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Overview
This document presents the agreed comprehensive intergrated governance framework for the Trust.
This document sets out:-
· The aims and objectives of governance in the Trust, together with structures and processes which will be in place to successfully deliver corporate and quality governance in an integrated manner.
· How risk management sits within the Trust’s governance framework and, in particular, the co-ordination of risk management across clinical and corporate areas.
· How governance and accountability links into the Trust Executive and performance management arrangements. 
Prime responsibility for governance rests with the Board of Directors.

Contents

1. Introduction
1.1 ‘Integrated governance’ is described by the Department of Health’s ‘Integrated Governance Handbook’ (2006) as “systems, processes and behaviours by which trusts lead, direct and control their functions, in order to achieve organisational objectives, safety and quality of service and in which they relate to patients and carers, the wider community and partner organisations”.  

1.2 In Oxford Health NHS Foundation Trust (the ‘Trust), integrated governance is about the integration of the corporate and quality governance, and risk and performance management in order to give the Board of Directors and key stakeholders assurance regarding the services that the Trust provides.

1.3 As an NHS foundation trust (FT) we are subject to scrutiny by a number of bodies. Some have statutory standard-setting, inspection, monitoring and, in some cases, enforcement powers. Other bodies have a statutory role but lack the powers to enforce compliance. There are also bodies with no statutory powers over FTs but which may have a legitimate interest in their operations. The table below sets out some of the bodies with which the Trust has a relationship. The bodies shown are indicative and the list is not exhaustive.  
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1.4 FTs are expected to meet their statutory obligations towards all such bodies and abide by their duty to co-operate with NHS bodies and local authorities. The board of each FT is responsible for the success or failure of the FT and must ensure that it operates effectively, efficiently and economically. The board must decide how best to organise and manage the FT to optimise the way in which they deliver services. The board must monitor the performance of the Trust in an effective way and satisfy itself that appropriate action is taken to remedy problems as they arise. This document sets out the integrated governance framework within which the FT shall manage the internal control mechanisms needed to ensure it delivers its responsibilities.
2. National  Context – Strategic
Corporate Governance

2.1 The term ‘corporate governance’ is used here to mean the system and processes by which an organisation is directed and controlled to achieve its objectives and meet the standards of accountability, probity and openness.  
2.2 The corporate governance framework started to develop in the early 1990s, following a series of corporate failures, major frauds, management and administrative failings, in both the private and public sectors.  In response a series of governance reviews took place including:-
·   The Cadbury Report (1992)
· The Greenbury Report (1995)
· The Hample Report (1998)
· The Smith Report (2003)
·  The Turnbull Report (2005)
2.3 Following the Cadbury Report, which established the basis for UK corporate governance, the further reviews focussed on remuneration, board balance and composition, role of the audit committee, role of non-executive directors, and risk management.  These all helped inform the development of the ‘Combined Code of Corporate Governance’ which, following review in 2010, became the ‘UK Corporate Governance Code’.
2.4 Alongside this, following the early reports on governance failings, in 1994 the ‘Corporate Governance Task Force’ developed four guiding principles which would underpin corporate governance in the NHS:-
· Accountability - Stand the test of Parliamentary scrutiny, public judgement and professional codes of conduct
· Probity - Absolute standard of honesty
· Integrity - Hallmark of all professional conduct
· Openness - Sufficient transparency to promote confidence
Furthermore, in 1995 the Nolan Principles, which are the basis of the ethical standards expected of public office holders were first published:-

· Selflessness
· Integrity
· Objectivity 
· Accountability
· Openness
· Honesty
· Leadership
2.5 More recently, governance in the public sector and NHS was the focus of a number of reports including:-

· The Intelligent Board (2006) – considered board level information
· The Integrated Governance Handbook (2006) – considered the requirements of sound governance

· The Intelligent Board – modernising mental health services (2007) – focussed on the role of the board in mental health trusts

· The Healthy NHS Board: Principles for Good Governance (2013) – set out the principles of high quality governance

2.6 There followed a series of governance developments, which the Trust has implemented in full.  These include:-
· Standing Orders and Standing Financial Instructions

· Requirement for a board of directors comprised of certain executive director posts
· Establishment of a committee structure to include an Audit Committee
· Appointment of Internal and External Auditors
· Introduction of Codes of Conduct and Accountability
· Designation of Chief Executive as ‘Accounting Officer’ 
· Comprehensive review and improvement of internal audit standards and provision

· Annual Governance Statement
· Business Planning

· Board Assurance Framework & risk management arrangements
2.7 Since 1997/98 all Chief Executives have been required, as the ‘accounting officer’, to sign the Annual Governance Statement (formerly known as the Statement of Internal Control), an assurance statement, on behalf of the board of directors to assure its stakeholders on internal controls (both financial and non-financial controls).
2.8 Finally, with the creation of FTs from 2004, Monitor has published ‘The NHS Foundation Trust Code of Governance’ in 2014.  First published in 2006, this code provides guidance to FTs to help them deliver effective corporate governance arrangements, contribute to organisational performance and discharge duties in the best interest of patients.  The Code is best practice advice; it is not mandatory guidance.  It is well established in the UK that governance arrangements need to be dynamic and proportionate to the size and scope of an organisation; accordingly, there is an acceptance that there may be circumstances that warrant divergence from codes of best practice.  Known as ‘comply or explain’, where an organisation does not comply with governance code provisions then they must explain their reasons why it is appropriate to make different arrangements.  The Monitor code for FTs adopts the same principle with FTs expected to explain non-compliance in annual reports.
2.9 Accordingly, the main principle of the corporate governance codes (both private and public) is that organisations should be headed by an effective board which is collectively responsible for the success of the organisation.  A board’s role is to provide leadership within a framework of effective controls which enables risk to be assessed and managed.
NHS Foundation Trusts and Corporate Governance
2.10 Under the National Health Service Act 2006, FTs are established as legal entities in the form of public benefit corporations.  This legislation and the Health and Social Care Act 2012 provide FTs with a governance regime that is different from other NHS bodies (such as NHS trusts).  Central to this regime is the FT board of directors having more autonomy to make strategic and financial decisions.
2.11 The FT board of directors is a unitary board which means that both the non-executive directors and executive directors make decisions as a single group and share the same responsibility and liability. 
2.12 There is also a framework of local accountability for FT board of directors which replaces the central control from the Secretary of State for Health.  All FTs are required to have a council of governors which is responsible for holding non-executive directors, individually and collectively, to account for the performance of the unitary board.  In turn, the governors are accountable to the members who elect or appoint them and the governors must represent the interests of those and the public.
Quality Governance

2.13 The ‘NHS Next Stage Review: Leading Local Change’ set out that, for the NHS, quality comprised three elements (all of which must be present):-
· Effectiveness of the treatment and care provided to patients

· Safety of treatment and care provided to patients

· Experience patients have of the treatment and care they receive

Quality governance sets out the structures and processes, and values and behaviours that need to be in place to enable the board of directors to discharge its responsibilities for quality.

