clinical Divisions and meet regularly with the line managers to ensure that the 
relevant policies are implemented. 

5.4 Sickness Absence  

 
Staff Sickness 
Absence 
 

2016/17 2015/16 

 
Total days lost 
 
 
 

34,192 33,812 

 
Total staff years 
 
 
 
 
 

4,281 4,364 

Average working 
days lost per 
whole time 
equivalent 

8 8 



 
Page 65 of 252 

 
 

5.5 Staffing related issues during the year  

International recruitment 
Nurse staffing levels remain a concern so the Trust continued its international recruitment campaign during 
2016/17 and will continue for the foreseeable future. This is in addition to encouraging local people to return to 
a career in nursing or acute care.  
 
To date 4 candidates have arrived from Non-EU countries and 45 candidates have arrived from the EU. 12 
have received their NMC registration and are working as band 5 registered nurses on the wards. All other 
candidates are working as pre-registered nurses whilst they complete either the OSCE (Non EU) or English 
Exam (EU).  
 
Agency spend 
The Trust is in negotiation with ID Medical, an external contractor and our current primary agency provider of 
temporary staff to move to a master vendor agreement.  This will streamline our process and provide a more 
robust service for the staff and ensure adherence to our NHSI regulator requirements. 
 
National Pay Rise 
During the year national negotiations took place resulting in a 1% pay rise for all staff groups covered under 
Agenda For Change (our national terms and conditions) effective from 1 April 2017.   
 
Swindon Community Health Services 
Following a formal service tender exercise, the Swindon Community Health Services contract was awarded to 
the Trust on the 18 February 2016.  Swindon CCG then asked the Trust to ócaretakeô staff from the 1

st
 October 

2016 which resulted in the formal TUPE of 460 staff from SEQOL to the Trust.  
 
Apprentices 
In line with the national agenda for the employment of apprentices, the Trust has employed 43 apprentices in 
differing and varied roles to include the traditional junior administrator posts as well as the introduction of higher 
apprentices in healthcare settings. In addition, 96 of our existing staff were developed using apprenticeship 
training opportunities.   
 
Staff Policies and actions applied during the year 
The Trust has agreed key workforce policies with the recognised trade unions on behalf of our employees in 
line with our People Strategy 2014-2019. These policies include a range of employment situations e.g. 
recruitment and selection, conduct, capability, grievance and health and safety. The policies are reviewed 
regularly for effectiveness and outcomes are reported bi-annually through the Executive Committee and the 
Performance, People and Place Committee.  
 
Details of policies applied during the financial year for giving full and fair consideration to applications for 
employment made by disabled persons, having regard to their particular aptitudes and abilities, are available on 
request to the Trust. 
 
Details of policies applied during the financial year for continuing the employment of, and for arranging 
appropriate training for, employees who have become disabled persons during the period are available on 
request to the Trust. 
 
Details of policies applied during the financial year for the training, career development and promotion of 
disabled employees are available on request to the Trust.  
 
Actions taken in the financial year to provide employees systematically with information on matters of concern 
to them as employees include site communication with staff and ñStaff Roomò (a staff magazine) circulation. 
 
Actions taken in the financial year to consult employees or their representatives on a regular basis so that the 
views of employees can be taken into account in making decisions which are likely to affect their interests are 
included elsewhere in this report under the Staff Survey information below. 
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To enable consultation with employees, the Trust has in place an employee partnership agreement.  There is 
an Employee Partnership Forum made up of representatives from the trades unions and management.  The 
agenda covers Trust developments and financial information, as well as consultation on policies and change 
programmes. 
 
Actions taken in the financial year to encourage the involvement of employees in the Trustôs performance are 
included elsewhere in this report (Section 5.8 refers). 
 
Action taken in this financial year and as a result of the Sir Robert Francis óFreedom to Speak Upô report and 
the Department of Health report known as óLearning not blamingô, the Trust launched a ñFreedom to Speak Upò 
campaign to encourage staff to speak up in a safe environment. The Trust has appointed five Guardians to 
support the campaign. Their role is to be responsible for providing confidential advice and support to staff in 
relation to any concerns about patient safety.  They can also offer advice and support to ensure concerns 
raised are handled professionally and result in a clear outcome 
 
Actions taken in the financial year to achieve a common awareness on the part of all employees of the financial 
and economic factors affecting the performance of the Trust include site communication with staff and ñStaff 
Roomò (a staff magazine) circulation. 
 
One of the basic principles of public sector organisations is the proper use of public funds.  The Trust is a public 
funded organisation and consequently it is important that every employee and associated person acting for, or on 
behalf of, the Trust is aware of  the risk of fraud, corruption and bribery; the rules relating to fraud, corruption and 
bribery and the process for reporting their suspicions and the enforcement of these rules.   The Trust has a 
Fraud and Corruption Policy which includes a response plan for detected or suspected fraud, corruption or 
bribery.  In addition the Board endorses the NHS Counter Fraud Strategy and subsequent guidance. 

5.6 Policies for potential and existing disabled employee s ï 
engagement as an Emplo yer of Choice with and for our 
community  

The Trust is signed up to the national ñtwo ticks symbol and supports the recruitment and development of 
disabled candidates/employees.  To achieve this we show commitment to five key areas and work with our key 
partner Job Centre Plus as well as stakeholders within Swindon e.g. voluntary sector agencies, training 
providers and colleges.  
 
The Trust interviews all disabled applicants who meet the minimum criteria for a job vacancy and to consider 
them on their abilities. The Trust makes every effort when employees become disabled to make sure they stay 
in employment. HR staff work with Occupational Health Specialist Advisers and Line Managers to seek 
appropriate roles for staff following a change in circumstances   

5.7 Staff consultation and engagement / other consultations  

The Trust has a strong relationship with its trade union colleagues and also the Employee Partnership Forum 
(EPF) which formally negotiates on changes to policies, pay, terms and conditions of employment. EPF is 
formally recognised under a Trade Union Recognition Agreement and continues to be the route for 
communication with Trade Union Representatives for Wiltshire Health and Care LLP.  In this financial year, EPF 
has also expanded to include Swindon Community Health Services. 
 
Working in partnership with Trade Union Representatives, we TUPE transferred approximately 460 staff from 
SEQOL in October 2016.  The Trust has also commenced consultation with staff working in Swindon 
Community Health Services on the proposal to move to GWH terms and conditions of employment.  This 
should be concluded in the first quarter of 2017/18.   
 
We continue to embed the STAR organisation values, which are Service, Teamwork, Ambition and Respect 
(STAR).  These values are embedded in our People Strategy 2014-2019, HR policy framework, recognition 
schemes and support recruitment decisions. 
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5.8 Communicating with staff  

We have continued to extend the range of channels to strengthen communication between senior management 
and Trust staff:   
 

¶ The Trust has a single intranet site for staff, providing an accurate and timely source of information 
across the various departments and empowering staff to take control of their own areas of the site to 
share information with colleagues. The intranet also features a óHot Newsô section which allows 
important information to be shared with staff in a timely manner. 
 

¶ The Staff Room is a newspaper for all staff and volunteers and is a new way of keeping in touch with 

what's happening across the Trust. We encourage individuals and teams to feature in an edition of Staff 
Room or, if staff think there's something we should be telling colleagues about, then we encourage staff 

to let us know. Copies of each issue of Staff Room are delivered to GWH and all the main community 
sites. It's also available electronically.  
 

¶ The Trust also has an internet site for the public, current and future staff, members and Governors to 
access which provides useful information about services within the Trust, health care information and 
information about working for the Trust. The óWorking for usô section provides a series of information 
about career paths available, óA day in the life ofô and information about reward and benefits.  

 

5.9 Workforce Key Performance Indicators (KPIôs) 

The Trust has a range of workforce KPIôs which are monitored to understand the organisationôs performance.  
 
Sickness absence - Sickness absence levels were 3.76% for the period February 2016 - January 2017. This is 
consistent with the national picture for similar NHS Trusts.  This is an increase on the same period for the 
previous year which was 3.49%. The Employee Relations team continue to work closely with managers to 
review all long and short term sickness absences within the Divisions and support the managers to reduce 
absence across the Trust by supporting their staff and addressing any issues which affect absence.   
 
Turnover ï Turnover as at January 2017 was 14.61%, of which voluntary turnover was 11.54%. The rate has 
continued to go down month on month during the year. This is due in part to the development of a Recruitment 
and Retention strategic plan to recruit and retain and provide the necessary development and reward to key 
areas experiencing turnover over and above the median for NHS Trusts. 
 
Vacancy levels ï As at February 2017 there were 430.10 WTE vacancies Trust wide, which equates to 8.98% 
of our total staffing levels.  These are again supported by individual plans to support growth and development. 
 
Appraisal rates - The overall completion rate for the Trust is 84.60% as at February 2017, (compared to 
79.46% in February 2016). In 2017/18 the Trust will be focusing on improving the quality of the discussion and 
content of performance appraisals, as well as improving appraisal rates to ensure that staff feel that the 
appraisal was worthwhile and added value to them as an employee of the Trust.   
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5.10 Workforce Development  

The Trust is committed to supporting and motivating current staff, trainees and future workforce, including 
students, with on-going learning and development.   Despite challenging service pressures across the Trust, the 
Academy has been proactive in delivering training and in supporting staff and managers to engage with 
mandatory elements of training. Mandatory training compliance now stands at 89%. Role essential training has 
been identified for our staff with 82% compliance. The departments and staff groups with the lowest compliance 
rates are highlighted as hotspots in the monthly workforce report which is reported through the Executive 
Committee and the Performance, People and Place Committee. These hotspots have reduced from 123 to 26 
more recently over the last 12 months.  
 
The Academy, which is our dedicated Learning and Development Centre, continues to deliver training and 
support in a number of locations across the Trust.  Simulation activity has increased with multi professional 
simulation scenarios now applying a human factor approach to reducing risk and increasing competence and 
self-awareness.   The Academy has aimed to support the Trust in a proactive way by conducting a skill 
assessment and seeking the views of staff and service leads around key areas for improvement.  The aim has 
been to provide education solutions to support recruitment, retention, talent management, succession planning 
as well as competency development and support for advanced and specialist skills. 
 
The Academy has focussed on a number of improvements to education and development opportunities 
available for staff including: 
 

¶ As part of the Academy continuing professional development programmes (CPD), new courses have 
been created in-house. These programmes focus on cardiac care, acute stroke, excellence in 
chemotherapy and end of life. These all focus on the patient pathway through different services in both 
acute and community settings. These programmes are multidisciplinary (for nursing/AHPs) promoting a 
cross service approach to learning and service delivery. The intention is that all these extended courses 
will be accredited at degree level via Oxford Brookes University later in 2017.    
 

¶ Weôve increased our apprenticeships for both existing staff and those new to the healthcare work force 
to develop and maximise their potential ï this has led to a strengthening of our pipeline of future staff ï 
with 43 entry roles in the last year as well as the development of new roles such as Assistant 
practitioner to support skills mix reviews. 

 

¶ Continued support of students to develop as caring, competent registrants and to successfully apply for 
positions within the Trust has been further strengthened by our stepping in programme and strong 
preceptorship offer - evaluated as excellent by our newly qualified staff.  
 

¶ We have strengthened awareness of GWH support for furthering healthcare careers, devising and 
delivering a series of popular Nursing traineeships as well as devising clear development routes and 
raising awareness of our Continuing Professional Development (CPD) support. This has resulted in 
record numbers of staff applying and being support with their CPD.  
 

¶ The national course to develop expertise in line with Resus guidelines was added to the Academy 
course portfolio this year ï this is entitled Newborn Life Support.  33 staff have accessed this course, of 
which 20 were offered sponsored places free of charge, saving the Trust around £4000. The remainder 
used study budgets funded by the Severn Deanery. This course has also generated £1,890 of 
additional income for the Trust from external candidates. 
 

¶ Experiences are measured after an educational event and to identify the impact of education.  This 
feedback is used to inform future educational approaches. This year this has revealed that over 90% 
feel the service has been very good or excellent. 
 

¶ New courses to support recruitment have been developed this year with a UK based oversees nurse 
course, as well and support for overseas staff to achieve required competencies and professional 
registration requirements currently underway.  
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Post Graduate Medical Education has recently employed six Clinical Innovation Fellows who are working on 
discrete and specific projects tied in with the clinical environments they are working in.  This has proven to be 
extremely productive and has allowed changes to be made to support trainees with departments that are 
struggling to meet their educational commitments. Electronic Induction continues to be developed across the 
region, with GWH being part of the steering group.  We have been working closely with the Guardian and 
Medical Workforce to support the implementation of the Junior Doctors contract,  
 
Our dedicated staff library has continued to improve the quality of service offered with NHS Library Quality 
Assurance Framework (LQAF) peer review. The Trust received an outstanding compliance against the reviews 
criteria in 2016, which puts us ahead of other local trusts that have been accredited a 93% compliance score 
rate. 
 
GWH Research & Innovation profile within the Commercial sector has gained in momentum and recognition 
during the past financial year, with particular success within the field of Cardiology.  We have achieved UK 
highest participation in two high profile trials.  Alongside this we are the only Trust within our network to reach 
100% recruitment to Time and Target on trials closing within this financial year.  This has helped to make us an 
attractive site for Sponsors to approach.  
 
The Undergraduate Department received their annual Monitor Visit in February and received outstanding 
feedback on its teaching, innovation, pastoral care, financial governance and leadership.  As a result student 
numbers are set to increase in line with the new curriculum that comes into effect from September 2017.  
Clinical Teaching Fellow posts (CTF) continue to draw high calibre doctors to the Trust with 20 job offers for 
August 2017.  Due to our own Widening Participation and Dare to Doctor programmes, Swindon Academy have 
been asked to host a pilot programme, on behalf of the University of Bristol (UoB), for 50 students from the 
Inner City of London during July 2017.  Annual income generation from the UoB External Student Selected 
Components continue to generate vital income to fund CTF posts across ED, AAU and Paediatrics with the 
added enhancement of Research and Innovation and Quality Improvement Fellows for 17/18. 
 

5.11 Supporting our volunteers  

We are extremely fortunate to have over 360 committed and enthusiastic volunteers who support delivery of 
services across our acute and community services.  The volunteers provide an extremely valuable service to 
patients and provide support to staff.  They form an essential part of the hospital team and are greatly 
appreciated.  We always have a lot of people interested in assisting us in a voluntary capacity and currently 
have an additional 100 people in our recruitment process. 
 
For many, volunteering is a step on the ladder to employment; an opportunity to experience the hospital 
environment before going to university or to gain a familiarity with the NHS before applying for a role.  Many of 
our volunteers stay with us for years, with many having achieved awards for five and ten yearsô service and 
some have accrued over 25 years of voluntary service.  Each volunteer has their own personal reasons for 
offering their time.  We ask our volunteers to commit to a minimum of three hours per week for a minimum of six 
months.  They come through a robust recruitment process, including referencing and criminal records checks.  
Our volunteers sit alongside new members of staff at the Trust induction and in any other relevant training they 
need before they start volunteering with us.  Following induction, all volunteers attend at least one half day 
training session in each 12 month period. 
 
Volunteers can be found across the Trust in a variety of roles, such as patient befriending and assisting patients 
at mealtimes on the wards, manning information points for patients in the Eye Clinic and Cancer Services, 
doing exercises with patients in Physiotherapy, assisting patients in Radiology, providing a way finding service, 
and even helping in the laboratories to archive specimen slides and records. Additionally, there is the 
opportunity to volunteer at the hospital via other organisations, such as British Red Cross, Changing Faces, 
Hospital Radio, Royal Voluntary Service and Swindon & Wiltshire Carers Support Services. 
 
