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CATEGORY OF PAPER 

Specific action required:  Provides Assurance:  For Information:  

 

Board of Directors – 24/05/2018 

Report title: NHS Improvement Self-Certifications 

Purpose of report: 

To provide the Board of Directors with draft copies of the self-certifications which the 
Trust is required to prepare and approve at the year-end. 
 
Previously the Trust has been required to formally submit its responses to NHS 
Improvement but this has now changed, and no formal submissions are required. 
NHS Improvement will select a number of trusts and audit the declarations 
retrospectively. 

All self-certifications require Board approval. The Audit Committee will have 
undertaken a first review of the draft self-certifications prior to presentation at Board. 
A verbal update on feedback will be provided. 

Key issues: 
(key points of the paper, how this supports 
the achievement of the Trust’s corporate 
objectives, overview of risk implications, 
main risk details on page 2) 

The certification in relation to General Condition 6 of the NHS provider licence asks 
the Board to confirm compliance with the licence condition during 2017/18. GC6 
relates to having effective processes and systems in place to identify risks to 
compliance and enable mitigating actions to be taken. 

The certification in relation to General Condition 7(3) of the provider licence asks the 
Board to confirm that the Trust has a reasonable expectation that required 
resources will be available to deliver commissioner requested services. 

Views should therefore be informed by the work of the Audit Committee throughout 
2017/18 as well as the conclusions drawn in the Annual Governance Statement. 

Both certifications must be completed by 31 May 2018. 

The Corporate Governance Statement is a forward looking statement and should 
therefore be aligned to the annual plan and other robust plans which are already in 
place for 2018/19. This must be signed off by 30 June 2018. 

Issue previously considered by: Audit Committee 

Recommended actions: 
The Board of Directors is asked to review, comment upon and approve the draft self-
certifications, taking into account the recommendations from the Audit Committee. 

Sponsor / approving director: Yvonne Ormston, Chief Executive 

Report author: Jennifer Boyle, Trust Secretary 
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The Board must ensure that due process is followed in respect of self-certifications, 
and that key risks have been appropriately considered. This links in clearly with the 
Trust value of taking responsibility and being accountable. 

Any relevant legal / statutory 
issues? 
(Such as relevant acts, regulations, national 
guidelines or constitutional issues to 
consider) 

Issues which are not identified through the Corporate Governance Statement and 
which subsequently arise may be used by NHS Improvement as evidence of self-
certification failure 

Equality analysis completed 

If this is not relevant please 
explain why: 

 

Yes No Not Relevant 

   

This is a self-certification to NHS Improvement and our responses do not impact 
directly on particular social groups. 

Key considerations Details 

Confirm whether any risks that 
have been identified have been 
recognized on a risk register and 
provide the reference number: 

There are no risks directly related to these self-certifications, but the issues 
described within the statements (e.g. funding, achievement of targets) are 
separately identified on the Organisational Risk Register. 

Please specify any Financial 
Implications 

 
Please explain whether there are 
any associated efficiency savings 
or increased productivity 
opportunities? 

There are no direct financial implications as a result of these self-certifications. 

Are any additional resources 
required e.g. staff capacity? No additional resources are required. 

Is there any current or expected 
impact on patient 
outcomes/experience/quality? 

No direct impact on quality from the self-certifications. 

Specify whether appropriate 
clinical and/or stakeholder 
engagement has been 
undertaken: 

(stakeholders could include staff, other Trust 
departments, providers, CCGs, patients, 
carers or the general public) 

Stakeholder engagement was undertaken in the development of the operational 
plan, which underpins the Corporate Governance Statement. 

Are there any aspects of this 
paper which need to be 
communicated to our 
stakeholders (internal or 
external)? 

(Please tick – if ‘yes’ then please complete 
all boxes. Please briefly specify the key 
points for communication and ensure the 
Comms team are informed via 
mailto:publicrelations@neas.nhs.uk) 

Yes No Positive Negative 

    

Proactive Reactive Internal External 

    

The self-certifications do not require submission to NHS Improvement this year, but 
the G6 self-certification requires publication within a month following Board sign-off. 

 
 

 

mailto:publicrelations@neas.nhs.uk
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Board of Directors 
NHS Improvement Self-Certifications 

24 May 2018 
 
 

1. Introduction  

1.1. Consistent with the previous year the Board is required to approve self-certifications as part of our 
year-end and forward planning requirements. 

1.2. The certification in relation to General Condition 6 of the NHS provider licence asks the Board to 
confirm that all reasonable precautions against the risk of failure to comply with the licence and 
other important requirements were taken during 2017/18. Views should therefore be informed by the 
work of the Audit Committee throughout 2017/18 as well as the conclusions drawn in the Annual 
Governance Statement. This certification requires sign-off by the Board prior to 31 May 2018.  