2.14 The ‘Quality Governance in the NHS – A guide for provider boards’ (2011) sets out that the board of directors responsibility for quality are:-
· To ensure essential standards of quality and safety (as determined by the Care Quality Commission’s registration requirements) are at minimum being met by every service that the trust delivers

· To ensure that the trust is striving for continuous quality improvement and outcomes in every service delivered

· To ensure that staff who have contact with patients or whose actions directly impact on patient care are motivated and enabled to deliver effective, safe and person-centred care
2.15 Monitor’s ‘Quality Governance Framework’ defines quality governance as “the combination of structures and processes at and below board level to lead on trust-wide quality performance including:
· Ensuring required standards are achieved

· Investigating and taking action on sub-standard performance

· Planning and driving continuous improvement

· Identifying, sharing and ensuring delivery of best-practice 

· Identifying and managing risks to quality of care”

2.16 So quality governance encompasses areas such as clinical audit, clinical effectiveness, education and training, risk management, and patient and public engagement. 
Integrated Governance
2.17 Corporate and quality governance arrangements should complement and reinforce one another.  Whilst individuals working in clinical teams are at the front line of ensuring quality of care for patients, the board of directors takes the final and definitive responsibility for improvements and successful delivery in the quality of care.  Therefore, an effective governance framework requires boards of directors to focus as much on quality of care and quality governance as the financial and corporate governance.
2.18 This is ‘integrated governance’ and it follows the idea that it is unhelpful to have separate and potentially competing strands of governance.  It had been found that the separation of corporate and clinical governance led to a silo approach where clinical and quality issues were separated from other issues such as finance and staffing.  The Integrated Governance Handbook (2006) sought to address the separation by setting out elements to support integration and alignment, and the use of tools such as the board assurance framework, annual board review, effective use of dashboard information and a reforming the roles and workings of board sub-committees.
Other Elements of Governance
2.19 Alongside this concept of integrated governance there are other governance elements including:-
· Information governance – the way in which information is managed (in particular the personal information of patients and employees).  The Department of Health produces an ‘Information Governance Toolkit’ which brings together the legal requirements and guidance relating to information.  FTs are expected to carry out self-assessments against compliance with information governance compliance.
· Patient and public involvement - under section 242 of the National Health Service Act 2006, NHS organisations must make arrangements that secure the involvement of people who use services in: planning the provision of services; the development and consideration of proposals for change in the way services are provided; and decisions to be made by the NHS organisation affecting the operation of services.  Alongside this, there are requirements to consult and involve local Overview and Scrutiny Committees (OSCs) and bodies such as HealthWatch.
· Health and Safety - under the Health and Safety at Work Act 1974, there is a requirement to ensure the safety of others including staff, patients, visitors, contractors and others affected by the work of the Trust, including the local communities.  In order to comply with this duty of care, all staff must be aware of the lines of communication and levels of responsibility which exist to ensure that matters of health, safety and welfare can be dealt with adequately.
3. The Trusts’ Strategic Plan: 2014 – 2019 
1.1 In 2014, the Trust adopted a new strategic plan to meet our vision – “Outstanding Care delivered by Outstanding People”.  The strategic plan is underpinned by the Trust’s values – Caring, Safe and Excellent.
1.2 The aims of the Trust’s strategy is to:-
· Continuously improve the quality of services so that they are safe, patients and carers have excellent experiences and they achieve the outcomes they want

· Work as partners in health and social care to increase the value of services, making ourselves and the system sustainable

· Fully involve patients and carers in their care and make information available for everyone responsible for care delivery, when and where they need it. 
· Have an international reputation for teaching, training and research; translating innovation and putting technology into practice. 

1.3 The diagram below sets out how the Trust will achieve its aims:-
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1.4 Each of the components described above have key strategic objectives.

Trust Strategies

1.5 The Trust has put in place strategies to set the direction for a number of the key strategic objectives. Key strategies are reviewed by a relevant Committee of the Board of Directors which recommends final approval by the Board of Directors. Progress reports against the implementation of the strategy are submitted to the Board of Directors (or Committee) as required.
Board Assurance Framework
1.6 The Trust has a Board Assurance Framework (BAF) in place that identifies which of the organisation’s strategic objectives could be at risk because of inadequacies in the operation of controls or where the organisation has insufficient assurance about its effectiveness.  At the same time it provides structured assurances about where risks are being managed effectively and objectives are being delivered.  The BAF allows the Board of Directors to determine where to make efficient use of its resources and address the issues identified in order to improve the quality and safety of care.  In addition to providing opportunities to improve the effectiveness of management, the BAF provides the evidence to support the Annual Governance Statement and other compliance assessments.
4. The Trusts’ Integrated Governance Framework Model 

4.1 In order to be able to deliver the Trusts’ strategic plan, the Integrated Governance Framework model relies on having:-
· Robust internal assurance mechanisms and governance arrangements which are delivered through the direct and indirect assurance provided through the corporate meeting structure to the Board of Directors and to external stakeholders.

· Assurance mechanisms through the use of both external and internal audit functions.