We are committed to support the community we serve this is one way of enabling us to engage with our local 
towns and the people within them. 
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5.12 Health & Wellbeing  

5.12.1 Healthy Lifestyles Update  

 
As a result of the health and wellbeing survey that was carried out in February 2016, a ñyou saidò so ñwe are 
doingò approach was taken to ensure that services matched what staff were asking for. We focused on offering 
a package of health assessments for staff, increasing activity levels and supporting staff with weight 
management and healthy eating advice. Raising awareness of services is key and so Health and Wellbeing 
launched their new logo to establish and recognise our commitment to this key support for all our staff. The 
health and wellbeing website has been redesigned to provide a one stop portal of information for staff 
 
We now have a dedicated Health and Wellbeing Advisor, who has a regular column in Staffroom Magazine to 
provide staff with information on leading a healthy lifestyle with tips for exercise and healthy recipes. Links have 
been made with our Public Health team at Swindon Borough Council who provide a joint approach and advice 
on preventative strategies. 
 
Health assessments for staff that include cholesterol and blood pressure testing, height, weight and BMI and 
advice and information on exercise, weight management and stress management were re-launched for staff in 
June 2016 and to date 194 have been completed.  Staff can access these sessions in many settings both on 
the main Acute site and also the community venues.  In addition to this, staff are now able to access NHS 
discounted membership at 18 local gyms and leisure centres. There have been 18 visits from local gyms to 
promote services and offers to staff at GWH. Currently over 300 members of staff are taking advantage of this 
 
Active Travel Promotion day was held in September by Swindon Travel Choices at GWH. Information was 
available on bike loan scheme, cycle routes and maps, walking routes and bus timetables. Bike security 
marking was available along with free saddle covers, cycle high vis bands. This was very successful with 200 
visitors to the stand. Following on from this, the cycle changing rooms have been redecorated and deep 
cleaned and a locker audit carried out in late 2016 identified spare lockers for new users 
 
In March, GWH received 4 loan bikes from Swindon Travel which can be loaned to staff on a try-a-bike basis. 
Bikes come with helmet, lock, lights and panniers.  The Health and Wellbeing advisor will facilitate the loan 
process for staff to encourage this mode of travel to work and general fitness. 
 
In order to encourage staff and visitors to use the stairs more often, £100 was awarded from staff lottery to 
purchase frames and produce awareness signs promoting taking the stairs instead of the lift 
 
Other interventions for Health and Wellbeing include ñWeigh to Wellbeingò which is a staff slimming club re-
launched in January 2017 with a full 12 month programme on offer and education and exercise information is 
produced each month. 
 
The Great Healthy Bake off took place in November 2016 and saw 8 entrants coming up with their own healthy 
recipes. Prizes included smoothie makers, cook books, gym memberships and fruit and veg box, donated by 
local companies. Articles, including the winning recipe, were included in the January edition of the Staffroom 
magazine.  
 
The Trust has an Occupational Health and Physiotherapy Service which also provides a range of management 
and staff support packages. 
 

5.12.2 Staff Support Services 

 
Our dedicated staff support service offers a range of holistic mental health and counselling services to our staff.  
This facility is off site and provides staff experiencing professional and personal issues with an opportunity to 
engage with a professional confidential service.  We are part of the Mindful Employer network and regularly 
work with partners to support varied interventions for our staff. 
 
The NHS is under immense pressure and this affects some of our staff so we offer both short mid and long term 
support in a non-judgemental and supportive environment. 
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5.13 Swine / seasonal flu vaccinatio ns 

For the 2016-17 season we vaccinated 59.6% of frontline staff, which is the highest uptake our Trust has had 
based on historical data. Nationally 9 out of 10 Trusts have increased their uptake from last season. We are 
already developing a plan for next seasonôs flu campaign to further increase our uptake figures.   

5.14 Health and Safety  

Significant changes this year have incorporated work towards  the integration of Swindon Community Services 
(formerly SEQOL)  assessing supporting and reviewing with the community staff the issues raised under the 
Health and Safety remit.   This has been taken place since October 2016. This year has again seen several 
improvements made across the Trustôs H&S, and Fire and Security management systems, which are 
highlighted below.   
 
The Trust has received no prosecutions or Improvement Notices from the HSE, CQC or Wiltshire Fire & Rescue 
Service during 2016/17. This is an excellent achievement and we wish to maintain this record again next year. 
 
Specific targeted achievements this year have included: 
 

¶ During the year 11 RIDDOR reportable accidents were reported to the HSE and root cause analysis 
investigations have been completed. This is a reduction from last year when 12 were reported. This 
level of RIDDOR rate has again benchmarked considerably lower than all other comparable Trusts in 
the South West Region. 

 

¶ Completion of our annual Health & Safety audit programme across all Departments within the Acute 
and Community sites. This has enabled central appraisal of Departmental risk assessments and safe 
systems of work and provision of feedback to Departments in order to achieve improvements.  

 

¶ Furthermore Trust Security improvements have been achieved this year with the replacement of the 
controlled door and access control security system.  Furthermore night time security arrangements 
have been reviewed and amended. 

 

¶ The governance arrangements for our community organisation Wiltshire Health & Care LLP for H&S, 
Fire and Security arrangements have been agreed and implemented during this year.  We continue to 
work closely on policy and health and safety development. 

 

¶ Fire Safety management improvements have continued to be made in reducing Unwanted Fire Signals 
by 75% [false fire alarm activations resulting in Fire & Rescue Service attendance] by introducing a 5 
minute internal investigation period and confirming if Fire Service is necessary before a call sent.   This 
demonstrates some good solution focused working across public sector organisations. 

 

5.15 Expenditure on consultancy  

Expenditure on consultancy in 2016/17 was £1.8m. Consultancy advice provided to the Trust covered a number 
of different areas including: -  

¶ PFI 

¶ Governance and Well Led Review 

¶ Diabetes Care Pathway 

¶ Sustainability & Transformation Plan (STP) 

¶ Private Patients 

¶ Swindon Community Services 
All of these agreed through a formal procurement process. 
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5.16 Off Payroll Engagements  

TABLE 1: For all off-payroll engagements as of 31 March 2017, for more than £220 per day and 
that last longer than six months 

 
 Number 

 

No. of existing engagements as of 31 March 2017 5 

Of which:  

No. that have existed for less than one year at time of reporting 1 

No. that have existed for between one and two years at time of reporting 4 

No. that have existed for between two and three years at time of reporting 0 

No. that have existed for between three and four years at time of reporting 0 

No. that have existed for four or more years at time of reporting. 0 

 
An assessment has been made as to which engagements are required to provide assurance. A letter is sent for 
all those engagements employed via personal service companies requesting assurance and associated 
contractual clauses. 

 

TABLE 2: For all new off-payroll engagements, or those that reached six months in duration 
between 1 April 2016 and 31 March 2017, for more than £220 per day and that last for longer 
than six months 

 
 Number 

 
 

No. of new engagements, or those that reached six months in duration, between 1 
April 2016 and 31 March 2017 

1 

No. of the above which include contractual clauses giving the Trust the right to 
request assurance in relation to income tax and National Insurance obligations 

1 

No. for whom assurance has been requested 1 

Of which:  

No. for whom assurance has been received 1 

No. for whom assurance has not been received 0 

No. that have been terminated as a result of assurance not being received 0 

 
Assurance has been requested only from those engagements via personal service companies 

 

TABLE 3: For any off-payroll engagements of Board members, and/or senior officials with 
significant financial responsibility between 1 April 2016 and 31 March 2017 

 
 Number 

 

No. of off payroll engagements of Board members, and/or senior officials with 
significant financial responsibility during the financial year 

0 

No. of individuals that have been deemed ñBoard members, and/or senior officials 
with significant financial responsibilityò during the financial year. This figure must 
include both off-payroll and on-payroll engagements 

18 

 
The consequence of assurance not being received referred to in table 2 above could result in tax liability. 
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5.17 Reporting on Compensation Scheme and Exit Packages  

 

TABLE 1 Foundation trusts are required to disclose summary information of their use of exit 
packages agreed in the year 
 

 Number of 
compulsory 

redundancies 

Cost of 
compulsory 

redundancies 

Number of 
other 

departures 
agreed 

Cost of 
other 

departures 
agreed 

Total 
number of 

exit 
packages 

Total cost of 
exit 

packages 

Number of 
departures 

where 
special 

payments 
have been 

made 

Cost of 
special 

payment 
element 

included in 
exit 

packages 

Exit package cost band Number £000s Number £000s Number £000s Number £000s 

<£10,000   1 8 1 6   

£10,00 ï £25,000   2 38 2 38 1 20 

£25,001 ï £50,000   1 48 1 48   

£50,001 ï £100,000   2 143 2 143   

£100,000 ï £150,000         

£150,001 ï £200,000         

etc.         

Total number of exit 
packages by type 

        

Total resource cost 0 0 6 237 6 237 1 20 

 
 

TABLE 2   This note discloses the number of non-compulsory departures which attracted an 
exit package in the year, and the values of the associated payment(s) by individual type. 
 
 

 2016/17 
 

2016/17 

Payments agreed Total value of 
agreements 

 

Number £000 

Voluntary redundancies including early retirement 
contractual costs 

  

Mutually agreed resignations (MARS) contractual costs 5 231 

Early retirements in the efficiency of the service 
contractual costs 

  

Contractual payments in lieu of notice   

Exit payments following Employment Tribunals or court 
orders 

  

Non-contractual payments requiring HMT approval * 1 20 

Total 6 251 

Of which:  
non-contractual payments requiring HMT approval made 
to individuals where the payment value was more than 12 
months of their annual salary 

0 0 
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5.18 IR35 Update  

 

IR35 is also known as óintermediaries legislationô. Itôs a set of rules that effects a workers Tax and 
National Insurance contributions if a worker is contracted to work for a client through an intermediary.  
 
The intermediary can be: 

¶ your own limited company 

¶ a service or personal service company 

¶ a partnership 
 
Following a consultation process the following changes came into force on the April 6th 2017: 
 

¶ Responsibility for determining IR35 status will sit with the end user (the Trust). 

¶ In instances where it is determined that IR35 applies, the entity paying the intermediary will be 
required to deduct the appropriate amount of income tax and National Insurance Contributions 
(NICôs) before paying the worker.  

¶ The liability for any unpaid tax and NI contributions sits with the body that pays the 
intermediary.  

 
The Trust is required  to use the facts of each contract or engagement to decide if IR35 applies and 
decided the employment status for each contract by considering what that relationship would be if 
there wasnôt an intermediary involved. The Trust complete a check via the Gov.Uk website on a case 
by case basis.  
 
This change has led to a number of agency workers increasing their pay rate to compensate the reduction in 
take home pay (albeit there shouldnôt be an overall reduction in annual pay). If they havenôt increased their pay 
rates many doctors have refused to decrease them to account for the 13.8% employers NI contribution. 
Therefore overall there has been a cost pressure to the Trust, particularly for medical agency doctors, one 
agency consultant is now costing £24 p/h more than pre IR35 rules. All bookings are being reviewed and more 
financially efficient solutions are being introduced where possible. 
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5.19 Staff Survey Report 2016/17  

 
At the Great Western Hospitals NHS Foundation Trust we recognise that our staff are our greatest asset. Every 
single person who works for us plays an invaluable role in providing the high quality care and excellent service 
that we strive for. We know that when our staff have positive experiences at work, our patients also have 
positive experiences and, therefore, we are keen to hear from our staff about what it is like to work for us and 
what we can do to make things better.  
 
The NHS Staff Survey is an important source of information about what it is like to work in the health service in 
England. The survey involves 316 NHS organisations from across the country and achieves over 423,000 
responses. The NHS Staff Survey is understood to be the largest workforce survey anywhere in the world and 
offers unparalleled insight into staff experiences. As one of the 316 participating NHS organisations, in October 
2016 the Trust randomly selected 1250 employees to complete the 2015/16 NHS Staff Survey (an increased 
sample size from last year (850 in 2015)). 603 of those employees selected returned a completed questionnaire 
giving the Trust a 49% response rate which is an improvement from last year (43% in 2015) and above the 
national average for combined acute and community Trusts in England. 
 
 

5.20 National and regional comparisons  

5.20.1 National  

 

The latest NHS Staff Survey results demonstrate a positive improvement in terms of staff experience and 
engagement despite the numerous challenges currently facing the NHS and its workforce. Nationally, staff 
engagement has improved continuously over the last five years and this year has also seen an improvement in 
the overall willingness of staff to recommend the NHS as a place to work or be cared for. 
 
Despite the extreme pressures that the NHS is under, nearly three quarters of staff remain enthusiastic about 
their job, the majority of frontline staff (80%) report that they are able to do their job to a standard they are 
personally pleased with and 90% of staff state that their job makes a difference for patients. 
 
Generally staff reported feeling that managers are invested in their health and wellbeing with a significant 
proportion of staff stating that their immediate manager takes an interest in their health and wellbeing (67%) 
and the majority of staff feeling that their organisation takes positive action on the health and wellbeing of staff 
(90%). In addition to this, the percentage of staff witnessing potentially harmful incidents is at its lowest in five 
years and the percentage of staff able to report those concerns is at its highest in six years. 
 
As is to be expected in such pressured working environments, the survey does highlight some areas of staff 
concern, with only 52% of staff feeling satisfied with the opportunities for flexible working and 11.9% of staff 
reporting that they have experienced discrimination at work. Whilst progress has been made, levels of bullying 
and harassment still remain unacceptably high nationally. 
 
 

5.20.2 Regional 

Whilst the Trustôs response rates remain one of the highest in the region, the Trustôs overall position has 
declined slightly compared with last year. This year the Trust is ranked 12th when benchmarking performance 
against organisations from across the South West. Last year the Trust were ranked 10th, Oxford University 
Hospitals NHS Trust and Torbay and South Devon Healthcare NHS Trust have both improved their 
performance this year and moved ahead of GWH.  
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5.21 Results a nalysis ï key findings  

The results from this yearôs Staff Survey provide some very encouraging findings regarding the experiences of 
staff at GWH.  However, it also highlights some areas that are experiencing challenges and some that need 
improvement. Whilst this yearôs results have not significantly changed from last year, there has been continued 
progress overall since 2014.  
 

Key area 2014  
score 

2015 
score 

2016  
score 

Change 
 

% Appraised in last 12 months 91 86 84 
 

-2% 

Staff confidence and security in reporting 
unsafe clinical practice 

3.58 3.79 3.75 -0.04 

Staff recommendation of the organisation as a 
place to work or receive treatment 

3.55 3.73 3.71 -0.02 

Staff motivation at work 3.88 4.09 4.01 
 

-0.08 

% able to contribute towards improvements at 
work 

67 
 

77% 74 -3% 

Staff satisfaction with level of responsibility and 
involvement 

3.83 3.97 3.95 -0.02 

 

 
There have been considerable improvements in the level of confidence that staff have in reporting unsafe 
practice, the effectiveness of communication from senior managers and job satisfaction. This year, GWH 
performed above average in 12 of the 32 Key Findings of the survey results, average in 14 and worse than 
average in only 6 areas. Whilst we are pleased that there have been improvements this year, there is further 
work to do in areas such as staffing levels and the number of staff experiencing harassment, bullying or abuse 
at work from patients or service users.  
 
Overall, staff engagement at GWH continues to be high with the Trust scoring above the national average for 
staff motivation. This is measured by the fact that the majority of staff felt they could contribute to improvements 
at work, would recommend the Trust as a place to work or receive treatment and feel motivated at work. Whilst 
the Trustôs staff engagement score has reduced slightly this year (previously 3.88 in 2015), this result remains 
above the national average for acute and community Trustôs and is higher than the results of 10 other Trusts in 
the South West region.  
 