1.3. The certification in relation to General Condition 7(3) of the NHS provider licence asks the Board to 
confirm that the Trust has a reasonable expectation that required resources will be available to 
deliver Commissioner Requested Services (CRS). This certification requires sign-off by the Board 
prior to 31 May 2018.  

1.4. The Corporate Governance Statement is a forward looking statement and should therefore be 
aligned to the annual plan and other robust plans which are already in place for 2018/19. Approval 
of the Corporate Governance Statement is due on 30 June 2018. 

1.5. Consistent with the approach taken last year, the Trust does not have to submit its self-certifications 
to NHS Improvement, but must be able to demonstrate and evidence a robust internal sign-off 
process. 

2. Executive Summary 

2.1. Whilst the Trust has faced challenges in relation to performance and finance it is proposed that the 
Board continues to take necessary precautions to comply with the conditions of the licence, and 
continues to meet the conditions for holding a licence at the year end. 

2.2. Similarly, the Board recognises the need to continue to review, refresh and enhance governance 
processes and structures, and a number of changes have been made during 2017/18. The 
Corporate Governance Statement reflects the current processes and future plans. Positive 
confirmations are therefore proposed for all statements with supporting text outlining the actions 
being taken to address identified weaknesses. 

3. Key considerations 

General Condition 6 

3.1. The self-certification in relation to General Condition 6 requires the Board to confirm compliance 
with the following statement: 
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3.2. For clarity and to assist in the Board’s assessment of the proposed responses, General Condition 6 
has been reproduced below: 

 

3.3. NHS Improvement has summarised this as: 

 A provider is required to have in place effective systems and processes to ensure 
compliance, including: 

o Identifying risks to compliance; and  

o Taking reasonable mitigating actions to prevent those risks and a failure to comply 
from occurring.  

3.4. The Trust has a governance structure in place with regular reporting of issues, decisions and 
actions through to the Board committees and the Board on a regular basis.  

3.5. This includes a strong focus on risk management, with the Executive Risk Management Group 
(ERMG) reporting directly into the Board, providing transparency and focus on risk at Board level. In 
addition, the Audit Committee seeks assurance over the risk management processes and controls 
in place. 
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3.6. In addition, the Board Assurance Framework (BAF) is mapped to the Board committees, and the 
relevant extracts are reviewed at every meeting, ensuring that strategic risks play a prominent role 
in committee debate and decision-making. The BAF and Organisational Risk Register (ORR) are 
also presented to both the ERMG and Board on a quarterly basis. 

3.7. Compliance with some elements of the Trust’s licence are reported separately to the Board 
committees to provide additional assurance. For example the Workforce Committee receives 
assurance that fit and proper person tests are carried out annually on each Board Member to 
confirm ongoing compliance with this requirement. 

3.8. The Governor Governance Committee oversees the fit and proper person test for Governors as well 
as providing broader Governor scrutiny of governance issues relating to the Council, including 
compliance with Governor policies and attendance requirements. 

3.9. Paragraph 2(b) itself refers to the need to regularly review whether the processes and systems have 
been implemented and how effective they are. 

3.10. In December 2017 the Board undertook a thorough review against the recently revised NHS 
Improvement / CQC Well-Led Framework. The self-assessment was used to inform an action plan 
in order to assist the Trust in moving towards compliance with all key lines of enquiry and 
requirements. The action plan has been monitored by the Executive Team. 

3.11. Throughout 2017/18 a number of internal and external reviews of processes and systems have 
been undertaken, including but not limited to: 

 Internal audit reviews; 

 Clinical audit reviews; 

 External audit work to support the year end opinions;  

 An independent Board observation from Deloitte LLP; and 

 Internal reviews of committee / group effectiveness. 

3.12. Where reviews have highlighted areas where the Trust needs to enhance processes and systems, 
action plans have been developed to ensure that associated actions are implemented on a timely 
basis.  

3.13. The Head of Internal Audit Opinion concluded that good assurance could be provided for 2017/18, 
as no areas of significant weakness identified by Internal Audit remained unresolved at the year 
end. 

3.14. Internal Audit have recently completed an audit of the Board Assurance Framework and Risk 
Management. A draft rating of ‘good assurance’ has been received with the conclusion stating that: 
‘Governance, risk management and control arrangements provide a good level of assurance that 
the risks identified are managed effectively.  A high level of compliance with the control framework 
was found to be taking place. Minor remedial action is required’. 