· Robust links to the Trust’s Executive and performance management structures to describe the accountability arrangements and actions that will be taken should risk / performance issues be judged as requiring escalation.
4.2 The Trust’s governance structure is set out in Appendix A and shows two distinct but fundamentally linked components:-
· ‘Monitoring and Assuring’ – this component comprises all the formal powers of the Trust and how they are exercised and delegated, alongside the processes by which the operation of those powers, both retained and delegated, and monitored.  In addition, this component includes the assurance that the risks to achieving the strategic objectives of the Trust are mitigated.
· ‘Executive and Performance’ – this component deals with the operational or ‘day-to-day’ management of the Trust by the Executive Directors, and includes the executive management of the Trust’s functions and the management of performance of those functions.  The ‘Executive and Performance’ component provides information into the ‘Monitoring and Assuring’ component to provide it with the detail necessary to undertake its role.  The ‘Executive and Performance’ component also provides the ‘Monitoring and Assuring’ component with assurance, through Executive Directors, on the management of the Trust’s operations.
4.3 The Trust’s principal purpose is to provide goods and services for the purposes of the health service in England.
5. The Board of Directors 
5.1 Schedule 7 of the National Health Service Act 2006 (as amended by the Health and Social Care Act 2012) states that, for an FT, its constitution must provide for all the powers of the FT to be exercisable by the board of directors on its behalf.  The constitution may provide for any of those powers to be delegated to a committee of directors or to an executive director.  In addition, certain decisions are made by the council of governors and certain board of director decisions require the approval of the council of governors.
5.2 The FT board of directors is comprised of a mix of executive directors who report to a chief executive and are responsible for the operational management of the organisation and an equal or greater number of non-executive directors led by a non-executive chair.  The non-executive directors have a responsibility for providing appropriate challenge to the executive function.  On the board of directors, all directors have the same status in line with the ‘unitary board concept’.

5.3 In terms of the delegation of the powers by the constitution:-
· Committees that have formal memberships other than directors (who sit on the board of directors) cannot be delegated powers by the board of directors.  However, this does not preclude other individuals attending meetings as necessary.
· Individual non-executive directors cannot be delegated powers by the board of directors.

5.4 As described in the Constitution, the Trust’s Board of Directors exercises all of the powers (or clearly sets out where they are delegated) of the FT and, as such, there is no need for its role to be set out in terms of reference.  That said the role and function of the Board of Directors is set out below.  The Board of Directors has in place a ‘Scheme of Reservation and Delegation of Powers’ and ‘Standing Financial Instructions’ which are reviewed on an annual basis and describe powers retained, powers delegated and the financial procedures (including authorities and limits) of the Trust.  In addition, the practice and procedure of the Board of Directors meetings are described in the ‘Standing Orders of the Board of Directors’, which are appended to the Trust’s Constitution.
5.5 This suite of documents set out the ground rules within which governors, directors and employees must operate in conducting the business of the Trust.  Observance of them is therefore mandatory and such observance will mean that the business of the Trust will be carried out in accordance with the law and the Trust’s statutory duties.  It will also enable the Trust to demonstrate that it has carried out its business in line with the public sector values of accountability, probity, integrity and openness.

5.6 The Board of Directors is responsible for leading and directing the Trust in the achievement of its objectives and to ensure that an effective internal control system is in place that encompasses the policies, processes, tasks, behaviours and other aspects of the Trust’s ability to:
· Manage its activities in accordance with applicable laws, regulations, statutory guidance and internal policies.
· Respond appropriately to significant organisational, operational, financial, compliance and other risks to achieve the Trust’s objectives.
· Ensure auditing of internal control and external reporting.
· Regulate the Trust’s business processes.
· Ensure the Trust meets its obligations to the population served, its stakeholder and its staff in a way that is wholly consistent with public sector values.

· Ensure relationships are maintained with stakeholders, regulators, public, Governors, staff and patients such that the Trust can discharge its wider duties.
5.7 In respect of the Integrated Governance Framework, the Board of Directors will specifically:
· Approve the Constitution (in conjunction with the Council of Governors), Standing Orders, Standing Financial Instructions, and the Scheme of Reservation and Delegation Powers.
· Approve the Integrated Governance Framework.
· Approve the risk management arrangements and receive regular updates on the Board Assurance Framework.

· Approve the Trust’s strategic and operational business plans and associated financial plans.
· Approve Trust strategies.
· Receive regular updates and formal annual reports from committees that the Board of Directors has delegated powers.
5.8 The main responsibilities of the Board of Directors are set out below.
Leadership
5.9 The Board of Directors provides leadership by:-
· Ensuring there is a clear vision and strategy.

· Shaping the positive culture of the Trust.

· Implementing effective structures, lines of reporting and accountability throughout the Trust.

Quality
5.10 The Board of Directors:-

· Ensures that the Trust’s services are effective, safe and responsive to patients.

· Ensures that the Trust engages with stakeholders on quality issues.

· Ensures that there are process in place to ensure effective user and carer involvement in care, the development of new services and the review of the quality of services provided.

Strategy
5.11 The Board of Directors:-

· Sets and maintains the vision, aims and objectives and ensures that the necessary resources are in place to meet those objectives.

· Determines the nature and extent of the risk it is willing to take to achieve objectives.

· Monitors and reviews management performance to ensure the Trust’s objectives are met.

· Develops and maintains annual plans, taking due account of the views of the Council of Governors.

· Ensures that national policies and strategies are effectively addressed and implemented.

Culture and Values
5.12 The Board of Directors:-

· Sets the values of the Trust and ensures that they are communicated and adhered to across the Trust.

· Promotes a patient-centred culture of openness, transparency and candour.

· Ensures that high standards of corporate governance and personal integrity are maintained in the conduct of business.

· Ensures the application of appropriate ethical standards in research and development.

· Ensures directors and staff adhere to codes of conduct.

Governance / Compliance
5.13 The Board of Directors:-

· Ensures compliance with relevant principles, systems and standards of good corporate governance and has regard to relevant guidance and codes.
· Ensures that all paragraphs of Monitor’s licence condition relating to the Trust’s governance arrangements are complied with.
· Ensures that the Trust has comprehensive governance arrangements in place that guarantee that the resources vested in the Trust are appropriate deployed and managed, and that risks are identified and managed.
· Ensures that the Trust complies with its governance and assurance obligations in the delivery of clinically effective and safe services, taking account of patient and carer experiences and maintaining the dignity of those cared for.