Although the results show an improvement in the number of staff who have experienced harassment, bullying 
or abuse from patients, relatives or the public in the last 12 months, this is still higher than the average score in 
similar organisations. To ensure our staff are protected at work, our óNever OKô campaign was launched in 
October 2016 and will continue this year to reassure our staff that we take this very seriously. 
 
2016 was a very busy year at GWH which has placed additional pressures on our staff and as a result everyone 
has gone above and beyond what is expected of them to ensure the best possible experience for our patients. 
To ensure our patients receive the highest quality of care, we must ensure that the health and wellbeing of our 
staff is a priority. During 2016 fewer staff reported experiencing stress due to work and fewer staff have felt 
pressured to come to work when they are unwell. In addition to this, fewer staff are working extra hours and 
staff satisfaction with opportunities for flexible working has improved which has been our plan.  
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5.22  Summary of staff survey results  

 

Table - Response Rate 
 

 2015/16 
(previous year) 

2016/7 
(current year) 

Trust 
improvement / 
deterioration 

Trust  Trust Benchmarking 
group (trust type) 
average 

 

Response rate 43% 49% 44% 6% improvement 

 
Table ï Summary of Performance 
 
Those areas where the Trust has performed highly in comparison to the National results can be seen in the 
table below as well as those areas where further improvement is required. 
 
The response rate in 2016/17 was 49% and compared with 43% in 2015/16. 
  
Results scores range between 1 being the lowest to 5 being the highest. 
 

 

Top 5 ranking scores 

 

 2015/16 

(previous 

year) 

2016/17 

(current year) 

Trust 
improvement 
/ 
deterioration 

Trust Trust Benchmarking 
group (trust 
type) average 

 

Staff motivation at work 
(the higher the score the better) 

4.09 4.01 3.94 Deterioration 

% of staff feeling unwell due to work related stress in 
the last 12 months  
(the lower the score the better) 

36% 33% 36% Improvement 

% of staff reporting errors, near misses or incidents 
witnessed in the last month  
(the higher the score the better)  

92% 93% 91% Improvement 

% of staff / colleagues reporting most recent experience 
of harassment, bullying or abuse 
(the higher the score the better) 

34% 48% 45% Improvement 

Staff confidence and security in reporting unsafe clinical 
practice 
(the higher the score the better) 

3.79 3.75 3.68 Deterioration 
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Bottom 5 ranking scores 

 

 2015/16 

(previous 

year) 

2016/17 

(current year) 

Trust 
improvement 
/ 
deterioration 

Trust Trust Benchmarking 
group (trust 
type) average 

 

Staff satisfaction with resourcing and support 
(the higher the score the better) 
 

3.20 3.22 3.28 Improvement 

% of staff experiencing harassment, bullying or abuse from 
patients, relatives or the public in the last 12 months 
(the lower the score the better) 

 

35% 30% 26% Improvement 

Staff satisfaction with the quality of work and care they 
are able to deliver 
(the higher the score the better) 

 

3.91 3.88 3.92 Deterioration 

Effective team working 
(the higher the score the better) 
 

3.83 3.74 3.78 Deterioration 

% of staff witnessing potentially harmful errors, near 
misses or incidents in the last month 
(the lower the score the better) 

 

25% 30% 29% Deterioration 

 

5.23 Next steps / summary of actions / priorities for  2017/18  

This year the Staff Survey results will be analysed at sub specialty level and presented to the relevant 
committees. Each committee will discuss their specific set of results and agree an appropriate action plan in 
response to the feedback from that specific professional group or regarding a specific area of interest in order to 
make improvements. Once an action plan has been agreed, each Committee will undertake a quarterly review 
of the actions and the impact that they have had. Quarterly progress reports will also be submitted to the 
Executive Committee and the Performance, People and Place Committee. 

 
 
Please note that the Trust has disclosed information on the above as required under the Companies Act 
that is relevant to its operations. 
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6. NHS Foundation Trust Code of Governance  

6.1 Council of Governors  

As an NHS Foundation Trust we have established a Council of Governors, which consists of up to 22 elected 
and nominated Governors who provide an important link between the Trust, local people and key stakeholders 
by sharing information and views that can be used to develop and improve health services. The Council of 
Governors is a valued part of the Trustôs decision making processes to ensure that the Trust reflects the needs 
and wishes of local people.  The Council of Governors also has the following roles and responsibilities: - 
 
To: 

¶ appoint and remove the Chairman and Non-Executive Directors. 

¶ decide on the remuneration, allowances and terms and conditions of office of the Non-Executive 
Directors. 

¶ approve the appointment of the Chief Executive. 

¶ appoint and remove the External Auditor. 

¶ hold the Non-Executive Directors, individually and collectively, to account for the performance of the 
Board of Directors.  

¶ represent the membersô interests and bring these to bear on strategy decisions. 

¶ approve significant transactions. 

¶ approve the Trustôs Constitution.  

¶ input into the development of the annual plan. 

¶ receive the Annual Report and Accounts and the Auditorôs opinion on them. 
 
The Council of Governors has a duty to represent the views of foundation trust members and stakeholders, to 
the Board of Directors and the management of the Trust.  The Trust keeps the Council of Governors fully 
informed on all aspects of the Trustôs performance.  This is done through formal Council meetings, and through 
working groups set up by the Council of Governors.  These are explained below in this section.   
 
During 2016/17 the Council of Governors carried out or was involved in the following: - 
 

¶ Appraisals of the Chairman and Non-Executive Directors. 

¶ The appointment of three new Non-Executive Director (Andy Copestake, Nicholas Bishop and Peter 
Hill) 

¶ The re-appointment of the Chairman and two Non-Executive Directors 

¶ Holding the Non-Executive Directors to account on a number of issues such as recruitment & retention, 
Referral to Treatment Times (RTT) performance, medicines management, and Trust-wide improvement 
plans.   
 

In 2016/17 the Council of Governors did not exercise its power to require one or more of the Directors to attend 
a Governorsô meeting for the purpose of obtaining information about the Foundations Trustôs performance of its 
function or the Directorsô performance of their duties.  
 
Any disagreements between the Council of Governors and the Board of Directors will be resolved following the 
provisions in the Trustôs Constitution.  
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6.2 Members of the Council of Governor s, Constituencies  and 
Elections  

Six public constituencies exist to cover the Trustôs catchment area namely: - 
 

¶ Swindon 

¶ Northern Wiltshire 

¶ Central Wiltshire 

¶ Southern Wiltshire; 

¶ West Berkshire and Oxfordshire 

¶ Gloucestershire and Bath and North East Somerset 
 
There are 12 public Governor positions (Swindon ï 5, Northern Wiltshire ï 2, Central Wiltshire ï 2, Southern 
Wiltshire ï 1, West Berkshire and Oxfordshire - 1, and Gloucestershire and Bath and North East Somerset ï 1).  
In addition there are 4 elected staff Governors and 6 Governors nominated by organisations that have an 
interest in how the Trust is run.  The number of public Governors positions must be more than half of the total 
membership of the Council of Governors.   
 
Governors are elected by members of those constituencies in accordance with the election rules stated in the 
Trustôs Constitution using the ñfirst past the postò voting system.  Elections were carried out on behalf of the 
Trust in 2016/17 by the independent Electoral Reform Services Ltd. In the event of an elected Governorôs seat 
falling vacant for any reason before the end of a term of office, it shall be filled by the second (or third) place 
candidate in the last held election for that seat provided they achieved at least five percent of the vote and they 
will be known as reserve Governors. 
 
The names of Governors during the year, including where Governors were elected or appointed and their length 
of appointments are set out in the following tables.  The Trust held elections in all constituencies during the year 
for Governors whose terms of office expired and where there were vacancies.  
 

6.2.1 Elected Governors in 2016/17 ï Public Constituencies 

 
 Name Constituency Date first 

elected 
Current Term of Office (date 
ending)  

Attendance 
from 7 
Council of 
Governor 
meetings 

1 Ros Thomson Swindon Dec-08 3 years (term ends Nov-19) 7/7 
2 Kevin Parry Swindon Nov-11 3 years (term ends Nov-19) 6/7 
3 Louise Hill Swindon Nov-13 3 years (term ends Nov-19) 6/7 

4 Robert Wotton  Swindon Nov-13 
3 years (term ending Nov-17 but 
resigned May-16) 

0/1 

5 
Orli Berman 
(previously known as 
Elizabeth Garcia) 

Swindon Nov-13 
3 years (term ending Nov-17 but 
resigned Apr-16) 

0/1 

6 Roger Stroud Swindon Nov-16 3 years (term ends Nov-19) 2/2 

7 
Rosemarie 
Phillips 

Swindon Nov-16 3 years (term ends Nov-19) 2/2 

8 Pauline Cooke Northern Wiltshire Nov-15 
3 years (term ends Nov-18) 

 
6/7 

9 Penny Bowen Northern Wiltshire Sept-16 
Remainder of 3 years (term from 

Sep-16 ends Nov-18) 
2/3 

10 Margaret White Central Wiltshire Jun-11  3 years (term ends Nov-18) 6/7 
11 Janet Jarmin Central Wiltshire Dec-08  3 years (term ends Nov-18) 6/7 

12 Martin Rawlinson 
Gloucestershire, 
Bath & North East 
Somerset 

Nov-15 3 years (term ends Nov-18) 4/7 

13 Peter Pettit 
West Berkshire & 
Oxfordshire 

Apr-14 3 years (ends Nov-19) 3/7 
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In September 2016 a contested by-election was held for the Wiltshire Northern Public Constituency for 1 seat to 
serve for the remainder of ta three year term of office ending November 2018.  There were five candidates and 
Penny Bowen was duly elected. 
 
In November 2016 a contested election was held for the Swindon Public Constituency for 5 seats to serve for a 
three year term of office ending November 2019. There were ten candidates and Ros Thomson, Kevin Parry 
and Louise Hill were re-elected. Roger Stroud and Rosemarie Phillips were also both elected.  
 
In November 2016 a contested election was held for the West Berkshire & Oxfordshire Public Constituency for 
1 seat to serve a three year term of office ending November 2019.  There were two candidates and Peter Pettit 
was duly re-elected. 

 
During 2016/17, whilst there was sufficient membership to trigger an election for the Wiltshire Southern 
Constituency, no candidates stood.  A further by-election for this constituency will be held in 2017/18.   
 

6.2.2 Elected Governors in 2016/17 ï Staff Constituency 

 

 Name Staff Constituency ï 
sub class 

Date first 
elected 

Current Term of Office (date 
ending) 

Attendance 
from 7 
Council of 
Governor 
meetings 

1 Lisa Campisano 

Administrators, 
Maintenance, 
Auxiliary and 
Volunteers 

 

Nov-12 3 years (term ended Nov-16) 6/6 

2 
Peter Hanson 

 

Doctors & Dentists 
 
 

Nov-10 3 years (term ends Nov-19) 6/7 

3 Claire Brooks 
Allied Health 
Professionals 

 
Nov-16 3 years (term ends Nov-19) 1/2 

 
There are 4 staff Governor seats split into sub-classes.  During the year two sub-classes remained vacant, 
namely the Hospital Nursing and Therapy Staff sub-class and the Community Nursing and Therapy Staff sub-
class.  Normal elections were scheduled for November 2017 and, therefore, the opportunity was taken to review 
the sub-classes as follows: - 
  

 Sub-Class Reason for change  
 

1. Administrators, Maintenance, Auxiliary and Volunteers 
 

n/a 

2. Doctors & Dentists 
 

n/a 

3. Hospital Nursing and Therapy Staff 
 

n/a 

4. Community Nursing and Therapy Staff 
 

Disband because the Trust 
transferred Wiltshire 
Community Services  

5. Allied Health Professionals 
 

Created to better reflect the 
Trustôs staff base 
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However, in October 2016 the Trust became caretaker of Swindon Community Health Services and is planning 
to take over the service in May 2017, and as such this presents the opportunity to review the sub-classes again.  
The Hospital and Therapy Staff sub-class is currently vacant and the intention is for this sub-class to be 
expanded to incorporate all nursing and therapy staff with eligible staff from Swindon Community Health joining 
that constituency. 
 
In November 2016 there was an uncontested election for the Doctors and Dentists Sub Class, with Peter 
Hanson re-elected for a three year term. At the same time there was an uncontested election for the Allied 
Health Professions Sub Class, with Claire Brooks elected for a three year term.  
 
No candidates stood in the November elections for the Hospital Nursing and Therapy Staff Governor seat or the 
Administrators, Maintenance, Auxiliary and Volunteers governor seat and, therefore, these seats are vacant.  
By elections will be held in 2016/17. 
  

6.2.3 Nominated Governors in 2016/17 

 

 Name Nominating Partner 
Organisation 

Date first 
nominated 

Current Term of Office (ending 
date)  

Attendance 
from 7 Council 
of Governor 
meetings 

1 
Ian James 
 

Swindon Clinical 
Commissioning 
Group 

Aug-13 3 years (term end Aug-19) 4/7 

2 
Anna Collings 
 

Wiltshire Clinical 
Commissioning 
Group 

Nov-15 3 years (term ends Nov-18) 3/7 

3 
Brian Mattock 
 

Local Authority ï 
Swindon Borough 
Council 

Nov-11 
3 years (term ending Nov-17 

but resigned May-16) 
0/1 

4 Brian Ford 
Local Authority ï 
Swindon Borough 
Council 

Aug-16 
Remainder of 3 years (term 

end Nov-17) 
1/4 

5 Sheila Parker 
Local Authority ï 
Wiltshire Council 

Nov-14 3 years (term ends Nov-17) 3/7 

6 David Barrand 
Other Partnerships ï 
Prospect Hospice 
 

Feb-15 
Remainder of 3 years (term 

ends Nov-17) 
3/7 

7 

Phrynette Morrison 

Other Partnerships ï 
Swindon and North 
Wiltshire Health and 
Social Care 
Academy 

Aug-15 
Remainder of 3 years (term 
ending Nov-17 but resigned 

Nov-16) 
2/6 

 
There are 6 appointed Governor seats.   
 
Phrynette Morrison resigned in November 2016 as the Governor representing Swindon & North Wiltshire Health 
and Social Care Academy. A replacement governor was sought to fill the vacancy for the remainder of the term 
of office however the seat remains vacant. 

