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NHS

Wrightington, Wigan and
Leigh Teaching Hospitals

NHS Foundation Trust

Patient Story — Jean Hays Unit Leigh
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Mr B

Mr B is a 91-year-old who attended ED on 7" July 2025 with acute abdominal pain. He was
diagnosed with a bowel obstruction which was conservatively managed.

During his admission Mr B had over 20 ward transfers, 5 of these were from JHRU back to ED
(unplanned transfers).

Due to one of the unplanned transfers, Mr B further experienced 48 hours without medication due to
system issues.

Mr B sustained a category 3 pressure ulcer and moisture damage whilst in our care

When the number of moves experienced was recognised, Mr B was cared for on Standish Ward
and did not experience any further ward transfers before his discharge.

Mr B and his family were kept updated throughout his stay at JHRU and the purpose of the
unplanned transfers explained
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Learning & Improvement

After Action Reviews and Audits have been carried out and any appropriate learning has been put
Into action. Further support is needed to ensure that no other patient will have this experience.

Pressure Care - An AAR was conducted with all involved wards. Whilst in this case there was no
omissions found to the care at JHRU, the unit manager continues to prioritise pressure care and the
high level of work that goes into this was recognised recently at the serious and moderate hard
pressure ulcer panel. Continual review, actions and learning around this is taken seriously at JHRU.

Unplanned Transfer Audit - An audit has been conducted by the Matron for the area(CQL) to
establish whether there are areas for improvement, or recognisable patterns to better inform
learning.

Risk Register (4277 & 3633) - JHRU are unable to fully mitigate clinical safety due to limited
medical cover and the functionality of HIS Allscripts (Electronic Patient Record). Approximately 65%
of patients who experience an unplanned transfer from JHRU are returned without medications
prescribed on the electronic system. JHRU have been supported with the secondment of an ACP
for a 3 month period to part mitigate the limited medical cover.
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Board of Directors - Public Meeting

Wednesday 4 February 2026, 10:30 - 13:45

Boardroom, Trust Headquarters

Attendees

Board members

Robina Shah (Chair), Clare Austin (Non-Executive Director), Rhona Bradley (Non-Executive Director), Sarah Brennan (Chief Operating Officer),
Mary Fleming (Chief Executive), Tabitha Gardner (Chief Finance Officer), Julie Gill (Non-Executive Director), Simon Holden (Non-Executive Director),
Anne-Marie Miller (Director of Communications and Stakeholder Engagement), Mary Moore (Non-Executive Director),

Emma Newton (Chief People Officer), Kevin Parker-Evans (Chief Nursing Officer), Francine Thorpe (Non-Executive Director),

Mark Wilkinson (Non-Executive Director)

Absent: Sanjay Arya (Chief Medical Officer), Richard Mundon (Deputy Chief Executive)

In attendance

Abdul Ashish (Deputy Medical Director), Chris Clark (Director of Strategic Transformation),

Nina Guymer (Head of Corporate Gov & Deputy Company Secretary), Steve Parsons (Director of Corporate Governance),

Cathy Stanford (ivisional Director of Midwifery and Neonates), Amit Verma (Consultant, Maternity and Neonates), Member of the public 1,
Member of the public 2, Member of the public 3, Member of the public 4

Meeting minutes

1. Chair and quorum Information
Robina Shah

Dame R Shah took the chair, declared that a quorum was preset and that the meeting was duly convened
and constituted.

2. Apologies for absence Information
Robina Shah
Apologies were noted from two colleagues:

e Richard Mundon
e Sanjay Arya

3. Declarations of Interest Information
Robina Shah

The register included with papers was noted and no further declarations were raised.

3.1. Register of directors' interests Information

Robina Shah

03.1. Public - Directors Dols - Feb 2026 - CROSS CHECK DECLARE.pdf

4. Minutes of the previous meeting Approval
Robina Shah
The minutes of the previous meeting were AGREED as a true and accurate record.

04. Minutes_Board of Directors - Public meeting _031225.pdf

5. Action Log Assurance



Robina Shah

The action log was reviewed:

166/25
Maternity - C Section

The Chief Nursing Officer provided an update confirming that caesarean section activity is not currently
reviewed on a per-consultant basis. He advised that, going forward, this will be monitored per consultant
and per clinical grade, in line with the Robson classification criteria, to strengthen oversight and
understanding of practice patterns.

05. Public Board Action Log 2026.pdf

6. Chair's report and stakeholder update Information
Robina Shah

The Chair reflected on the recent joint session held by WWL with its Board and senior colleagues from
partner organisations. She noted that the group was able to engage in open, constructive discussion
characterised by positivity, a shared focus on achieving a genuine “left shift,” and thoughtful consideration
of how best to address health inequalities across the borough. She emphasised that the session
demonstrated the value of reflecting both on the journey so far and on collective ambitions for the future.
Her key message was that when clear purpose is aligned to strategic intent, meaningful progress follows.

The Chair reiterated WWL’'s ambition for patients to receive care that they feel happy, safe and confident
with, and acknowledged that this is only possible when staff themselves feel supported, valued and able to
thrive. She linked this directly to the organisation’s values and behaviours framework, noting that
strengthened partnership working and integration across services mirrors the behaviours WWL seeks to
embed internally.

She reflected that as care pathways become more integrated across the locality, organisations will
increasingly adopt a pathway identity rather than an organisational one a positive and necessary change
for population-level improvement. She reaffirmed the Trust’'s commitment to working in this collaborative
way.

The Chief Operating Officer added that the current system pressures continue to influence staff values and
behaviours, particularly in how leaders show up. She stressed the importance of maintaining this
awareness and ensuring compassionate, values-based leadership remains central during such challenging
periods.

The Board received and noted the update.

7. Chief Executive's report Information
Mary Fleming
The Chief Executive summarised the key points in her report:

« She acknowledged that this winter had been particularly difficult, with high demand and long waiting
times. Despite this, she expressed her pride in WWL staff and the wider community, noting that
patient safety had remained a clear priority throughout.

e She reported a sense of renewed optimism as the organisation enters 2026, supported by the
ongoing organisational redesign, which is strengthening WWL'’s ability to meet future challenges

* She recognised that significant pressures and operational demands remain for senior leaders,
particularly during the transition period linked to the redesign.

e The Trust unfortunately moved into Segment 4. This was primarily driven by feedback from the
national patient inpatient survey, specifically regarding:

o corridor care
o patients being moved between wards

2/12
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She reiterated that these are priority issues within the Better Lives programme, which is focused on
eradicating such practices.

She thanked staff for their response during multiple critical incidents and recognised the improvement in flu
vaccination uptake compared to the previous year, although more progress is needed.

Finally, she noted significant organisational changes underway, including:

« creation of new clinical divisions

« continued focus on urgent and emergency care transformation

« improvements to infrastructure such as the emergency imaging suite

e ongoing work on the 3-year plan and alignment with the Wigan locality strategy

The Chair echoed the thanks to staff on their achievements throughout this period.

Mr S Holden asked when the Board will see the staff survey results, appreciating that it is embargoes until
March 2026.

The Chief Executive noted that there would be a brief discussion on this in the private meeting later in the
day but that there lack of a full set of comparative data available currently.

Mrs F Thorpe noted that the flu vaccination rate is positive but still indicated that under half the workforce
have been vaccinated and asked if there has been any work to establish why staff have not been.

The Chief Nursing Officer noted that some feedback indicates that the flu outbreak locally happened
sooner than expected leading staff to believe that there would be no benefit from vaccinations received
after having contracted the virus. Further, moving forwards there will be a more joined up approach which
identifies key places where vaccinations can be received. He was keen that the preventative agenda be
given focus in spring and summer in preparation for the flu season.

The Board received and noted the update.

07. CEO Board Report_Feb26_PUBLIC_FINAL.pdf

8. Annual Sustainability report
Chris Clark

The Director of Strategic Transformation presented the Annual Sustainability Report, noting a small
increase in carbon output driven largely by estates developments without matching sustainability
investment. He highlighted the encouraging level of staff engagement in green initiatives across the Trust,
whilst acknowledging the challenges associated with securing sufficient capital funding to support these
schemes.

Prof C. Austin asked about the balance between empowering motivated teams and ensuring that the
necessary investment was in place to enable progress.

The Director of Strategic Transformation confirmed that both elements were critical, emphasising that
teams were highly passionate about sustainability and that enabling them to innovate locally remained an
important driver, but that investment was equally essential to deliver meaningful change at scale.

Mr S. Holden queried whether WWL might adopt a ‘gloves off’ campaign similar to those seen elsewhere
now that COVID-related practices have reduced.

The Chief Nursing Officer agreed that this would be helpful and could generate both environmental and
financial benefits, noting that reducing unnecessary glove use may also minimise clinical infection risks.

Information
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Mrs F. Thorpe asked whether work had been undertaken to align the Trust’s environmental plans with
those of the local authority and primary care.

The Director of Strategic Transformation advised that the Scope 3 emissions workstream would be central
to this, but that there was further work required to fully assess and integrate the impact across the wider
system.

Lady R. Bradley asked whether achieving a fully 'Net Zero' position was realistic, or whether incremental
reduction was a more likely trajectory.

The Chair noted that, while the mandate remained clear, there was currently no formal mechanism to
monitor the impact of actions being taken. She highlighted improvements already seen in procurement
processes and suggested that elements within the Trust’s direct control should be clearly reflected in future
Board updates to support meaningful assurance.

The Board received and noted the update.

09. Annual Sustainabilty Report 25 26.pdf

9. Committee chairs’ reports

Non Executive Directors

9.1. Quality and Safety
Francine Thorpe

Mrs F. Thorpe provided feedback from the Committee meeting held the previous day. She reported that a
number of the papers presented highlighted how operational pressures were affecting patient safety;
however, where incidents had occurred, the Committee had received assurance that appropriate action
plans were in place. Issues relating to point-of-care testing were noted, with work underway with Salford
NHS FT as the provider to resolve these. She advised that the demand for maternity information was
expected to increase significantly in the coming months, noting the associated risk for WWL given the
volume of data required and the impact this had in pulling staff away from clinical care. Further assurance
had been requested in relation to asset management following an incident caused by obsolete equipment.

Turning to areas of assurance, Mrs Thorpe highlighted positive progress against the 2024/25 strategic
objectives. The QIA process continued to be robust, with evidence of appropriate challenge. The
Committee was assured by the Trust’s strong reporting culture around medication incidents, including clear
improvement actions in the small number of moderate and severe harm cases. Positive assurance was
also received on maternity services, which would be discussed later in the meeting. The mortality report
had been well received and demonstrated a reduction in ambulance admissions, which she welcomed as
evidence of the Better Lives programme and wider community work taking effect.

The Chair asked whether the Committee was confident that the BAF continued to reflect the current risk
position, which Mrs Thorpe confirmed. Dame R. Shah was also pleased to hear that neurodivergent
children’s services had been identified as an area requiring further assurance.

The Deputy Medical Director echoed the positive impact of recent initiatives such as the “call to convey”
scheme, noting reductions in ambulance attendances, and confirmed that work was progressing on other
related schemes.

The Chief Executive added that she shares every A&E congestion-related complaint with the place-based
leads to ensure system visibility of the pressures. She also reiterated the importance of balancing

Information

Information
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operational achievements with awareness of the patient experience, including sustaining improvements in
ambulance handover times.

The Chief Operating Officer emphasised the need to champion the resources and transformation required
to shift more care into the community, noting that MDT-focused models were expected to drive further
progress over the next 12 months.

The Chair concluded by noting that WWL does not treat data as an abstract exercise; colleagues clearly
recognise that it reflects real people and remain focused on the impact on patients and staff at all times.

9.2. Finance and Performance Information
Julie Gill

Mrs J. Gill provided a summary of the Committee meeting held the previous week. She noted that Mr K.
Parker-Evans had confirmed that all long-wait patients would undergo a full harm review, which would also
consider equality, diversity and inclusion impacts, with findings to be reported through the relevant
Divisional Assurance Meetings (DAMs).

The Chair emphasised that this approach would require validation and that the Board would need clear
assurance that the harm-review process was being applied consistently and robustly across divisions.

The Chief Executive explained that there would be escalation from DAMs to the appropriate Board
committees, and that future iterations of the IPR should reflect this more explicitly, drawing together
feedback from committee chairs to provide a single, triangulated view of performance and risk.

Mrs F. Thorpe shared her reflections on the flow of issues across committees, noting that when concerns
emerged in one committee, they were appropriately referred to the most relevant committee for oversight;
Mr M. Wilkinson confirmed that such referrals were captured formally on the referrals log.

10.2. AAA - FP - Jan 2026 F.pdf

9.3. People Committee Information
Mark Wilkinson

Mr M. Wilkinson provided his summary of the meeting held the previous week. He advised that the current
Freedom to Speak Up (FTSU) contract would shortly come to an end and suggested that the forthcoming
staff survey results should be triangulated with how staff feel about their ability to speak up, noting that the
Trust continues to receive a comparatively high proportion of anonymous concerns relative to other
organisations. He also highlighted the continuing gap in the workforce plan and drew attention to concerns
identified within the gender pay gap analysis. He confirmed that he would be discussing the relevant BAF
workforce risk with the Chief People Officer.

The Chair emphasised the importance of the Board receiving assurance that staff feel confident and safe
to raise concerns, and noted that triangulation of staff survey data, FTSU information and committee-level
intelligence will be essential to provide the Board with a clear view of organisational culture and risk.

The Chief Executive advised that the position regarding the FTSU service had been unexpected,
explaining that decisions taken by the ICB’s provider had influenced the availability of the service. She
noted that this would require the Trust to stabilise local arrangements and strengthen internal assurance
mechanisms while a longer-term solution is identified.

9.4. Research Committee Information

Clare Austin
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It was noted that this had been reported at the previous meeting.

The Board received and noted the updates.

10. Maternity updates

10.1. CNST update assurance presentation Decision

Cathy Stanford

The Divisional Director of Midwifery and Neonates presented the report.

The Chief Operating Officer confirmed that she had attended the Maternity Incentive Scheme (MIS)
meeting and had observed robust governance processes in place to support the assurance being
provided.

The Chair referred to an ongoing action noted on page 8/18 and sought clarification.

The Divisional Director of Midwifery and Neonates advised that an action plan had been presented to the
Board several times, which included the establishment of a rota. Although the rota is now in place, an
ongoing review is being conducted to assess its effectiveness and ensure that gaps do not arise. She
confirmed that the action will be recorded as “completed” (“yes”) within the submission.

Mr S. Holden asked whether further detail could be shared on the mortality element, comparable to the
format used within existing mortality reporting

ACTION: Chief Executive
Prof C. Austin queried one additional ongoing action on page 6/18.

The Consultant from Maternity and Neonates responded that agreement had been reached between
clinicians on the relevant matter.

The Chief Executive emphasised the need to balance the available resource with what is required to meet
the standard safely.

The Chief Nursing Officer highlighted that Local Maternity and Neonatal System discussions had
introduced triangulation of financial pressures with the safety position, noting that, in the current
environment, strict risk-mitigation—rather than full risk elimination—is expected nationally. He further noted
that the Quality & Safety Committee will be responsible for reviewing the external maternity-related reports
expected over the coming year, recognising that this forms part of the phased national requirements and
aligns with the forthcoming wave of external assurance activity.

Dame R. Shah acknowledged that the position reported was accurate and appropriate but requested that
the wording within the submission be refined to reflect this more clearly.

Lady R. Bradley observed that the mitigations described within the action plans demonstrate how the Trust
meets the standard through appropriate rotas and staffing arrangements, though in practice this may not
always be achieved consistently. She emphasised the need for checks to ensure safe care is being
provided and suggested that the Safeguarding Effectiveness Group review this at its upcoming meeting.

The Board AGREED to submit the completed declaration pending minor changes discussed.



11.1. CNST YEAR 7 Quadrumvirate Presentation Feb 2025 (updated).pdf

10.2. Maternity dashboards Information
Cathy Stanford

The Divisional Director of Midwifery and Neonates summarised the report, explaining that it brought
together all perinatal quality surveillance requirements, including:

e Saving Babies’ Lives (SBL)

o Continuity of carer updates

¢ Perinatal mortality and morbidity review elements
o Maternity and neonatal safety measures

+ Compliance against national standards

Mrs F. Thorpe highlighted the positive improvements in maternity outcomes, noting in particular the
reduction in smoking at the time of delivery and the increase in breastfeeding rates.

The Chair queried the recent births in which fractures had occurred. The Chief Nursing Officer advised that
the three cases were being reviewed in line with the patient safety incident response framework, with
consideration being given to whether an external review would be appropriate. He confirmed that the
incidents had occurred in July, October and December.

The Consultant from Maternity and Neonates added that all three cases had occurred during caesarean
sections, and two had involved patients with significant clinical complexity.

The Chief Executive asked what was being done to educate women on the benefits of vaginal delivery
compared to elective caesarean section, expressing concern about increasing wound-infection related
readmission and the rising rate of planned caesareans at WVVL.

The Consultant from Maternity and Neonates advised that women are provided with information on the
risks and consequences of caesarean section as part of their care.

The Chief Executive encouraged the team to explore how organisations with lower rates achieve this, and
raised a concern that learning from the initial incident may not have been fully embedded, potentially
contributing to the second case.

The Divisional Director of Midwifery and Neonates responded that the learning had been reviewed and
incorporated.

The Chief Executive also queried whether any themes around role clarity had emerged.

The Divisional Director of Midwifery and Neonates and the Consultant from Maternity and Neonates
advised that no such theme had been identified; however, they acknowledged that during obstetric
emergency calls significant numbers of staff often attend in an effort to support, and that this could benefit
from refinement.

The Chief Operating Officer supported the need for better antenatal education and suggested that the
Director of Public Health could support this work.

The Divisional Director of Midwifery and Neonates advised that several initiatives are being developed to
improve the quality and accessibility of patient education, while acknowledging that public health input is
required.

7/12
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The Board recognised the challenge of engaging with hard-to-reach communities but heard that the
maternity team is focusing on this as part of wider improvement work.

Mr Parker-Evans noted the importance of understanding why maternal choice for elective sections is
increasing, highlighting the reading age of the local population and the need for communications that are
accessible and effective, suggesting the use of apps and video resources.

Mrs M. Moore added that recent public inquiries may have contributed to women perceiving caesarean
section to be safer than vaginal birth.

The Board noted that many women are making well-informed choices in line with national guidance,
including NICE advice that women may be discharged as early as two days post-section.

The Chair emphasised that the Trust’s role is to ensure safe, high-quality care for mothers and families,
and that these complexities must be considered through a patient-centred quality lens.

The Chief Executive commented that whilst the positive elements of the report were clearly highlighted,
she was concerned that the negative aspects—such as complaints—had been presented as isolated with
minimal apparent impact. She asked that future reports ensure this is not minimised.

The Divisional Director of Midwifery and Neonates agreed and undertook to feed this back for
consideration in future reporting.

The Board AGREED that the Chief Executive could sign off the required paperwork on it behalf.
11.2. Maternity Dashboard Report - Dec 25.pdf

11.2a. Maternity Dashboard - Dec 25.pdf

11.2b. Neonatal Dashboard - Dec 25.pdf

11.2c. Perinatal Dashboard - Dec 25 (1).pdf

10.3. Perinatal quality oversight report
Cathy Stanford
It was appreciated that this report had been discussed with the previous item.

11.3. Perinatal Quality Oversight Report Q3 25-26 Oct-Dec 2025 (For Board) (003).pdf

11. Freedom to Speak Up guardians report
Selina Morgan

The Freedom to Speak Up Guardian summarised the report which had been circulated in advance of the
meeting.

The Chief People Officer highlighted that the People Committee had noted an increase in anonymous
Freedom to Speak Up reports and had therefore asked that consideration be given to what is driving this
trend and how it might be addressed.

The Freedom to Speak Up Guardian advised that the anonymous concern e-form captures sufficient
information to enable full investigation and that feedback is provided to the relevant division to support
learning and any required changes in practice; she therefore felt less concerned about the anonymity itself.

Information

Information
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The Director of Communications and Stakeholder Engagement noted that it would be helpful to triangulate
both the thematic issues emerging from FTSU reports and the staff groups raising them with the outcomes
of the staff survey. It was agreed that this had been reported previously and could be incorporated in the
next report. Prof C. Austin commented that understanding the length of time taken to close cases would be
valuable, with enough detail to judge whether any delays were reasonable given the nature of concerns
raised.

The Chief Finance Officer thanked the Freedom to Speak Up Guardian for her positive engagement with
estates and facilities teams, noting that her visits and conversations had resulted in an increase in
reporting from that staff group. Mrs M. Moore echoed these observations.

The Chief Executive asked whether the launch of Martha’s Rule had reduced the extent to which staff
approached the FTSU Guardian, emphasising the importance of triangulating this to ensure the Board
retains a full picture of speaking-up routes and cultural indicators.

The Chief Nursing Officer agreed, confirming that he would work with the Freedom to Speak Up Guardian
on this, noting that he had recently met with four teams regarding patient safety concerns and had been
able to resolve issues directly - potentially reducing the need to use FTSU as a route. He added that rising
Datix reporting, for example, may correlate with reductions in FTSU usage.

Mrs F. Thorpe endorsed the triangulation approach.

The Chief People Officer further noted that, in addition to the increase in anonymous concerns, there was
also a lack of reporting of protected characteristics; understanding these characteristics is important to
identify whether concerns may be linked to them. The Chair noted that NEDs would shortly be visiting
Estates and Facilities teams, which would support further triangulation and visibility.

The Board received and noted the report.

12. FTSU Quarterly Report Q3 2025 for Board v2.pdf

12. Finance Report

Tabitha Gardner

The Chief Finance Officer presented the report which had been shared in advance of the meeting. She
highlighted the underlying position of £24.5m at the end of 2024/25, noting that the current year shows a
£17.2m deficit, representing a significant improvement, with work ongoing to reach the planned £11.9m
year-end position.

Mr S. Holden raised concerns regarding the pay-bill reduction and whole-time equivalent (WTE)
trajectories, questioning whether MARS was achieving the intended impact or whether further issues
should be considered.

The Chief Executive agreed with the concerns regarding pay-bill reduction, noting the need to balance
financial requirements with the organisation’s responsibilities as an employer and anchor institution. She
emphasised the importance of managing this sensitively and strategically as the Trust progresses through
its redesign.

Mrs J. Gill stressed the importance of fully understanding the delivery profile of the Trust’'s Cost
Improvement Programme (CIP) to ensure the Board can assess whether the scale and phasing of required
efficiencies are achievable.

The Chair noted the need for the Board to maintain clarity on its priorities, emphasising that whilst financial
performance is critical, the Board’s foremost responsibility is to protect patients and ensure the delivery of
safe, high-quality care.

Assurance



The Board received and noted the report.
13. Board Cover Sheet - Finance Report M9.pdf
13a. Trust Finance Report 25-26 December Month 9 Board.pdf

13. Integrated Performance Report Approval

Sarah Brennan

The Chair introduced the item and asked the Board to focus on areas that had not yet been discussed in
detail during the meeting.

The Chief Operating Officer noted that the significant operational pressures across the Trust had adversely
affected performance metrics, emphasising that care had not always been delivered in the way staff aspire
to deliver it, impacting both patient experience and staff morale.

The Chair stressed the importance of maintaining a strong patient focus in all circumstances and
commented that the Integrated Performance Report (IPR) helpfully grounded the discussion in the lived
experience of patients and staff, reinforcing the need for compassion in leadership and decision-making.

Mr S. Holden questioned whether the time taken to hire staff could be reduced through improved
efficiency.

The Chief Nursing Officer responded that some of the data required cleansing, as certain cases related to
newly qualified nurses whose start dates were set by qualification timelines, and others involved staff
working required notice periods at their previous organisations.

Mr M. Wilkinson asked to what extent the Board felt the Better Lives Programme was appropriately
weighted, suggesting that some of the issues described might reflect variation in the quality of primary
care.

The Chief Executive advised that locality leadership was proud of the progress made, particularly noting
that non-require-to-reside (NRTR) patients were finally reducing. However, she acknowledged that while
the programme was making a meaningful difference for some patients, it had not yet done so for all. She
reiterated the senior team’s support for shifting care into the community and highlighted that Better Lives
had created the necessary platform for this work to gain traction.

Mrs F. Thorpe asked about the quality of primary care and adult social care within the borough and
whether comparable metrics to the National Oversight Framework existed for those services.

The Chief Executive advised that relationships with primary care were positive but could be strengthened,
noting that community services provided an important bridge and that further work was needed to integrate
system assets and manage public expectations about receiving care in the right place. She emphasised
the need to shift cultural expectations around urgent care usage and to reduce dependency on
hospital-based services.

The Chief Operating Officer added that data is shared at the relevant system forums and advised that she
did not have concerns about the quality of care being delivered in primary care, though she acknowledged
the ongoing challenges in joining up pathways and ensuring stronger integration between primary and
secondary care.

14. Board of Directors IPR M9 2526.pdf
14a. IPR_M9_2526.pdf
14b. Benchmark Access Standards - Jan 2026.pdf
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14. Board Assurance Framework Approval

Steve Parsons

In introducing the Board Assurance Framework (BAF) item, Mr S. Parsons asked the Board to confirm that
the document continued to reflect the current level of risk and the mitigations in place. He drew particular
attention to SR4 (Workforce Sustainability), noting that the score should either be maintained at its current
level or potentially increased, given the pressures and indicators discussed during the meeting.

The Board AGREED that the BAF and risk scores were appropriate.

15. BAF Report Board February 2026 FINAL.pdf

15. Reflections on equality, diversity and inclusion Discussion
Robina Shah

In concluding the meeting, the Chair invited reflections on equality, diversity and inclusion. The Board
acknowledged that ED&I considerations had been woven throughout the discussions and that these
continued to be central to the Trust's approach to leadership, culture, and patient care. The Board agreed
that colleagues consistently demonstrate an understanding that data is not abstract, but represents the
lived experience of patients, families and staff.

The Chief People Officer reiterated the earlier concern from the People Committee regarding the lack of
protected characteristic data within Freedom to Speak Up reporting. It was agreed that the FTSU team
would continue work to gather and analyse this information to support the early identification of any issues
linked to protected characteristics, ensuring concerns can be fully understood and addressed.

The Board also noted the referral from the Finance & Performance Committee to the Quality & Safety
Committee regarding access to care for neurodiverse children, recognising this as an important area for
future assurance and triangulation.

Members reflected on the extensive discussions held regarding caesarean section rates, agreeing that
actions would continue to be taken forward to better educate borough residents, with a particular emphasis
on accessible information formats and tailored communication to support informed choice. This included
recognising the differing levels of literacy and the value of using apps, videos, and digital messaging to
engage effectively.

The Board placed further emphasis on the need for consistent access to BSL interpreters and welcomed
work underway to strengthen this provision across services.

Finally, the Board acknowledged concerns about inconsistencies in approach across services, particularly
where variation may impact the equity of experience or access. Members agreed that committee-level
triangulation, continued visibility of soft intelligence, and inclusive leadership behaviours remained
essential to ensuring a fair and equitable culture across the Trust.

The Board turned to the items on the consent agenda, having consented to them appearing thereon.

Consent Agenda

16. Equality, diversity and inclusion annual report Approval
The Board APPROVED the content of the report for publication on the Trust's website.

17. EDI Annual Report 2024-2025 Executive Summary for Board approval.pdf
17a. EDI Annual Report 2024-2025 Final.pdf

17. Safeguarding annual report Information
ihe Board received and noted the report.



18. Safeguarding Annual Report 202425 Front Cover Board of Directors Feb 2026.pdf
18a. WWLTH Safeguarding Annual Report 2024 2025.pdf

18. Guardian of Safe Working Hours report Information
The Board received and noted the report.

19. GOSWH Quarter 1 Apr to Jun 2025.pdf

12/12
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Agenda item: 6.1

Title of report: University Hospital Status: Progress Report
Presented to: Board of Directors

On: 1st April 2026

Iltem purpose: For Assurance

Presented by: Prof Sanjay Arya, Consultant Cardiologist

Prepared by: Madeleine Jackson, Service Development Manager

Contact details: E: Madeleine.Jackson@wwl.nhs.uk

Executive summary

Becoming a University Teaching Hospital has been a long-held aspiration for the Trust. We have
been working toward this ambition since 2021 via the University Hospital Group (UHG) chaired by
Professor Sanjay Arya and comprising of key members of WWL's Board, Research and Education
Teams and Edge Hill University (EHU).

To achieve University Teaching Hospital status, Trusts must apply to the University Hospital
Association (UHA) and meet all the criteria regarding research and education set by the UHA.

The criteria have recently been reviewed and rewritten by the UHA and are due to be released in
April 2026.

e We have received the draft criteria

e The WWL research and education teams have been able to comment on the proposed new
criteria (alongside other stakeholders) due to our ongoing engagement with UHA led by
Professor Arya supported by the project team

e We are on track for September 2026 to submit our application, subject to UHA timescales and
capacity within WWL and EHU

Link to strategy and corporate objectives

University Hospital Status is a key priority within Our Strategy 2030.

Risks associated with this report and proposed mitigations

There is low level risk of not meeting the criteria or not meeting our deadline of September 2026 due
to circumstances outside of our control e.g. delays to the launch of the new criteria, capacity of EHU
colleagues and our own internal capacity to complete the application and gather the evidence

required by the UHA. To mitigate we will continue to monitor progress via regular University Hospital
Group and project team meetings.
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Financial implications
None

Legal implications
None

People implications

The Trust will continue supporting staff across all groups to be more research active and build on
our medical education with partnership with EHU and other universities.

Equality, diversity, and inclusion implications
None

Which other groups have reviewed this report prior to its submission to the
committee/board?

None
Recommendation(s)

The Board is asked to note the progress made, acknowledge the plan to submit our application in
September 2026 and provide any additional direction to support our submission.
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Report
Background

The Trust have been working towards University Hospital Status since 2021. During which time we
have worked via the UHG to meet and gather evidence to show we have met the criteria set out by
the UHA. The criteria have changed significantly since we began our journey to become a University
Teaching Hospital. The key areas we struggled to meet previously were as follows:

1c i. A core number of university principal investigators. There must be a minimum of 6% of the
consultant workforce with substantive contracts of employment with the university with a medical or
dental school which provides a non- executive director to the Trust Board. These individuals must
have an honorary contract with the Trust in question.

1c iii. For Trusts in England, an average Research Capability Funding allocation of at least £200k
average p.a. over the previous two years.

However, the criteria have been reviewed and rewritten by the UHA, the consultation on the new
criteria took place earlier this year (in which WWL participated). The UHA Lead has advised that the
new criteria should be released in April 2026 to coincide with the launch of their new host
organisation “The NHS Alliance”; formed by the merger NHS Providers and NHS Confederation.

Whilst the updated criteria remain embargoed until formal publication, early indications from the
consultation suggest that the revised framework is more inclusive and considers individual Trust's
organisational sizes and profiles alongside their research and education activity.

As a Trust we work in close partnership with Edge Hill University, along with Manchester Medical
School and University of Greater Manchester Medical (Bolton) school to deliver high quality,
multiprofessional clinical placements supported by strong educational governance and effective
supervision. These collaborative arrangements ensure a positive student experience and continuous
enhancement of placement quality, in line with the revised UHA criteria for modern, inclusive
multiprofessional education. Taken together with our research activity, infrastructure, and income,
the UHG is confident that we will be able to submit a high-quality application in September 2026.

Next Steps
The UHG has set a timescale of:
e Evidence gathering to support our application Q1 and Q2 of 2026/7

e Completion of application form and submission to the UHA September 2026; subject to release
of criteria in April 2026 and capacity within WWL and EHU
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Agenda item: [8]

Title of report: Chief Executive’'s Report

Presented to: Board of Directors

On: 1 April 2026

Item purpose: Information

Presented by: Chief Executive

Prepared by: Director of Communications and Stakeholder Engagement
Contact details: T: 01942 822170 E: anne-marie.miller@wwl.nhs.uk

Executive summary
The purpose of this report is to update the Board on matters of interest since the previous meeting.

Link to strategy and corporate objectives
There are reference links to the organisational strategy.

Risks associated with this report and proposed mitigations
There are no risks associated with this report.

Financial implications
There are no financial risks associated with this report.

Legal implications
There are no legal implications to bring to the Board’s attention.

People implications
There are no people risks associated with this report. The report contains information relating to the
National Staff Survey 2025.

Equality, diversity, and inclusion (EDI) implications

There are no EDI implications in this report. The report contains information about the Trust receiving
Bronze Recognition for our Anti-Racist Framework from the North West Black, Asian and Minority
Ethnic Assembly.

Which other groups have reviewed this report prior to its submission to the
committee/board?
N/A


mailto:anne-marie.miller@wwl.nhs.uk

Recommendation(s)
The Board of Directors is recommended to receive the report and note the content.

2/4
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Official Opening of the Andrew Foster Endoscopy Unit

| begin this Board report by acknowledging the contributions of Andrew Foster, our former Chief
Executive and Chair of WWL, who passed away in 2023. It was a privilege to welcome his family for
the official opening of the Andrew Foster Endoscopy Unit at the Royal Albert Edward Infirmary site.
Andrew made such a significant contribution, not just to WWL, but to the wider Wigan Borough,
Greater Manchester and beyond, and his legacy lives on at the Trust to this day. The new endoscopy
facilities will provide quicker access to endoscopy procedures, ultimately leading to better outcomes
for patients, as well as an improved environment for both patients and staff. This will ensure that
patients will be receiving the highest possible standards of care, with improvements in privacy and
dignity, increased patient choice, and more timely appointments. Naming this unit after Andrew has
been a privilege and was an emotional moment for everybody at the event. He was a boss, a leader,
a mentor, a confidant, and a friend, and my only sadness is that wasn’t here to see this moment for
himself. This new unit is a place that will change lives, honour his legacy and continue the work that
he cared so deeply about.

National Staff Survey

In March, we received our 2025 National Staff Survey Results. This was WWL's best ever response,
with 48% of staff taking the time to respond - an increase from 35% in 2024 and above the national
average. To put that into context, we heard from 1,000 more members of our staff, which is a huge
achievement, and means we now have a better understanding of how our staff feel about working at
WWL. Creating a safe, engaging and rewarding place to work will always be one of our top priorities,
and we had some significant improvements in this years’ results. We remain the highest Trust in
Greater Manchester for the fifth year running in both Morale and ‘We Are Safe and Healthy'.
However, we also have room for improvement, as some scores have fallen since last year, with a
number of them remaining below the national average. We heard from staff that they are less likely
to recommend WWL as a place to work or to receive care. Strengthening staff advocacy is one of
our priorities this year, through focusing on clear communication, visible leadership, and ensuring
staff members feel valued, listened to, and proud of the care we provide. We are actively working
with representatives from across the organisation who are analysing our survey results alongside
other feedback and insights, working closely with our divisions to understand what matters most to
them, and providing targeted and tailored support to help teams make meaningful and lasting
improvements to culture. The voices of our staff remain central to every decision we make, and their
honest feedback gives us clear direction on how to celebrate our strengths but also tackle our
challenges and keep building a workplace where everyone feels valued, supported and empowered.

Anti-Racist Framework Recognition

We were recently awarded Bronze Recognition for our Anti-Racist Framework from the North West
Black, Asian and Minority Ethnic Assembly. This is a real achievement, signifying our time, effort and
dedication to making WWL an anti-racist organisation. Anti-racism is not a sub-theme within our
wider Equality, Diversity and Inclusion activity - it is a distinct, mission-critical priority which is integral
to our Trust Strategy and Corporate Objectives. It reflects our explicit recognition of the structural
and institutional racism, and the impact it can have on our staff, our patients, and the wider
community. Key milestones include launching our Trust Values and Civility Frameworks, and we
have also developed our Anti-Racist Strategy and our Anti-Racism and Zero Tolerance Policy, which
are due to be launched soon. | am determined to build an inclusive culture at WWL; to amplify voices,
strengthen leadership and accountability, commit to educating people on anti-racism, and improve
the experience for our staff and patients. Achieving Bronze Recognition is proof that we are making
a difference at WWL, and | am committed to continuing the hard work already underway.

WWL Named Cleanest Hospital in PLACE Assessments

Patient-Led Assessments of the Care Environment (PLACE) continue to provide invaluable insight
into how our clinical environment can be enhanced from the perspective of those who use our
services. | am pleased to report that WWL has once again been recognised as the cleanest Acute
Trust in the country for the third consecutive year, out of 119 Trusts.

Over the past eight years, WWL has consistently ranked within the top ten per cent nationally. In
2025, the Trust achieved joint first place across England and secured first place within the North
West for all Acute Trusts. This sustained performance reflects our organisation-wide commitment to
maintaining the highest standards of cleanliness and ensuring an environment that supports safe,
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high-quality care. These outcomes are a direct result of the dedication and professionalism
demonstrated daily by our Estates and Facilities teams. Their efforts underpin the Trust’'s ability to
provide a clean, welcoming, and safe environment for patients, visitors, and staff. | would like to
extend my sincere thanks and congratulations to all colleagues involved; their continued hard work
represents the very best of WWL.

National Oversight Framework

The NHS National Oversight Framework (NOF) 2025/26 released its third round of results in March,
with WWL remaining in Segment 4 and improving its rank to 117 from 119 since Quarter 2.
Established in 2025, the NOF serves as the national system for monitoring organisational
performance. At WWL, we recognise the areas requiring focused attention and are actively
implementing significant transformation programmes, particularly in urgent care and elective
recovery. These initiatives are designed to improve our performance and prioritise the needs of our
patients, staff, and the residents of Wigan Borough.

Emergency and Urgent Care

March has seen a positive improvement to four-hour performance across the Emergency
Department, Paediatric Emergency Department and our Urgent Treatment Centres. Our current
performance is just over 77%, reflecting an 11% improvement this month and more than a 5%
increase compared to last March. As part of the ‘March Sprint’ campaign the Urgent and Emergency
Care teams have taken a number of actions to support the improvements including increasing the
Frailty Same Day Emergency Care area, implementation of an Urgent Treatment Centre co-ordinator
and a tracker role in our Emergency Department. We are working to embed these improvements
and ensure that they continue to be sustained. To further support this, today we launched the Right
Patient Right Ward programme. This initiative targets four critical conditions, heart attack, stroke,
acute abdomen, and fracture of the neck of femur, with the aim of enhancing patient outcomes and
overall experience.

NHS England Advice to Virtually Eliminate Corridor Care

This month, we received advice from NHS England that, from May 2026, data will be collected in
relation to corridor care and published on NHS England’s website. As we continue to make steps
within WWL to combat having escalated areas in corridors, we are also taking on board some of the
actions that were identified at the Corridor Summit for Provider Trusts outlined the additional actions
that need to be taken at a national level, including identifying corridor care as an organisation risk,
and making reviews of corridor care and incidence data a standing risk at Trust Board. A Getting It
Right First Time (GIRFT) guide on Corridor Care Improvement has also been published, which
details actions to take to reduce corridor care with clear executive owners and a detailed report on
how this will be managed and reported will be brought to the June Trust Board for consideration.