· Ensures that all required returns and disclosures are made to regulators and other external stakeholders where required.

· Formulates, implements and reviews standing orders and standing financial instructions as a means of regulating the conduct and transaction of the Trust’s business.

· Agrees the schedule of matters reserved for decision by the Board of Directors and the schedule of delegated matters.

· Ensures that the statutory duties of the Trust are effectively discharged.

· Ensures proper management of and compliance with the Mental Health Act.

· Acts as corporate trustee for the Trust’s charitable funds.

Finance
5.14 The Board of Directors:-

· Ensures that the Trust operates effectively, efficiently and economically.

· Ensures the continuing financial viability of the organisation.

· Ensures the proper management of resources.
· Reviews financial performance, identifying risks and ensuring action is taken to address such.

Risk Management
5.15 The Board of Directors:-

· Ensures that there is effective system of risk management and internal control across the whole of the Trust’s clinical and corporate activities.

· Ensures that there are appropriately constituted appointment and evaluation arrangements for senior positions such as consultant medical staff and those reporting to Executive Directors. 
Communication
5.16 The Board of Directors:-

· Ensures effective communication channels exist between the Trust, its Governors, FT members, staff and the local community.

· Meets its engagement obligations in respect of the Council of Governors and FT members and ensures that Governors are equipped with the skills and knowledge they need to undertake their role.

· Holds its meetings in public except where the public is excluded for special reasons in line with Schedule 7, 18E of the National Health Service Act 2006, as amended by the Health and Social Care Act 2012.

· Shares the agenda and minutes of the Board of Directors meetings with the Council of Governors and ensures that proceedings and decisions, that are not confidential, are communicated publically via the Trust’s website.

· Holds an annual meeting of its members (Annual General Meeting) which is open to the public.

· Publishes an annual report, quality account and annual accounts.

· Ensures effective dissemination of information on service strategies and plans, and provides a mechanism for feedback.

Role of the Chair
5.17 The Chair is responsible for leading and presiding over the Board of Directors and Council of Governors and is the guardian of the decision-making processes for both.  The Chair is responsible for ensuring the Board of Directors and Council of Governors discharge their duties and that they work well together.

5.18 The Chair is responsible for the evaluation and appraisal of Non-Executive Directors and reports to the Council of Governors on such.

Role of the Chief Executive 
5.19 The Chief Executive is the ‘accounting officer’ of the Trust and reports to the Chair and Board of Directors directly. All members of the Executive and management structure report either directly or indirectly to the Chief Executive. 

5.20 The Chief Executive is responsible to the Board of Directors for running the Trust’s business and for proposing and developing the Trust’s strategy and overall objectives for consideration and approval by the Board of Directors.

5.21 The Chief Executive is responsible for implementing the decisions of the Board of Directors (and its committees) and providing information to the Board of Directors and Council of Governors. 

5.22 In managing the Executive Directors, the Chief Executive ensures that the key project milestones and action plans are captured in the objectives of the appropriate lead Executive Directors and senior management.  Progress on their implementation is appraised as part of the individual’s performance appraisal in year.

Role of the Director of Corporate Affairs / Trust Secretary
5.23 The Board of Directors will be supported by the Director of Corporate Affairs / Trust Secretary who will report and be responsible to the Chair and the Chief Executive.  In respect of their duties in relation to the Board of Directors (and its committees), the Director of Corporate Affairs / Trust Secretary will include:-

· Agreement of the agenda with the relevant chair, in consultation with the Chief Executive.

· Collation of reports and papers for meetings.

· Ensuring suitable minutes are taken and maintaining a record of matters arising and issues to be carried forward.

· Ensuring that relevant procedures, including Standing Orders, are complied with.

· Advising the Board of Directors on governance matters.

· Supporting the Chair in ensuring good information flows between the Board of Directors and the Council of Governors.

· Supporting the Chair and Chief Executive on the induction, development and training for directors.

6. The Council of Governors
6.1 The role of the Council of Governors is derived from Schedule 7 and other sections of the National Health Service Act 2006, as amended by the Health and Social Care Act 2012.  The purpose, general duties and composition of the membership of the Council of Governors are also set out in the Trust’s Constitution.  In addition, the practice and procedure of the Council of Governors meetings are described in the ‘Standing Orders of the Council of Governors’, which are appended to the Trust’s Constitution.

6.2 The general duties of the Council of Governors are:-

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

· To represent the interests of the FT members and the interests of the public.

6.3 The Council of Governors will establish a ‘Nomination and Remuneration Committee’.  Only the full meeting of the Council of Governors and the Nomination and Remuneration Committee are the bodies in which Governors have official standing.  The Council of Governors may establish other working groups and advisory forums as required.
6.4 The main responsibilities of the Council of Governors are set out below:-

Non-Executive Directors, Chief Executive and Auditors
6.5 The Council of Governors will:-

· Approve the policies and procedures for the appointment and, where necessary, for the removal of the Chair and Non-Executive Directors on the recommendation of the Nominations and Remuneration Committee.

· Approve the appointment, and where necessary, the removal of the Chair and Non-Executive Directors on the recommendation of the Nominations and Remuneration Committee.

· Approve the policies and procedures for the appraisal of the Chair and Non-Executive Directors on the recommendation of the Nominations and Remuneration Committee.

· Approve the remuneration, allowances and other terms of office for the Chair and Non-Executive Directors on the recommendation of the Nominations and Remuneration Committee.

· Approve, or where appropriate decline to approve, the proposed candidate for the Chief Executive role recommended by the Non-Executive Directors.

· Approve the appointment, re-appointment and, where necessary, removal of the auditor on the recommendation from the Board of Director’s Audit Committee.
Constitution & Compliance
6.6 The Council of Governors will:-

· Jointly approve with the Board of Directors amendments to the Trust Constitution, subject to any changes in respect of the powers, duties or role of the Council of Governors being ratified at the next general meeting of FT members (Annual General Meeting). 