 
Also during the year Brian Mattock resigned in May 2016 as the Governor representing Swindon Borough 
Council.  A replacement nomination was sought to fill the vacancy with Brian Ford nominated in August 2016 to 
serve for the remainder of a three year term ending November 2016. 
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6.3 Attendance at meetings of the Council of Governor s during 
2015/16 

There were 7 meetings of the Council of Governors in 2016/17. The table below shows Governor attendance at 
those meetings: - 
 

 
Attendee(P = attended X = did not attend) 

21 
Apr-16 

9 
Jun-16 

7 
Jul-16 

12 
Sep-16 

22 
Sep-16 

24 
Nov-16 

2 
Feb-17 

 
Governors 

1 David Barrand U U P U P P U 

2 
Orli Berman (previously known as 
Elizabeth Garcia) (resigned Apr-16) 

U n/a n/a n/a n/a n/a n/a 

3 Penny Bowen (from Sep-16) n/a n/a n/a n/a P P U 

4 Claire Brooks (from Nov-16) n/a n/a n/a n/a n/a U P 

5 Lisa Campisano (term ended Nov-16) P P P P P P n/a 

6 Anna Collings P U U U P U P 

7 Pauline Cooke P P U P P P P 

8 Brian Ford n/a n/a n/a U U P U 

9 Peter Hanson P P P P U P P 

10 Louise Hill P P P P U P P 

11 Ian James P U P P U U P 

12 Janet Jarmin P P P P P P U 

13 Brian Mattock U n/a n/a n/a n/a n/a n/a 

14 Phrynette Morrison U P P U U n/a n/a 

15 Kevin Parry  P P P U P P P 

16 Sheila Parker U P U P U U P 

17 Peter Pettit U P U P U P U 

18 Rosemarie Phillips (from Nov-16) n/a n/a n/a n/a n/a P P 

19 Martin Rawlinson U P U P P U P 

20 Roger Stroud (joined Nov-16) n/a n/a n/a n/a n/a P P 

21 Ros Thomson P P P P P P P 

22 Margaret White  P U P P P P P 

23 Robert Wotton (resigned May-16) U n/a n/a n/a n/a n/a n/a 

 Directors        

1 Nick Bishop n/a n/a n/a P U U U 

2 
Douglas Blair   
(non-voting member) 

P P n/a n/a n/a n/a n/a 

3 Robert Burns (term ended Jan-17) P P P P U P n/a 

4 
Liam Coleman (Senior Independent 
Director) (resigned Dec-16) 

U U U U U U n/a 

5 Andy Copestake (from Jul-17) n/a n/a P P U P U 

6 Oonagh Fitzgerald U P U P U U U 

7 
Angela Gillibrand (Deputy Chair) (term 
ended Jun-16) 

U U n/a n/a n/a n/a n/a 

8 Roger Hill (Chair) P P P P U P P 

9 Karen Johnson P U P P U U P 

10 Kevin McNamara  (non-voting member) U P U P P U U 

11 Jemima Milton  U U U P U P U 
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Attendee(P = attended X = did not attend) 

21 
Apr-16 

9 
Jun-16 

7 
Jul-16 

12 
Sep-16 

22 
Sep-16 

24 
Nov-16 

2 
Feb-17 

12 
Carole Nicholl  (non-voting member) (from 
Nov-16)* 

P P P P P P P 

13 
Steve Nowell (Senior Independent 
Director 

U U P P U P U 

14 Guy Rooney P U U P U P U 

15 Julie Soutter (Deputy Chair) P U P P P U P 

16 Nerissa Vaughan  P P P P U P U 

17 Hilary Walker U P U P U U U 

 
*    Carole Nicholl became a Board Member from 1 November 2016.  However she had previously attended 
meetings of the Council of Governors. 

6.4 Lead and Deputy Lead Governors  

Margaret White and Peter Pettit were Lead and Deputy Lead Governors respectively throughout 2016/17. The 
Lead Governor is responsible for receiving from Governors and communicating to the Chairman any comments, 
observations and concerns expressed by Governors regarding the performance of the Trust or any other 
serious or material matter relating to the Trust or its business.  The Deputy Lead Governor is responsible for 
supporting the Lead Governor in their role and for performing the responsibilities of the Lead Governor if they 
are unavailable.  The Lead Governor regularly meets with the Chairman of the Trust both formally and 
informally.  In addition the Lead Governor communicates with other Governors by way of regular email 
correspondence and Governor only sessions. 

6.5 Council of Governor s meetings structure  

The Council of Governors has established a number of working groups which each have focussed attention for 
specific areas of work.  During 2016/17 the following working groups were in place: - 
 

¶ Patient Quality and Operational Performance Working Group 

¶ Finance and Staffing Working Group 

¶ Membership and Governor Development Working Group 

¶ Nominations and Remuneration Working Group 

 
Working groups inform Governors about activities and issues relevant to each area, thereby assuring 
Governors about the performance of the Board.  Governors can feed in their views to inform decision making. 
 
In addition there is a Joint Nominations Committee, established by the Council of Governors jointly with the 
Board of Directors, which considers nominations for Non-Executive Director appointments. The meetings 
structure of the Council of Governors is shown below. 
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STRUCTURE ς Council of Governors Meeting structure 
 

Council of 
Governors

Membership & Governor 
Development Working Group
This group meets at twice per 
annum to consider and review 
the information and training 
provided to Governors to 
enable them to carry out their 
role and to identify and 
recommend development 
requirements. The group will 
also develop and review the 
implementation of the 
Membership Strategy

Patient Quality & Operational 
Performance Working Group
This group meets quarterly to 
discuss areas of improvement 
for the patient experience. It 
ŀƭǎƻ ŎƻƴǎƛŘŜǊǎ ǘƘŜ ¢ǊǳǎǘΩǎ 
operational performance, 
quality accounts and PICKER 
survey results. Any aspects 
relating to patient safety and 
experience are fed back to the 
Council of Governors

Nominations and 
Remuneration Working 
Group
This group meets as 
necessary, however as a 
minimum at least one 
meeting should be held per 
year.  The Group receives 
reports on the appraisals of 
the Chairman and the Non-
Executive Directors

Finance & Staffing Working 
Group
This group meets quarterly to 
be informed on the financial 
situation of the Trust and of 
Trust staffing. If the Council 
of Governors needs to sign 
off financial documents, the 
Finance Working Group is 
briefed first and views are fed 
back to the Council of 
Governors

 
 

6.6 Biography of individual Governor s 

A biography of each Governor is included on the Trustôs website. 
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6.7 Statement setting out how the Council of Governor s and the 
Board of Directors operate  

The overall responsibility for running the Trust lies with the Board of Directors.  The Council of Governors is the 
collective body through which the Directors explain and justify their actions.  The Board has a scheme setting 
out which decisions it will make itself, known as the Reservation of Powers to the Board and there is a Scheme 
of Delegation which sets out powers delegated to staff. 
 
It is the responsibility of the Council of Governors to represent the views and interests of the members, to hold 
the Board of Directors to account for the performance of the NHS Foundation Trust and to ensure the Trust acts 
within the terms of its Provider Licence.  The Council of Governors also works with the Board of Directors to 
shape the future strategy of the organisation.   
 
The Council of Governors has specific statutory powers and duties as set out above in this report. 
 
The Chairman of the Council of Governors is also the Chairman of the Board of Directors and he provides a link 
between the two, supported by the Company Secretary. 
 

6.8 Statement setting out the steps that members of the Board of 
Directors, in particular the Non -Executive Directors , have 
taken to understand the views  of Governor s and members  

The Board of Directors has taken the following steps to understand the views of Governors and members: - 
 
Non-Executive Director attendance at Council of Governors meetings ï During 2016/17 Non-Executive 
Directors attended Council of Governor meetings which enabled them to listen to Governorsô concerns and to 
respond to any questions raised.   
 
Presentations to the Council of Governors by Non-Executive Directors - Non-Executive Directors in their 
capacity as Chairs of Board Committees made presentations to the Council of Governors on the role and work 
of those Committees which provided an opportunity for Governors to express their views and question the Non-
Executive Directors on the performance of the Board.  Specifically, presentations were made regarding the 
work of the Finance and Investment Committee, the Audit, Risk and Assurance Committee and the Quality and 
Governance Committee. 
 
Joint Board of Directors and Council of Governors training ï Joint training for Non-Executive Directors and 
Governors (with Executive Directors invited) on the role and work of individual directorates within the Trust 
continued to be rolled out in 2016/17.  A session was held whereby the Unscheduled Care Division explained 
the services they provide. The joint training provides an opportunity for the Non-Executive Directors to engage 
with the Governors and to better understand their views and concerns. 
 
Public health lectures ï To provide forums for members to meet Governors, public health lectures were 
introduced some years ago and are continuing. Members and the public are invited to attend public lectures on 
a specific health topic and thereafter meet Governors and share thoughts and views on healthcare generally or 
on their experience in the Trust.  In 2016/17 three public health lectures were held as follows: - 

¶ Cancer (Apr-16) 

¶ Obesity (Jun-16) 

¶ Radiotherapy (Sept-16) 
 
These continue to be well attended and welcomed by local people.   
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ñListening to our patientsò ï An initiative previously known as ñeyes and earsò but later changed to ñlistening 
to our patientsò is in place whereby the Governors identify any issues of concern regarding the provision of 
services.  Governors feedback on the issues they have witnessed for themselves or those which have been 
reported to them.  Patients have been invited into the hospital to share their experience of the care they or a 
family member received, with governors invited to attend to hear feedback.  Notably two families spoke about 
their experiences of care relating to orthopaedic services.  
 
Council of Governors effectiveness review ï An effectiveness review of the Council of Governors was held 
in January 2017, led by the Chairman and Director of Governance & Assurance.  Non-Executive Directors were 
invited to join the review. The review resulted in a refresh of the work of the Council of Governors in terms of an 
updated work plan and a proposed approach to how working groups might feed into the Council of Governors.  
Furthermore, governors reflected on how best to ensure issues are discussed in an environment which 
encourages open debate, questions and consideration of the main points. 
 
Governor Working Groups / Non-Executive Directors aligned ï As referred to elsewhere in this section, 
there are a number of working groups of the Council of Governors, the work of which is supported by staff and 
directors.  The joint working results in effective communication between the staff, Directors and Governors.  
Governors have an opportunity to input directly into the workings of the Trust either through working groups or 
through non-executive directors.  On request, Non-Executive Directors may attend meetings of working groups 
to provide information and receive feedback from Governors directly.  Non-Executive Directors are aligned to 
Working Groups providing a clear link for Governors to hold Non-Executive Directors to account individually and 
collectively for the performance of the Board. 
 
Additional briefing sessions ï The Chief Executive has held separate sessions with Governors to discuss 
specific topics of interest, with other members of the Board present.  In addition there have been additional 
briefing sessions and training including Directorate Briefings; the Hip Fracture Scaling launch in November 
2016 and a Swindon Adult Community Healthcare presentation in September 2016. 
 
Annual Members Meeting ï In September 2016 an Annual Members Meeting was held in Swindon. The 
annual report and accounts were presented and a briefing given on the overall performance of the Trust in the 
previous year.  This meeting allowed an opportunity for Governors to address members, seek questions on 
Trust business and provide feedback to the Board of Directors. 
  
Chairman ï The Chairman of the Trust and the Director of Governance & Assurance meet monthly with the 
Lead and Deputy Lead Governors to discuss their views on any matters currently being considered.  The Lead 
and Deputy Lead Governors are representatives of the Council of Governors.  Their advice and input is 
incorporated into the decision making process via the Chairman.  The Lead and Deputy Lead Governor are 
able to feedback additional information on the workings of the Trust to other governors.   
 
South West Governor Exchange Network - In 2016/17 Governor representatives attended the South West 
Governor Exchange Network events.  These provide useful information to Governors and enable them to 
network with Governors from other trusts. 
 
Governor involvement in events / activities ï Governors are invited to attend a number of events throughout 
the year which allows them to be directly involved in the work of the Trust and to influence the decisions being 
made.  A few examples in 2016/17 were: - 

¶ Governor representative on the End of Life Committee  

¶ Joint workshops and training events with the Trust Board 

¶ Governor involvement in fundraising for Brighter Futures 

¶ Governor representative on the Improvement Committee 
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6.9 Non-Executive Director Allowances and Annual Reviews  - 
Nominations and Remuneration Working Group   

The Nominations and Remuneration Working Group considers the performance of the Chairman and the Non-
Executive Directors and determines their level of remuneration.  The Working Group is comprised of five 
governors. The Chairman with the Senior Independent Director attend meetings as requested, namely to 
present their reports on the review of the Non-Executive Directors and the Chairman respectively.   
 
The Working Group has established the process for review of the Chairman and the Non-Executive Directors 
and it considers reports from the Chairman and the Senior Independent Director on performance during the 
year. 
 
The Working Group met once in 2016/17 to undertake the annual performance review of the Chairman and 
Non-Executive Directors. The pay arrangements for Non-Executive Directors were originally fixed at 
Authorisation in December 2008 to reflect foundation trust responsibilities.  A remuneration increase was 
awarded during 2014 to reflect rates elsewhere.  The rates were again reviewed in 2016/17 but no changes 
were made to the allowances. Further information about the remuneration of the Non-Executive Directors can 
be found in this report (section 4.10 refers). 
 

6.10 Interests of Governor s 

Governors are required to declare any interests which are relevant and material to the business of the Trust; 
pecuniary interests in any contract, proposed contract or other matter concerning the Trust; and family interests 
of which the Governor is aware, irrespective of whether the interests are actual and potential, direct or indirect. 
 
A register of those interests is maintained, a copy of which can be obtained from the Company Secretary. 

6.11 Non-Executive Director Appointments ï Joint Nominations 
Committee  

The Trust has a Joint Nominations Committee which is responsible for recommending suitable candidates to 
the Council of Governors for appointment to the Chairmanship or office of Non-Executive Director; and for 
nominating suitable candidates for appointment as the Chief Executive. 
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6.12 The work of the Joint Nominations Committee in discharging 
its responsibilities  

In 2016/17 the Committee met three times during the year to consider existing Non-Executive Director re-
appointments and new Non-Executive Director appointments and thereafter to consider feedback from 
interviews and recommend candidates for appointment to the Council of Governors.  
 
When the Chairman or a Non-Executive Director reaches the end of their current term and being eligible wishes 
to be reappointed, the Joint Nominations Committee may nominate the individual for such reappointment 
without competition, subject to the Committee taking into account the result of any review of the individual's 
performance during their term of office and the balance of skills required on the Board of Directors.  
 
The Joint Nominations Committee is comprised of the Chairman, two Non-Executive Directors and four 
Governors, hence a majority of Governors as required by the Code of Governance when nominating individuals 
for appointment 
 
Expressions of interest for new Non-Executive Directors are invited by way of formal applications in response to 
open advertising.  Candidates are shortlisted and interviewed by a panel comprised of Governors and Non-
Executive Directors.  The outcome of the panel interview is considered by the Joint Nominations Committee 
which recommends candidates for appointment to the Council of Governors. 
 
During 2016/17 the Joint Nominations Committee re-appointed Robert Burns as a Non-Executive Director for a 
further term of 6 months; re-appointed Roger Hill as Chairman for a further term of 2 years and re-appointed 
Jemima Milton as a Non-Executive Director for a further term of 3 years. 
 
Furthermore, the Committee appointed Peter Hill as a Non-Executive Director.  One Non-Executive Director 
position remains vacant and recruitment for this position will take place during 2017/18. 
 

6.13 Attendance at the Joint Nominations C ommittee Meetings 
durin g 2016/17 

 

Joint Nominations Committee 
Members 

Record of attendance at each meeting 
V = Attended 
U  = Did not attend 
n/a = not applicable as not member at that time 

  
1 September 2016 

 

 
5 December 2016 

 
31 January 2017 

Liam Coleman ï Non-Executive Director 

(member until 30-Jun-16) 
n/a n/a n/a 

Steve Nowell ï Non-Executive Director 

(member from 1-Jan-17) 
V 

(substitute for Roger Hill)
 n/a U 

Roger Hill ï Chairman U  V U 

Julie Soutter ï Non-Executive Director V U U 

Lisa Campisanoï Governor (member until 

Nov-16) 
V n/a n/a 

Pauline Cooke ï Governor V U U 

Martin Rawlinson ï Governor (member from 

Nov -16) 
n/a U V 

Peter Pettit V V V 

Margaret White ï Governor  V V V 
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Note: Liam Coleman, Steve Nowell, Roger Hill and Julie Soutter are Non-Executive Directors appointed by the 
Chairman / Board and Lisa Campisano, Pauline Cooke, Martin Rawlinson, Peter Pettit and Margaret White are 
Governors appointed by the Council of Governors.  
 
The Committee is chaired by a Governor when considering Chairman and Non-Executive Director 
appointments.   
 
Note that in addition to the Joint Nominations Committee, there is a Remuneration Committee authorised by the 
Trust Board to oversee a formal, rigorous and transparent procedure for the appointment of the Executive 
Directors and to keep under review the composition size and structure of the Executive, leading on succession 
planning, appointing candidates to Board level positions.  The Remuneration Committee reviews senior 
manager (Executive and Non-Voting Board Director) remuneration and has delegated authority for agreeing 
any annual pay review for these staff only. 
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6.14 Membership  

The Trust is accountable to local people who can become members of the Trust.  Members share their views 
and influence the way in which the Trust is run.    
 