3.15. The Trust’s ‘good’ rating from CQC indicated a positive level of compliance with CQC’s fundamental 
standards and quality governance requirements. In addition, good progress has been made in 
closing the majority of actions from the action plan developed following the last inspection in 2016. 
There is only one open action remaining and much progress has been made in reducing the risk 
level down, with CQC and the Board of Directors regularly appraised of progress. 

3.16. Both the Board and Governors have been provided with regular updates on the Trust’s segment 
position in respect of the Single Oversight Framework. The letters from NHS Improvement 
confirming the quarterly position following the Quarterly Review Meetings form part of the public 
Board agenda. The Trust has been financially and operationally challenged throughout the year, but 
was able to achieve a segment rating of 2 at the end of Quarter 3, under the new Single Oversight 
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Framework (on a scale of 1 to 4 with 1 being the best segment score). The score for Quarter 4 has 
not been confirmed by NHS Improvement, but the Trust’s financial return at the year-end indicated 
that the score for the finance-only element was predicted to remain at 1, consistent with Quarter 3. 

3.17. A segment score of 2 is defined as follows within the Single Oversight Framework: 

 

3.18. It is therefore proposed that the Audit Committee and then subsequently the Board should confirm 
compliance with the statement in respect of General Condition 6. 

General Condition 7(c) 

3.19. The self-certification in relation to General Condition 7 requires the Board to confirm a response to 
one of the following statements and provide an explanation in the yellow box: 

 

3.20. Commissioners have formally confirmed that accident and emergency ambulance services are 
classified as CRS. The Trust also put forward a case to Commissioners in October 2016 to 
demonstrate that 111 and PTS also meet the criteria for CRS status, but no feedback has been 
received from Commissioners on this.  

3.21. It is therefore proposed that the Board takes a prudent approach and responds to the statement on 
the assumption that all services have CRS status – this means that there would be a greater 
resource requirement in order to continue to run the services for the next 12 months.   

3.22. It is proposed that the Board confirms compliance with statement 3b, i.e. that there is a reasonable 
expectation that the Trust will have the required resources available to deliver the CRS for the next 
12 months, but drawing attention to a number of factors which may cast doubt on the ability of the 
Trust to provide CRS. Required resources include: management resources, financial resources and 
facilities, personnel, physical and other assets. 
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3.23. The following supporting explanation has been composed: 

The Directors of the Trust have a reasonable expectation that the Trust will have the required 
available resources to deliver its services for the following reasons: 

 The Trust finished the year ahead of financial plan, achieving a surplus for the second year 
in a row, and with a healthy cash balance. The full Board concluded that the Trust 
constituted a going concern at its meeting in April 2018. 

 The Trust has continued to make good progress in respect of recruitment, reducing vacancy 
rates and improving retention rates. 

 The Trust has successfully secured the new NHS111 and Integrated Urgent Care contract, 
which commences in October 2018. A significant amount of financial modelling and strategic 
planning was undertaken to ensure that the Trust was able to comply with the financial 
requirements of the bid in a sustainable manner. 

 The Trust has been undertaking an organisational restructure with the aim of ensuring that 
the operational model and structures are best placed to be able to deliver an effective, 
efficient and quality service to patients. The move to the Clinical Care and Transport Service, 
which encompasses both Scheduled and Unscheduled Care enables the Trust to utilise its 
resource more flexibly and with greater resilience, matching patient acuity to staff skill. 

3.24. The main factors of uncertainty which must be taken into account when making the declaration are 
as follows: 

 The Trust and its commissioners jointly commissioned an independent demand and capacity 
review to determine the level of resource required to meet the new ambulance performance 
standards. This review identified that a further 272 additional paramedics are required in 
order to meet the new performance standards. 42 of these paramedics are already funded 
through additional investment in 2017/18, but the remainder would need to be achieved 
through a mix of efficiencies and additional funding and resource. 

 The Trust has secured an additional £2.6m of funding from commissioners, but the 
remaining element of the funding is still currently under negotiation. 

 In addition, the Trust has seen a reduction in contract value of £1.3m funding for 999 
clinicians, which would reduce the funded level of clinicians within our Emergency 
Operations Centre from 24 whole-time equivalents to 15 whole-time equivalents. The 
Directors believe that this poses a risk to the Trust and its patients and is again negotiating 
with commissioners with the aim of re-securing this funding.  

 Whilst the Trust is therefore confident of the ability to continue to deliver its services, there is 
currently a level of uncertainty regarding whether it will be in a position to meet the new 
ambulance response standards which is dependent upon the outcome of the contract 
negotiations.  

