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Final version 18th May 2011 
 
PROFORMA: STATEMENT ON INTERNAL CONTROL 2010/11 
 
ORGANISATION NAME: Southampton University NHS Trust  
 
 
  
1. Scope of responsibility 
 
The Board is accountable for internal control. As Accountable Officer, and Chief 
Executive of this Board, I have responsibility for maintaining a sound system of internal 
control that supports the achievement of the organisation’s policies, aims and objectives. 
I also have responsibility for safeguarding the public funds and the organisation’s assets 
for which I am personally responsible as set out in the Accountable Officer 
Memorandum. 
 
As the Chief Executive I ensure that clear lines of accountability and responsibility are in 
place within the organisation to facilitate liaison with South Central Strategic Health 
Authority and partner PCTs/other Trusts in developing the strategic priorities for the 
Trust through the Trust’s Integrated Business Plan and the Trust’s longer-term vision for 
the future. The Trust Directors participate fully across the South Central health 
community in all strategic and operational planning, preparation and commissioning 
issues. The SHA monitors the achievement of key priorities for the organisation on an 
ongoing basis. 
 
 
With regard to the accountability arrangements for the Trust, the Chief Executive and/or 
Directors attend the following routine meetings: 
 

• Weekly Executive Group meetings 

• Fortnightly Trust Executive Committee meetings 

• Weekly Directors Team meetings 

• Quarterly Performance meetings with the Directors and each of the Divisional 
Management Teams 

• Monthly Board meetings 

• Board study days 
 
 
All members of the Board have signed up to the Code of Conduct, which identifies the 
Board’s responsibilities and accountability arrangements. The Board delegates authority, 
on its behalf, to the following standing committees: 

• The Audit and Assurance Committee (AAC) 

• The Appointments and Remuneration Committee 

• The Charitable Fund Management Committee 

• The Trust Executive Committee (TEC) 

• Finance and Strategy Committee 
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Scrutiny by the Non Executive Directors and Auditors within the Audit and Assurance 
Committee provides assurance of internal control, including probity in the application of 
public funds and in the conduct of the organisation’s responsibilities.   
 
Board members receive papers from the Audit and Assurance Committee and the Trust 
Executive Committee. This ensures that the Trust takes an integrated and 
comprehensive approach to governance and risk management.  Further details of the 
roles of these Committees are outlined in Section 5 
 
 
2. The purpose of the system of internal control 
 
The system of internal control is designed to manage risk to a reasonable level rather 
than to eliminate all risk of failure to achieve policies, aims and objectives; it can 
therefore only provide reasonable and not absolute assurance of effectiveness.  The 
system of internal control is based on an ongoing process designed to: 
 

• identify and prioritise the risks to the achievement of the organisation’s policies, aims 
and objectives,  

• evaluate the likelihood of those risks being realised and the impact should they be 
realised, and to manage them efficiently, effectively and economically. 

 
The system of internal control has been in place in Southampton University Hospitals 
NHS Trust for the year ended 31st March 2011 and up to the date of approval of the 
annual report and accounts.  
 
3. Capacity to handle risk 
 

The Chief Executive has overall responsibility for risk management within the Trust 
whilst the Trust Board has overall responsibility for setting the strategic direction of the 
Trust and managing the risks to delivering that strategy. 
 
The Director of Nursing has lead responsibility for the development and implementation 
of the Risk Management Policy and associated areas of internal control. The Policy has 
been subject to further review during 2010/11 to ensure it remains appropriate and 
current and takes account of the Trust’s longer-term vision.  
 
The line management and professional structures within the Trust ensure that 
responsibility for the implementation and monitoring of risk management procedures and 
the control of risks are in line with the scheme of delegation and applicable to managers 
throughout the organisation. 
 