The Trustôs membership is made up of local people, patients and staff who have an interest in healthcare and 
their local health care services and these are broken down into two groups with different criteria. 
 
Members can only be a member of one constituency, therefore local people and patients can only be a member 
of one public constituency.  Staff can only be members of one sub-class in the staff constituency.  Members are 
able to vote and stand in elections for the Council of Governors provided they are 18 years old and over. 

6.15 Public Members  

Public members include patients, carers and interested members of the public.  Public members are aged 12 
and over who live in the geographical area of the Trust. 
 
Public members fall into constituencies based on where they live.  The constituencies are periodically reviewed 
to ensure they reflect the Trustôs geographical area and populations.  

¶ Swindon 

¶ North Wiltshire 

¶ Central Wiltshire 

¶ Southern Wiltshire 

¶ West Berkshire and Oxfordshire  

¶ Gloucestershire and Bath and North East Somerset 

6.16 Staff Members  

Staff members include Trust employees, Carillion Health employees and volunteers. The Trust has strong links 
with the local community, with over 360 volunteers.   Staff automatically become members when: 

¶ they are employed by the Trust under a contract of employment which has no fixed term or has a fixed 
term of at least 12 months; or 

¶ they have been continuously employed by the Trust under a contract of employment for at least 12 
months; or 

¶ they are employed by a designated subcontractor (i.e. Carillion Health) who otherwise exercise 
functions for the purpose of the Trust provided they have exercised these functions continuously for a 
period of 12 months; or 

¶ they are designated volunteers who assist the Trust on a voluntary basis and have been doing so for at 
least 12 months. 

 
Trust staff may opt out of membership if they wish. 
 
The Trust has a wide range of staff undertaking a variety of roles and in a variety of professions, split into the 
following sub classes to reflect occupational areas: - 

¶ Hospital Nursing and Therapy Staff 

¶ Allied Health Professional 

¶ Doctors and Dentists 

¶ Administrators, Maintenance, Auxiliary and Volunteers  
 
The sub classes were reviewed in 2016/17 and further review is planned for 2017/18. Details are contained 
elsewhere in this report section 6.2.2 refers. 
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6.17 Membership analysis  

Being a member of our Foundation Trust gives local people opportunities to become involved and have their 
say in how our services are developed. 
 
During the year, the Trust continued to recruit members.  As at 31 March 2017, the membership of the Great 
Western NHS Foundation Trust was as follows: - 
 

Total Number of Members across all Constituencies 
 

2015/16 2016/17 

Swindon 2981 3334 

North Wiltshire 1196 1335 

Central Wiltshire 466 584 

Southern Wiltshire 109 182 

West Berkshire and Oxfordshire 323 361 

Gloucestershire and Bath and North East Somerset 296 385 

Staff 6386 6495 

TOTAL 11,757 12,676 

 
This shows an increase in overall membership of 919 (7.8% increase which is an improvement on last yearôs 
increase of 5.9% from 2015/16) 
 

Public Constituency 
 

2015/16 2016/17 2017/18 
(estimate based on 2016/17 

levels) 

At year start (1 April) 4887 5371 6181 

New Members 624 992 1137 

Members leaving 140 182 191 

At year end (31 March) 5371 6181 7127 

 
This shows an increase in public members of 810 (15.0% increase) 
 

Staff Constituency 2015/16 2016/17 2017/18 
 (estimate based on 2016/17 

levels) 

At year start (1 April) 6213 6386 6495 

New Members 986 1290 1311 

Members leaving 813 1181 1195 

At year end (31 March) 6386 6495 6611 

 
This shows an increase in staff members of 109 (1.7% increase) 
 
The estimates for 2017/18 public members are based on a prediction having regard to membership recruitment 
drives planned to take place in 2017/18 and an initiative to retain former staff as members, provided they meet 
the eligibility criteria. 
 
The estimates for 2017/18 staff members are based on expected staff levels and turnover. 
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6.18 Numbers of members by age ethnicity and gender  

The groupings of the members in the public constituency are as follows: - 
 

Age 2015/16 2016/17 

0-16 12 2 

17-21 184 155 

22+ 5118 5967 

Unknown 57 57 

Total 5371 6181 

 

Ethnicity 
 

2015/16 2016/17 

White 3726 3733 

Mixed 26 26 

Asian or Asian British 150 151 

Black or Black British 53 54 

Other  27 27 

Unknown 1389 2190 

Total 5371 6181 

 

Gender 2015/16 2016/17 

Male 2127 2177 

Female 3109 3441 

Unspecified 135 563 

Total 5371 6181 

 
The Trust uses information from the Office of National Statistics (Census 2012) to build up a picture of the 
population size and ethnicity for each constituency.  This helps the Trust in its aims to make the membership 
reflective of its population.  The Trust has also determined the socio-economic breakdown of its membership 
and the population from its catchment area. 
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6.19 Building a strong relationship with our members  / 
engagement  and canvassing views  

It is the aim of the Trust to have a membership that will allow the Trust to continue to develop into a more locally 
accountable organisation, delivering healthcare services that reflect the needs of the local communities.  
Membership supports the Trust in increasing local accountability through communicating directly with current 
and future service users. In turn services are developed which reflect the needs of our local communities and 
loyalty within the local communities is encouraged.   
 
The Trust fulfils this aim by communicating and engaging with members via the Trustôs newsletter, News in 
Brief, and hosting membersô briefings and events such as Public Lectures. The Trustôs website provides regular 
updates and information on meetings and events. The Trust has a full time Governance Officer responsible for 
membership, to answer any questions from members or to provide additional information. 
 
Examples of opportunities for engagement in 2016/17 included: - 

¶ Public lectures 

¶ Governors talking to members and the public at local community events 

¶ Public and member attendance at Council of Governor Meetings 

¶ Mailings about upcoming events 
 
Governors are reminded to canvass the opinion of members and the public and for nominated Governors, the 
organisations they represent on the Trustôs operational plan, including its objectives, priorities and strategy.  
Views from governors feed into strategy development.  For example, Governorsô views were sought by the 
Board at the meeting of the Council of Governors held in February 2017, where an open discussion on 
proposals around community care in Swindon took place.  Earlier in 2016/17 Governorsô views were 
incorporated into strategic planning around Swindon 0Community Health Services. 
 
Mailings to members have been sent out regarding Equipment Replacement Programmes, Radiology Service 
reviews, newsletters to support the Brighter Future charity appeals, CQC Inspection Feedback and advertising 
Non-Executive Director vacancies.  
 

6.20 Membership Strategy  

To encourage membership, the Trust has in place a Membership Strategy which is reviewed annually to ensure 
that it reflects the needs of the members. The latest Membership Strategy focuses on how the Trust plans to 
engage and offer more to our existing members. 
 
The Council of Governors has established a sub-group, known as the Membership & Governor Development 
Working Group, whose remit is to aim to increase and promote membership. The group meets quarterly and 
deliberates mechanisms to increase membership, as well as how to market membership, including tangible 
benefits that can be offered. 
 

6.21 Membership development in 2016/17 

In order to build a representative membership during 2016/17 the Trust undertook the following: - 

¶ The Governance Officer hosted monthly recruitment drives in the hospital atrium 

¶ The Governance Officer attended various Wiltshire Council public health events 

¶ An Annual Members Meetings was held in September 2016 

¶ The Governance Officer attended various school and college careers events within the area  

¶ A partnership was formed with a number of sports teams in Wiltshire who are promoting Trust 
membership in their sports programmes and on their websites.  

¶ Monthly health messages were sent to various companies and councils to be distributed to their 
employees.  
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The membership application form has been widely circulated with Governors taking a proactive approach to 
handing out forms in the community and engaging directly with members of the public at any social events, e.g. 
promoting the Trust through writing articles in local newspapers.  
 
The Governance Officer hosts a stall in the atrium of the Great Western Hospital on a monthly basis talking to 
visitors and patients and recruiting new members.  

6.22 Membership recruitment  proposed for 2016/17 

6.22.1 Engagement with existing forums  

The Governance Officer will continue to engage with existing forums, such as Patient Participation Groups, 
parish and town councils, sports teams, carers groups etc. by attending meetings and presenting to them 
information about membership and encouraging new members.  
 

6.22.2 Youth Membership Drive  

The Governance Officer is continuing to develop and work with contacts within youth groups who are likely to 
be interested in the future of the hospital and is planning to engage with GCSE and A Level students, working 
alongside the Trustôs Academy.  
 
The Governance Officer will attend careers events along with the NHS Careers team to better engage and 
recruit members. Students will receive a presentation on the structure of foundation trusts, tied in with the 
politics and funding of healthcare. This will be an opportunity to increase our membership of younger people.  
 

6.22.3 News In Brief  

The Trustôs quarterly newsletter óNews in Briefô is sent to members electronically.  
 

6.22.4 Public Lectures 

A series of public lectures on a variety of topics are planned, with the Governance Officer in attendance to 
recruit new members. 
 

6.22.5 Annual Members Meeting 

An annual members meeting is planned to update existing members on issues affecting the Trust. This will be 
an opportunity to recruit new members as emphasis will be placed on advertising the meeting throughout the 
community. 
 

6.22.6 Approach to large local employers 

The Trust will continue to work with large local employers to promote membership, to send out health 
messages and hopefully attract more businesses to sign up to support the Trust.  

6.23 Contacting the Governors and Directors  

If any constituency member or member of the public generally wishes to communicate with a Governor or a 
Director they can do so by emailing the Foundation Trust email address: foundation.trust@gwh.nhs.uk.  This 
email address is checked daily by the Governance Officer who will forward the email to the correct Governor 
and/or Director. Alternatively a message can be left for a Governor by ringing the Governance Officer on 01793 
604185 or for a Director by ringing the Company Secretary on 01793 605171 or by sending a letter to: 
 
Company Secretary, the Great Western Hospital, FREEPOST (RRKZ-KAYR-YRRU), Swindon, SN3 6BB.  

mailto:foundation.trust@gwh.nhs.uk
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6.24 Code of Governance Disclosure Statement  

The Trust Board has overall responsibility for the administration of sound corporate governance throughout the 
Trust and recognises the importance of a strong reputation. 
 
The Great Western Hospitals Foundation Trust has applied the principles of the NHS Foundation Trust Code of 
Governance on a comply or explain basis. The NHS Foundation Trust Code of Governance, most recently 
revised in July 2014, is based on the principles of the UK Corporate Governance Code issued in 2012.   
 
The Trust has been compliant with the Code with the exception of the following: - 
 
D.2.3 The Code states that the Council of Governors should consult external professional advisers to market-
test the remuneration levels of the chairperson and other non-executives at least once every three years and 
when they intend to make a material change to the remuneration of a non-executive.  However, in view of the 
costs associated with this, the Council of Governors resolved that instead the Director of Human Resource 
should undertake a benchmarking exercise.  During 2016/17 consideration was given to the remuneration 
levels of the non-executive directors using benchmarking date and no changes were made. 
 
Compliance with the Code of Governance is monitored through the Trustôs Quality and Governance Committee. 
 
Other disclosures required under the Code of Governance are included in the Directorôs Report and the 
Remuneration Report. 
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6.25 Audit Committee  Annual Report 2016/17 

6.25.1 Introduction 

 
On behalf of the Audit, Risk & Assurance Committee (ARAC), I am delighted to present the Committeeôs Annual 
Report.  The Committee operates under a Board delegation and approved Terms of Reference. It comprises 
three Non-Executive Directors, has met six times during the period and has reported to the Board and Council 
of Governors on its activities. The Committee also provides assurance in relation to the Annual Governance 
Statement made by the Trustôs Chief Executive (CE) as Accountable Officer (AO) in respect of Great Western 
Hospitals NHS Foundation Trust for the year ending 31 March 2017.  This report covers activities and accounts 
during the period 1 April 2016 to 31 March 2017. 
 

6.25.2 Terms of Reference 

During 2016/17 the Terms of Reference of the Committee were refreshed and referenced against the Audit 
Committee Handbook published by the HFMA and Department of Health, NHS Improvementôs Code of 
Governance and current best practice. The Committee's revised Terms of Reference were approved by the 
Board on the 5 January 2017. The Committee acts in an advisory capacity and has no executive powers.  
A copy of the terms of reference is available on request from the Company Secretary. 
 

6.25.3 Committee membership and attendance 

The Committee has had at least three Non-Executive Directors acting as members during the financial year as 
follows: - 
  

Julie Soutter Julie has been Chair of the Audit, Risk and Assurance Committee since 1 
January 2016. Prior to that she was a member of the Committee from the time 
she joined the Trust in January 2015.  Julie is the Deputy Chairman of the 
Trust. 
 

Angela Gillibrand 
(until 30-Jun-16) 

Angela previously Chaired the Audit Risk & Assurance Committee until 31 
March 2012 and thereafter she remained a member of the Committee until the 
time she left the Trust on 30 June 2016. 
 

Jemima Milton 
(until 31-Dec-16) 

Jemima was a member of the Committee from the time she joined the Trust in 
January 2014 until 31 December 2016.  Jemima is Chair of the Charitable 
Funds Committee. 
  

Steve Nowell 
(from 1-Jul-16 until 
30-Jun-16) 

Steve was a member of the Committee from 1 July to 31 December 2016.  
Steve is the Chair of the Finance & Investment Committee; the Performance, 
People and Place Committee and the Remuneration Committee. Steve is also 
the Senior Independent Director. 
 

Andy Copestake 
(from 1 Jul-16)  

Andy has been a member of the Committee since joining the Trust on 1 July 
2016.   
 

Nicholas Bishop  
(from 30-Jun-16) 

Nicholas has been a member of the Committee since 1 January 2017.  Nicholas 
is the Chair of the Quality and Governance Committee and the Mental Health 
Governance Committee. 
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Attendances 
Non-Exec Members  

 
 

19 
May 
2016 

13 
July 
2016 

15 
September 

2016 

17 
November 

2016 

19 
January 

2017 

16 
March 
2017 

Julie Soutter (Chair) V V V V V V 

Andy Copestake (from 1 

July 2016) 
n/a V U V V V 

Nick Bishop (from 1 Jan 

2017) 
n/a n/a n/a n/a V V 

Steve Nowell (until 31 

December 2016) 
n/a V V V n/a n/a 

Jemima Milton V V V U n/a n/a 

Angela Gillibrand (until 

30 June 2016) 
U n/a n/a n/a n/a n/a 

n/a Not applicable, x not attended, Vattended 

 

Nerissa Vaughan, Chief Executive and Accountable Officer (CE & AO), Karen Johnson, Director of Finance 
(DoF), Dr Guy Rooney (Medical Director) or appropriate alternates also attend, as does Carole Nicholl, Director 
of Governance & Assurance & Company Secretary (CoSec).  Additional attendees at all Committee meetings 
include representatives from Internal Audit and Counter Fraud (TIAA) and External Audit (KPMG) who provide 
updates on activities, planning and reporting. KPMG also provide updates on technical or regulatory matters 
which the Committee should be made aware of. 
 
Other senior managers or representatives from Internal and External Audit are invited to attend meetings to 
assist on matters of specific interest or relevance to the Committee's responsibilities as required. Other Non-
Executive Directors may attend as observers. 
 

6.25.4 Audit Committee purpose and activity in discharging its responsibilities 

The primary purpose of the Committee is to provide oversight and scrutiny of the Trustôs risk management and 
assurance activity, internal financial and other control processes, including those related to service quality and 
performance. These controls underpin the Trustôs Assurance Framework so as to ensure its overall adequacy, 
robustness and effectiveness. This approach should, therefore, address risks and controls that affect all 
aspects of the Trustôs activity and reporting.  
 
