Chief Executive’s Report
Board meeting (Part 1)
10th March 2020

Report of the independent inquiry into the issues raised by Paterson
The report of the independent inquiry into the issues raised by Paterson was published early
in February 2020. We welcome the Inquiry’s recommendations to protect patients and
strengthen local governance arrangements of doctors and will be working through the details
to consider how we act on them.
Our Practitioner Performance Advice service supports organisations to resolve concerns
fairly and share learning. We have made a number of improvements to our service which
include strengthening the promotion of information-sharing between organisations in the
interests of patient safety.
In relation to claims arising, 378 claims have been reported of which one is an ongoing
claim, 237 have settled and 140 discontinued with no damages payment. We have paid
£9,954,458 in damages for NHS cases related to Ian Paterson.
558 private claims have been reported to NHS Resolution in total. On behalf of the Heart of
England Foundation Trust NHS Resolution agreed to contribute £3.6 million to the global
settlements made by Spire of £37 million, to include damages and Claimant costs and with
respect to all private patients. This settlement was approved by the Court on 27 September
2017. In addition £887,025 has been paid by NHS Resolution with respect to defence costs.

The Board is asked to note the Chief Executive’s report.
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Board meeting – Part 1
10th March 2020

Agenda item:

Item 2.2

Title of paper:

Performance Report

Responsible Director/Lead:

Chief Executive

Summary of paper:
This paper provides a report on financial performance and key performance indicators for the period
under review. Where performance is below target an explanation is given together with details of plans
to bring performance back in line.

Board action requested:
The Board is asked to note the report.

Potential risks:
Our performance is detailed in public documents such as the Business Plan and our Annual Report and
Accounts as well as reported on a regular basis to the Department of Health. Any failure to perform against
agreed targets or to have plans in place to remedy under performance would bring into question our
effectiveness in delivering the aims of our Business Plan.

Equality, diversity & inclusion:
We review all the proposed measures of performance against our standards in this area when agreeing
definition of thresholds with the Department of Health at the outset of the financial year.

Has the patient and public interest been taken into account?
All performance measures are focused ultimately on the interests of patients and the public be that in
relation to patient safety or preserving resources for NHS care.

Performance Report
Board meeting (Part 1)
10th March 2020

Finance
Executive Summary
Departmental Expenditure Limit (DEL) budgets
•

Net expenditure on all budgets as at January is an underspend by £179m which now
includes the budget for the Personal Injury Discount Rate (PIDR) following agreement
by the Department of Health and Social Care (DHSC). The position reported to the last
Board as at November was an overspend of £102m, this did not include the PIDR
budget. The position as at November including the PIDR budget would have been an
underspend of £84m.

•

Indemnity scheme budgets overall, excluding the PIDR, the Clinical Negligence for
General Practice scheme (CNSGP) and expenditure in relation to the historic liabilities
relating to general practice (ELGP) are underspent against budget by £117.5m which
compares to a £64.5m underspend as at November.

•

Additional costs arising from the change in PIDR costs from the March 2017 rate of
2.5% are £201m.

•

We have incurred £40k of payments on the CNSGP. Payments on historic liabilities
relating to general practice (ELGP) is £36.9m.

•

Administration costs are £3.9m underspent year to date primarily due to vacant posts
in the Claims and support functions. A £0.5m rent accrual has been released
following resolution of a dispute.

•

Capital expenditure is £693k at the end of January 2020 against a year to date budget
of £1.2m.

Annually Managed Expenditure (AME) budget
•

This budget relates to the change in the value from one year to the next, of liabilities
expected to be settled in the future, arising from NHS Resolution’s indemnity
schemes.

•

A budget of £6.3bn has been agreed for this year for the Parliamentary Spring Supply
Estimate, a decrease from £8.4bn in the Main Estimate.
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Department Expenditure Limit (DEL) Position
Year to Date
Budget

Actual

Variance

£'000

£'000

£'000

(1,647,407)

(1,651,066)

3,658

(19,292)

(19,367)

75

(1,666,699)

(1,670,433)

3,734

Total Member Funded Schemes

1,844,254

1,699,585

144,670

DHSC Funded Schemes
GPI (CNSGP and ELGP)
Administration
Total Expenditure

122,101
45,917
28,235
2,040,506

104,692
36,872
24,304
1,865,453

17,408
9,045
3,931
175,053

373,807

195,021

178,787

Income
Member Contributions
Other income
Total Income
Expenditure

Net Expenditure

The income and expenditure for the year to date position on Department Expenditure Limit
(DEL) budgets is shown above. This relates to the settlement of claims in year and NHS
Resolution’s administration costs. The total underspend at January is £179m.
There is a favourable variance on income mainly as a result of the underutilisation of funds
available to make corrections to member contributions where data issues have arisen.
Expenditure for the schemes consists of two elements: expenditure estimated at a personal
injury discount rate of 2.5% (referred to as baseline expenditure), and expenditure related to
the impact of the change in the PIDR. The indemnity schemes are underspent by £171m
overall, as shown in the table below.
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Detailed Indemnity Schemes Expenditure at January 2020

Ex-RHA
ELS
DHSC Clinical Liability
DHSC Non-Clinical Liability
CNST
PES
LTPS
Subtotal (exluding GPI)
CNSGP
ELGP
Total

Budget
£'000

Year to Date
Actual
£'000

Variance
£'000

833
33,540
83,634
4,093
1,803,369
4,999
35,886
1,966,355
83
45,833
2,012,271

1,160
35,072
63,061
5,400
1,660,033
4,634
34,917
1,804,277
40
36,832
1,841,149

(327)
(1,532)
20,573
(1,306)
143,336
365
968
162,078
44
9,001
171,122

Across all schemes the damages budgets are underspent by £98m (10%), claimant costs
overspent by £8m (2%), defence costs budget is underspent by £7m (5%) and periodical
payment budget is underspent by £20m (7%).
Prompt Payment Policy and Reporting of Performance
The number of invoices paid within 30 days remains below the target of 95% at 81%.
Relevant payments up to January totalled £162m. The majority of our spend is damages
which are not included in the calculation as they are not covered by the legislation on
payments to suppliers of goods and services.
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Claims
Executive Summary
This paper reports the number of claims for compensation received by NHS Resolution under
our three principal indemnity schemes alongside a high level overview of the portfolio of those
claims.
Our performance in the management of claims against our key performance indicators is
commercially sensitive and included in the papers in Part 2.
Findings
The table below shows the number of claims and incident reports received under our three
principal indemnity schemes in 2019/20 to date compared with the same period in 2018/19.
This report confirms numbers up to 31 January 2020.

Schemes

2018/19

2019/20

Change

Clinical Negligence Scheme for Trusts (CNST)

8810

9278

+5.31%

Liabilities to Third Parties Scheme (LTPS)

2905

3108

+6.99%

Clinical Negligence Scheme for General Practice
(CNSGP)

N/A

284

N/A

The figures for CNST exclude birth injury events notified under the Early Notification initiative.

The chart below shows the month-on-month volatility of new claims received in the last fourteen
full financial years, excluding CNSGP.
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There continues to be an increase in the volume of claims and incidents reported so far this
financial year, excluding CNSGP which is a new scheme from April 2019. LTPS reports
showed a sharp increase earlier in the financial year, which flattened then dropped over
December as expected due to the holiday period. Numbers have increased back to the
previous average for the financial year. This scheme has lower volumes than CNST and
therefore slight variances period on period will show a greater percentage impact on the overall
numbers.
We expect CNST numbers to continue to show an increase around the 5% mark, which
appears to be a pattern this financial year. There does not appear to be any one specialty
causing the increase, it is a proportionate increase in many specialties.
Clinical
The chart below shows the breakdown of CNST claims received in the financial year to date,
noting the top five specialties by the number of actual claims received and as a percentage
against the overall volume.

CNST Claims – Top Five Specialities by number and as percentage of total claims

Orthopaedic surgery remains the largest reported specialty year to date, followed by
emergency medicine. We expect this pattern to look similar for the remainder of the financial
year. If it does continue we will have seen a change in the top specialty two years running. In
a change from the last reporting period, obstetrics has taken over general surgery as the third
largest speciality, albeit the difference in numbers is marginal.
The average time lag from incident to notification of a claim in the orthopaedic specialty is 2.8
years. This means that any current initiatives to improve patient safety will not be reflected in
our reported claims volumes until 3 years after their implementation.
Looking at the same five specialities by value, obstetrics is the highest value speciality as
expected, followed by emergency medicine and orthopaedic surgery.
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CNST Claims – Top Five Specialities by volume, represented as value
(Millions)

The chart below shows the breakdown of CNST claims received in the financial year to date,
split by value. Only the top five are shown.

Obstetrics remains the highest value specialty by some significant margin. Emergency
medicine remains the second highest despite no longer being the top specialty by volume.
Included in the top five are neurosurgery and paediatrics which do not appear in the top five
by volume.
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Non Clinical
The following chart shows the number of claims received and the percentage split of the overall
volume of claims.

Public liability,
946, 31%
Employers
Liability, 2085,
69%

Employers Liability

Public liability

Employers’ liability claims account for 69% of new LTPS claims received in 2019/20 to date.
This follows a recurring pattern to previous financial years as expected in this scheme due to
the profile of risks covered. The increase in LTPS volume is an equal percentage increase in
both EL and PL claims, which appears to be a continuing pattern of behavior. There do not
appear to be any outliers in either value tranches or member trusts.
The chart below shows the pattern of behavior in the last 5 years.

There is no evidence to suggest this pattern will alter significantly.
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The chart below shows the breakdown of LTPS claims received in the financial year to date by
actual number of claims received and percentage of the overall volume, noting the top five
injury types.
LTPS Claims Received 2019/20 Injury Type by number and percentage of total claims

Orthopaedic injuries remain the largest injury type, which also follows a similar pattern to
previous financial years.
The chart below shows the breakdown of LTPS claims received in the financial year to date,
split by actual number of claims received in the top five causes.

Slip and trips are the highest cause of LTPS claims received in 2019/20. Assault claims have
flattened out to what appears to be a stable percentage. The chart below shows the gradual
increase and then flattening out, followed by a slight decrease in the percentage of assault
claims reported in year, over the past five financial years.
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Practitioner Performance Advice
Case advice service
A total of 664 requests for advice were received from April 2019 to January 2020. This indicates a
decrease of 16.6% compared to this time last year. The average number of new requests for advice
for the YTD period over the last six years is 758. However, the overall open caseload stands at 757,
which is an 8% increase on this time last year.
Chart 1: New requests for advice received YTD
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Chart 2: New requests for advice – month on month YTD
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Chart 3: New requests for advice – by sector YTD
Requests for advice (by sector) - YTD
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Chart 4: New requests for advice – by profession YTD
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As regards the overall decrease in the rate of new requests compared with the previous FY, we are
continuing to take steps to understand the factors that may be contributing to this position and take
appropriate action. Key steps include:
•

•
•

•

We are continuing to strengthen our internal reporting arrangements to identify healthcare
organisations who are not accessing our services as much as might be expected. Our
regional link advisers are currently in the process of proactively re-engaging with those
organisations in order that they are fully appraised of the support and services we are able to
offer.
Furthermore, improved reporting mechanisms have recently made it possible to report on last
interactions with cases to inform improved case handling by link advisers.
We have re-established internal arrangements with Primary Care Appeals regarding a specific
category of cases (regulation 18) in which notifications of action taken in primary care are
brought to our attention. This can lead to the generation of new cases where we can
proactively offer assistance to primary care organisations.
We are also currently reviewing our regional model of working to ensure this is aligned with
the changing landscape of the NHS. On this basis we are setting up a series of meetings
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starting in 2020 within the revised regional boundaries to create a stronger interface between
Advice, Safety and Learning and the existing RO networks as well as the GMC to promote
collaborative working.
We will continue to monitor progress carefully and report to the Board on progress against the above.

Healthcare Professional Alert Notices (HPANs)
At the end of January 2020 there were five active HPANs. In January 2019 there were 17 active
HPANs.
Chart 5: Healthcare Professional Alert Notices – YTD
Healthcare Professional Alert Notices
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External education and learning
As at the end of December 91% of education events delivered in 19/20 YTD were rated at least 4 out
of 5 for effectiveness/impact by participants.

Workshops delivered
Total:
-

In-house
Public

Activity summary
18/19 YTD

Activity summary
19/20 YTD

46

49

34
12

34
15

In-house workshops are organised for healthcare managers and clinicians involved with handling
practitioner performance concerns who are all based within a single organisation, and are tailored to
meet their individual requirements.
Public workshops are held at national, regional and local level for audiences defined by specialty and
sector interests, as well as for multi-disciplinary groups.
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So far this year, we have seen a decrease in the overall number of workshops delivered compared
with the previous financial year. Some of the downturn is due to cancelling public courses because of
lack of delegate registrations, mostly in primary care. Despite this, income is on track to meet the
income target. Five further courses are in the diary for delivery by the end of March.
The refreshed secondary care case investigator content based on delegate and trainer feedback,
changes within national guidance, and emerging case law is now live, although further amends are
being finalised.

Exclusions in England (secondary care only)
93.3% of exclusions in England (secondary Care) were reviewed within the target timeframes,
representing a total of 112 of 120 cases. In all but one of the cases where the KPI was missed, this
was due to the lack of availability of the employing/contracting organisation to engage in the review
but action was taken by ourselves to review these cases at the earliest opportunity available. In the
remaining case, this was due to an internal oversight that has now been addressed. It should be
noted that the next iteration of our case management system (EKS2) will provide improved
functionality in respect of monitoring exclusions which will further support our local arrangements to
meet this KPI.

Assessments and other interventions
The table below shows the activity for the assessment and interventions service so far this year, as
well as current activities being planned.
Activity summary 19/20 YTD

Assessments and interventions
Clinical performance assessment

•
•

6 assessment reports issued
6 clinical performance assessments being planned or
reports being prepared

Behavioural assessment

•
•

21 behavioural assessment reports issued
5 behavioural assessments being planned or report being
prepared

Professional Support and
Remediation action plans

•
•
•

30 action plans issued
2 action plans being prepared
5 reviews of local action plan prepared by external
healthcare organisations

Other interventions

•
•
•
•

8 assisted mediations completed
3 assisted mediations being planned
4 team reviews completed
2 team reviews being planned

As reported in the previous Board report, delivery times for assessments have improved significantly
as a result of the programme of work we undertook in relation to this service and the subsequent
changes we made. We have reduced the time to deliver our clinical performance assessments by
around 40% compared to last year. The chart below shows the time taken to complete each
assessment, this year and last, and clearly shows the improvements made.
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Chart 6: Time taken to deliver clinical performance assessments
Number of working days from the decision to offer an assessment
to the issue of the report
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We have been able to reduce delivery times even further for our behavioural assessments, with a
reduction in time of around 59%. Again, the chart below shows the reduced time to deliver each
assessment compared to 2018/2019.
Chart 7: Time taken to deliver behavioural assessments
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We have recently commenced a service improvement programme in relation to our Professional
Support and Remediation Services. The efficiencies we have made in some of the processes has
resulted in improved turnaround times in the production of action plans, and the average time is now
17 working days compared to an average of 29 working days last year. The following chart shows the
number of days taken to deliver each action plan, this financial year and last.