3.25. The certification for GC7 also references the need to ensure that the Board has due regard to the 
views of Governors. Governors were closely involved in the development of the Operational Plan 
2017-19, with several workshops being held to seek Governors’ views on future plans, and 
subsequently feedback on the final plan. No concerns were raised by Governors regarding the 
ability of the Trust to continue to deliver its services in line with plan, and therefore it can be 
concluded that Governors would also have a reasonable expectation of the Trust’s ability to 
continue to deliver its services. 

3.26. Governors have been kept abreast of developments in respect of the implementation of the new 
ambulance response standards and the outcome of the demand and capacity review. Governors 
are fully informed of the relative position of the Trust in respect of funding and resource. 
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Foundation Trust Condition 4 

3.27. The self-certification for Foundation Trust Condition 4 has two key components – the Corporate 
Governance Statement and a declaration on the training of Governors. 

3.28. The Corporate Governance Statement is a forward-looking statement of expectations regarding 
corporate governance arrangements over the next 12 months. It should be aligned with the 
operational plan and signed off by 30 June 2018. 

3.29. There are six key statements with sub-elements and the Board must confirm / not confirm 
compliance with each. Risks and mitigating actions must be clearly articulated for each response. 

3.30. The Code of Governance clearly states that “issues not identified and subsequently arising can be 
used as evidence of self-certification failure”. It is therefore imperative that we clearly articulate 
perceived compliance risks in the supporting narrative. 

3.31. A copy of the proposed responses to each statement have been replicated below for the Board’s 
review: 

No Statement Response Risks and mitigating actions 

1 The Board is satisfied 
that the Trust applies 
those principles, 
systems and standards 
of good corporate 
governance which 
reasonably would be 
regarded as 
appropriate for a 
supplier of health care 
services to the NHS. 
 

Confirmed 
 

The Board obtains assurance in this area 
via both internal and external assessments 
and reviews. 
 
Via the Audit Committee the Board obtains 
assurance from the work of internal and 
external audit. The work of internal audit in 
particular is a good source of assurance 
regarding the effectiveness and 
robustness of governance systems and 
controls within the Trust. 
 
The Board undertakes an annual review 
against the well-led framework / key line of 
enquiry. The framework provides the 
Board with a reference point in respect of 
what ‘good’ and ‘outstanding’ looks like in 
respect of well-led and associated 
governance structures. An action plan has 
been developed to implement any 
recommendations arising from the self-
assessment in 2017/18, although there 
were no significant areas of concern. 
 
All committees and groups within the Trust 
undertook assessments of their own 
effectiveness at the end of 2017/18, with 
the Board committees reporting the 
outcomes from their reviews to the Board 
of Directors. No significant issues were 
identified as part of the year-end reviews.  
 
In addition, Board Members regularly 
attend external training and update 
meetings usually organized through NHS 
Providers or NHS Improvement. This then 
enables Board Members to bring back 
recommendations in respect of good 
governance which are shared with Board 
colleagues. 



 Page 9 of 18  

2 The Board has regard 
to such guidance on 
good corporate 
governance as may be 
issued by NHS 
Improvement from time 
to time 
 

Confirmed The Board is regularly appraised on new 
governance guidance issued by NHS 
Improvement. For example, the Board has 
received updates on the changes made to 
the Well-Led Framework and the new 
Learning from Deaths requirements. 
 
In addition the Board is appraised of new 
guidance issued by CQC, such as the new 
inspection regime. 
 
The Board also submits responses to 
regulatory consultations (for example in 
relation to the CQC inspection regime) in 
order to contribute towards the shaping of 
new governance initiatives. 
 
As outlined in 1) Board Members regularly 
attend NHS Improvement development 
events and regional updates, bringing 
learnings back to share with the full Board. 
 

3 The Board is satisfied 
that the Trust 
implements:  
 
(a) Effective board and 
committee structures; 
 
 

Confirmed The Board has sought assurance over the 
effectiveness of Board and committee 
structures and reporting responsibilities 
through conducting annual effectiveness 
reviews. 
 
Each Board committee is chaired by a 
Non-Executive Director with an 
appropriate Executive Director as the 
Executive Lead (with the exception of the 
Executive Risk Management Committee, 
which is an Executive committee only). 
Terms of reference are in place for all 
committees and an annual review of 
effectiveness is conducted for each 
committee. 
 
The review of effectiveness incorporates 
an online survey for completion by regular 
members and attendees. This enables 
more rounded feedback to be conducted 
to inform the year-end review. 
 
The Board has reflected on committee 
structures throughout the year, and has 
been proactive in making changes to 
improve effectiveness, under the 
professional advice of the Executive 
Directors. An example of this is the recent 
decision to amend the frequency of the 
Executive Risk Management Group to 
monthly. 
 