Operational oversight and scrutiny, in particular relating to service quality and patient care performance, is also 
provided through the Quality & Governance Committee. There is a direct link between the Quality & 
Governance Committee and the Audit Committee through committee membership and exception reporting. The 
Finance and Investment Committee provides oversight of financial management and planning.  Again there is a 
direct linkage between this Committee and the Audit Committee through membership and exception reporting. 
Day to day performance management of the Trustôs activity, risks and controls is the responsibility of the 
Executive Directors. 
 
The Audit Committee has oversight of corporate governance and compliance and the performance and 
outcomes of Internal Audit, (including Counter Fraud services) and of External Audit. The Committee seeks to 
ensure that the relationship between Internal and External Audit is robust and effective and that all parties 
receive and provide adequate support to and from Trust management as required. Time is set aside for private 
discussion with Internal Auditors, External Auditors and Trust Finance Management Leads.   Note that the 
Quality and Governance Committee also has oversight of corporate governance and governance generally, 
such as consideration of progress against milestone actions arising from the Well Led Governance Review. 
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6.25.5 Risk and Governance Activity 

The Committee met in May, July, September and November 2016, and also in January and March 2017.  For 
the current financial year a minimum of six meetings are scheduled, commencing in May 2017 with the review 
and approval of the 2016/17 year-end Annual Report and Accounts. The major review areas addressed in the 
meetings in 2016/17 are summarised as follows: - 

 

¶ At least on a quarterly basis the Board Assurance Framework and 15+ Risk Register are reviewed and 
risks and assurances challenged where appropriate by the Committee.  During 2016/17 the Committee 
supported the Company Secretary in a refresh of risk management, with the introduction of a Risk 
Escalation Framework and improved Board Assurance Framework.  This includes the alignment of 
strategic risks to the Board Committees with those Committee now responsible for seeking assurances 
that strategic risks are being managed. 
The Committee has challenged embeddedness of risk management throughout the organisation and 
has identified the need for further action and areas for focus, such as consideration of older risks, 
targeting action to improve management in poorer performing Divisions and reviewing topics of 
increased numbers of risks, e.g. patient safety. 
The Committee has oversight of risk management and the Board Assurance Framework to ensure they 
remain ñfit for purposeò, reflect risks that impact on strategic objectives and the assurance and 
mitigation provided, or, if none exist, prompt a suitable course of action to minimise the impact of risks.    

 

¶ The Committee has reviewed Trust policies, including the Staff Code of Conduct, has sought to 
challenge how new policies are implemented and requested update reports. 
 

¶ The Committee reviewed reports on Electronic Rostering, Medicines Management and Private Patients. 
This included discussion on progress made and mitigating actions to control any future risks. 

 

¶ The Committee has reviewed and approved reports of any single tender actions, contract extensions 
and reports of losses, including patient property, and any compensation paid. The Committee 
challenged the format and presentation of these reports, which led to improved reporting and 
consequently improved visibility of areas for focus, resulting in different actions with a subsequent 
improvement to systems and processes. 

 

¶ The Chair of the Committee has reviewed the Seal Register and sought any necessary explanations 
relating to the use of the Trust seal. 

 

¶ The minutes of the Committee are submitted to the Board. The Chair of the Committee has also given 
verbal updates on the work of the Committee and any current concerns to the Board as required.  In 
addition, towards the latter part of 2016/17, the Chair introduced a Chairôs report of the Audit 
Committee, which is presented after each meeting to the Board in public, providing visibility in the 
public domain of the work of the Committee and areas of focus. 

 

¶ As indicated above, in May 2017 the Trustôs Financial Accounts for 2016/17 and Annual Report, 
including the Quality Report, were reviewed and approved by the Committee for endorsement by the 
Board.  
 

¶ The key issues in relation to the financial statement, operations and compliance are income, 
revaluation of fixed assets and the PFI restatement.  The Committee gains assurance on these through 
financial internal controls, internal and external audits and challenge of reports received. 
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6.25.6 Internal Audit and Counter Fraud 

The Committee reviewed and approved TIAAôs internal audit and counter-fraud plans for 2016/17 to ensure the 
provision of support to the assurance framework and adequate review of internal controls and known areas of 
risk or concern. This included a review of financial accounting and payroll; waiting list initiatives, cyber security, 
agency spend controls and nurse revalidation. The Committee ensured that audit planning also took account of 
areas identified by the Quality and Governance Committee and the Finance and Investment Committee as 
worthy of an audit review, together with consideration of those areas identified through the Board Assurance 
Framework. 
 
The Committee monitors audit delivery and receives all finalised reports on audits and counter fraud activity, all 
findings and any other opinions concerning governance, control or risk management arrangements. The 
Director of Finance provides updates at meetings that confirm progress against the plan, areas of concern and 
the progress on resolving audit recommendations.  
 
Each May the Audit Committee considers and endorses the Head of Internal Auditôs Report.  For 2016/17 the 
Trustôs internal controls were assessed as reasonable??? and that they provided overall Reasonable 
Assurance. 
 
During 2016/17 the outcomes of 19 internal audit reviews were reported to the Committee.  Of those, four 
resulted in ñlimitedò assurance, namely Planned Preventative Maintenance; Equality & Diversity; Waiting List 
Initiatives and SAS Development Funds.  The recommended actions to address weaknesses identified by the 
reviews are monitored by the Committee.   All other internal audit reports provided ñreasonableò (6 reviews) or 
ñsubstantialò (9 reviews) assurance.  These included clinical records management; Referral to Treatment (RTT) 
operational practices; cyber security; financial accounting and payroll. All reports have agreed action plans and 
were subject to detailed review by the Committee. It should be noted that each year there are areas of the 
internal audit plan work that are completed towards the end of the current financial year but reported to the 
ARAC in the following financial year.  
 
The Committee also reviewed the work of Counter Fraud during the year. In addition to regular reports, it 
received the Fraud Risk Assessment 2016/17, which advised that the Trust had been assessed to have a 
majority of satisfactory counter fraud measures in place.  Two areas of risk were identified notably pre-
employments checks within nursing agencies and agency nursing comparator review.  However work 
undertaken during the year resulted in the Local Counter Fraud Service concluding that pre-employment checks 
conducted were of a good standard and the Trust was found to operate within good practice for agency nursing. 
 
In line with good practice, the Trust decided to tender the provision of both the Internal Audit and Counter Fraud 
services during the year to ensure value for money and continued quality and effectiveness of the services. The 
tender process was supported by two members of the Committee, with the outcome being the appointment of a 
new provider, BDO, for both services. At the meeting in March, the Committee thanked TIAA for their service 
over a number of years and agreed handover arrangements for the new provider. 
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6.25.7 External Audit 

KPMG were represented at all meetings of the Committee and submitted reports as needed, including their 
2016/17 unqualified audit opinion on the Trustôs Financial Accounts and their Annual  ISA260 report. 
 
In April 2015 Monitor reported that the Trust was failing to comply with a number of the provider licence 
conditions, in particular, those relating to financial reporting and financial governance, due to a failure to comply 
with its general duty to exercise its functions effectively, efficiently and economically.  During 2016/17 the 
enforcement undertakings remained in place and as a result the external auditors qualified the Use of 
Resources certificate.   
 
Furthermore, the external auditors have completed a review of the Trustôs Quality Accounts and have given a 
clean limited assurance opinion on the content of the Quality Report.  Two indicators were tested namely  
percentage of incomplete pathways within 18 weeks for patients on incomplete pathways at the end of the 
reporting period (RTT); and percentage of patients with a total time in A&E of four hours or less from arrival to 
admission, transfer or discharge (A&E).  The auditorôs detailed testing on the indicators has concluded that the 
auditors are able to give a clean limited assurance opinion on the presentation and recording of the four 
hour A&E wait.  However the work conducted of incomplete pathways within 18 weeks has resulted in a 
qualified opinion.  The auditors concluded that there is not sufficient evidence to allow them to provide a 
limited assurance opinion.  The reason for this is that of the samples tested, there were instances of insufficient 
data to collaborative clock start date; instances where a patient pathway was restarted; an instance of an open 
pathway for a non-complicated pregnancy and an instance of a duplicate pathway. 
 
The auditors work on the local selected indicator chosen by the by the Governors on missed doses of critical 
medicines is not subject to a limited assurance opinion.  The auditors advised that if requested to provide an 
audit opinion they would be unable to do so due to the inherit limitations of testing.  
 
In addition, the external auditors intended to issue an unqualified Group Audit Assurance Certificate to the 
National Audit Office regarding the Whole Government Accounts submission made through the summarisation 
scheduled to NHS Improvement. 
 
The 2016/17 year-end audit plan was reviewed and agreed. All significant points raised by  KPMG as a result of 
their audit work, including any issues carried forward, have been discussed with the Committee, were 
considered by management and, if needed, appropriate responses have been made and control processes 
identified for strengthening. The Committee also reviewed the fees charged by KPMG and the scope of work 
undertaken. 
 
The effectiveness of the external audit process is reviewed when considering the appointment / re-appointment 
of the external auditor.   
 
There were no material non-audit services provided by KPMG during the year which might impact KPMGôs 
professional independence.   
 

6.25.8 Review of Effectiveness 

Each year the Committee undertakes a formal review of its effectiveness. Although no major weaknesses were 
identified in 2016/17, the review resulted in an action plan aimed at delivering improvements around reporting, 
information and Committee member knowledge.  The Committee conducted a further review in year with further 
action being developed.  The Committee refreshed its forward planning of presentations and agenda items.  
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6.25.9 Directorsô responsibilities for preparing accounts and External Auditorôs report 

 
So far as the Directors are aware, there is no relevant material audit information of which the Auditor is 
unaware. The Directors have ensured that any such information has been brought to the Auditorôs attention. 
The Directors are aware of their responsibilities for preparing the accounts and are satisfied that they meet NHS 
Foundation Trust reporting requirements 2016/17 and the requirements reflected in the Accounting Officerôs 
Annual Governance Statement made by the Chief Executive of the Trust.  A letter of representation reviewed 
and approved by the Committee, has been provided to the External Auditors signed by the Chief Executive on 
behalf of the Board to this effect.  
 
The responsibilities of the External Auditors are set out in their Audit Report as included elsewhere in the 
Annual Report of the Trust.  
 
 

6.25.10 Audit Committee Assurance 

 
Based on its work over this reporting period, the Committee is able to provide assurance on the adequacy of 
control processes, governance and Board Assurance Framework within the Trust and to provide assurances to 
the AO and the Board in respect of the audit assurances (internal and external), governance, risk management 
and accounting control arrangements operated. 
 

There were no areas of concern to be disclosed in the Annual Governance Statement which have not already 
been disclosed.  The Committee was of the opinion that there is full and frank disclosure of any material issues. 
 
In 2017/18 the Committee will continue to operate against its Terms of Reference, seek further assurance that 
steps are being taken to maintain effective risk management and mitigation, sound systems of internal control 
and quality control, monitor actions planned to implement audit recommendations or strengthen controls in 
areas of concern. 
 

6.25.11 Acknowledgements 

 

The Committee acknowledges the support received from the Executive Directors and senior management 
Team and their readiness to co-operate with the Audit Committee and take action where it is indicated. The 
Committee is grateful for the detailed work and application of both Internal and External Auditors.   
 
 
Julie Soutter 
 
 
 
Chair 
Audit Risk and Assurance Committee  
24 May 2017 
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7. Regulatory ratings  

7.1 Single Oversight Framework  

 
NHS Improvementôs Single Oversight Framework provides the framework for overseeing providers and 
identifying potential support needed.  The framework looks at five themes:  
 

¶ quality of care 

¶ finance and use of resources 

¶ operational performance 

¶ strategic change 

¶ leadership and improvement capability (well led) 
 
Based on information from these themes, providers are segmented from 1 to 4, where ó4ô reflects providers 
receiving the most support, and ó1ô reflects providers with maximum autonomy.  A foundation trust will only be in 
segments 3 or 4 where it has been found to be in breach or suspected breach of licence. 
 
The Single Oversight Framework applied from Quarter 3 of 2016/17.  Prior to this, Monitorôs Risk Assessment 
Framework (RAF) was in place.  Information for the prior year and first two quarters relating to the RAF has not 
been presented on the basis of accountability was different.  This is in line with NHS Improvementôs guidance 
for annual reports. 

7.2 Segmentation  

 
The Trust has been placed in segment 3.  Details and actions from any formal interventions are set out below.  
This segmentation information is the Trustôs position as at 31 March 2017.  Current segmentation information 
for NHS trusts and foundation trusts is published on the NHS Improvement website. 
 

7.2.1 Monitor Investigation and Enforcement undertakings April 2015 

 
The Trust was subject to a Monitor (now NHS Improvement) investigation during 2014/15 which remains in 
place. This was because the Trustôs Continuity of Risk Rating was flagging high risk at the time. 
 
In April 2015, Monitor had reasonable grounds to suspect that the Trust had provided and was providing health 
care services for the purposes of the NHS in breach of the following conditions of its licence: CoS3(1)(a) and 
(b), FT4(2) and FT4(5)(a),(d), (e), (f) and (g). Monitor decided to accept from the Trust as Licensee enforcement 
undertakings in relation to financial performance and sustainability and financial governance. 
 
Monitor had agreed to accept and the Trust as Licensee had agreed to give undertakings, pursuant to section 
106 of the Health and Social Care Act 2012 in relation to financial sustainability, financial governance, 
distressed funding, reporting and general matters as follows: - 
 
1. Financial sustainability  
1.1.  The Licensee will take all reasonable steps to deliver its services on a financially sustainable basis, 

including but not limited to the actions in paragraphs 1.2 to 1.8 below.  
1.2.  The Licensee will develop and deliver a recovery plan for the 2015/16 financial year (the ñShort-Term 

Recovery Planò) to be submitted to Monitor for agreement by 14 May 2015 or such later date as may be 
agreed with Monitor.  

1.3.  The Licensee will develop and agree with Monitor a realistic and robust long-term strategy for financial 
sustainability (the ñStrategyò) along with a realistic and robust supporting long-term financial recovery 
plan to address the five years following submission of the Short-Term Recovery Plan, or such other 
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period as may be agreed with Monitor (the ñLong-Term Recovery Planò). The Licensee will submit the 
final Strategy and the final Long-Term Recovery Plan to Monitor by 1 October 2015 or such later date 
as may be agreed with Monitor. The Long-Term Recovery Plan should be aligned with commissionersô 
intentions and wider strategic developments impacting on the local health economy insofar as 
practicable.  

1.4.  The Licensee will keep the Strategy, the Recovery Plans and their delivery under review. Where 
matters are identified which materially affect the Licenseeôs ability to meet the requirements of 
paragraph 1.1, whether identified by the Licensee or another party, the Licensee will notify Monitor as 
soon as practicable and update and resubmit the Strategy and Recovery Plans within a timeframe to be 
agreed with Monitor.  

1.5.  The Licensee will develop and agree with Monitor Key Performance Indicators (ñKPIsò) to assess the 
effective delivery and impact of the Short-Term Recovery Plan by 14 May 2015, and for the Strategy 
and the Recovery Plans by 1 October 2015 or such later dates as may be agreed with Monitor.  

1.6.  If requested by Monitor, the Licensee will obtain assurance that delivery of the Short-Term Recovery 
Plan, the Long-Term Recovery Plan and the Strategy will enable it to meet the requirements of 
paragraph 1.1. The source, scope and timing of that assurance will be agreed with Monitor. If any such 
assurance takes the form of a review and report, the Licensee will provide copies of the draft and final 
report to Monitor within a timeframe to be agreed with Monitor.  