14

Chart 8: Time taken to deliver action plans

Number of working days from receipt of request to issue of action plan
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Key performance indicators
Service

Advice Service

Healthcare
Professional Alert
Notices (HPANs)

Measure to report

19/20 to 30
November 2019
(YTD)

19/20 to 31 January
2019 (YTD)

90% of requests for advice
99.6%*
responded to within 2 working days
(or within an alternative timeframe
requested by the
Employing/Contracting organisation)

99.7%

90% of HPANs issued/released
(where justified) within 7 working
days

100%

100%

100%

100%

92%

94%

90% of HPANs revoked (where
justified) within 7 working days
External education
and learning

90% of education events rated by
participants at least 4 out of 5 for
effectiveness/impact

Exclusions and
suspensions

90% of all exclusions/ suspensions 91%
critically reviewed (where due)

93.3%

* In 633 of 635 cases, employing contracting organisations received their call-backs from an Adviser
within two working days or another period if requested. In the two cases where Advice was not given
within two days, this was due to Adviser availability and the need to rearrange a call back.
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Primary Care Appeals
Primary Care Appeals - Performance against Key Performance Indicators 2019-20
Target

90%
100%
80%
90%
15 weeks

19 weeks

25 weeks

33 weeks

1
2

Indicator

% of "first step" letters sent out within 7
days of receiving the appeal or dispute
% of appeals or disputes where 14 or more
days’ notice of hearing has been given
% of appeals where Decision Maker agreed
with recommendation of Case Manager
% outcome of quality audits for appeals and
dispute files
The average number of weeks taken to
resolve appeals and disputes - Internal
input only
The average number of weeks taken to
resolve appeals and disputes – additional
input
The average number of weeks taken to
resolve appeals and disputes - Oral
Hearing
The average number of weeks taken to
resolve disputes – CMR valuation input
required

2018/19

2019/20

Dec 18

Jan 19

YTD

Dec 19

Jan 20

YTD

100%

100%

100%

100%

100%

99%

100%

100%

100%

100%

100%

100%

88%

89%

90%

100%

89%

95%

100%

100%

100%

100%

100%

100%

7

12

12

8

12

10

10

18

15 1

17

17

17

18

24

25

35 2

27 3

28 4

31

37

33

NA

NA

31

Does not include 20 APMS cases received under special Directions
Processing error and failure of NHS England to supply paperwork
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Post hearing delays due to internal enquiries regarding a party to the appeal not receiving invite to hearing
Unavailability of parties to attend hearing during specified period, applications being ‘held’ to allow other applications earlier in the process to catch-up in order to
deal with together and in relation to each other. Furthermore, Committee chair became seriously ill following the hearing so there was a delay in issuing the decisions.
Processing error and failure of NHS England to supply paperwork. Post hearing delays due to internal enquiries regarding a party to the appeal not receiving invite to
hearing.
4
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Safety and Learning
Response to Members
95% response rate to Members following a request for contact within two working days.
The log records all contacts mainly related to safety and learning events; the maternity incentive
scheme; Early Notification Scheme and ‘Learning from deaths – Trust Insight’ event with clarification
requested on scorecard data and the differences in relation to the GIRFT data.
16 requests for information or support have been received via the Safety and Learning enquiries generic
inbox. These represent general contacts on a range of areas e.g. scorecards, Learning from claims,
and SI reporting –. All email responses completed within the time scale target.
This KPI compliance is 100%
Engagement
1. Participation in eighteen regional engagement events for members which include two
National sharing and learning events.
Engagement events to date:
Learnng Events
Event number of 18
Kings Partnership London – Learning from Suicide Report
1
NHS England Risk Management event – Learning from suicide
2
Royal College of Medicine – Learning from paediatric claims
3
Attendance at London Responsible Officer training
4
Conversation on Consent (Bristol)
5
Inquest Event –Brown Jacobson London
6
Spotlights on Inquest – Kennedys –Midlands & East.
7
Mental Health and Court of Protection Seminar
8
Data Triangulation North Region Trusts
9
Patient Safety congress
10
Learning from deaths London– Trust Insights
11
Annual Medical Inquest Seminar London- Clyde & Co
12
North (west) RO meeting – Cheshire/ Mersey/ Lancashire
13
North (west() RO meeting – Greater Manchester/ South Cheshire
14
Learning from Deaths Event – Brown Jacobson Birmingham
15
Greater Manchester & East Cheshire Maternity Clinical Network
16
Annual Inquest event – Hill Dickinson - Manchester
17
Regional Event – Midlands and East – Saying Sorry
18
Midlands and East Reference Group – Patient Safety Strategy
19
NHS Resolution Primary Care Regional Event - Birmingham
20
NHS Resolution Primary Care Regional Event - Ipswich
21
NHS Resolution Primary Care Regional Event – South East
22
NHS Resolution Primary Care Regional Event – London
23
Association of Ambulance Chief Executives – QGARD (safety and
24
quality)
South West RO meeting - Taunton
25
Regional Claims Forum – Clyde and Co London and South East
26
Inquest and Medical Examiner learning forum DACB series (Bristol,
31
Leeds, Manchester, London, Winchester

17

Pro Active and Reactive Learning Forum series Bevan Brittan
(London, Leeds and Midlands)
NHS Resolution Regional Claims Forum - Birmingham
Patient Safety Forum - Birmingham
NHS Resolution Regional Claims Forum - Cambridge
Violence reduction for Emergency Workers - London
Patient Safety Strategy at a local level – London

34
35
36
37
38
39

The Safety and Learning Team achieved this KPI.
Compliance is over 100%.
Products
2.

Eight safety and learning products to be made available for members in 2019/20.
Products to date:
Assault leaflet
Case story in development with Capsticks (Learning from Deaths
module)
Case story in development with Bevans (Learning from deaths)
Being Fair Guidance report and leaflet Launched
Early Notification maternity report
Scorecard update
Surgical Burns leaflet
Venous thromboembolism (VTE)
Point of incident Video
Consent Video x 2
Inquest Videos x 3
Cauda Equina Leaflets

1
2
3
4
5
6
7
8
9
11
14
15

The percentage compliance of the KPI (achieved. 15 products of 8) **
This KPI is over 100%.
3. Positive feedback from trusts visited on recognition of products (at least 60%).
Following each trust site visit, the Safety and Learning Lead gathers feedback on our products to help
us improve future leaflets. 28 individual trust site visits have taken place. Overall, feedback has been
positive.
NHS Resolution leaflets are distributed at all regional events and feedback invited, particularly around
new topics. Regional events enable the team to access a wider reach of trusts and display leaflets.
Noticeable rise in the number of leaflet collected by members at recent events. User acceptance is
important in the development of new leaflets and team continue to work closely with members regarding
leaflet and other resources. The discussion around themes and potential solutions have informed the
content thus far.
Case stories are an area of discussion at site visits. Trusts are encouraged to share their stories in the
NHS Resolution format focussing on what the trust has learned and changed as a result of the claim.
Requests from panel firms to work collaboratively on more case stories in the new year under review
by team.
This KPI compliance is 95%
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Early Notification Performance
Clinical KPI’s with a learning focus (shadow form 2019/20)
Clinical KPI 3 - Bi-annual feedback to the Trusts/Local Maternity Systems (LMS) on themes
identified or updates on EN cases
The clinical team provide feedback to Trusts on cases of concern, and are currently mapping out the
process for sharing themes on a broader scale across local maternity systems and local learning
systems.
The recent maternity conference which was held in early December 2019, was used as a platform for
sharing learning and themes from year one of the Early Notification scheme (impact and reach
described in the MSE engagement report).
Clinical KPI 4 - Production and publication of six case stories for Trusts per year and regularly
inviting feedback from Local Maternity Systems
The team are on track to meet the clinical KPI for quarter 3 2019/20 – and will publish two further case
stories based on learning and high risk themes from cases reported into the Early Notification scheme:
The management of the latent phase of labour
Delayed cord clamping and recognition of the deteriorating newborn
The customer survey, which will be launched in 2020, will seek to test how the clinical case stories are
used at Trust level by clinical teams in maternity; this will support the team to measure the impact of
the case stories.
Clinical KPI 5 - In 100% of cases where a concern has been identified each case will follow the
defined pathway required by the Significant Concerns Framework measured via a bi-annual
internal audit process
The team continue manage Trusts of concern and formal audit findings of how the process has been
managed will be included within the next board report.
To date the EN team closed 12 out 20 cases of concern. The remaining eight Trusts of concern are
being actively managed by members of the clinical team. To date, the EN team have empowered
Trusts to review pathways and procedures, improve their approach to candour and also implement
robust governance procedures.
The Head of Early Notification team (clinical) will be working closely with leads at NHS England and
Improvement to map out the process for managing concerns in maternity at a national level with the
aim of having clearer pathways for arms length bodies to refer to and or signpost trusts to. Learning
from this project work will also strengthen the direction for the EN concerns process.
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Membership and Stakeholder Engagement
report
Board meeting (Part 1)
Tuesday 10 March 2020

Agenda item:

Item 4.1

Title of paper:

Membership and Stakeholder Engagement activity report,
December 2019 to February 2020

Responsible Director/Lead:

Director of Membership & Stakeholder Engagement

Summary of paper:
This paper provides an update on recent communications and stakeholder engagement activity

Board action requested:
The Board are asked to note this report.

Potential risks:
Without effective managed relationships through media channels and with external stakeholders, we will fail
to mitigate the following strategic risk:
“fail to develop and maintain effective relationships with key stakeholders, members and customers”

Equality, diversity & inclusion:
We will reflect relevant aspects of Equality, Diversity and Inclusion in our media relations and stakeholder
engagement, in particular reflecting the diverse range of patient and public interests served.

Has the patient and public interest been taken into account?
We will be mindful of the need to serve the interests of different groups of patients and members of the
public in preparing and issuing statements to the news media and while engaging with our external
stakeholders.

Membership and stakeholder engagement activity report, December 2019 to
February 2020.
This paper updates the Board on recent membership and stakeholder engagement. The purpose of the
paper is to draw together key activity relating to proactive/reactive media management, issues
management, digital communications, stakeholder engagement and events across NHS Resolution.

The paper is organised as follows:

Section A: Corporate communications / media relations
Section B: Stakeholder engagement
Section C: Events
Section D: Digital communications
Section E: Safety and Learning engagement report
The Board are asked to note the contents of this report.

Membership and Stakeholder Engagement
report: Board meeting (Part 1)
Tuesday 10 March 2020
Overview
Since the last Board report we have issued our latest edition of Resolution
Matters, a report with insights into our Claims Management mediation service
and our ‘membership charter.’ We have also concluded our latest customer
survey of stakeholders. There were 28 individual trust visits made by the Safety
and Learning or Early Notification teams and speaking engagements at high
profile events such as Baby Lifeline National Maternity Safety Conference and
Improving Patient Safety & Care 2020.

A: Corporate communications/media relations
Publications and corporate announcements
We published the latest edition of Resolution Matters on Wednesday 19
February 2020. The topics included (some mentioned in more detail later in this
report):
1. Refreshed strategy
2. Maternity incentive scheme year two results
3. Early Notification scheme reporting criteria flowchart
4. Understanding the role of the coroner’s court
5. Mediation in healthcare claims – an evaluation and panel procurement
6. Factsheet five
7. Case of note: Mordel v. Royal Berkshire NHS Foundation Trust (High
Court, 8 October 2019 – Jay J.)
8. Membership charter
9. Healthcare Professional Alert Notices
10. Resolving concerns about behaviour
Refreshed strategy
We published Our refreshed 2019-2022 strategic plan:
Delivering fair resolution and learning from harm. This
supplements our existing strategy, and includes priority
updates across our four strategic aims: resolution,
intelligence, intervention and fit-for-purpose. It includes
revised medium-term priorities.

Maternity incentive scheme year two
We have made the national and regional breakdown of results for year two of
the maternity incentive scheme public, which saw 117 trusts across England
achieve full compliance – a significant increase on last year.
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Early Notification scheme reporting criteria flowchart
We have issued a flowchart to assist members in
identifying which incidents are reportable to us under the
Early Notification criteria.

Understanding the role of the coroner’s court
We produced three films to share insights about inquests for NHS staff called to
give evidence. The aim is to support witnesses to best help the coroner and
family of the patient understand what happened following the death of a patient
in their care. Each film explains the role of the coroner’s court from a different
perspective and can be used individually or as part of an integrated training
package.
• How to prepare for an inquest
• A conversation with a coroner
• Giving evidence at inquest: a well prepared witness
Mediation in healthcare claims – an evaluation and
panel procurement
NHS Resolution has undertaken an evaluation of our
claims mediation service and has started the process to
procure mediation services to resolve claims for personal
injury and clinical negligence, and claims for legal costs.

Membership charter
We have developed a new Claims Management membership charter that
describes how our staff and members should interact, and what our obligations
are under our scheme rules. This aims to streamline our claims management
process and reduce uncertainty that can lead to complaints and discontent.
Factsheet five
We released factsheet five excel spreadsheet with data for 2018/19. This
document is an often referenced resource that provides a breakdown of
contributions, payments and for the first time payments associated with our
maternity incentive scheme.
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Direct marketing
New activity
NHS Resolution Mediation in healthcare claims – an evaluation (Friday 15
February 2020). Sent to our legal contacts in member trusts, this provides a
review of our Claims Management mediation service and announced the launch
of a tender for the services.
http://createsend.com/t/i-11FDFAC00F4A72032540EF23F30FEDED
Global Medical Indemnity forum –seven mailings sent between Monday 10
January and Friday 7 February 2020 – an example of the correspondence
below inviting delegates to The Global Medical Indemnity Forum 2020
scheduled to take place in London on Wednesday 24 and Thursday 25 June
2020.
http://createsend.com/t/i-27E8C59DCA6872232540EF23F30FEDED
Maternity incentive scheme update (Friday 7 February 2020)
We highlighted, to our members providing maternity services, that year three
guidance was available on our website, along with a note of some updates and
changes since our 20 December mailing.
http://createsend.com/t/i-B8B1D621438952992540EF23F30FEDED
This followed the previous correspondence providing notice of payments being
made to trusts on 20 December 2019 and including year three guidance.
http://createsend.com/t/i-0F016C9F4CC6425C2540EF23F30FEDED
NHS Resolution customer survey – five mailings including launch and follow
up emails sent between Monday 10 January and Friday 7 February 2020
http://createsend.com/t/i-605AE374798445082540EF23F30FEDED
Campaigns continued from the last report to Board
NHS Resolution’s claims regional forums (South East, East of England,
North West, North East, Midlands) (mailing on Tuesday 10 December 2019)
Events to introduce our membership to our new charter and for them to engage
with our Claims Management team and other functions of NHS Resolution.
http://createsend.com/t/i-E9708302C0F89C4A2540EF23F30FEDED
Primary care events for resolving performance concerns and case
investigator training (Tuesday 11 February 2020)
http://createsend.com/t/i-552379934E4711B42540EF23F30FEDED
Our claims regional events – 20 mailings regarding each of the regional
events sent out between 10 December and 4 February 2020 (example below).
http://createsend.com/t/i-E9708302C0F89C4A2540EF23F30FEDED
Secondary care advice training (18 December 2019 and 30 January 2020)
http://createsend.com/t/i-60DAC3A30E0EFCB32540EF23F30FEDED
Primary care events: Keeping your patients and workforce safe - two
mailings sent on 19 December 2019
http://createsend.com/t/i-C40DA75801E7496A2540EF23F30FEDED
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Media relations: December 2019 to February 2020
Media enquiries per month
December:
January:
February:

11
18
4

(until 14 February 2020)