During 2018/19 a full review of the 
committee and sub-group structure is 
planned in order to ensure that it remains 
appropriate and supports the Board in 
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obtaining timely assurance and 
information for decision-making. 
 
The Board reviews its effectiveness on an 
annual basis as part of its Board 
development programme.  
 

 (b) Clear responsibilities 
for its Board, for 
committees reporting to 
the Board and for staff 
reporting to the Board 
and those committees; 
and 
 
 
 

All committees and formal groups have 
terms of reference and accompanying 
cycles of business in place. This ensures 
that responsibilities are formally outlined. 
 
In addition a standard suite of document 
templates are in place to ensure that staff 
prepare reports on a consistent basis, with 
clear reference to risks, strategy and 
regulatory implications. 
 

(c) Clear reporting lines 
and accountabilities 
throughout its 
organisation. 

The Trust’s governance structure diagram 
clearly depicts the formal reporting lines in 
respect of committees and groups. 
 
Accountability for Board Members 
themselves is also clearly articulated 
through the Trust’s Constitution, appraisal 
process and the Trust’s Governor and 
Board Nomination and Remuneration 
Committees. 
 
A monthly performance management 
meeting, Delivering Consistently, is in 
place to ensure responsibility and 
accountability for effectively managing the 
Trust’s service lines is clear and 
appropriately enacted. 
 
The organizational restructure which has 
taken place in phases over the last two 
years has aimed to decentralize decision-
making where appropriate, whilst ensuring 
that there are clear lines of accountability 
and management structures in place. 
   

4 The Board is satisfied 
that the Trust 
effectively implements 
systems and/or 
processes: 
 
(a) To ensure 
compliance with the 
Licensee’s duty to 
operate efficiently, 
economically and 
effectively; 
 

Confirmed The Board seeks assurance from a 
number of sources over the Trust’s ability 
to operate efficiently, economically and 
effectively. This includes but is not limited 
to internal and external audit reviews, 
independent reviews of governance  
processes / structures (as required), 
performance management arrangements 
(as outlined above), as well as through the 
regular reporting of performance 
(operational, finance, workforce and 
quality) to the Board and committees. 
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The Trust proactively works with alongside 
its partners to identify opportunities for 
both service improvement and efficiency. 
An example is the Trust’s commitment to 
the Northern Ambulance Alliance, 
alongside Yorkshire and North West 
Ambulance Services. One of the key aims 
of the Alliance is to achieve greater value 
for money across all three services, for 
example through joint procurement of 
common services or equipment. The 
Board is provided with the minutes of the 
Alliance Board meetings, alongside 
regular updates from the Chief Executive 
and Chairman, who attend the meetings 
on behalf of NEAS. 
 
In addition, the Trust undertakes 
benchmarking of its costs against the 
sector in order to identify whether there are 
further opportunities for efficiencies to be 
delivered. Board Members are working 
collaboratively with colleagues from other 
ambulance trusts and NHS Improvement 
to apply the Carter Review principles to the 
ambulance sector. 
 
It should also be noted that the Quality 
Committee and the Board receive 
assurance over the Trust’s quality impact 
assessment processes, which are in place 
to ensure that cost saving does not have a 
detrimental impact on quality and patient 
care. 
 

(b) For timely and 
effective scrutiny and 
oversight by the Board of 
the Licensee’s 
operations;  
 

The Board meets 10 times per year and 
receives an integrated performance report 
at each meeting, covering operational, 
quality and workforce issues. The Board 
also receives a monthly finance report and 
a detailed monthly quality governance 
report. These regular performance reports 
provide the Board with visibility on themes, 
trends and emerging issues, as well as the 
actions being taken. 
 
The Board also receives the Board 
Assurance Framework on a quarterly 
basis, enabling major risks to the delivery 
of the strategic objectives to be debated. 
 
The Finance Committee receives monthly 
reports on the Trust’s financial 
submissions to NHS Improvement in 
accordance with the Single Oversight 
Framework. 
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(c) To ensure 
compliance with health 
care standards binding 
on the Licensee 
including but not 
restricted to standards 
specified by the 
Secretary of State, the 
Care Quality 
Commission, the NHS 
Commissioning Board 
and statutory regulators 
of health care 
professions; 
 

As outlined above the Board receives a 
monthly quality report, dashboard and staff 
/ patient stories to identify themes and 
trends in respect of quality governance, 
complaints and compliments. 
 
The Board and wider Trust staff are 
regularly appraised of the latest health 
care standards and requirements. Clinical 
alerts are sent to all relevant staff where 
there is a change in standards and 
required practice. 
 