1.7.  The Licensee will provide assurance to Monitor that its leadership and management arrangements will 
ensure there is sufficient capacity and capability to develop and deliver effectively the Short-Term 
Recovery Plan, the Long-Term Recovery Plan and the Strategy. The source and scope of that 
assurance will be agreed with Monitor. The Licensee will submit the assurance in relation to the Short-
Term Recovery Plan by 14 May 2015 and the assurance in relation to the Strategy and Long-Term 
Recovery Plan by 1 October 2015, or, in either case, such other date as may be agreed with Monitor.  

1.8.  The Licensee will demonstrate that it is able to deliver the Strategy and the Long-Term Recovery Plan, 
the evidence and timing of such to be agreed with Monitor.  

 
2. Financial governance  
2.1.  The Licensee will take all reasonable steps to address the identified weaknesses in its financial 

governance, including but not limited to the actions in paragraphs 2.2 to 2.4 below.  
2.2.  The Licensee will develop and deliver a plan (ñthe Financial Governance Planò) to address the findings 

of the external review of its financial governance undertaken by Deloitte (the ñFinancial Governance 
Reviewò). The Licensee will agree the draft Financial Governance Plan with Monitor and submit the 
final Financial Governance Plan to Monitor by 14 May 2015 or such later date as may be agreed with 
Monitor.  

2.3.  If requested by Monitor, the Licensee will commission an external assurance review on the 
implementation of the Financial Governance Plan, from a source and according to a scope and timing 
to be agreed with Monitor. The Licensee will provide copies of the draft and final reports to Monitor.  

2.4.  The Licensee will keep the Financial Governance Plan and its delivery under review. Where matters 
are identified which materially affect the Licenseeôs ability to meet the requirements of paragraph 2.1, 
whether identified by the Licensee or another party, the Licensee will notify Monitor as soon as 
practicable and update and resubmit the Financial Governance Plan within a timeframe to be agreed 
with Monitor.  

 
3. Distressed funding  
3.1.  Where interim support financing or planned term support financing is provided by the Secretary of State 

for Health to the Licensee pursuant to section 40 of the NHS Act 2006, the Licensee will comply with 
any terms and conditions which attach to the financing.  

 
3.2.  The Licensee will comply with any reporting requests made by Monitor in relation to any financing to be 

provided by the Licensee by the Secretary of State pursuant to section 40 or 42 of the NHS Act 2006.  
 
4. Reporting  
4.1.  The Licensee will provide regular reports to Monitor on its progress in meeting the undertakings set out 

above, including reporting against the KPIs agreed pursuant to paragraph 1.5 and will attend meetings 
or, if Monitor stipulates, conference calls, to discuss its progress in meeting those undertakings. These 
meetings shall take place once a month unless Monitor otherwise stipulates, at a time and place to be 
specified by Monitor and with attendees specified by Monitor.  
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5. General  
5.1.  The Licensee will implement sufficient programme management and governance arrangements to 

enable delivery of the following plans:  
5.1.1.  The Short-Term Recovery Plan;  
5.1.2.  The Long-Term Recovery Plan; and  
5.1.3.  The Financial Governance Plan.  
 
Summary of Action taken to address the Enforcement Undertakings 
 
The Trust implemented recommendations arising out of an independent review of financial governance that 
included the following: - 
 

¶ Improved forecasting and planning to enable a forward as well as a backward look at financial 
governance 

¶ Movement of Committee dates to ensure flow of information to the Board 

¶ Monthly reporting from the Chair of the Finance, Investment and Performance Committee to the Board 

¶ Interim finance lead appointed to support and challenge the Project Management Office and divisional 
directors on progress 

¶ Review of Finance Team structure in light of this report and gaps identified; recruitment plan developed 
and executed  

¶ New finance report implemented and training complete with Finance Team  

¶ Cost Improvement Programme linked with business as usual reporting and management 

¶ Finance forecast based on most likely outturn not best case option introduced 

¶ Consideration of whether planning assumptions were robust to inform future planning  

¶ Independent review of structure to assess effectiveness and progress of Finance Team / Finance, 
Investment and Performance Committee commissioned  

¶ Review of business planning guidance and process 

¶ Recommendations made around priorities and reports presented to Finance, Investment and 
Performance Committee on underlying issues 

¶ Scenario models and sensitivity analysis undertaken as part of the financial planning process 

¶ Increased level of contact with external commissioners by the Director of Finance with programme of 
meetings established 

¶ Formalised sign off end of month between divisional director and accountant 

¶ Quarterly divisional performance meetings with whole Executive Team introduced 

¶ Modified Divisional Performance Management meetings 

¶ Cost Improvement Programme recommendations for future years made through Finance, Investment 
and Performance Committee 

¶ Informatics action plan developed for implementation with key milestones 
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7.2.2 Care Quality Commission ï Breach of The Health and Social Care Act 2008 
(regulated Activities) Regulations, Section 29A Warning Notice - December 2015 

 
The Care Quality Commission (CQC) undertook a routine inspection of Trust services commencing in 
September 2015. Subsequent to this the CQC served a Section 29A Warning Notice on the Trust notifying that 
the CQC had formed the view that the quality of health care provided by the Trust for the treatment of disease, 
disorder or injury  required significant improvement at the Great Western Hospital, Swindon.  The reasons for 
this view were as follows: - 
 
Systems or processes have not been established and operated to ensure 

(a) The assessment, monitoring and improvement of quality and safety of the services provided; 
 

(b) The assessment, monitoring and mitigations of risk relating to the health, safety and welfare of service 
users and others who may be at risk which arise from the carrying on of regulated activity; 
 

(c) That accurate, complete and contemporaneous records are maintained in respect of each service user, 
including a record of the care and treatment provided to the service user and of decisions taken in 
relation to the care and treatment provided; 

and treatments are not being provided in a safe way for service users. 
 
The Warning Notice required the Trust to make significant improvement relating to the following: - 

A. The location, design and layout of the emergency department observation unit at the Great Western 
Hospital, combined with inadequate staffing levels and staff training, presents risk to patients and staff. 

B. Systems to ensure accurate records were maintained in respects of patientô care and treatment were 
not effective.  The CQC could not be assured appropriate care and treatment takes place in a timely 
manner. 

C. There was a lack of assurance that nurse staffing levels had been appropriately established or that 
planned levels of staffing were consistently achieved to ensure that patients attending the emergency 
debarment received timely, safe and effective care and treatment. 

D. There were insufficient numbers of staff employed in the childrenôs emergency department who had 
received appropriate training to equip them to care for children.  Planned staffing levels were not 
consistently maintained.  This, combined with the design and layout of the department, presented 
unacceptable risks to patients.  These risks were not addressed and steps to mitigate risks were not 
adequate or effective to ensure safe care and treatment. 

E. There were inadequate oversight and monitoring of staff training to ensure that staff had the right 
qualifications, skills, knowledge and experience to provide appropriate care and treatment in a safe 
way. 

F. The governance systems and processes in place within the Trust were not effectively operated and as 
such were not able to demonstrate effective clinical governance, continuous learning, improvement and 
changes to practice from reviews of incidents, complaints, mortality and morbidity reviews.  This was 
particularly evident within the Unscheduled Care Division and Planned Care Division. 
 

In addition 6 Compliance Actions were made, as follows; 
 

Type  Date  Health and Social Care Act 2008 Regulation 

Compliance Action  19/01/2016 Regulation 9 HSCA (RA) Regulations 2014 Person-centred care 

Compliance Action 19/01/2016 Regulation 10 HSCA (RA) Regulations 2014 Dignity and respect 
 

Compliance Action 19/01/2016 Regulation 12 HSCA (RA) Regulations 2014 Safe care and treatment 
 

Compliance Action 19/01/2016 Regulation 15 HSCA (RA) Regulations 2014 Premises and equipment 
  

Compliance Action 19/01/2016 Regulation 17 HSCA (RA) Regulations 2014 Good 
Governance 
 

Compliance Action 19/01/2016 Regulation 18 HSCA (RA) Regulations 2014 Staffing 
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Summary of Action taken to address the Warning Notice 
The Trust took a number of actions to address the Warning Notice which included the following: - 

¶ Establishment of an action plan with milestone actions  

¶ The establishment of workstreams covering the following each with actions in the short and longer 
term: - 

o Paediatric ED 
o Mental Health 
o Nursing Practice 
o Education 
o Staffing 
o Emergency Department Capacity and Resilience 

¶ The establishment of a Steering Group which met weekly to oversee the roll out of actions and to test 
and challenge sustainability 

¶ New clinical leadership 

¶ Additional nursing leadership 

 
The Warning Notice was lifted in September 2016 following a visit by the CQC to the Emergency Department.  
The CQC was satisfied that the Trust had made significant improvement. 

 
7.2.3 Monitor Investigation into the Trustôs compliance with its provider licence - January 

2016 

On 25 January 2016, the Trust received notification from Monitor of a formal investigation into the Trustôs 
compliance with its licence in response to findings in the CQC Inspection Report and the related Warning 
Notice in respect of A&E and aspects of planned care.   
 
Monitorôs investigation was to consider the following:  

1. the adequacy and breadth of the Trustôs response and governance to oversee CQC action plan 
delivery; 

2. progress by the Trust in delivering key actions to address the concerns in CQCôs December 
2015 warning notice;  

3. whether the issues resulting in the December 2015 warning notice and the associated ómust doô 
actions in the CQC Report were identified by the Trust pre-inspection and the Trust can 
demonstrate it had taken sufficient actions to mitigate key safety risks;  

4. Trust engagement of system partners in the development and delivery of its CQC action plan;  
5. adequacy of the Trust boardôs response to related safety risks in A&E more generally (including 

oversight of SIs, complaints and other key metrics); and  
6. Trust progress against its A&E improvement plan to recover 4-hour A&E performance.  

 
Summary of Action taken to date 
The Trust commissioned two well led governance reviews looking at Board governance and Divisional Board 
governance, the outcome of which informed an action plan of improvements.  In addition actions were taken to 
strengthen Divisional governance arrangements, including a focus on improved risk management, reporting and 
escalation.  The recommendations to address the findings of the well led governance reviews have been 
progressed during the year, with regular oversight reporting to through the Board Committees to the Board.  
 
The investigation by Monitor, now NHS Improvement was not pursued. 
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7.3 Finance and use of resources  

 
The finance and use of resources theme is based on the scoring of five measures from ó1ô to ó4ô, where ó1ô 
reflects the strongest performance.  These scores are then weighted to give an overall score.  Given that 
finance and use of resources is only one of the five themes feeding into the Single Oversight Framework, the 
segmentation of the Trust disclosed above might not be the same as the overall finance score here. 
 

Area Metric 
2016/17  

Q3 score 
2016/17  

Q4 score 

Financial stability 

Capital service capacity 
4 4 

Liquidity 
4 4 

Financial efficiency I&E margin 
2 1 

Financial controls 

Distance from financial 
plan 

2 1 

Agency spend 
4 4 

Overall scoring 
3 3 

 
The overriding rules mean that the Trust can be no more than an overall score of 3 as there is at least one 
indicator that scores 4. The Trust remains in breach of it provider licence. 
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7.4 Care Quality Commission Ratings  

The Care Quality Commission (CQC) monitors, inspects and regulates health and social care services. The 
CQC publishes its findings, including ratings to help people choose care.  The way the CQC regulates care 
services involves: 

¶ Registering people that apply to the CQC to provide services. 

¶ Using data, evidence and information throughout their work. 

¶ Using feedback to help reach judgments. 

¶ Inspections carried out by experts. 

¶ Publishing information on judgments. In most cases the CQC also publish a rating to help patients 
choose care. 

¶ Taking action when the CQC judges that services need to improve or to make sure those responsible 
for poor care are held accountable for it. 

 

7.4.1 Care Quality Commission (CQC) Inspection ï September 2015 

 
In January 2016 the Trust received a report from the CQC following its inspection of Trust services during 
September and October 2015 which was part of the CQCôs planned programme of inspections of healthcare 
providers.   The overall rating was ñrequires improvementò.  The Trust established an action plan to drive 
improvements which were rolled out during 2016/17.  Progress was monitored through an Improvement 
Committee with regular reporting to the CQC and NHS Improvement on milestone actions and sustainability of 
improvement. 
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7.4.2 Full Inspection Outcomes September 2015 

The ratings for both Acute and Community locations are summarised as follows: - 
 

Our ratings for The Great Western Hospitals Foundation NHS Trust 

 
Core Service  
 

Safe Effective Caring Responsive Well- led  Overall 

Urgent and 
emergency 

services 

 
Inadequate 

 
Requires 

Improvement 

 
 

Good 

 
Requires 

Improvement 

 
Requires 

Improvement 

 
Requires 

Improvement 

Medical Care  
Requires 

Improvement 

 
Requires 

Improvement 

 
Good 

 
Good 

 
Requires 

Improvement 

 
Requires 

Improvement 
 

Surgery  
Requires 

Improvement 

 
Good 

 
Good 

 
Requires 

Improvement 

 
Requires 

Improvement 

 
Requires 

Improvement 
 

Critical Care  
Requires 

Improvement 

 
Good 

 
Good 

 
Good 

 
Requires 

Improvement 
 

 
Requires 

Improvement 
 

Maternity 
And 

gynaecology 

 
Requires 

Improvement 
 

 
Good 

 

 
Good 

 
Good 

 
Good 

 
Good 

Services for 
children and 
young people 

 
Requires 

Improvement 
 

 
Good 

 
Good 

 
Requires 

Improvement 

 
Requires 

Improvement 
 

 
Requires 

Improvement 
 

End of life 
care 

 
Good 

 

 
Good 

 

 
Good 

 

 
Good 

 

 
Good 

 

 
Good 

 

Outpatients 
and 

diagnostic 
imaging 

 
Requires 

Improvement 

 
 

Not Rated 

 
 

Good 

 
Requires 

Improvement 
 

 
Requires 

Improvement 
 
 

 
Requires 

Improvement 

  

Overall Requires 
Improvement 

Requires 
Improvement 

Good Requires 
Improvement 

Requires 
Improvement 

 Requires 
Improvement 

 

Our ratings for Community health services 

 
Core Service Safe Effective Caring Responsive Well-led  Overall 

Community 
health services 
for children, 
young people 
and families 

 
 

Good 

 
 

Good 

 
 

Outstanding 

 
 

Outstanding 

 
 

Good 

 
 

Outstanding 

Community 
health services 
for adults 

 
Good 

 
Good 

 
Good 

 
Good 

 
Good 

Good 

Community 
health inpatient 
services 

 
Good 

 
Good 

 
Good 

 
Good 

 
Good 

 
Good 

End of life care  
Good 

 

 
Good 

 
Good 

 
Good 

 
Good 

 
Good 

 

Overall Good Good Good Good Good  Good 

 
The CQC undertook a further routine inspection of the Trust in March 2017.  The report from that inspection is 
due in May 2017. 
Copies of the full reports for the Trust and each individual location inspected by the CQC are available publicly 
at the following website link  http://www.cqc.org.uk/provider/RN3/reports 

http://www.cqc.org.uk/provider/RN3/reports
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8. Statement of Accounting Officer s responsibilities  

8.1 Statement of the Chief Executive's  responsibi lities as the 
Accounting Officer of Great Western Hospitals NHS 
Foundation Trust  

The NHS Act 2006 states that the Chief Executive is the Accounting Officer of the NHS foundation trust.  The 
relevant responsibilities of the Accounting Officer, including their responsibility for the propriety and regularity of 
public finances for which they are answerable, and for the keeping of proper accounts, are set out in the NHS 
Foundation Trust Accounting Officer Memorandum issued by NHS Improvement. 
 
NHS Improvement, in exercise of the powers conferred on Monitor by the NHS Act 2006, has given Accounts 
Directions which require Great Western Hospitals NHS Foundation Trust to prepare for each financial year a 
statement of accounts in the form and on the basis required by those Directions.  The accounts are prepared on 
an accruals basis and must give a true and fair view of the state of affairs of Great Western Hospitals NHS 
Foundation Trust and of its income and expenditure, total recognised gains and losses and cash flows for the 
financial year. 
  