Media highlights
Some key conversations with journalists over the period have included:
Maternity incentive scheme: Significant interest from the BBC (Michael
Buchanan), The Independent (Shaun Lintern) and the Daily Mirror (Martin
Baggot) on this to name a few. Interest has been primarily focused on two
trusts: Shrewsbury and Telford Hospital NHS trust and East Kent Hospitals
University NHS FT, with additional interest in West Suffolk Hospitals NHS Trust
following the publication of a CQC report. Responses have so far been factual
and concise. Results for year 2 of the maternity incentive scheme have been
published on 13 February.
Rise in costs for clinical negligence claims: Interest from the BBC in
particular relating to the increasing costs of clinical negligence claims in recent
years. Enquiries suggested a lack of understanding of the factors contributing to
this rise, so this provided a good opportunity to present a more balanced view of
the situation. Data provided through FOI requests.
Pharmacy2U contract decision: Significant interest from the pharmaceutical
trade press on the decision by Primary Care Appeals to refuse an application
from Pharmacy2U for an outlet in Leicestershire. This topic was covered in:
Chemist + Druggist, The Pharmaceutical Journal and The Pharmacist
magazine. Coverage was neutral and factual.
Asbestos-related claims in NHS hospitals: This enquiry came from Shaun
Lintern at the Independent following a similar FOI request around a year ago
from the BBC providing data up to December 2017. Refreshed data was
provided.
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B: Stakeholder engagement
Customer Survey
Our customer survey was live between 10 January and 14 February 2020.
Personal invites to participate were sent to a variety of claims and legal
contacts, senior leadership teams, medical directors and HR leads,
commissioning and risk/patient safety roles at healthcare organisations we have
worked with over the past year, as well as other arm’s length bodies. The profile
of responses followed similar patterns to those seen in the previous four
surveys although we had a much improved response rate (~14% compared with
8% last year). The overall satisfaction rate rose to 71% from 69% last year.
Participation at national conferences and events
NHS Complaints Summit 2020, January 2020
Michele Golden spoke at this conference covering the work of NHS Resolution
and improving learning and local resolution. The National Summit focused on
delivering a person-centred approach to complaints handling, investigation,
resolution and learning.
Baby Lifeline National Maternity Safety Conference, 22 January 2020
Denise Chaffer spoke at this conference. Our early notification team staffed an
exhibition stand, engaging with maternity staff.
Improving Patient Safety & Care 2020, 13 February 2020
Denise Chaffer addressed the conference on Being fair. The conference was
attended by nearly 300 delegates and examined the progress of ongoing
initiatives and the aspirations of the new national patient safety strategy.
Future planned speaking engagements
The Clinical Negligence Debate 2020, 20 February 2020
The medico-legal audience will hear from Denise Chaffer as a panel member in
a discussion covering the treatment of claimants and medical professionals in
the event of negligence. Julienne Vernon is presenting a session on NHS
Resolution's approach to dispute resolution.
Professional healthcare regulation in the UK, 25 February 2020
Michele Golden will represent NHS Resolution at this Westminster Health event
as part of a panel discussing indemnity costs and promoting a learning culture.
Improving Complaints Handling in the NHS for Patients and Employees,
27 February 2020
Ian Dilks is chairing this event on how changing the culture, approach and
ideology of NHS complaints can help to cultivate improvement across services.
Managing and supporting clinicians in difficulty, 28 February 2020
Anne Rothery will share with delegates information on how NHS Resolution,
particularly Practitioner Performance Advice, contributes to patient safety by
helping to resolve concerns about the professional practice of doctors, dentists
and pharmacists.
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Annual LMC Secretaries Conference, 5 March 2020
Our representative at this conference will focus on providing an overview of our
work delivered under the Clinical Negligence Scheme for General Practice.
Priorities for general practice in England, 24 March 2020
Helen Vernon will speak at this Westminster Forum conference covering the
new state-backed indemnity scheme for GPs.
Handling doctors in difficulty, 27 March 2020
Invited by the Society of British Neurological surgeons, Marian Martin will be
sharing with delegates the support on offer.
Effective consent practice, 28 March 2020
Our insight on effective consent practice will be shared by Tim Shurlock.

C: Events
Primary care regional engagement events (x 7) September 2019 to
January 2020
All seven regional events have been delivered and the series evaluated.
Claims regional engagement events (x 7) January to March 2020
The final regional event will be delivered on 11 March in Bristol. These events
have been well-received by members. Evaluation of the series will follow.
Future events
Panel conference.
The winter panel conference is planned for 24 March 2020 at Hill Dickinson in
London, with a focus on technical claims issues.
Turning the curve of liability: global medical indemnity conference, 23-25
June 2020, London
Our global event will be held at Clyde & Co. Helen Vernon will meet with the cohosts from Wales, Scotland, Northern Ireland and Republic of Ireland on 4
March to discuss the conference programme and associated activities. The cohosts will meet quarterly to discuss a broad range of common medical
indemnity issues.
Training and education
Practitioner Performance Advice training
By the end of March 2020 the Membership and Stakeholder Engagement team
managed the marketing and logistics for 53 training events in England, Northern
Ireland, Wales, Isle of Man and Jersey throughout 2019/20.
In addition Practitioner Performance Advice has been promoted through:
• speaker slots at 16 events organised by other organisations
• 24 Responsible Officer network meetings, which are attended by a
Safety and Learning representative wherever possible
• Seven primary care regional events and three national conferences
• Social media
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D: Digital communications
Between December and February, in addition to the material already presented
in this report, we published the following on our website:
Guidance notes
Guidance for parties involved in pharmacy appeals
Primary Care Appeals dispute resolution guidance
Primary Care Appeals – breach and remedial notices
Primary Care Appeals – hearing appeals together
Primary Care Appeals – Regulation 17 (improvements/better access)
Videos
A conversation with a coroner

How to prepare for an inquest

Giving evidence at inquest: a well prepared witness

Case stories
Latent phase of labour case
Care of mother and baby post-delivery: delayed cord clamping and recognition
of the deteriorating newborn
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Overall user statistics for www.resolution.nhs.uk

Users
Sessions
Page views
Page per
session
Avg.
session
duration
% New
sessions
Bounce rate

DecFeb19
19,811
28,571
81,133
2.84

FebApr19
38,842
55,036
134,411
2.44

AprJun19
27,070
38,881
108,727
2.80

JunAug19
27,103
39,403
108,331
2.75

AugOct19
27,877
40,168
105,348
2.62

OctDec19
31,011
43,399
107,133
2.47

DecFeb20
33,778
47,209
119,220
2.53

2.07
mins

1.58
mins

2:18
mins

2:15
mins

2:07
mins

1:55
mins

2:03
mins

78.1%

79.6%

76.3%

75.7%

77.6%

78.6%

79.2%

54.33%

55.28%

56.99%

59.54%

58.87%

52.76% 61.75%

Further developments planned for the website:
• Making all content adhere to the new accessibility regulations
• Addition of information concerning historic general practice claims
• The advice and appeals sections to be refreshed
• The maternity incentive scheme section
• The Faculty of Learning
• Employment tribunal judgement section
• Policy section
• Transparency section
Performance by page on website
Content

Page
views

Unique
page views

Entrances

Bounce
rate

11,945

Avg. time
on page
(secs)
0:46

Home page

15,239

10,512

33.36%

CNSGP (main page)
Advice for claimants
Claims (main page)
Maternity incentive
scheme (main page)
Contact
Resources
Advice
CNST (main page)
Nadine’s story

6,406
5,303
4,114
4,056

4,652
4,646
2,728
3,025

1:40
4:13
0:48
1:34

3,608
4,256
565
2,542

51.91%
86.11%
41.77%
50.18%

3,686
2,994
2,486
2,406
1,677

3,095
2,295
1,705
1,811
1,430

2:16
0:51
0:43
1:11
4:26

1,292
171
1,070
1,062
1,231

77.71%
30.41%
41.40%
48.55%
77.66%

The main page for CNSGP has had the most pageviews aside from the home
page. Advice for claimants is still a very popular page, in addition to substantial
pageviews, users spend an average of over four minutes on the page.
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Twitter statistics

Tweets
Profile visits
New followers
Tweet
impressions
Mentions

Aug19 Sep19 Oct19

Nov19 Dec19 Jan20

Feb20

19
622
28
24.4k

44
1,337
78
56.6k

32
1,131
80
58.4k

38
813
81
51.1k

36
1,376
88
68.4k

18
1,426
78
51.9k

12
562
34
21.3k

234

270

110

234

557

409

163

Our engagement statistics for Twitter has continued to be consistent in the last
reporting period with an increase in profile visits, tweet impressions and
mentions.
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Safety & Learning report
Board meeting (Part 1)
[Tuesday 10 March 2020]
Summary highlights
Since the last Board meeting the Safety and Learning team have organised and worked collaboratively on the following
events:
1. National engagements: 14
The team has continued to work collaboratively with a wide range of national stakeholders, including Health Education England
and the Royal College of Nursing to support collaborative work to improve safety in the NHS. We have spoken at a number of
national conferences and events, providing opportunities to share and promote the release of five new short videos that promote:
safety insights, spread learning and support for staff who are called to be a witness at an inquest to deliver our message and
develop our networks with external stakeholders.
2. Regional engagements: 24 The Safety and Learning and Early Notification teams have contributed to a high number of
regional learning events which attract broad representation from several member organisations. Working in collaboration with
other health leaders has been the focus of work In London supporting the implementation of the national safety strategy. As well
as this we have collaborated with Academic Health science network (AHSCN) and visited many trusts to engage directly with
clinicians. These engagements provide opportunities for members to learn through the litigation lens giving members insight into
the financial and human costs of claims. These direct interactions with clinicians and health leaders provide us with the
opportunity to discuss and share our learning products and support development of our learning resources.
Our presentations are always well received and generate meaningful clinical discussion, often leading to requests for learning
opportunities and for the Safety and Learning team to undertake new lines of work beyond the scorecard. We have attended trust
meetings with colleagues from Getting It Right First Time (GIRFT). These meetings are attended by trust senior leadership teams
and senior clinicians working in the specialty the GIRFT report has focused on. Clinical groups have requested further meetings
from the Safety and Learning team to discuss wider learning from claims on the back of the specialist meetings.
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3. Early Notification scheme:
There has been significant engagement with maternity partners by the Early Notification team including network or work stream
events to provide further information on the Early Notification and maternity incentive schemes. Regional Safety and Learning
meetings have been utilised to deliver key messages and support collaborative working with arm’s length bodies (ALBs) and
other external stakeholders.
4. Individual trust visits: 28
The Safety and Learning and Early Notification team have collectively visited 28 individual trusts. Areas covered include: user
testing of resources and sharing the 2019 claims scorecards and products including leaflets and videos, with specific focus areas
and further visits discussed and planned.
Breakdown:
• London: 0 – (NB work has focused on contributing to eight regional event and two national engagement for this period)
• South: 14
• Midlands and East: 5
• North: 5
• Early Notification: 4
5. Infographic:
The table below provides a summary of direct engagements made with NHS Resolution’s Safety and Learning team with member
trusts and others. Some of the visits include colleagues from claims, Early Notification, Practitioner Performance Advice teams or
finance to support the content as requested. This data does not include telephone and email communications- response to queries
and awareness of products as this is covered in the KPI summary. Details of each engagement are contained in the written Board
report
**Data following reflects engagements since the previous Board report (-)
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Safety and Learning/Early Notification Engagement Chart ( 10 December 2019 - 7 February 2020)

Engagement Figures

1000
149

230

100

10

11
3

1

5

5

6

4

3

2
1

2
1

6
Sum of January
Sum of February
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Figure 1: Safety and Learning individual trust engagement January/February
Engagement

January

February

London

0*

0*

South

11

3

Midlands and East

5

0

North

5

0

Early Notification team

3

1

Independent health care provider

2

0

Arm’s length bodies

4

0

Conference and regional events (i.e. different member and
non-member organisations in attendance)

149

230

Non-governmental

1

0

Panel

6

0

Royal colleges

0

0

Others

6

0

*London has had eight regional and two national engagements
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Member trust visits e.g. site visit, request to
present to trust staff

Depicted by trust number per region

Independent heath care providers

Independent Members

Conferences and regional events (NHS
Resolution-led and those with NHS Resolution
in attendance).

National events numbers where NHS Resolution has a stand or clusters of engagement with
membership. It may be difficult to capture trust numbers within this format but reports on these
engagements can be found separately. Therefore trust contacts may not be wholly accurate in this
report. Attendance at these events will be captured in future and added to these figures.
Regional events led by NHS Resolution will include trusts engaged with at the event without specifying
geographical reach which is usually wide.
Other contacts made here will be included their respective groups in this table e.g. Royal College of
Nursing congress, Bristol safety conference, elderly care conference

Arm’s length bodies and Department of Health
and Social Care

e.g. Care Quality Commission, NHS England and NHS Improvement, and NHS Blood and Transplant

Non-governmental and third sector

Charities, associations and organisations
e.g. Health Watch, AvMA, Sign up to Safety, Listening place

Panel other events

Depicted by number of trusts in attendance per region. Other contacts made here will be included in
their respective groups.

Royal Colleges e.g. collaborative work on
guidance representing NHS Resolution at
meetings

e.g. Royal College Midwives, Royal College Nursing, Royal College of Anaesthetists, Royal College of
Physicians, Royal College of Radiologists, and the Royal College of Obstetricians and Gynaecologist.

Others

e.g. CCGs, Patients, families individual experts, networks and communities Future finance group, Safer
Needles Network
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SMT/Board meeting
10 March 2020

Agenda item:

Item 5.1

Title of paper:

Cases of Note

Responsible Director/Lead:

John Mead

Summary of paper:
Reports on two important NHS Resolution cases which have recently proceeded to judgment.

SMT/Board action requested:
For noting and discussion.

Potential risks/Risk Appetite:
Risks – following the first ruling, a potential risk of expert witnesses not wishing to pursue medico-legal
work, although that risk is small.
Risk Appetite – nothing directly relevant.

Equality, diversity & inclusion:
Issues of patient confidentiality apply equally to all patients.

Has the patient and public interest been taken into account?
It is in the interests of both the public, and of individual patients bringing claims, that inappropriate experts
do not give evidence in court. The second case highlights the potential conflict between one patient’s
confidentiality and another person’s need to know if they have an inherited health condition.

Board meeting
10th March 2020

Thimmaya v. Lancashire Teaching Hospitals NHS Foundation Trust and Mr. J. (Manchester County
Court 30 January 2020 – Judge Evans)
This ruling arose out of a claim for allegedly negligent surgery to the neck in 2008. The claimant’s surgical
expert, Mr. J., admitted to the judge mid trial in 2019 that he did not understand the basis on which a court
approached the question of clinical negligence. That caused the claimant’s lawyers to abandon her case,
leaving NHS Resolution with a substantial legal bill.
We decided, after careful consideration, to seek our costs from the expert. Judge Evans noted that Mr. J.
had been “wholly unable to articulate the test to be applied in determining breach of duty in a clinical
negligence case”, despite having been given a number of opportunities to explain it.
In a statement, Mr. J. admitted that he had not been fit at the time of trial to give expert evidence owing to
mental health problems. He did not accept that he was unaware of the correct legal test for clinical
negligence, but asserted that he had an adverse reaction to questioning from the trust’s barrister who
reminded him of an interrogator he had previously encountered in Iraq.
The judge noted that Mr. J., in a joint statement prepared with the trust’s expert, referred to “best practice”,
which is not the legal requirement for avoiding a finding of negligence. She also observed that he had been
unable to explain the correct test in a subsequent case, ZZZ, where he was criticised by a High Court
judge. Mr. J. had not given counsel’s resemblance to a former interrogator as an explanation during the
trial in 2019 for his failing.
Since Mr. J. had been aware of his mental health issues for a considerable time, and indeed had taken sick
leave from his clinical practice in November 2017, he should likewise have pulled out of medico-legal work
at the same time. These were significant failings which amounted to “improper, unreasonable or negligent
conduct”, such that the court had jurisdiction to order costs against him. Mr. J. had failed comprehensively
in his duties as an expert from November 2017 onwards, and Judge Evans therefore ordered him to meet
the trust’s legal costs of almost £89,000 incurred from that date.
Comment
We believe that this is the first time in a clinical negligence case that an expert witness has been ordered to
pay the costs of the defendant. Any party seeking such an order must overcome the very high hurdle of
proving that the expert had acted improperly, negligently or unreasonably. However if an expert states that
he or she does not know the basis on which a court will hold a clinician to have been negligent, that
undermines their evidence completely. This ruling demonstrates that NHS Resolution will take steps, if
required, to attempt to recover NHS money.