Neighbourhood Health Framework and Population Health Delivery Models

On 17 March 2026, NHS England published the Neighbourhood Health Framework and
accompanying guidance on Population Health Delivery Models. Together set out a major shift
towards more preventative, integrated and neighbourhood-based care. The Framework strengthens
the role of the Integrated Care Board (ICB) as strategic commissioners and introduces new
population-based contractual arrangements intended to reduce fragmentation and enable a more
consistent, outcomes-focused approach across primary, community, mental health and social care
services. The publications provide greater clarity on the “left shift” required nationally and the
associated expectations around outcomes, financial flows and local planning. Of particular relevance
to WWL is the development of Integrated Neighbourhood Teams with an early focus on frailty,
long-term conditions, children and young people, and improved access to general practice. Over the
coming weeks we will work with the ICB and wider partners to assess the implications for our
neighbourhood development across the Wigan Borough, future integrated care models, and next
stages of our organisational redesign.
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Classification: Official

To: e Trust chief executive officers and NHS England
chairs Wellington House
133-155 Waterloo Road
cc. e Trust medical directors and directors London
of nursing SE1 8UG

e Regional directors
4 March 2026

Dear colleagues
Additional actions to virtually eliminate corridor care

We all know that corridor care is unacceptable; it creates an exceptionally poor experience
for patients — particularly older patients — and their loved ones, generates low morale for our
staff, and undermines the public’s confidence in the ability of the NHS to provide safe care
when they need it most.

This year, a number of colleagues have gone to great lengths to eradicate or significantly
reduce the incidence of corridor care, and to mitigate its effects where needed. It is evidence
that with the right leadership ambition and focus we can do much more to prevent corridor
care in the future.

Over the last few weeks, we have worked constructively with the Corridor Care Coalition —
representing patients, staff and the public — on this issue, and want to thank them for their
leadership and challenge on behalf of both patients and staff.

Responding to their collective constructive challenge, we write to inform you of the following
actions we are now taking, in addition to existing work led by GIRFT.

Increasing visibility and transparency

We agree with the Corridor Care Coalition central ask that the starting point needs to be
consistent transparency on the extent to which patients are experiencing — and staff are
having to deliver — care in non-designated areas.

To that end we have engaged with clinical and professional groups on a single definition of
‘corridor care’ to be shared across the NHS.

In summary, a patient has experienced corridor care if they have spent at least 45 minutes in
a clinically inappropriate area of an emergency department or general and acute ward.

Ambulance handover delays should continue to be reported separately and monitored
alongside corridor care to ensure efforts to reduce corridor care do not lead to longer waits in
ambulances outside the hospital.

Publication reference: PRN02367 O
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The 45-minute threshold for corridor care aligns with the W45 protocol for ambulances. We
aim to revise both down to 30 minutes in 2027/28 once demonstrable progress has been
made.

The full definition and worked examples accompany this letter and are on our website. These
should be used consistently from now on, both internally to your organisation and in
discussions with system, and regional and national colleagues.

Based on this definition, we will begin collecting data on corridor care and will publish it,
subject to data quality, each month from May 2026 on NHS England’s website.

The newly defined corridor care measures will need to be submitted in the UEC Daily Sitrep
collection. New fields to collect these data will be available for completion from 6 March. At

the same time, the current fields used to collect Temporary Escalation Spaces will be stood

down.

If you have any questions about the definitions, please email england.DailySitRep@nhs.net.

For questions about beds, please email england.bedsanddischarges@nhs.net.

For technical questions about the submission of your data, please
email nhsi.SITREPSupportTeam@nhs.net.

Additional national-level actions

In addition to increasing consistency and transparency of what we measure, we will be
taking forward the following national actions over the coming months.

1. Supporting operational and clinical improvement — we will shortly publish a
Getting It Right First Time improvement guide on corridor care based on learning
from the team’s work on the ground with the most challenged organisations. The
GIRFT programme’s intensive on-the-ground work with the most challenged trusts will
also continue.

2. Increasing public awareness of ED alternatives and preventative actions — we
will review national communications’ campaigns and resources for local use on
community-based alternatives to Emergency Departments and avoiding hospital
admissions, to ensure they are effective.

3. Clarifying escalation and incident reporting — our recent Principles for providing
patient care in corridors guidance reminds trusts of the importance of internal
oversight, escalation and incident reporting. We will refine these further to make it
clearer that trust boards should take formal ownership of corridor care as an
organisational risk, that any proposed use of corridor care should be approved at
executive-level, and that all individual cases meeting the criteria in the definition
should be reported as an incident.

4. Supporting trusts and systems to implement existing guidance on improving
urgent and emergency and acute care — including the Model Emergency
Department, Extended emergency medicine ambulatory care operating principles,
Model Acute Pathway and the FRAIL strategy, to embed important measures which
can make a difference to the timeliness and efficiency of care, including timely
assessment by senior doctors, particularly for older people with frailty.

© NHS England 2026 2
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5. Prioritising the eradication of corridor care as part of wider ongoing work on

new care delivery standards — we are currently developing a new Urgent and
Emergency Care Strategy through which we will set out priority work to improve the
whole pathway. Additionally, as part of other ongoing work across NHS England, we
will:

a) set expectations of the role of senior clinicians. As part of the National
Care Delivery Standards — within the Quality Strategy workstream — we will
set further expectations on access to consultants and other key professionals
to support clinical decision making

b) review the Section 136 pathway, including the role of places of safety,
and ensuring clear alignment with the development of Mental Health
Emergency Departments. This work aims to improve the experience and care
of people in mental health crisis and reduce the need for prolonged stays in
Emergency Departments, as part of the wider programme to strengthen the
national mental health crisis care model

Supporting the workforce — as part of ongoing work on the 10 Year Workforce
Plan, we will consider UEC and acute staffing models, and further support for staff
who may be required to provide care outside of their normal environment.

. Co-produce further actions local leaders can take to reduce corridor care and

improve support for staff and patients — working initially with the 30 trusts facing
the biggest challenges, as set out in the following section.

Co-producing further trust-level actions

On 26 February we convened CEOs, chairs, chief operating officers, medical directors, chief
nurses and directors of communication from 30 trusts assessed as facing the biggest
challenges on corridor care.

The purpose of this summit was to discuss and develop additional actions to support the
eradication of corridor care which are more amenable to local ownership rather than national
direction.

| want to thank those colleagues who attended for the positive and proactive approach to
owning and solving these challenges displayed in the room.

There was a clear consensus in the room on the importance of:

trust boards owning and treating corridor care as an organisational risk, including
making reviews of corridor care and incidence data a standing item at trust board
meetings

trust executives regularly walking the corridors and wards, including out of hours, to
speak with patients who have been waiting more than 12 hours, and to staff

trust chief executives, medical directors and chief nurses regularly chairing hospital
discharge meetings to better understand actual system blockages and ensure
effective discharge planning

© NHS England 2026
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e trusts taking steps to improve the capture of near real-time patient and staff
experiences of corridor care to inform action and board oversight — which we will
develop a support offer on

e trusts setting and enforcing clear professional standards and expectations on senior
clinicians to lead organisational responses to situations where corridor care is being
used or is at risk of being used

Each of the 30 trusts is now rapidly developing their own set of commitments for action over
the coming months. To support further improvement, we will assess the real-world impact of
these actions to inform future guidance for all trusts.

| said at the beginning of this letter that we all know that corridor care is unacceptable.
Where colleagues have made the biggest difference this year leadership teams have
adopted this as an organisational policy, and acted accordingly.

So while there are many factors at play in corridor care which are beyond the direct control
of individual trusts, let’s all emulate those colleagues who are showing the way on this, and
ensure we are doing everything within our control to eradicate corridor care, and give all our
patients the quality, safety and dignity of care they deserve.

Yours sincerely

Sarah-Jane Marsh CBE
National Director of Urgent and Emergency Care and Operations

NHS England

© NHS England 2026
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Agenda item: 9

Title of report: Partnerships Report

Presented to: Board of Directors

On: 1st April 2026

Presented by: Richard Mundon, Director of Strategy and Planning
Prepared by: Chris Clark, Director of Strategic Transformation
Contact details: Email: chris.clark@wwl.nhs.uk

Executive summary

The latest version of the NHS Foundation Trust Code of Governance (published in April 2023) requires
the Trust to work effectively with our system partners and identifies several specific responsibilities for
Trust Boards.

There have also been a few publications from NHS England over the last few months which have
highlighted the importance of strong partnership arrangements as a key enabler to delivery of integrated
and efficient services and in driving improvements in population health through an increased focus on
prevention. These publications include:

- The NHS England 10 Year Health Plan, which highlights three radical shifts; from hospital to
community; analogue to digital; and sickness (reactive care) to prevention.

- The Planning Framework for the NHS in England, which promotes integrated, system-wide
planning focused on population health, financial sustainability, and service transformation.

- The Neighbourhood Health Framework, which sets out the next steps for the NHS, local
government and voluntary, community and social enterprise partners to develop
neighbourhood health services.

- Fit for the Future: Towards Population Health Models which sets out guidance on three new
contractual models to support delivery of population-level delivery models.

This is the latest biannual report to Trust Board highlighting the system partnership work that we are
undertaking.

Link to strategy
Working effectively with our partners across the Wigan Locality, Greater Manchester and beyond is
identified as a key part of Our Strategy 2030.

Risks associated with this report and proposed mitigations
No specific risks linked to this report. Risk to partnerships included within the Board Assurance
Framework (see PR8)

Financial implications
No financial implications to this report.
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Legal implications
No financial implications to this report.

People implications
No financial implications to this report.

Wider implications
None noted.

Equality, Diversity and Inclusion Implications

Which other groups have reviewed this report prior to its submission to the committee/board?
N/A

Recommendation
The Board of Directors is requested to note the contents of this report.

2/7
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Why partnerships matter & national drivers

The latest version of the NHS Foundation Trust Code of Governance (published in April 2023) sets a
clear expectation that providers work effectively with system partners on all issues, including those that
may be contentious, and that the success of NHS trusts will increasingly be judged not only on
organisational performance but on their contribution to the wider objectives of the ICS. This reflects the
establishment of Integrated Care Systems on a statutory footing, with Integrated Care Boards (ICBs),
Integrated Care Partnerships (ICPs), place-based partnerships (such as the Healthier Wigan
Partnership), and provider collaboratives collectively responsible for improving population health and
delivering integrated care across localities.

The principles underpinning the new code has several elements that relate directly to the need to work
in partnership as shown in the table below.

Table 1 — Code of Governance Principles

1.1 Every trust should be led by an effective and diverse board that is innovative and flexible,
and whose role it is to promote the long-term sustainability of the trust as part of the ICS
and wider healthcare system in England, generating value for members in the case of
foundation trusts, and for all trusts, patients, service users and the public.

1.2 The board of directors should establish the trust’'s vision, values and strategy, ensuring
alignment with the ICP’s integrated care strategy and ensuring decision-making
complies with the triple aim duty of better health and wellbeing for everyone, better quality
of health services for all individuals and sustainable use of NHS resources. The board of
directors must satisfy itself that the trust’s vision, values and culture are aligned. All directors
must act with integrity, lead by example and promote the desired culture.

1.3 The board of directors should give particular attention to the trust’s role in reducing
health inequalities in access, experience and outcomes.

1.4 The board of directors should ensure that the necessary resources are in place for the trust
to meet its objectives, including the trust’s contribution to the objectives set out in the
five-year joint plan and annual capital plan agreed by the ICB and its partners, and
measure performance against them. The board of directors should also establish a
framework of prudent and effective controls that enable risk to be assessed and managed.
For their part, all board members — and in particular non-executives whose time may be
constrained — should ensure they collectively have sufficient time and resource to carry out
their functions

1.5 For the trust to meet its responsibilities to stakeholders, including patients, staff, the
community and system partners, the board of directors should ensure effective engagement
with them, and encourage collaborative working at all levels with system partners.

1.6 The board of directors should ensure that workforce policies and practices are consistent
with the trust’s values and support its long-term sustainability. The workforce should be able
to raise any matters of concern. The board is responsible for ensuring effective workforce
planning aimed at delivering high quality of care.

There have also been a few publications from NHS England over the last few months which have
highlighted the importance of strong partnership arrangements as a key enabler to delivery of integrated
and efficient services and driving improvements in population health through an increased focus on
prevention.

In July 2025 NHS England published the 10 Year Health Plan, which highlights three radical shifts, from:
- hospital to community;
- analogue to digital; and
- sickness (reactive care) to prevention.

Core to achieving these shifts, as set out in the 10 Year Health Plan, is development of a truly
Neighbourhood Health Service, which is multi-disciplinary, prevention focussed and rooted in
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communities. Achievement of this will only come through effective working with our partners across the
locality. Further detail on this was set out in two complementary publications on the 17" March 2026:
“Neighbourhood Health Framework”; and “Fit for the Future: towards population health delivery models”.

The Neighbourhood Health Framework introduces Integrated Neighbourhood Teams (INTs) as the core
delivery model, bringing together primary care, community services, mental health, social care and
voluntary sector partners to provide more proactive, preventative and person-centred care within
neighbourhoods. It prioritises improved outcomes for people living with frailty, those with multiple
long-term conditions, and children and young people, and strengthens expectations around access to
general practice. Delivery of neighbourhood health is intended to be locally led, with ICBs and local
authorities required to set neighbourhood geographies, develop shared outcomes, and plan services
jointly through Health and Wellbeing Boards.

Fit for the Future: Towards Population Health Delivery Models introduces a suite of new contractual
approaches designed to deliver outcomes for defined populations. The models — Single Neighbourhood
Provider (SNP), Multi-Neighbourhood Provider (MNP) and Integrated Health Organisation (IHO)
contracts — aim to align incentives, reduce fragmentation and support providers to take on greater
responsibility for resource allocation, pathway redesign and the delivery of population-level outcomes.
These arrangements strengthen the strategic commissioning role of ICBs and reinforce the national shift
towards prevention, integrated community-based care and outcomes-focused delivery. High-performing
providers may, over time, be able to hold outcomes-based, population-level budgets, with effective
partnership working across primary, community, mental health, social care and acute services a
prerequisite for this.

In September 2025, NHS England also published the Planning Framework for the NHS in England, which
introduced a rolling five-year planning horizon (2026/27-2030/31) and emphasised integrated,
system-wide planning focused on population health, financial sustainability and service transformation.
This Framework is a key enabler of the new national direction, reinforcing the need for coordinated
planning across the ICS and its localities, and strengthening the importance of effective partnership
working in delivering the NHS'’s strategic ambitions.

This report provides a summary update of the key ways in which we are seeking to work effectively as a
system partner, specifically across Greater Manchester (GM) and the Wigan Locality.

How this aligns with Our Strategy 2030

As part of developing the Our Strategy 2030, the Trust engaged widely with partners across the Wigan
locality alongside considering strategies at a Greater Manchester level. Our Strategy 2030 is focussed
on delivery across our “4 Ps”, one of which is Partnerships.

Since Our Strategy 2030 was agreed, the Trust has moved beyond the post-pandemic phase, completed
major organisational and leadership changes, and is now operating within a new planning and policy
environment shaped by the NHS 10 Year Health Plan (10YHP), Five-year Medium-term Planning
Framework, and a stronger emphasis on population health and place-based care. While the core
strategic intent of the current strategy remains valid, it no longer fully reflects these changes or the scale
of opportunity and challenge facing the Trust. In accordance with the discussion at Trust Board workshop
in January, we are going to refresh rather than recreate the strategy, retaining the 3Is and 4Ps framework
and overall direction, while sharpening focus, strengthening delivery ambitions, and aligning more clearly
with local priorities. A structured programme of engagement with patients, staff and system partners is
being developed, which will lead to a refreshed strategy for approval and launch in Summer 2026.

Delivery of the Trust's strategy is then focussed on an annual basis as part of the corporate objective
setting and supporting divisional plans. In addition to Our Strategy 2030, several other drivers are
considered as part of setting the annual corporate objectives including: changes in national planning
guidance and/or expectations; and any new partnership strategies as they emerge. As we head into
2026/27, we have a specific partnership objective: “To strengthen existing and develop new partnerships
at place, system and wider network level in response to NHS reforms — supporting our NHS services and
research activities”. Risks to achievement of this objective are monitored through the Board Assurance
Framework (BAF).
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Greater Manchester System Working

All Executive Directors play an active role in their relevant sub-group or network across GM as well as
the GM wide programme boards, which track system wide actions against priority areas. Several of the
Executive Team have key roles within the GM Trust Provider Collaborative including the Chief Executive,
who chairs the GM Elective Recovery Board. and the Deputy Chief Executive who has chaired the GM
Directors Strategy group for several years (although this has recently been handed over to another
colleague in GM). We also continue to be closely involved in the processes to allocate capital funding
across the GM ICS, with the Chief Finance Officer part of the GM Capital Resource Allocation Group
(CRAG). More recently, we have led on the establishment of a cross-GM group to review opportunities
to develop commercial partnerships.

WWL was significantly involved at multiple levels throughout the organisation to ensure that our recently
submitted Medium Term Plan submission was consistent with planning assumptions within the GM ICS
and that it contributes towards delivery of the GM ICS plan to meet national operational planning
requirements. This included active involvement in the GM planning hub meeting, GM Executive meetings
(e.g. GM Directors of Strategy and GM Directors of Finance); and the Trust Provider Collaborative (TPC).

Delivery of our plan will require continued close working with partners in GM with the following specific
issues having been identified during the planning round:

* Agreement with NHS GM ICB on the specific community services to be commissioned to support
admission avoidance and demand management, and transformation of our virtual ward model to
focus on step-up pathways; and

» Delivery of the planned improvement in DMO1, particularly in 2026/27 is a significant challenge.
Commitment from partners across GM has however been given to support achievement of this.
Further work is however required including: GM ICB recommissioning of NOUS provision and
development of detailed plans with the Trust Provider Collaborative.

We continue to be committed to the delivering key programmes in partnership with providers across GM
including:

Pathology We have had a shared pathology for many years with Salford Royal (now part of
the Northern Care Alliance). We are committed to building on this to develop a
single pathology service for GM, through supporting Manchester Foundation
Trust and the Northern Care Alliance to develop a best practice model for
pathology.

Procurement We are the strategic lead for developing a single procurement hub for GM, and an
early adopter of the new model.

Recruitment We are committed to supporting development of a single recruitment model for
GM

With the ICB’s role now changing to focus on strategic commissioning, there will be a greater role for the
Trust Provide Collaborative (TPC) to drive service change and integration. Whilst further detail on this is
to be worked up, the initial areas identified by TPC include: Outpatient Redesign; Cancer Improvement;
and development of a GM model for frailty. All three of these areas will support areas that we have
already identified as priorities for local transformation, and we will be working with GM partners to
maximise the further benefits to be obtained from working across GM where it makes sense to do so.

The potential impact of significant cost reductions that ICBs are being required to make on effective
partnership working, given the disruption that this is likely to generate, is not yet clear. The operating
model for the ICB, including how the ICB supports effective working in “place” (i.e. Wigan) has not yet
been finalised. We do however continue to be actively involved wherever possible with partners in the
ICB which will support us in mitigating this risk.

Our participation in GM programmes supports access to capital funding to deliver improvements in our
services. Since the last partnerships report to Trust Board, several developments have completed, all of
which have been completed through successful bids to specific capital funding programmes and were
supported by GM:
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- The new endoscopy unit at RAEI has opened. This is a key part to supporting the achievement
of JAG accreditation for Wigan. When this accreditation is secured, it will support the delivery
of Bowel Cancer Screening lists at Wigan as well as Leigh, increasing accessibility of
screening and supporting a reduction in health inequalities given the variation in screening
take up across the Borough.

- The new radiology area adjacent to ED. This has included installation of a CT scanner on
Level 2 and the replacement of two aging X-ray rooms. The co-location of a CT scanner will
significantly reduce the transfer time for patients, supporting compliance with NICE guidelines
for Trauma CTs and for stroke patients, leading to improved outcomes.

- The refurbishment of the Discharge Lounge which has included improvements to external
access (supporting improved patient and transport flow) and internal refurbishment to ensure
compliance with infection control, safeguarding, and accessibility standards.

Work is also currently underway to co-locate the Surgical Admissions Lounge with theatres, improving
patient dignity and experience, as well as increasing efficiency, and work will begin shortly to refurbish
Theatres 5&6 at RAEI. We are currently awaiting the outcome of bids for further capital funding through
the UEC, diagnostics and estates safety capital programmes for 2026/27 onwards.

Collaboration with Bolton NHS Foundation Trust

Our collaborative work with Bolton continues in line with the principles below that have previously been
agreed and reported to Trust Board.
» Our focus is optimising functions rather than changing form, ensuring that we retain the ability for
each organisation to act in a way that is responsive to the needs of the populations they serve.
This is not a pathway to merger or creation of a group structure.
* We will actively encourage collaboration at all levels across our organisations and in all areas of
business, ensuring that barriers to doing so are identified and overcome.
« Any proposed service change must not destabilise core service provision for our local
populations.
» All clinical service changes will be clinically led and organised around the delivery of shared and
agreed outcomes for our patients and service users.
* We will involve our patients in any service redesign, ensuring that we remain patient focussed
and that - wherever appropriate and possible - that we deliver services closer to home.
» Prioritise areas where there are opportunities to take out costs, not compromising on the quality
of service provision.
* We will reduce health inequalities, rather than exacerbate them, through any changes to service
provision that we make.

Whilst there have been several examples of collaboration these have largely focussed on sharing of
ideas and expertise across teams and exploration of joint roles where these make sense to do so, rather
than significant service changes. The exception to this is the urology shared oncall model which has
both strengthened the clinical sustainability of the service, supporting substantive recruitment and
reduced agency costs.

With the Medium-Term Plans for both organisations now submitted, it is clear that there are opportunities
for more substantive collaboration in support of service sustainability. It is planned to refocus the
collaboration with Bolton as we move into 2026/27, with the next Collaboration Board in April to focus on
clinical services where there are benefits in working together, including exploring collaborative options
for the Virtual Ward service and on how we maximise the use of Leigh Infirmary as a shared facility.

Healthier Wigan Partnership

WWL Executives continue to play an active role in the Healthier Wigan Partnership Board which brings
together key partners across the Wigan Locality including Wigan Council, WWL, the locality ICB team,
Healthwatch and representation from the voluntary, community and faith sectors (VCFS). Key WWL
stakeholders also contribute to the sub-groups to the Partnership Board.
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We continue to explore, and implement, new opportunities to deliver services jointly with our locality
partners, the most recent example of which is provision of a joint Infection Prevention and Control service
with Wigan Council.

As previously reported to Board, our commitment to increasing focus on prevention and reducing health
inequalities together is demonstrated by the joint appointment of a Consultant in Public Health with Wigan
Council to provide leadership across organisational boundaries - bringing specialist expertise in
epidemiology and health improvement into hospital services and supporting targeted action on health
inequalities and embedding prevention within clinical pathways. A Health Inequalities and Prevention
Plan is being developed which will be overseen by Board through to the Quality & Safety Board Sub-
Committee.

A key element of our work to build community wealth—which we recognise as a foundation for strong
community health and a core pillar of “Progress with Unity"—is our commitment to the Wigan Education
and Skills Partnership (WESP). Created in response to the Wigan Employment and Skills Strategy,
WESP aims to raise aspirations from school age through to adulthood, improve access to high-quality
learning and technical education, and develop a skilled local workforce aligned to employer needs. WWL
plays an active role through the WESP Health and Social Care Subgroup, working with partners across
health, education and local government to shape workforce planning, respond to long-term workforce
challenges, and create clear entry routes into clinical and non-clinical roles. Strengthening career
pathways, apprenticeships and work placements supports the borough’s levelling-up ambitions and
contributes directly to improved long-term wellbeing.

Our “Better Lives” programme continues to deliver tangible benefits through working collaboratively with
Wigan Council and the ICB to support our residents to live independently and transform urgent and
emergency care. The co-designed programme has three key aims:
e To deliver the most independent outcomes and support more people to live at home
e To deliver simple and more effective care for people through collaboration and integration,
critically eliminating the longstanding and unacceptable overcrowding of the Emergency
Department (ED).
e To build an operationally and financially sustainable model of care for the residents of Wigan.

The programme is delivering sustained improvements in avoiding unnecessary admissions and reducing
length of stay for patients with no criteria to reside. Since the last partnerships report to Trust Board, the
focus has been on supporting prompt discharge of patients from hospital and ensuring that we make the
most of our reablement and rehabilitation services across the Borough. This will support increases in
the number of patients who are able to return to their usual place of residence and reduce those going
into long term care. Whilst there is more to do to realise and sustain the full level of benefits expected,
this work, combined with internally focussed improvement work within the Emergency Department and
inpatient flow, is supporting significant improvement in performance. Our 4-hour A&E performance in
March is ~77% which is an 11% improvement in month and an over 5% increase on last March’'s
performance.

Moving forwards, we are seeking to build on our solid foundations of locality partnership working to further
develop our approach to neighbourhood care. We will be reviewing the implications of the
Neighbourhood Health Framework and Fit for the Future: Towards Population Health Delivery Models
documents for WWL with our partners, ensuring alignment with our organisational redesign, our
neighbourhood development work with the ICB, and our broader ambitions around prevention, proactive
care and system integration.



1/2

Agenda item: 10.1

Committee report

Report from: Quality and Safety Committee
Date of meeting: 11 March 2026
Chair: Francine Thorpe

Key discussion points and matters to be escalated from the discussion at the
meeting:

ALERT

Sepsis & escalation gaps: There is delayed blood-culture collection within the ‘golden
hour’, despite improvements across other sepsis metrics and declining national early
warning score (NEWS2) compliance, posing a risk of missed recognition of deterioration.

Infection prevention & control (IPC): Hospital-acquired infections under national
oversight framework (NOF) reporting (C. diff, E. coli, MRSA) remain an area of concern.
C. difficile case numbers are rising, moving upwards against the Trust's planned
trajectory despite WWL performing better than some Greater Manchester peers. The
deep clean programme remains paused due to lack of decant space, increasing
environmental-risk exposure.

ASSURE

Corporate objectives: The Committee is assured that the quality-related corporate
objectives for 2025/26 are appropriate, and supported by clear operational plans, further
work was requested in terms of measurement Quarterly progress reports will return to
Q&S.

Lost to follow-up (LTFU): The Lost to Follow Up Group has reduced the risk relating to
this issue due to a fall in lost-to-follow-up incidents, strengthened monitoring through
learning from patient safety events (LFPSE) and Datix. Retrospective audits continue to
be undertaken within services for oversight.

Deteriorating patients: The Committee was assured that:
e sepsis improvement work is delivering results,
e Acute illness management training coverage has increased across acute wards,
e paediatric sepsis and digital monitoring are being strengthened, and
e positive cultural shifts are evident in escalation behaviour.

Patient Experience & Engagement Group: The Committee was assured by improved
maternity Picker outcomes, strengthened EDI and interpreter-service work, and effective
divisional reporting.

IPC: Assurance was gained that:
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e all C. diff, E. coli and MRSA cases continue to receive robust clinical review;

¢ antibiotic stewardship remains strong (WWL prescribing levels among the lowest
in GM);

o the Chief Nurse will raise regional consistency concerns on C. diff reporting at the
GM Chief Nurses Group.

A low-level explanatory update on C. difficile and sepsis will be provided to the Board.

ADVISE

Children’s audiology — peer review progress: The Committee agreed to advise the
Board to the ongoing delay in completion of the 600-case external peer review, which
remains outside the Trust’s direct control. A “touchpoint” update will be brought to the
next meeting and there have been no critical concerns identified to date.

Lost to follow-up (LTFU): delays in implementing the digital outcome form (DOF)
continue to present a risk and that technical issues remain outstanding

Corridor care — national directive: A mandatory national directive has been issued
requiring immediate actions to eliminate corridor care, with specific expectations for the
Board. Guidance and action cards have now been received and an update will be
presented to the April Board.

RISKS DISCUSSED AND NEW RISKS IDENTIFIED

Nothing was noted for escalation to the Board.
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Agenda item: 10.1

Committee report

Report from: Quality and Safety Committee
Date of meeting: 12 November 2025
Chair: Mary Moore

Key discussion points and matters to be escalated from the discussion at the meeting:

ALERT

Right patient, right ward (corporate objective): further work presented, comparing
Professional Body recommendations for timely admission to the right ward. Poor compliance
with timely admission to specialist wards for heart attack, stroke, fractured neck of femur, acute
abdomen; There is a risks to patient outcomes and mortality if not addressed however our
mortality metrics overall do not reflect this at the present time. Realistic targets for the above to
be reviewed within the BAF, noting seasonal risk variation. Mitigations to be linked to Better
Lives Programme and the use of the escalation policy. Quarterly reporting to Q&S to commence.
Safe Medical Staffing: Locum spend is high in acute areas, less than full-time doctors causing
rota gaps, risk of unsafe staffing on certain wards, strike action may exacerbate issues. Referral
to People Committee to triangulate with the absence policy.

ASSURE

Patient story (complex care pathway): Positive outcome, reduced hospital admissions,
improved patient alertness, effective MDT working.

Maternity safety standards (Ockenden, CNST) A lengthy report required to come to Board
assurance committees. Compliance with training, minimal staffing vacancies, ongoing audit, no
Regulation 28, complaints managed on time and litigation by value and cost lowest in GM.
ASPIRE Accreditation (quality improvement): Significant improvement in ward environments,
collaborative learning, electronic process, triangulation with other assurance. All scores
improving with lowest scoring wards (White) demonstrating improvement. Personal assurance
via feedback from clinical staff within the meeting.

Oxygen prescribing: Compliance above target, ongoing monitoring, successful PDSA cycles.

ADVISE

Organisational restructure: Transition to new divisional structures continue on track, further
work ongoing progressing clinical models and pathways, staff thanked for adaptability, further
update due at January Q&S.

Patient Experience and Engagement Group: Complaints and PALS data notes a
predominantly white ethnic group interaction. Further work ongoing to identify underrepresented
patient voices within our communities. National Oversight Framework metrics to be included in
reporting going forward. action plans in place, improvement trends noted.

Medical engagement (Maternity Safety Champions): Continued slow engagement of medical
staff in safety culture work and initial response to SCORE survey, impacted by sickness within
the consultancy company undertaking the work.Sepsis performance: Slow improvement, blood
culture metric stubbornly low, risk of missed timely care due to A&E congestion and HO45
ambulance handover process. New process recently implemented for timely blood culture
testing (via canula on admission to A&E) Metrics to be triangulated with HO45 to identify
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possible impact.Flu vaccination update: Uptake improving, targeted messaging, monitoring
ongoing, data not yet linked to staff receiving vaccine outside of the organisation.

RISKS DISCUSSED AND NEW RISKS IDENTIFIED

Bed base & patient flow: Lowest bed base in region, ageing population, risk of overcrowding
and inability to ring-fence specialist beds.

Sepsis & ED congestion: Delays in timely care due to ED overcrowding and ambulance
handover process, risk to patient outcomes.

IT delays: SBar tool implementation delayed, risk to communication and patient safety.
Seasonal variation in risks: Need for dynamic risk assessment in BAF to reflect operational
pressures.
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Agenda item: 10.2

Committee report

Report from:

Finance and Performance Committee

Date of meeting:

25 March 2026

Chair:

Julie Gill

Key discussion points and matters to be escalated from the discussion at the meeting:

ALERT

e Regarding the 26/7 plan, the committee noted the increased cost improvement
programme (CIP) requirement of £3m to £31.8m and the associated delivery risk arising
from the 40/60 H1/H2 phasing, which is more heavily weighted towards the latter part of
the year and so creates a risk to achievement, being closer to the winter period.

o Regarding the cash position, although the 26/27 plan forecasts that no additional cash
support will be required in 2026/27, the underlying cash burn rate means this remains a
material risk and cash balances will be low in months 4 and 6.

e The Stryker IT outage resulted in a suspension of the delivery of essential theatre toga
gowns and supply chain issues for bone cement led to unavoidable orthopaedic
cancellations, which will negatively affect March performance. Although supply and
systems have now stabilised, the Committee agreed this short-term operational impact
should be highlighted to the Board. Stryker is a global medical technology company that
manufactures orthopaedic implants, surgical equipment, trauma products, and digital
surgical systems used widely across the NHS and experienced a major global
cyber-attack in march 2026.

ASSURE

e Triangulation between the Medium-Term Financial Plan, the corporate objectives and the
transformation programmes has been carried out to ensure that they work in tandem.

e The Trust is over delivering against plan in several areas and continues to take the
necessary actions to deliver a strong year-end financial position.

e Robust mitigations are in place for the supply and IT issues, with alternative supply
routes and replanned theatre lists ensuring minimal impact on elective performance until
full supply resumes.

ADVISE

e The board should be advised on the pressure to deliver the CIP for 2026/27 and to
generate the required cash balances, given the forecast drop in cash - particularly in the
middle of the year - it is therefore imperative that the CIP delivery profile runs to plan.

e Performance highlights included:

Sustained high demand in UEC with year-on-year growth: A&E attendances and
ambulance arrivals increased by 8% compared with the same period last year, driving
significant operational pressure through December—February.

Marked improvement in performance through March: Despite these pressures, the
Trust delivered a 12% uplift in four-hour standard performance, improving from 65%
in February to 77.09% in March, supported by targeted operational interventions.
Impact of improvement initiatives becoming embedded:

Key actions—such as expansion of frailty same-day emergency care, strengthened
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Urgent Treatment Centre coordination, enhanced tracking, and the accelerated
admissions policy are now showing sustained, repeatable effects rather than
short-term gains.

The Committee has received a letter received from NHSE detailing how corridor care
should be managed, which will be provided at the April Board meeting.

RISKS DISCUSSED AND NEW RISKS IDENTIFIED

None.
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Agenda item: 10.3

Committee report

Report from: People Committee
Date of meeting: 17t March 2026
Chair: Mark Wilkinson

Key discussion points and matters to be escalated from the discussion at the meeting:

ALERT

The Committee wish to alert the Board that:

Persistent high sickness absence (particularly stress-related) represents an ongoing
people risk with operational and financial implications. The sickness absence action plan
is in place, and this has been reviewed to ensure a focus on stress related absence
management via stress risk assessments.

A declining advocacy score in the National Staff Survey and confidence in organisational
response to concerns may represent a reputational, cultural and workforce risk. Without
sustained action, this may undermine engagement, retention and psychological safety.
The staff survey action plan seeks to address this.

A report on the national revisions to nursing job profiles will come to the next meeting of
the People Committee, with the financial implications to be highlighted at the Finance
and Performance Committee.

Continued reliance on bank staffing presents a financial and workforce sustainability risk.
Improved workforce data integration is required to support more targeted intervention
and understand the drivers of the reliance.

Current Board Assurance Framework aggregation may not sufficiently reflect the breadth
and complexity of people-related risks. Further disaggregation and risk maturity is
required for 2026/27.

ASSURE

The Committee wish to assure the Board that:

The organisation is managing the FTSU transition from an ICB provided service to a
collaboration with Bolton FT in a controlled, transparent and assured manner, with
continued Non-Executive oversight.

The organisation has recognised the risk of unintentional harm that employee relations
processes may cause and has an active programme to mitigate it. Staff voices are
informing policy and process redesign.

The organisation is actively responding to staff feedback with a structured, sustained and
transparent improvement approach.

Workforce development and entry-route programmes are well governed and aligned to
strategic workforce needs.

ADVISE
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The Committee wish to advise the Board that:

e The Committee approved the amended People objectives reflecting the importance of
the development of our culture and seeking to improve staff survey advocacy scores.

e The committee would support development of a more mature and granular People risk
framework for 2026/27.

RISKS FOR ESCALATION

The following risks were discussed.
e Working Time Directive compliance risk, particularly within the medical workforce,
linked to additional work outside core hours
o Risk aggregation within the BAF, potentially obscuring multiple underlying people risks
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Agenda item: 10.3

Committee report

Report from: People Committee
Date of meeting: 20 January 2026
Chair: Mr M Wilkinson

Key discussion points and matters to be escalated from the discussion at the meeting:

ALERT

¢ The committee will alert the board to the high proportion of anonymous freedom to speak up
concerns (over half), noting the trust is second only to the Northern Care Alliance on this
measure, and that this is now benchmarked against other providers within the local region.
Board is advised on further work needed to triangulate freedom to speak up data with staff
survey results and other sources to better understand the culture of raising concerns.

e The committee noted a decline in staff advocacy scores for recommending the trust as a
place to work or receive treatment, which has deteriorated for the second year running.

e The committee highlighted that appraisal performance is not where it should be, however, an
audit is forthcoming which will support improvement in this area.

ASSURE

e Progress has been made on job planning, with 71% completion, and manual checks have
increased confidence in the accuracy of this data.

¢ The committee is assured that the trust is above its workforce plan for starters versus
leavers, and agency usage is reducing, with bank usage reflecting escalation and sickness
pressures.

ADVISE

¢ The committee noted that actions are in place to address inclusive recruitment, with data on
shortlisting and recruitment outcomes to be included in future reports.

e The committee will review the gender pay gap data over a longer trend period and integrate
intersectionality into future equality, diversity and inclusion strategy and reporting.

¢ It was noted that the 10-point plan for resident doctors needs regular oversight by the
committee, including reporting to ensure progress and mitigate industrial action or working
environment issues, this would be added to the workplan.

¢ No outstanding audit actions for the people team were noted.

RISKS DISCUSSED AND NEW RISKS IDENTIFIED

e The Committee Chair will review the board assurance framework (BAF) risk scoring with the
incoming Chief People Officer, after she has attended divisional performance reviews and
will raise this with members and then the board if there are concerns around any risk rating
contained therein.

¢ The committee was pleased to note no outstanding reports or recommendations in respect of
internal audits.
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Agenda item: 10.4

Committee report

Report from: Research Committee
Date of meeting: 3 March 2026
Chair: Clare Austin

Key discussion points and matters to be escalated from the discussion at the meeting:

ALERT

The Committee noted the following around charitable funds:

0 A lack of awareness among clinical teams about available funds;

0 Inconsistent understanding of opportunities by divisional fundholders;
Resulting missed opportunities to support research, equipment, and development
activity. The Charity’s approach needs to be aligned moving forwards with the
organisational re- design.

Once again members heard that ongoing clinical pressures continue to limit
clinicians’ ability to undertake research (per the surgery divisional research report),
even where motivation and expertise exist. This has a material effect on NIHR bid
development, leadership capacity, and ability to maintain a pipeline of research active
clinicians.

The Committee highlighted a reduction in NIHR income and inability to increase the
grants. This remains a strategic risk previously escalated to Board.

The Committee discussed the need for education to have more prominence at Board
level, as aligned to the likely revised University Hospital Association criteria.

e ASSURE

The Committee noted positive work done with Wigan Council, Edge Hill and the
community relating to research.