The Trust has developed further the framework for an effective approach to managing 
risk during 2010-11, which is overseen by the Executive Team via the Executive Risk 
Scrutiny Group and the Divisional Management Teams. Regular (quarterly) Divisional 
and Trust HQ risk review meetings are held to review and scrutinise risk registers and 
provide an escalation route directly to the Executive Risk Scrutiny Group. The Executive 
Directors review and monitor progress through the regular Divisional performance 
reviews and quarterly Executive Risk Scrutiny Group meetings.  This provides a 
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structure for Divisions/Care Groups/ Trust HQ Departments to escalate Divisional/ 
Department risk management issues that are proving difficult to resolve at local level. 
The process for the escalation of risks has been specifically reviewed by the Executive 
Risk Scrutiny Group, which oversees risk reporting and reports to the Trust Executive 
Committee and onwards to the Trust Board 
 
A lead Executive Director has been identified for each strategic objective defined within 
the Board Assurance Framework which is linked to the CQC Essential Standards of 
Quality and Safety, the Integrated Business Plan (IBP) and relevant external review 
recommendations. The Board Assurance Framework is subject to ongoing, iterative 
review by the Executive Directors. 
 
Governance and Risk Management training is included as part of the Corporate 
Induction for all new Trust staff. Supporting this approach each Division has a 
responsibility to develop specific local induction programmes for staff based on the risks, 
hazards and control mechanisms specific to that area.  Additional support is provided by 
the Corporate Governance and Risk and Patient Safety Teams  
 
There are specific training programmes including Health and Safety, Infection Control, 
Incident Reporting, Risk Assessment, Incident Investigation and Fire training. Training is 
tailored to staff, based on their authority and duties, through the training and 
development needs assessment process.  A risk management Training Needs Analysis 
has been reviewed during 2010/11 defining all mandatory and statutory training required 
by different staff groups. Monitoring the delivery of this programme has been the role of 
the Trust’s Education Strategy Group and the Divisional Boards.  
 
There is documented guidance for staff, including the Risk Management Policy and 
Procedures, Safety Strategy, Patient Experience Strategy and Quality Governance 
Strategy, supported by comprehensive Policies and Procedures available via the Trust’s 
STAFFNET. There is also a recently reviewed Trust Whistle blowing Policy in place. 
 
The Quality Governance Steering Group (QGSG) and its sub groups (including 
Divisional/Care Group Governance Groups) allow the opportunity for new guidance and 
good practice to be shared. This is further supported by the Trust’s quarterly Regulatory 
Assurance report, which includes an Aggregate Analysis and Learning Report, this is 
scrutinised by the TEC and Trust Board and disseminated through the Divisions  
 
4. The risk and control framework 
 
4.1 Risk Management Strategy 
The Risk Management Policy sets out the Trust’s attitudes to risk and defines the 
structures for the management and ownership of risk throughout the organisation. The 
key objectives of the Policy are to ensure that the Trust has in place: 

• Clear accountability arrangements for the management of risk throughout the 
organisation, leading up to the Trust Board 

• Clear organisational arrangements which ensure a comprehensive and co-
ordinated approach to the management of risk and governance 

• An effective system of risk management at Divisional/Care Group/ Dept  level 



 

 4 

• The management and development of Divisional/Care Group/ Department risk 
registers which are monitored by the Executive team as part of the performance 
reviews and Divisional and Executive Risk Register scrutiny meetings. 

• The integration of risk management into overall planning and performance 
management activities  

• An increased awareness and ownership of risk and liabilities 

• A risk management education and training programme for managers and staff  

• An effective system to ensure that all staff are involved in identifying, preventing, 
assessing, controlling and reporting risk in order to create a safer environment for 
staff, patients and visitors 

• A comprehensive understanding of the risks that the Trust faces, their cause and 
control, and the cost of risk to the organisation and potential impact on the 
Trust’s key objectives 

• Guidance on what is an acceptable level of risk to the organisation 

• Processes in place that ensure lessons are learned, acted on and disseminated 
  
4.2 Risks to Data Security 
The management of risks associated with information and information flows is seen as 
key within the overall assurance process. The Trust has a range of controls in place to 
provide assurance that the risks are being managed appropriately and effectively. 
 