The Quality Committee plays an integral 
role in seeking assurance that the Trust is 
actively closing out its CQC action plan, 
and progress is also reported to the Board 
on a bi-monthly basis. 
 
The Trust is currently in the process of 
mapping each individual element of CQC’s 
key lines of enquiry to the Committees and 
groups where assurance over compliance 
is received. This will ensure that all 
elements are being explicitly monitored on 
a timely basis. 
 
The Board is regularly appraised of key 
changes to standards and requirements – 
recent examples include learning from 
deaths requirements and Freedom to 
Speak Up requirements for Boards. 
 

(d) For effective financial 
decision-making, 
management and control 
(including but not 
restricted to appropriate 
systems and/or 
processes to ensure the 
Licensee’s ability to 
continue as a going 
concern);  
 

Finance reports are provided to the Board 
on a monthly basis, with scrutiny also 
undertaken by the Finance Committee.  
Services present overviews of their 
financial performance to the Committee on 
a risk basis, enabling members to hold 
senior management to account for 
effective financial management. 
 
The monthly Transformation Board 
monitors the delivery of the cost 
improvement programme and major 
transformation projects. 
 
The Board is appraised of the financial 
risks and consequences which may be 
associated with major strategic decisions. 
A recent example was the detailed 
modelling which was undertaken to inform 
the development of the NHS111 bid. 
Several Board sessions were held to 
agree on the tolerable risk levels, 
particularly in relation to financial 
commitments. 
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The Board adopted the going concern 
basis in preparing the Trust’s accounts 
based on a review of detailed financial 
plans and risk assessments. 

(e) To obtain and 
disseminate accurate, 
comprehensive, timely 
and up to date 
information for Board 
and Committee decision-
making; 
 

As previously outlined standard reporting 
templates are used for all committees and 
groups, and this ensures that reports 
highlight key issues – cover sheets include 
clear linkages to the strategic objectives 
and potential risks for example.  
 
The Board recognises the need to 
continue to enhance the quality of 
reporting in line with good practice. A 
comprehensive safer staffing report is in 
development. 
 
There are a number of mechanisms in 
place to assess the quality of performance 
information throughout the Trust. The Data 
Quality Assurance Group investigates any 
issues escalated to it by the Informatics 
team, who review data quality reports on a 
daily basis.  
 

(f) To identify and 
manage (including but 
not restricted to manage 
through forward plans) 
material risks to 
compliance with the 
Conditions of its Licence; 
 

The Board Assurance Framework is 
approved by the Board at the beginning of 
the financial year and managed through 
delegation to its Committees.  
 
The Board recognises the importance of 
the Board Assurance Framework in 
mitigating the Trust’s strategic risks, 
including risks to compliance. Positive 
feedback was received as part of the 
follow-up governance review on the way in 
which the Board and committees review 
the Board Assurance Framework. The 
recent internal audit review of risk 
management processes, including the 
Board Assurance Framework, also 
provided a good level of assurance. 
 
The Executive Risk Management Group 
also meets on a monthly basis. The aim is 
to promote the importance of effective risk 
management throughout the Trust and 
ensure that service lines and corporate 
services are appropriately identifying and 
managing risk. 
 

(g) To generate and 
monitor delivery of 
business plans (including 
any changes to such 
plans) and to receive 
internal and where 
appropriate external 
assurance on such plans 

Delivery of the Trust’s overall plan is 
monitored directly by the Trust Board. The 
Board approves the plan and aspects of 
the plan will be monitored through the 
committee structure – for example the 
transformational programmes of work will 
be monitored by the Transformation Board 
and Finance Committee. 
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and their delivery; and 
 

 
Each of the corporate priorities which 
underpin the plan are aligned to the most 
appropriate Board committee. The 
committees receive regular updates on 
progress made in respect of achieving the 
priorities and the supporting objectives. 
 
Operational services are monitored 
through the monthly performance 
management meeting, Delivering 
Consistently. 
 
The Board receives regular updates on 
key strategic developments within the 
region which may impact upon the Trust’s 
future plans. This includes updates on the 
plans for the configuration of the local 
health economy. 
 

(h) To ensure 
compliance with all 
applicable legal 
requirements. 

The Trust’s subject matter experts attend 
regular seminars and conferences to keep 
abreast of changes in legislation in relation 
to their areas. It is their responsibility to 
ensure that the Trust adheres to new 
legislation and to appraise key individuals, 
such as Board Members, of those 
changes. 
 
Progress in implementation of new 
requirements is monitored by the Board 
committees. 