The Committee noted positive progress against delivery of the Research Strategy.
Positive NIHR recruitment was noted.

e ADVISE

Work is ongoing to refresh the Research Strategy - a bridging work plan would likely be
developed and more focus given to health inequalities.

CIP for research is challenging as it is reliant upon external income which is out of the
Trusts control and failure to deliver has an impact on other corporate services.

WWL and Edge Hill University will refresh their memorandum of understanding.
The Trust has contributed to the development of revised criteria for University
Hospital status and finalised new criteria are expected soon. Activity and achievement
relating to the new criteria will be mapped by the trusts University Hospital Association
Group with an application anticipated later in the year.

Despite the alerted challenges relating to time for research, the committee heard from
the clinical research lead, surgery that time had been given to support the development
and writing of a research grant.
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The Committee heard about the development of more standardised models to store data
and support the use of data and data accessibility.

The Committee noted the enthusiasm and support for research for NMAHP Colleagues
and the need for similar support for doctors.

The Committee heard a research story which highlighted the importance of collaboration
and discussed the need for more internal dissemination including impact on patients.

In discussing EDI the committee noted the challenges with data protection and patient
demographics.

RISKS DISCUSSED AND NEW RISKS IDENTIFIED

None to be escalated to the Board.
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Agenda item: [11]

Title of report: National Staff Survey 2025 Results and Engagement Plan
Presented to: Board of Directors
On: 01/04/2026
Iltem purpose: Information
Presented by: Emma Newton, Interim Chief People Officer
Prepared by Angelique Hartwig, Head of Staff Experience
P y: Rachel Gleave, Associate Director of Staff Experience
Contact details: Angelique.hartwig@wwl.nhs.uk

Executive summary

This report provides a summary of the 2025 National Staff Survey (NSS) results and indicative results
for the National Quarterly Pulse Survey (NQPS) Q4 and the National Staff Survey (NSS) 2025
Engagement Plan which sets out our approach for the coming year, along with the indicative
timelines for delivery. For 2026/27, we are proposing a strengthened One Team approach, grounded
in genuine partnership working across the organisation, to ensure that improvements to people
experience are shaped directly by staff voice and by the insights emerging from the NSS.

A central focus of this year's engagement activity is improving staff advocacy, measured specifically
through the two NSS metrics: whether staff would recommend the organisation as a place to work,
and whether they would recommend it as a place to receive care. Our approach is designed to
positively influence these measures by targeting four priority drivers known to underpin staff
advocacy:

To deliver meaningful and sustained
improvement, we also recognise the importance of a fifth element that underpins all four drivers:
Continuous Improvement. Embedding continuous improvement principles across divisions and
teams ensures that cultural progress is iterative, data-informed and locally owned. This includes
supporting leaders and teams to routinely review their insight, test and implement small-scale
changes, evaluate impact, and adapt their approach over time. Strengthening improvement
capability at team level enables long-term cultural change rather than one-off interventions.

To support this approach, we propose the establishment of a People Experience MDT, bringing
together expertise to coordinate delivery, triangulate organisational insight and provide targeted
support to divisions, leaders and teams. The MDT will oversee four key engagement workstreams
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designed to ensure meaningful activity at every level of the organisation: Executive Listening into
Action, Divisional People Promise Plans, Team In Reach support and Leadership Engagement.

A critical enabler of this plan is the development of a Staff Survey Dashboard that provides leaders
with team-level NSS results and enables them to translate insight into focused, actionable
improvement plans. Without accurate, granular data, leaders cannot take visible, meaningful action
on feedback or understand the specific drivers of staff advocacy within their teams. Currently,
leaders have never had access to team-level NSS data, which limits their ability to design effective,
locally owned improvement plans. Other organisations, including MFT, The Christie and NCA,
already use Power Bl-based Staff Survey Dashboards offering trust-wide to team-level data, placing
WWL at a disadvantage. Alongside creating the dashboard, we will also need to build leaders’
confidence in accessing, interpreting and acting on culture data through clear guidance and
development support.

To strengthen accountability and ensure consistent monitoring of progress, we recommend
establishing Divisional People Committee Groups. These groups will oversee divisional People
Promise Plans, track progress against NSS themes and advocacy drivers, and ensure visibility of
risks and improvements. Together, strengthened data capability, clear advocacy-focused priorities,
continuous improvement, multidisciplinary support and improved divisional governance create a
coherent and aligned framework for improving people experience across the organisation.

Link to strategy and corporate objectives
People and Culture Strategy 2025-2028

Risks associated with this report and proposed mitigations

If we are unable to develop a Staff Survey Dashboard, we risk not having meaningful, accessible
team-level data to engage our leaders. Without this insight, leaders will be limited in their ability to
understand their results, identify priorities, and take effective local action.

Financial implications
N/A

Legal implications

The Trust has statutory duties to promote staff wellbeing, attendance and retention under the NHS
Standard Contract, and to meet the Public Sector Equality Duty by eliminating discrimination,
advancing equality and fostering good relations. The National Staff Survey supports these
obligations by providing essential insight into staff experience, including for those with protected
characteristics.

People implications

By listening to and acting on staff feedback, we commit and contribute to the NHS People Plan which
supports the national transformation of the workplace culture and staff experience in the NHS and
has further implications for the strategic priorities of the Trust. Improvements in organisational culture
and staff engagement have a strong impact on staff retention and sickness absence rates,
performance, operational delivery, and patient outcomes.

Equality, diversity and inclusion implications

The National Staff Survey includes questions which feed into the Workforce Race and Disability
Equality Standards (WRED and WDES) which are one of the main national EDI reporting frameworks
focussing on the experience of our staff from Black and Minority ethnic backgrounds and those who
are disabled. Progress against WRES and WDES is important to demonstrate that staff have equal
opportunities to thrive at WWL regardless of their background or any health condition.
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Which other groups have reviewed this report prior to its submission to the
committee/board?

People Committee, 17" March 2026
Wider Leadership Team, 10" March 2026

Recommendation(s)

The Board is asked to note the content of the report and to:

Endorse the National Staff Survey engagement strategy 2026/27 and the focus on increasing
staff advocacy, measured through NSS recommendation metrics (recommend as a place to
work / recommend as a place to receive care).

Endorse the strengthened people governance through divisional-level Divisional People
Committee Groups to provide routine assurance, accountability and visibility of progress
against divisional People Promise Plans and NSS improvement activity.
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Report

National Staff Survey 2025

The National Staff Survey 2025 took place from 9™ September till 28" November and closed with an
improved response rate of 48% (compared to 34% in 2024; subject to embargo) which is better than
the national sector median response rate (121 comparison Acute and Acute & Community Trusts).
The achieved increase in response rate means that nearly 1000 more staff had their say this year
demonstrating the impact of the planning and engagement work undertaken by our Communications
team, OD team and our staff across the organisation.

The results suggest that most People Promises have remained stable with ‘We are safe and healthy’
and Morale continuing to perform significantly better than the sector average and ‘We are always
learning’ being worse than the sector (based on IQVIA sector comparison group and comparable to
national benchmarking group). ‘We are a Team’ score has significantly improved since 2024 and is
now in line with the sector average.

The highlights and areas of improvement are summarised below:

Areas of strength:

e ‘We are a Team’ score has significantly improved (improvement in line management and
teamworking including mutual respect, role clarity and shared objectives)

e Leadership scores have had biggest significant improvements (including compassionate
leadership and line management)

e Equality: Small sign. improvements in experiences of discrimination, bullying and abuse

e Inclusion score has seen small sign. improvement in value-based behaviour (kindness,
respect, feeling valued)

e Support for work-life balance has improved since the 2024, both compared to WWL's
scores and with comparator organisations.

Areas for improvement:

e Compassionate Culture is worse than sector and has had largest sign. decline in Advocacy
score (perception of patient care and recommendation as a place of care and as a place to
work)

e Raising concerns: Decline in confidence in organisation to act on concerns and in response
to errors, near misses or incidents

e Health and wellbeing: Decline in confidence that organisation takes positive action on health
and wellbeing

e We are always Learning and Appraisal scores continue to be lowest scoring People
Promise scores and worse than sector

Divisional results

Divisional comparison analysis was undertaken using the IQVIA heatmap reports which compares
each division to the organisational average (scores +/-0.3 above or below organisational average).
Corporate continues to score higher than organisational average on 5 People Promises, followed by
Community with 3 People Promises and Estates and Facilities with 2 People Promises. Medicine
scores lower than organisational average on 6 People Promises and Themes, however it is the only
division that has seen improvements on all People Promises and Themes and biggest question-level
improvements.

Workforce Race Equality Standards and Workforce Disability Equality Standards (WRES and WDES
results)

The WRES results included in the NSS data suggest that the People Promise scores for our staff
from Black, Ethnic Minority backgrounds are mostly in line with those for white staff and are slightly
better for We are always learning and Staff Engagement. There has been a positive reduction in
reported cases of bullying, harassment and abuse from staff over the last 12 months (reduced to
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23.2% from 31.6% in 2026) as well as discrimination (15.7% from 23.7% in 2024) which
demonstrates the impact of the Trust-wide anti-racism agenda on our BME staff's experience
working at WWL. There has also been a slight improvement of equal opportunities for career
progression by 2% since 2024.

The WDES results suggest that staff with long-term health conditions continue to score lower across
all People Promise scores compared to staff without health conditions, however there has been a
slight improvement in experience of bullying from managers (13.1% compared to 15.5% in 2024).

Detailed NSS results including divisional trends, significance testing for comparison with IQVIA
sector comparison group as well as key national benchmarking results can be found in the NSS
result slide deck. Please note that significance testing is only available for IQVIA sector comparison
group. The results are embargoed and cannot be shared outside of the organisation until 12t March.

National Quarterly Pulse Survey Q4

The NQPS is a short survey which compliments the National Survey and measures indicators of
staff engagement, including motivation, involvement and advocacy. It takes place three times each
year in January, April and July. It is not run in October when the National Staff Survey takes place.
This survey is also administered by IQVIA. The Q4 survey took place from 5" January till 31st January
and yielded a response rate of 12.9% (955 responses). As with previous quarterly surveys, we
included bespoke local questions relating to raising concerns, work-life balance and organisational
positive action to support health and wellbeing which provide a temperature check on some of the
areas of improvement over the last 12 months.

The Staff Engagement scores for Q4 suggest a decline in motivation, advocacy and overall
engagement, which align with the trends seen in the NSS 2025 results. The advocacy score has
seen the largest deterioration and may be explained by the organisational restructuring process
which has impacted on staff job security, morale and patient care.

Like the NSS 2025 results, there has been a slight decline in the question relating raising concerns
and confidence in the organisation that these will be addressed. We also note that in contrast to NSS
2025 results, there has been a slight decline in support for home and work life and positive action to
support health and wellbeing. There may be several reasons for the recent change, including less
proactivity to support work-life balance and flexibility regarding working patterns during winter
pressures as well as the recent change in staff wellbeing service provision. We will continue to
monitor these scores in the next quarter and ensure that the engagement plan will address the key
drivers for advocacy and overall engagement.
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Divisionally, Estates and Facilities have reported highest level of Advocacy and Staff Engagement
overall. Corporate and Medicine have reported the lowest scores for recommending the organisation
as a place to work or as a place for treatment.

Community Corporate Estates Specialist
Staff Engagement services Ser?/ices & , Medicine Spervices Surgery
Area Q4 Q4 25/26 Facilities Q4 25/26 Q4 25/26 Q4 25/26
25/26 Q4 25/26
Motivation 6.93 6.33 7.28 6.35 6.73 6.67
Involvement 6.90 6.54 6.24 5.83 6.63 6.29
Advocacy 6.10 5.73 6.85 5.75 6.16 6.23
Overall Staff 6.64 6.20 6.77 5.99 6.51 6.39

Engagement

National Staff Survey 2025 Engagement Plan

Case for change

The National Staff Survey (NSS) results are typically received between December and January to
aid action planning and are subject to an embargo period until March. In previous years, the comms
and engagement plans were focused on sharing high level results with all staff through Trust
communication channels after the embargoed period and engage with divisional leaders to share
more detailed results at sub-divisional level to develop divisional People Promise Plans which
address priority themes from the NSS data. Whilst this approach is useful to socialise the NSS
results widely and start engagement with our leaders who can influence change, there has been less
of a focus on turning the survey results into meaningful action and having a consistent approach to
action planning across divisions. There has also been no strategic plan to engage with services and
teams where we see good practice and where staff experience is consistently low. It is important
that we proactively engage with teams which would benefit from bespoke support and enable leaders
to bring about positive change in their teams with the help of the expertise of our Corporate support
services.

For 2026/27, we will align NSS engagement activity to increase staff advocacy (recommend as a
place to work / receive care) and the drivers that most strongly enable advocacy:

1. Voice, Influence & Psychological Safety
(Combines: involvement in decision-making, ability to improve services, psychological safety)
Staff who feel heard, able to influence decisions, make improvements, and speak up safely
are consistently more likely to recommend their organisation.

What we will do through NSS engagement:

e Use Executive-Led Listening into Action initiatives such as local walkabouts to surface
barriers to speaking up, influence and local improvement, including targeted space for
underrepresented groups.

o Enable leaders to run team-level ‘review and improve’ sessions using their NSS results (via
a new Staff Survey Dashboard) and co-design 3 practical improvement objectives with staff
as part of their local People Promise Plans and track through Divisional People Committee
Groups.

e Triangulate NSS insight with organisational insight (FTSU themes, ER data etc) through the
People Experience MDT to identify areas where psychological safety may be compromised.

2. Compassionate & Supportive Leadership
(Combines: leadership behaviours, appreciation, recognition, team climate)
Advocacy rises when leaders are compassionate, supportive, appreciative, and create strong
team climates with minimal hierarchy.
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What we will do through NSS engagement:

e Build on the We Lead foundations by giving leaders practical tools to translate their NSS
themes into compassionate leadership behaviours (recognition, inclusion, fairness, team
climate).

e Use People Experience MDT support to identify where leadership capability, team climate
and hierarchy are key drivers and provide targeted support (coaching, facilitation, OD
support) and track through Divisional People Committee Groups.

3. Wellbeing, Workload & Morale
(Combines: workload/stress, morale, intention to stay)
Staff who experience manageable workloads, feel supported with wellbeing, and have strong
morale are markedly more wiling to recommend their organisation.

What we will do through NSS engagement:

e Ensure divisional People Promise Plans include an explicit wellbeing/workload element
where survey themes indicate risk.

e Use People Experience MDT approach to triangulate data (sickness absence, incidents,
complaints, ER data) to identify teams where workload, stress or morale themes require
support and track through Divisional People Committee Groups.

4. Visible Action on Staff Feedback
(Combines: belief that feedback leads to improvement)
Advocacy is enhanced when staff see meaningful, visible action in response to their
feedback. Without this, confidence in the process can fall, leading to reduced advocacy and
engagement.

What we will do through NSS engagement:

e Introduce a consistent Trust-wide “You said, we did / We did, we learned / Next we will...”
approach across divisional People Promise Plans and Team In-Reach.

e Use Divisional People Committee Groups to track delivery and ensure actions are visible and
communicated locally and organisationally.

Introduction of MDT approach

In previous years, the OD team has led the National Staff Survey engagement strategy and worked
with respective divisional leadership teams to develop local action plans. However, because the
survey spans multiple domains, it often becomes clear during planning that input from a range of
stakeholders is essential to create meaningful actions that improve staff experience and,
subsequently, patient care. Given the breadth of factors influencing staff wellbeing and engagement,
we propose expanding support to divisional leaders by involving multi-disciplinary partners from
Corporate Services who can bring their expertise to triage priorities and provide targeted advice to
ensure improvement actions are effective and sustainable.

We propose the formation of a People Experience MDT consisting of representatives from People
Services (HR, OD, Occupational Health), Freedom to Speak Up Guardian, Transformation and
Quiality Improvement teams, and Staff Side who will triangulate the NSS results with organisational
insights and support leaders and their teams with their engagement activities at Executive, divisional,
leadership and team level as outlined below. The People Experience MDT will draw on a number of
data sources to triangulate the NSS results and support divisional leaders in identifying priority
themes and services, including sickness absence, Datix data, complaints, FTSU reports and ER
cases. A multi-disciplinary approach would bring together expertise from HR, OD, clinical leadership,
and transformation teams to help leaders better understand staff needs and address root causes of
concerns. This collaborative model promotes shared responsibility for improvement across the
organisation and strengthens partnership working.

Turning staff voice into action
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Executive Listening into Action Walkabouts: By embracing our Trust value of Listen and Involve,
we propose that the Executive Team undertake a series of Listening into Action Walkabouts in Q1
2026/27. These walkabouts will be carried out with a clear staff survey lens, focusing on the key
advocacy drivers: voice and influence, psychological safety, compassionate leadership, wellbeing
and workload, and visible action on feedback. Executive Team members will engage directly with
staff in their working environments, creating opportunities for open, real-time conversations about
local issues, barriers and ideas for improving the experience of working at WWL. This approach
enhances senior visibility, strengthens authentic listening, and allows advocacy themes to be
understood within the context of day-to-day work rather than through formal meetings alone.

To ensure transparency and meaningful follow-through, a one-page summary will be produced after
each walkabout with those summaries feeding into our “You Said, We Did" process and will be
shared through Executive vlogs and broader communications, reinforcing visible organisational
accountability and demonstrating how staff feedback directly shapes change at team, divisional and
organisational levels.

This approach also amplifies voices that may be less represented in formal forums, including
inclusion groups and underrepresented communities, ensuring their experiences inform our cultural
and improvement priorities. The Executive Team will be supported by the MDT to plan and align
walkabouts with the issues highlighted through survey feedback, ensuring the initiatives contribute
directly to improving staff advocacy and overall experience.

Divisional People Promise Plans: To truly put our People at the Heart, we will ask divisional
leadership teams to develop divisional-level People Promise Plans that respond directly to National
Staff Survey feedback. Each plan will focus on three key themes: inclusion and wellbeing,
improvement, and a division-specific priority. This approach ensures alignment with the NHS People
Promise while allowing flexibility for local needs. Divisional leaders will be supported by the MDT to
identify priorities and shape actionable plans. Leaders will also have the option to run their own team-
level ‘review and improve’ sessions to co-create solutions with staff. This empowers local leaders,
strengthens ownership, and fosters a culture of collaboration and continuous improvement.

Team In Reach: As part of our commitment to the One Team approach, the People Experience
MDT will partner with divisional leaders to identify teams and services that require targeted support
to embed culture change. Once identified, these teams will be aligned to the most appropriate
improvement stream—such as the Culture and Engagement Programme or quality improvement
initiatives—ensuring interventions are tailored and impactful. The MDT will triage teams based on
their level of need and support will be structured through our tiered OD model, enabling us to match
the level of intervention to the needs of the team. For teams with emerging or isolated issues, we
will provide light-touch, self-serve resources, including toolkits and guides designed to help leaders
create the right conditions for a positive staff experience and healthy team culture. Teams requiring
more focused development will be supported through our structured Culture & Engagement
Programme, which helps teams explore key cultural drivers, enhance team cohesion, and improve
collective performance through facilitated sessions and practical improvement tools.

For teams experiencing more significant cultural challenges, an enhanced team programme,
provides deeper diagnostic work and bespoke OD support—to address underlying issues and enable
sustainable cultural change. This tiered and structured approach ensures that resources are used
effectively, support is targeted where it will have the greatest impact, and teams are equipped to
make measurable progress toward a positive, inclusive and high-performing culture across the
organisation.

Leadership engagement: Our goal is to enable leaders to drive meaningful, measurable
improvements within their areas of responsibility. Building on the foundations laid by the We Lead
programme which helps to improve our leaders’ capability to lead compassionately and inclusively,
we want to enable our leaders to translate staff feedback into tangible actions. Leaders will be
equipped to review their team and departmental-level NSS data, identify priority themes and
co-design improvement initiatives with their staff. They will have access to clear guidance on
interpreting NSS results and practical tools to help turn insight into improvements in staff experience,
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engagement and wellbeing. Leaders will also be signposted to resources available through the
Culture & Engagement Programme, wellbeing services, and supported by ongoing input from the
People Experience MDT. This approach ensures that actions are evidence-based, collaborative and
aligned with our strategic aim of fostering a positive, inclusive workplace culture.

The effectiveness of this leadership engagement approach is dependent on leaders having access
to accurate, granular data. This can only be achieved through the development of the Staff Survey
Dashboard, as committed to during the NSS engagement phase. Team leaders will require access
to their own team-level results—subject to the national threshold of 10 or more responses—including
People Promise scores, sub-themes and individual question-level insights. Providing leaders with
this level of visibility is essential for empowering them to take ownership of their feedback, identify
meaningful actions and demonstrate progress to their teams.

National Staff Survey data release

The NSS results were published on 12" March 2026. We propose a phased release of NSS data:
NSS sub-divisional and team-level data will be shared with the Executive Team, People Experience
MDT and divisional leadership teams at the beginning of March 2026 to enable swift action planning,
followed by the release of divisional NSS data to all staff at the end of March 2026.

This year, for the first time, we are able to analyse our staff feedback survey at departmental and
team level. Access to data at this granularity enables us to understand staff experience within their
actual working teams and to tailor support to the specific needs of each service. Leaders have
previously reported difficulty interpreting National Staff Survey results, as earlier datasets often
combined responses from staff both within and outside their immediate teams. This year, our aim is
to provide leaders with more accurate and meaningful data to inform how they support their teams.
With access to hundreds of team-level results, it is essential that this information is made easily
accessible to leaders to inform meaningful, locally owned improvement plans. To achieve this, we
are designing a simple, user-friendly Staff Survey Dashboard that displays National Staff Survey
results by division, sub-division and team. The dashboard will include appropriate access controls
to ensure that team-level data is visible only to leaders within their own sub-division. The Staff Survey
Dashboard is a critical enabler of improved staff advocacy, including the NSS measures of
recommending WWL as a place to work and a place to receive care, as it will allow leaders to identify
the local drivers of advocacy, engage their teams in understanding the findings, and co-design
actions that respond directly to their feedback.

National Staff Survey Comms Plan
A high-level timeline for the communications and engagement plan is detailed below:

Date Activity

10t March 2026 WLT presentation on NSS results and engagement
plan

Mar - Apr 2026 People Experience MDT meetings and divisional
people plan discussions between March — April

March 2026 NSS assurance paper to People Committee and
Board

March 2026 NSS results and engagement plan presentations at
Partnership Forum and LNC

March - Apr 2026 Trust wide NSS results, including global, social media

posts, ASTB section, newsletters, highlight good
practice stories

May — June 2026 Executive listening events

May 2026 Divisional people plans to be showcased at
ASTB/newsletter

April — Sept 2026 NSS engagement activities and divisional people plan

updates as standing agenda item on WLT agenda
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April — Oct 2026 Bi-annual NSS assurance reports to ETM, People
Committee and Board

Governance

The National Staff Survey engagement activities are coordinated and monitored by the People
Experience MDT to provide central oversight of the engagement strategy. Progress on all NSS
engagement activity will be reviewed at the Wider Leadership Team on a bi-monthly basis, enabling
the sharing of good practice and early identification of any support required by divisional leaders.

In addition, biannual assurance reports will be submitted to the People Committee and the Board to
provide oversight of progress, risks, and organisational learning.

To strengthen accountability and ensure that cultural improvement work is consistently prioritised
within divisions, we recommend establishing divisional-level People Committees (or equivalent
people-focused governance forums). These groups will oversee Divisional People Promise Plans,
track progress against NSS themes and the key advocacy drivers, and provide a clear route for
routine assurance, escalation and organisational learning. The frequency and membership of these
committees will be explored further to ensure they are aligned to divisional operating structures and
able to provide meaningful oversight.
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Summary Indicators

—

The People Promise summary indicators provide an overview of staff experience in relation to
the seven elements of the People Promise:

Scores are also reported for two Themes Staff Engagement and Morale.

All scores are out of 10. NOTE the data has been tested for significance.
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Survey Engagement

Response Rate

2023: 37%
2024: 35%
2025: 48%

Acute and Acute & Community
Hospitals average response rate =

47%

WWL heard from 1000 more staff in
2025 National Staff Survey...
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Comms & Engagement Plan
Visible Leadership

Executive sponsorship
Senior Walkabouts

Progress Updates

Targeted Engagement

Trusted staff network meetings

Simple, engaging, visual posters/ graphics
Walkabouts informed by data

Recognition & Motivation
Incentive scheme
Team and organisational recognition



Organisational Participation
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People Promises trend 2024-25

—

WWL / Local changes:
Overview of People
Promise and Theme
results between WWL's
NSS scores for 2024 and
2025.

Note these scores are
tested for significance
and RAG to show
significant improvements
or declines.
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Comparison to sector
—.
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Areas of strengths and improvement

What we are proud of:

‘We are a Team’ score has significantly
improved (improvement in line management
and teamworking including mutual respect, role
clarity and shared objectives)

Leadership scores have had biggest significant
improvements (including compassionate
leadership and line management)

Equality: Small sign. improvements in
experiences of discrimination, bullying and
abuse

Inclusion score has seen small sign.
improvement in value-based behaviour
(kindness, respect, feeling valued)

Support for work-life balance has improved
since the 2024, both compared to WWL'’s scores
and with comparator organisations.

What we want to improve:

Compassionate Culture is worse than sector
and has had largest sign. decline in Advocacy
score (perception of patient care and
recommendation as a place of care and as a
place to work)

Raising concerns: Decline in confidence in
organisation to act on concerns and in response
to errors, near misses or incidents

Health and wellbeing: Decline in confidence
that organisation takes positive action on
health and wellbeing

We are always Learning and Appraisal scores
continue to be lowest scoring People Promise
and worse than sector



Top 10 most improved question scores for

WWL comgared to 2024

Queson _______________________________________________Diff Score_0255core 2024 Score

10b On average, how many additional PAID hours do you work per week for this organisation,

over and above your contracted hours (More than 0 hours). 4.8% 30.2% 35.0%
9¢c My immediate manager asks for my opinion before making decisions that affect my work
(Agree/Strongly agree). 4.0% 59.9% 55.9%
31b Has your employer made reasonable adjustment(s) to enable you to carry out your work
(Yes). 3.4% 69.2% 65.8%
7d Team members understand each other's roles (Agree/Strongly agree). 3.3% 73.9% 70.6%
16b In the last 12 months have you personally experienced discrimination at work from a
manager / team leader or other colleagues (Yes). 3.2% 6.9% 10.1%
6d | can approach my immediate manager to talk openly about flexible working (Agree/Strongly
agree). 2.9% 70.9% 68.0%
7c | receive the respect | deserve from my colleagues at work (Agree/Strongly agree). 2.8% 71.9% 69.1%
7a The team | work in has a set of shared objectives (Agree/Strongly agree). 2.7% 73.3% 70.6%
11c During the last 12 months have you felt unwell as a result of work related stress (Yes).

2.4% 39.9% 42.4%
11d In the last three months have you ever come to work despite not feeling well enough to
perform your duties (Yes). 2.4% 55.8% 58.2%
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Top 10 most declined question scores for

WWL compared to 2024

Queson _______________________________________________[|piffScore ___[0255core 2024 5core

25a Care of patients / service users is my organisation's top priority (Agree/Strongly agree). -4.1% 68.0% 72.1%
25c | would recommend my organisation as a place to work (Agree/Strongly agree). -4.0% 55.2% 59.2%
25f If | spoke up about something that concerned me | am confident my organisation would 3.8% 44.4% 48.3%
address my concern (Agree/Strongly agree).

11a My organisation takes positive action on health and well-being (Agree/Strongly agree). -3.8% 50.8% 54.6%
19¢c When errors, near mlsse§ or incidents are reported, my organisation takes action to ensure 3.09% 65.5% 68.7%
that they do not happen again (Agree/Strongly agree).

4b The extent to which my organisation values my work (Satisfied/Very satisfied). -3.1% 39.6% 42.7%
25d I_f a friend _or reIatlye r.leeded treatment | would be happy with the standard of care 3.0% 55 79% 58.79%
provided by this organisation (Agree/Strongly agree).

4c My level of pay (Satisfied/Very satisfied). -2.7% 33.6% 36.3%
3h | have adequate materials, supplies and equipment to do my work (Agree/Strongly agree). -2.4% 58.7% 61.1%
25b My organisation acts on concerns raised by patients / service users (Agree/Strongly agree). -2.4% 67.0% 69.4%
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Question-level comparison to sector
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We are Compassionate & Inclusive

’ Compassionate culture

’ Compassionate leadership

’ Diversity and equality

’ Inclusion
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7.34

7.32

7.3

7.28

7.26

7.24

7.22

7.2

7.18

WWL PP1: Compassion and Inclusion
Trend

7.33
7.29
7.25

7.24

2022 2023 2024 2025

=—Series 1

Key Highlights

This is the highest scoring People Promise for
WWL this year and slightly above sector average.

Diversity and Equality sub-score has improved
and is significantly better than sector

Compassionate Culture is a low score and
getting worse, and significantly below sector.

4 of the 10 worst performing questions relate
to compassionate culture.



We are Recognised and Rewarded

Satisfied with recognition, value and
pay
People show appreciation to each
other

‘ Immediate manager values work
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PP2 Recognised and Rewarded trend
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6.02
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5.85
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===DPP Score
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Key Highlights

This People Promise is scoring in line with sector
average and with 2024 scores.

Q. ‘I am satisfied with the extent to which my
organisation values my work’: scores
significantly lower than sector average and
significantly declined since 2024.

Q. ‘I am satisfied with my level of pay’: scores
significantly declined locally but significantly
better than sector.



We each have a voice that counts

Autonomy and control

Raising concerns
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PP3 we each have a voice that counts
trend

6.76

6765 6.65

2022 2023 2024 2025

===PP Score

Key Highlights
People Promise score in line with 2024 score

Autonomy and Control is significantly better
than sector.

Raising concerns is in line with sector
Feeling safe to speak up question score is
significantly lower than sector.

Question on staff confidence that WWL would
address their concern has significantly declined
and is lower than sector. This is the third most
declined score in the survey results.



We are Safe and Healthy

‘ Negative experiences
‘ Health & Safety climate
‘ Burnout
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6.3

6.25

6.2

6.15

6.1

6.05
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PP4: we are safe and healthy trends

6.27
6.25

22

6.11

2022 2023 2024 2025

—PP4

Key Highlights

This People Promise is significantly better than sector
(including all 3 sub scores

Negative experiences including experience of bullying,
harassment or abuse from colleagues have significantly
improved since 2024

Q ‘My organisation takes positive action on health and
wellbeing’ is significantly lower than sector and has
significantly declined from 2024.

5 out of 7 questions relating to Burnout score significantly
better than sector. 2 questions have improved locally
compared to 2024 - However, note the scores are relatively
low.



We are always learning

Development

Appraisals
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PP5: We are always learning - Highlights
e

5.5

5.4

5.3

5.2

5.1

4.9

PP5 We are always learning trend

5.11

2022

.38

.27

2023 2024

=PP5 We are always learning

5.35

2025

Key Highlights

This People Promise is in line with 2024 scores and
continues to be significantly below sector average.

Development in line with sector and 2024 results

Appraisals is significantly lower than sector and in line
with 2024 results

Opportunities to develop career in organisation score
significantly worse than sector but slight improvement of
development opportunities for BME colleagues since
2024



We work flexibly

Support for work-life
balance

Flexible working

22/51



PP6: We work flexibly - Highlights

_

6.4

6.35

6.3

6.25

6.2

6.15

23/51

PP6: we work flexibly trend

6.26

2022

6.37

6.23

2023 2024

=——PP6: we work flexibly

6.29

2025

Key Highlights
This People Promise is in line with sector and 2024 scores.
Support for work life balance is significantly better than

sector.

‘I can approach my immediate manager to talk openly
about flexible working’ question has significantly improved
since 2024.

‘ achieve a good balance between my work life and my
home life’ question is significantly better than sector



We are a team

Team working

Line management
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6.8

6.75

6.7

6.65

6.6

6.55

25/51

PP7: We are a team trend

6.78
6.77

6.69

6.64

2022 2023 2024 2025

—\Ne are a team

Key Highlights
This is the most improved People Promise score and in line
with sector after the decline in 23-24.

Team-working is in line with 2024 scores and sector.
Line management has had largest significant improvement
locally and in line with sector.

3 questions relating to this People Promise are in the top 10
most improved, and have all significantly improved since 2024
including role clarity, mutual respect and shared team
objectives



Staff Engagement
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Key Highlights

Staff Engagement (motivation Overall Staff Engagement is in line with sector and with 2024

involvement, advocacy) scores.
7.4
7.3 Motivation and Involvement scores are in line with WWL's 2024
7.2 scores, and Involvement scores significantly better than sector.
7.1
6; Enthusiastic about my job’ (motivation) scores significantly
e better than sector.
6.7 6.73
6.6 Advocacy scores have seen biggest significantly decline locally
6.5 and are significantly lower than sector; includes perception of
6.4 care of patients being organisation’s top priority; recommend

2019 2020 2021 2022 2023 2024 2025

as a place to be treated and as a place to work.
—Staff Engagement
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Morale

‘ Thinking about leaving

‘ Work pressure
‘ Stressors (HSE index)
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Theme: Morale - Highlights

- 0
Key Highlights

Theme: Morale

6.4
Morale is significantly better compared to sector (top 20%) but
6.3 | is in line with 2024 results.
6.2 Work pressure and Stressors are significantly better than sector.
6.1 Thinking about leaving is in line with sector and 2024 scores.
6.03

° Q. | receive the respect | deserve from my colleagues at work
o has significantly improved since 2024
5.8

2019 2020 2021 2022 2023 2024 2025

= \/lorale
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NHS

Wrightington, Wigan and
Leigh Teaching Hospitals

NHS Foundation Trust

Divisional results
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People Promise and Themes 2025 scores - Divisions

People Promises and Comparator WWL Trust Community Corporate Estates & Medicine Specialist Surgery
Themes Average Facilities Services

We are compassionate and 7.28 7.33 7.17 7.41 7.23
inclusive

We are recognised and 5.88 5.91 5.87 5.84 5.68
rewarded

We each have a voice that 6.62 6.64 6.47 6.73 6.55
counts

We are safe and healthy 6.09 6.30 6.28 6.13
We are always learning 5.64 5.31 5.38 5.23
We work flexibly 6.23 6.32 640 [INSIO2N
We are a team 6.75 6.78 6.86 6.60
Staff engagement 6.75 6.72 6.73 6.67
Morale 5.88 6.05 6.07 5.95
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Community
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Surgery
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Specialist Services
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Estates & Facilities
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Corporate
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Medicine
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Medicine

Colour Key — score change of +/- 0.2 indicated in green or red.
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NHS

Wrightington, Wigan and
Leigh Teaching Hospitals
S Foundation Trust

Results by Ethnicity and

Disabilit
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Results by Ethnicity

e S

We are compassionate and inclusive 7.2 7.24 7.25 7.20 6.72
PP2 We are recognised and rewarded 5.88 5.91 5.89 6.08 573
PP3  We each have a voice that counts 6.62 6.64 6.64 6.70
PP4  We are safe and healthy 6.01 6.23 6.22 6.29 6.18
PP5 We are always learning 5.64 5.31 5.20
PP6  We work flexibly 6.23 6.32 6.33
PP7 We are a team 6.75 6.78 6.78
E Staff engagement 6.75 6.72 6.66
M Morale 5.88 6.05 6.03 6.20 6.00
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WRES Highlights




WRES Highlights
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WRES Highlights

» Workforce Race Equality Standard (WRES)

Percentage of staff experiencing harassment, bullying or abuse from staff in the last 12 months

Survey
Coordination
Centre

R 35
o
B
i 30
I = P
go o
g 2g
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E c & . ————
E “f:H =t \
L% <5 20 _ =
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25379 —
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23%
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a
0
2021 2022 2023 2024 2025
White staff: Your org 24.02% 21.78% 19.20% 18.90% 18.10%
All other ethnic groups*: Your org 28.42% 27.27% 28.13% 31.60% 23.20%
White staff: Average 23.65% 23.25% 22.12% 21.53% 20.48%
All other ethnic groups*: Average 28.53% 28.81% 25.16% 24.78% 24.06%
White staff: Responses 1736 2121 2276 2201 2950
All other ethnic groups*: Responses 190 253 327 288 500

*Ctaff fram all nthar athnic arnnine rambinad



Results by Disability/Long-Term Condition

Not Available

4

3

w
'

e
7.20 .

We are compassionate and inclusive 6.88
PP2  We are recognised and rewarded 5.88 591 - 6.06 6.00
PP3  We each have a voice that counts 6.62 6.64 - 6.78 6.49
PP4  We are safe and healthy 6.01 6.23 - 6.42 6.40
PP5 We are always learning 5.64 531 5.48 5.51
PP6  We work flexibly 6.23 6.32 - 6.45 6.36
PP7  We are a team 6.75 6.78 “ 6.91 6.71
E Staff engagement 6.75 6.72 - 6.86 6.60
M Morale 5.88 6.05 6.20 6.30
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WDES Highlights
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NHS

Wrightington, Wigan and
Leigh Teaching Hospitals
S Foundation Trust

Staff Survey Engagement Plan

2026
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Staff Survey Engagement Plan

—
A central focus of this year’s engagement activity is improving staff advocacy, measured specifically through the two NSS

metrics:

* staff recommending the organisation as a place to work, and
* staff recommending it as a place to receive care.

National Staff Survey 2025 Engagement plan will focus on improving key enablers of staff advocacy:
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Staff Survey Engagement Plan

—

National Staff Survey 2025 Engagement Plan

Introduction of People Experience MDT, bringing together expertise from People Services and Quality Improvement to oversee
four key engagement workstreams and provide targeted support to divisions, leaders and teams:

Li o | Executive Team will undertake a series of Listening into Action Walkabouts in Q1 2026/27.
_'Stenmg nto These walkabouts will be carried out with a clear staff survey lens, focusing on the key advocacy
Action Walkabouts drivers.