ABC v. St. George's University Hospital NHS FT, SW London & St. George's Mental Health NHST
and Another (High Court, 28 February 2020 – Yip J.)
In 2007 XX, who was ABC’s father, killed her mother. He was found guilty of manslaughter by reason of
diminished responsibility and made subject to a hospital order under the Mental Health Act. He was placed
at a facility run by the second defendant, where clinicians reached a view that he might be suffering from
Huntington’s Disease, a neurodegenerative disorder of genetic origin. ABC became pregnant in July 2009,
shortly after the provisional diagnosis of XX was made. Clinicians asked XX if they could inform his
daughters, as they had a 50% chance of inheriting the condition if it was confirmed. XX refused, believing
that such knowledge could impact on their decision whether or not to have children. Consequently, ABC

and her sister were not told. Testing in November 2009 confirmed that XX had the condition and he was
informed on 10 December that year, by which time XX was over 24 weeks pregnant. ABC’s child was born
in April 2010. ABC tested positive for the condition in 2013, so her child has a 50% chance of inheriting it.
In August 2010, a doctor inadvertently revealed to ABC that her father had Huntington’s. This caused her
great distress and she brought a claim for “wrongful birth”, alleging that doctors should have over-ridden
her father’s confidentiality and informed her. Had they done so, she claimed that she would have had a
termination. The claim was both in negligence and under the Human Rights Act. It was asserted that the
second defendant owed a duty of care to ABC as a patient because she was attending family therapy
sessions with them at the relevant time.
The duty of confidentiality is not absolute, and guidance on it is published periodically by the GMC – the
relevant editions in this case being 2004 and 2009. The former states that personal information may be
published without a patient’s consent, and in exceptional cases where the patient has with-held consent,
“where the benefit to an individual or to society of the disclosure outweigh the public and the patient’s
interest in keeping the information confidential”.
Yip J. held that since ABC had attended therapy sessions at the second defendant’s premises she was
owed by them a duty of care as a patient. However, that duty did not extend to releasing to her confidential
information about another patient, because that did not arise out of the therapy she was being given.
When considering whether or not to release information to ABC, XX’s consultant psychiatrist had consulted
a geneticist and other clinicians and had concluded, on balance, that disclosure should not take place. In
the case of XX’s other daughter, there was a more formal process in that an ethics committee meeting had
been convened on 7 October 2010 (ABC was aware of her father’s condition two months earlier, but did not
inform her sister), and a formal vote was taken, with the majority favouring non-disclosure. The judge was
satisfied that an appropriate balancing exercise had been undertaken on both occasions, and that the
decisions not to disclose were supported by a responsible body of professional opinion (including experts
instructed on behalf of the defendants), even though other responsible clinicians would have disclosed.
The claimant had not demonstrated that the decision was illogical. Yip J. observed that the courts have
agreed on occasion that clinicians may owe a duty of care to people other than their patient, but “such a
duty is only capable of arising where there is a close proximal relationship between the claimant and the
defendant”. There was no such relationship between the geneticists and ABC. However in the case of the
second defendant, proximity and reasonable foreseeability of harm had been established. It was fair and
reasonable for the SW London Trust to be expected to balance the risks of disclosure. That balancing had
been undertaken appropriately and so the trust was not liable.
Additionally, the judge was not satisfied that had ABC been informed about the provisional diagnosis in
early October 2009, she would have proceeded to termination because (a) the timescale was very tight and
(b) she would probably not have had genetic testing then.
Overall therefore, although SW London Trust owed ABC a duty of care because of the close proximal
relationship involved, that duty was to conduct a balancing exercise and the exercise had been undertaken
appropriately. There was no such duty on the part of the other defendants. There was no broad duty of
care towards all relatives in respect of genetic information.
Comment
This was a very sad and probably unique case, which gave rise to an important judicial examination of the
tension between a patient’s confidentiality and a relative’s interest in knowing that she might have an
inherited disease. The ruling is helpful for the NHS in that it maintains established confidentiality principles,
although that is not to undermine its likely effect on ABC. Had it gone the other way, guidance on
confidentiality would have needed to be re-written. The judgment therefore does not alter the law, but
rather applies existing principles to very unusual circumstances. Importantly it states that geneticists do not
owe a different duty to that of other clinicians, a possibility raised by the Court of Appeal when allowing the
claim to proceed to a full hearing.
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Joanne Evans

NHS Resolution Director of Finance and Corporate Planning
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Catherine O’Sullivan
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Head of Internal Audit (HoIA)

David Broughton
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Gemma Taylor

NAO- Audit Manager External Audit (NAOAM)

Vicky Voller

Director of Practitioner Performance Advice (DoPPA) from item
5.5

Apologies
No Apologies to note

Item
1

1.1

Actions

Administrative matters
To note: the minutes are set out in order of the agenda and not
necessarily in order of discussions
Chair’s opening remarks and apologies.
Introductions
The ARC Chair introduced Mike Pinkerton as a new member to the
committee. This meeting was Keith Edmonds last as a member. The
Approved Minutes of the Audit and Risk Committee of 16 October 2019 V1. Final
1

1.2
1.3
1.4

Item
members and attendees expressed their gratitude to Keith for his
contribution and support to the committee over his term as an ARC
member.
Declaration of conflicts of interest of members
There were no conflicts of interest to note.
Minutes of the ARC Meeting held on 5 June 2019
The minutes of the previous meeting were approved
Review of action from ARC Meetings

Actions

The Committee received an update in relation to an ongoing action from
February 2018:
17.20 -Progress in relation to the NHS Resolution Directions for HPANs
(Health Professional Alert Notices) – The DHSC Sponsor reported the
Directions have been drafted and are now undergoing mandatory legal
checks before they are finalised for signing. The checking process has
been slightly delayed due to constraints on legal capacity. Subject to
any issues raised by the legal checks, it is anticipated the Directions will
be ready for signing early November 2019
18.10 - the action relating to statutory requirements mapping to
assurance was on target for presentation to the February 2020 ARC.
All other action updates were noted
1.5

Any matters arising from minutes not dealt with on the agenda
There were no other matters discussed

2.

Risk And Assurance

2.1

Risk Report – The Committee considered the risk report and noted that
both the strategic and corporate operational risk registers were reviewed
by the SMT in September 2019.
By way of background members were provided with the NHS Resolution
risk policy and procedure and the July 2019 updated HMT Orange Book
on risk management.
It was also highlighted that an internal audit review of risk management
arrangements in March 2018 gave substantial assurance.
CO’S presented the document which highlighted that the SMT Review
concluded 3 risks are out of appetite and 3 are within but not at target
score.
ARC noted two of the strategic risks had been increased due to possible
impacts of the General Practice Indemnity scheme and the dynamic
political environment
It was agreed that an update report on GPI will be presented at the
February 2020 ARC.
It was noted that the 2020 business plan should support the treatment

CEO to commission
an updated report on
GPI to be presented
at the February 2020
ARC
SMT to review the
fraud risk and
mitigations to take
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of the risk in relation to dynamic political environment by taking into
consideration the resource required for new areas of work as well as
business as usual
ARC queried why the fraud risk had not reduced given the good
progress made on fraud assurance and pro-active work over the last
year. It was agreed that SMT will review the impact of mitigations on this
risk.

Actions
into consideration the
pro-active work that
has taken place in
year.

ARC were informed that the Operational Risk Review Group (ORG) has
been under review and at the end of September it was reconstituted
with a new chair and membership from the Deputy Director group. The
group will be taking forward ownership, review and action on operational
risks.
It was noted that ORG are now meeting weekly and will provide regular
reports to SMT via the chair of the group who reports directly to the
CEO and attends SMT. There will also be an effectiveness review of
ORG at least annually to assure SMT that operational risks are being
managed.
The report highlighted that key operational risks at present were
managing clinical negligence schemes within the budget for the year,
staff resource and wellbeing particularly in relation to the
accommodation move, supplier performance failures and the
consultation on the Core Systems Review project.
3.

Management Update

3.1

Update on Internal Audit Tracker- ARC noted that good progress had
been made against previous internal audit recommendations. HR
actions had slipped but would be progressed by the next meeting.

3.2

Finance System Progress Update- the Deputy Director of Finance
presented an update on progress with the project to replace the new
finance system. She highlighted testing of the interface with CMS was
underway and there had been some issues raised which was under
review.
Go live was planned for the end of October, there is contingency
beyond this to slip to the end of November. Beyond this, if required the
current contract could be extended to enable a further delay: this has
low financial impact, the key risk would be to the accounts and any
impact on other planned releases to the wider systems.
The assurance of delivery by the new supplier was obtained through the
procurement process.
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Item

Actions

As part of the governance of the project a lessons learnt will take place
as well as benefits realisation reporting to CMG at least six months after
implementation.

3.3

ARC commended the team for the work done and confirmed that their
view was that a low risk approach to go live should be taken to avoid
impact on the business.
Annual Report and Accounts – Lessons Learnt Report - ARC reviewed
the output from the lessons learned review of the internal process for
the drafting of the annual report and accounts (ARA). Key staff and
ARC members had provided feedback on the 2018/19 ARC process in
order to make improvements for 2019/20.
ARC proposed that the front section of the annual report and accounts
could be presented as bullet points to the May ARC meeting which
would enable consideration of the key messages rather than the detail.
It was agreed that the report should include the actual expected cost of
claims in year not just the cash spend.

DofF to provide a
granular timetable of
the ARA process
including the
proposed
improvements to the
ARC Chair

ARC members queried if consideration had been given to obtaining
feedback from recipients of the document and its purpose, management
felt that this was obtained through the customer survey, DHSC
discussions as well as NAO comments and that from the Building Public
Trust Awards panel.
ARC requested that the granular timetable of the ARA process which
included the proposed improvements should be shared with the Chair.
Management would confirm when this would be available.
Assurance on financial controls- the Deputy Director of Finance
presented a paper which set out the assurance map of first, second and
third lines of defence on the controls in the finance processes. It
focused on those that were currently carried out via spreadsheets.
Improvements to the PPO process have now been made and the
procedure notes are up to date.
Some processes will be migrating off spreadsheets to the new finance
system. Management assessment is that all areas have sufficient
controls with minor improvements to be made in a couple of areas.
The assurance map will be reviewed yearly and signed off by the
Director of Finance and Corporate Planning.
Forward look:
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PIDR- the DofF provided a verbal update on the PIDR change, she
reported the rate had been changed from minus 0.75% to minus 0.25%,
which was less than expected. There will be a process to review the
high priority claims and assess the reserve values for those. It was
noted that the planned internal audit review for PIDR was no longer
required as an automatic uplift in PIDR has not been applied to the
Claims Management System.

Actions

GPI – the DofF informed ARC that work was underway to consider the
implications of the early on boarding of the MDDUS including the
operational impacts. There is an agreed accounting approach with
DHSC, which will be the same as that of the other schemes
3.4

Standing financial Instructions (SFIs) - the amendments to the
document were noted and ARC recommended the SFIs to the Board for
approval

3.5

Information management - National Archives review – update- ARC
noted that SMT had commissioned the National Archives to undertake
an analysis of how the organisation manages its information and make
recommendations for improvement. The review was nearing conclusion
and a final report will be presented at the February 2020 ARC.

4.

External Audit

4.1

Management Letter and Response - NAO presented the report which
builds on the Audit Completion Report by outlining the significant
matters arising from the audit and any deficiencies in internal controls
that they required to report under ISA (UK and Ireland) 260. The report
also included a final schedule of errors (previously shared with the
Director of Finance and Chair of the Audit Committee), reflecting
additional unadjusted errors identified during finalisation of testing.
There were no red recommendations. There were two amber
recommendations relating to improvements in CMS data quality. There
was one green recommendation relating to continuing future review of
the assumptions used by NHSR in relation to the claims reserves
around mortality and multiple calculations of IBNR. These
recommendations had been accepted by management.
ARC noted the recommendations will be included in the audit tracker
update for review at February ARC.

4.2

Audit Plan for 2019/20- the paper presented set out the details of the
proposed approach for the audit of the 2019 20 financial statements.
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Item
NAO drew attention of the Committee to the following areas:


Other matters those charged with governance consider may
influence the audit of the financial statements



The entity's objectives and strategies, and the related business
risks that may result in material misstatements



Possibility, knowledge of and process for identifying and
responding to the risks of fraud



Oversight of the effectiveness of internal control



Whether any non-compliance with any laws or regulations
(including regularity) have been reported to those charged with
governance (e.g.from staff, service organisations or other
sources)



Policies, procedures and systems for recording non-compliance
with laws, regulations and internal policies.

Actions

ARC noted those matters.
The key risks identified by the NAO at this stage are presumed risk of
management override of controls, valuation and disclosure of provisions
for liabilities, GPI, quality and integrity of data, fraudulent claims.
Updates regarding policy consultation, change in the PIDR and
introduction of the new finance system.
NAO also highlighted the audit fee for this year is estimated to be
£175,000, an increase of £21k on the 2018/19 fee. This is due in part to
an increase in the underlying cost base; as well as reflecting the
increased audit workload as a result of GP indemnity which requires a
higher level of experience within the core team.
The materiality threshold was set at the same as last year as 1% of the
provision, i.e. £830m.
It was noted that this year would be the last for Mike Newbury as the
Engagement Director with NHS Resolution, NAO assured ARC that
there is a succession plan in place.
ARC noted the plan.
5.

Internal Audit

5.1

Internal Audit Progress Report - ARC noted the good progress on the
Internal Audit plan with four of the eight planned reviews completed to
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Item
date including those presented at this October 2019 meeting. They
noted that satisfaction questionnaires are now issued with each draft
report and that feedback on these will be brought to the February 2020
meeting.
5.2

Internal Audit Review -Technology Change Final Report - The report
was presented with a moderate assurance finding. It was noted that the
audit included a review of the strength of the existing oversight
arrangements, including the Change Management Group (CMG) and
relevant project boards in relation to the technology change programme,
in particular that the CMG is providing an appropriate level of scrutiny
and challenge, and that the defined benefits are likely to be to delivered
effectively across the organisation. There were four medium priority
recommendations made.

5.3

Internal Audit Review – Key HR Controls Final Report - The Key HR
Controls had a moderate assurance finding. This audit focused on the
probationary period, specifically including on boarding new staff,
management of their probation period and statutory training. There were
two medium and four low priority recommendations for improvement
made.

5.4

Internal Audit Review- Claims Data Quality Final Report - ARC noted
this had a moderate assurance finding. The audit looked at data fields
held in the Claims Management System (CMS) and included a large
sample of 200 cases with a focus on root cause of errors. Where errors
were identified GAD were asked to check if these could have an impact
on the claims estimates and they had concluded that the impact was
low. There were two medium and two low priority recommendations for
improvements.

5.5

Internal Audit Review- Practitioner Performance Advice Service Final
Report – ARC were informed that this review had focused on budgeting,
performance management and compliance with Department of Health
and Social Care (DHSC) directions (issued 2013). The audit gave
substantial assurance rating with one medium and one low priority
recommendation for improvement.

6.

Deep Dive of Business Areas

6.1

Practitioner Performance Advice – Overview of work of department –
the DoPPA attended to present an overview of the work of Advice, the
key risks and mitigations and governance processes.

Actions

ARC were informed that the top risks are the changing landscape of
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performance concerns, the delivery of the assessment service within the
financial envelope, measuring impact (beyond customer satisfaction
which remains very high), and raising awareness whilst ensuring
responsiveness to demand.
7

Governance

7.1

ARC Terms of Reference Review - ARC considered the updated terms
of reference and requested further clarity around the wording in relation
to attendance of the Chair of the Board at ARC.