• Board member – Director of Organisational Development - designated with 
responsibility for Information Governance (IG) and appointed Senior Information 
Risk Officer  

• The Trust Information Governance Steering Group – meets monthly and is 
responsible for leading an annual work plan that is designed to improve our level 
of compliance with the standards contained in the IG Toolkit 

• IG issues are escalated appropriately to the  Information Strategy Steering Group 
– chaired by Director of Organisational Development, with escalation if necessary 
to Trust Board for consideration 

• Local Data Protection representatives in Care Groups 

• All Incidents reported by staff involving information are reviewed by the Trust IG 
lead on a quarterly basis to identify any patterns and trends that might indicate 
an increase in information risk 

• Audit of Information Governance undertaken annually by Internal Audit 
 

Technical: 

• The Trust maintains a register of all identified flows of information containing 
personable identifiable data and has carried out a risk assessment of those flows 
that may be at risk due to loss or those that have an unacceptable level of 
encryption 

• The Trust maintains a register of all major systems that hold personal information 
and these are subject to annual risk assessments to ensure they meet minimum 
levels of security and confidentiality 

• The Trust has completed a programme of work to improve the security of 
personal data on mobile devices.  Data cannot be downloaded from the Trust 
network onto unencrypted mobile devices 
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Training: 

• A programme of work has commenced to ensure all members of staff have 
received basic training in Information Governance using the training provided in 
the Information Governance Training Tool 

 
Improvements in Year 
 
The Trust Information Governance Toolkit assessment for 2010/11 reflects an overall 
improvement in compliance with national information governance standards. (Overall 
score predicted to increase from 68% to 73%)  Work completed to update the Trust 
register of data flows has further reduced risk of data loss by improving the security of 
transfers by increased use of encryption and secure processes (i.e. NHS mail).  The 
provision of IG training to all staff in the Trust has increased awareness of data 
confidentiality and security requirements across all areas of the Trust. 
 

Incident Reports 
 
Between 1st April 2010 and 31st March 2011 the Trust has not reported any serious 
incidents involving personal data with a severity rating of 3, 4 or 5 which would require to 
be reported in the SIC as a significant control issue 
 
Other Incidents 
 
Table below shows aggregated data for less serious incidents involving personal data 
reported by the Trust between 1 April 2010 and 31 December 2010.  This table is 
required to be published as part of our Annual Report. 
 
SUMMARY OF OTHER PERSONAL DATA RELATED INCIDENTS IN 2010-11 
Category Nature of Incident Total 

i Loss of inadequately protected electronic equipment. 
devices or paper documents from secured NHS premises 

0 

ii Loss of inadequately protected electronic equipment. 
devices or paper documents from outside secured NHS 
premises 

0 

iii Insecure disposal of inadequately protected electronic 
equipment, devices or paper documents 

7 

iv Unauthorised disclosure 7 
v Other 3 

 
 
4.3 Embedding Risk Management 
The Risk Management Policy provides a description of the whole of the risk 
management process and requires all risk to be recorded, when identified, in a standard 
format risk register and prioritised using a standard scoring methodology. Risk registers, 
both local and corporate, are in place throughout the organisation. The Risk 
Management Policy clearly states that it is the responsibility of all staff to identify risks 
and communicate those risks to the most appropriate person and/or Committee. 
 
During 2010/11 the process for populating the Corporate Risk Register has been 
reviewed. Identified risks are entered onto the Corporate Risk Register, with supporting 
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action plans to mitigate the risk. A robust system for validating the risk assessments and 
their scores and for performance monitoring the progress of the action plans has been in 
place throughout the year. Additionally, improved reporting capabilities allow for easy 
identification of new risks, risks that have increased/decreased in level and risks that 
have been fully managed and registered as ‘closed’. 
 