( ) 4 )

Divisional People Divisional leadership teams will develop divisional-level People Promise Plans that respond
Promise Plan directly to National Staff Survey feedback. Each plan will focus on three key themes: inclusion

L D and wellbeing, improvement, and a division-specific priority. )

4 N\ )
Team In Reach People Experience MDT will partner with divisional leaders to identify teams and services that

require targeted support to embed culture change. Once identified, these teams will be aligned

support L . . ) :
. ) &to the most appropriate improvement stream ensuring interventions are tailored and |mpactful.)
] Using a new data dashboard, leaders will be equipped to review their team and service-level
Leadership data, identify priority themes and co-design improvement initiatives with their staff. They will
Engagement have access to clear guidance on interpreting NSS results and practical tools to help turn insight

into improvements in staff experience, engagement and wellbeing.
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Staff Survey Engagement Plan

—

Governance and Quality assurance

. Central oversight of the engagement strategy and activities by the People Experience MDT
. Progress on all NSS engagement activity will be reviewed at the Wider Leadership Team on a bi monthly basis
. Recommend establishing divisional level People Strategy groups (or equivalent people focused governance forums) to

oversee Divisional People Promise Plans, track progress against NSS themes and the key advocacy drivers

. Biannual assurance reports to go to the People Committee and the Board to provide oversight of progress, risks, and
organisational learning
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Staff Survey Engagement Plan

Date Ay

10t March 2026 WLT presentation on NSS results and engagement plan
Mar - Apr 2026 People Experience MDT meetings and divisional people plan discussions
between March — April

BT NSS assurance paper to People Committee and Board

m NSS results and engagement plan presentations at Partnership Forum and
LNC

March - Apr 2026 Trust wide NSS results, including global, social media posts, ASTB section,
newsletters, highlight good practice stories

May — June 2026 Executive listening events

May 2026 Divisional people plans to be showcased at ASTB/newsletter

April — Sept 2026 NSS engagement activities and divisional people plan updates as standing
agenda item on WLT agenda

April = Oct 2026 Bi-annual NSS assurance reports to ETM, People Committee and Board
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Agenda item: [12]

Title of report: Medium Term Planning: Final Plan Resubmission
Presented to: Board of Directors

On: 1st April 2026

ltem purpose: Information

Presented by: Richard Mundon, Deputy Chief Executive

Chris Clark, Director of Strategic Transformation

Prepared by: Heather Shelton, Deputy Director of Operational Finance

Contact details: E: chris.clark@wwl.nhs.uk heather.shelton@wwl.nhs.uk

Executive summary

The Trust submitted its Medium-Term Plan submission on the 18" March 2026, in accordance with
the Medium-Term Planning Framework published by NHS England, covering the period 2026/27 —
2028/29.

This report provides the Board with an update on the submission, in particular covering: the strategic
context for the planning framework; the national requirements of the Medium-Term Plan submission;
and our compliance with against these requirements within the final plan submitted to NHS England
on the 18 March 2026.

Link to strategy
Our operational plans are a key delivery mechanism for Our Strategy 2030.

Risks associated with this report and proposed mitigations
o Delivery risk: Achieving multi-year improvements in performance and financial sustainability
depends on sustained improvement capability, leadership capacity, and pathway redesign.
Mitigations include: established governance, improvement methodology, organisational
redesign and clear prioritisation.

o System dependency risk: Several trajectories require joint delivery with Wigan partners and
Greater Manchester system colleagues. Mitigation: established governance under the
Healthier Wigan Partnership and active participation in the GM Trust Provider Collaborative.

e Workforce risk: Workforce redesign, productivity improvements and digital change require
strong engagement. Mitigation: aligned workforce strategy, engagement based on staff survey
results, and move from short-term vacancy management to long-term redesign.


mailto:chris.clark@wwl.nhs.uk
mailto:heather.shelton@wwl.nhs.uk
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Financial implications
Cited within relevant sections of the report.

Legal implications
None identified.

People implications
None identified.

Equality, diversity and inclusion implications

The Equality Impact Assessment (EIA) accompanying the plan highlights the importance of
maintaining equitable access as performance recovers and services are redesigned — any proposed
specific service changes during the plan period will be subject to an Equality Impact Assessment.

Which other groups have reviewed this report prior to its submission to the
committee/board?
The development of the Trust’s plan has been overseen by the Trust Board.

Recommendations
Members of the Board are asked to note the final plan resubmission to NHS England on the 18"
March.
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Report
1.0 Context and background: the Medium-Term Planning Framework

On 24 October 2025 NHS England (NHSE) and the Department of Health and Social Care (DHSC)
jointly published a Medium-Term Planning Framework covering the financial years 2026/27 to
2028/29. The Framework aligns with the ambitions of the Ten-Year Health Plan and emphasises
performance recovery, improved access, prevention, and financial sustainability.

Underpinning an ambition to return to delivery of the constitutional standards are the three strategic
shifts set out in the 10 Year Health Plan:
- From hospital to community: Shift care out of hospitals and into community settings,
focusing on prevention, early intervention, and care closer to home.
-  From analogue to digital: Use digital tools, data, and technology to improve access,
productivity, and patient experience.
- From sickness to prevention: Prioritise preventing ill health and reducing inequalities rather
than only treating illness once it occurs.

These national expectations align strongly with the Trust's Our Strategy 2030, and our strategic
delivery priorities of Improve, Integrate and Innovate. We are intending to refresh Our Strategy 2030,
recognising the progress that has been made against it since its publication in 2021, whilst refining
our strategic delivery priorities for the next 5 years.

The Framework marks a shift away from short-termism, and unlike most recent planning guidance
covering only one year, this planning framework covers three years, following the three-year revenue
and four-year capital spending review settlements published in the summer. It also returns to some
of the basics that have taken a back seat over the last decade incorporating expectations around
patient and staff feedback and aims to support delivery of the ambitions in the Ten-Year Health Plan
(10YHP). The Framework also expresses an ambition to return to constitutional standards by 2028/29
(see section 3.0 below).

2.0 Requirements of the Medium-Term Plan Submission

The national planning process requires providers to submit integrated plans including:
e Activity and performance
e Workforce
e Finance (including multi-year revenue and capital planning)
e Narrative plans describing delivery, risks, and system alignment

Provider Boards hold accountability for ensuring plans are credible, affordable and deliverable,
supported by Board Assurance Statements. While Trust Boards are responsible for approving these
plans, final acceptance and assurance must come from the NHSE regional team. Our final plan
submission was made on the 18" March 2026. At the time of writing this report it is still subject to
formal review by the NHS England Regional team.


https://www.england.nhs.uk/wp-content/uploads/2025/10/medium-term-planning-framework-delivering-change-together-2026-27-to-2028-29.pdf
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3.0 Performance Compliance

The Trust's final plan reflects significant work undertaken with the GM Integrated Care Board and
NHSE regional colleagues to ensure compliance across key performance and financial standards.

We have set an ambitious plan to deliver year on year improvements against all the constitutional
standard metrics and are aiming to meet the national targets in each year of the plan. The details of
these metrics are set out in table 1 below.

Achievement of the plan will require a cohesive partnership approach — both across our place, in
Wigan, and with partners across Greater Manchester. In Wigan, there is an established governance
framework under the Healthier Wigan Partnership and the subgroups that sit underneath this where
partners are developing a mature approach to solving challenging issues together and taking
opportunities to work together to utilise the collective financial resources to provide the best care for
patients and residents, and we will continue to build on this in support of delivery of this plan. We also
continue to play an active role within the Greater Manchester Trust Provider Collaborative committee,
in support of delivering improvements in services for our residents.

Table 1: Forecasted performance against headline national targets

In summary, we are forecasting to deliver against all key targets in each of the three years of the plan.

Metric Targets Forecast Position
27/28 28/29 26/27 27/28 28/29
18-week 65% (or
RTT 7% improvement vs. N/A 92% 67% 79.5% 92%
treatment . .
25/26, whichever is greater
28-day
Faster 80% (maintained) 80% | 80% 80%
Diagnosis
Standard
Cancer
96% (by March 96%
- 0, 0, 0, 0,
31-day 94% (by March 2027) 2028) (maintained) 94% 96% 96%
82.5% by March 85%
- 0, 0, 0, 0,
62-day 80% (by March 2027) 2028) (maintained) 80% 82.5% 85%
Minimum
3% improvement or <1% of patients
Diagnostics DMO1 performance of 20% N/A waiting over 4.3% 1.5% 1%
or better, whichever 6 weeks for a test
is greater
Average 83% Average
0, 0,
4-hour 82% (by March 2027) gcross year 85% across 82% 83% 85%
(every Trust) (national average the year
A&E .
target) (national target)
Improve Improve o o .
12-hour Improve vs. 25/26 vs. 26/27 vs. 27/28 14.3% | 11.4% 8.6%
Minimum 78% of Minimum 80%
community health of community
Community 18 weeks service activity N/A health 78% 79% 80%
occurring within 18 weeks service activity
(maintained) occurring within




Targets Forecast Position

27/28 28/29 26/27 27/28 28/29
18 weeks
(maintained)

3.0 Financial Compliance

The medium-term revenue plan covering 2026/27 to 2028/29 is breakeven each year, aligning with
the NHSE control total. Although the plan has not yet received formal approval, achieving the control
total is the minimum requirement for acceptance.

The Trust has made significant progress in reducing the underlying deficit over the last two years as
part of our financial sustainability plan. Our Medium-Term plan that we have submitted projects
attainment of underlying financial sustainability by the conclusion of 2027/28.

4.0 Delivery

Delivery is structured around the Trust's strategic framework of Patients, People, Performance and
Partnerships, underpinned by our improvement methodology, governance and analytical capability

The organisational redesign into two clinical divisions aligned to pathways will support better patient
flow, integration, and productivity.

Our transformation and improvement priorities focus on where there is the potential greatest impact
on constitutional standards, patient experience, productivity and financial sustainability, with particular
focus on Urgent and Emergency Care, Outpatient Redesign, and Cancer.

Digital, data and technology are central to delivery of the plan. Building on a mature electronic patient
record and strong digital foundations, the Trust will accelerate the adoption of digital self-service,
automation and real-time analytics to release staff time, improve reliability, and support better decision
making across pathways. Workforce strategy is fully aligned to service transformation and
affordability, with a deliberate shift from short term vacancy management to long term role redesign,
productivity improvement and prevention-based wellbeing models.

4.0 Summary
The Trust's Medium-Term Plan has undergone substantial refinement since the December and

February updates. The final submission on 18 March is now compliant across all national standards,
supported by strengthened trajectories, financial recovery plans and clear system dependencies.
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Agenda item: [XX]

Title of report: Financial reporting month 11 — Trust Finance Report
Presented to: Board of Directors

On: 1 April 2026

Iltem purpose: Information

Presented by: Tabitha Gardner, Chief Finance Officer

Prepared by: Senior finance team

Contact details: heather.shelton@wwl.nhs.uk

Executive summary

We've delivered a stronger position in month 11, and it's essential that we maintain this momentum
into month 12 to achieve our agreed breakeven revenue plan. Our focus for the final month
remains firm: tight control of variable pay, restraint on discretionary non-pay, maximising elective
activity delivery, and securing cash-releasing CIP. The month 11 position was £0.4m favourable to
plan, improving our trajectory and reducing the YTD deficit to £1.9m adverse to plan.

CIP delivery in-month is £3.7m, outperforming the £3.4m plan by £0.3m. However, recurrent CIP
under-delivery continues to drive our adverse variance, with £5.3m of slippage year-to-date. We
are now targeting £18.0m recurrent delivery in-year and £23.0m on a fully recurrent basis. To
genuinely support financial recovery, CIP must translate into a sustained reduction in the
expenditure run rate.

February was a strong month for divisional elective API activity, and we are above plan by £0.4m
in month and £0.3m YTD. This includes the additional activity stepped up for the Q4 performance
sprint. In month, Specialist Services is on plan, Medicine is £0.3m favourable and Surgery is £0.2m
favourable.

The cash balance at the end of February was £16.3m, improving operating cash days to 10. Cash
increased by £9.3m compared to last month, mainly due to the timing of nationally funded capital
schemes. The cash position is expected to strengthen further in March before declining from April,
reflecting the phasing of capital expenditure. The current underlying run rate would indicate we will
require external cash support in Q1 2026/27.

We are beginning to see a reduction in our substantive workforce. In February, the total workforce
decreased to 6,854 WTE, a reduction of 57 WTE compared to last month. Despite this
improvement, we remain 105 WTE above the workforce plan of 6,749 WTE. Pay expenditure for
the month was £34.2m, which is £1.3m above plan. The main drivers of this overspend were CIP
underperformance, medical staffing pressure, escalation costs and redundancy costs.
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Link to strategy

There are no direct links to strategy.

Risks associated with this report and proposed mitigations
There are no additional direct risks.

Financial implications

There are no direct financial implications as it is reporting on the financial position.
Legal implications

There are no direct legal implications in this report.

People implications

There are no direct people implications in this report.

Equality, diversity and inclusion implications

There are no direct EDI implications in this report.

Which other groups have reviewed this report prior to its submission to the
committee/board?

ETM reviewed the finance flash metrics on 5 March 2026. The full finance report was reviewed at
the Financial Improvement Group on 23 March 2026 and the Finance and Performance Committee
on 25 March 2026.

Wider implications

There are no wider implications of this report.

Recommendation(s)

The Board is asked to note the month 11 financial position.
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Key Financial Messages

.=-=. We've delivered a stronger position in month 11, and it’s essential that we maintain this momentum into month 12 to achieve our agreed breakeven revenue plan. Our
focus for the final month remains firm: tight control of variable pay, restraint on discretionary non-pay, maximising elective activity delivery, and securing cash-releasing

CIP. The month 11 position was £0.4m favourable to plan, improving our trajectory and reducing the YTD deficit to £1.9m adverse to plan.

CIP delivery in-month is £3.7m, outperforming the £3.4m plan by £0.3m. However, recurrent CIP under-delivery continues to drive our adverse variance, with
£5.3m of slippage year-to-date. We are now targeting £18.0m recurrent delivery in-year and £23.0m on a fully recurrent basis. To genuinely support financial
recovery, CIP must translate into a sustained reduction in the expenditure run rate.

February was a strong month for divisional elective API activity, and we are above plan by £0.4m in month and £0.3m YTD. This includes the additional
activity stepped up for the Q4 performance sprint. In month, Specialist Services is on plan, Medicine is £0.3m favourable and Surgery is £0.2m favourable.

The cash balance at the end of February was £16.3m, improving operating cash days to 10. Cash increased by £9.3m compared to last month, mainly due to the
timing of nationally funded capital schemes. The cash position is expected to strengthen further in March before declining from April, reflecting the phasing of
capital expenditure. The current underlying run rate would indicate we will require external cash support in Q1 2026/27.

We are beginning to see a reduction in our substantive workforce. In February, the total workforce decreased to 6,854 WTE, a reduction of 57 WTE compared to last
month. Despite this improvement, we remain 105 WTE above the workforce plan of 6,749 WTE. Pay expenditure for the month was £34.2m, which is £1.3m above
plan. The main drivers of this overspend were CIP underperformance, medical staffing pressure, escalation costs and redundancy costs.
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Key Performance Indicators

Cost Improvement
Programme (CIP)

Deliver Total CIP of £38.4m

Deliver Recurrent CIP of
£23.0m

Description Performance Target Performance SPC Variation Explanation
/ Assurance
Revenue plan Adjusted financial position: We've delivered a stronger position in month 11, and it’s essential that we maintain this momentum into month 12 to
Achieve the financial plan 8 achieve our agreed breakeven revenue plan. Our focus for the final month remains firm: tight control of variable pay,
for 2025/26. Amber dar restraint on discretionary non-pay, maximising elective activity delivery, and securing cash-releasing CIP. The month 11
position was £0.4m favourable to plan, improving our trajectory and reducing the YTD deficit to £1.9m adverse to plan.
Cash & liquidity Ensure financial obligations The cash balance at the end of February was £16.3m, improving operating cash days to 10. Cash increased by £9.3m
can be met as they become N compared to last month, mainly due to the timing of nationally funded capital schemes. The cash position is expected to
due. Amber i strengthen further in March before declining from April, reflecting the phasing of capital expenditure. The current underlying
run rate would indicate we will require external cash support in Q1 2026/27.
APl Income Achieve the elective activity February was a strong month for divisional elective API activity, and we are above plan by £0.4m in month and £0.3m YTD.
plan for 2025/26. Green —— This includes the additional activity stepped up for the Q4 performance sprint. In month, Specialist Services is on plan,
' Medicine is £0.3m favourable and Surgery is £0.2m favourable.

CIP delivery in-month is £3.7m, outperforming the £3.4m plan by £0.3m. However, recurrent CIP under-delivery continues to
drive our adverse variance, with £5.3m of slippage year-to-date. We are now targeting £18.0m recurrent delivery in-year and
£23.0m on a fully recurrent basis. To genuinely support financial recovery, CIP must translate into a sustained reduction in
the expenditure run rate.

Agency expenditure 30% reduction in agency Pl Agency spend is showing a cumulative 9% reduction to the NHSE baseline (adjusted for industrial action costs) (taken as the
spend. M8 2024/25 FOT) which is below the 30% reduction required by NHSE.

Bank expenditure 10% reduction in bank Bank spend is showing a cumulative 14% reduction relative to the NHSE baseline (taken as the M8 2024/25 FOT) when
spend Green adjusted for industrial action costs which is above the 10% reduction required by NHSE.

Capital expenditure Achieve capital plan for Amber 7 Total capital expenditure in month 11 is £4.5m which is £3.4m above plan. We are forecasting capital expenditure in line with
2025/26. : plan with close monitoring in Q4. We have been successful in securing additional national funding for Q4.

Better Payments Practices | Pay 95% of invoices within . BPPC performance in-month was 96.4% by volume and 95.8% by value. YTD performance was 93.1% by volume and 96.5%

Code (BPPC) 30 days. Clesl ~ | byvalue
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Financial Performance

. . . . , Trajectory to Deliver
e We have seen an improvement in month 11 which needs to be sustained in month 12 to Revenue Plan
ensure we deliver our agreed breakeven revenue plan.

® The focus for the final month remains on grip and control of variable pay, discretionary
non pay, delivery of elective activity and cash releasing CIP.

* In month 11, our position is £0.4m favourable to plan, reducing the YTD variance to

Based on the current
run rate there needs

£1.9m adverse to plan. tobea£2.1m
* Income was above plan in month by £1.2m, with elective income above plan in month by improvement in
£0.4m and YTD by £0.3m. This includes the Q4 performance sprint. March 2026 to
® There was improvement in Medicine and Surgery, with both divisions on plan in month. deliver the 2025/26
e Actual CIP delivery in month is £3.7m, which is £0.3m favourable to plan. plan.

e We are £1.2m behind our best-case trajectory, which was shared with NHSE in Q3 to
deliver our plan.

¢ The National Oversight Framework (NOF) metric for variance YTD to financial is at

segment 3 (Ql segment 3, Q2 segment 2) Key Financial Indicators In Month (£000) Year to Date (£000) F;JEI:;;:T
¢ A settlement in full has been agreed with Specialist Commissioners for the bespoke Actual Plan Var Actual Plan Var Plan
prosthesis limb salvage for 2025/26 non-recurrently.
Income 49,043 47,847 1,196 535,309 525,096 10,214 572,943
Pay (34,151))  (32,860) (1,201) (376,622)i (362,436)1  (14,186)|| (395,279)
Adjusted Financial Performance in Month (£m) Non Pay (14,164):  (14,570) 406 (155,785)¢  (156,728) 944|| (171,256)
B Financing / Technical (428) (552) 124 (4,863) (6,069) 1,206 (6,621)
Lo Surplus / Deficit 300 (135) 435 (1,961) (138) (1,823) (213)
0.5 Adjusted Financial Performance (AFP) 208 (117) 415 (1,841) 59 (1,900) 0
_____ m A m . = . _
I - Memo
03) Deficit support funding (741) (741) 0 (8,152)  (8,152) 0 (8,293)
(1.0 AFP excluding deficit support funding (443) (117) (326) (9,993) 59 (10,052) (8,893)
{1.5)
Apr Play Juin Juil AlE Sep et Nowv Drec Jan Feb Plar

* Used to measure system performance (based on surplus / deficit less donated capital and other technical adjustments).

Actual ®Plan
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Income

wed  Headline

eIncome is £1.2m favourable in month and £10.2m favourable YTD.

==d Clinical divisions

eMedicine: Income is £0.6m favourable in month. Elective APl income is £0.3m
favourable in month and unbundled drugs and devices income is £0.2m
favourable in month including drugs gainshare.

eSurgery: Income is £0.3m favourable in month. This is predominantly due to
Elective APl income which is £0.2m favourable in month.

eSpecialist Services: Income is £41k adverse in month. Elective APl income is on
plan in month; unbundled drugs and devices is £0.1m favourable offset by under
performance in private patient income and CDC income which are both £0.1m
adverse in month.

wd  Other

*Non-Divisional income: £0.1m adverse in month, driven by lower CRU income,
partially offset by the Bespoke Limb Salvage recharge. The additional YTD Bespoke
Limb salvage income attributed to NHSE totals £2.3m; this has been agreed at a
meeting on 6 March as a non-recurrent settlement for 2025/26. Collaborative
discussion will continue in respect of 2026/27 and a sustainable arrangement.

eCommunity Services: £0.1m favourable in month due to £0.2m over
performance on Education funding offset with by under performance on private
patient of £0.1m as the SOS feeding service has not yet commenced.

eMedical Director: Income is £0.1m favourable in month due to over performance
on Education income.
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Divisional Elective API Activity and Income v
Internal Plan

Above the core plan by £0.3m YTD

Medicine £0.3m
Specialist Services breakeven
Surgery £0.2m

ol Elective APl Performance B

¢ [n month 11, we have over
performed against the elective API
plan by £0.4m.

* Medicine are £0.3m favourable to
plan in month predominantly due to
General Medicine £0.2m.

e Specialist Services are breakeven in
month overall. T&O are £0.3m
behind plan in month and
Dermatology, Rheumatology and
Plastics have over performed by
£0.1m. An accrual has been
included for Physio Activity of £0.2m
as they are currently missing a
month’s activity since the move to
System One. T&O lost 32 elective
cases and circa £0.3m due to the
surgical cement supply issue.

e Surgery are £0.2m above plan in
month, mainly relating to Colorectal
Surgery.

e Advice and guidance income of
£0.2m has been included in month.
YTD A&G is £1.2m above plan of
which £0.5m relates to GM.




Trust Wide CIP Delivery 2025/26

2025/26 CIP Delivery

e Total CIP delivered in Month 11 is £3.9m, which is £0.5m above plan: £2.16m is recurrent (55%) and £1.05m is non-recurrent (45%).

e The full value of recurrent CIP transacted or categorised as low risk has decreased by £0.02m to £18.47m, however the recurrent
delivery in the year to date position has reduced by £0.1m to £5.3m behind plan.

e At Month 11, £4.2m of the recurrent plan has slipped in year due to the delay in scheme start dates, which will have an impact on what
can be delivered in year. This is mitigated non recurrently to ensure the trust meets the full CIP target of £38.4m.

Feb 2026 Reported Position (Rec)

s CIP assumptions in the Scenarios

To ensure that we meet our mid case scenario, an assumption of
delivering £17.18m of cash releasing CIP in year has been made. We
have currently delivered and transacted £14.13m.

» In total we have transacted £17.42m recurrent CIP in year with a full year
=1 Jan 2026 Reported Position (Rec) impact of £22.54m
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Workforce

® The in-month pay expenditure is £34.2m which is £1.3m above plan in e Actual workforce 6,854 WTE in February. This is a reduction of 57 WTE from
month. This is due to CIP underperformance £0.2m, medical staffing £0.3m, last month and is 105 WTE above the workforce plan of 6,749 WTE.
escalation costs £0.3m, redundancy costs £0.3m. e Substantive staffing has decreased by 38 WTE.
¢ Bank staffing has decreased by 9 WTE.
* The normalised pay expenditure has been rebased in line with 2025/26 e Agency has decreased by 10 WTE compared to last month.
rates and remains within the range seen since from Q4. The * The graph is now showing special cause improving variation with WTE
January/February normalised pay average is £33.9m compared to the reducing by 94 WTE from 6,948 WTE in April to 6,854 WTE in February.
2024/25 Q4 monthly average of £34.5m. This is a reduction of £0.6m
Pay £1.3m
above plan
in month

Normalised quarterly average
£33.7m £34.5m £33.7m £33.8m £34.1m £33.9m £0.4m in month)
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Variable Pay

.

e Overall, SPC trend is positive and shows total variable pay
reducing.

* There is an immediate focus on actions to reduce variable pay
to support delivery of the 2025/26 position, whilst recognising
there are also longer-term areas of opportunity.

¢ Total variable pay is £3.3m in month, £37.0m YTD; an average of
£3.4m per month.

® February saw a £0.1m decrease from the prior month,
predominantly in agency £0.1m. We are expecting a further
reduction in March due to the focused actions associated with
the recovery plan.

* The spend split by staffing group is Medical £17.6m, Nursing
£17.3m and Corporate £2.0m.

¢ Variable pay oversight taking place via the divisional
performance reviews and financial improvement group.

¢ Note: Variable pay includes bank, agency, additional sessions,
overtime, WOS, cost per reporting and LPVs.
* Note: Prior year spend has been normalised for pay award and

July, November & December Industrial action costs have been
removed
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Bank & Agency Staffing

*Bank costs were £2.0m in February, the same as last month. e Agency spend in month is £0.5m, with a £0.1m reduction on last

*The chart is showing a special cause improving variation. month. The trend is still showing common cause improving variation.

¢In February, Medicine (£1.1m) and Surgery (£0.4m) continue to be the e Agency WTE decreased by 10 WTE.
biggest users. e Medicine (£0.3m) continues to have the highest level of agency within the

eBank WTE decreased by 9 WTE. Trust, spend in Specialist is (£0.2m).

eBank spend is showing a cumulative 14% reduction relative to the NHSE e Agency spend is showing a cumulative 9% reduction to the NHSE baseline
baseline (taken as the M8 2024/25 FOT) when adjusted for industrial (adjusted for industrial action costs) (taken as the M8 2024/25 FOT) which
action costs which is above the 10% reduction required by NHSE. is below the 30% reduction required by NHSE.
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Cash and BPPC

maed  Current cash position

e Closing cash at the end of February was £16.3m, an increase of £9.3m from January.
This is £8.6m above the plan submitted to NHSE. As anticipated, this was due to
receipt of PDC capital funding £4.1m and the quarterly receipt of education funding
£2.4m both of which provide a temporary benefit ahead of corresponding cashflows,
in addition, the receipt of £1.5m for Industrial Action costs was received.

e Operating cash days at the end of February increased to 10 days.

e Cash forecast

e The cash plan assumes delivery of the revenue, efficiency and capital plans in full.
Based on the current run rate and cash management mitigations, the forecast
indicates there will be sufficient cash balances for the remainder of the financial year
because of receiving capital PDC receipts in advance of cash payments.

e The monthly PFRs have been updated to reflect the cash forecast for the remaining
months of 2025/26 to flag any cash requirements to NHSE ahead of any cash support
requests, if required.

mm— Better Payment Practice Code (BPPC)

® The year-to-date performance is exceeding the target of 95.0% by value, the YTD
performance by volume has improved this month.

e The in-month performance was 96.4% by volume and 95.8% by value.
e The YTD performance was 93.1% by volume and 96.5% by value




Capital

(£000) of Full Year

Scheme Actual | Plan  Var | Actual  Plan @ Var Plan Plan (%) eTotal capital expenditure in month 11 is £4.5m which is £3.4m above
plan.
Operational Cap'_tal programme 1195 377 (818)) 12257 13827 1570 15,150 | 81% eYear to date, total capital expenditure of £26.0m is £1.0 above plan.
Over programming and over allocation (672) 0%
Operational capital (CDEL) 1195 377 (s18)| 12,257 13,827 1570 14,478 85% *There is £6.0m to be spent in month 12 to deliver our agreed capital
—programme-for2025/26

National funding (PDC) )
Diagnostics prioritisation 0 0 0 134 239 105 359 I:| 37%
UEC - Discharge Lounge capacity 11 0o (11) 702 572, (130) 635 eOperational capital expenditure in month 11 of £1.2m is £0.8m above
Elective prioritisation - Theatres 5&6 331 131 (200) 840 919 79 1,050 [ 80% plan.
Estates Safety bids (Backlog Maintainance) 368 150  (209)| 2,842 2611 (231 2,744 eThe YTD expenditure of £12.3m is £1.6m behind plan, the pharmacy
Estates Safety bids (Backlog Maintainance) Phase 2 57 0 (57) 172 0 (172) 595 l:‘ 29%)| robot (£10m) has slipped to 2026/27, deferral of 2 equipment leases to
UEC (A&E Diagnostics) (35) 0 35| 37121 3,747 35 3,747 I 99% 26/27 (£0.3m) and underspends on leases.
UEC SDEC 630 224 (407)| 1,073 1,118 45 1,341| I 80%
CDC Pathway - Gynaecology 10 0 (102) 10 o (102) 109 = -Underspepds have begn realIogatt_ed as recommgnded by CSG and expect
Sound Treatment Rooms (audiology) 0 0 ) 66 0 (66) 120 [ | s5% to deliver in Q4 and slippage principles agreed with CSG.
RAAC - Leigh infirmary 7 0 7 359 0 (359) 391 *The over programming and over allocation associated with the planning
EV Chargers 32 0o (32 32 12 (20) 31 tolerance has been fully mitigated within the capital programme.
€DC Pathway - Urology 304 0 (304) 314 0 (314) sao| [ | 58%
Cyber Security Devices (Armis IT) 0 0 0 245 0 (245) 246
ROP Camera 0 0 0 69 0 (69) 6o/ (I 100%|
CBRN Decontamination Equipment 0 0 0 17 0 (17) 17 eExpenditure on PDC funded schemes is £3.3m in month, £2.6m ahead of
LED Lighting 839 0 (839) 1846 0 (1.846) 2,764| I 7% plan and £13.7m year to date which is £2.6m ahead the plan of £11.2m.
ENT Bundle 62 0 (62) 62 0, (62) 206| ] 30% There is a mix of under and overspends across the schemes.
Maternity & Bereavement Suite 0 0 0 0 0 0 206 0% eThe solar panel scheme, Theatre 5&6 and SDEC have all commenced in
Community Paeds and Audiology 0 0 0 0 0 0 17 0%
Radiology 0 0 0 0 0 0 118 0% January as planned.
Breast Screening Equipment 0 0 0 0 0 0 26 0% eAll MoUs are in place and £13.5m of cash funding has been drawn with
Sub total national funding 3,329 729 (2,600)| 13,739! 11,151 (2,588) 17,573 78% the remaining balance scheduled for receipt on 9th March.
Total capital programme 4,524 1,106 (3,419)| 25,996 24,978 (1,018) 32,051 81%
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Full Year Scenarios

f Bridge from straight line forecast to mid case and best-case scenario.
Mid-case scenario:
£1.3m deficit
e Extrapolated from £1.8m YTD e Non recurrent items, e CIP run rate improvement ® The current mid-case scenario ® Requires improvement in
deficit. extrapolated impact -£0.5m +£0.9m. indicates risk of £1.3m. month 11 run rate to be
(includes one-off benefits e Elective activity contribution e All other pressures to be sustained for month 12.
£6.8m across month 3 to 11). +£0.4m. mitigated within existing plan. * Focus on immediate actions to
¢ Upside of national funding e Risk adjusted recovery plan reduce expenditure with a
for industrial action. +£0.6m focus on variable pay.
k e Other smaller items -£0.7m. J
/ High level scenarios for full year forecast \

ad Key actions to achieve plan s

e CIP delivery as per M11 risk
adjusted divisional tracker.

e Deliver elective activity plan. il oim @it (il 9elerse it

. plan). There remains a risk to

* Deliver recovery plan. delivery of our control total, but

e Monthly run rate this has reduced since last month
improvement of £2.1m (Month 11 mid case £3.0m deficit)

required in month 12.

Breakeven (on plan)

\ All scenarios assume no clawback of DSF.
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Revenue position

Recovery plan: We need the improvement in the run rate position seen in
February to be sustained for the remainder of the year.

Recurrent CIP delivery: Recurrent CIP slippage remains a contributing
factor of our adverse variance, with the month 11 position now £5.3m
behind the recurrent plan of £20.9m. We are on track to deliver £23.0m
full year effect.

API activity: This is above plan YTD when including the benefit of the Q4
performance sprint. This performance needs to be sustained to the end of
the financial year to support delivery of our control total.

Exit run rate: Failing to achieve our planned exit run rate of £11.9m deficit,
through higher reliance on non-recurrent measures, would mean carrying
a higher underlying cost base into 2026/27, limiting our ability to deliver a
balanced plan. This increases the risk of a deeper underlying deficit and
reduces our financial resilience going into the new year.

Risk Management and Mitigation

Cashflow: Cash days at month 11 remain low and whilst cash is expected
to improve in March due to capital receipts in advance of expenditure, this
is a temporary reprieve. The current underlying run rate would indicate
we will require external cash support in Q1 2026/27.

Capital programme: There is a delivery risk in the remaining month with
£6.0m (19%) of expenditure required before 31t March. Oversight is
provided via the Operational Capital Group and Capital Strategy Group.




Forward look

To deliver our financial plan in year there are three key areas of delivery; elective activity, CIP and the recovery plan. There is a £2.1mimprovement needed in our current
run rate required in March. Oversight continues via the divisional performance reviews, Financial Improvement Group and Executive Team Meeting, with fortnightly
updates on the recovery plan.

We are due to make a resubmission of the medium-term plan on 18 March 2026. Operational plans are required for 3 years to cover finance, activity, performance
and workforce. We have a breakeven control total for 2026/27 and future years following the removal of deficit support funding in full.

Implementation of the new general ledger, Integra Centros, continues to progress at pace ahead of the planned go-live on 1 April 2026. Following the formal
go-live decision on 23 February, system build and cutover activity is now well underway. A comprehensive training and communications plan is in place to
support end users and ensure a smooth transition.

The GM collaborative procurement programme is advancing towards a unified model across all Greater Manchester Trusts, with Northern Care Alliance confirmed
as the host organisation. The business case was supported by the Board in December. The transition date was due to be 1 April 2026; however, this has been
extended to provide assurance all the necessary due diligence has been completed.

The Government has confirmed a 3.3% consolidated uplift for all staff covered by the Agenda for Change (AfC) framework for 2026/27, following full acceptance of the NHS
Pay Review Body recommendation. The increase will be applied in April 2026 payroll, and further funded pay structure reforms are expected following discussions with
trade unions and employers.
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. NOF Segment
Overview Quarter3

WWHL's average metric score of
2.89 puts WWL in segment 4.
Against Acute providers this ranks
WWL 117 out of 134

Adjusted segment

Provider value

4 NOF Score
Headlines Data period Provider value Peer average @ Hational
value
Adjusted segment Qs MNOF Score
2025/26
Average metric score Q3 2.89 NOF Score
2025/26
djusted =
Unadjusted segment 2025726 MOF Score
Financial override Qs B Yes Yes Yes
2025/26

|
T

5 03 2025726
O]
Mational
wvalue Chart
method
Prowvider

value - -“
Provider
value - G I

Provider
value - -“
Provider
median B e |
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NHS Oversight Framework

1. Access to services domain segment 3 3 4

2. Effectiveness and experience of care domain segment 2 4 4
3. Patient safety domain segment 3 3 3

4. People and workforce domain segment 4

5. Finance and productivity domain segment 4
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5 Domains, 21 KPI's (applicable to WWL) Quarter 3

Segmentation scores are shown below for each of the domains. Important to note that only each
indicators seﬁment score is used to form the overall average NOF score - used for segmentation and
ranking. Each domain and indicator is broken down further in the following slides.

Domain Scores Data period  Provider value Chart
@ Access to services domain segment o3 4 NOF Score
2025/26
: : : Q3
@ Effectiveness and experience of care domain segment 2025776 4 NOF Score
@ Patient safety domain segment o3 3 NOF Score
2025/26
@ People and workforce domain segment a3 4 NOF Score
2025/26
i . i Q3
@ Finance and productivity domain segment 202526 4 NOF Score
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Agenda item: [15]

Title of report: M11 25/26 Integrated Performance Report
Presented to: Board of Directors

On: 1st April 26

Item purpose: Information

Presented by: Deputy Chief Executive

Prepared by: Principal Data Analyst, Data Analytics and Assurance
Contact details: BlPerformanceReport@wwl.nhs.uk

Executive summary

The latest month, for M9 December 25, update of the Trust’'s Integrated Performance Report (IPR)
is presented to the Board of Directors.

The metrics within the report reflect agreed priorities for 25/26. Each of the metrics has been
evaluated to a Data Quality Assessment Framework with results shown in the report.

The metrics within the IPR have been compared to the metrics within the National Oversight
Framework (NOF) with a column included to each of the summaries to indicate whether the metric
is included within the NOF. National Benchmarking of NHS Access Standards report has been
added as an Appendix.

The Integrated Performance Report for Month 11 reflects a Trust that has been operating under
sustained and exceptional pressure through the winter period, while continuing to demonstrate
resilience, strong clinical leadership and early signs of recovery as we move into March.

The period from December through February was characterised by very high demand, particularly
across Urgent and Emergency Care, driven by increased attendances, acuity, constrained bed
capacity, norovirus outbreaks and workforce pressures. These conditions inevitably impacted patient
flow, experience and performance against a number of operational standards. At times, the
organisation was required to operate in escalation, making difficult decisions to maintain patient
safety.

Against this backdrop, there are important areas of assurance for the Board. Mortality performance
remains a clear strength, with both SHMI and HSMR within expected ranges and HSMR performing
significantly better than national benchmarks. Mortality governance remains robust. One Never
Event was reported during the month and has been appropriately escalated and managed in line
with national guidance.

There remain quality risks that require continued focus. Category 2 and above pressure ulcers and
healthcare associated infections continue to be areas of concern, alongside a sustained increase in
complaints, largely reflecting pressures within Emergency Care. It is encouraging to see
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strengthened oversight arrangements, new dashboards and the commissioning of enhanced nurse
led safety assurance frameworks to improve grip and learning.

Our workforce continues to operate under considerable pressure. Sickness absence and turnover
remain challenges, though there are early signs of stabilisation, including the lowest monthly
sickness rate since September. Mandatory training and appraisal compliance remain below target
and require ongoing executive and divisional focus. Reliance on bank staffing, driven by winter
pressures, continues to have both financial and quality implications.

From a performance perspective, elective recovery continues to progress, with reductions in the RTT
waiting list and only a small number of very long waiters remaining, albeit with vascular and cancer
pathways presenting ongoing risks. Diagnostic performance has improved significantly in several
areas. Cancer performance remains below national standards, particularly in breast and lower Gl
pathways, but there are early signs of improvement through the Faster Diagnosis Standard and
established transformation programmes.

Urgent and Emergency Care performance deteriorated through February, reflecting system wide
pressures, but early March data shows meaningful recovery, with improvements in four-hour
performance, reduced corridor care and stabilising flow. The Board should note the impact of
focused improvement initiatives, including the four-hour sprint, Accelerated Admissions and frailty
pathways.

Financially, the Trust's position has improved in Month 11, supported by strong elective activity
delivery and better than planned CIP performance. However, underlying risks remain, particularly
around recurrent savings delivery and variable pay, and maintaining momentum into Month 12 is
essential.

In summary, Month 11 presents a Trust that has been severely tested but has maintained patient
safety, delivered improvement in key areas and is now showing early signs of recovery. Risks remain
real and material, but there is clear evidence of grip, learning and action. The Board’s continued
focus on flow, quality assurance, workforce sustainability and financial discipline will be critical as
we move into the new financial year.

Link to strategy and corporate objectives

This report provides the agreed key metrics and analysis that underpin delivery of our strategy and
corporate objectives and aligned to national indicators.