In preparing the accounts, the Accounting Officer is required to comply with the requirements of the Department 
of Health Group Accounting Manual and in particular to:  
 

¶ observe the Accounts Direction issued by NHS Improvement, including the relevant accounting and 
disclosure requirements, and apply suitable accounting policies on a consistent basis;  

¶ make judgments and estimates on a reasonable basis;  

¶ state whether applicable accounting standards as set out in the NHS Foundation Trust Annual 
Reporting Manual (and the Department of Health Group Accounting Manual) have been followed, and 
disclose and explain any material departures in the financial statements;  

¶ ensure that the use of public funds complies with the relevant legislation, delegated authorities and 
guidance; and  

¶ prepare the financial statements on a going concern basis.  
 
The Accounting Officer is responsible for keeping proper accounting records which disclose with reasonable 
accuracy at any time the financial position of the NHS foundation trust and to enable him/her to ensure that the 
accounts comply with requirements outlined in the above mentioned Act. The Accounting Officer is also 
responsible for safeguarding the assets of the NHS foundation trust and hence for taking reasonable steps for 
the prevention and detection of fraud and other irregularities.  
 
To the best of my knowledge and belief, I have properly discharged the responsibilities set out in the NHS 
Foundation Trust Accounting Officer Memorandum. 
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9. Auditorôs opinion and certificate 

9.1 Independent auditorôs report to the Council of Governors of 
Great Western Hospitals NHS Foundation Trust  
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10. Annual Governance Statement  

10.1 Scope of responsibility  

As Accounting Officer, I have responsibility for maintaining a sound system of internal control that supports the 
achievement of the NHS foundation trustôs policies, aims and objectives, whilst safeguarding the public funds 
and departmental assets for which I am personally responsible, in accordance with the responsibilities assigned 
to me.  I am also responsible for ensuring that the NHS foundation trust is administered prudently and 
economically and that resources are applied efficiently and effectively.  I also acknowledge my responsibilities 
as set out in the NHS Foundation Trust Accounting Officer Memorandum. 

10.2 The purpose of the system of internal control  

The system of internal control is designed to manage risk to a reasonable level rather than to eliminate all risk 
of failure to achieve policies, aims and objectives; it can therefore only provide reasonable and not absolute 
assurance of effectiveness.  The system of internal control is based on an ongoing process designed to identify 
and prioritise the risks to the achievement of the policies, aims and objectives of Great Western Hospitals NHS 
Foundation Trust, to evaluate the likelihood of those risks being realised and the impact should they be 
realised, and to manage them efficiently, effectively and economically.  The system of internal control has been 
in place in Great Western Hospitals NHS Foundation Trust for the year ended 31 March 2017 and up to the 
date of approval of the annual report and accounts. 

10.3 Capacity to handle risk  

Leadership is given to the risk management process by the Director of Governance & Assurance.  Executive 
Directors personally review the assurances against strategic risks aligned to strategic objectives on a quarterly 
basis as part of the Board Assurance Framework.  They have oversight of the action taken to address gaps in 
controls and proactively identify evidence of assurance. All Executive and Non-Executive Directors have been 
trained on risk management and on their roles and responsibilities for leadership in risk management.  
 
On a monthly basis the Executive Directors through the Executive Committee review the 15+ risks register to 
ensure risks are being managed and that the top risks for the Trust are reflected.  Twice a year Directors 
receive oversight of 15+ risks at the Board meeting.   
 
Risk Management is introduced into employee culture immediately upon employment. Employee education and 
training on risk management is carried out commensurate with employee roles.  All new employees receive 
corporate induction, which includes risk management and incident reporting, alongside health and safety, 
manual handling and infection control training appropriate to their duties. Employees with applicable roles are 
provided with a one to one hour training session on how to use the risk register and manage risks before 
access to the electronic register is provided. Refresher training if required is offered on the same one to one 
basis to existing employees, or group drop in clinics if preferred.   
 
Divisions are provided with a monthly risk register report detailing comparison and movement to the previous 
month. This has been in place since 2014/15 as additional support in management of risks for managers. 
However, during 2016/17 external support was engaged from Deloitte who assisted in the development of a 
new Risk Escalation Framework which was implemented in August 2016. This framework aims to ensure 
consistent systems and processes for the management of risk across the Trust. 
 
Particular emphasis is given to the identification and management of risk at a local level. Discussions at 
Divisional meetings are required and at Departmental level meetings to consider risk are encouraged as part of 
the culture to agree upon the identified score of the risk, the appropriate mitigating actions and whether the risk 
is valid, or ñaccepted/tolerated ñas business as usual (risks scoring 15 plus are to be accepted by the Board 
only) or can be closed as appropriate. Discussions at this level and frequency reduce the duplication of risks, 
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encourage active discussion on what are tangible risks, what can be tolerated at a local level and that the 
description of the risk demonstrates the consequences should the risk materialise. 

10.4 The risk and control framework  

 

10.4.1 Risk Management Strategy 

The overall objective of the Risk Management Strategy is to ensure that robust risk management processes are 
in place which provide assurance to the Board that the Trust is discharging its responsibilities in ensuring good 
business and financial decision making leading to improvements in services and the quality of care provided. 
 
To ensure that risk is identified, evaluated and controlled there are formal structures within the Trust.  The Trust 
has a Risk Management Strategy which is continually reviewed and improved.  This sets out how risk is 
managed within the organisation and the formal reporting processes.   During 2016/17 the introduction of a Risk 
Escalation Framework included refreshed reporting which identifies new risks; risks changed in score from the 
previous month; overdue actions and overdue risk reviews.  Furthermore the refreshed reporting includes an 
overview of risk themes and risk types which supports the early identification of issues for focus.  This 
encourages management of risks to systems and controls as well as specific risks that emerge.  During 
2017/18 there will be a focus on embedding use of the new reporting at local level and the analysis of trends 
and themes over time. 
 
Whilst the Board has overall responsibility for risk management, it has delegated responsibility to the Executive 
Committee, which scrutinises and challenges risk management, and the Audit, Risk and Assurance Committee 
which provides assurance that processes for risk management are effective. 
 
The three main elements of our risk management strategy are: 
 

¶ Risk assessment 

¶ Risk register 

¶ Board Assurance Framework 
 
In 2015/16 the Board introduced a risk tolerance statement aimed at supporting managers in decision making.  
The statement sets out the Trustôs appetite for risk and was refreshed in December 2016.  The Risk Tolerance 
Statement is explained below (section xxx refers). 
 

10.4.2 Risk assessment 

All Trust employees are responsible for identifying and managing risk. The Trust uses the National Patient 
Safety Agency (NPSA) Risk Matrix for Risk Managers to ensure risks are collectively scored objectively against 
the likelihood and the consequence of the risk materialising.  
 
In addition a robust Incident Management Policy is in place and at corporate induction employees are actively 
encouraged to utilise the web-based incident reporting system.  A healthy incident reporting culture has been 
maintained for a number of years providing assurance that employees feel able to report incidents and risks.   
 

10.4.3 Risk register 

The risk register is a risk management tool whereby identified risks are described, scored, controls identified, 
mitigating actions planned and a narrative review is recorded. Data in the risk register is extractable into report 
format to provide an overall picture of risks to the Trust as well as thematic overviews.  
 
The Trust has agreed that the most significant risks to the Trust, being those that score 15 and above (15+) 
should be reviewed monthly at the Executive Committee, with other risks reviewed through the Divisions.  A 
register containing 15 plus risks is scrutinised and challenged by the Executive Committee (to ensure risks are 
being managed) and three times a year at the Audit, Risk and Assurance Committee (to ensure processes in 
place to manage risk are effective). This high-level register is informed both by those risks which score 15 and 
above in the Board Assurance Framework (top down) and risks identified from within the Divisions (bottom up).   
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In 2016/17 the Audit, Risk and Assurance Committee reviewed the 15+ risk register and considered that whilst 
processes were in place for managing risks, there were concerns regarding consistency of the application of 
processes within Divisions.  As a result a number of actions were taken during 2016/17 to further improve 
management of risks as follows: - 
 
ü Monthly risk register training sessions for any members of staff 
ü Adhoc individual training sessions provided as well as group sessions 
ü Guides updated widely circulated 
ü Monthly reporting of Divisional Risks Registers to Divisional Managers 
ü Review and update of Divisional governance arrangements for risk management  
ü Divisional risk leads refreshed 
ü Focussed meeting with Divisional and Departmental managers to scrutinise and challenge risks, 

controls, actions and reviews 
ü Electronic risk system reconfigured to update mandatory fields 
ü Electronic system reconfigured to continually remind handlers of risk actions 
ü Quarterly workshops held between the Director of Governance & Assurance, risk support staff and 

Divisional Governance Facilitators to review risk management, discuss barriers to effective risk 
management at local level and to agree further actions 

ü Risk support staff aligned to each Division to provide direct advice, guidance and support on risk 
management 

ü Refreshed reporting with oversight of types of risks and themes of risks, together with oversight of the 
effectiveness of risk management within each Division 

ü Risk Management Workshop of Executive Directors and Senior Managers to consider risk management 
and how to embed effectiveness 

ü Transformation Board extended to consider in detail the risks scoring 15+ with an emphasis on 
challenging controls and actions to address gaps 

ü Well Led Governance Review commissioned ï final report identified that whilst risk management was 
reasonable, improvements could be made in reporting ï all actions relating to risk management have 
been completed and are reported through the Quality & Governance Committee up to the Board 
 

Risks are scrutinised locally at Divisional meetings and there is a strong emphasis from Executive Directors that 
managing all risks at Divisional level using the risk management system is essential. The Risk Escalation 
Framework is gradually becoming embedded with some areas managing their risks more effectively than 
others.  Work is on-going to ensure risks management continues to become embedded.  The Trust has in place 
a log of on-going actions and training which is reported through the Audit, Risk and Assurance Committee.   
During 2017/18 there will be a focus on timely completion of action and reviews plus improved banking of 
supporting documentation. The housekeeping of the risk register and use of the system as a management tool 
requires further improvement.  Therefore, work will continue to support the Divisions in ensuring that the risk 
register is well managed and updated frequently, so that reports received by the Committees are well informed 
and up to date.  A workshop took place in May 2016 when the Executive Committee focused on how to embed 
and sustain use of the risk register as a risk management tool. 
 
In January 2016 the internal auditors undertook an audit of the Board Assurance Framework which included 
risk management processes and a ñreasonableò assurance opinion was given.  The audit found that risk 
management processes were operating across the Trust although improvements were needed around 
timeliness of review of overdue risks and associated actions at Divisional level.  In Spring 2016, Deloitte was 
commissioned to undertake a Well Led Governance Review using NHS Improvements Quality Governance 
Framework.  The outcome resulted in a number of actions around risks management, all of which have been 
implemented.  In January 2017, a risk management audit was undertaken and although this included risk 
management generally, the primary scope of the audit consider the Board Assurance Framework as it was felt 
to be too soon to consider the embeddedness of new risk escalation processes introduced in August 2016.  
However, in terms of gaining assurance the newly available analysis of risk management across the Trust 
enable visibility of areas for improvement.  Also in March 2017, the Trust was inspected by the Care Quality 
Commission, which includes looking at how risks are managed.  The report from this inspection is due in May 
2017, but initial feedback is encouraging around risk management.  In addition a further internal auditor service 
review of risk management is planned for 2017/18. 
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10.4.4 Board Assurance Framework 

The Trust has in place a Board Assurance Framework which is set by the Executive Committee and approved 
by the Trust Board annually.  The assurance framework sets out: - 
 

¶ The principal objectives to achieving the Trustôs overall goals, 

¶ The principal risks to achieving those objectives, 

¶ The key controls to mitigate against those risks, 

¶ Gaps in controls; 

¶ The assurances on those controls, and 

¶ Any gaps in assurances. 
 

In January 2017 the internal auditors undertook an audit of the Board Assurance Framework (including risk 
management) and a ñsubstantialò assurance opinion was given without recommendations.  The audit found that 
the Board Assurance Framework (BAF) was embedded and is maintained as a ñliveò document.   
 
During 2016/17 a refreshed approach was taken to the Board Assurance Framework as follows: - 
 
ü Refreshed risks, controls and assurances to reflect the 2020 Vision and the in-year Operational Plan 

published in January 2017 
ü Further improved reporting with a focus on what the BAF is telling us 
ü Additional assurance reviews undertaken (internally meeting with leads) 
ü Additional assurance reviews identified for inclusion in the Annual Audit Plan 
ü Refreshed reporting with strategic risks aligned to the Care Quality Commissionôs Key Lines of Enquiry 
and NHS Improvementôs Well Led Domains 

ü Introduction of an overarching dashboard for all strategic risks 
ü Strategic risks aligned to Board Committees with each responsible for seeking assurance for areas 

within its remit 
ü New assurance metrics added to the BAF to reflect the Single Oversight Framework, the Care Quality 

Commissions guidance of Use of Resources and NHS Improvement Well Led Framework. 
 
Risks to strategic objectives are aligned to Board Committees as follows: - 
 

 Strategic Objective Board Committee 

1. To deliver consistently high quality, safe services 
which deliver desired patient outcomes 

Quality & Governance Committee 

2. To improve patient and carer experience for every 
aspect of care we deliver 

Performance, People & Place Committee 

3. To ensure staff are proud to work at the Trust and 
would recommend the Trust as a place to work or 
receive treatment 

Performance, People & Place Committee 

4. To secure the long term health of the Trust Finance & Investment Committee 
 

5. To adopt new approaches and innovation so that we 
improve services as healthcare changes, whilst 
continuing to become more efficient 

Performance, People & Place Committee 

6. To work in partnership with others so that we provide 
seamless care for patients 

Finance & Investment Committee 
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10.4.5 Risk appetite 

The Board has a risk tolerance statement aimed at supporting managers in decision making.  The statement 
sets out the Trustôs appetite for risk and was refreshed in December 2016.  A framework was developed which 
the Board uses to inform its view of risk tolerance.  In 2016/17 the Boardôs appetite for organisational risk 
increased but the Boardôs appetite for compliance and legal risk reduced. 
 

10.4.6 Risk Tolerance Statement 

The management of risk underpins the achievement of the Trustôs objectives. Effective risk management is 
imperative to provide a safe environment and improve quality of care for patients.  Risk management is also 
significant in the financial and business planning process where robust, sustainable financial health and public 
accountability in delivering health services is required. Risk management is the responsibility of all staff. 
 
The Trust recognises that its long term sustainability depends upon the delivery of its strategic objectives and 
its relationships with its patients, the public and strategic partners.  The Trust will not accept risks that impact on 
patient safety and is cautious to avoid risks which adversely impact on the financial position.  The Trust has a 
medium tolerance for reputational impact, although this should be carefully considered and a greater appetite to 
take considered risks in terms of pursuing innovation and challenge current working practices where positive 
gains can be anticipated.  The Trust has a minimal tolerance to not working within the constraints of the 
regulatory and legal environment.  This is depicted in the chart below. 
 
However, any consideration of risk needs to be in a broad context.  Risk taking and decision making based on 
risk should not be considered in isolation or in ñsilosò. There is often the potential for a greater impact of risks 
with wider organisational context or in relation to other decisions made. 
 
To assist managers and staff in decisions which may involve or facilitate exposure to risk, the Trust Board has 
set out below its current attitude to risk. 
 
This may change over time as internal and external circumstances change, but it provides an approved 
approach to support decision making by managers and staff. Decisions taken which would be contrary to this 
statement must be referred to the Executive Directors before implementation. 
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