· Notify Monitor, via the Lead Governor, if the Council of Governors is concerned that the Trust is at risk of breaching its Licence and the Board of Directors has not demonstrated that it can resolve the concerns.

Governors
6.7 The Council of Governors will:-

· Approve the appointment and role of the Lead Governor.

· Approve the removal of office of a Governor in accordance with the procedure set out in the Trust Constitution.

· Approve the allocation of Governors to the Nomination and Remuneration Committee and any other working groups or advisory fora. 

· Approve jointly with the Board of Directors the procedure (as set out in the Trust Constitution) for the resolution of disputes and concerns between the Board of Directors and the Council of Governors.

Strategy, Planning and Reorganisations
6.8 The Council of Governors will:-

· Provide feedback to the Board of Directors on the development of the Trust strategy and forward plans.

· Where the forward plan contains a proposal that the Trust will carry on an activity other than the principal purpose of the Trust, determine whether the proposal will interfere or not in the fulfilment by the Trust of the principal purpose and notify the Board of Directors of its determination.
· Approve or not approve increases in the proposed amount of income derived from the provision of goods and services other than for the principal purpose where such an increase is greater than 5% of the total income of the Trust.

· Approve or not approve proposals from the Board of Directors for mergers, acquisitions, separations and dissolutions. 

· Approve or not approve proposals for significant transactions or other transactions as the Board of Directors may submit. 

Board of Directors Accountability to the Council of Governors
6.9 The Non-Executive Directors are accountable to the Council of Governors for the performance of the Board of Directors.  For this, the Non-Executive Directors require the support of the Executive Directors to provide the Council of Governors with a range of information on how the Board of Directors as assured itself and monitors key areas of quality, and operational and financial performance of the Trust.
7. Board of Directors Committees and Sub-committees
7.1 In order that the business of the Trust is managed properly and that there are appropriate approval, monitoring and performance management mechanisms, the Board of Directors has agreed to the establishment of Committees and Sub-committees.  These are shown as part of the ‘Monitoring and Assuring’ component of the integrated committee structure in Appendix A.

7.2 The Board of Directors is required by the National Health Service Act 2006, as amended by the Health and Social Care Act 2012, to establish an audit committee and a nomination and remuneration committee but, with these exceptions, there is no requirement for committees to exist.  Therefore, those committees that the Board of Directors has established exist because the Board of Directors has identified a need for them and has, therefore, delegated certain powers, tasks and responsibilities to them. 
7.3 As described above, only Executive and Non-Executive directors may be full voting members of a committee of the Board of Directors.  Other individuals may attend the committee in a supporting, non-voting capacity.

7.4 Every committee established by the Board of Directors will have appropriate accountability and reporting arrangements that will be incorporated into ‘Terms of Reference’, which will be approved by the Board of Directors.  These Terms of Reference will also state the scope of the committee’s remit and authority, its main roles and responsibilities, its membership, and procedural arrangements for meetings.  The Board of Directors will also appoint a Non-Executive Director (including the Chair) to be chair of every committee.

7.5 Each committee shall submit a copy of its minutes, along with an oral report from the committee chair, to meetings of the Board of Directors.  In addition, an annual report will be submitted to the Board of Directors setting out the key activity, key decisions, assessment of committee effectiveness and challenges of each committee.

7.6 The Board of Directors has established the following committees and their current Terms of Reference are set out in Annex 1:-

· Audit Committee.

· Remuneration Committee.

· Finance and Investment Committee.

· Quality Committee.

· Charity Committee.

General Role of Committees and Sub-Committees
7.7 The general role of the Committees and Sub-committees is to:

· Provide assurance that the Trust has in place and is implementing appropriate strategies, policies, procedures, systems, processes and structures.
· Provide assurance that the Trust is compliant with regulatory frameworks and legislation.
· Approve changes in key clinical or working practices or the implementation of new clinical or working practices.
· Approve new or amended policies and procedures.
· Monitor the quality, effectiveness and efficiency of services and functions, and identify any associated risks.
7.8 The decision-making and problem solving related to business as usual and real time management issues and risks are managed through the Executive and Performance function (including the directorate and corporate, operational and clinical management structures). These are accountable to the Board of Directors through the Executive Team.

7.9 The broad role of each Committee is set out below.

Audit Committee
7.10 The Audit Committee has primary responsibility for monitoring and reviewing financial and other risks and associated controls, corporate governance and financial assurance.  The Audit Committee provides the Board of Directors with a means of independent objective review of financial and corporate governance, assurance processes and risk management across the whole of the Trust’s activities (both clinical and non-clinical) both generally and in support of the Annual Governance Statement.

7.11 The scope of the Audit Committee includes responsibility for the oversight and internal scrutiny of risk systems and processes within the Trust, and the Committee discharges these functions through the use of internal and external auditors. The Audit Committee will independently contribute to the Board of Directors overall process for ensuring that an effective framework of internal control and corporate governance is maintained across the organisation. 
7.12 The membership of the Committee is made up of five Non-Executive Directors (one of whom will be appointed chair).  The Chair may not be a member of the Committee.
Remuneration Committee
7.13 The Remuneration Committee has primary responsibility for identifying and appointing candidates to fill the Executive Director positions (and other named senior management posts) and for determining their remuneration and other conditions of service.  The Committee also has responsibility for succession planning of these roles.
7.14 When appointing the Chief Executive, the Committee shall be the committee described in Schedule 7, 17(3) of the National Health Service Act 2006.

7.15 When appointing other Executive Directors or named senior management posts, the Committee shall be the committee described in Schedule 7, 17(4) of the National Health Service Act 2006.

Finance and Investment Committee
7.16 The Finance and Investment Committee has primary responsibility for ensuring the effective planning and scrutiny of financial matters and decisions.  The Committee will also ensure that there is a comprehensive governance framework covering the capital programme and that the Trust can demonstrate value for money in investment decisions and delivery of the programme.

7.17 The Finance and Investment Committee also reviews budgets and relevant strategic plans before submission to the Board of Directors and recommends changes to the financial strategy.