Risks associated with this report and proposed mitigations

There are no risks currently associated with the report.

Financial implications

There are no financial implications currently associated with the report; key financial metrics are
measured within the report.

Legal implications

None currently identified.

People implications

None currently identified with the report; key People metrics are measured within the report.

Equality, diversity and inclusion implications



None currently identified.

Which other groups have reviewed this report prior to its submission to the
committee/board?

IPR Executive meeting 16.3.26, ETM 19.3.26, ETM 26.3.26.
Recommendation(s)

The committee is recommended to receive the report and note the content.
Report

Please see the attached M11 25/26 IPR report.

Appendices
Please see the attached M11 National Benchmarking of NHS Access Standards report.
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085-1 Elective Care
SHNMIRolling 12 Months Total Patients Waiting for First Aendance
HSNR Ralling 12 Manths RTT Waiting List

Never Events

Number of Patient Safety Incident Response Framework Priority Incidents Declared Which Triggered a PSI Investigation
How Many Incidents Triggered a Patiant Safity Review

No Category 3 or Category 4 HAPU or CAPU Daveloped as a Result of an Act or Omission in Care

Reduction in Category 2 and DTI HAPU and CAPU Querall

25% Reduction in Falls With Harm That Occurred as a Direct Result of Omissions/Lapses in Care

Ta reduce the total number of falls par 1000 bed days

0&5-2

Wethicillin-Resistant Staphylocaccus Aureus (MRSA)
Wethicilin-Susceptible Staphylococcus Aureus (MSSA)

WWL Clostridium Difficile (CDT)

Escherichia Coli (E.coli)

Klebsiellz Species

Pseudomanas Aeruginosa

Reduction in the Number of Patients who Transfer Between Wards More Than 5 Times
Wixed Sex Accomodation Breaches - Non Clinically Justified

Reduction in the Number of Complaints

Complaints Responses

Patient Experience (FFT) - Patients who Would Recommend the Service

Percentage of Patients Waiting Over 52 Weeks for Elective Treatment

Percentage of Patients Waiting Over One Year, of Which Children Aged 18 Years and Under
Total Patients Waiting Over 65 Weeks

Percentage of cases where a patientis waiting 18 weeks ar less for elective freatment
Difference between planned and actual 18 week performance score

Percentage of Urgent Referrals to Receive a Definitive Diagnosis Within 4 Weeks
Cancer 31 Day Treatment Standard Performance

Percentage of Patients Treated for Cancer Within 62 Days of Referral

Percentage of People Waiting Over Six Weeks for a Diagnostic Procedure or Test
Outpatient New : Follow-up Ratio

Elective Theatre Utilisation - Capped Touchtime

Elective Recavery Plan : Day Case Activity Performance

Elective Recavery Plan : Inpatient Activity Performance

Percentage of Patients Waiting Over 52 Weeks for Community Services

Urgent & Emergency Care

Peaple

Iandatary Training Compliance
Appraisal

Price Cap Compliance - Medical

Price Cap Compliance - Non Medical

% Turnover Rate

Vacancy Rate

Mumber of Whale Time Equivalent Posts
Sickness - Percentage Time Lost (%)
Time to Hire

Average Time to Ambulance Handaver

Percentage of Emergency Department Attendances Admitted, Transferred or Discharged Within Four Hours
Percentage of Type 1 Emergency Department Attendances Spending Over 12 Hours in the Department
Overnight Total General and Acute Beds and the Number of Which are Occupied

Virtual Ward Occupancy

Mumber of Specific Acute Non-Elective Spells in the Period With a Length of Stay of One or More Days
Average Mumber of Days Between Planned and Actual Discharge Date

Percentage of Patients who do not Meetthe Criteria to Reside

Mumber of specific Acute Non-Elective Spells in the Period With a Length of Stay of Zero Days

Urgent Community Response (UCR) - 2-Hour Performance

Finance

PO LOODOP®

Variance year-to-date to Financial Plan (NOF %)

Adjusted Financial Performance (£m) - Variance to Plan

Cash (£m)

APl Income (£m) - Variance to Plan

Total CostImprovement Programme (CIP) (£m) - Variance to Plan
Recurrent Cost Improvement Programme (CIP) (£m) - Variance to Plan
Agency Expenditure (£m)

Bank Expenditure (£m)

Capital Expenditure (£m)- Variance to Plan

Better Payment Practice Code (BPPC)




Using Statistical Process Control (SPC) Charts
-— 0

alternative
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Data Quality Assessment Framework Overview
—_— 0

Each of the metrics within the IPR have been assessed to the scoring framework outlined below.
We assess the Sign off and Review process, whether the data is Timely and Complete and assess the Process and System around the
data. We score this as per the table below and include an assessment on each of the summary pages in the report.
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Trust Holistic Narrative : M11 25/26

—.

The Integrated Performance Report for Month 11 reflects a Trust that has been operating under sustained and exceptional pressure through the winter period, while
continuing to demonstrate resilience, strong clinical leadership and early signs of recovery as we move into March.

The period from December through February was characterised by very high demand, particularly across Urgent and Emergency Care, driven by increased attendances,
acuity, constrained bed capacity, norovirus outbreaks and workforce pressures. These conditions inevitably impacted patient flow, experience and performance against a
number of operational standards. At times, the organisation was required to operate in escalation, making difficult decisions to maintain patient safety.

Against this backdrop, there are important areas of assurance for the Board. Mortality performance remains a clear strength, with both SHMI and HSMR within expected

ranges and HSMR performing significantly better than national benchmarks. Mortality governance remains robust. One Never Event was reported during the month and has

been appropriately escalated and managed in line with national guidance.

There remain quality risks that require continued focus. Category 2 and above pressure ulcers and healthcare associated infections continue to be areas of concern,
alongside a sustained increase in complaints, largely reflecting pressures within Emergency Care. It is encouraging to see strengthened oversight arrangements, new
dashboards and the commissioning of enhanced nurse led safety assurance frameworks to improve grip and learning.

Our workforce continues to operate under considerable pressure. Sickness absence and turnover remain challenges, though there are early signs of stabilisation, including
the lowest monthly sickness rate since September. Mandatory training and appraisal compliance remain below target and require ongoing executive and divisional focus.
Reliance on bank staffing, driven by winter pressures, continues to have both financial and quality implications.

From a performance perspective, elective recovery continues to progress, with reductions in the RTT waiting list and only a small number of very long waiters remaining,

albeit with vascular and cancer pathways presenting ongoing risks. Diagnostic performance has improved significantly in several areas. Cancer performance remains below

national standards, particularly in breast and lower GI pathways, but there are early signs of improvement through the Faster Diagnosis Standard and established
transformation programmes.

Urgent and Emergency Care performance deteriorated through February, reflecting system wide pressures, but early March data shows meaningful recovery, with
improvements in four-hour performance, reduced corridor care and stabilising flow. The Board should note the impact of focused improvement initiatives, including the four-
hour sprint, Accelerated Admissions and frailty pathways.

Financially, the Trust’s position has improved in Month 11, supported by strong elective activity delivery and better than planned CIP performance. However, underlying risks

remain, particularly around recurrent savings delivery and variable pay, and maintaining momentum into Month 12 is essential.

In summary, Month 11 presents a Trust that has been severely tested but has maintained patient safety, delivered improvement in key areas and is now showing early signs

of recovery. Risks remain real and material, but there is clear evidence of grip, learning and action. The Board’s continued focus on flow, quality assurance, workforce
7/2g4stainability and financial discipline will be critical as we move into the new financial year.
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Summary:

Actions:

Assurance:

1.SHMI & 2. HSMR : Monthly and quarterly mortality review groups continue to review any

areas of SHMI that are alerting and seek assurances that these are being managed appropriately.

We remain well within the expected range for SHMI and better than the expected range for
HSMR.

3. Pressure Ulcers — category 3 and above: In month 11 we have reported 0 incidents. However,
this may change with real time refresh as the pressure ulcer review process is followed.

4. Pressure Ulcers — category 2 and above: The Clinical Divisions continue to review all cases of
Category 2 pressure ulcers, and these are reported via their Divisional governance architecture.
017'2.14are still observing a significant number of Category 2 Pressure ulcers.

1. SHMI & 2. HSMR: Continue improvement plans to ensure that patients are appropriately
managed. Continue to work with system partners to ensure appropriate discharge
placements for patients

3. Pressure Ulcers — category 3 and above: A pressure ulcer dashboard has been developed
to provide more visibility of incidents

4. Pressure Ulcers — category 2 and above: Divisions are asked to embed learning from the
thematic reviews which have been completed.

1. SHMI & 2. HSMR : SHMI is currently within national expected range and has been so for
many months. SHMI continues to improve and is consistently better than some other
similar sized GM Trusts

3. Pressure Ulcers — category 3 and above: The pressure ulcer dashboard requires
embedding to streamline the pressure ulcer review process to give a more timely
opportunity for learning and board reporting assurance.

4. Pressure Ulcers — category 2 and above: The Chief Nurse has commissioned a new
framework for reporting on performance related harms, including pressure ulcers which will
be implemented through a review of the Patient Safety Group from M1 26/27.




Summary:

Actions:

Assurance:

1. Clostridium Difficile (CDT): The number of cases increased in month

from eight in January 2026 to eleven cases in February 2026.

2. E-Coli: The E.coli count reduced in month from three cases in January
2026 to Zero cases in February 2026.

3. Ward Transfers: We have had two consistent months where the
threshold has been met.

4.Complaints: The Trust has continued to see a sustained increase in the
number of complaints it receives.
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1. Clostridium Difficile (CDT): The CDI Review Process continues to identify learning, good
practice, and areas for action.

2. E-Coli: Surveillance of E.coli continues, with identification and analysis of themes and
trends, with an aim to develop a robust post infection review process.

3. Ward Transfers: The number of ward transfer metric will be revised to more than two
moves in line with the Internal Professional Standards.

4.Complaints: The complaints response time has deteriorated as a consequence of the increase in
complaints. The divisions will develop improvement plans to demonstrate that associated learning
from the commissioned report in February is being translated into practice.

1. Clostridium Difficile (CDT): CDT Reviews are completed to Case 65 (11.03.2026), with
remaining cases in process
2. E-Coli: Reporting and surveillance continues for all Mandatory reportable HCAI organisms.

3. Ward Transfers: The number of ward moves is overseen the Internal Professional
Standards workstreams and the Escalation Patient Safety Assurance Group.

4.Complaints: Learning and performance of complaints will be reported into the new Safety, Quality
and Governance Group which has been commissioned by the Chief Nurse and will be implemented
from M1 26/27.
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Operationally at the beginning of M.11 the RAEI site remained under significant pressure. This impacted the delivery and quality of care; patient safety remained the priority. Although attendances have
decreased in month, they are higher in comparison to this time last year. Peaks in seasonal presentations (Respiratory and gastroenterology) for example Norovirus saw low discharges from core wards which
impacted on the continued reliance of the utilisation of escalation capacity. The overcrowding of the Emergency Department saw waits within the Emergency Department increase with patients being cared for in
sub-optimal areas for long periods of time, as well as being evident within the operational wait time of the patients within the Emergency Department there was a direct impact in both the number of complaints
received with the Trusts complaint Department and those sent directly to the Chief Executive and Chief Nursing Officer.

On 16" February we implemented the pilot SOP Accelerated Admissions using Safer Placement Spaces as Temporary Escalated Spaces to provide a continuous flow model to mitigate the need to redeploy
staff from core wards to support escalated corridor care and other escalated areas. White board huddles were also introduced on 4 pilot wards as part of the Inpatient Flow project to support further mitigation in
response to site pressures.

As a Trust, we use two methods to report mortality figures: Summary Hospital-level Mortality Indicator (SHMI) developed by NHS England and Hospital Standardised Mortality Ratio (HSMR) developed by Dr
Foster. SHMI monitors in hospital deaths and patients who die out of hospital within 30 days of discharge, includes some adjustment for patient comorbidities, but does not adjust for deprivation or frailty. HSMR
monitors in hospital deaths only, adjusts for deprivation and frailty and has a more refined comorbidity model.

The latest Dr Foster model which has resulted in an improved latest rolling 12-month HSMR position of 87.85, significantly below the 100 threshold and much better than many similar sized GM hospitals. The
latest 12-month SHMI standardised position has improved again to 100.65 for the latest rolling 12 months to November 25, which is within the expected range. We continue to closely scrutinise our mortality
figures through monthly mortality meetings and audit any alerting areas to ensure pathways are managed appropriately. Our latest 12 months in-hospital SHMI, for in hospital deaths, is 98.42; our out of-hospital
SHMI, for out of hospital deaths within 30 days of discharge, is 110.75.

Within M11 the Trust escalated 4 incidents for a Patient Safety Incident Investigation, 1 of these was classified as a Never Event. This related to an incident involving a patient who attended for a right carpal
tunnel release. The patient had been appropriately consented, and the correct limb was clearly marked; however, the specific incision site itself had not been marked. The surgeon identified anatomical
landmarks and crease patterns, with the most prominent crease appearing slightly more lateral than expected and proceeded to make the initial incision. When the supervising Consultant returned to theatre,
having not been present at the start of the procedure, it was identified that the incision was not in the correct position and a second incision was made at the correct site. As the patient required two incisions, and
in line with NHS England’s definition of wrong-site surgery (“an invasive procedure where a patient’'s anatomy begins to be permanently altered, such as when the first incision is made”), this incident meets the
criteria for a Never Event

Health Care Associated Infections have remained variable in month. CDT count increased to 11 cases in February 2026 from 8 cases in January 2026. The CDI Review Process continues to identify learning,
good practice and areas for action. E.coli count reduced to 0 cases in February 2026 from 3 cases in January 2026.Surveillance of E.coli continues, with identification and analysis of themes and trends, with an
aim to develop a robust post infection review process. Surveillance of Klebsiella and Pseudomonas continues (aligned with the E.coli process). MRSA remained at O cases in February 2026. Reporting and
surveillance continues for all Mandatory reportable HCAI organisms.

Although there has been a decrease of the category 3 and above hospital acquired pressure ulcers due to an omission of care in February, it should be noted thathis may change with real time refresh as the
pressure ulcer review process is followed. The Chief Nursing Officer has commissioned a new group in which nurse specific safety indicators (for example pressure ulcer prevention) will be monitored and
assurance will be sought. This group will commence in Quarter 1 26/27. In addition, the Data Analytics and Assurance team have developed a pressure ulcer oversight dashboard which enables key metrics to
be reviewed to improve triangulation of data; this now needs to be embedded at operational level.
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Our People Overview : M11 25/26 .
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Our People Insight Report : M11 Month Year

Summary:

Actions:

Assurance:

1. Mandatory Training Compliance: Increased slightly to 92.7% just below the
95% target

2. Turnover: remains stable at 9.7%, relocation, work life balance, promotion
and retirement were the top leaving reason.

3. Whole Time Equivalent Posts: continues to decrease, whilst the total
workforce is above plan by 104.9WTE, this is mainly driven by Bank (103.1 WTE
above plan).

4. Sickness: The 12-month rolling sickness absence rate remained stable at
6.16%, whilst in month has reduced to 6.17%, our lowest sickness rate since
September 25.

[4/24

1. Mandatory Training Compliance: Is monitored via presentation of the People Dashboard at Wider Leadership Team,
Divisional Performance and local senior leadership meetings. The Trust is engaged in the national Stat Mand Programme
to reduce the amount of mandatory training staff need to do.

2. Turnover: Whilst turnover is not of major concern, the Trust continues with delivery of the WWL People & Culture
Strategy to support retention of staff.

3. Whole Time Equivalent Posts: A review of drivers of WTE is underway with divisions to identify plans to bridge the gap
by year end. Winter pressures has resulted in an increase in bank spend and plans to reduce back to normal staffing
levels are being mapped as pressures start to decrease. A further focus on medical agency is underway to ensure a move
to price cap compliance.

4. Sickness: The Sickness Absence Task & Finish Group is actively implementing its action plan, whilst the HR team
continues to lead on long-term sickness monitoring and proactive case management. Given winter pressures and high
levels of stress related absence divisions have been tasked with reviewing departmental stress risk assessments to
ensure drivers and actions to mitigate are identified and in place.

1. Mandatory Training Compliance: Monthly data circulated; Divisional
Assurance Packs; local compliance can be access via the Learning Hub.

2. Turnover: People Dashboard presented to Wider Leadership Team and
discussed further at People Committee

3. Whole Time Equivalent Posts: Drivers review commenced with interim CPO
4. Sickness: A Sickness Improvement Plan has been shared and supported at
the Wider Leadership Team Meeting. The monthly Task & Finish group
continues to meet. People Committee reviewed the plan in the October
meeting and features as part of the workplan




Our People Narrative : M11 25/26

Appraisals —appraisal compliance remains stable at 81.1%, which is below the Trust’s 90% target. All divisions remain under close scrutiny through Divisional Performance
Reviews, with progress monitored against local action plans.

Vacancy Rate — The Trust-wide vacancy rate remains stable at 5.2%, which slightly above the 5% target. The Executive Vacancy Panel continues weekly oversight. A robust
Quality Impact Assessment (QIA) process is in place to ensure any impacts on patient safety and service continuity are fully considered.

Turnover- The Trust turnover increased slightly to 9.7% . Over the last few months WWL Executive Team have undertaken a high volume of listening events with staff to
understand experience have enacted change as a result. Several areas are expected to impact positively on staff experience - new leadership programme (We Lead); new
Fundamentals of Care Strategy; Innovate Together; Wellness to Work plans to support implementation of reasonable adjustments.

WTE -Actual total workforce 6,854.2 WTE in February. This is a decrease of 57.4 WTE from last month and is 104.9 WTE above the total workforce plan of 6,749.3 WTE.
=  Actual substantive workforce saw a decrease of -38.2 WTE and is now getting closer to the substantive workforce plan (+10.5 WTE).
=  Bank staffing also decreased by 9 WTE, and remains above plan by 103.1 WTE
=  Agency also decreased by 10.2WTE compared to last month, this is in line below the plan by 8.7 WTE

Medical Price cap —compliance remains a concern whilst non-medical continues to exceed the target and performs well.
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Our Performance Overview — Elective Care :
M11 25/26

Summary icons key:

**Elective Theatre Utilisation Capped Touchtime— please note that there are significant data quality issues with touchtime metrics, driven by non availability of
sessions data following the implementation of Surgical Care. Digital Services are currently working with Altera, the system supplier, to resolve these issues.
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Our Performance Insight Report : Elective Care

M11 25/26

Summary:

Actions:

Assurance:

1. RTT 52WW: Waiting list size has continued to decrease through validation.
Metric is showing improving special cause variation trend and is currently
achieving target.

2. 18-week RTT performance:

3. Cancer 31 Day: Deterioration due to lack of treatment capacity due to
reduced numbers of breast surgeons and theatre allocation for breast and
lower Gl specialties.

4. Diagnostic Waits: Performance has returned to expected levels but
continues to fail the target, driven by a reduction in in 6-week breaches due to
continued reduction in MR and NOUS breaches. Ongoing breaches in

eshpcardiography.

1. RTT 52WW: Specialty action plans are in place to support the delivery of the 52-week
position, additional monies have been made available in Q4 to support achievement of
the 52-week position.

2. 18 week RTT performance:

3. Cancer 31 Day: Review of surgical model and best practice exemplars. Action to
increase staffing levels by recruitment to vacancy, locum and WLI activity. Planning for
Theatre 5&6 refurbishment.

4, Diagnostic Waits: Recovery planning for echocardiography which includes insourcing
solutions.

1. RTT 52WW: Weekly PTL/ long waits week meeting with Deputy COO to review
and track 65/52/18-week waits

2. 18-week RTT performance:

3. Cancer 31 Day: Potential for deterioration if actions to improve early diagnosis
in breast and LGI pathways creates a temporal increase in surgical treatments
and theatre demand.

4. Diagnostic Waits: Confidence that MR and NOUS will return to compliance
with the 5% threshold in Q1 26/27.
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RTT Waiting List: The overall RTT waiting list continues to decrease, In February the trust reported 23 patients in breach of the RTT (Referral to Treatment) Waiting List for
patients waiting over 65 weeks, . There was a movement to zero breaches in plastics and dermatology in month which is exceptionally pleasing to note. The small number of
breaches are across a number of specialties however vascular now remains the most challenged. Arrangements are being sought to improve the capacity issue.

Cancer: Cancer performance is still an ongoing challenge with continued failure to follow the national performance standards. The Faster Diagnosis Standard has started to
prove a marginal improvement due to some of the changes implemented to support the lower Gl and breast pathways due to improved access to diagnostics and intensive
management of PTLs. It is expected that improving performance of the FDS with has a positive impact on the 62-day performance in later months. There is an elevated level
of confidence that the improvement of access to endoscopy and restoration of expected service levels for straight-to-test diagnostics will improve FDS and 62-day
performance. The breast cancer pathway stays the primary concern with an inability to undertake surgical treatments within the pathway milestones which is resulting in a high
number of breaches. Surgical and radiology clinical teams have agreed to align clinic and one-stop capacity which will improve performance against the FDS and return the
service to best practice compliance. Theatre capacity stays a constraint due to insufficient operating sessions rather than a lack of physical theatre space. Operational models
to explore undertaking breast surgery at Wrightington are being reviewed to understand if this will reduce demand and lead times upon the Wigan theatre lists. Cancer
performance and associated recovery actions are being intensively managed to avoid breaches. A cancer transformation program has been set up to deliver long term
improvements to cancer care and compliance with national performance standards

Radiology: Radiology has demonstrated strong improvement in performance with significant reduction in 6-week diagnostic breaches in NOUS and MR. DEXA stays with
DMO1 compliance. CT is reporting over 200 breaches exclusively due to lack of capacity for CTCA(CT coronary angiogram). Plans are in place to increase capacity with
radiographer supervised lists from April 2026. There are discussions with colleagues in Cardiology to revise the job planned sessions to increase supervised lists from 3 to 5
per week. MR has rapidly recovered its performance position following a protracted equipment breakdown at Leigh CDC. Mutual aid for patients with cardiac pacemakers and
MR guided breast biopsy is being re-opened to GM providers to reduce health inequity within the system. NOUS backlog position has significantly reduced with a
corresponding reduction in risks associated with delivery of the service. There continues to be notable clinical risks with delivery of obstetric ultrasound, but the service is
running following expected standards of care.
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Our Performance Overview — Urgent & Emergenc
Care: M11 25/26

** Urgent Community Response (UCR) - 2-Hour Performance is reported 1 month in arrears
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Our Performance Insight Report : Urgent &
Emergency Care M11 25/26

Summary:

Actions:

Assurance:

1. A&E 4 Hour Waits: There has been further deterioration in the four-hour

performance target which is linked to increased ED attendances, acuity and a congested

Emergency Department.

2. A&E 12 Hour Waits: This is again reflected in the 12-hour performance, which in

February increased to 24.67% of patients spending over 12-hours in the ED. Increases in in-

patient length of stay and the number of patients not meeting the criteria to reside

have increased the amount of time patients wait for a bed.

3. No of Non-Elective Stays 1+ Days: LoS in February is driven by patients who have not yet

been discharged

4. No of Non-Elective Stays 0 Days: CDW was repurposed in November as an assessment

area for ED waiting room patients. Furthermore, AAA was being used as a multi-specialty

coh éna:rea for surgical patients — this ceased in January when it was converted to
2[:&2 alation.

1. A&E 4 Hour Waits: Significant operational and transformational improvements underway as part of
the 4-hour sprint and BetterLives programme including UTC Coordinator, ED Navigator, Improved grip
and control measures, zero tolerance approach to non-admitted breaches and paediatric breaches.

2. A&E 12 Hour Waits: Significant operational and transformational improvements underway as part
of the 4-hour sprint and BetterLives programme including expansion of the Frailty SDEC model and
conversion of cubicles 17-26 into an Acute Medical Receiving Unit

3. No of Non-Elective Stays 1+ Days: DAA review is scheduled to understand drivers for the drop in
patients with 1+ day LoS

4. No of Non-Elective Stays 0 Days: CDW has been re-established in March 2026 in support of the 4-
hour Sprint so 0 day LOS admissions will begin to recover

1. A&E 4 Hour Waits: As of 12t March 4-hour performance is 77.09% - a 12%
improvement on February.

2. A&E 12 Hour Waits: As of 12t" March 12-hour ED performance is 19.69% - a 5%
improvement on February.

3. No of Non-Elective Stays 1+ Days: LoS is being addressed as part of the Inpatient Flow
Programme as part of Better Lives, including Board Round processes and long length of
stay reviews

4. No of Non-Elective Stays 0 Days: Re-establishment of CDW in ED in March will increase
0-day LoS admissions. This is further supported by an expansion in the Frailty SDEC model
which should deliver a further increase in 0 day admissions.




The Emergency Department experienced sustained and significant operational pressure throughout December to February, driven by high attendances, ambulance arrivals, aculity,
and constrained medical bed capacity. In line with this pressure, performance against the 4-hour and 12-hour standards deteriorated, primarily due to overcrowding in the
Emergency department as a result of low admissions from ED. A business continuity incident was declared in January in addition to a critical incident following the loss of IT
systems enabling access to patient records.

In order to respond to the ongoing pressure and maintain capacity for incoming acute admissions, escalation capacity has been sustained through much of January and February
with use of Bryn Ward North, Discharge Lounge, AAA, CAU chairs and Safer Placement Beds. Furthermore, to ensure continued capacity to offload incoming ambulances,
patients have been escalated within the Emergency Department onto the corridor and into waiting room 3. During the extremely cold and inclement weather, escalated patients in
ISAT were becoming cold and consequently were transferred into the main ED in spaces around the nurses station. Extensive use of escalation capacity throughout January has
put pressure on nursing staff to maintain safety through redeployment with many wards dropping to or below minimum numbers.

This position was further exacerbated in February with norovirus outbreaks across the hospital resulting a large number of “trapped” empty beds on closed bays. The associated
short-term sickness also had an impact on the organisation's ability to maintain safe staffing of escalation capacity.

Targeted improvement actions implemented from late February have begun to stabilise UEC performance. March 4-hour performance has improved to 77.09% as of 12 March,
representing a 12% improvement compared with February, and corridor care has not been used during March to date. Key enablers of this improvement include the 4-hour sprint,
de-escalation of the Discharge Lounge, implementation of the Accelerated Admissions Policy and expansion of Frailty SDEC. Furthermore, there are plans in March to convert
cubicles 17-26 to an Acute Medical Receiving Unit to support the Acute Medical Model.

Ambulance handover performance recovered in February, returning to below the 30-minute target, supported by strengthened operational oversight when ISAT becomes
escalated.

Community and admission-avoidance services continue to perform strongly, including the Virtual Hub, CAAT Front Door, and Call Before Convey pathways, providing critical
mitigation to front-door demand.

While pressure remains high, early March data indicates that flow and performance are beginning to recover, with continued focus required on the 4-hour sprint and the Better
Lives transformation programme.
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Our Finance Performance Overview : M11 25/26

Summary icons key:

The finance slides in the IPR should be viewed alongside the monthly finance report for wider context
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Our Finance Performance Insight Report : M11 25/26

Summary:

Actions:

Assurance:

1. Cash: The cash balance at the end of February was £16.3m, improving operating cash days to
10. Cash increased by £9.3m compared to last month, mainly due to the timing of nationally
funded capital schemes. The cash position is expected to strengthen further in March before
declining from April, reflecting the phasing of capital expenditure. The current underlying run
rate would indicate we will require external cash support in Q1 2026/27.

2. Recurrent CIP: Total CIP delivered in Month 11 is £3.9m, which is £0.5m ahead of plan: £2.2m
is recurrent (55%) and £1.7m is non-recurrent (45%). The recurrent delivery year to date is
£5.3m behind plan

3. Agency: Agency spend is showing a cumulative 9% reduction to the NHSE baseline (adjusted
for industrial action costs) (taken as the M8 2024/25 FOT) which is below the 30% reduction
required by NHSE

4. Bank: Bank spend is showing a cumulative 14% reduction relative to the NHSE baseline

)ngﬁthe M8 2024/25 FOT) when adjusted for industrial action costs which is above the 10%
= medufTion reauired bv NHSE.

1. Cash: This continues to be closely monitored. A temporary increase is expected to be
sustained in March due to timing of nationally funded capital projects therefore cash support
is not required in Q4.

2. Recurrent CIP: The financial recovery plan is underway. Divisions are presenting their
forecast positions including CIP delivery to ETM when escalated. Divisions are now working
to control totals to ensure run rate improvements by the end of the year.

3. Agency: Reducing variable pay is being targeted critical to plan delivery. This is being led by
the CFO with executive scrutiny at ETM. Agency spend reduction links to CIP, recovery plan
and control total delivery.

4. Bank: Reducing variable pay is being targeted critical to plan delivery. This is being led by
the CFO with executive scrutiny at ETM. Bank spend reduction links to CIP, recovery plan and
control total delivery.

1. Cash: Operational Cash Management Group, Finance and Performance Committee, recent
internal audit review of cashflow forecast processes with substantial assurance.

2. Recurrent CIP: Divisions are presenting their forecast positions including CIP delivery to
ETM. The recovery plan delivery is being monitored at the divisional assurance meetings, FIG
and ETM as part of the control total monitoring.

3. Agency: Executive Pay Control Group, Divisional Performance Reviews, Finance
Improvement Group, Finance and Performance Committee, ETM

4. Bank: Executive Pay Control Group, Divisional Performance Reviews, Finance
Improvement Group, Finance and Performance Committee, ETM




Our Finance Performance Narrative : M11 25/26 E
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National Benchmarking of NHS Access Standards
Based on data published by NHSE

* 62-day Cancer has
deteriorated. Based on the
publicly available data, Lower
Gastro-intestinal and Breast
are ranked lowest compared
to other tumour groups
(includes private providers)

* NOUS is the leading modality
reducing WWL'’s performance
and national ranking,
followed by
Echocardiography.

* WWHLUL's AE Performance has
reduced in recent months and
in relation to national.

Red represents deterioration in performance, also indicted by arrow.
Green represents improved performance, also indicated by arrow.
The number represents the value change in performance

Note: some figures may vary from previously reporting metrics within the IPR due to further
validation taking place prior to national publication.

1/5_50urce: Nationally published data surfaced by Healthcare Base



RTT by Speciality : January 26
Breakdown of benchmarked speciality performance for RTT supports understanding of service
pressures. Ranked out of 130 Trusts. Other Medical — Endocrinology.

2/%ource: Nationally published data surfaced by Healthcare Base



62-day cancer benchmark by tumour site: January 26
Ranked out of 118

3/%ource: Nationally published data surfaced by Healthcare Base



Diagnostics: January 26
Breakdown of benchmarked modality. Ranked out of 133

4/%ource: Nationally published data surfaced by Healthcare Base



All Type AE Attendances have reduced at WWL, against a growing trend nationally and regionally. However,
following an increase in May 2026 there was a further sustained increase from October to December 2026.
Following the peak in Nov/Dec 2025 there has been areduction in attendances at a greater rate than national.
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Agenda item: 16

Title of report: Board Assurance Framework (BAF) 2025/26 Closing Report
Presented to: Board of Directors
On: 1 April 2026
Iltem purpose: Approval
Presented by: Director of Corporate Governance
Prepared by Head of Risk
P y: Director of Corporate Governance
Contact details: E: julie.dawes@wwl.nhs.uk

Executive summary

The closing report of the trust's key strategic risks to the achievement of the annual corporate
objectives 2025/26 is presented here for approval by the Board.

Link to strategy and corporate objectives

The risks identified within this report focus on the achievement of strategic objectives.

Risks associated with this report and proposed mitigations
This report identifies proposed framework to control the trust’s key strategic risks.

Financial implications

There is one strategic financial performance risk identified within this report.

Legal implications

There are no legal implications arising from the content of this summary report.

People implications

There is one strategic people risk identified within this report.

Equality, diversity and inclusion implications

There are no wider implications to bring to the board’s attention.

Which other groups have reviewed this report prior to its submission to the
committee/board?

F&P, Q&S, People, ETM.

Recommendation(s)

The Board asked to approve the risks and confirm that they are an accurate representation of the
current significant risks to the delivery of the Trust’s strategic objectives.
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1.2

1.3

2.1

2.2

2.3

2.4

2.5

Introduction

Our Board Assurance Framework (BAF) provides a robust foundation to support our
understanding and management of the risks that may impact the delivery of Our Strategy 2030
and the annual corporate objectives. This is the closing report for the 2025/26 BAF.

The Board of Directors is responsible for reviewing the BAF to ensure that there is an
appropriate spread of strategic objectives and that the main risks have been identified.

Each risk within the BAF has a designated Executive Director lead, whose role includes
routinely reviewing and updating the risks:

e Testing the accuracy of the current risk score based on the available assurances and/or
gaps in assurance

¢ Monitoring progress against action plans designed to mitigate the risk

e |dentifying any risks for addition or deletion

e Where necessary, commissioning a more detailed review or ‘deep dive’ into specific risks

BAF Review

The closing report of the trust’s key strategic risks for 2025/26 is presented here for approval.
The BAF is included in this report with detailed drill-down reports into all individual risks. It is
recommended that the risks on the 2025/26 BAF are closed down with new risks drafted via
the Sub Committees for approval at the next Board meeting in June 2026. It is recommended
that any residual risk remaining from the 2025/26 BAF, which does not align with the 2026/27
strategic objectives, is transferred to the corporate risk register for ongoing management and
oversight.

Patients: Current risks have been reviewed and updated in line with the 2025/26 corporate
objectives prior to the Quality and Safety Committee Meeting on 11 March 2026. There are
currently three patient focussed strategic risks.

People: The current risk has been being reviewed and updated in line with the 2025/26
corporate objectives prior to the People Committee Meeting on 17 March 2026. There is
currently one people focussed strategic risk.

Finance and Performance: Current risks were reviewed and updated in line with the 2025/26
corporate objectives at the F&P Committee meeting on 25 March 2026. There are currently
three finance and performance focussed strategic risks.

Partnership: The current risk has been reviewed and updated in line with the 2025/26
corporate objectives prior to the Board meeting on 1 April 2026. There is currently one
partnership focussed strategic risk.

New Risks Recommended for Inclusion to the BAF

No risks have been added or removed from the BAF since the last board meeting.



4. Review Date

4.1 The BAF is reviewed bi-monthly by the Board. The next review is scheduled for June 2026 and
will include the new 2026/27 BAF risks, aligned to the 2026/27 risk appetite statement and
corporate objectives.

5. Recommendations

5.1 The Board are asked to:

e Approve the risks and confirm that they are an accurate representation of the current significant
risks to the delivery of the Trust's strategic objectives.
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Appendix 1

Board assurance framework
2025/26

assurance (/a'fo:rans/) noun

The process by which a board of directors gains confidence in the
organisation's governance, risk management, and internal control
frameworks. It involves evaluating the effectiveness of these
frameworks and identifying areas that need improvement to ensure
the organisation achieves its objectives. ”

Definition in the context of the Orange Book (HM Treasury’s guidance on risk management).

4| Board assurance framework

The content of this report was last reviewed as follows:

Board of Directors February 2025
Quality and Safety Committee: March 2026
Finance and Performance Committee: March 2026
People Committee: March 2026
Executive Team: March 2026
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How the Board Assurance Framework fits in
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Strategy: Our strategy sets out our vision for the next decade, our future direction and what we want to achieve between now and the year
2030. It sets out at a high level how we will achieve our vision, including the areas we will focus our development and improvement, our
strategic ambitions and how we will deliver against these. The strategy signposts the general direction which we need to travel in to achieve
our goals and sets out where we want to go, what we want to do and what we want to be.

Corporate objectives: Each year the Board of Directors agrees a number of corporate objectives which set out in more detail what we plan
to achieve. These are specific, measurable, achievable, realistic and timed to ensure that they are capable of being measured and delivered.
The corporate objectives focus on delivery of the strategy and what the organisation needs to prioritise and focus on during the year to
progress the longer-term ambitions within the strategy.

Board Assurance Framework: The board assurance framework provides a mechanism for the Board of Directors to monitor the effect of
uncertainty on the delivery of the agreed objectives by the Executive Team. The BAF contains risks which are most likely to materialise and
those which are likely to have the greatest adverse impact on delivering the strategy.

Seeking assurance: To have effective oversight of the delivery of our corporate objectives, the Board of Directors uses its committee
structure to seek assurance on its behalf. Whilst individual corporate objectives will cross a number of our strategic ambitions, each is
allocated to one specific strategic ambition for the purposes of monitoring. Each strategic ambition is allocated to a monitoring body who
will seek assurance on behalf of, and report back to, the Board of Directors.

Accountability: Each strategic risk has an allocated director who is responsible for leading on delivery. In practice, many of the strategic
risks will require input from across the Executive Team, but the lead director is responsible for monitoring and updating the Board Assurance
Framework and has overall responsibility for delivery of the objective.

Reporting: To make the Board Assurance Framework as easy to read as possible, we use visual scales based on a traffic light system to
highlight overall assurance. Red indicates items with low assurance, amber shows items with medium assurance and green shows items
with high assurance.




Understanding the Board Assurance Framework

RISK RATING MATRIX (LIKELIHOOD x IMPACT) DIRECTOR LEADS
Almost 5 10 15 20 25
cer;aln Moderate High Significant Significant Significant CEO:  Chief Executive DCA: Director of Corporate Governance
Likel
i v 4 E 1z B & Deputy Chief Executive
Moderate High High Significant Significant COO:  Chief Operating Officer DCE: Chief Officer for Strategy,
Possible 3 6 9 12 15 Partnerships and Digital
3 Low Moderate High High Significant
UnIiZker 2 4 6 8 10 CFO:  Chief Finance Officer CPO: Chief People Officer
Low Moderate Moderate High High
Ralre 1 2 3 4 5 CN: Chief Nurse MD: Medical Director
Low Low Low Moderate Moderate
— - - — Director of Communications and
0N Insignificant Minor Moderate Major Critical DCSE: Stakeholder E R
Likelihood 1 2 3 4 5 akeholder tngagemen
Impact >

DEFINITIONS

Strategic ambition:
Strategic risk:
Linked risks:

Controls:

Gaps in controls:

Assurances:

Gaps in assurance:

Risk Treatment:

Monitoring:
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The strategic ambition which the corporate objective has been aligned to — one of the 4 Ps (patients, people, performance or partnerships)
Principal risks which populate the BAF; defined by the Board and managed through Lead Committees and Directors

The key risks linking the corporate risk register, the BAF and the system risk register, which have the potential to impact on objectives
The measures in place to reduce either the strategic risk likelihood or impact and assist to secure delivery of the strategic objective

Areas which require attention to ensure that systems and processes are in place to mitigate the strategic risk

The three lines of defence, and external assurance, in place which provide confirmation that the controls are working effectively.
15t Line functions which own and manage the risks, 2" line functions which oversee or specialise in compliance or management of risk,
3d |ine functions which provide independent assurance and external assurance. Overall assurance level for each risk is summarised as high, medium or low.