Elements of the Risk Management Policy have been embedded within the Trust’s 
activities in various ways during 2010/11.  Examples are: 

• The Trust’s Governance arrangements identify the requirement for all Divisions/ 
Departments to develop appropriate support systems and processes in order that 
risk management activities are naturally incorporated as part of the delivery of 
care and services that the Trust provides such as Divisional Risk Registers and 
Divisional Risk Register Review Groups. 

• The Executive Directors have further developed the Assurance Framework 
ensuring that it remained fit for purpose throughout 2010/11. The strategic risks 
have been identified through risk identification at Board level and are intrinsically 
linked to the Trust’s Strategic Objectives. Controls and independent assurances 
have been identified and mapped against each risk. The identification of gaps in 
control/assurance, against each principal Risk, is supported by a series of risk 
registers. These risk registers (formed from both top-down and bottom-up risk 
assessments) are a major driver for the development of the Integrated Business 
Plan to ensure that gaps in control/assurance against Principal Risks are 
mitigated/closed.  

• The Trust’s internal auditors, PwC, have suggested minor improvements to the 
Trust Risk Register as part of their audit recommendations during 10/11 and 
these are being actioned. 

• Internal Audit independently reviews the Assurance Framework on an annual 
basis. Recommendations from the 2010/11 audit report have been reviewed and 
an action plan developed to further strengthen the Board Assurance Framework 
for 2011/12.  

• The Trust’s Non Executive Directors are involved in reviewing risks and 
developing the Assurance Framework through the Audit and Assurance 
Committee and via Board study sessions. 

 

4.4 Trust Committees 
All Committees have a clear accountability trail together with Terms of Reference to 
ensure that delegated authority through to the Trust Board is maintained. Specific 
committees are charged with overseeing specific elements of the Assurance 
Framework as follows: 

• The Audit & Assurance Committee oversees the work of Internal & External 
Audit and regularly reviews the Assurance Framework and scrutinises the 
delivery of the CQC Essential Standards of Quality and Safety. During 
2010/11 the Committee had a rolling programme of such reviews, which 
included the management of Risk Registers and their effectiveness. 

• The Trust Executive Committee (TEC) acts as the overarching committee 
with responsibility for risk management and reviews the Board Assurance 
Framework and Corporate Risk Register following review by the Executive 
Risk Scrutiny Group (ERSG) and prior to its approval by the Trust Board. As 
well as the Executive Risk Scrutiny Group TEC is supported by the Quality 
Governance Steering Group, both groups provide oversight and leadership 
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on all aspects of integrated governance and risk management and horizon 
scan for emerging risks. 

 
4.5 Major Risks 10/11- 11/12 
 
The Trust has identified the following key risks: 
 
In year risks  

•  Maintenance contract for Ageing and inadequate  Radiology equipment 

• Commissioner Affordability 10/11 

• Managing Capacity & Demand 

• Insufficient physical capacity in Emergency Department 

• Fire compartmentation 

• Legionella 

• Failure to Deliver Planned Financial Surplus 
 
Future risks 

• Commissioner Affordability 11/12 
 
Controls and action plans to address any gaps are in place to manage and mitigate all of 
the above major risks. These will be managed through scrutiny of delivery of timely 
action plans at the Trust’s relevant Governance and Risk Management Committees / 
Groups and by the Trust Board on a quarterly basis. 
 
As part of the regular review and horizon scanning of risks the Trust has considered the 
White Paper 'Equity and excellence: Liberating the NHS' and has identified some 
emerging risks which are included in the Trust's current Risk Registers and are being 
managed through the Trust's risk management processes. These risks relate to: 

• commissioning, 

•  improving efficiency and reducing costs,  

• the increase in NICE Quality Standards,  

• reductions in education and research funding 

• the impact of PCT alignment/changes 

• the Trust's strategic direction being compromised by changes in national policy. 