7.2

Losses and Special Payments Report – there was no report for this
meeting

7.3

Waivers - there was nothing to report to this meeting

7.4

Freedom to Speak Up- there was no report for this meeting

7.5

Health and Safety- there was no report for this meeting

7.6

ARC Self Effectiveness – CO’S presented a paper which set out the
purpose and the process for a self-effectiveness review of ARC. For this
exercise the NAO questionnaire would be utilised. It would be sent to
the members and other attendees and a review of the results will form
part of a discussion at the February ARC, facilitated by the NAO.

8.

Minutes of RPC Meetings

8.1

The minutes of the RPC meetings of 3 July, 31 July and 8 August 2019
were noted

9

Any other Business

9.1

Fraud Functional Standard – Cabinet Office Return – it was noted the
assurance piece in relation to the Cabinet Functional Standards was
completed and submitted by the deadline of 2 September 2019. ARC
members had been emailed on 22 August 2019 by way of an update.

9.2

There was no other business raised

Actions
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Board meeting
Date: March 2020

Agenda item:

Item 7.2

Title of paper:

Terms of reference of Audit and Risk Committee

Lead:

Charlotte Moar, Chair of ARC

Summary of paper:
In February 2019, ARC members undertook the annual review of the terms of reference and agreed to
recommend changes to these to the Board. These were predominantly around clarity of wording and
alignment to the updated DHSC Framework Agreement. They reflected the HMT Audit and Risk
Committee Handbook.

ARC considered the wording in the TOR is that ‘The Chair is not a member of the ARC but will normally
have a standing invitation to attend’. The Chair of the Board and the Chair of ARC have agreed that this
balances the pros and cons of
-

enabling a strong relationship between the ARC and the Board Chair

-

providing the Board Chair with an overview of ARC work

-

ensuring that the ARC maintains independence and to ‘act as the conscience as the organisation
and to provide insight and strong constructive challenge’

-

ensuring that ability of the Board Chair to challenge the views of ARC is not compromised by being
too closely associated with ARC

Minor amends also included:
-

To confirm that the SDS can nominate a representative to attend ARC on his/her behalf (current
practice)

-

To replace the word Authority with Board

-

To clarify that the ARC is a sub-committee of the Board.

Board action requested:
Board is asked to approve the Terms of Reference.

Potential risks:
Risk that if the ARC TOR are not compliant with government guidance and good practice that the ARC will

not effectively deliver its role in providing assurance to the Board.

Equality, diversity & inclusion:
No specific impact from these amendments.

Has the patient and public interest been taken into account?
ARC terms of reference will be made publicly available on the website to enable patients and the public to
understand the work of the committee. A summary of the work of ARC is included in the ARA.

NHS Resolution Audit and Risk
Committee (ARC)
Terms of reference
Scope:

The scope of the Audit and Risk Committee encompasses
all the assurance needs of the Board and the Accounting
Officer. The Committee’s scope includes engagement with
the work of: internal auditors, external auditors, risk
management, financial management and consideration of
management’s response to risks and issues

Role and main duties:

The role of the Audit and Risk Committee is to support the
Board and Accounting Officer by reviewing the
comprehensiveness and reliability of assurances on
governance, risk management, the control environment, the
integrity of financial statements and the annual report.
The Audit and Risk Committee is a sub-committee of
the Board.
The Audit and Risk Committee to fulfil its role and
responsibilities will consider the following:









The assurance processes established by
management for governance, risk management,
internal control, financial reporting and assurance to
secure delivery of objectives
The strategic and high scoring corporate and
operational risks, controls and treatment plans
(including over controls). In relation to any risk
identified outside the risk appetite of the
organisation, the Committee will recommend
appropriate action to the Board.
All governance, risk and control related disclosure
statements (in particular the Annual Governance
Statement) prior to endorsement by the Board
Risk related documents, policies and procedures
The accounting policies, the accounts, and the
annual report of the organisation, including the
process for review of the accounts prior to
submission for audit, levels of error identified, and
management’s letter of representation to the
external auditors
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The planned activity and results of internal and
external audit
The adequacy and effectiveness of management
response to issues identified by audit activity,
including external audit’s management letter
Assurances relating to the corporate governance
requirements for the organisation
Assurances relating to the information governance
requirements for the organisation
Advise the Accounting Officer on proposals for the
procurement for Internal Audit services, counter
fraud services or purchase of non-audit services
from contractors who provide audit services,
ensuring that these are appropriate to the
organisation’s needs and fulfil statutory
requirements.
Anti-Fraud, bribery and corruption policies,
associated procedures and arrangements for the
provision of counter-fraud services
Standing Financial Instructions, Standing Orders,
Scheme of Delegation and Reservation, with a
review at least every three years with
recommendations to the Board
Assurances regarding finance policies and
compliance e.g. through the receipt of reports on
losses and compensation, waivers of standing
orders or other exception reports
Freedom to Speak up processes and arrangements
for special investigations
Assurance relating to cyber risk and appropriate risk
mitigation strategies

Chair:

A Non-Executive Director and member of the Board,
appointed by the Chair of the Board

Membership:

The Audit and Risk Committee shall comprise up to four
members as follows:
Two Non-Executive members including the Chair of the
Committee
Up to two Independent External members, as agreed by the
Committee Chair

Attendees:

Attendees at the meeting will be at the invitation of the Chair
of the Committee.
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Audit and Risk Committee meetings will normally be
attended by the Chief Executive, Director of Finance and
Corporate Planning, the Head of Internal Audit, and the
representative of External Audit
The Audit and Risk Committee may ask any other officials
and advisers of the organisation to attend to assist with any
relevant matter
The Senior Department Sponsor (SDS) or their nominated
representative will have a standing invitation to attend.
U

The Local Counter Fraud Team will be invited to attend
meetings at least twice annually.
The Chair of the Board will not be a member of the Audit &
Risk Committee but will normally have a standing invitation
to attend meetings.
Administration:

All members will be provided with appropriate induction and
training to support them in their role
All members should attend a minimum of three meetings a
year
A record of meeting attendance will be maintained and
included within the Committee Annual Report
The Audit and Risk Committee will be provided with a
secretariat function

Reporting and
Accountability:

The Audit and Risk Committee will report formally in writing
to the Board (including the Accounting Officer) after each
meeting.
The Audit and Risk Committee will provide the Board and
Accounting Officer with an Annual Report, (timed to support
finalisation of the accounts and Governance Statement),
summarising the Committee’s conclusions from its work
throughout the year.
The approved Committee Terms of Reference will be
published and available to the public
All those attending a Committee meeting will be asked to
declare any conflicts of interest at each meeting and a
course of action will be determined accordingly
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The Audit and Risk Committee may ask anyone who
attends the meeting but is not a member to withdraw to
facilitate open and frank discussion on a particular subject
The Chair of the Committee will report to the Accounting
Officer, any issue relevant to the discharge of his/her duties
as Accounting Officer

Rights:

The Audit and Risk Committee may:
Co-opt up to two independent external members for a
period not exceeding three years to provide specialist skills,
knowledge and experience
Require any member of the organisation to report on the
management of risk, or the control environment to assist the
Committee in fulfilling its role and responsibilities
Procure specialist ad-hoc advice at the expense of the
organisation, with any significant expenditure to be agreed
with the Accounting Officer.
The Head of Internal Audit and the representative of
External Audit will have free and confidential access to the
Chair of the Audit and Risk Committee.
The Audit and Risk Committee will meet at least annually in
private session with each of external and internal audit

Frequency of meetings:

The Audit and Risk Committee will meet at least four times
a year.
The Chair of the Audit and Risk Committee may convene
additional meetings, as necessary
The Board or the Accounting Officer may ask the Audit and
Risk Committee to convene further meetings to discuss
issues on which they seek the Committee’s advice.

Quorum:

The quorum of the Audit and Risk Committee is two
members including at least one Non Executive Director and
one Independent Member

4

Monitoring and
Assessment:

The Audit and Risk Committee will periodically review its
effectiveness and compliance with its Terms of Reference
and report the results to the Board

Document Author:

Governance and Risk Manager

TOR review

The Audit and Risk Committee will review its Terms of
Reference annually and submit them for approval to the
Board

Approval process
ARC Endorsement Date :

12 February 2020

Board Approval Date :

Version control
Date

Author

Version

Reason for change

October 2019

Charlotte Moar

Draft V2.0

Updated
membership
wording

February 2020

ARC

DraftV2.1

Endorsed TOR’s
and reporting cycle
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Board Committee meeting
Date: 10 March 2020

Agenda item:

Item 8.1

Title of paper:

Standing Orders

Lead:

Joanne Evans

Summary of paper
These Board Standing Orders form part of the Governance Framework for NHS Resolution
The NHS Resolution Standing Orders have been reviewed in line with the draft NHS
Resolution and DHSC Framework agreement.
The Standing Orders are also in line with other ALB’s
There has been one amendment to include the CNSGP scheme on page 3

Board action requested:
Board are asked to review the revised Standing Order and recommend to the Board for
approval

Potential risks:
The Standing Orders from part of NHS Resolution’s governance framework and can protect
NHS Resolution staff from possible accusation that they have acted less than properly

Equality, diversity & inclusion:
The policy has had an equality impact assessment.

Has the patient and public interest been taken into account?
This policy has been reviewed in line with the good corporate governance code for central
government bodies

Standing Orders
CG10
Beware when using a printed version of this document. It may have been
subsequently amended. Please check online for the latest version.

Applies to:

All NHS Resolution employees, NonExecutive Directors, contractors,
secondees and consultants.

Version:

43.0

Date of Board approval:

January 20182020

Next Review date:

June 20230

Author:

Catherine O’Sullivan

Owner:

Executive TeamJoanne Evans

Contents
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1. Introduction
1.1. Purpose
These Board Standing Orders (SOs) form part of the Governance
Framework for NHS Resolution. All Board members, Executive Directors and
Senior team members must be aware of them and be familiar with their
details.
At any meeting, the Chair of the Board has the final decision on the
interpretation of Board standing orders (on which they must be advised by
the Chief Executive).
1.2. Interpretation
1.2.1. Any expression to which a meaning is given in the National Health
Service Act and other Acts relating to the National Health Service or in
the financial regulations made under the Acts shall have the same
meaning in these standing orders and standing financial instructions
and in addition:
-

Accounting officer - the NHS Officer responsible and
accountable for funds entrusted to NHS Resolution. They shall be
directly accountable to Parliament for ensuring the proper
stewardship of public funds and assets. This shall include
arrangements for laying NHS Resolution’s annual accounts before
Parliament. For NHS Resolution it shall be the Chief Executive.

-

Board - the Chair, and Non-Executive members, appointed by the
Secretary of State for Health and Social Care , and the Executive
members appointed by NHS Resolution

-

Budget - a resource, expressed in financial terms, proposed by
the Board for the purpose of carrying out for a specific period, any
or all of the functions of NHS Resolution.

-

Budget holder - the director or employee with delegated authority
to manage finances (Income and Expenditure) for a specific area
of the organisation.

-

Chair of the Board - the person appointed by the Secretary of
State for Health and Social Care to lead the Board and to ensure
that it successfully discharges its overall responsibility for NHS
Resolution as a whole. The expression “the Chair of NHS
Resolution” shall be deemed to include the Vice-Chair of NHS
Resolution if the Chair is absent from the meeting or is otherwise
unavailable.

-

Chief Executive - the chief officer of NHS Resolution.

-

CNSGP – the Clinical Negligence Scheme for General Practice a
state backed indemnity scheme for general practice which covers
clinical negligence claims for incidents occurring in general
practice on, or after, 1 April 2019.
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-

CNST - the Clinical Negligence Scheme for Trusts, a scheme
covering liabilities for alleged clinical negligence where the original
incident occurred after 1 April 1995, which scheme was set up by
the National Health Service (Clinical Negligence Scheme)
Regulations (1996) SI 1996/251 as amended by SI 1997/527, SI
1991/1274, SI 1999/1274, SI 2000/2341, SI 2002/1073, SI
2006/2390 (R),SI 2006 (no2)/3087SI 2013/497,SI 2014/3090, SI
2015/137 and 2015/1683.

-

Committee - a committee or sub-committee created and
appointed by NHS Resolution.

-

Committee members - persons formally appointed by the Board
to sit on or to chair specific committees.

-

Contracting and procuring - the systems for obtaining the supply
of goods, materials, manufactured items, services, building and
engineering services, works of construction and maintenance and
for disposal of surplus and obsolete assets.

-

Director of Finance and Corporate Planning means the chief
financial officer of NHS Resolution

-

DHSC clinical - clinical negligence liabilities that have transferred
to DHSC following the abolition of any relevant health bodies.

-

DHSC non clinical - non-clinical negligence liabilities that have
transferred to DHSC following the abolition of any relevant health
bodies.

-

ELS - the Existing Liabilities Scheme, a scheme covering liabilities
for alleged clinical negligence where the original incident occurred
before 1 April 1995, which scheme was set up by the National
Health Service (Existing Liabilities Scheme) Regulations (1996) SI
1996/686 as amended by SI 1997/526 and SI 1999/1275, SI 2014
3090 SI 2015/137 and 2015/1683.

-

Executive member - an officer member of NHS Resolution as
referred to in the Regulations.

-

LTPS - the Liabilities to Third Parties Scheme, a scheme for
meeting liabilities to third parties in connection with any loss,
damage or injury arising out of the carrying out of NHS
Resolution’s functions under the Regulations but excluding any
liabilities to which the CNST or ELS apply, which LTPS was set up
by the National Health Service (liabilities to Third Parties Scheme)
Regulations 1999 (SI 1999/873) as amended by SI 2000/2385, SI
2014 3090 SI 2015/137 and 2015/1683.

-

Member - an Executive and/or Non-Executive member of NHS
Resolution. Member in relation to NHS Resolution does not
include its Chair.
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-

Nominated officer - an Officer charged with the responsibility for
discharging specific tasks within SOs.

-

Non-Executive member - a non-officer member of NHS
Resolution as referred to in regulations.

-

Officer - employee of NHS Resolution or any other person holding
a paid appointment or office with NHS Resolution.

-

PES - Property Expenses Scheme, a scheme for making provision
for claiming reimbursement for expenses arising from any loss of
or damage to their property which scheme was set up by the
National Health Service (Property Expenses Scheme) Regulations
1999 (SI 1999/874) and amended by SI 2000/2342.

-

Regulations - the National Health Service Litigation Authority
Regulations 1995 (SI 1995/2801) as amended by SI 1996/708, SI
1996/968, SI 1997/2991, SI 1998/646, SI1998/1576, SI 1996/971,
SI 2000/696, SI 2000/433, SI 2000/2649, SI 2002/2861, SI
2004/696, SI 2006/552, SI 2006/1772, SI 2013/497, SI 2014/3090,
SI 2015/1683 and SI 2017/150.

-

Ex-RHAs - the assumption by NHS Resolution of residual clinical
negligence liabilities of Regional Health Authorities from 1 April
1996 under the terms of the National Health Service Litigation
Authority (Transfer of Liabilities) Order 1996.

-

Scheme of delegation - the scheme of delegation document
defining the specific responsibilities placed on directors and
employees of NHS Resolution which scheme was adopted in
accordance with the Code of Accountability.

-

SFIs - standing financial instructions.

-

SOs - standing orders.

-

Vice-Chair - the Non-Executive member appointed by NHS
Resolution to take on the Chair’s duties if the Chair is absent for
any reason.