Areas where there is limited or no assurance that procedures and processes are in place to support mitigation of the strategic risk

Actions required to close the gap(s) in controls or assurance, with timescales and identified owners.
Five T’s - Terminate, Transfer, Tolerate, Treat, Take the Opportunity.

The Board and its Sub Committees which will monitor completion of the required actions and progress with delivery of the allocated objectives




Our approach at a glance

Our strategy 2030 25/26 Corporate Objective

25/26 Corporate Objectives

25/26 Corporate Objective
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A

Our risk appetite position is summarised in the following table:

Risk management

Risk category and Threat
link to principal objective Optimal Tolerable
Safety, quality of <6 8-10
services and patient Cautious Cautious
experience
Data and information <6 8-10
management Cautious Cautious
Governance and <6 8-10
regulatory standards Cautious Cautious
Staff capacity and <8 <12
capability Open Open
<8 <12
Staff Engagement S Open
Staff wellbeing and <8 <12
safety Open Open
s <6 8-10
Estates and Facilities Cautious Cautious
o ) <6 8-10
Financial Duties Cautious Cautious
<8 <12
Performance Targets Open Open
Hospital Demand, <8 <12
Capacity and Flow Open Open
Sustainability / Net <8 <12
Zero Open Open
<8 <12
Technol
echnology Open Open
- <6 8-10
Adverse publicity Cautious Cautious
<6 8-10
Contracts and demands Cautious Cautious
<8 <12
t
Strategy Open Open
Transf o <8 <12
ransformation Open Open

Opportunity

Optimal

Tolerable

The heat map below shows the distribution of all 8 strategic
principal risks based on their current scores:

3

Likelihood of risk event occurring =

1 2 3 4 5
Impact on the achievement of strategic objectives =

Green: patients | Blue: people | Pink: performance | Purple: performance | Red: average risk score
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Patients

To be widely recognised for delivering safe, personalised and compassionate care, leading to excellent outcomes and patient experience

Monitoring: Quality and Safety Committee

The following corporate objectives are aligned to the patients strategic priority:

detection and
intervention,
preventing
avoidable ill-
health.

the needs of communities and reducing duplication
(working in partnership with primary care, social care,
mental health, voluntary sector, WWL community
services)

Focus on prevention, with specialties using data and
working with primary care to support identification of
inequality in outcomes and opportunities to intervene
earlier

Alignment of health promotion opportunities with our
services

Ref. Purpose of the Scope and focus of objective How will be know if it
objective has been achieved?
co1 | Toi th ® Right patient, right ward, right professional, right time for (e Increase in the % of staff
N |F1tpro;/e ef 80% of patients with heart attack, stroke, acute abdomen | who recommend WWL
quali yt,o iare ;)r or fractured neck of femur to reduce harm and mortality. | as a place to be treated
r patients an .
(r):sio?:nti sa ® Fundamentals of care ® Reduced patient delays
' ® Harm free Care (agree key priority areas) ® Reduction in harms
® Ensuring no unnecessary interventions ® Increase in compliments
/ decrease in complaints
i X i . ® Lived Experience
CO2 | Toensure that ® Putting patients and residents at the heart of decision integral to decision
our residents and making; about their own care and about design of services making and service
patients have the o Developing a culture among our teams which gives improvement
best possible patients the power ® Increase in the % of
experience of ® Support patients to manage their own care, particularly patients who would
care. making use of digital approaches (e.g. patient initiated recommend WWL as a
follow ups, digital apps, self-booking) place to be treated
® Clear, accurate patient communication  Increase in compliments
@ Review our estates through the eyes of our patients and / decrease in complaints
residents
@ Develop a deeper understanding of patient experience by
making it easier for them to provide feedback, e.g.
provide digitally enabled feedback via QR codes.
L . . . ® Reduction in avoidable
co3 To promote early |o Redesigning community services across Wigan around

admissions.

9 | Board assurance framework

The heat map below sets out the current risk score (blue shading) and the
target risk score (green shading) for these risks:



BOARD ASSURANCE FRAMEWORK 2025/26

BAF RISK PR 1: Quality of Care Executive Director MD / CNO
There is a risk that quality of care across the Trust may deteriorate, due to resource limitations Lead:
restricting our ability to improve, resulting in increased patient delays, incidents of avoidable harm, Strategic Aim: CO1 To improve the quality of care for our patients
reputational damage and an increase in complaints. and residents
Risk Category: Strategic / Safety, quality of services & patient exp.
Risk Opened: 30.07.2025
BAF Risk Journey 2025/26 BAF RISK SCORE JOURNEY:
01.04.25 Q1 Q2 Q3 Q4 25/26 Risk
Target | Appetite
9 9 9 9 9 6
3x3 3x3 3x3 3x3 3x3 2x3 6-10
LxC LxC LxC LxC LxC LxC
Risk Appetite Within Within | Within | Within | Within | Within Within

RATIONALE FOR CURRENT RISK SCORE:
The risk score at Q4 remains at a high score of 9. It is possible that the risk outlined in the risk statement may

happen and it will have a moderate impact on achievement of the annual corporate objective if it was to
occur.
Projected Forecast Q1: Deteriorating Rationale:

Risk score remains stable at 9.

Improving

CONTROLS — ASSURANCES — EVIDENCE

» Right Patient, right ward: Further work presented, ¢ 2" Line - Quality and Safety Committee- Quality and Safety Committee AAA Report — Mar 2026
comparing Professional Body recommendations for bi-monthly
timely admission to the right ward.
* ASPIRE Accreditation (quality improvement): #2" ine - Quality and Safety Committee- Quality and Safety Committee AAA Report — Mar 2026
Significant improvement in ward environments, bi-monthly
collaborative learning, electronic process, triangulation
with other assurance. All score improving with lowest
scoring wards (White) demonstrating improvement.
Personal assurance via feedback from clinical staff with
meeting.

e Maternity Safety standards (Ockenden, CNST): #2" ine - Quality and Safety Committee- Quality and Safety Committee AAA Report — Mar 2026
Compliance with training, minimal staffing vacancies, bi-monthly
ongoing audit, no Regulation 28, complaints managed
on time and litigation by value and cost lowest in GM.

10 | Board assurance framework
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e Oxygen prescribing: Compliance above target, ongoing
monitoring, successful PDSA cycles.

*2"d Line - Quality and Safety Committee- bi-
monthly

Quality and Safety Committee AAA Report — Mar 2026

e Organisational restructure: Transition to new divisional
structures continue on track, further work ongoing
progressing clinical models and pathways.

*2"d ine - Quality and Safety Committee- bi-
monthly

Quality and Safety Committee AAA Report — Mar 2026

e Patient Safety: The trust has made good progress in
transitioning to the new Patient Safety Incident
Response Framework.

*3rd Line — MIAA Audit

Positive assurance received following internal audit by MIAA.

e Incident response and investigation: policies,
procedures and processes in place.

« 2" |ine — SAFEty Meeting — Daily
« 2" Line — LFPSE Meeting — Weekly
. 2" Line — Patient Safety Group - Monthly

Daily Safety Log
LFPSE Minutes
Patient Safety Group AAA Report

Gaps in Controls / Assurances Required Action Action Lead Target Monitoring Progress
Completion
Right Patient, right ward: Poor compliance with timely | Realistic targets to be reviewed within the CNO 31.03.26 Q&S Action underway
admission to specialist wards for heart attack, stroke, BAF, noting seasonal variation. Mitigations Committee
fractured neck of femur and acute abdomen. to be linked to Better Lives Programme and
the use of the escalation policy.
Safe Medical Staffing: Locum spend is high in acute Referral to People Committee to triangulate CNO 31.03.26 Q&S Action underway
areas, less than full-time doctors causing rota gaps, risk | with the absence policy. Committee /
of unsafe staffing on certain wards, strike action may People
exacerbate issues. Committee
Sepsis Performance: Risk of missed timely care due to New process recently implemented for CNO 31.03.26 Q&S Action underway
A&E congestion and HO45 ambulance handover timely blood culture testing. Metrics to be Committee /
process. triangulated with HO45 to identify possible People
impact. Committee
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BOARD ASSURANCE FRAMEWORK 2025/26

BAF RISK PR 2: Patient Experience Executive Director MD / CNO
There is a risk that residents and patients may have a negative experience of our care, due to Lead:
seasonal variations in operational pressures, delays in treatment, poor information flows to and Strategic Aim: CO2 To ensure that our patients and residents
from patients and other partners, poor attitudes displayed to patients, not learning from incidents have the best possible experience of our care
and complaints, resulting in an increase in complaints and a reduction in patients who would Risk Category: Safety, quality of services & patient exp.
recommend WW.L as a place to be treated. Risk Opened: 30.07.2025
BAF Risk Journey 2025/26 BAF RISK SCORE JOURNEY:
01.04.25 Q1 Q2 Q3 Q4 25/26 Risk
Target | Appetite
9 9 9 9 9 6
3x3 3x3 3x3 3x3 3x3 2x3 6-10
LxC LxC LxC LxC LxC LxC
| Risk Appetite Within Within | Within | Within | Within | Within Within

RATIONALE FOR CURRENT RISK SCORE:
The risk score at Q4 remains at a high score of 9. It is possible that the risk outlined in the risk statement may
happen and it will have a moderate impact on achievement of the annual corporate objective if it was to

occur.
Projected Forecast Q1: Deteriorating Rationale:
Risk score remains stable at 9.
Improving
CONTROLS ——lp | ASSURANCES sl | EVIDENCE
® Patient Stories shared at Quality & Safety Committee |e 1% Line - Divisional Patient Safety Group — | Quality and Safety Committee AAA Report — March 2026
to share and learn from patient experiences of using monthly
WWL services. Positive outcome, reduced hospital . 2" Line - Quality and Safety Committee —
admissions, improved patient alertness, effective bi-monthly
MDT working.
e Patient Relations: Complaints review panel process in |e 2" Line - LFPSE — weekly Complaints annual report
place, providing an annual review of complaints e 2" Line — Q&S Annual complaints report - Weekly Complaints Report for LFPSE meeting.
across all divisions with monthly meetings. yearly
e Complaints Standard Operating Procedure (SOP) in e 2nd Line - Quality & Safety Committee — Complaints Standard Operating Procedure
place with defined roles, processes and timescales. bi-monthly
e Lived Experience Forum implemented. o Complaints report — quarterly Complaints annual report

12 | Board assurance framework
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e Senior Leadership walkabouts triangulate any
complaints themes which have been noted.

e 85% increase in compliments in 2024/25 compared to
2023/24 following introduction of web link for staff to
enter compliments received.

o Patient Experience and Engagement Group
— quarterly

Weekly Complaints Report for LFPSE meeting.

patient voices within our communities.

Action plans in place, improvement trends
noted.

Gaps in Controls / Assurances Required Action Action Lead Target Monitoring Progress
Completion

 Patient Relations: The overall Trust response rate for | Supportive integrated governance and key CNO 31.03.26 Q&S Action underway
responding to complaints within 60 days in 2024/25 stakeholder weekly review of complaints Committee
was 67%, which has not met the Trust’s Performance | compliance implemented.
Target.

» Patient Experience and Engagement Group: National Oversight Framework metrics to CNO 31.03.26 Q&S Action underway
Complaints and PALS data notes underrepresented be included in reporting going forward. Committee

13 | Board assurance framework
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BOARD ASSURANCE FRAMEWORK 2025/26

BAF RISK PR 3: Early Detection and intervention, preventing avoidable ill-health

There is a risk that there may be avoidable admissions to the Trust’s services, due to ineffective
engagement with Primary Care and Local Authority through ‘place’ and external policies that do not
support preventing avoidable ill health, resulting in avoidable ill-health.

Executive Director MD / CNO

Lead:

CO3 To promote early detection and intervention,
preventing avoidable ill-health

Strategic Aim:

Risk Category: Safety, quality of services & patient exp.
Risk Opened: 30.07.2025
BAF Risk Journey 2025/26 BAF RISK SCORE JOURNEY:
01.04.25 Q1 Q2 Q3 Q4 25/26 Risk
Target | Appetite
9 9 9 9 9 6
3x3 3x3 3x3 3x3 3x3 2x3 6-10
LxC LxC LxC LxC LxC LxC
Risk Appetite Within Within | Within | Within | Within | Within Within

may happen with a moderate i

RATIONALE FOR CURRENT RISK SCORE:
The risk score at Q4 remains at a high score of 9. It is possible that the risk outlined in the risk statement

mpact on achievement of the annual corporate objective if it was to occur.

Projected Forecast Q1: Deteriorating

Improving

Rationale:

The risk score has not changed from Q1 to Q4. Robust control measures
and assurances are in place. However, there are still outstanding actions to
reduce this risk to a moderate target score of 6.

CONTROLS

—

ASSURANCES

—

EVIDENCE

Report highlighted that Wigan’s population has a
lower average age of death compared to wealthier
areas, reflecting significant health inequalities.

e2nd Line - Quality & Safety Committee —
bi-monthly

Bi-annual mortality/learning from deaths report.

IPC annual report issued presented to Quality and
Safety Committee.

2nd Line - Quality & Safety Committee —
bi-monthly

Infection Prevention and Control (IPC) Annual Report

Gaps in Controls / Assurances Required Action Action Lead Target Monitoring Progress
Completion
Mortality data, particularly regarding patients in A&E, | A&E Mortality data to be considered as part MD 31.03.26 Q&S Action underway
would be useful for the Better Lives Programme. of Better Lives programme. Committee
C-diff identified as a concern in the IPC annual report. | Rationalise testing to exclude symptomless IPC Team 31.03.26 Q&S Action underway
patients. Committee
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To ensure wellbeing and motivation at work and to minimise workplace stress.

People

Monitoring: People Committee

The following corporate objectives are aligned to the people strategic priority:

Ref.

Purpose of the

Scope and focus of objective

Objective
Tracking BRAG rating

ensure that
our staff feel
valued

» Provide opportunity for our staff to be recognised for

the great work they do

» Work with Wigan Locality partners to ensure we are

supporting people into employment

Empower out staff to be creative and innovative to
enable improvement

Prioritise recruitment into hard to fill roles

Support our staff to speak up

Ensure equality, diversity and inclusion exists for all and
raise the voice of minority groups

Develop a financially sustainable workforce plan that
meets the transformation needs both relevant to WWL
and that of the NHS Plan.

objective
coa | Make wwLa [ Well-developed compassionate and brilliant leaders Reduced sickness
ake @ | Visible leaders who listen to feedback and act upon it absence
great place . . .
» Ensure clear wellbeing offer is present Continued low
to work and

turnover

Essential bank use
only and no agency
Improved
engagement with
Staff Survey
Improved Staff Survey
results

Improved
WRES/WDES
Increased
representation across
Bands 8 and above

15/30
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The heat map below sets out the current risk score (blue shading) and the target
risk score (green shading) for these risks:
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BAF RISK SR4: Workforce Sustainability Executive Director CPO
There is a risk that we may not deliver a financially sustainable workforce plan. In 2025/26 WW.L is Lead:

required to reduce headcount by c200. This will be managed with compassion and in line with Trust | Strategic Aim:
policy however there is a risk that these actions will negatively impact on staff wellbeing and

C04: Make WWL a great place to work and ensure
that our staff feel valued

motivation. Risk Category: Staff Capacity & Capability,
Staff Engagement
Risk Opened: 30.07.2025
BAF Risk Journey 2025/26 BAF RISK SCORE JOURNEY:
01.04.25 Q1 Q2 Q3 Q4 25/26 Risk
Target Appetite
12 12 12 12 12 4
3x4 3x4 3x4 3x4 3x4 2x2 8-12
LxC LxC LxC LxC LxC LxC
| Risk Appetite Within Within Within Within | Within | Within Within
RATIONALE FOR CURRENT RISK SCORE:
The risk score at Q4 remains at a high score of 12. It is possible that the risk outlined in the risk statement
may happen with a major impact on achievement of the annual corporate objective if it was to occur.

16/30

Projected Forecast Q1: Deteriorating

Improving

Rationale:
Risk score remains stable at 12.

CONTROLS

—

ASSURANCES

—

EVIDENCE

Target agreed with all Divisional Triumvirates,
including Bank and Agency Reduction Plans

2" Line — Establishment Control Group
(Medical and Non-Medical)

1%t Line — Divisional Performance Review
Meetings

Reported through to Finance Improvement Group

Monthly KLOE response and slide pack
Transformation Board

Trust Wide Transformation Schemes agreed with

associated workforce reduction plans

2" Line — Monthly Transformation Board
Meeting
2" Line — Individual Scheme workstream
meetings

Reported through to Executive Team Meeting (AAA Report)

Highlight reports at Transformation Board

Continued implementation of deliverables outlined

within the WWL People & Culture Strategy

2" Line — Wider Leadership Team

2" Line — People Services Senior Leadership
Team

3 Line — Partnership Forum / LNC

Minutes and papers
Action logs
Minutes and papers
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Gaps in Controls / Assurances Required Action Action Lead Target Monitoring Progress
Completion
Not all Divisions have fully worked up schemes of Support for Divisional leaders and CPO 31.03.26 Divisional Meeting held with
work to reduce headcount Corporate Directors in relation to the Performance | Divisions and Executive
implementation of workforce plans. Reviews Team 25/11/25 to
accelerate discussions.
Requirement to reprofile workforce CPO 31.03.26 ETM/WLT On track
changes that will be met by 315t March 2026
based on current schemes and provide
guidance on ways to mitigate gap. E.g. full
vacancy freeze, further MARS
Run MAR Scheme to support acceleration CPO 31.03.26 People Complete
of workforce movement Committee
Operational pressures, meaning patient safety must Continue to hold robust grip and control CPO 31.03.26 Finance Completed and to
be prioritised across the Trust preventing some measures in place to ensure no unplanned Improvement | continue throughout
actions taking place workforce growth and vacancies are Group year
managed within establishment
People
Committee
Sickness absence continues to be above the Trust Increased accountability for booking of CPO/CNO Complete Finance
target meaning increased use of bank and agency bank staff through rostering system Improvement
usage, limiting ability to meet workforce planning Group
numbers Increased monitoring of bank usage CPO/CNO 31.03.26 Wider
Leadership
Increased scrutiny of medical agency usage CPO/CMO 31.03.26 Team
Refer to actions within Trust Sickness CPO 31.03.26 People
Absence improvement plan Committee
Prolonged or escalating industrial action by Resident Ensure WW.L prioritises relationships with CcMO 31.03.26 People Improving Resident
Doctors will impact morale. Resident Doctor workforce through Committee Doctors Working Lives

implementation of the NHS England 10
Point Plan

group established to
drive forward actions
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Pe rfo rm a n ce To consistently deliver efficient, effective and equitable patient care

Monitoring: Finance and Performance Committee

The following objectives are aligned to the performance strategic priority:

Ref. Purpose of Scope and focus of objective How will be know if it has been
the objective achieved?
Foster a o Delivery of financial statutory duties ® Revenue position in line with plan
€05 sustainable, e Transform and innovate to achieve sustainable ® Capital position in line with plan
efficient and improvement and to manage within our resources | Cash position in line with plan and
productive e Enhance productivity across all areas through liquidity improving
financial implementing best practices, leveraging technology |e Cash releasing CIP delivered
environment and streamlining processes to improve outcomes including planned reductions in
our workforce
e Underlying financial position
improving
® Demonstrable improvements in
productivity metrics
Drive e Embed doing the basics brilliantly as our standard | 80% of patients would choose
o6 improvement | e Continue improving integration across our WWL as their first choice for any
in our overall divisions and with external organisations future treatment
performance, |e Ensure that WWL is the preferred place of e Demonstrable change
placing treatment for our patients, where appropriate implemented in response to
patients at e Ensure relevant dashboard information is feedback mechanisms
the centre of available to ward leaders to influence quality of
everythingwe | care delivery
do. Take our o Utilise staff surveys and patient feedback to drive
opportunities improvements
to be e External projection of good news stories
outstanding. | ¢ Active targeting of income opportunities (i.e.
repatriation from private providers)
. e Implementation of the Better Lives programme ® Improved 4-hour and 12-hour
co7 Oppmlse and work with the wider system to keep patients A&E performance
delivery ?f out of acute settings where suitable to release  Improved discharge / NCTR
our elective pressure on UEC services and rationalise demand performance
and non- for elective services to those who truly need them. | Reduced usage of escalation areas
eIec'Flve e Improve UEC flow to positively impact staff o Higher utilisation of elective hub
services . . . - )
morale and patient experience sites — minimal fallow theatre lists
e Optimise the usage of our Elective Hubs to e Further increased range of
improve waiting list performance. Opportunity to procedures deemed as 'suitable
further increase the acuity threshold at Leigh for Leigh'
through innovation (e.g. use of telemedicine) e Any spare elective hub capacity is
e Leverage the status of our Elective Hubs as GM offered to / used for mutual aid
assets to support GM peers
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The heat map below sets out the current risk score (blue shading) and the target
risk score (green shading) for these risks:
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BAF RISK PR 5: Delivery of the Financial Recover Strategy Executive CFO

There is a risk that the Trust may fail to deliver the Financial Recovery Strategy, due to issues with the revenue, capital and Director Lead:

cash position, failure to deliver CIP and issues with productivity metrics and the underlying financial position, resulting in Strategic Aim: | CO5 Foster a sustainable,
breaches in financial statutory duties. efficient and productive

financial environment
Risk Category: | Financial Duties
Risk Opened: | 30.07.2025

BAF Risk Journey 2025/26 BAF RISK SCORE JOURNEY:
01.04.25 Q1 Q2 Q3 Q4 25/26 Risk
Target | Appetite
16 16 16 16 16 8
4x4 4x4 4x4 4x4 4x4 2x4 6-10
LxC LxC LxC LxC LxC LxC
| Risk Appetite | Outside | Outside | Outside | Outside | Outside | Within | Outside

RATIONALE FOR CURRENT RISK SCORE:

Revenue and capital positions YTD are off track but forecasting to hit plan. Cash position is deteriorating,
excluding temporary benefit in Q4 due to timing of national capital schemes. Likely cash support requirement
in Q1 of 26/27 based on current run rate.

CIP is behind plan YT but expect to deliver FYE. Improvement in underlying position compared to 2024/25
exit run rate. Implied productivity taken at month 11 shows a deterioration vs 24/25.

Projected Forecast Q1: Deteriorating Rationale:
Risk score remains stable at 16.

Improving
CONTROLS — ASSURANCES sl | EVIDENCE
J Revenue position: e 1st Line - Monthly Performance Review F&P Performance Report

e  Final plan signed off by Board and submitted to NHSE — April 25. meetings for all clinical divisions and Finance
e Draft and final plans scrutinised through monthly Provider Oversight meetings with GM ICB. (Ext) Improvement Group (FIG)
e  Draft and final plans discussed through Executive Team Meetings, Board Away Days and Board e 2nd Line - Finance & Performance

meetings including risks to delivery, consequences of a deficit plan and difficult decisions. Committee March 2026
e  External scrutiny of approach and assumptions within the draft plan took place through NHSE e External - Monthly Provider Oversight

commissioned consultancy (Seagry) during Mar 25 (Ext) Meeting with GM ICB (Ext)
e  2025/26 is year 2 of the WWL Financial Sustainability Plan (FSP).
e  GM agreed allocation of deficit funding of £8.9m, included within 2025/26 plan.
e  Executive oversight and challenge of CIP & Financial performance through Divisional Performance

Review Meetings, Financial Improvement Group, Transformation Board.
e  Establishment control groups ongoing for non-medical and medical staffing with scrutiny and rigour

over agency spend in line with national agency controls
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Discretionary non-pay controls ongoing for specific categories of spend.

Stringent business case criteria remains to ensure only business critical investments are approved.
Finance Improvement Group meeting monthly, chaired by Chief Finance Officer and attended by
Chief Executive

Monthly Provider Oversight Meetings ongoing (Ext)

GM Controls remain in place for new expenditure above £100k not within plan (STAR process) (Ext)
All headcount increases are required to be taken through an Exec led process

GM vacancy control panel established (Ext)

2025/26 contract signed in line with planned activity and income

Deficit Support Funding (DSF) confirmed for Q2 (not subject to clawback)

Robust forecasting and Scenario Modelling - Year-end forecasts include worst, mid, and best-case
scenarios, reported through the Trust Finance Report from M3

Divisional escalation to Exec team in place for divisions materially off track

Strengthening Financial Management resources released by NHSE setting out expectations for in-
year financial management and the interventions that will help us collectively deliver

Forecast risk stratification submitted monthly to NHSE NW

NHSE led review of forecast risk return (Ext)

Monthly financial position including forecast scenarios reported to TPC monthly (Ext)

Board approved recovery plan being implemented to support delivery of the financial position
Deficit Support Funding (DSF) confirmed for Q3-Q4. This would not be subject to clawback in year; if
the control total was not met in year it would be repayable in future years as per NHSE business
rules.

Divisional control totals issued for Q4 to support delivery of improvement required associated with
the recovery plan, elective activity and CIP delivery impacting run rate.

Board confirmed to NHSE our intention to deliver our revenue control total for 2025/26 on 4 Feb.

o CIP:

Robust CIP divisional delivery approach and governance.

Monitored via Divisional CIP groups, reporting through Divisional Performance Review Meetings with
additional escalation to Finance Improvement Group (FIG)

Further oversight at Executive Team, Finance Improvement Group, Transformation Board, F&P
Committee and Board of Directors.

CIP plan for 2025/26 was developed through review of NHSE productivity packs, local priorities
aligned to national themes (Transformation schemes), Exec led opportunities and core divisional CIP
CIP Handbook providing guidance and oversight processes

Previous MIAA review gave substantial assurance

Transformation Board input & oversight of strategic programmes.

GM Provider CIP meeting established and meets monthly reviewing all schemes and potential
opportunities (Ext)

Clinical leadership ongoing reviewing benchmarking opportunities for quality improvements through
model hospital and GIRFT and reported through CAB, ETM and Divisional Assurance Meetings.
System savings group ongoing across Wigan locality, now included as a standing agenda through
Wigan System Finance Group chaired by WWL CFO.

1st Line - Monthly Divisional
Performance Review meetings and
monthly finance improvement group
(FIG)

2nd Line - Finance & Performance
Committee March 2026

External - Monthly Provider Oversight
Meeting with GM ICB (Ext)

F&P Performance Report

20 | Board assurance framework




21/30

Finance Improvement Group meeting monthly with agreed workplan

Established QIA process led by Chief Nurse and Medical Director

Cross divisional CIP group ongoing, chaired by COO from January 26

GM Sustainability Plan endorsed by NHS GM Board to ensure appropriate management of finances
and use of resources across GM (Ext)

Weekly CIP risk categorisation reported to NHSE (Ext)

CIP oversight through monthly Provider Oversight Meetings with the GM ICB (Ext)

Weekly huddles established with divisions to drive achievement (Oct-Dec 25)

98% of CIP schemes categorised as implemented or fully developed

CIP WTE reduction on track to deliver

e  CIP minimum standard is included in the Divisional Control Totals to support 2025/26 delivery of the
financial plan
Capital: 1st Line - Monthly Capital Strategy F&P Performance Report

Capital priorities agreed by Executive Team & Trust Board throughout the planning round with final
plan approved.

Cash for Capital investments identified within plan.

Strategic capital group meeting monthly with oversight of full capital programme.

Operational capital group meeting monthly to manage the detailed programme.

GM Capital Resource Allocation Group (CRAG) ongoing to support development of ongoing capital
strategy, collaboration and prioritisation of capital spend. (Ext)

Programme Boards established for major capital schemes.

Exploring options with commercial partners to facilitate capital investments outside of CDEL in line
with strategy.

Cash balances split between revenue and capital, with capital plans below depreciation, to ensure
there is sufficient cash balances to support the capital plan.

Five year forward view developed internally to support medium term capital planning and
prioritisation

Strategic scheme governance document developed to provide guidance and support decision
making.

Leases and operational CDEL plan is combined from 2025/26

WWL capital plan is within operational CDEL envelope including a 5% planning tolerance to be
managed locally during 2025/26.

10 year infrastructure plan completed and submitted to GM in 2024/25.

GM CDEL plan balanced (Ext)

PDC business cases approved by WLT and Board August 2025

GM ICB has supported £9.7m of WWL schemes against national capital programmes (PDC) included
within the 2025/26 plan

MOU received for UEC A&E diagnostics PDC business case
All drawdown requests for nationally funded schemes submitted to NHSE in advance of deadline
Operational Capital Group frequency increased to weekly for March to support delivery of the
2025/26 capital allocation

Group
2nd Line - Finance & Performance
Committee March 2026
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Cash:

Effective credit control including monitoring debtor and creditor days and liquidity with
oversight through SFT.

Effective monthly cash flow forecasting reviewed through SFT.

Enhanced balance sheet reporting including cash metrics to SFT and within monthly finance
report.

Internal cash management group established and strategy being reviewed in line with national
changes to cash support.

Opening cash balance higher than plan due to receipts of cash during Q4 of 2024/25.

Cash forecast reviewed with no support required in Q1 or Q2 of 2025/26

Cash is a standing item on the F&P Committee agenda with papers providing an assessment of
the cash position, forecast and mechanism for accessing cash support.

GM cash planning ongoing through Finance Advisory Committee and individual discussions with
the ICB (Ext).

GM ICB continue to make contract payments on 1st of month (rather than 15th) to support
cash management. (Ext)

All GM ICB payments outside of contract to be made in a timely manner (Ext)

Ongoing treasury management processes

CUF change notified July 25 to account for pay award cash impact (Ext)

Cash management mitigations have been developed for implementation if required to ensure
the minimum cash balance is maintained (deferring creditor payments, invoicing upfront,
management of the capital programme)

NHSE confirmed the 2025/26 PDC revenue support guidance and application process in its
Strengthening Financial Management document and toolkit August 25 (Ext)

FIG supported establishment of a cash management steering group to be chaired by Associate
Chief Nurse; this will be a virtual reference group

Cash forward look presented to FIG in November 25

Governance process followed through F&P and Board in November for application for NHSE
revenue cash support in a worst case scenario

MIAA internal audit of cash flow forecasting and management review provided substantial
assurance (Nov 25)

1st Line — Cash management group
2nd Line - Finance & Performance
Committee March 2026.
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Gaps in Controls / Assurances

GM providers which sets out a staged approach to cash flow mitigations to
preserve cash availability in 2025/26 (Ext)

Required Action Action | Target Monitoring Progress
Lead Completion
e Limited mechanisms to facilitate delivery of system wide savings. ® Monthly updates on CIP presented to CFO/ Throughout F&P Action underway
Limited PMO resource internally to support delivery of CIP plans Executive Team, with regular updates COO 2025/26 Committee
to Divisional Teams.
* PDC Business cases awaiting formal approval by NHSE. ® Close monitoring of Capital spend in CFO Throughout F&P Action underway
line with trajectory. 2025/26 Committee
e  GM Cash Group to be re-established (Ext.) e Close monitoring and forecasting of CFO Throughout F&P Action underway
e Development of a memorandum of understanding between the ICB and the cash balance 2025/26 Committee
GM providers which sets out a staged approach to cash flow mitigations |
to preserve cash availability in 2025/26 (Ext)
e  GM Cash Group to be re-established (Ext.) ® Close monitoring and forecasting of CFO Throughout F&P Action underway
e  Development of a memorandum of understanding between the ICB and | the cash balance 2025/26 Committee
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BOARD ASSURANCE FRAMEWORK 2025/26

BAF RISK PR 6: Performance Executive Director COO0
There is a risk that performance will not improve, due to lack of capacity to drive improvement, Lead:
limited resourcing requiring priority decisions, failure to take patient priorities and views into Strategic Aim: CO6 Drive improvement in our overall
account when reaching decisions on improvement and use of legacy IT systems with potential for performance, placing patients at the centre of
cyber-attacks, resulting in poor performance, adverse publicity, business continuity disruptions and everything we do. Take our opportunities to be
patients not choosing WWL as their first choice for any future treatment. outstanding.
Risk Category: Financial Duties
Risk Opened: 30.07.2025
BAF Risk Journey 2025/26 BAF RISK SCORE JOURNEY:
01.04.25 Q1 Q2 Q3 Q4 25/26 Risk
Target Appetite
12 12 12 12 12 4
3x4 3x4 3x4 3x4 3x4 2x2 8-12
LxC LxC LxC LxC LxC LxC
| Risk Appetite Within Within | Within | Within | Within | Outside | Within

RATIONALE FOR CURRENT RISK SCORE:
The risk score at Q3 remains at a high score of 12. It is possible that the risk outlined in the risk statement
may happen with a major impact on achievement of the annual corporate objective if it was to occur.

Projected Forecast Q1: Deteriorating Rationale:
The risk score has not changed from Q1 to Q4. Robust control measures
Improving and assurances are in place. However, there are still outstanding actions to

reduce this risk to a moderate target score of 4.

CONTROLS ﬁ ASSURANCES ﬁ EVIDENCE

® Getting It Right First Time (GIRFT) productivity metrics | e 2" line — Finance & Performance Finance and Performance Committee AAA Report
are being received, reviewed and acted upon, with | Committee — March 2026
assurance that improvement actions are underway.

eDigital strategy delivery is strong, with key [e 2" line —Finance & Performance Finance and Performance Committee AAA Report
programmes on track and compliance with statutory Committee — March 2026
targets noted.

Weekly monitoring of elective recovery performance |e 2" |ine — Finance & Performance National submission to GM long waiters
indicators. Specifically 65 week, 52 week and 18 week Committee — March 2026
RTT performance.
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Gaps in Controls / Assurances Required Action Action Lead Target Monitoring Progress
Completion

Challenges in key specialty areas have resulted in an Weekly reviews of PTLs. DCOO Throughout | Weekly

increase in the forecasted RTT long wait position. Use of outsourcing / insourcing. 2025/26 meetings
Use of independent sector. chaired by
Additional use of WLI’s to due patient waits. DCOO.
Capacity and Demand review of pressured
services.

e Community waiting lists are reducing overall, but e Review of capacity and demand. DCOO Throughout

the children’s autism pathway remains a high risk. 2025/26

¢ School-age autism pathway waiting times (97 e Review of capacity and demand. DCOO Throughout

weeks) are a significant concern, with slow progress 2025/26

on commissioning solutions and little assurance of
any additional funding being available.

25 | Board assurance framework




BOARD ASSURANCE FRAMEWORK 2025/26

BAF RISK PR 7: Delivery of our elective and non-elective services Executive Director COO0O/ CFO

There is a risk that demand for elective and non-elective services may increase beyond the Trust’s Lead:

capacity to treat patients in a timely manner, due to demand management schemes not resulting Strategic Aim: CO7 Optimise delivery of our elective and non-
improved UEC flow, insufficient diagnostic capacity to deliver elective waiting times, poor elective services

management of winter demand with partners and ICB not delivering elective work to Wrightington, Risk Category: Performance Targets

resulting in missed A&E performance targets, reduced discharge/NCTR performance, increased Risk Opened: 30.07.2025

usage of escalation areas, underutilisation of elective hubs and a negative impact on staff morale

and patient experience.

BAF Risk Journey 2025/26 BAF RISK SCORE JOURNEY:
01.04.25 Q1 Q2 Q3 Q4 25/26 Risk
Target | Appetite
9 9 12 12 12 6
3x3 3x3 4x3 4x3 4x3 2x3 8-12
LxC LxC LxC LxC LxC LxC
| Risk Appetite Within Within | Within | Within | Within | Outside | Within

RATIONALE FOR CURRENT RISK SCORE:

It is likely that the risk outlined in the risk statement may happen with a moderate impact on achievement of
the annual corporate objective if it was to occur.

Projected Forecast Q1: Deteriorating Rationale:
The risk score remains at 12 in Q4, having increased from 9to 12 in
Improving quarter 3. Robust control measures and assurances are in place. However,
there are still outstanding actions to reduce this risk to a moderate target
score of 6.
CONTROLS — ASSURANCES — EVIDENCE
® The UEC March Sprint is underway. The aim to 2" line — Finance & Performance Committee | Finance and Performance Committee AAA Report
achieve a 78% 4-hour performance. — March 2026
® Trauma and orthopaedics recovery plan is in place. 2" line — Finance & Performance Committee | Finance and Performance Committee AAA Report
— March 2026

* The Better Lives Programme is ongoing, with phase |2" line — Finance & Performance Committee | Finance and Performance Committee AAA Report
two underway and all system partners engaged, further | — March 2026
assurance will be provided at the next informal board
workshop.

® Gastro business case approved. 2" line — Finance & Performance Committee | Finance and Performance Committee AAA Report
— March 2026
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and winter planning.

Gaps in Controls / Assurances Required Action Action Lead Target Monitoring Progress
Completion

e Elective activity plan and waiting times remain a eLong waiters require ongoing monitoring Ccoo Throughout F&P Action underway
challenge 2025/26 Committee
e Gastroenterology workforce and activity issues are eInsourcing gastro activity at Leigh. Coo Throughout F&P Action underway
a real risk to planned delivery. 2025/26 Committee
e Non-elective performance remains challenging Progress BetterLives programme Ccoo Throughout F&P Action underway

linked to increasing attendances and patient acuity. | Development of admission avoidance 2025/26 Committee

pathways.

* ‘No criteria to reside’ remains a stubborn challenge, | Progress Discharge and Flow Programme CO0/CFO Throughout F&P Action underway
with potential impact on urgent and emergency care 2025/26 Committee
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Pa rt n e rs h I ps To improve the lives of our community, working with our partners across the Wigan Borough and Greater Manchester

Monitoring: Board of Directors

The following objectives are aligned to the partnerships strategic priority:

Ref.

Purpose of the
objective

Scope and focus of objective

How will be know if it has
been achieved?

Ccos8

To further
strengthen existing
partnerships and
develop new ones
to complement
and support our
NHS services and
research activities

« Shared ownership across
organisations in Wigan to solve tricky
system issues.

. Development of a workforce
without organisational barriers
across the locality.

« Working with primary care to
develop shared specialist care
(including advice and guidance,
shared care, special interest)

« Focus on new and existing partners
within Wigan, across GM and with
neighbouring ICBs

« Our Commercial Opportunities
programme will seek to identify and
support income generation for the
Trust via the development of private
patient and corporate opportunities
while maintaining our commitment
to patient care

« Clear patient pathways
across organisations

« Joint Work programmes
« Locality teams and
members

« Increase in commercial
and research income

« More partnerships

« Animproved surplus
position for commercial
income (£1m for 25/26)
that positively supports
the Trust’s overall
financial position.