• achievement of FT Status 
 
 
4.6 Equality impact assessments 
 
All Trust Corporate Policies include an Equality Impact assessment which is scrutinised 
by the relevant approving and ratifying Committees before publication on the Trust 
STAFFNET and external public website where appropriate. 
 
4.7 Elements of the Assurance Framework 
The Trust’s Assurance Framework is regularly reviewed by Trust Board, Trust Executive 
Committee and the Audit and Assurance Committee. Key elements of the Assurance 
Framework are: 

• Principal (Strategic) objectives 

• Principal risks associated with achieving those objectives 
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• Controls to minimise  the principal risks 

• The positive assurances available to the Trust in the form of reports/assessments 
– from both internal & external sources 

• The gaps in controls and assurances that need to be addressed to give the 
Board assurance that the organisation has effective control over its risks and that 
systems are in place to achieve its objectives 

 
In formulating the Assurance Framework for 2010/11, the Board reviewed and identified 
the organisation’s strategic objectives, which support the delivery of the Trust’s vision for 
the future (2020 Vision).  Linkage is made to the CQC Essential Standards of Quality 
and Safety and the IBP. The purpose of the Assurance Framework is to document the 
above and it is used to examine the level of assurance on the effective operation of 
controls. 
 
High scoring risks, i.e. with scores of 16 or more (red), recorded on the Corporate Risk 
Register and/or Board Assurance Framework are discussed at the Executive Risk 
Register Scrutiny Group and at the Trust Executive Committee to assess if they 
represent an example of a strategic organisation-wide risk. Risks are recorded within the 
Assurance Framework linked to the appropriate Principal Objective with reciprocal 
referencing within the Corporate Risk Register. 
 
4.8 Gaps in control/assurance 10/11 
 
The Trust has identified the following gaps in control or assurance against the 
risks below: 
 
4.8.1 Financial 
 

• CIP behind delivery profile 

• Divisional overspending 

• Activity management not delivering to extent in PCT Contract 

• Detail of new MPET Funding formula for 2011/12 
 
4.8.2 Operational 
 

• Level of referral demand above capacity in certain areas 

• Potential changes to community based urgent care capacity. 

• Information Governance training for staff 

• Major incident training for Care Group leads 

• Secondary Emergency control room 

• Mass Casualty plan 

• Fuel plan 

• Dedicated Resilience Committee 
 
4.8.3 Clinical 
 

• Review of model of care and medical work patterns for Divisions for Medical 
cover for out of hours 

• Funding for medical equipment. 
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Action plans to address the gaps in controls/assurance are in place and are reviewed 
and monitored on a quarterly basis by the Trust Executive Committee, Audit and 
Assurance Committee and Trust Board. 
 
The Trust achieved a Category ‘A’ rating in the SHA Annual assessment for 2010/11. 
 
4.9 Involving Public Stakeholders  
The SUHT Risk Management Policy identifies the need to consider the varying needs of, 
and engagement with, our Stakeholders including: 

• Patients 

• Service user interests 

• Staff 

• Public interests 

• Ministers & the Department of Health 

• Risk aspects of relationships inside/outside of the NHS to include: 
- Ways in which the behaviour of partners affects the Trust 
- Ways in which our behaviour affects the partners 
- The risk priorities of partners 

 - Wider societal interests.  
 
Key stakeholders are actively encouraged and engaged in shaping the way in which 
services are provided and developed. These activities ensure that risks are minimised as 
services provided are fit for purpose, fulfil the needs of the local population, and service 
users and carers have influence over their own care. The range of Patient and Public 
Engagement (PPE) activities also provide valuable feedback on patient experience, this  
information is  used to continually improve the quality of services provided.  
 
The Trust continues to develop its PPE activities in line with its PPE Strategy 

• has a designated Non-Executive lead for PPE, 

•  has revised its arrangements for the management of PPE,  

• has a number of well-established and active patient groups and 

• has a programme of patient surveys in place.  