5 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

The Board is satisfied 
that the systems and/or 
processes referred to 
in paragraph 5 should 
include but not be 
restricted to systems 
and/or processes to 
ensure: 
 
(a) That there is 
sufficient capability at 
Board level to provide 
effective organisational 
leadership on the quality 
of care provided;    
 

Confirmed All directors (both executive and non-
executive) are recruited with the relevant 
skills, experience and expertise for their 
role and are provided with relevant 
training. Recruitment processes are fully 
compliant with the Fit and Proper Persons 
regulations, and all current Board 
Members are assessed for continued 
compliance on an annual basis. 
 
The Director of Quality and Safety and the 
Medical Directors lead on quality of care 
and there are two Non-Executive Directors 
with clinical backgrounds, who champion 
quality of care and mortality. 
 
The Director of Quality and Safety and the 
Medical Directors must sign off the quality 
impact assessments of all cost 
improvement initiatives to ensure quality-
related risks are mitigated. 
 
Board Members attend regular external 
training in relevant subject areas to ensure 
that they keep abreast of the latest 
developments and requirements. 
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(b) That the Board’s 
planning and decision-
making processes take 
timely and appropriate 
account of quality of care 
considerations; 

Quality of care is at the heart of the Board’s 
business.  There is a dedicated quality, 
safety and patient experience section at 
every Board meeting. As well as the 
monthly quality dashboard and report this 
also includes a staff or patient story. 
 
The Quality Committee and supporting 
structure provides an enhanced focus on 
the delivery of the Quality Strategy and 
associated quality measures.  
 
In addition, our corporate objectives are 
intrinsically linked to continuing to enhance 
the quality of care provided.  

(c) The collection of 
accurate, 
comprehensive, timely 
and up to date 
information on quality of 
care; 
 
 
 

There is a clinical audit programme in 
place and the Trust is engaged in national 
clinical audit as well as local audit. Audit 
activity provides learning opportunity and 
leads to service improvements. The Trust 
has increased the capacity of the clinical 
audit function to enable more local audits 
to be undertaken, recognising that this has 
been a challenge in recent years. 
 
Patient feedback is also a critical element 
of assessing the quality of care. There is a 
dedicated forum for reviewing patient 
feedback, our Experience, Complaints, 
Litigation, Incidents and PALs (ECLIPs) 
Group.  
 
The Trust has enhanced its focus on 
learning from complaints, incidents and 
feedback. This has included the 
development of a learning bulletin for staff. 
 

(d) That the Board 
receives and takes into 
account accurate, 
comprehensive, timely 
and up to date 
information on quality of 
care; 

As well as the monthly quality report and 
dashboard, the Board agenda also 
includes a staff or patient story. 
 
The Ambulance Quality Indicators (AQIs) 
are presented monthly as part of the 
performance report.  
 
The Board is assured that quality impact 
assessments are undertaken for each CIP 
scheme and metric monitoring is 
undertaken by the Quality Committee.  
 

(e) That the Trust, 
including its Board, 
actively engages on 
quality of care with 
patients, staff and other 
relevant stakeholders 
and takes into account 
as appropriate views and 

Patient experience surveys and the 
Friends and Family test are undertaken on 
regular basis. Patient stories are also 
heard at the Board on a monthly basis. The 
Board recognises the importance of 
ensuring that feedback loops are 
effectively closed.  
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information from these 
sources; and 

The Experience, Complaints, Litigation, 
Incidents and PALs Group (ECLIPs) 
monitors patient experience and oversees 
the implementation of the Patient 
Experience Strategy. Our complaints 
recording system includes a mandatory 
field for learnings to be identified as part of 
the complaints investigation and reporting 
process. 
 
Staff engagement is an area of focus for 
the Board. The Board undertakes a formal 
monthly quality walkround to meet with 
front line staff at hospitals, and in the 
Emergency Operations Centre. In addition 
many Board Members informally drop in at 
local hospitals to meet with staff on a more 
frequent basis, as well as attending formal 
staff events such as awards events. 
 
The Board recognises the importance of 
effectively engaging with other 
stakeholders. Board Members and senior 
management attend a broad range of 
meetings across the North East, including 
North East and Cumbria regional 
meetings, Local A&E Delivery Boards, 
Commissioner meetings, Overview and 
Scrutiny Committees and meetings with 
emergency services colleagues.  
 
Work has been undertaken to assist 
Governors in seeking views from both 
members and the public. A toolkit has 
been developed to assist Governors in 
undertaking this important role, and we are 
working closely with Governors to offer 
support and guidance. 

(f) That there is clear 
accountability for quality 
of care throughout the 
Trust including but not 
restricted to systems 
and/or processes for 
escalating and resolving 
quality issues including 
escalating them to the 
Board where 
appropriate. 