28/30
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The heat map below sets out the current risk score (blue shading) and the target
risk score (green shading) for these risks:



BOARD ASSURANCE FRAMEWORK 2025/26

BAF RISK PR8: Partnership working Executive Director DCE
There is a risk that working more closely with local health and care partners may not fully deliver the | Lead:
required benefits, due to instability at ICB and NHSE/DHSC, lack of engagement from relevant local Strategic Aim: CO8 To further strengthen existing partnerships
authorities, not being able to meet the requirements to have University Hospital status, resulting in and develop new ones, to complement and
resulting in unclear patient pathways, uncertainty regarding partnership working, negative impact support our NHS services and research activities.
on commercial and research income and the Trust’s overall financial position. Risk Category: Strategy
Risk Opened: 30.07.2025
BAF Risk Journey 2025/26 BAF RISK SCORE JOURNEY:
01.04.25 Ql Q2 Q3 Q4 25/26 Risk
Target | Appetite
9 9 9 9 9 4
3x3 3x3 3x3 3x3 3x3 2x2 8-12
LxC LxC LxC LxC LxC LxC
Risk Appetite Within Within | Within | Within | Within | Within Within

RATIONALE FOR CURRENT RISK SCORE:
The risk score at Q4 remains at a high score of 9. It is possible that the risk outlined in the risk statement may
happen with a moderate impact on achievement of the annual corporate objective if it was to occur.

Projected Forecast Q1: Deteriorating Rationale:
Risk score remains stable at 9.
Improving
CONTROLS — ASSURANCES — EVIDENCE
» Alignment of Our Strategy 2030 with partners across |e Our Strategy 2030 Bi-annual Partnership report to Board — Oct 2025

the Wigan locality alongside considering strategies at |« Annual Corporate Objectives
a Greater Manchester level.

® Participation in NHS Greater Manchester ICS ¢ Several of the Executive Team have key Bi-annual Partnership report to Board — Oct 2025
» Delivery of key programmes in partnership with roles within the GM Trust Provider
providers across GM, including pathology, Collaborative.

procurement and recruitment.

» Collaboration with Bolton NHS FT with oversight of | ¢ Bolton and WWL Collaboration Board. Bi-annual Partnership report to Board — Oct 2025
projects to improve efficiency and service
sustainability.
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® WWL Executives have an active role in the Healthier

Wigan Partnership Board.

» Joint appointment of a Consultant in Public Health
providing visible leadership across organisational
boundaries.

¢ Healthier Wigan Partnership Board

Bi-annual Partnership report to Board — Oct 2025

*We continue to be committed to the work of the
Wigan Anchor Partnership, recognising that community
wealth leads to strong community health.

e Wigan Anchor Partnership

Bi-annual Partnership report to Board — Oct 2025

Working collaboratively with Wigan Council and the
CB to support our residents to live independently and
transform urgent and emergency care.

o Better Lives Programme

Bi-annual Partnership report to Board — Oct 2025

® Research Assurance Framework continues to show
good performance, with good recruitment of patients
Lo participate in trials.

* Research Committee

Research Committee AAA Board Report — Oct 2025

®Good progress has been made so far to meet the
criteria set out by the UHA to achieve University
Hospital Status with the Education Team gathering a
wealth of evidence for the criteria listed under sections
B to 6.

e University Hospital Status Project Group

University Hospital Status: Progress Report — Oct 2025

Gaps in Controls / Assurances Required Action Action Lead Target Monitoring Progress
Completion

* The potential impact of significant cost reductions eAttendance at System Board meetings with DCE 31.03.26 Board Action underway
that’s ICBs are being required to make on effective Partners.
partnership working and the ICB operating model
which supports effective working ‘in place’ are not
yet clear.

» The Research Committee failed to have a quorumto |e Appointment of a further Non-Executive DCE 31.03.26 Board Action underway
discharge business for two meetings this year. Director to the Committee.

» Trust is not achieving criterion 1ciii regarding ¢ Plan required to mitigate against the MD 31.03.26 Board Action underway
Research Capacity Funding for UHA application, challenges posed by criterion 1ciii —
resulting in a challenge to achieve the next successful Research Capacity Funding
NIHR grant.

» Trust requires a total of 13 consultants to meet e The group have developed a plan to MD 31.03.26 Board Action underway
criterion 1ci regarding a core number of university mitigate against the challenges posed by
principal investigators for UHA application. criterion 1ci
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Agenda item: 17

Title of report: Corporate Objectives

Presented to: Board of Directors

On: 1st April 2026

Item purpose: Discussion and Approval

Presented by: Richard Mundon, Deputy Chief Executive
Prepared by: John Humphreys, Head of Business Planning
Contact details: E: john.humphreys@wwl.nhs.uk

Executive summary

The Corporate Objectives provide a focus for the whole organisation, setting the direction and
defining ‘what’ we are seeking to deliver over the coming year, aligned to the requirements of national
planning frameworks, Our Strategy 2030, and local system priorities.

Executive Leads have proposed eight finalised Corporate Objectives for 26/27, which have been
iterated via engagement in several forums since development was initiated in November. As with
previous years, the objectives are grounded in the Trust's 4Ps and reflect our ambition to deliver
safe, personalised and compassionate care, leading to excellent outcomes and patient experience.
They represent a key mechanism for translating strategic intent into measurable delivery.

Since the proposed Corporate Objectives were last discussed at Trust Board on 21st January, they
have been further developed at WLT (10" Feb) and, where possible, refined with subject matter
experts at existing sub-committees. The reviewing sub-committees have been:

e Quality & Safety Committee (Patients)

e People Committee (People)

e Finance & Performance Committee (Performance)

e Research Committee (for research elements of Partnerships)

Summary of recent changes influenced by sub-committees:
e Patients: no changes
e People: strengthened scope and focus for learning and development opportunities in CO4
e Performance: added reference in CO5 to ‘increased non-NHS core income’ to detail of how
objective will be achieved
e Partnerships: focus and scope of CO8 amended to (1) add that objective should have a
positive impact on local health inequalities; and (2) reference the Neighbourhood Health
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Framework, which has been published since development of our 26/27 Corporate Objectives
started.

The full set of proposed Corporate Objectives for 26/27 is provided as Appendix 1.

Link to strategy
The 2026/27 Corporate Obijectives articulate the Trust’s priorities for the year ahead, aligned to Our
Strategy 2030 and the Medium-Term Planning Framework.

Risks associated with this report and proposed mitigations

The Corporate Objectives themselves do not introduce new risks, however there are inherent
delivery risks associated with the performance related corporate objectives for 2026/27. Risks
identified will be mitigated through existing management and governance mechanisms, with clear
executive ownership and oversight.

Financial implications

There are no specific additional financial implications arising directly from this report. Delivery of the
objectives for 2026/27 will be supported through existing resources and aligned transformation and
improvement programmes, where appropriate.

Legal implications
There are no specific legal implications arising from this report.

People implications
There are no direct people implications arising from this report. However, delivery of the objectives
relies on staff engagement, capability, and a positive safety culture.

Equality, diversity and inclusion implications
There are no specific equality, diversity and inclusion implications arising from this report.

Which other groups have reviewed this report prior to its submission to the
committee/board?

Executive Team Meeting, Wider Leadership Team, Trust Board Workshop, and sub-committees
most closely associated to each of the 4Ps.

Recommendation(s)

Trust Board is requested to review the corporate objectives proposed within Appendix 1 and endorse
them for implementation in 26/27, enabling a full-year cycle to achieve their delivery and work to
being immediately to establish the internal dashboard to measure their success.



Corporate objectives 2026/27: timeline and development to date

Timeline
Engagement Review of Review of Finalise via Erll‘?nc:arlse
gag Objective draft Iteration of ETM draft Review at ,
with Exec ETM L L .. sub- version at
development objectives at  Objectives objectives at WLT )
colleagues committees Trust
Board Board Board

Development has considered

* Progress against 2025/26 objectives; do any objectives need to be rolled over?
* Qur Strategy 2030

* NOF requirements and metrics

« National planning guidance

* Local priorities

* Subject matter expertise within sub-committees
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Corporate objectives 2026/27

Patients

Appendix 1

Exec Lead: Sanjay

Our ambition is to be widely recognised for delivering safe, personalised and compassionate care, leading to excellent

Patients . .
outcomes and patient experience
(N I
3l el s
Purpose of the Objective Scope and focus of the objective How will be know if it has been achieved? Lead Exec. How will assurance be provided ? | 5 8o 3
E|E|E
* Increase in % of patients being admitted to right
ward for disease specific conditions within the
target time
* To reduce harm through application of « heart attack from 40% to 75% (within

Internal Professiona.l Standards —.ensuring 12 hours)

we get the.nght pa.tle.nts to t-he nght * acute abdomen from 51% to 75%

ward/speciality, within the right time for o

. . . (within 4 hours)
patients presenting with heart attack, acute .
abdomen, stroke or fractured neck of femur. * stroke from 1% to 25% (within 12
hours)
* fractured neck of femur from 1.34% to
25% (within 4 hours)
To improve the quality of care for our * Improved quality and coordination of inpatient Medical )
. vI|v
co1 patients and residents. care demonstrated through : Director Q&S Committee

* To improve outcomes and experience, by
strengthening frailty-focused care in
hospital, and working with partners to
develop neighbourhood plans which embed
care for our frail elderly residents in the
most appropriate setting — building on the
Better Lives Programme.

- increase in proportion of patients aged 65+
receiving a comprehensive geriatric or frailty
assessment within 72 hours of admission

- Reduction in average length of stay for
patients aged 65+ with frailty

Neighbourhood plans developed with partners
which embed holistic care for our frail
residents, with the aim of reducing
inappropriate admissions for frail patients aged
65+
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Corporate objectives 2026/27

Patients

Our ambition is to be widely recognised for delivering safe, personalised and compassionate care, leading to excellent

Patients . .
outcomes and patient experience
AR B
A o How will be know if it has been . . ol &g
Purpose of the Objective Scope and focus of the objective . Lead Exec. How will assurance be provided ? | 5| =] 3
achieved? el 2 <
Llcle
*Putting patients and residents at the heart of decision
making; about their care and about the design of services
*Developing a culture among our teams which empower our | eLived Experience will be evident in
patients and their families our decision making and service
*Support patients to manage their own care, particularly improvement
. S L . ) 0 .
To ensure that our residents and making use of 'cllgltal approaches '(e.g. patient initiated Increase in the % of patients who
. . follow ups, digital apps, self-booking) would recommend WW.L as a place . .
co2 patients have the best possible ; L ) . . S . Chief Nurse Q&S Committee v
experience of our care *Improving our communication with patients and residents to be treated, achieving a minimum
P of the Borough, ensuring it is inclusive of population needs of segment 2 in the NOF for CQC
*Review our estates through the eyes of our patients, staff inpatient score
including volunteers and residents *Increase in compliments /
*Develop a deeper understanding of patient experience by decrease in complaints
making it easier for them to provide feedback, e.g. provide
digitally enabled feedback via QR codes
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Corporate objectives 2026/27

Patients

Exec Lead: Kev

Our ambition is to be widely recognised for delivering safe, personalised and compassionate care, leading to excellent

Patients . .
outcomes and patient experience
Ll 2|2
A A How will be know if it has been . . olZ] ¢
Purpose of the Objective Scope and focus of the objective . Lead Exec. How will assurance be provided? | 5| ®=| 3
achieved? € 9| e
=l£|E
* Embed a health inequalities
metric in reporting and assurance
processes and operational groups.
* Programmes of work to improve
data quality, specifically ethnicity
and violent assault data.
* Support the creation of a Wigan
Endorse the development of the Health Inequalities and wide health inequalities and
Prevention Plan, recognising it as a strategic priority for prevention community of practice
the Trust and a key enabler of equitable care and for healthcare professionals and
improved population health. the production of a workforce .
. . Q&S Committee
Support the establishment of a Health Inequalities and development plan.
To promote early detection and Prevention Group, with appropriate reporting lines and «  Promote and enable staff ) _
CO3 | intervention, preventing avoidable senior leadership chairing arrangements, to provide participation in training Chief Nurse | Wigan borough Integrated Delivery | /|

ill-health.

oversight and assurance on delivery.
Endorse and enable activity against each of the priority
areas outlined

Ensure alignment with statutory duties and system-wide
priorities, and advocate for the integration of health
equity principles across Trust strategies and programmes

opportunities and Community of
Practice.

* Endorse a pilot for opportunistic
patient vaccinations.

¢ Advance health literacy across the
organisation to become a health
literate organisation

* Support engagement, and
leadership, in population health
research, including a local child
health cohort study in partnership
with Edge Hill University and
Wigan Council.

Board

Wigan Borough HWP System Board
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Corporate objectives 2026/27

People

Exec Lead: Emma

To ensure wellbeing and motivation at work and to minimise workplace stress.

oa
N

v| 9| e
q e S|l el R
. .. How will be know if it has been . . ol 8|
Purpose of the Objective Scope and focus of the objective . Lead Exec. How will assurance be provided? | 5| =| 3
achieved? ARAR:
=l£|E
Well developed compassionate and brilliant leaders, who
are visible, listen to feedback and act upon it * Improved staff engagement and
Ensure leaders support the wellbeing of our staff to ensure adv.ocacy measured through the
staff remain well and in work national staff survey
Provide opportunity for our staff to be recognised for the * Improve workplace inclusivity by
great work they do reducing reported discrimination
. among staff, measured through
Work with Wigan Locality partners to ensure we are g. g
. o the national staff survey
supporting people from the local community into
employment * Reduced sickness absence
Prioritise recruitment into hard to fill roles * Continued low turnover
Support our staff to feel safe to speak up and ensure that, |°* Essential bank use only and no
Make WWL a great and inclusive when they do, we listen and follow up agency
coa place to work, ensuring that our Ensure equality, diversity and inclusion exists for all and * Increased response rate to Chief People People Committee v
staff feel safe, engaged, raise the voice of minority groups, eliminate discrimination the Staff Survey and Pulse Surveys Officer

empowered and valued

and become an Anti-Racist Organisation

Develop and implement a zero tolerance approach to
violence and aggression towards our workforce

Improve the experience of our Resident Doctor workforce

Develop a financially sustainable workforce plan that meets
the transformation needs both relevant to WWL and that of
the NHS 10 Year Plan.

Enhance learning and development opportunities for staff
by investing in accessible, flexible training solutions,
fostering partnerships with local organisations, and
continually refining our training offer to meet evolving
service needs.

* Improved Staff Survey results

* Improved WRES/WDES/Gender
Pay

* Increased representation across
Bands 8 and above

* Reduction in incidents of violence
and aggression towards staff

* Increased satisfaction reported
from student workforce in
education and training experience
at the Trust




Corporate objectives 2026/27

Performance

EXec Leads: lapbitha /
Richard

Performance Our ambition is to consistently deliver efficient, effective and equitable patient care
vl L2
S .. How will we know if it has been . . N
Purpose of the Objective Scope and focus of the objective . Lead Exec. How will assurance be provided ? g_ | 3
achieved? € 9 <
Llec| e
Meeting NHSE financial
performance metrics for revenue, _ ]
» Ensure regulatory compliance and delivery of our capital and cash Chief Finance Finance and Performance
financial statutory duties e Increased non-NHS core income Officer Committee
OS5 Foster a sustainable, efficient and | « Transform and innovate to achieve sustainable alongside delivery of cash v v
productive financial environment improvement and to manage within our resources releasing CIP including planned Divisional Assurance Meetings
» Develop robust planning to ensure priority areas are reductions in our workforce Director of
being addressed for capital, digital, workforce and finance | * Underlying financial position Strategy Provider Oversight Meetings

improving as per the 3-year
financial sustainability plan
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L cxXeclC Leads. salal /
Corporate objectives 2026/27 Tabitha.

Performance

Performance  Our ambition is to consistently deliver efficient, effective and equitable patient care

How will gl2le
Pug);set?f the Scope and focus of the objective How will we know if it has been achieved? IIE.ead assurance be g_ Eﬂ 3
jective xec. provided? | E| £ E
* Implementation of the Better Lives
programme and work with the wider + To improve our 4-hour A&E performance to 82% by March 2027
system to keep patients out of acute + To achieve 12-hour A&E performance of over 90% of patients admitted, discharged and
settings whgre suitable -to re!ease pressure transferred from ED within 12 hours
on UEC services and rationalise demand . .
for elective services to those who truly * To reduce ambulance hand over times to below 30 minutes
need them. + To maintain over 80% for urgent community response 2-hour performance
* Improve UEC flow to positively impact staff
morale and patient experience
Drive
improvements in
our overall o ) ) . Chief Finance and
co6 performance, - Ensure that patients receive care in a * Address .Itonr? WIE:.rI;[Ing t|mes f(t)_r fiommunl_ty heilrah slegwceskso that at least 78% of Operating | Performance | v
placing patients at timely way both in the community and a community health service ac |\{| y occu_rr.lng within 18 weeks Officer Committee
the centre of hospital setting . Improve the percent_age of patients wgltmg no longer than 18 \_Neeks fpr treatment to 7%
everything we do. |+ Ensure that patients experience a timely higher than or a minimum of 65%, whichever is greater (to deliver national performance
outcome when they are referred for target of 70%)
suspected cancers and they are treated in | * Improve performance against cancer constitutional standards by maintaining
a timely way if they receive a cancer performance against the 28-day cancer Faster Diagnosis Standard at the new threshold
diagnosis of 80% and delivering 94% performance for 31-day and 80% performance for 62-day
* Ensure that diagnostics are available to standards by March 2027
patients in a timely way * Improve performance against the DMO1 diagnostics 6-week wait standard (delivering a
minimum 3% improvement on 2025/26 performance or performance of 20% or better,
whichever level of improvement is greater (to achieve national performance of no more
than 14% of patients waiting over 6 weeks for a test)

7/1%



Corporate objectives 2026/27 Exec Leads: Sarah /

Performance

Tabitha

Performance Our ambition is to consistently deliver efficient, effective and equitable patient care
vl 22
I I H ill be k ifithasb . . o
Purpose of the Objective Scope and focus of the objective owwi :ch'::\‘:;:i'; as been Lead Exec. How will assurance be provided ? g_ 8o é
? HEE:
* Higher utilisation of elective
* Maximise the utilisation and efficiency of our Elective hub S|tes.— minimal fallow Chief
Hubs to support recovery at both Trust and Greater theatre lists Operating
Manchester level, recognising their role as GM * Increasing number / range of Officer
system assets. procedures identified as
« Ootimise delivery of our * Improve productivity across elective and non- suitable for surgical hub Finance and Performance
co7 eIthive and nonYeIective elective services through the implementation of best |* Demonstrable improvements in Committee vl
services practice (including GIRFT and clinical key productivity metrics (to be
standardisation), agreed in Q4) Divisional Assurance Meetings
* Transform our outpatient services by working with * Reduction in unnecessary Chief Finance
partners, enabled by digital technology to reduce referrals to agreed specialties | officer/ Chief
unnecessary referrals, maximise our capacity and e |ncreased utilisation of Operating
expand alternative methods of delivery. outpatient clinics Officer
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Corporate objectives 2026/27

Partnerships

Exec Lead: Richard

Partnerships To improve the lives of our community, working with our partners across the Wigan Borough and Greater Manchester
128
o . How will be know if it has been . . o| S| ¢
Purpose of the Objective Scope and focus of the objective achieved? Lead Exec. How will assurance be provided ? | 5| & 3
: ElE|E
System and place-based System and place-based
* Working with or partners to positively impact health * Clear patient pathways across
inequalities across the Wigan Borough organisations
* Shared ownership across organisations in Wigan to solve | * Joint Work programmes and clear
tricky system issues, aligned to the recently published visibility of funding for key issues
Neighbourhood Health Framework « Joint approach to risk
* Development of a workforce without organisational management across the system
barriers across the locality. *  Shared approach to
*  Working with primary care to develop shared specialist communication on handling
.. care (including advice and guidance, shared care, special change or tackling challenges
To strengthen existing and interist) g g P ) ft . gd bg
develop new partnerships at * Active participation and leadership within provider ou Ty e ane memher Deputy Chief
place, system and wider particip p within p . * Asurvey of our GPs, partner Executive /
. collaboratives, place-based partnerships and GM-wide organisations and key . ) AW
co8 network level in response to programmes, mitigating any unintended consequences of stakeholders Executive Six monthly report to Trust Board
NHS refom_]s — supporting our organisational or NOF-driven silo working Director of
NHS services and research Comms

activities

Research, innovation and academic

* Embedding research and innovation as a core component
of partnership working, including stronger collaboration
with academic, NIHR, industry and system partners

Commercial

* Development of Commercial partnerships in line with our
values, which support increased income through private
patients and corporate opportunities, while maintaining
our primary commitment to NHS patient care.

Research, innovation, academic and
commercial

Increase in commercial and
research income

Increase in the number and
diversity of colleagues
participating in research

A further increase in the surplus
position for commercial income
that positively supports the Trust’s
overall financial position.
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Access domain

Effectiveness and
experience of care
domain

Corporate objectives 2026/27: NOF requirements and metrics

Patient safety

domain

People and
workforce domain

Finance and

productivity domain

COO

%age of emergency
department attendances
admitted, transferred or

discharged within 4 hours

%age of emergency
department attendances
spending over 12 hours in the
department

%age of patients waiting less
than 18 weeks

%age of patients waiting over
52 weeks

Cancer: %age of urgent
referrals to receive a definitive
diagnosis within 4 weeks

%age of patient treated for
cancer within 62 days of
referral

%age of patients waiting over
52 weeks for community
services

Urgent community response
2-hour performance

CNO, MD

Summary Hospital Level
Mortality Indicator (MD)

Re-admission rate band (MD)

CQC inpatient survey
satisfaction rate (CNO)

National maternity service
score (CNO)

CNO

NHS staff survey — raising
concerns sub-score

CQC safe inspection score

Rates of HCAI

Percentage of inpatients
acquiring a new pressure ulcer

CPO

Sickness absence rate

NHS staff survey engagement
theme score

NHS staff survey education
and training theme score

National Education and
Training Survey overall
satisfaction score

CFO

Planned surplus / deficit

Variance year-to-date to
financial plan

Implied productivity level



Corporate objectives: key planning targets for 26/27

Consistent with the 25/26 planning guidance, the Medium-Term Planning Framework mandates a small cohort of performance
targets but sets an expectation around ambitious incremental improvements in performance each year.

Success measure

Improve the percentage
of patients waiting no
longer than 18 weeks for
treatment

Improve performance
against cancer
constitutional standards

Improve performance
against the DM01
diagnostics 6-week wait
standard

4-hour A&E performance

12-hour A&E
performance

Category 2 response
times

Address long waiting
times for community
health services

Reduce use of bank and
agency staffing
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25/26 planning guidance target (if applicable)

Improve the percentage of patients waiting no longer
than 18 weeks for treatment to 65% nationally by March
2026, with every trust expected to deliver a minimum
5% point improvement

Improve performance against the 28-day cancer Faster
Diagnosis Standard to 80% by March 2026

Improve performance against the headline 62-day
cancer standard to 75% by March 2026

N/A

Improve A&E waiting times, with a minimum of 78% of
patients admitted, discharged and transferred from ED
within 4 hours in March 2026 and a higher proportion of
patients admitted, discharged and transferred from ED
within 12 hours across 2025/26 compared to 2024/25

Improve Category 2 ambulance response times to an
average of 30 minutes across 2025/26

N/A

26/27 target

Every trust delivering a minimum 7% improvement in
18-week performance or a minimum of 65%, whichever
is greater (to deliver national performance target of
70%)

Maintain performance against the 28-day cancer Faster Diagnosis Standard at the new threshold of 80%

Every trust delivering 94% performance for 31-day and
80% performance for 62-day standards by March 2027

Every system delivering a minimum 3% improvement in
performance or performance of 20% or better,
whichever level of improvement is greater (to achieve
national performance of no more than 14% of patients
waiting over 6 weeks for a test)

Every trust to maintain or improve to 82% by March
2027

Higher % of patients admitted, discharged and
transferred from ED within 12 hours across 2026/27
compared to 2025/26

Improve upon 2025/26 standard to reach an average
response time of 25 minutes

At least 78% of community health service activity
occurring within 18 weeks

Trusts to reduce agency and bank use in-line with individual trust limits, as set out in planning templates,

working towards zero spend on agency by 2029/30

Annual limits will be set individually for trusts, based on a national target of a 30% reduction in agency use in
2026/27, and a 10% year-on-year reduction in spend on bank staffing

28/29 target

Achieving the standard that at least 92% of patients
are waiting 18 weeks or less for treatment

Maintain performance against the 31-day standard at
96% and 62-day standard at 85%

Achieving the standard that no more than 1% of
patients are waiting over 6 weeks for a test

National target of 85% as the average for the year

Year-on-year % increases in patients admitted,
discharged and transferred from ED within 12 hours

Further improvement so that by the end of 2028/29
the average response time is 18 minutes, with 90%
of calls responded to within 40 minutes

At least 80% of community health service activity
occurring within 18 weeks
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Agenda item: 18

Title of report: Risk Appetite 2026/27 Review
Presented to: Board of Directors
On: 01 April 2026
Iltem purpose: Approval
Presented by: Director of Corporate Governance
Prepared by Head of Risk

P y: Director of Corporate Governance
Contact details: E: julie.dawes@wwl.nhs.uk

Executive summary

This paper proposes our risk appetite statement for 2026/27 and recommends that we focus on five
key risk types which align with our four principal objectives. The risk appetite statement was reviewed
at the Board Workshop in March 2026 and it has been updated to reflect that the Trust will have to
be more cautious of finance and performance risks to achieve the national targets and financial
requirements being set for it. The WW.L risk appetite statement has been cross referenced with the
NHS GM risk appetite statement, which will aid the escalation of risks from WWL to the Wigan locality
and NHS GM risk registers where required.

Link to strategy and corporate objectives

The risks identified within this report focus on the achievement of strategic objectives.

Risks associated with this report and proposed mitigations

Risk appetite statements may influence the amount of risk which the trust is willing to pursue and
tolerate when considering the trust’s risks.

Financial implications

This report recommends the risk appetite for managing risks relating to financial duties.

Legal implications

This report recommends the risk appetite for managing risks relating to how we are perceived by our
regulators.

People implications

This report recommends the risk appetite for managing risks relating to people management.



Equality, diversity and inclusion implications
There are no wider implications to bring to the board’s attention.

Which other groups have reviewed this report prior to its submission to the
committee/board? Executive Team Meeting, Board Workshop.

Recommendation(s)
The Board are asked to approve the trust’s risk appetite statement for 2026/27.
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1. Background

1.1 NHS well led guidance (2017) requires the trust to have clear and effective processes for
managing risks, issues and performance including a clear understanding of the Board'’s risk
appetite and tolerance, which is reviewed regularly (at least annually) and appropriately
communicated to staff.

1.2 In addition, we are required to describe the key elements of our risk management strategy as
part of the annual report, including a narrative on how risk appetites are determined.

2. Definitions

Within the WWL Risk Management Framework, we refer to optimal and tolerable risk appetite
positions using the following definitions:

Optimal risk position: the level of risk with which the trust aims to operate. This is informed
by the trust’s strategic objectives.

Tolerable risk position: the level of risk with the trust is willing to operate, given current
constraints.

3. Risk Appetite

3.1 Our proposed risk appetite position for 2026/27 is summarised in the following table:

Risk category and Threat Opportunity
link to principal . :
objective Optimal Tolerable Optimal Tolerable
: <6 8-10 <8 <12
Quallty_ and Sal_‘ety Cautious Cautious Open Open
How will we deliver
safe services?
<8 <12 <15 <16
People
How will organise our Open Open Eager Eager
workforce?
Financial <6 8-10 <8 <12
How will we use our Cautious Cautious Open Open
resources?
<6 8-10 <8 <12
Performance Cautious Cautious Open Open
How will we be
perceived by
regulators?
Reputational =6 8-10 <8 <12
How will we be Cautious Cautious Open Open
perceived by the
public and our
partners?

3.2 The risk appetite statement for 2026/27 has been reviewed and updated with reference to
GGl Board Guidance on Risk Appetite (2020) and Gov: The Orange Book Risk Appetite
Guidance Note (2021). The number of risk categories has been reduced to five key risk
types to improve alignment with our four principal objectives. A risk appetite has been set
based on whether the risk poses a threat or an opportunity. Detail on the optimal and
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tolerable risk scores is also provided to guide risk leads in their decision-making, see
appendices 1 and 2.

3.3 In line with recommended practice, a one-word description of our risk appetite levels has
been devised into five categories on a scale from least risk to most risk. NHS GM use a
similar scale, but have a sixth category named ‘Mature’, which is incorporated into the
‘Eager’ category within the WW.L risk appetite scale.

Least risk «— > Most risk

Adverse Minimal Cautious Open Eager

3.4 This paper was presented and reviewed at the Board Workshop in March 2026. The risk
appetite statement has been updated to reflect that the Trust will have to be more cautious of
finance and performance risks to achieve the national targets and financial requirements being
set for it. The number of risk types has been reduced from sixteen to five key risk types which
align with our four principal objectives.

4.0 Recommendations for risk appetite scoring

4.1 The Board are asked to approve the trust’s risk appetite statement for 2026/27.
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Appendix 1: Risk Appetite Statements 2026/27

Patients
Risk Appetite

outcomes and patient experience
Adverse Minimal

Risk Category

We will avoid anything that
may impact on quality
outcomes unless essential.
Defensive approach to
operational delivery — aim
to maintain/protect, rather
than create or innovate.
Priority for close
management controls and
oversight with limited
devolved authority.

Our preference is for risk
avoidance. However, if
necessary, we will take
decisions on quality where
there is a low degree of
inherent risk and the
possibility of improved
outcomes, and appropriate
controls are in place.
Innovations largely avoided
unless essential. Decision
making authority held by
senior management.

Quality and
Safety

How will we
deliver safe
services?

People

Risk Appetite Adverse Minimal

Risk Category

ﬁzus

We are prepared to
accept the possibility of a
short-term impact on
guality outcomes with
potential for longer term
rewards. Tendency to
stick to the status quo,
innovations generally
avoided unless
necessary. Decision
making authority
generally held by senior
management.
Management through
leading indicators.

Cautious

We will avoid all risk
relating to our workforce
unless essential.
Innovative approaches to
workforce recruitment and
retention are not a priority
and will only be adopted if
established and proven to
be effective elsewhere.

We are prepared to take
limited risks with regards our
workforce. Where
attempting to innovate, we
would seek to understand
where similar action had
been successful elsewhere
before taking any decision.

People

How will organise
our workforce?

We are prepared to
accept the possibility of
some workforce risk, as a
direct result of from
innovation as long as
there is the potential for
improved recruitment and
retention, and
development
opportunities for staff.

Our ambition is to be widely recognised for delivering safe, personalised, and compassionate care, leading to excellent

Open

Eager

We will pursue innovation
wherever appropriate, with
clear demonstration of
benefit / improvement in
management control.
Responsibility for non-
critical decisions may be
devolved.

To ensure wellbeing and motivation at work and to minimise workplace stress.

We will pursue workforce
innovation. We are willing
to take risk which may
have implications for our
workforce but could
improve the skills and
capabilities of our staff.
We recognise that
innovation is likely to be
disruptive in the short term
but with the possibility of
long-term gains.

We seek to lead the way
and will prioritize new
innovations, even in
emerging fields. Desire to
‘break the mould’ and
challenge current working
practices. High levels of
devolved authority —
management by trust /
lagging indicators rather
than close control.

Eager

We seek to lead the way in
terms of workforce
innovation. We accept that
innovation can be disruptive
and are happy to use it as a
catalyst to drive a positive
change.
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Performance our ambition is to consistently deliver efficient, effective, and equitable patient care

Risk Appetite

Risk Category

Financial Duties

How will we use
our resources?

Performance

How will we be
perceived by our
regulator?

Partnerships toimprove the lives o

Risk Appetite

Risk Category

Reputational

How will we be
perceived by the
public and our
partners?

Adverse

Minimal

%

We are only willing to
accept the possibility of
limited financial risk.
Avoidance of any financial
impact or loss, is a key
objective.

Open

Eager

We are only willing to accept
the possibility of limited
financial risk if essential to
delivery.

We are prepared to
accept the possibility of
some financial risk as
long as appropriate
controls are in place.
Seek safe delivery
options with little residual
financial loss only if it
could yield upside
opportunities.

We will avoid any decisions
that may result in
heightened regulatory
challenge unless essential.
Play safe and avoid
anything which could be
challenged, even
unsuccessfully.

Adverse

We will invest for the best
possible return and accept
the possibility of increased
financial risk. We will
minimise the possibility of
financial loss by managing
the risks to tolerable levels.

We will consistently invest
for best possible benefit and
accept possibility of financial
loss (controls must be in
place).

We are prepared to accept
the possibility of limited
regulatory challenge. Want
to be very sure we would
win any challenge.

We are prepared to
accept the possibility of
some regulatory
challenge as long as we
can be reasonably sure
we would win any
challenge.

Cautious

Minimal

We have zero appetite for
any decisions with high
chance of repercussion for
trust’s reputation.

We are willing to take
decisions that will likely
result in regulatory
intervention if we are likely
to win, and the gain will
outweigh the adverse
impact.

f our community, working with our partners across the Wigan Borough and Greater Manch

Open

We are comfortable
challenging regulatory
practice. Chances of losing
are high but exceptional
benefits could be realised.

Eager

We have an appetite for risk
taking limited to those
events where there is no
chance of any significant
repercussion for the trust.

We have an appetite for
risk taking limited to those
events where there is little
chance of any significant
repercussion for the trust.

We have an appetite to
take decisions with
potential to expose the
trust to additional scrutiny,
but only where appropriate
steps are taken to minimise
exposure.

We have an appetite to take
decisions which are likely to
bring additional scrutiny only
where potential benefits
outweigh risks.




Appendix 2: Risk Appetite Statement 2026/27

Principal
Objective

Patient

Performance

Partnerships

Risk Appetite Risk Statement Optimal Tolerable
Adverse, Minimal, Cautious, Open, Eager Risk Risk
Position Position

We have an OPEN appetite for risks that present an =<8 =<12
nmn B opportunity relating to safety, quality of services and Open Open

patient experience.

We have a CAUTIOUS appetite for risks that present a =<6 8-10
nmn»n threat to safety, quality of services and patient Moderate High

experience.

We have an EAGER appetite for risks that present an =<15 =<16
nmnn opportunity relating to staff capacity and capability, Significant | Significant

experience and wellbeing.

We have an OPEN appetite for risks that present a =<8 =<12
nmnnn threat to staff capacity and capability, experience and Open Open

wellbeing.

We have an OPEN appetite for risks that present an =<8 =<12
nmn B opportunity relating to financial duties. Open Open
nmn B We have an OPEN appetite for risks that present an =<8 =<12

opportunity relating to performance targets. Open Open

We have a CAUTIOUS appetite for risks that present a =<6 8-10
nmnnn threat to financial duties. Moderate High
nmnnn We have a CAUTIOUS appetite for risks that present a =<6 8-10

threat to performance targets. Moderate High

We have an OPEN appetite for risks that present an =<8 =<12
nmn B opportunity relating to reputation. Open Open

We have a CAUTIOUS appetite for risks that present a =<6 8-10
nmnnn threat relating to potential adverse publicity. Moderate High
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Agenda item: [20]

Title of report: Gender Pay Gap Report 2025
Presented to: Board of Directors
On: 1 April 2026
Item purpose: Information
Presented by: Prof Sanjay Arya, Medical Director
Prepared by: Sarah_ Berry, Ass_istant HR Business Pa_rtner
Angelique Hartwig, Head of Staff Experience
Contact details: Sarah.berry@wwl.nhs.uk; angeligue.hartwig@wwl.nhs.uk

Executive summary

This report provides an analysis of the Trust's Gender Pay Gap information as at 31t March 2025
and is the eighth round of annual mandatory reporting the Trust has undertaken.

The data highlights that as at 315t March 2025 the Trust has a 27.69% mean average gender pay
gap with females earning £7.29 an hour less than males. This position comparable to the 2024
figure of 26.82%. As at March 2025 the Trust has a 13.57% median hourly rate gender pay gap
with females earning £2.68 an hour less than males. This position has deteriorated since 2024
when it was 11.14%.

A key factor underpinning the Trust's gender pay gap is due to a significant proportion of male staff
being constituted within the Medical & Dental staff group which is within the higher earning quartiles.
If we exclude Medical & Dental staff from the Trust wide gender pay gap figures the Trust’s mean
gender pay gap is 2.72% which equates to females earning £0.52 less than male staff per hour.
Last year the Trust wide gender pay gap figure excluding medical and dental was 2.40% which
equates to females earning £0.43 less than male staff per hour. Section 2.2 of the report provides
granular analysis of the pay gap at staff group level.

As at 315t March 2025 male staff proportionately continue to be heavily constituted within the highest
earning quartile (quartile 4) accounting for 33.33% of quartile 4 when male staff represent 20% of
the overall Trust workforce. A key factor is due to the Medical & Dental workforce being
predominantly male at 65% and this staff group are predominantly constituted within the highest
earning quartile. Compared to the previous year in 2024 there were a similar percentage of males in
the highest earning quartile at 29.9%.

As at 31st March 2025 female staff proportionately continue to have lower representation in the
highest earning quartile at 66.67% compared with their overall representation of 80% of the
workforce. Compared to the previous year in 2024, there has been a decrease in the percentage of
females in the highest earning quartile when it was 70.1%.
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The data highlights that the average bonus pay gap for females as at March 2025 is 74.35% and the
median pay gap is 57.95%. This is a deterioration compared to the previous year where the figures
were 57.93% average bonus pay and 0.00% median bonus pay gap. In previous years the local
clinical excellence award (LCEA) was available however as part of a government reform the funding
for LCEA’s was redirected into remuneration, ending annual award access from 15t April 2024. In
previous years the amount was equally split which would have had a positive impact on the pay gap
figures.

The Trust's Gender Pay Gap action plan is currently led by the Medical Director, supported the
Deputy Chief People Officer, as part of the pay equality workstream and progress is reviewed
regularly through the EDI Strategy Group. The actions in place are summarised in this report.

The report and Gender Pay data for 2025 has been discussed through Wider Leadership Team,
Equality & Diversity Steering Group and People Committee, where it was noted that we must go
further to address our Gender Pay Gap. A commitment has been made to produce the 2026 Gender
Pay data in May 26, which is earlier that the legal requirement, which will enable further, more
detailed analysis of more up to date data to be undertaken and to enable additional actions to be
developed.

The updated Gender Pay data for March 26 will also reflect the changes in the profile of medical
leadership roles which has taken place in the recent organisation redesign. One of the two Divisional
Medical Director roles are now held by a female (50%), previously there were none. One of the 4
new Deputy Divisional Medical Director roles is held by a female (25%). 10 of the 33 Clinical Director
roles are now held by females (30%), comprising 36% of CDs in Live Well & Urgent Care, and 26%
in Start Well & Planned Care. Female Consultants represent c.27% of the Consultant workforce,
which demonstrates progress in ensuring that female Consultants are taking up and represented in
medical leadership roles, which should help to address the Gender Pay Gap.

Link to strategy and corporate objectives
e People Strategy
¢ NHS EDI Improvement plan High Impact Action 3: Develop and implement an improvement
plan to eliminate pay gaps.
Risks associated with this report and proposed mitigations
Risks are set out below.