• The Director of Nursing has the lead executive role for PPE at a strategic level.  
 
The Trust has strong relationships with local LINKs (local involvement networks) and 
OSC (overview and scrutiny groups). A LINKs representative is part of the Patient 
Experience Steering Group, Quality Governance Steering Group and also the PEAT 
group. Consultation via these groups is invaluable for proposed major service changes. 
 
SUHT’s service and quality improvement priorities are set annually via the Patient 
Improvement Framework and in the Annual Business plan. These ensure the Trust 
sets priority improvement targets based on feedback from surveys and PPE themes.  
 
PPE activities during 2010/11 have included: 
 

• Continued implementation of the Trust’s Patient Experience Strategy, monitored 
through quarterly patient experience reports to the Trust Board. 

• CQC declaration of compliance with regulations relating to patient experience 
and patient and public engagement.  
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• Attendance of senior management at local Overview and Scrutiny Committee 
meetings, at Links meetings, and full consultation in all planned service changes.  

• Continued to build excellent relationships with LINKS - chair of SLINKS now a 
member of trust governance committee and involvement of members in other 
groups such as nutrition, PEAT audits and standards of care.  

• Establishment of shadow member's council sub group for patient experience and 
visits of this group's members to clinical areas 

• PCT Commissioner assurance further enhanced through regular involvement in 
weekly matrons peer reviews 

• Increased the number of inpatients completing patient experience surveys every 
month and established additional mechanisms for patients to provide feedback 
and ensuring swift action and learning is under taken 

• Turn around of complaints process and sustained achievement of complaints 
performance indicators, demonstrating improve complainant experience in terms 
of timeliness and quality of response 

• Provision of "listening clinics" to patients, relatives and carers in Medicine for 
Older People and via the Hospital Discharge Team.  

• Feedback events for hard to reach groups include working with NHS Hampshire 
on the experiences of patients with learning disabilities.  

 
Foundation Trust application  
 
The Trust re-activated its application for Foundation Trust status with Monitor in January 
2011. The current target date of October 2011 for Foundation Trust authorisation are 
subject to the Trust resolving the areas identified by Monitor in the Trusts postponement 
request letter and submission of the required documentation by the relevant dates as 
outlined by Monitor. 
 
As part of the move towards FT status the Trust has developed a strong membership 
made up from over 20,000 local people, patients, staff and carers who are supporting us 
in moving forward with our 2020Vision. 
 
The Members’ Council continues to work in shadow form and their working groups on 
patient safety, staff experience and communications and engagement have been 
involved in monitoring the development of patient policies, looking at staff participation 
and improving the members’ area of the Trusts website. 
 

We have continued to run a programme of engagement events throughout the year, 
from the popular annual open day, to specialist evenings where patients, staff and 
residents can listen to presentations from lead consultants and matrons with the 
opportunity to feed back on how the Trust is run. 
 

Earlier in the year a survey was carried out to find out what areas of the hospital 
members are interested in and what level of involvement they want. Over 2,000 of them 
responded to the survey and the results have helped us plan engagement activity for the 
future. They have showed our members are particularly interested in finding out more 
about work in cancer, elderly care, eye conditions and heart disease.  
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4.10 Equality and Diversity  
 
Control measures are in place to ensure that all the organisation's obligations under 
equality, diversity and human rights legislation are complied with. 
 
4.11 Compliance with NHS Pension Scheme Regulations 
 
As an employer with staff entitled to membership of the NHS Pension scheme, control 
measures are in place to ensure all employer obligations contained within the Scheme 
regulations are complied with.  This includes ensuring that deductions from salary, 
employer’s contributions and payments in to the Scheme are in accordance with the 
Scheme rules, and that member Pension Scheme records are accurately updated in 
accordance with the timescales detailed in the Regulations. 
 