7.18 The membership of the Committee includes the Chair, two Non-Executive Directors (one from a financial and/or commercial background), the Chief Executive and the Director of Finance. The Committee is chaired by a Non-Executive Director with a financial and/or commercial background.  

Quality Committee
7.19 The Quality Committee has primary responsibility to enable the Board of Directors to have assurance that high standards of care a provided by the Trust and, in particular, that adequate and appropriate governance structures, processes and controls are in place throughout the Trust.
7.20 The Quality Committee will ensure that all statutory elements of clinical governance is adhered to and agree the Trust-wide clinical governance priorities, giving direction to the clinical governance activities of the Trust’s service directorates.

7.21 The Quality Committee will provide assurance to the Board of Directors that the Trust is compliant with the Care Quality Committee registration requirements.

7.22 The membership of the Committee includes the Chair (who will also chair the Committee), all Executive Directors and three Non-Executive Directors.

Charity Committee
7.23 The Charity Committee assists the Board of Directors to discharge its duties as corporate trustee of the Oxford Health Charity.

7.24 The membership of the Committee includes three Non-Executive Directors and two Executive Directors who are supported by the Director of Corporate Affairs / Trust Secretary (in their role as lead for the charity), a representative from the Trust’s finance department, and an external representative (with expertise in charities).  The Committee is chaired by a Non-Executive Director.
Sub-committees and Executive Team

7.25 Committees that have been established by the Board of Directors may themselves establish sub-committees to help the committee in the discharge of their duties.  Each sub-committee which have Terms of Reference approved by the committee (parent committee) to which the sub-committee in question is accountable. These Terms of Reference will also state the scope of the sub-committee’s remit and authority, its main roles and responsibilities, its membership, and procedural arrangements for meetings.  The parent committee will also appoint an Executive Director to chair the sub-committee.

7.26 The minutes of sub-committee meetings, along with a highlight and escalation report, will be provided the parent committee; in addition, an annual report will be submitted to the parent committee on the activity and self-assessment of the effectiveness of the sub-committee. 
7.27 The Sub-committees are, in effect, meetings of the ‘executive function’ and will, therefore, have no authority to exercise powers of the Board of Directors; sub-committees exist to support their parent committee in exercising the powers that it has delegated authority for.  Typically, this will mean that sub-committees manage specific issues referred to it by the parent committee which require directors and managers of the Trust to undertake certain work.  
7.28 The Board of Directors’ committees have established the following sub-committees and their current Terms of Reference are set out in Annex 2:-

· Capital Programme Sub-committee (Finance and Investment Committee).

· Safety Sub-committee (Quality Committee).

· Caring and Responsive Sub-committee (Quality Committee).

· Well-Led Sub-committee (Quality Committee).

· Effectiveness Sub-committee (Quality Committee).

7.29 In addition, the Board of Directors has agreed that a Joint Management Group for each of the Section 75 agreements (one with Buckinghamshire County Council and one with Oxfordshire County Council) and their current Terms of Reference are set out in Annex 3.
7.30 The Board of Directors has also agreed that an Executive Team be established.
Capital Programme Sub-committee

7.31 The Capital Programme Sub-committee reports to the Finance and Investment Committee and has responsibility for the investment and disinvestment decisions relating to Trust-owned properties, leasehold premises and equipment.  In particular, it develops and recommends a annually refreshed five year capital investment programme to the Finance and Investment Committee (which in turn recommends to the Board of Directors), and regularly monitors delivery against the agreed programme.
Quality Sub-committees
7.32 The four Executive-level quality sub-committees report to the Quality Committee and reflect the five key questions asked by the Care Quality Commission:-

· Are we safe?

· Are we caring?

· Are we effective?

· Are we responsive?

· Are we well-led?

7.33 Quality sub-committee is responsible for providing assurance to the Quality Committee that the Trust is compliant with all of the key lines of enquiry (KLOE) which sit under their particular key question(s) and any other areas which fall within their responsibility.
7.34 The Quality sub-committees may establish ‘quality groups’ and ‘quality sub-groups’ which are working groups designed to focus on identified key areas requiring action. A register of such groups and sub-groups will be maintained by the Director of Corporate Affairs / Trust Secretary. The relevant Quality sub-committee will agree the terms of reference for any group or sub-group reporting to it.
Joint Management Groups
7.35 The Trust has two Section 75 agreements in place to undertake social care functions with pooled provider budgets. The agreements include having in place robust governance arrangements involving the establishment of Joint Management Groups (JMGs) reporting, through the Chief Operating Officer, to the Executive Team. The JMGs also have to submit regular reports and updates to the Quality Committee alongside an annual report to the Quality Committee on the effectiveness of the agreements.  The full remit of these committees is set out in the relevant Section 75 Agreement.

Executive Team
7.36 The Executive Team consists of the Chief Executive, the four Executive Directors and the Director of Corporate Affairs / Trust Secretary. The Executive Team meets weekly responsibilities include the development of the Trust’s business plan for approval by the Board of Directors, monitoring the Trust’s performance, approving service developments, overseeing the handling of complaints, SIRIs, HR case work and inquests, and agreeing any changes to the management structure of the Trust.  The Executive Team reports to the Board of Directors through the Chief Executive.