1.3. Statutory framework
1.3.1. NHS Resolution is a Special Health Authority, legally known in
legislation as the NHS Litigation Authority which came into existence
on 21 November 1995.
1.3.2. The principal place of business of NHS Resolution is 2nd Floor 151,
Buckingham Palace Road, London, SW1W 9SZ.
1.3.3. NHS Resolution is a Special Health Authority set up under legislation
now incorporated into section 28 of the National Health Service Act
2006 and governed principally by that Act.
1.3.4. The functions conferred on NHS Resolution are set out in the National
Health Service Litigation Authority Framework Document, of 2013 and
the National Health Service Litigation Authority (Functions) Directions
(Amendment) 2013 and 2015.
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1.3.5. NHS Resolution is a body corporate and, as such, has power to
contract in its own name and act as a corporate trustee.
1.3.6. The National Health Service Litigation Authority Regulations 1995,
and as Amended, as defined below require NHS Resolution to adopt
Standing Orders (“SOs”) for the regulation of its proceedings and
business. In accordance with the “Directions on Financial
Management” issued under HSG 96 12 in 1996, NHS Resolution must
also adopt Standing Financial Instructions (“SFIs”) setting out the
responsibilities of individuals
1.3.7. NHS Resolution will also be bound by such other statutes and legal
provisions which govern the conduct of its affairs.
1.4. NHS framework
1.4.1. In addition to the statutory requirements the Secretary of State for
Health and Social Care through the Department of Health and Social
Care (DHSC) issues further directions and guidance. These are
normally issued under cover of a circular or letter.
1.4.2. The Code of Accountability requires that, inter alia, Boards draw up a
schedule of decisions reserved to the Board, and ensure that
management arrangements are in place to enable responsibility to be
clearly delegated to senior executives (a scheme of delegation). The
code also requires the establishment of audit and remuneration
committees with formally agreed terms of reference. The Codes of
Conduct makes various requirements concerning possible conflicts of
interest of Board members.
1.4.3. The Code of Practice on Openness in the NHS sets out the
requirements for public access to information on the NHS.
1.5. Delegation of powers
Under the Standing Orders relating to the Arrangements for the Exercise of
Functions (SO 6) NHS Resolution is given powers to "make arrangements
for the exercise, on behalf of NHS Resolution, of any of their functions by a
committee, sub-committee or joint committee appointed by virtue of SO 5 or
by an officer of NHS Resolution, in each case subject to such restrictions
and conditions as NHS Resolution thinks fit or as the Secretary of State for
Health and Social Care may direct".

2. The Board
2.1. Composition of the membership of NHS Resolution Board

2.1.1. In accordance with the Regulations the composition of the Board shall
be:
The Chair of NHS Resolution (appointed by the Secretary of State for
Health and Social Care).
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At least three, but no more than five Non-Executive members
(appointed by the Secretary of State for Health and Social Care). At
least three, but no more than five (but not exceeding the number of
Non-Executive members) including:
• the Chief Executive;
• the Director of Finance and Corporate Planning.
2.1.2. NHS Resolution shall have not more than ten members (unless
otherwise determined by the Secretary of State for Health and Social
Care and set out in NHS Resolution’s establishment order or such
other communication from the Secretary of State for Health and Social
Care).
2.2. Appointment of Chair and members of NHS Resolution
2.2.1. The regulations for the appointment of the Chair and of members and
their terms of office are determined by the Secretary of State for
Health and Social Care and are currently set out in NHS Act 2006 and
the Regulations.
2.3. Terms of office of the Chair and members

2.3.1. The regulations setting out the period of tenure of office of the Chair
and members and for the termination or suspension of office of the
Chair and members are contained in Sections 2 to 7 of the
Regulations.
2.4. Appointment and powers of Vice-Chair

2.4.1. Subject to Standing Order No. 3.4.2 below, the Chair and members of
NHS Resolution may appoint one of their number, who is not also an
executive member, to be Vice-Chair, for such period, not exceeding
the remainder of his term as a member of NHS Resolution, as they
may specify on appointing them.
2.4.2. Any member so appointed may at any time resign from the office of
Vice-Chair by giving notice in writing to the Chair. The Chair and
members may thereupon appoint another member as Vice-Chair in
accordance with the provisions of Standing Order No. 3.4.1.
2.4.3. Where the Chair of NHS Resolution has ceased to hold office, or
where they have been unable to perform their duties as Chair owing
to illness or any other cause, the Vice-Chair shall act as Chair until a
new Chair is appointed or the existing Chair resumes their duties, as
the case may be; and references to the Chair in these Standing
Orders shall, so long as there is no Chair able to perform those duties,
be taken to include references to the Vice-Chair.
2.5. Joint members
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2.5.1. Where more than one person is appointed jointly to a post in NHS
Resolution which qualifies the holder for Executive membership or in
relation to which an Executive member is to be appointed, those
persons shall become appointed as an Executive member jointly, and
shall count for the purpose of Standing Order 3.1 as one person.
2.5.2. Where the office of a member of the Board is shared jointly by more
than one person:
•

either or both of those persons may attend or take part in meetings
of the Board;

•

if both are present at a meeting they should cast one vote if they
agree;

•

in the case of disagreements no vote should be cast;

•

the presence of either or both of those persons should count as
the presence of one person for the purposes of standing order No.
4.11 Quorum.

2.6. Associate members

The Board, at its discretion, may appoint Associate members of the Board
who do not contribute to quorum and who have no voting rights but who,
otherwise, can act as full members of the Board.
2.7. Role of Members

The Board will function as a corporate decision-making body, Executive and
Non-Executive Members will be full and equal members. Their role as
members of the Board of Directors will be to consider the key strategic and
managerial issues facing NHS Resolution in carrying out its statutory and
other functions.
•

Executive members - Executive members shall exercise their authority
within the terms of these Standing Orders and Standing Financial
Instructions and the Scheme of Delegation.

•

Chief Executive - The Chief Executive shall be responsible for the
overall performance of the executive functions of NHS Resolution. They
are the Accountable Officer for NHS Resolution and shall be responsible
for ensuring the discharge of obligations under Financial Directions and
in line with the requirements of the Accountable Officer Memorandum for
Chief Executives of NHS Resolution.

•

Director of Finance and Corporate Planning - The Director of Finance
and Corporate Planning shall be responsible for the provision of financial
advice to NHS Resolution and to its Members and for the supervision of
financial control and accounting systems. They shall be responsible
along with Chief Executive for ensuring the discharge of obligations
under relevant Financial Directions.
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•

Non-Executive members - The Non-Executive members shall not be
granted nor shall they seek to exercise any individual executive powers
on behalf of NHS Resolution. They may however, exercise collective
authority when acting as members of, or when chairing, a committee of
NHS Resolution which has delegated powers.

•

Chair - The Chair shall be responsible for the operation of the Board and
chair all Board meetings when present. The Chair has certain delegated
executive powers. The Chair must comply with the terms of appointment
and with these standing orders.
The Chair shall liaise with the relevant organisation over the appointment
of Non-Executive Directors and once appointed shall take responsibility
either directly or indirectly for their induction, their portfolios of interests
and assignments, and their performance.
The Chair shall work in close harmony with the Chief Executive and shall
ensure that key and appropriate issues are discussed by the Board in a
timely manner with all the necessary information and advice being made
available to the Board to inform the debate and ultimate resolutions.

2.8. Corporate role of the Board

2.8.1. All business shall be conducted in the name of NHS Resolution.
2.8.2. The Board shall define and regularly review the functions it exercises
on behalf of the Secretary of State for Health and Social Care.
2.9. Lead roles for Board Members

The Chair will ensure that the designation of lead roles or appointments of
Board members as required by the Department of HealthDHSC or as set out
in any statutory other guidance will be made in accordance with that
guidance or statutory requirement.

3. Meeting of NHS Resolution
3.1. Calling meetings
3.1.1. Ordinary meetings of the Board shall be held at regular intervals at
such times and places as the Board may determine.
3.1.2. The Chair of NHS Resolution may call a meeting of the Board at any
time.
3.1.3. One third or more members of the Board may requisition a meeting in
writing. If the Chair refuses, or fails to call a meeting within seven
days of a requisition being presented, the members signing the
requisition may forthwith call a meeting.
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3.2. Notice of meetings and the business to be transacted
3.2.1. Before each meeting of the Board a written notice specifying the
business proposed to be transacted shall be delivered to every
member, or sent by post to the usual place of residence of each
member, so as to be available to members at least three clear days
before the meeting. The notice shall be signed by the Chair or by an
Executive authorised by the Chair to sign on their behalf. Want of
service of such a notice on any member shall not affect the validity of
a meeting.
3.2.2. In the case of a meeting called by members in default of the Chair
calling the meeting, the notice shall be signed by those members.
3.2.3. No business shall be transacted at the meeting other than that
specified on the agenda, or emergency motions allowed under
Standing Order 4.6.
3.2.4. A member desiring a matter to be included on an agenda shall make
his/her request in writing to the Chair at least 15 clear days before the
meeting. The request should include appropriate supporting
information. Requests made less than 15 days before a meeting may
be included on the agenda at the discretion of the Chair.
3.3. Agenda and supporting papers
The agenda will be sent to members 6 days before the meeting and
supporting papers, whenever possible, shall accompany the agenda, but will
certainly be dispatched no later than three clear days before the meeting,
save in emergency. Board papers will not be tabled on the day of the
meeting, other than in exceptional circumstances.
3.4. Petitions
Where a call for action or a petition which forms part of a formal consultation
has been received by NHS Resolution the Chair shall include the petition as
an item for the agenda of the next meeting.
3.5. Notice of motion
Subject to the provision of standing orders 4.7 ‘Motions: Procedure at and
during a meeting’ and 4.8 ‘Motions to rescind a resolution’, a member of the
Board wishing to move a motion shall send a written notice to the Chief
Executive who will ensure that it is brought to the immediate attention of the
Chair.
The notice shall be delivered at least 15 clear days before the meeting. The
Chief Executive shall include in the agenda for the meeting all notices so
received that are in order and permissible under governing regulations. This
standing order shall not prevent any motion being withdrawn or moved
without notice on any business mentioned on the agenda for the meeting.
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3.6. Emergency motions
Subject to the agreement of the Chair, and subject also to the provision of
Standing Order 4.7 ‘Motions: Procedure at and during a meeting’, a member
of the Board may give written notice of an emergency motion after the issue
of the notice of meeting and agenda, up to one hour before the time fixed for
the meeting. The notice shall state the grounds of urgency. If in order, it shall
be declared to NHS Resolution Board at the commencement of the business
of the meeting as an additional item included in the agenda. The Chair's
decision to include the item shall be final.
3.7. Motions: Procedure at and during a meeting
3.7.1. Who may propose
A motion may be proposed by the Chair of the meeting or any
member present. It must also be seconded by another member.
3.7.2. Contents of motions
The Chair may exclude from the debate at their discretion any such
motion of which notice was not given on the notice summoning the
meeting other than a motion relating to:
- the reception of a report;
- consideration of any item of business before NHS Resolution
Board;
- the accuracy of minutes;
- that the Board proceed to next business;
- that the Board adjourn;
- that the question be now put.
3.7.3. Amendments to motions
A motion for amendment shall not be discussed unless it has been
proposed and seconded.
Amendments to motions shall be moved relevant to the motion, and
shall not have the effect of negating the motion before the Board.
If there are a number of amendments, they shall be considered one at
a time. When a motion has been amended, the amended motion shall
become the substantive motion before the meeting, upon which any
further amendment may be moved.
3.7.4. Rights of reply to motions
- Amendments
The mover of an amendment may reply to the debate on their
amendment immediately prior to the mover of the original motion,
who shall have the right of reply at the close of debate on the
amendment, but may not otherwise speak on it.
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- Substantive / Original motion
The member who proposed the substantive motion shall have a
right of reply at the close of any debate on the motion.
3.7.5. Withdrawing a motion
A motion, or an amendment to a motion, may be withdrawn.
3.7.6. Motions once under debate
When a motion is under debate, no motion may be moved other than:
- an amendment to the motion;
- the adjournment of the discussion, or the meeting;
- that the meeting proceed to the next business;
- that the question should be now put;
- the appointment of an 'ad hoc' committee to deal with a specific
item of business;
- that a member/director be not further heard;
In those cases where the motion is either that the meeting proceeds to the
‘next business’ or ‘that the question be now put’ in the interests of objectivity
these should only be put forward by a member of the Board who has not
taken part in the debate and who is eligible to vote.
If a motion to proceed to the next business or that the question be now put, is
carried, the Chair should give the mover of the substantive motion under
debate a right of reply, if not already exercised. The matter should then be put
to the vote.