4.12  
The Trust has undertaken a climate change risk assessment and developed an 
Adaptation Plan, to support its emergency preparedness and civil contingency 
requirements, as based on the UK Climate Projections 2009 (UKCP09), to ensure that 
this organisation’s obligations under the Climate Change Act are met. 
 
4.13 
The Trust is fully compliant with the CQC Essential Standards of Quality and Safety. 
 
Following a planned review visit in January 2011 CQC confirmed the Southampton 
General Hospital site have achieved full compliance with all sixteen of the core Essential 
Standards of Quality and Safety. They recommended some actions be taken to ensure 
ongoing maintenance of compliance and these suggestions are currently being actioned. 
 
Following this inspection the Trust has reassessed its assurances of compliance across 
the other four registered sites, particularly in relation to Outcome 10 (safety and 
suitability of premises) and believes it is fully compliant with the requirements. 
 
 
5. Review of effectiveness 
 
I have been advised on the implications of the result of my review of the effectiveness of 
the system of internal control by the Trust Board, Audit and Assurance Committee, 

Quality Governance Steering Group, A plan to address weaknesses and ensure 
continuous improvement of the system is in place. 
 
5.1 
 
As Accountable Officer, I have responsibility for reviewing the effectiveness of the 
system of internal control. My review is informed in a number of ways. The Head of 
Internal Audit provides me with an opinion on the overall arrangements for gaining 
assurance through the Assurance Framework and on the controls reviewed as part of 
Internal Audit’s work.  For 2010/11  the Head of Internal Audit Opinion states : 
 
My overall opinion is that: 
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Significant assurance can be given that there is a generally sound system of internal 
control, designed to meet the organisation’s objectives, and that controls are generally 
being applied consistently.  
 
Executives and managers within the organisation who have responsibility for the 
development and maintenance of the system of internal control provide me with 
assurance. The Assurance Framework itself provides me with evidence that the 
effectiveness of controls that manage the risks to the organisation achieving its principal 
objectives have been reviewed. My review is also informed by Performance and financial 
reports to the Trust Board  

• Quality Governance reports (Regulatory Assurance, Patient Safety, 
Patient Experience and Clinical Outcomes) to the Audit & Assurance 
Committee and Trust Board 

• CQC Essential Standards of Quality and Safety  Registration without 
conditions  

• General NHSLA Level 2 Accreditation  - December 2008 

• Maternity NHSLA Level 2  Accreditation – September 2010 

• Patient Environment Action Teams (PEAT) inspection  

• External assessments/assurances e.g. SHA reviews 

• National Picker - Patient & Staff Surveys 

•  Regulatory reports   

• Trust Quality Account 

• Internal Audit reports 

• Information Governance Toolkit compliance  
 
 
The Trust Board, Trust Executive Committee and the Audit and Assurance Committee 
have been actively engaged in the ongoing development of the Assurance Framework, 
and the CQC Essential standards of Quality and Safety ongoing compliance 
assessment. These bodies will continue to shape the iterative development of the 
Assurance Framework for 2011/12 and undertake regular reviews of the Assurance 
Framework and the action plans in place to address gaps in controls and/or levels of 
assurance.   
 
The Trust Board and Trust Executive Committee regularly review the Trust’s 
performance in relation to principal risks to achievement of and controls in place to assist 
in the delivery of its key objectives and targets. The Board proactively seeks support in 
commissioning reviews, support and external assessments in order to improve its overall 
performance. 
 
The Audit and Assurance Committee reviews the Trust’s systems of internal control, 
including the governance arrangements as part of the audit programme, assisting the 
Board with its responsibilities to strengthen and improve the effectiveness of the Board 
Assurance Framework.  
 