8. Management Arrangements
8.1 Within the ‘Executive and Performance’ component of the integrated governance structure, there are a number of Executive or management meetings, named Executive Director leads and identified teams that oversee and implement operational management of the Trust.  The ‘Executive and Performance’ component provides information into the ‘Monitoring and Assuring’ component to provide it with the detail necessary to undertake its role.  This information is typically provided through Executive Director sponsored reports into the Board of Directors or Committees (via Sub-committees where appropriate).  In addition, the Non-Executive Directors are invited to attend and observe a number of management functions as a further way to obtaining relevant information to assist in the monitoring and assurance role of the Board of Director.  Finally, the ‘Executive and Performance’ component also provides the ‘Monitoring and Assuring’ component with assurance on the management of the Trust’s operations through Executive Director sponsored reports or through the Chief Executive who reports to the Board of Directors on the Executive Team.
Executive Team
8.2 The role of the Executive Team in relation to governance is to ensure that all the business of the Trust is transacted within the context of the agreed strategy and policy. Specifically the Executive Team will develop the objectives of the Trust for approval by the Board of Directors and ensure that management arrangements in line with the Integrated Governance Framework are put in place to manage and monitor the work of the Trust in achieving its objectives.  The current Terms of Reference for the Executive Team is shown in Annex 4.
Extended Executive Team
8.3 The Extended Executive Team consists of the Executive Team meeting with Service Directors, Clinical Directors and other departmental heads on a monthly basis.  The role of the Extended Executive Team in relation to governance is to provide the Executive Team with an opportunity to obtain information and assurance to assist the Executive Team in making decisions and managing the Trust.  The current Terms of Reference for the Extended Executive Team is shown in Annex 5.
Executive Director Leads
8.4 The Chief Executive will determine the Executive Director Leads for key areas of the Trust’s business, in line with relevant delegated powers, and inform the Board of Directors as required. The Executive Director Leads are responsible to the Chief Executive for delivery of objectives against those key areas allocated to them. The delegated lead officers will be responsible to the relevant Executive Director for delivery of objectives relating to these key areas. The current confirmed leads and the lead officers supporting them in these key areas are shown at Annex 6.
Operational Senior Management Team (SMT) Meeting
8.5 The Operational SMT Meeting, led by the Chief Operating Officer, is responsible for implementing the Trust strategy and business plans within the Trust service directorates alongside supporting the governance within directorates.  The Operational SMT also provides a forum to review emerging operational management issues and agree and implement the management action to be taken.  Convening weekly, the core membership includes the Service Director and Clinical Director for each service directorate, alongside representation from corporate directorates.  The Service Directors and Clinical Directors implement clinical and corporate governance within the service directorates and embed the principles of both in all decision making processes within the service directorates. 
8.6 The function of the Operational SMT Meeting is to: 

· Develop a clear accountability framework for the operational service directorates.
· Review and manage operational issues and incidents, and share lessons across service directorates.  Also take a forward view of likely issues in the future.

· Review safe staffing levels and agree actions.

· Review any safety or quality issues that have been reported or there are concerns about using resources from across operations if / as needed
· Review and manage estate, capital, HR, IT and financial issues as they relate to the operational service directorates.
8.7 The Operational SMT Meeting reports via the Chief Operating Officer in to the Executive Team.  In addition, the Operational SMT Meeting holds a joint meeting, on a weekly basis, with the Weekly Review Meeting (Clinical Standards) allowing both the opportunity to share issues of mutual concern.

8.8 The current Terms of Reference for the Operational SMT Meeting is shown in Annex 7.
Weekly Review Meeting (Clinical Standards)
8.9 The Weekly Review Meeting, chaired alternatively by the Medical Director and Director of Nursing and Clinical Standards, is responsible for reviewing significant clinical events that have arisen and ensuring action is taken to address these.  The meeting covers serious incidents, complaints, legal claims, Coroner inquests, and HR casework.  The meeting supports the implementation of sound clinical governance and risk management processes across the Trust. Convening weekly, the core membership includes quality and safety leads, alongside representation from corporate directorates.
8.10 The function of the Weekly Review Meeting is to: 

· Review new complaints and monitor progress on investigations and outcomes; receive reports of emerging trends and patterns identified through complaints.
· Review serious incidents and agree appropriate level of investigation including development of the terms of reference for investigations.
· Monitor infection control incidents and ensure all appropriate remedial actions are in place.
· Consider new incidents of HR casework and provide advice and support to HR on the management of cases where quality of care may be affected.
· Re-evaluate incidents in light of completed Coroners inquests to ensure all potential learning has been identified or has taken place and review impending Coroners inquests ensuring the Trust is in a position to answer any potential questions. 
· Note the outcome of claims, ensuring learning has been identified.
· Review reports from CQC Mental Health Act inspection visits and agree proposed action plans.
8.11 The Weekly Review Meeting reports via the Medical Director of Director of Nursing and Clinical Standards in to the Executive Team.  In addition, the Weekly Review Meeting holds a joint meeting, on a weekly basis, with the Operational SMT Meeting allowing both the opportunity to share issues of mutual concern.

8.12 The current Terms of Reference for the Weekly Review Meeting is shown in Annex 8.
Directorate Performance Meetings
8.13 On a quarterly basis, each service directorate will meet with the Executive Team.  At the Directorate Performance Meetings, the Executive Team will be afforded the opportunity to review the performance of the directorate against agreed performance measures, receive an update on action taken to address concerns and assist the directorate in implementing action plans or identifying resources to resolve problem areas.  

8.14 Directorate Performance Meetings will be held for corporate directorates at the discretion of the Executive Team.

8.15 Other attendees, including Non-Executive Directors, may be invited to attend and observe meetings, affording the opportunity to learn about the performance of directorates.

Mental Health Act Management 
8.16 Mental Health Act management is the responsibility of the Board of Directors. The daily operation of the Act is delegated to authorised officers in the Trust’s Mental Health Act Office, which is in the reporting structure to the Director of Finance, but has accountability to the Medical Director.  These officers are the Head of Information Governance, Mental Health Act Administrator and Mental Health Act officers.  The Trust appoints Mental Health Act Managers, who are not employees of the Trust.  The Board of Directors has nominated a lead Mental Health Act Manager, who is a Non-Executive Director, with responsibility for confirming the appointment of Managers and reporting to the Board of Directors.
Recognised Unions
8.17 The Executive Team (and other representatives from Trust management) meet regularly with the Staff Partnership, Negotiation and Consultative Committee (SPNCC) which is made up of staff side representatives of the main recognised unions and management side representatives. Issues of employment and proposed service change are discussed and the views of SPNCC are taken into account when relevant policies or proposals are being drafted and presented for consideration and approval.
8.18 Medical staff meet regularly in the Medical Staff Committee and employment issues are discussed with Trust management through the Local Negotiating Committee.   The views of both bodies are taken into account when relevant policies or proposals are being drafted and presented for consideration and approval.