3.8. Motion to rescind a resolution
3.8.1. Notice of motion to rescind any resolution (or the general substance of
any resolution) which has been passed within the preceding six
calendar months shall bear the signature of the member who gives it
and also the signature of three other members, and before
considering any such motion of which notice shall have been given,
NHS Resolution Board may refer the matter to any appropriate
Committee or the Chief Executive for recommendation.
3.8.2. When any such motion has been dealt with by NHS Resolution Board
it shall not be competent for any director/member other than the Chair
to propose a motion to the same effect within six months. This
Standing Order shall not apply to motions moved in pursuance of a
report or recommendations of a Committee or the Chief Executive.
3.9. Chair of meeting
3.9.1. At any meeting of NHS Resolution Board the Chair, if present, shall
preside. If the Chair is absent from the meeting, the Vice-Chair (if the
Board has appointed one), if present, shall preside.
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3.9.2. If the Chair and Vice-Chair are absent, such member (who is not also
an Executive member of NHS Resolution) as the members present
shall choose shall preside.
3.10.Chair's ruling
The decision of the Chair of the meeting on questions of order, relevancy
and regularity (including procedure on handling motions) and their
interpretation of the standing orders and standing financial instructions, at
the meeting, shall be final.
3.11.Quorum
3.11.1. No business shall be transacted at a meeting unless at least one-third
of the whole number of the Chair and members (including at least one
member who is also an Executive member of NHS Resolution and
one member who is not) is present.
3.11.2. An Executive in attendance for an Executive Director but without
formal acting up status may not count towards the quorum.
3.11.3. If the Chair or member has been disqualified from participating in the
discussion on any matter and/or from voting on any resolution by
reason of a declaration of a conflict of interest (see SO No.8) that
person shall no longer count towards the quorum. If a quorum is then
not available for the discussion and/or the passing of a resolution on
any matter, that matter may not be discussed further or voted upon at
that meeting. Such a position shall be recorded in the minutes of the
meeting.
The meeting must then proceed to the next business.
3.12.Voting
3.12.1. Save as provided in Standing Orders 4.13 - Suspension of Standing
Orders and 4.l4 - Variation and Amendment of Standing Orders, every
question put to a vote at a meeting shall be determined by a majority
of the votes of members present and voting on the question. In the
case of an equal vote, the person presiding (i.e.: the Chair of the
meeting shall have a second, and casting vote.
3.12.2. At the discretion of the Chair all questions put to the vote shall be
determined by oral expression or by a show of hands, unless the
Chair directs otherwise, or it is proposed, seconded and carried that a
vote be taken by paper ballot.
3.12.3. If at least one third of the members present so request, the voting on
any question may be recorded so as to show how each member
present voted or did not vote (except when conducted by paper
ballot).
3.12.4. If a member so requests, their vote shall be recorded by name.
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3.12.5. In no circumstances may an absent member vote by proxy. Absence
is defined as being absent at the time of the vote.
3.12.6. A manager who has been formally appointed to act up for an
Executive member during a period of incapacity or temporarily to fill
an Executive Director vacancy shall be entitled to exercise the voting
rights of the Executive member.
3.12.7. A manager attending NHS Resolution Board meeting to represent an
Executive member during a period of incapacity or temporary absence
without formal acting up status may not exercise the voting rights of
the Executive member. An Executive’s status when attending a
meeting shall be recorded in the minutes.
3.12.8. For the voting rules relating to joint members see standing order 3.5.
3.13.Suspension of Standing Orders
3.13.1. Except where this would contravene any statutory provision or any
direction made by the Secretary of State for Health and Social Care or
the rules relating to the Quorum (SO 4.11), any one or more of the
standing orders may be suspended at any meeting, provided that at
least two-thirds of the whole number of the members of the Board are
present (including at least one member who is an Executive member
of NHS Resolution and one member who is not) and that at least twothirds of those members present signify their agreement to such
suspension. The reason for the suspension shall be recorded in NHS
Resolution Board's minutes.
3.13.2. A separate record of matters discussed during the suspension of
standing orders shall be made and shall be available to the Chair and
members of NHS Resolution.
3.13.3. No formal business may be transacted while standing orders are
suspended.
3.13.4. The Audit & Risk Committee shall review every decision to suspend
standing orders.
3.14.Variation and amendment of standing orders
These standing orders shall not be varied except in the following
circumstances:
- upon a notice of motion understanding order 4.5;
- upon a recommendation of the Chair or Chief Executive included
on the agenda for the meeting;
- that two thirds of the Board members are present at the meeting
where the variation or amendment is being discussed, and that at
least half of NHS Resolution’s Non-Executive members vote in
favour of the amendment;
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- providing that any variation or amendment does not contravene a
statutory provision or direction made by the Secretary of State for
Health and Social Care.
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3.15.Record of Attendance
The names of the Chair and Directors/members present at the meeting shall
be recorded.
3.16.Minutes
The minutes of the proceedings of a meeting shall be drawn up and
submitted for agreement at the next ensuing meeting where they shall be
signed by the person presiding at it.
No discussion shall take place upon the minutes except upon their accuracy
or where the Chair considers discussion appropriate.
3.17.Admission of public and the press
3.17.1. Admission and exclusion on grounds of confidentiality of business to
be transacted
- If in pursuant of Regulation 15 of the Regulations, the Secretary of State
for Health and Social Care directs NHS Resolution to make an annual
report to them for any particular year or for each year, the public and
representatives of the press shall be afforded facilities to attend the
meeting at which that report is presented but shall be required to
withdraw upon NHS Resolution resolving as follows:
"That representatives of the press and other members of the public be
excluded from the remainder of this meeting having regard to the
confidential nature of the business to be transacted, publicity on which
would be prejudicial to the public interest" (Section 1(2) Public Bodies
(Admission to Meetings) Act 1960).
- The Chair (or Vice-chair) shall give such directions as they thinks fit in
regard to the arrangements for meetings and accommodation of the
public and representatives of the press such as to ensure that NHS
Resolution’s business shall be conducted without interruption and
disruption and, without prejudice to the power to exclude on grounds of
the confidential nature of the business to be transacted, the public will be
required to withdraw upon NHS Resolution resolving as follows:
"That in the interests of public order the meeting adjourn for (the period to
be specified) to enable NHS Resolution to complete business without the
presence of the public" (Section 1(8) Public Bodies (Admission to
Meetings) Act 1960).
- Nothing in these Standing Orders shall require NHS Resolution to allow
members of the public or representatives of the press to record
proceedings in any manner whatsoever, other than in writing, or to make
any oral report of proceedings as they take place, without the prior
agreement of NHS Resolution.

18

3.18.Observers at NHS Resolution meetings
NHS Resolution will decide what arrangements and terms and conditions it
feels are appropriate to offer in extending an invitation to observers to attend
and address any of NHS Resolution Board's meetings and may change,
alter or vary these terms and conditions as it deems fit.

4. Appointment of committees and sub-committees
4.1. Appointment of committees
Subject to such directions as may be given by the Secretary of State for
Health and Social Care, NHS Resolution Board may appoint committees of
NHS Resolution.
NHS Resolution shall determine the membership and terms of reference of
committees and sub-committees and shall if it requires to, receive and
consider reports of such committees.
4.2. Joint committees
Any committee or joint committee appointed under this standing order may,
subject to such directions as may be given by the Secretary of State for
Health and Social Care or NHS Resolution or other health bodies in
question, appoint sub-committees consisting wholly or partly of members of
the committees or joint committee (whether or not they are members of NHS
Resolution or health bodies in question) or wholly of persons who are not
members of NHS Resolution or health bodies in question or the committee of
NHS Resolution or health bodies in question.
4.3. Applicability of standing orders and standing financial instructions to
committees
The standing orders and standing financial instructions of NHS Resolution,
as far as they are applicable, shall as appropriate apply to meetings of any
committees established by NHS Resolution. In which case the term “Chair”
is to be read as a reference to the Chair of other committee as the context
permits, and the term “member” is to be read as a reference to a member of
other committee also as the context permits.
4.4. Terms of reference
Each such committee shall have such terms of reference and powers and be
subject to such conditions (as to reporting back to the Board), as the Board
shall decide and shall be in accordance with any legislation and regulation or
direction issued by the Secretary of State for Health and Social Care. Such
terms of reference shall have effect as if incorporated into the Standing
Orders.
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4.5. Delegation of powers by committees to sub-committees
Where committees are authorised to establish sub-committees they may not
delegate executive powers to the sub-committee unless expressly
authorised by NHS Resolution Board.
4.6. Approval of appointments to committees
The Board shall approve the appointments to each of the committees which
it has formally constituted. Where the Board determines, and regulations
permit, that persons, who are neither members nor Executives, shall be
appointed to a committee the terms of such appointment shall be within the
powers of the Board as defined by the Secretary of State for Health and
Social Care. The Board shall define the powers of such appointees and shall
agree allowances, including reimbursement for loss of earnings, and/or
expenses in accordance where appropriate with national guidance.
4.7. Appointments for statutory functions
Where the Board is required to appoint persons to a committee and/or to
undertake statutory functions as required by the Secretary of State for Health
and Social Care, and where such appointments are to operate independently
of the Board such appointment shall be made in accordance with the
regulations and directions made by the Secretary of State for Health and
Social Care.
4.8. Committees established by NHS Resolution Board
The committees, sub-committees, and joint-committees established by the
Board are:
4.8.1 Audit & Risk committee
The Board has established an Audit & Risk Committee which is
constituted to provide NHS Resolution Board with an independent and
objective review on its financial systems, financial information and
compliance with laws, guidance, and regulations governing the NHS.
The Terms of Reference will be approved by NHS Resolution Board
and reviewed on a periodic basis.
A minimum of three non-executive directors be appointed, unless the
Board decides otherwise, of which one must have significant, recent
and relevant financial experience. The Chair of NHS Resolution will not
be a member of the Audit and Risk Committee.
4.8.2. Remuneration and terms of service committee
A terms of service and remuneration committee will be established and
constituted.
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The committee will be comprised exclusively of non-executive
directors, a minimum of three, who are independent of management.
The purpose of the committee will be to advise NHS Resolution Board
about appropriate remuneration and terms of service for the Chief
Executive and other Executive Directors including:
- all aspects of salary (including any performance-related
elements/bonuses);
- provisions for other benefits, including pensions and cars;
- arrangements for termination of employment and other contractual terms.

4.9. Other committees
The Board has established a reserving and pricing committee (RPC) to
provide assurance to the NHS Resolution Board that the case reserving
methodology and practice, as well as modelling methodologies, assumptions
and outputs used in pricing, are appropriate.

5. Arrangement for the exercise of NHS Resolution functions by
delegation
5.1. Delegation of functions to committees or Executives
Subject to such directions as may be given by the Secretary of State, the
Board may make arrangements for the exercise, on behalf of the Board, of
any of its functions by a committee, sub-committee appointed by virtue of
Standing Order No. 5, or by an Executive of NHS Resolution subject to such
restrictions and conditions as NHS Resolution thinks fit.
5.2. Emergency powers and urgent decisions
The powers which the Board has reserved to itself within these Standing
Orders may in emergency or for an urgent decision be exercised by the
Chief Executive and the Chair after having consulted at least two nonExecutive members. The exercise of such powers by the Chief Executive
and Chair shall be reported to the next formal meeting of NHS Resolution
Board in public session for formal ratification.
5.3. Delegation to committees
5.3.1. The Board shall agree from time to time to the delegation of executive
powers to be exercised by other committees, or sub-committees, or
joint-committees, which it has formally constituted in accordance with
directions issued by the Secretary of State of Health and Social Care.
The constitution and terms of reference of these committees, or subcommittees, or joint committees, and their specific executive powers
shall be approved by the Board in respect of its sub-committees
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5.4. Delegation to Executives
5.4.1. Those functions of NHS Resolution which have not been retained as
reserved by the Board or delegated to other committee or subcommittee or joint-committee shall be exercised on behalf of NHS
Resolution by the Chief Executive. The Chief Executive shall
determine which functions they will perform personally and shall
nominate Executives to undertake the remaining functions for which
they will still retain accountability to NHS Resolution.
5.4.2. The incurring of any expenditure of NHS Resolution or the giving of
any approval in respect of a payment of money in relation to all and
any clinical negligence or non clinical risk cases under the CNST,
CNSGP, claims settled in relation to the arrangements with the
Medical Defence Organisations as directed by DHSC, DHSC
Liabilities, ELS Ex -RHAs, LTPS and/or the PES is delegated to the
Chief Executive and/or any employee or employees of NHS
Resolution in accordance with such authority levels as approved by
the Board from time to time. Current authority levels are available
from the Chief Executive’s office.
5.4.3. The Chief Executive shall prepare a Scheme of Delegation identifying
his/her proposals which shall be considered and approved by the
Board. The Chief Executive may periodically propose amendment to
the Scheme of Delegation which shall be considered and approved by
the Board.
5.4.4. Nothing in the Scheme of Delegation shall impair the discharge of the
direct accountability to the Board of the Director of Finance and
Corporate Planning to provide information and advise the Board in
accordance with statutory or Department of HealthDHSC
requirements. Outside these statutory requirements the roles of the
Director of Finance and Corporate Planning shall be accountable to
the Chief Executive for operational matters.
5.5. Duty to report non-compliance with Standing Orders and Standing
Financial Instructions
If for any reason these Standing Orders are not complied with, full details of
the non-compliance and any justification for non-compliance and the
circumstances around the non-compliance, shall be reported to the next
formal meeting of the Board for action or ratification. All members of NHS
Resolution Board and staff have a duty to disclose any non-compliance with
these Standing Orders to the Chief Executive as soon as possible.
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6. Overlap with other NHS Resolution policy
statements/procedures, regulations and the standing financial
instructions
6.1. Policy statements: general principles
NHS Resolution Board will from time to time agree and approve Policy
statements/ procedures which will apply to all or specific groups of staff
employed by NHS Resolution. The decisions to approve such policies and
procedures will be recorded in an appropriate “Authority” Board minute and
will be deemed where appropriate to be an integral part of NHS Resolution’s
Standing Orders and Standing Financial Instructions.
6.2. Standing Financial Instructions
Standing Financial Instructions adopted by NHS Resolution Board in
accordance with the Financial Regulations shall have effect as if
incorporated in these Standing Orders.
6.3. Specific guidance
Notwithstanding the application of S.O. No. 7.1 above, these Standing
Orders and Standing Financial Instructions must be read in conjunction with
all applicable law and guidance issued by the Secretary of State for Health
and Social Care.

7. Duties and obligations of Board members / Directors and Senior
management under these standing orders
7.1. Declaration of interests
7.1.1. Requirements for declaring Interests and applicability to Board
members
The NHS Code of Accountability requires NHS Resolution Board
members and the Chair to declare interests which are relevant and
material to the NHS Board of which they are a member. All existing
Board members and the Chair should declare such interests. Any
Board members or Chair appointed subsequently should do so on
appointment.
7.1.2. Interests which are relevant and material
Interests which should be regarded as "relevant and material" are:
- Directorships, including non-executive directorships held in private
companies or PLCs (with the exception of those of dormant
companies);
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- Ownership or part-ownership of private companies, businesses or
consultancies likely or possibly seeking to do business with the
NHS;
- Majority or controlling share holdings in organisations likely or
possibly seeking to do business with the NHS;
- A position of “Authority” in a charity or voluntary organisation in the
field of health and social care;
- Any connection with a voluntary or other organisation contracting
for NHS services.
- Research funding/grants that may be received by an individual or
their department;
- Interests in pooled funds that are under separate management.
Any member of NHS Resolution Board who comes to know that NHS
Resolution has entered into or proposes to enter into a contract in
which they or any person connected with them (as defined in standing
order 8.3 below and elsewhere) has any pecuniary interest, direct or
indirect, the Board member shall declare his interest by giving notice
in writing of such fact to NHS Resolution as soon as practicable.
7.1.3. Advice on interests

If Board members have any doubt about the relevance of an interest,
this should be discussed with the Chair of NHS Resolution.
Financial reporting standard No 8 (issued by the Accounting
Standards Board) specifies that influence rather than the immediacy
of the relationship is more important in assessing the relevance of an
interest. The interests of partners in professional partnerships should
also be considered.
7.1.4. Recording of interests in NHS Resolution Board minutes
At the time Board members' interests are declared, they should be
recorded in NHS Resolution Board minutes.
Any changes in interests should be declared at the next NHS
Resolution Board meeting following the change occurring and
recorded in the minutes of that meeting.
7.1.5. Publication of declared interests in annual report
Board members' directorships of companies likely or possibly seeking
to do business with the NHS should be published in NHS Resolution’s
annual report. The information should be kept up to date for inclusion
in succeeding annual reports.
7.1.6. Conflicts of interest which arise during the course of a meeting
During the course of an NHS Resolution Board meeting, if a conflict of
interest is established, the member concerned and/or the Chair
should withdraw from the meeting and play no part in the relevant
discussion or decision.
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7.2. Register of Interests
7.2.1. The Chief Executive will ensure that a Register of Interests is
established to record formally declarations of interests of Board
Members. In particular the Register will include details of all
directorships and other relevant and material interests (as defined in
SO 8.1.2) which have been declared by both executive and nonexecutive “Authority” Board Members.
7.2.2. These details will be kept up to date by means of an annual review of
the Register in which any changes to interests declared during the
preceding twelve months will be incorporated.
7.2.3. The Register will be available to the public.
7.3. Exclusion of Chair and members in proceedings on account of
pecuniary interest
7.3.1. Definition of terms used in interpreting ‘Pecuniary’ interest
For the sake of clarity, the following definition of terms is to be used in
interpreting this standing order:
- Spouse - shall include any person who lives with another person in
the same household (and any pecuniary interest of one spouse
shall, if known to the other spouse, be deemed to be an interest of
that other spouse);
- Contract - shall include any proposed contract or other course of
dealing;
- Pecuniary interest - Subject to the exceptions set out in this
Standing Order, a person shall be treated as having an indirect
pecuniary interest in a contract if:
- he, or a nominee of his, is a member of a company or other body
(not being a public body), with which the contract is made, or to
be made or which has a direct pecuniary interest in the same, or
- he is a partner, associate or employee of any person with whom
the contract is made or to be made or who has a direct
pecuniary interest in the same.
- Exception to Pecuniary interests - A person shall not be
regarded as having a pecuniary interest in any contract if:
- neither they nor any person connected with them has any
beneficial interest in the securities of a company of which he or
such person appears as a member, or
- any interest that he or any person connected with them may
have in the contract is so remote or insignificant that it cannot
reasonably be regarded as likely to influence them in relation to
considering or voting on that contract, or
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- those securities of any company in which they (or any person
connected with them) has a beneficial interest do not exceed
£5,000 in nominal value or one per cent of the total issued share
capital of the company or of the relevant class of such capital,
whichever is the less
Provided however, that where paragraph (iii) above applies the
person shall nevertheless be obliged to disclose/declare their interest
in accordance with Standing Order 8.1.2 b.
7.3.2. Exclusion in proceedings of NHS Resolution Board
Subject to the following provisions of this Standing Order, if the Chair
or a Member of NHS Resolution Board has any pecuniary interest,
direct or indirect, in any contract, proposed contract or other matter
and is present at a meeting of NHS Resolution Board at which the
contract or other matter is the subject of consideration, they shall at
the meeting and as soon as practicable after its commencement
disclose the fact and shall not take part in the consideration or
discussion of the contract or other matter or vote on any question with
respect to it.
7.3.3. The Secretary of State for Health and Social Care may, subject to
such conditions as they may think fit to impose, remove any disability
imposed by this Standing Order in any case in which it appears to
them in the interests of the National Health Service that the disability
should be removed. (See SO No. 8.4.3 on the ‘Waiver’ which has
been approved by the Secretary of State for Health and Social Care).
7.3.4. NHS Resolution Board may exclude the Chair or a Member of the
Board from a meeting of the Board while any contract, proposed
contract or other matter in which he has a pecuniary interest is under
consideration.
7.3.5. Any remuneration, compensation or allowance payable to the Chair or
a Member by virtue of Schedule 2 paragraph 8(2) (2006) and
Schedule 5 paragraph 4(1) (2006) to the National Health Service Act
1977 (pay and allowances) shall not be treated as a pecuniary interest
for the purpose of this Standing Order.
7.3.6. This Standing Order applies to a committee or sub-committee and to
a joint committee or sub-committee as it applies to NHS Resolution
and applies to a member of any such committee or sub-committee
(whether or not he is also a member of NHS Resolution) as it applies
to a Member of NHS Resolution.
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7.4. Waiver of standing orders made by the Secretary of State for Health
and Social Care
7.4.1. Power of the Secretary of State for Health and Social to make
waivers
Under regulation the Health Authority (Membership and Procedure
Regulations (“the Regulations”), there is a power for the Secretary of
State for Health and Social Care to issue waivers if it appears to the
Secretary of State for Health and Social Care in the interests of the
health service that the disability (which prevents a chair or a member
from taking part in the consideration or discussion of, or voting on any
question with respect to, a matter in which he has a pecuniary
interest) is removed. A waiver has been agreed in line with subsections 8.4.2 to 8.4.4 below.
7.4.2. Definition of ‘Chair’ for the purpose of interpreting this waiver
For the purposes of paragraph 8.4.3.2. b (below), the “relevant chair”
is:
- at a meeting of NHS Resolution, the Chair of that “Authority”;
- at a meeting of a Committee:
- in a case where the member in question is the Chair of that
Committee, the Chair of NHS Resolution;
- in the case of any other member, the Chair of that Committee.
7.4.3. Application of waiver
A waiver will apply in relation to the disability to participate in the
proceedings of NHS Resolution on account of a pecuniary interest.
It will apply to:
-