Internal audit has undertaken reviews of the Governance and Risk Management 
systems and processes, the Board Assurance Framework, Care Quality Commission 
registration and the ALE. 
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The Quality Governance Steering Group (QGSG) ensures that there is an annual 
comprehensive programme of quality improvement for the care of patients, reporting on 
a regular basis to the Trust Board and Trust Executive Committee on the full range of its 
activities. The Committee also ensures that clear lines of governance accountability exist 
within the Trust for the overall quality of clinical care. Its role has been strengthened 
during 2010/11 with the development of the Trust’s Patient Safety Steering Group and 
Corporate Health & Safety Committee both of which report into QGSG and assist with 
the comprehensive management of the Trust’s safety issues. The scope and 
membership of the supporting feeder groups is subject to regular review. 
 
The Governance & Risk, Patient Safety and Patient Experience Departments ensure 
that there is a range of information, training and promotion to facilitate and support staff 
awareness of risk and safety management activities. 
  
A nominated Local Counter Fraud Specialist with a remit of building a strong anti-fraud 
culture throughout the organisation is commissioned and provides regular reports to the 
Director of Finance and the Audit and Assurance Committee 
 
In addition, my review of the effectiveness of the systems of internal control has taken 
account of the work of the Executive Management Team within the organisation, 
members of which have responsibility for the development and maintenance of the 
internal control framework within their discrete portfolios.  
 

 

5.2 Significant control issues 
 

The Trust is required to disclose any significant control issues occurring in year, these 
are outlined below: 
 

5.3 Serious Incidents requiring investigation (SIRIs) 
 

The Trust is required to report SIRIs to both the National Patient Safety Agency and 
South Central SHA. The SHA have a system of grading such incidents and require 
Trusts to report what they classify as ‘Grade 1’ SIRIs. During 2010/11 there were two 
never events reported, these involved:-  
 

• A comatose patient transferred from a local district hospital requiring specialist 
neurosurgical intervention, arrived went to CT scanner and then directly to 
theatre. The wrong side of the head was shaved and knife to skin incision was 
made, no Consent Form 4 was completed and further investigation revealed no 
pre-operative marking of the operation site and WHO checklist time out was not 
completed. The error was recognised, skin was closed and correct side 
procedure carried out with no complications. 
 

• A patient with a confirmed lung cancer in her left lower lobe was admitted for an 
elective VATS left lower lobectomy. Unfortunately, what ultimately transpired to 
be an upper lobectomy was performed.  She did poorly after surgery and her 
chest X-Ray showed complete consolidation of the residual (presumed) upper 
lobe.  On the same day that she required re-exploration because of continuing 
deterioration the histology was reported as showing no tumour in the resected 
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lobe.  A left thoracotomy an "upper" lobectomy was performed and the excised 
specimen showed venous infarction and the known lung cancer.  On 
investigation it became clear that at the original operation the wrong lobe had 
been resected and that the branches of the left inferior pulmonary vein had been 
occluded by stapling so leading to venous infarction of the lower lobe. 

 
Each of these two incidents was thoroughly investigated through the Serious Incident 
Requiring Investigation (SIRI) process and the patients affected were involved 
throughout.  Action plans were drawn up from the recommendations of the investigations 
and these will be monitored and audited to ensure the appropriate level of organisational 
learning has occurred.  

 

The SIRI process continues to be improved this year, the urgent scoping meetings which 
involve an immediate meeting of key personnel to define the terms of reference of the 
investigation and where appropriate, identifying a review external to the Division to 
provide greater challenge, are providing greater assurance of the robustness of the 
investigations and are facilitating quicker learning and local ownership for improvement. 

 

With the exception of the internal control issues that I have outlined in this statement, my 
review confirms that Southampton University Hospitals NHS Trust has a generally sound 
system of internal controls that supports the achievement of its policies, aims and 
objectives and that the identified gaps in control or assurance have been or are being 
addressed.  

 
 

Mark Hackett 
 
Chief Executive 
Southampton University Hospitals NHS Trust  
 
Date: 18th May 2011 
 