The quality of care is an embedded 
principle that runs throughout every 
meeting, every group, and every 
committee. It is at the forefront of 
discussion and at the heart of the Trust’s 
mission, vision and values. 
 
Quality related concerns are escalated to 
the Board through our governance 
structures. During 2017/18 this included 
escalation of issues relating to 
understanding the quality impact of long 
waits and the processes in place for 
reporting and learning from serious 
incidents. 
  
Care Clinical Managers (CCMs) undertake 
regular clinical ride-outs with staff, which 
embeds accountability for quality of care 
throughout the Trust’s management 
structure.  
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The Trust is developing mechanisms to 
provide our paramedic workforce and their 
managers with realtime feedback on 
clinical interventions and performance. 
This innovative application tool was 
designed by one of our CCMs and will be 
fully rolled out in 2018/19. This will be 
beneficial in respect of both sharing good 
practice and identifying areas where 
individual staff require additional learning 
and support from their managers. 
 

 The Board is satisfied 
that there are systems 
to ensure that the Trust 
has in place personnel 
on the Board, reporting 
to the Board and within 
the rest of the 
organisation who are 
sufficient in number 
and appropriately 
qualified to ensure 
compliance with the 
conditions of its NHS 
provider licence. 
 

Confirmed As part of the recruitment and appointment 
process the Board has reviewed expected 
capability and capacity and the Board is 
satisfied that the current composition 
includes appropriately skilled personnel, 
with plans in place for future skills to recruit 
to.  
 
Non-Executive Director skill mix is 
reviewed prior to the advertising of any 
position to ensure that there is the 
appropriate balance of different external 
skills and experience. 
 
A Board development programme is in 
place to continually review and enhance 
the skills and knowledge of Board 
Members. This includes quarterly full-day 
sessions, and a number of pre-Board 
seminars throughout the year. 
 
The training provision was significantly 
enhanced during 2017/18 with the launch 
of the Compass Leadership Programme, 
the Grow coaching programme and a new 
induction process. In addition the statutory 
and mandatory training programme was 
fully refreshed and a new appraisal 
programme launched in April 2018. 
 
During 2018/19 the Trust will be continuing 
to focus on paramedic recruitment to fill 
additional positions and keep pace with 
turnover. Any risks relating to recruitment 
will be escalated to the Board via the 
Workforce Committee. 
 
The Board is provided within a monthly 
update on key workforce metrics, including 
vacancy rates.  
 
The bi-monthly Workforce Committee also 
undertakes a detailed review of progress 
at every meeting. 
 



 Page 18 of 18  

3.32. The Corporate Governance also requires the Board to confirm the following statement regarding the 
Governors: 

“The Board is satisfied that during the financial year most recently ended the Trust has 
provided the necessary training to its Governors, as required in s151(5) of the Health and 
Social Care Act, to ensure they are equipped with the skills and knowledge they need to 
undertake their role.” 
 

3.33. A positive confirmation is proposed in this respect – the Governors have received quarterly 
development sessions throughout the year. This has included: 

 Updates from the Board committee Non-Executive Director Chairs on the work of 
each of the main committees; 

 An insight into the Trust’s partnership working across the region; 

 Training on how to enact the role of holding Non-Executive Directors to account; 

 Training and guidance on how to utilise the Trust’s Governor toolkit to engage with 
members and the public; 

 A speed-dating session with the Board in order to further develop relationships and 
provide time for informal discussions; 

 An update on the Trust’s equality and diversity; and 

 An overview of the Trust’s volunteer services. 
 

3.34. The Corporate Governance Statement is required to be signed on behalf of the Board and 
with regards to the views of the Governors. Governors have had opportunities to raise 
concerns regarding governance processes and the Board via their own Governor 
Governance Committee and the Council of Governors. No significant collective concerns 
have been brought to the attention of the Board, and the Council of Governors’ effectiveness 
survey demonstrated positive results and an improvement on the results from the prior year. 

4. Strategic impact 

4.1. Good corporate governance is an essential component in enabling us to achieve our six 
core strategic priorities. It is therefore imperative that the Board is assured that plans are in 
place to address known weaknesses identified. This underpins our response to the 
statements. 

5. Risks 

5.1. There is a risk that in the event of significant issues arising over the next 12 months which 
have not been identified within the Corporate Governance Statement, NHS Improvement 
may use our Statement as evidence of self-certification failure. 

6. Recommendations 

6.1. The Board of Directors is asked to review, comment upon and approve the self-
certifications, taking into account the recommendations from the Audit Committee. 

 
POST-MEETING NOTE 
 
At the private Board meeting on 24 May 2018 the Board of Directors approved the self-
certifications contained within this paper. 