A member of NHS Resolution (“the Authority”) who is a health care
professional, within the meaning of regulation 5(5) of the
Regulations, and who is providing or performing, or assisting in the
provision or performance, of:
- services under the National Health Service Act 2006; or
- services in connection with a pilot scheme under the National
Health Service (Primary Care) Act 1997;

for the benefit of persons for whom NHS Resolution is responsible.
-

Where the ‘pecuniary interest’ of the member in the matter which
is the subject of consideration at a meeting at which he is present:
- arises by reason only of the member’s role as such a
professional providing or performing, or assisting in the
provision or performance of, those services to those persons;
and
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- has been declared by the relevant chair as an interest which
cannot reasonably be regarded as an interest more substantial
than that of the majority of other persons who:
- are members of the same profession as the member in
question, and
- are providing or performing, or assisting in the provision or
performance of, such of those services as he provides or
performs, or assists in the provision or performance of, for the
benefit of persons for whom NHS Resolution is responsible.
7.4.4. Conditions which apply to the waiver and the removal of having
a pecuniary interest
The removal is subject to the following conditions:
-

the member must disclose his interest as soon as practicable after
the commencement of the meeting and this must be recorded in
the minutes;

-

the relevant chair must consult the Chief Executive before making
a declaration in relation to the member in question pursuant to
paragraph 8.4.3.2b above, except where that member is the Chief
Executive;

-

in the case of a meeting of NHS Resolution:
- the member may take part in the consideration or discussion of
the matter which must be subjected to a vote and the outcome
recorded; but
- may not vote on any question with respect to it.

-

in the case of a meeting of a committee:
- the member may take part in the consideration or discussion of
the matter which must be subjected to a vote and the outcome
recorded; and
- may vote on any question with respect to it; but
- the resolution which is subject to the vote must comprise a
recommendation to, and be referred for approval by, NHS
Resolution Board.

7.4.5. Standards of Business Conduct
7.4.6. NHS Resolution policy and national guidance
All NHS Resolution staff and members of must comply with NHS
Resolution’s standards of business conduct and conflicts of interest
Policy and the national guidance contained in HSG(93)5 on standards
of business conduct for NHS staff.
7.4.7. Interest of Officers in Contracts
-

Any officer or employee of NHS Resolution who comes to know
that NHS Resolution has entered into or proposes to enter into a
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contract in which they or any person connected with them (as
defined in SO 8.3) has any pecuniary interest, direct or indirect,
the officer shall declare their interest by giving notice in writing of
such fact to the Chief Executive as soon as practicable
-

An officer should also declare to the Chief Executive any other
employment or business or other relationship of his, or of a
cohabiting spouse, that conflicts, or might reasonably be predicted
could conflict with the interests of NHS Resolution.

-

NHS Resolution will require interests, employment or relationships
so declared to be entered in a register of interests of staff.

7.4.8. Canvassing of and recommendations by members in relation to
appointments
-

Canvassing of members of NHS Resolution or of any committee of
NHS Resolution directly or indirectly for any appointment under
NHS Resolution shall disqualify the candidate for such
appointment. The contents of this paragraph of the standing order
shall be included in application forms or otherwise brought to the
attention of candidates.

-

Members of NHS Resolution shall not solicit for any person any
appointment under NHS Resolution or recommend any person for
such appointment; but this paragraph of this standing order shall
not preclude a member from giving written testimonial of a
candidate’s ability, experience or character for submission to NHS
Resolution.

7.4.9. Relatives of members or officers
-

Candidates for any staff appointment under NHS Resolution shall,
when making an application, disclose in writing to NHS Resolution
whether they are related to any member or the holder of any office
under NHS Resolution. Failure to disclose such a relationship shall
disqualify a candidate and, if appointed, render them liable to
instant dismissal.

-

The Chair and every member and employee of NHS Resolution
shall disclose to NHS Resolution Board any relationship between
themself and a candidate of whose candidature that member or
employee is aware. It shall be the duty of the Chief Executive to
report to NHS Resolution Board any such disclosure made.

-

On appointment, members (and prior to acceptance of an
appointment in the case of Executive Directors) should disclose to
NHS Resolution whether they are related to any other member or
holder of any office in NHS Resolution.

-

Where the relationship to a member of NHS Resolution is
disclosed, the Standing Order headed ‘Disability of Chair and
members in proceedings on account of pecuniary interest’ (SO 8)
shall apply.
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8. Custody of Seal, Sealing of documents and Signature of
documents
8.1. Custody of Seal
If the Board shall consider it appropriate NHS Resolution shall have a
common seal of NHS Resolution which shall be kept by the Chief Executive
or a nominated Manager in a secure place.
8.2. Sealing of Documents
If NHS Resolution adopts a Common Seal, and it is necessary that a
document shall be sealed, the seal shall be affixed in the presence of two
senior managers duly authorised by the Chief Executive, and not also from
the originating department, and shall be attested by them.
8.3. Register of Sealing
The Chief Executive shall keep a register in which they, or another manager
of NHS Resolution authorised by them, shall enter a record of the sealing of
every document.
8.4. Signature of documents
Where any document will be a necessary step in legal proceedings on behalf
of NHS Resolution, it shall, unless any enactment otherwise requires or
authorises, be signed by the Chief Executive or any Executive Director.
In land transactions, the signing of certain supporting documents will be
delegated to Managers and set out clearly in the Scheme of Delegation but
will not include the main or principal documents effecting the transfer (e.g.
sale/purchase agreement, lease, contracts for construction works and main
warranty agreements or any document which is required to be executed as a
deed).
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9. Document control
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February 2017

Evelyn Lucien

V31.0

Rebranded

January 2020

Catherine O’Sullivan
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January 2020
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Board meeting
10 March 2020

Agenda item:

9.1

Title of paper:

Board Effectiveness

Responsible Director/Lead:

Chair

Summary of paper:
The paper provides an overview of progress and actions since the Board Effectiveness Review report
approved by the Board in May 2019 and proposes an approach to an Effectiveness Review for 2019/20.

Board action requested:
The Board is asked to:
1. Note the comments on progress; and
2. Agree the approach to a 2019/20 review

Potential risks/Risk Appetite:
There are no material risks posed by the proposed actions which are designed to assure the continuing
effectiveness of the Board.

Equality, diversity & inclusion:
This paper does not specifically address EDI but the agreed actions include consideration of the capabilities
it would like to see represented on the Board when future appointments are made.

Has the patient and public interest been taken into account?

The assessment of the effectiveness of the Board takes into account how the patient and public interest is
taken into account in the operation of the Board.

Board Effectiveness
Executive summary
The Board considered and approved in May 2019 a report resulting from a comprehensive Board
Effectiveness Review conducted by Weva.
The report highlighted areas of particular strength including; clarity of organisational purpose; key
stakeholder engagement; strategy development, adaptation and delivery oversight; Board
composition and dynamics. The report also identified areas for further Board development
including; leading the evolution of our culture to support our role as a system leader in reducing
claims costs by taking an holistic approach to drivers of cost such as patient safety; confirming that
the Board’s governance structure fully supports its work as a high-performing team to oversee the
delivery of the five year strategy across the whole primary and secondary patient pathway.
The Board committed to developing a plan to support continuous improvement and to reviewing its
progress against its plan towards the end of 2019/20. This paper considers progress made and
proposes a process for Board approval to self-assess progress and review Board effectiveness in
2019/20.

Progress on further Board development
At an extended Board discussion in October 2019 the Board considered the report’s conclusions in
more detail following an earlier consideration by the SMT. The Board agreed to a series of actions to
take forward the areas for development identified in the report. This included suggested actions
resulting from the Board’s own further consideration of its effectiveness in the light of the rapidly
changing environment in which NHS Resolution operates, included the implementation of CNSGP.
Subsequent Board meetings, most recently January 2020, have received a detailed progress report
on the agreed actions. Good progress has been made on the majority, with only a few postponed for
further consideration by a new chair later in 2020/21 and the speed of progress in others agreed to
reflect the relative priority in the light of other pressures on management.
One of the deliverables from the Weva review was a suggested framework for the Board to consider
its own effectiveness in future. A copy is attached together with a heat map assessment made in
May 2019 of the Board’s overall effectiveness at that time. Now is a good time for Board members
to assess progress in the light of actions taken so far.
My high level assessment as Chair across the five domains is:
Outside world- Considerable progress has been made in the development of our approach to
identifying key partners and stakeholders, better understanding their needs and how we can most
effectively work together. This includes a better approach to strategic identification and
prioritisation and operationalisation of the agreed approach. Feedback form a range of sources and
simple metrics like the invitations to speak at or chair external events illustrate the continuing
changes in the way we are perceived in the system.
Creating the future- Plans are being developed for significant investment in our infrastructure and
ways of working which the Board has been actively involved in. At Remco the quality of succession
planning has improved considerably backed by action from management. Within the organisation

succession planning and people development has continued to develop and through improved
reporting the Board has greater visibility of developments
Board team effectiveness-The Board’s continued consideration of the Weva review and of progress
on agreed actions represents a greater focus on continuous improvement. Board member (in
particular NED) involvement in key initiatives and projects has grown and been well received. Board
reporting has continue to develop. An update of internal documentation on Board purpose and
accountabilities is now overdue, partly as a result of delays in progressing documentation with
DHSC. Updated papers will be brought to the May 2020 Board.
Nurturing identity- There was perhaps less to do in this area but tangible change is difficult to
measure. A key action agreed was to enhance Board visibility, particularly for the NEDs. Some
progress has been made (for example in the internal roll-out of the refreshed strategy) and the SMT
have agreed to continually consider how this can be further improved.
Managing the present-the Board has reviewed its risk appetite, reassessed the strategic risks and
through the ARC taken action to enhance the identification and management of risks. Through more
detailed engagement in current and proposed future change programmes the Board has become
more active in the consideration of risk assessment.

2019/20 Board effectiveness assessment
The Board committed to reviewing progress since the 2018/19 review and also has an obligation to
consider its own effectiveness on a continuing (annual) basis. The latter supports the report given by
the Accounting Officer (CEO) in the Annual Report and Accounts.
In order to conduct a review that is fit for purpose but is not overly time consuming in the light of (1)
other pressures on management at this time; and (2) the comprehensive nature and conclusions of
the Weva review, the following approach is proposed for Board agreement.

The Governance team will conduct a review of internal Board and related governance
documentation to assess compliance with its responsibilities and where the Board has spent its time
in comparison to its priorities. This will be aided by the work carried out by the ARC. Each Board
committee assesses its own performance in relation to its Terms of Reference, the results of which
are all reported to the full Board. In addition the Governance team will ask each Board member to
make a simple qualitative assessment, using the Weva framework, of overall effectiveness and
progress made since the May 2019 report.

Ian Dilks
3 March 2020
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Outside World

Creating the Future

• •Take
a whole
system
perspective:
identify
trends
and factors,
Whole
system
perspective:
aware
of factors
affecting
including
social
and environmental,
affecting NHSR’s long-term
long term
success
– NHSR and stakeholders
•success
Build relationships with key stakeholders to share
• Understand
NHSR’s
business
and how
external relationships
perspectives
and secure
mutual
success
contribute to NHSR’s purpose and long-term success
• Understand key stakeholder perspectives to predict future
developments and inform strategic decisions

•
•
•

Take a long-term perspective; address future challenges and
opportunities; allocate time for idea generation and innovation
Create a long-term vision and direction based on NHSR’s purpose
and aligned with NHSR’s values
Shape long-term investment, succession plans and talent
development to support the vision; manage conflict between shortterm interests and the long-term impacts of decisions

Board Team Effectiveness
•
•
•
•
•

Be clear on Board purpose and accountabilities; ensure robust governance processes; effective papers and the right level of information
Focus on trust, mutual respect and open communication in all relationships
Hold engaged, informed, challenging debate: right level of questions; right diversity of perspectives and capabilities to support NHSR’s vision
Set clear success criteria for decisions; challenge underlying assumptions and unconscious bias; test alignment with NHSR’s values
Commit to continuous improvement and evaluation; continually update the Board’s capabilities and familiarity with NHSR’s business
• Clear on purpose, strategy, goals, vision of success

Nurturing Identity

Managing the Present
•

•
•

•

Confirm NHSR’s purpose, values & culture to deliver the strategy;
ensure alignment of vision; policies, processes & practices
Role model expected behaviours consistently, monitor alignment of
•
all behaviours
to NHSR’s values, encourage safe ‘speaking up’ and
take action when behaviours do not align
Engage staff and all stakeholders in NHSR’s purpose and values
and actively listen to ideas, concerns and feedback

•
•

•

Set a clear operating model: how tangible/intangible value is
created and sustained long term
Set clear priority actions, optimal resource allocation and
operating practices to deliver the five year strategy
Be clear on appetite for risks to deliver the five year strategy;
effective risk management of strategy execution; right balance of
short/long-term gains and risks
Be clear on implications of decisions for delivery of NHSR’s
objectives, stakeholder impact and financial outturn
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