Risk Management

8.19 A unified approach to risk management is contained within the Trust’s Risk Management policy. In order to monitor the Trust’s risk profile, local risk registers are in place at corporate (Trust-wide), directorate and department level which contain a summary of risk information. The risk registers enable all risks identified within the Trust to be categorised and recorded, and assessed against each other and on a Trust-wide and service basis to facilitate decision-making regarding resource allocation and risk reduction.  The risk registers inform the Board Assurance Framework.
8.20 The risk registers will inform the development of risk management action plans and capture data from a variety of sources including: 

· Incidents reports

· Care Quality Commission reports
· Consultation and observation

· External and internal surveys, inspections, assessments and audit

· Risk Assessments

· Fire reviews

· Claims and complaints

· Financial information and risks
8.21 The corporate (Trust-wide) risk register is reviewed by the Executive Team on a regular basis.  The Executive Team considers those risks which need to be reported to the Board of Directors, its Committees and Sub-committees, alongside those risks which should be reflected in the Board Assurance Framework.
9. Independent Verification
9.1 The Trust has a Board Assurance Framework (BAF) which provides the organisation with a simple but comprehensive method for the effective and focused management of the principal risks to meeting the strategic objectives. The process for gaining assurance about the effectiveness of the key controls is fundamentally about taking all of the relevant evidence together and arriving at informed conclusions. The most objective assurances are derived from independent reviewers which include internal and external audit, the views of regulators (Care Quality Commission and Monitor), local government scrutiny arrangements and professional body / peer review accreditation visits.  These are supplemented from non independent sources such as clinical audit, internal management representations, performance management and self-assessment reports. 
9.2 Internal Audit will provide objective and independent assurance to the Board of Directors, through the Audit Committee, and management on wider risk management and organisational controls.  Incorporated into the audit specification will be:-
· Objective assurance to the Board of Directors and management, as to the adequacy and effectiveness of the Trust’s governance and specific risk management and internal control framework.
· Assist management to improve processes by which risks are identified and managed.
· Assist the Board of Directors with its responsibilities to strengthen and improve the risk management and control framework.
· Support management to increase the awareness of risk management issues at all levels of the organisations.

9.3 Using the BAF as a tool the Board of Directors will identify any gaps in the assurance gained from the above and invite relevant assurance bodies to audit the control arrangements in place. 

10. Review of the Integrated Governance Framework
10.1 The Integrated Governance Framework will be reviewed on an annual basis by the Quality Committee and Audit Committee and be presented to the Board of Directors should substantive changes to the governance arrangements of the Trust be recommended. 
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Integrated Governance Structure
Annex 1 
Committee Terms of Reference

Annex 2
Sub-committee Terms of Reference

Annex 3 
Joint Management Group Terms of Reference

Annex 4 
Executive Team Terms of Reference

Annex 5 
Extended Executive Team Terms of Reference

Annex 6
Lead Executive Directors

	Functional Area
	Executive Lead
	Delegate lead officer

	Assurance Framework
	Chief Executive
	Director of Corporate Affairs / Trust Secretary

	Business Planning
	Chief Executive
	Head of Strategy & Programmes

	Care Quality Commission Registration
	Director of Nursing and Clinical Standards
	Deputy Director of Nursing

	Caldicott Guardian
	
	Deputy Director of Nursing 

	Clinical Governance 
	Director of Nursing and Clinical Standards
	Deputy Director of Nursing 

	Complaints
	Director of Nursing and Clinical Standards 
	Head of Complaints, & PALS

	Corporate Governance
	Chief Executive 
	Director of Corporate Affairs / Trust Secretary

	Environmental & Sustainability issues
	Director of Finance
	Director of Estates and Facilities

	Equality & Diversity
	Director of Nursing and Clinical Standards
	Equality and Diversity Lead

	Estates Programme
	Director of Finance
	Director of Estates and Facilities

	Health & Safety
	Director of Nursing and Clinical Standards
	Head of Quality & Safety

	Infection Prevention and Control
	Director of Nursing and Clinical Standards
	Deputy Director of Nursing

	Information Governance
	Director of Nursing and Clinical Standards
	Head of Information Governance

	Learning and Development (mandatory training)
	Director of Nursing and Clinical Standards
	Head of Learning and Development

	Legal Services
	Chief Executive 
	Director of Corporate Affairs / Trust Secretary

	Major Incident Planning
	Chief Operating Officer 
	Emergency Planning Lead

	Medical Records
	Director of Nursing and Clinical Standards 
	Head of Information Governance

	Mental Health Act
	Medical Director 
	Head of Information Governance

	Modernising Medical Careers
	Medical Director
	

	Monitor relationship
	Chief Executive
	Director of Finance & Director of Corporate Affairs / Trust Secretary

	Oxford Pharmacy Store
	Director of Finance
	OPS Commercial Development Manager

	Pharmacy
	Medical Director
	Head of Pharmacy

	Procurement
	Director of Finance
	Head of Procurement

	Public, Patient & FT Membership Engagement & Involvement
	Chief Executive 
	Head of Communications & Engagement

	Research and Development
	Medical Director 
	Research and Development Manager

	Risk Management (corporate and clinical)
	Director of Nursing and Clinical Standards
	Head of Quality & Safety

	Security Management
	Director of Nursing and Clinical Standards
	Head of Quality & Safety


Annex 7 
Operational SMT Meeting Terms of Reference

Annex 8 
Weekly Review Meeting (Clinical standards) Terms of Reference

Statutory Organisation without powers of enforcement


Healthcare Ombudsman


Clinical Commissioning Groups


Overview and Scrutiny Committees (Local Authority)


HealthWatch











Non-statutory organisations


National Institute for Health and Clinical Excellence (NICE)


NHS Commissioning Board Special Health Authority


Royal Colleges


NHS Litigation Authority


Public Health England


Confidential Inquiries





Third parties with statutory enforcement powers


Health and Safety Executive


Health professional regulators (eg GMC, NMC)


Environment Agency


Charity Commission


Commission for Racial Equality


Disability Rights Commission


Equal Opportunities Commission


Information Commissioner’s Officer


National Audit Office


Public Accounts Committee


Monitor


Care Quality Commission
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