Financial implications

There are possible risks of employment tribunal claims relating to discrimination arising from the
gender pay gap which would have financial implications in terms of legal and compensation costs.
However, to date no claims of this nature have arisen within the Trust.

Legal implications

Since 2018, it is mandatory for public sector employers with more than 250 employees to measure
and publish their gender pay gap information. There is also a legal obligation under the Equality Act
to ensure “equal pay” and to remain compliant as an organisation.

People implications

Gender Pay Gap is a complex issue and there are many contributing factors including external
societal factors and internal workforce factors. The people issues which arise from the gender pay
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gap are wide ranging and at the heart of this issue is fairness and equality of opportunity for staff
within the organisation.

Equality, diversity and inclusion implications
This annual report is an integral part of our commitment to ensuring equality in pay for our workforce
and breaking down barriers to inclusion and equal access to lower/middle and high paid roles.

Which other groups have reviewed this report prior to its submission to the
committee/board?

This report has been shared at Wider Leadership Team, the EDI Strategy Group and People
Committee.

Recommendation(s)

The Board is recommended to receive the report and approve the Gender Pay Gap report for national
reporting.

Report
Statutory Gender Pay Gap Reporting
1. Background

In 2018, it became mandatory for public sector organisations with more than 250 employees to report
annually on their gender pay gap.

The gender pay gap differs from equal pay and the two terms are not interchangeable. Equal pay
deals with the pay differences between men and women who carry out the same jobs, similar jobs
or work of equal value. It is unlawful to pay people unequally because they are a man or a woman.

The gender pay gap shows the differences in the average pay between men and women. If a
workplace has a particularly high gender pay gap, this can indicate there may be a number of
reasons for inequality such as access to career progression, recruitment bias etc. The individual
calculations may help to identify what those issues are.
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The Trust is obliged to publish the following information on our public-facing website and report to
government by the 315t March 2026:

2

The difference between the mean hourly rate of pay of male full-pay relevant employees and
that of female full-pay relevant employees (‘the mean gender pay gap’);

The difference between the median hourly rate of pay of male full-pay relevant employees
and that of female full-pay relevant employees (‘the median gender pay gap’);

The difference between the mean bonus pay paid to male relevant employees and that of
female relevant employees (‘the mean gender bonus gap’);

The difference between the median bonus pay paid to male relevant employees and that of
female relevant employees (‘the median gender bonus gap’)

The proportions of male and female relevant employees paid bonus pay (‘the proportions of
men and women getting a bonus’); and

The proportions of male and female relevant employees in the lower, lower middle, upper
middle and upper quartile pay band (‘the proportion of men and women in each of four pay
guartiles”).

Gender Pay Gap Reporting Key points

Appendix 1 includes a full copy of the Trust’'s Gender Pay Gap information which has been obtained
from the Electronic Staff Record (ESR) standard reports. The ESR standard reports are nationally
produced to ensure the NHS meet their gender pay gap reporting requirements and the reporting
period for the gender pay gap data is as at 315t March 2025.

2.1

Key Points to note are:

The Trust workforce is 80% female and 20% male.
The Trust Medical & Dental workforce is 65% male and 35% female with 25% of the Trust's
overall male workforce being constituted within the Medical & Dental staff group.

As at March 2025 the Trust has a has a 27.69% mean average gender pay gap with females
earning £7.29 an hour less than males. The figure is comparable to March 2024 when
females earned £6.54 an hour less than males with a 26.82% mean average gender pay

gap.

As at March 2025 the Trust has a 13.57% median hourly rate gender pay gap with females
earning £2.68 an hour less than males. The median hourly rate gender pay gap has
deteriorated compared to March 2024 when females earned £2.02 an hour less than males
with a 11.14% median gender pay gap.

As at 31t March 2025 male staff proportionately continue to be heavily constituted within the
highest earning quatrtile at 33.33% within quartile 4 compared to male staff representing 20%
of the overall workforce. A key factor is due to the Medical & Dental workforce being
predominantly male at 65% and this staff group are predominantly constituted within the
highest earning quartile.

As at 31st March 2025 female staff proportionately continue to have lower representation in
the highest earning quartile at 66.67% compared with female staff representing 80% of the
overall workforce. Compared to the previous year in March 2024 there was a higher
percentage of females in the highest earning quartile at 70.1%.

The data highlights that the average bonus pay gap for females as at March 2025 is 74.35%
and the median pay gap is 57.95%. This is a deterioration compared to the previous year
when the figures were 57.93% average bonus pay and 0.00% median bonus pay gap. Typical
male consultants received much higher bonus pay than typical female consultants, with the
middle point also being much higher for male consultants compared to female consultants.
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In previous years Local Clinical Excellence Awards (LCEA’s) have been available but the last
award round for this took place during 2023/24 and funding is now redirected into
remuneration. In previous years when the LCEA scheme was available the amount was
equally split which would have had a positive impact on the pay gap figures. The changes to
LCEA'’s have impacted a broad group of women, not just outliers. Additionally, as males were
more likely to have an LCEA they will now have higher consolidated pay so this will impact
wider on the gender pay gap figures.

2.2 Gender Pay Gap Granular reporting

In response to the gender pay gap reporting the Trust has undertaken a granular analysis of the
gender pay gap data by staff group to identify any hot spot areas. Medical & Dental and
Administrative & Clerical staff groups continue to be areas where gender pay is a particular concern.

Medical and dental staff group

The medical & dental staff group has a 20.79% mean gender pay gap with female medical & dental
staff earning £9.85 per hour less than male medical & dental staff. The figure has remained
relatively static compared to the previous year where there was a 20.59% average pay gap with
female medical and dental staff earning £9.85 an hour less than male medical and dental staff.
Female medical & dental staff are overrepresented within this staff group’s lower pay quartiles
(quartile 2 & 3).

If we exclude Medical & Dental staff from the Trust wide gender pay gap figures the Trust’'s mean
gender pay gap is 2.72% which equates to females earning £0.52 less than male staff per hour. Last
year the Trust wide gender pay gap figure excluding medical and dental was 2.40% which equates
to females earning £0.43 less than male staff per hour.

Administrative and clerical staff group

An analysis of the gender pay gap for the Administrative & Clerical staff group highlights this staff
group has a 22.38% average pay gap with female staff earning £4.75 an hour less than male staff.
This is a comparable position compared to the previous year where there was a 21.54% average
pay gap with female administrative & clerical staff earning £4.27 an hour less than male
administrative & clerical staff in 2024. Males within this staff group continue to remain significantly
constituted within the highest pay quartile at 43% male in quartile 4 which is not comparable to the
overall demographic of the staffing group. Comparing these figures to the previous year, the
percentage of males in the highest quartile has increased from 39%.

Additional Professional Scientific and Technical staff group

An analysis of the gender pay gap for the Additional Professional Scientific and Technical staff group
highlights this staff group has an 6.83% average pay gap with female staff earning £1.59 an hour
less than male staff. This is an improved position compared to the previous year where there was
an 8.39% average pay gap with female staff earning £1.88 an hour less than male staff in 2024.
Representation in the higher quartiles are proportionate to the overall demographic of the Additional
Professional Scientific and Technical staff group: quartile 4 male representation was 26% and
qguartile 3 male representation was 18%. Comparing these figures to the previous year the
percentage of males in the quarter 4 has remained comparable.

Other Staffing Groups

In previous years the Trust figures have shown negative pay gaps, i.e. when females earn more than
males within the Healthcare Scientists, Nursing and Midwifery registered and Allied Health
Professionals staffing groups.
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As at 31st March 2025 the only staffing group with a negative pay gap is the Healthcare Scientists
where females were earning £0.90 more than males (-4.12%). The percentage has improved
compared to March 2024 when it was 5.59% in March 2024.

Although this gap is much smaller compared to the pay gaps in which males earn more than females
e.g. Admin & Clerical and Medical & Dental.

Other staffing groups that have historically had negative pay gaps report figures of:

e Asat 315t March 2025 the Nursing and Midwifery registered staff group had a 0.72% pay gap
(males earn £0.16 more than females per hour). The gap has evened out compared to last
year where there was a -3.21% pay gap (females earn £0.64 more than male staff per hour).

e As at 315t March 2025 the Allied Health Professionals staff group had a 1.93% pay gap
(males earn £0.44 more than females per hour). This is compared to last year where there
was a -1.31% pay gap (females earn £0.28 more than male staff per hour).

3 Actions to reduce Gender Pay Gap

The Mend the Gap Report, an independent review into gender pay gaps in medicine in England, and
the Trust’'s gender pay gap data highlight that the medical and dental staff group is a key area that
needs to be focussed on to have a positive impact on the Gender Pay Gap.

A Gender Pay Equality Group has been established at WWL, chaired by our Executive Medical
Director, with representation from a number of female Consultants, supported by the Deputy Chief
People Officer. The group has been in existence since 17" March 2025, meets on a monthly basis,
and reports to the EDI Steering Group.

The group has collaboratively developed an action plan to address some of the issues influencing
the gender pay gap. The actions include:

e Encouraging female doctors to apply for National Clinical Impact Assessment Awards
(NCIAs) in writing from the Medical Director, offering of support with applications and sharing
case studies of women who have been awarded NCIAs. Support will be further enhanced
over the coming months for the forthcoming round of NCIA awards.

e Reducing the number of meetings that take place out of normal working hours. Where these
cannot be avoided, ensuring sufficient notice is given and offering options for joining remotely
place.

e Female Medical Consultants developing a Women's Community of Inclusion, which has met
and is developing a list of priority areas of focus.

e Ensuring that health and wellbeing plans/strategies include a focus on supporting women's
health e.g. menopause support/policies.

e Promoting flexible working though case studies of female medical staff. Ensuring all adverts
promote flexible working approach including LTFT and state a commitment to discuss flexible
working, and ensuring flexible working guidance/training for managers is in place.

e Targeted recruitment campaigns where there is known underrepresentation of female
medical staff.
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e Ensuring female medical staff have equal access to undertake additional shifts or be
appointed to roles which attract additional PAs/responsibilities.

e Analysing information such as flexible working requests that have been declined.

¢ Removal of the ability to negotiate starting salaries, and proactively checking experience of
female M&D appointments to ensure previous relevant service is counted towards starting
salaries.

As the group was only established in March 2025, with ongoing implementation of the actions, the
impact of any improvements will not have been evident in the data in this report (which is taken as
at 31t March 2025). Reducing the gender pay can take time, as there may be some individuals who
have retained local clinical excellence awards, or have other long standing awards, which have
increased their pay for a significant period. The group will continue to meet and ensure the actions
are fully embedded.

Changes in the profile of medical leadership roles has taken place in the recent organisation
redesign, with one of the two Divisional Medical Director roles how being held by a female (50%),
previously there were none. One of the 4 new Deputy Divisional Medical Director roles is held by a
female (25%). 10 of the 33 Clinical Director roles are now held by females (30%), comprising 36%
of CDs in Live Well & Urgent Care, and 26% in Start Well & Planned Care. Female Consultants
represent c.27% of the Consultant workforce, which demonstrates progress in ensuring that female
Consultants are represented in medical leadership roles. The changes will be reflected in the data
for the 2026 Gender Pay Gap reporting.

Further exploration of other non-medical gender pay gaps will be undertaken e.g. admin & clerical,
along with exploration of the ethnicity pay gap.

There is a requirement to publish Gender Pay data by 31t March for the position as at 31t March
the previous year. A commitment has been made to produce the Gender Pay data in May 2026 (for
March 2026), therefore at a much earlier point, which will enable more detailed analysis of more up
to date data to be undertaken, and translated into further targeted actions to address the Gender
Pay Gap.

Recommendations

Board is requested to note the contents of the report and the Gender Pay data for 2025, and approve
for national reporting, in accordance with our statutory requirements.

Oversight of the reduction of the Gender Pay Gap will continue through the EDI Steering Group and
People Committee.
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Appendices

Appendix 1

Gender Pay Gap Report summary data as at 315t March 2025
2.1 Table 1- Average & Median Hourly rate

Gender Avg. Hourly | Median Hourly
Rate Rate

Male 26.32 19.72
Female 19.03 17.05
Difference 7.29 2.68

Pay Gap % 27.69 13.57

2.1.1 Average Hourly rate

As at March 2025 the Trust has a has a 27.69% mean average gender pay gap with females earning
£7.29 an hour less than males. The figure is comparable to March 2024 when females earned £6.54
an hour less than males with a 26.82% mean average gender pay gap.

2.1.2 Median Hourly rate

As at March 2025 the Trust has a 13.57% median hourly rate gender pay gap with females earning
£2.68 an hour less than males. This position has deteriorated since 2024 where it was 11.14%.

2.2 Table 2- % male and female employees in each pay quartile
Quartile | Female Female

Male
% %

1466.00 83.72 16.28
1479.00 | 314.00 82.49 17.51
1503.00 | 270.00 | 84.77 15.23
1182.00 | 591.00  66.67 33.33

This calculation requires an employer to show the proportions of male and female full-pay relevant
employees in four quartile pay bands with quartile 1 being the lowest paid and quartile 4 being the
highest paid. All employees are placed into the cumulative order according to their pay which is
undertaken by dividing the workforce into 4 equal parts.

Compared with quartiles 1-3 males are more highly constituted within quarter 4 at 33.33% compared
with an average of between 15.23% - 17.51% within the other quartiles. Comparatively the reverse
is true for females and they constitute 66.67% of quartile 4 compared with an average of between
82.49%- 84.77% within the other quartiles.

The information compares % within the individual quartiles. However, if we review the broader picture
comparing the overall workforce constitution there are 1460 male employees and of these 591 are
within quartile 4 which represents 40% of all male employees. Comparatively of 5630 female
employees only 1182 females are constituted within quartile 4 which represents only 21% of all
female employees.
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2.3 Bonus information

Table 3
Avg. Pay | Median Pay
Male 16,313.63 | 9,048.00

Female 4,185.12 3,804.26
Difference | 12,128.51 | 5,243.75

Pay Gap | 74.35 57.95
%
Table 4
e ]
Female 10.00 6001.00 0.17

Male 60.00 1498.00 4.01

The data in tables 3 & 4 relates to National Clinical Impact Awards (NCIAs) for medical staff as this
is the only payment identified within the ESR standard report which falls within the set definition of
‘bonus pay’. NCIA's aim to reward the consultants who contribute most to the delivery of safe and
high-quality care and the improvement of NHS services. In previous years Local Clinical Excellence
awards (LCEAS) have been available but the last award round for this took place during 2023/24.

The data highlights that the average bonus pay gap for females as at March 2025 is 74.35% and the
median pay gap is 57.95%. This is a deterioration compared to the previous year where the figures
were 57.93% average bonus pay and 0.00% median bonus pay gap. In previous years where the
LCEAs were available the amount was equally split which would have had a positive impact on the

pay gap figures.

As at 315t March 2025 0.17% of female staff received a bonus payment in comparison with 4.01% of
male staff. All consultants with a minimum of 12-months service are eligible to submit an application
for NCIAs so when reviewing these figures consideration should be given to the overall consultant
workforce profile which is predominately male at 72.5%, and this should provide some context as to
the disparity of the number of male applications compared to the number of female applications.
Consideration should also be given to the number of consultants excluding locums and the
proportion of these receiving a bonus. There were 236 consultants excluding locums, 4% of female
consultants were paid a bonus and 25% of male consultants were paid a bonus. Last year the
proportion of female consultant and male consultants receiving a bonus were far more comparable
(83% female and 86% male).
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Agenda item: [21]

Title of report: Standing Financial Instructions

Presented to: Board of Directors

On: 1st April 2026

Iltem purpose: Approval

Presented by: Tabitha Gardner, Chief Finance Officer

Prepared by: Shirley Martland, Associate Director of Financial Services and Payroll
Contact details: E: shirley.martland@wwl.nhs.uk

Executive summary

The purpose of this paper is to seek adoption of the changes made to the Trust's Standing
Financial Instructions (SFIs) and Budgetary Control and Delegation Arrangements by the Board of
Directors. These changes were endorsed by the Audit Committee on 23" February 2026.

Each year a review of the SFI's is undertaken to ensure that the policy accurately reflects current
policies, procedures, and practice. There have been no fundamental changes to the SFls other than
some minor amendments which are detailed within this report.

Link to strategy and corporate objectives

None.

Risks associated with this report and proposed mitigations

None.

Financial implications

None.

Legal implications

None.

People implications

None.

Equality, diversity and inclusion implications



None.

Which other groups have reviewed this report prior to its submission to the
committee/board?

Senior Finance Team, Audit Committee
Recommendation(s)
It is recommended that the Board of Directors adopt the changes made to the Trust's Standing

Financial Instructions (SFIs) and Budgetary Control and Delegation Arrangements as
recommended by Audit Committee on 23rd February.

2/4
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Report
Background

The SFls detail the financial responsibilities, policies, and procedures to be adopted by the Trust and
are designed to ensure that its financial transactions are carried out in accordance with the law and
government policy to achieve probity, accuracy, economy, efficiency, and effectiveness.

Each year a review of the SFI's is undertaken to ensure that the policy accurately reflects current
policies, procedures, and practice.

Key changes

There have been no fundamental changes to the SFls. Minor amendments have been made,
including updated references to legislation and revisions to banking procedures to reflect that the
Trust no longer uses cheques. These changes are detailed in Appendix 1.

Future amendments

The Trust Provider Collaborative (TPC) has formally agreed on eight strategic priorities for 2025/26
and the Trust Finance team is currently leading on two key initiatives that are central to enabling
transformation across the Greater Manchester (GM) footprint:

Implementation of a shared general ledger and the Formation of the Greater Manchester
Procurement Collaborative.

A dedicated workstream has been established to review the amendments required to the (SFIs)
arising from the transition to the Greater Manchester Procurement Collaborative which are expected
to be contract awards approval process, procurement activity thresholds and waiver approval
thresholds. The implementation date is anticipated to be during 2026/27.

Any further changes to the SFI's following completion of the above initiatives will be brought back to
Audit Committee for approval.

Recommendation

It is recommended that the Board of Directors approve the changes made and to recommend these
changes for adoption.
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Appendix 1

Amendments

Addition of reference to the Economic Crime and Transparency Act 2023 (SFI 2.22 Page 12)
Amended SFI 3.6 page 13

From: Budget holders, with divisional responsibility, will electronically sign off their allocated income
and expenditure plans at the commencement of each financial year via the Trust’s devolved financial
management system, the Finance Hub app via QIik.

To: Budget holders with divisional responsibility will formally approve their allocated income and
expenditure plans at the commencement of each financial year, in accordance with the Trust's
financial management processes.

Removal of reference to cheques under banking procedures (SFI 5.5 page 17)
Amended SFI 6.18 page 19

From: The opening of incoming post shall be undertaken by two officers except were authorised in
writing by the Chief Finance Officer. All cash, cheques, postal orders and other forms of payment
received shall be entered in an approved form of remittance register. All cheques and postal orders
shall be crossed “Not Negotiable Account Payee Only — Wrightington, Wigan and Leigh NHS
Foundation Trust”. The remittance register should be passed to the cashier from whom a signature
should be obtained

To: All incoming correspondence containing financial instruments or payment notifications shall be
handled in accordance with approved security procedures. Where physical payments (e.g., cash or
cheques) are received, they must be recorded promptly in the approved financial system and
secured until banking. Cheques should be crossed “Account Payee Only — Wrightington, Wigan and
Leigh Teaching Hospital NHS Foundation Trust.” Access to incoming post or electronic remittance
advice must be restricted to authorised staff, and appropriate segregation of duties maintained.

Removed the following sentence on the basis that cheques and GBS orders are no longer used:

All unused cheques and GBS orders will be held as controlled stationery and issued in accordance
with controlled stationery procedures.
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Wrightington, Wigan and Leigh Teaching Hospitals NHS FT
Standing Financial Instructions

FOREWORD

Within the Terms of Authorisation issued by the sector regulator, NHS foundation trusts are required to
demonstrate the existence of comprehensive governance arrangements in accordance with the Health and
Social Care (Community Health and Standards) Act 2003.

The standard requires boards to ensure that there are management arrangements in place to enable
responsibility to be clearly delegated to all staff and those representing the Trust. Additionally, the Board has
drawn up locally generated rules and instructions, including delegation arrangements and financial procedural
notes, for use within the Trust. Collectively these comprehensively cover all aspects of (financial) management
and control. They set the business rules which directors, employees and the Council of Governors (including
employees of third parties contracted to the Trust) must follow when taking action on behalf of the Board.

SFIs are mandatory for all directors, employees including temporary, fixed term and contract staff and
members of the Council of Governors.

Approved by the Audit Committee: 23rd February 2026
Review date: September 2025 1
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Further references and financial procedures are retained in the Finance Department section of the intranet.
The following policies are specifically referenced.

e Intellectual Property Policy

e Commercial Representatives Policy

e Counter Fraud, Corruption and Bribery Policy and Response Plan
e Conflicts of Interest Policy

e Disciplinary Policy

e Code of Conduct Policy

e The Charity’s Income and Expenditure Guidance documents.

e Temporary Staffing Policy

The Trust’'s Constitution, Standing Orders and the Schedule of Matters Reserved are also referenced.
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SFI 1.

INTRODUCTION

Purpose and scope

SFI11

SFI 1.2

SFI 1.3

SFI 1.4

SFI1.5

SFI 1.6

SFI 1.7

SFI 1.8

Terminology

SFI 1.9

These Standing Financial Instructions (SFIs) detail the financial responsibilities, policies and
procedures to be adopted by the Foundation Trust. They are designed to ensure that its
financial transactions are carried out in accordance with the law and government policy in
order to achieve probity, accuracy, economy, efficiency and effectiveness.

These SFls also detail the delegation by the Board of powers and approval limits to officers of
the Trust, and as such, contain the Trust's Scheme of Delegation.

The Trust's Schedule of Matters broadly outlines those decisions and duties specifically
reserved to the Board of Directors. These matters are not delegated, and as such, the
Schedule of Matters represents the Trust's Scheme of Reservation. It is therefore
recommended that the Schedule of Matters is read in conjunction with these SFls and the
Scheme of Delegation contained herein.

Should any difficulties arise regarding the interpretation or application of any of the SFlIs then
the advice of the Chief Finance Officer must be sought before acting.

Failure to comply with Standing Financial Instructions can in certain circumstances be
regarded as a disciplinary matter that could result in dismissal. Compliance with this document
will be monitored by the Finance Department and all potential breaches of Fraud reported to
the Local Counter Fraud Specialist.

If for any reason these Standing Financial Instructions are not complied with, full details of the
non-compliance and any justification for non-compliance and the circumstances around the
non-compliance shall be reported to the next formal meeting of the Audit Committee for
referring action or ratification. All members of the Board and staff have a duty to disclose any
non-compliance with these Standing Financial Instructions to the Chief Finance Officer as
soon as possible. Please refer to Appendix A for further details on compliance.

Where failure to comply with this document constitutes a criminal offence it may result in a
criminal investigation and criminal sanctions being applied.

These Instructions are equally applicable to the Trust's charitable funds with regards to
procurement and transactions.

Any expression to which a meaning is given in the National Health Service Act 2006, National
Health Service and Community Care Act 1990 and other acts relating to the National Health
Service or in the Financial Regulations made under the Acts shall have the same meaning in
these Standing Financial Instructions, and in addition:

(@) "Trust" means Wrightington, Wigan and Leigh Teaching Hospitals NHS
Foundation Trust.

(b)  “Accounting Officer" means the officer responsible to Parliament for the resources
under their control. They are responsible for ensuring the proper stewardship of public
funds and assets. The National Health Service Act 2006 designates the Chief Executive
of the NHS Foundation Trust as the Accounting Officer. The definition of duties and
responsibilities of the Accounting Officer are set out within the NHS Foundation Trust
Accounting Officer Memorandum.
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"Board" means the Chairman, Executive Directors and Non-Executive Directors of the
Trust collectively as a body.

“Council of Governors” means the Council of Governors as constituted within the
Constitution.

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

“Budget holder” means the director or employee with delegated authority from the
Accounting Officer to manage finances (income and expenditure) for a specific area of
the organisation.

“Budget manager” means an employee directly responsible to a budget holder.

“Budget operator” has delegated power from a budget manager to control a particular
budget(s). Such delegation of powers shall be within defined parameters and shall be
recorded in writing.

“NHS England” means the office of the Regulator of Health Services of England.

"Chairman of the Board (or Trust)" is the person appointed by the Council of
Governors to lead the Board and to ensure that it successfully discharges its overall
responsibility for the Trust as a whole. The expression “the Chairman of the Trust” shall
be deemed to include the Vice-Chairman of the Trust if the Chairman is absent from the
meeting or is otherwise unavailable.

"Chief Executive" means the Chief Officer (and the Chief Accounting Officer) of the
Trust.

"Chief Finance Officer" means the Chief Financial Officer of the Trust.
"Executive Director" means a Director of the Trust who may also be an officer.

"Non-Executive Director" means a member of the Board of Directors who does not
hold an executive office of the Trust.

"Officer" means an employee of the Trust or any other person holding a paid
appointment or office with the Trust.

"Secretary” means a person appointed to act independently of the Board to provide
advice on corporate governance issues to the Board and the Chairman and monitor the
Trust’'s compliance with the law, Standing Orders, and guidance from NHS England and
the Department of Health and Social Care.

"Committee" means a committee or sub-committee created and appointed by the
Trust.

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

“Charitable funds” shall mean those funds which the Trust holds on date of
incorporation, receives on distribution by statutory instrument or chooses subsequently
to accept under powers derived under s90 of the NHS Act 1977 and the NHS and
Community Care Act 1990, as amended.

"SFIs" means Standing Financial Instructions.
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SFI1.10

SFI1.11

(u) "SOs" means Standing Orders, which are contained within the Trust’s Constitution.

Wherever the title Chief Executive, Chief Finance Officer, or other nominated officer is used
in these instructions, it shall be deemed to include such other Director or employees who have
been duly authorised to represent them.

Wherever the term "employee" is used and where the context permits it shall be deemed to
include employees of third parties contracted to the Trust when acting on behalf of the Trust.

Responsibilities and delegation

SFI1.12

SFI11.13

SFl 1.14

SFI 1.15

SFI1.16

SFI 1.17

SFI11.18

The Board of Directors exercises financial supervision and control by:
(@) formulating the financial strategy;
(b)  requiring the submission and approval of budgets within overall income;

(c) defining and approving essential features in respect of important procedures and
financial systems (including the need to obtain value for money); and

(d) defining specific responsibilities placed on members of the Board and employees as
indicated within these Instructions.

The Board has resolved that certain powers and decisions may only be exercised by the Board
in formal session. All other powers have been delegated to such other committees as the
Trust has established. These provisions are set out in the Trust's Schedule of Matters.

The Chief Executive and Chief Finance Officer will, as far as possible, delegate their detailed
responsibilities, but they remain accountable for financial control. Within the Standing
Financial Instructions, it is acknowledged that the Chief Executive is ultimately accountable to
the Board, and as Accounting Officer, to the Secretary of State, for ensuring that the Board
meets its obligation to perform its functions within the available financial resources. The Chief
Executive has overall executive responsibility for the Trust's activities; is responsible to the
Chairman and the Board for ensuring that its financial obligations and targets are met; and
has overall responsibility for the Trust’s system of internal control.

The Chairman and Chief Executive must ensure suitable recovery plans are in place to ensure
business continuity in the event of a major incident taking place.

It is a duty of the Chief Executive to ensure that members of the Board, employees, and all
new appointees are notified of, and put in a position to understand their responsibilities within,
these Instructions.

In line with the requirements of the NHS Act (2006) the Chief Executive and Chief Finance
Officer shall monitor and ensure compliance with NHS Counter Fraud Authority standards for
Providers for Fraud, Bribery and Corruption, in accordance with the NHS Standard Contract.

The Chief Finance Officer is responsible for:

(@) implementing the Trust's financial policies and for coordinating any corrective action
necessary to further these policies;

(b) maintaining an effective system of internal financial control including ensuring that
detailed financial procedures and systems incorporating the principles of segregation of
duties and internal checks are prepared, documented and maintained to supplement
these instructions; and

Approved by the Audit Committee: 23rd February 2026
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SFI1.19

SFI 1.20

SFI1.21

SFI 2.

(c) ensuring that sufficient records are maintained to show and explain the Trust's
transactions, in order to disclose, with reasonable accuracy, the financial position of the
Trust at any time.

Without prejudice to any other functions of the Trust, and employees of the Trust, the duties
of the Chief Finance Officer include:

(@) the provision of financial advice to the Trust, Directors and employees;
(b)  the design, implementation and supervision of systems of internal financial control; and

(c) the preparation and maintenance of such accounts, certificates, estimates, records and
reports as the Trust may require for the purpose of carrying out its statutory duties.

All Directors and employees, severally and collectively, are responsible for:
(@) the security of the property of the Trust;

(b) avoiding loss;

(c) exercising economy and efficiency in the use of resources; and

(d) conforming with the requirements of Standing Orders, the Schedule of Matters,
Standing Financial Instructions (including Schemes of Delegation) and financial
procedures.

Any contractor or employee of a contractor who is empowered by the Trust to commit the Trust
to expenditure, or who is authorised to obtain income, shall be covered by these instructions.
It is the responsibility of the Chief Executive to ensure that such persons are made aware of
this.

For any and all Directors and employees who carry out a financial function, the form in which
financial records are kept and the manner in which members of the Board and employees
discharge their duties must be to the satisfaction of the Chief Finance Officer.

AUDIT, FRAUD, CORRUPTION, BRIBERY AND SECURITY

Audit Committee

SFI 21

In accordance with Standing Orders the Board of Directors shall formally establish an Audit
Committee, with clearly defined terms of reference, and following guidance from the NHS Audit
Committee Handbook and in accordance with the Audit Code for NHS Foundation Trusts
issued by NHS Improvement, which will provide an independent and objective view of internal
control by:

(@) ensuring that there is an effective internal audit function established by management,
that meets mandatory Public Sector Internal Audit Standards;

(b)  reviewing the work and findings of the external auditors;

(c) reviewing financial and information systems, monitoring the integrity of the financial
statements and any formal announcements relating to the Trust’s financial performance,
and reviewing significant financial reporting judgements;

(d) reviewing the establishment and maintenance of an effective system of integrated
governance, risk management and internal control, across the whole of the
organisation’s activities (both clinical and non-clinical), that supports the achievement
of the organisation’s objectives;
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SFl1 2.2

SFI 2.3

(e)  monitoring compliance with Standing Orders and Standing Financial Instructions;

4) reviewing schedules of losses and special payments, making recommendations to the
Board; and

(g) reviewing the arrangements in place to support the Assurance Framework process
prepared on behalf of the Board and advising the Board accordingly.

Where the Audit Committee considers there is evidence of ultra vires transactions or improper
acts, or if there are other important matters that the Committee wishes to raise, the Chairman
of the Audit Committee should raise the matter at a full meeting of the Board.

It is the responsibility of the Chief Finance Officer to ensure an adequate internal audit service
is provided and the Audit Committee shall be involved in the selection process when/if an
internal audit service provider is changed.

Chief Finance Officer

SFl 2.4

SFI 2.5

SF1 2.6

SFI 2.7

SFI 2.8

The Chief Finance Officer is responsible for:

(@) ensuring there are arrangements to review, evaluate and report on the effectiveness of
internal financial control including the establishment of an effective internal audit
function;

(b)  ensuring that the internal audit is adequate and meets the NHS foundation trust audit
standards;

(c) deciding at what stage to involve the police in cases of misappropriation and other
irregularities not involving fraud, corruption or bribery;

(d) ensuring that an annual internal audit report is prepared for the consideration of the
Audit Committee and the Board. The report must cover:

(e) a clear opinion on the effectiveness of internal control in accordance with the current
Risk assessment framework issued by NHS England including, for example,
compliance with control criteria and standards;

) major internal financial control weaknesses discovered;

(g)  progress on the implementation of internal audit recommendations;
(h)  progress against plan over the previous year;

0] a strategic audit plan covering the coming three years; and

0] a detailed plan for the next year.

The Chief Finance Officer or designated auditors are entitled, without necessarily giving prior
notice, to require or receive:

access to all records, documents and correspondence relating to any financial or other
relevant transactions, including documents of a confidential nature;

access at all reasonable times to any land, premises, members of the Board and Council of
Governors or employees of the Trust;

the production of any cash, stores or other property of the Trust under a member of the Board
or employee's control; and
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SFI 2.9

explanations concerning any matter under investigation.

Role of internal audit

SFI 2.10

SFl 2.11

SFl 2.12

SFI 2.13

External audit

SFl 2.14

SFI 2.15

Internal audit will review, appraise and report upon:

(a) the extent of compliance with, and the financial effect of, relevant established policies,
plans and procedures;

(b) the adequacy and application of financial and other related management controls;
(c) the suitability of financial and other related management data; and

(d) the extent to which the Trust's assets and interests are accounted for and safeguarded
from loss of any kind, arising from:

0] fraud and other offences;
(i)  waste, extravagance, or inefficient administration; or
(i) poor value for money or other causes.

Whenever any audit matter arises which involves, or is thought to involve, irregularities
concerning cash, stores, or other property or any suspected irregularity in the exercise of any
function of a pecuniary nature, the Chief Finance Officer must be notified immediately.

The Director of Internal Audit/Head of Internal Audit will normally attend Audit Committee
meetings and has a right of access to all Audit Committee members, the Chairman and Chief
Executive of the Trust.

The Director of Internal Audit/Head of Internal Audit shall be accountable to the Chief Finance
Officer. The reporting system for internal audit shall be agreed between the Chief Finance
Officer, the Audit Committee and the Director of Internal Audit in the form of an Internal Audit
Charter. The Charter will comply with guidance on reporting contained in the Public Sector
Internal Audit Standards. The Charter will be reviewed at least every three years.

The external auditor is appointed, through a formal process, by the Council of Governors
following recommendation from the Audit Committee which should ensure that a cost efficient
service is being provided. Where a problem arises in the provision of this service it should be
raised with the external auditor and referred on to NHS England if the issue cannot be
resolved.

It is for the Council of Governors to appoint or remove the external auditors at a general
meeting of the Council of Governors, based on recommendations from the Audit Committee.
The Trust must ensure that the external auditor appointed by the Council of Governors meets
the criteria included by NHS England within the Audit Code for NHS Foundation Trusts, at the
date of appointment and on an on-going basis throughout the term of their appointment.

Fraud, corruption and bribery

SFI 2.16

Under the NHS Standard Contract, all organisations providing NHS services must put in place
and maintain appropriate counter fraud arrangements. In line with their responsibilities, the
Trust Chief Executive and Chief Finance Officer shall monitor and ensure compliance on fraud,
corruption and bribery as set out in NHS Counter Fraud Authority Standards for providers.
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SFl 2.17

SF12.18

SFI 2.19

SFI 2.20

SFI 2.21

SFl 2.22

The Trust shall nominate a suitable person to carry out the duties of the Local Counter-Fraud
Specialist (LCFS) as specified by the NHS Counter Fraud Manual and guidance.

The Local Counter Fraud Specialist shall report to the Chief Finance Officer and shall work
with staff in NHS Counter Fraud Authority in accordance with the NHS Counter-Fraud Manual.

The Local Counter Fraud Specialist will be responsible for producing counter fraud progress
reports and presenting these to the Audit Committee. In addition, a Counter Fraud Annual
Report and work plan will be produced at the end of each financial year.

The Bribery Act (2010) came into force on 1st July 2011. Under the Bribery Act it is a criminal
offence for organisations to fail to prevent bribes being paid on their behalf. Organisations
which fail to take appropriate steps to avoid the risk of bribery taking place will face large fines
and even the imprisonment of the individuals involved and those who have turned a blind eye
to the problem.

The Act:

(a) makes it a criminal offence to give or offer a bribe, or to request, offer to receive or accept
a bribe, whether in the UK or abroad (the measures cover bribery of a foreign public official);

(b) makes it an offence for a director, manager or officer of a business to allow or turn a blind
eye to bribery within the organisation; and

(c) introduces a corporate offence of failure to prevent bribery by persons working on behalf
of a commercial organisation.

The Economic Crime and Corporate Transparency Act 2023 (‘ECCTA)’

The Economic Crime and Corporate Transparency Act 2023 (‘ECCTA") has introduced a new
offence of failure to prevent fraud (1st September 2025) by persons associated with a
business. NHS bodies now face a potentially unlimited fine where:

(a) An associate of the organisation commits a specified fraud offence; and
(b) the fraud is intended to benefit the organisation, directly or indirectly, or a person to
whom services are provided on behalf of the organisation.

The definition of ‘associate’ casts the net very wide and includes employees, suppliers,
subsidiaries, and anyone performing a service for or on behalf of the Trust.

The failure to prevent fraud offence is a strict liability offence where the organisation will be
liable. A statutory defence is available if the Trust has in place reasonable procedures to
prevent fraud. The Trust will ensure that it meets the six guiding principles in which counts as
“reasonable procedures” for fraud prevention under ECCTA (Economic Crime and Corporate
Transparency Act).

All individuals involved will also be personally liable and may be prosecuted for their role in
any offence.

Security management

SF12.23

Under the NHS Standard Contract, all organisations providing NHS services must put in place
and maintain appropriate security management arrangements. In line with their
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SFl2.24

SFI 3.

responsibilities, the Trust Chief Executive will monitor and ensure compliance on NHS security
management.

The Trust shall nominate a suitable person to carry out the duties of the Local Security
Management Specialist (LSMS) as specified by the Secretary of State for Health guidance on
NHS security management. The Chief Executive has overall responsibility for controlling and
coordinating security.

BUSINESS PLANNING, BUDGETS, BUDGETARY CONTROL, AND MONITORING

Preparation and approval of plans and budgets

SFI 3.1

SF1 3.2

SFI 3.3

SFI 3.4

SFI 3.5

SFI 3.6

SF1 3.7

The appropriate Executive Director will compile and submit to the Board a Business Plan,
which considers national and system planning guidance, capacity and demand, and
workforce, estates and financial targets. The annual business plan will represent the target
operating model for the financial year, operationalising the requirements and focus for the
coming year to support the Trust's longer term strategic objectives. The Business Plan will
contain:

(@) a statement of the significant assumptions on which the plan is based; and

(b) details of major changes in workload, delivery of services, or resources required to
achieve the plan.

The Business Plan will be submitted to the Greater Manchester Integrated Care Board and
NHS England in line with their deadlines, guidance, and requirements.

Prior to the start of the financial year the Chief Finance Officer will, on behalf of the Chief
Executive, prepare and submit income and expenditure plans for approval by the Board. Such
plans will:

(@) bein accordance with the aims and objectives set out in the Business Plan;
(b) triangulate with workforce, activity and efficiency plans

(c)  be produced following discussion with appropriate budget holders;

(d)  be prepared within the limits of available funds; and

(e) identify potential risks.

The Trust shall submit information in respect of its financial plans to the Greater Manchester
Integrated Care Board and NHS England, once approved by the Board of Directors.

The Chief Finance Officer will monitor actual financial performance against plan and report
variances and risks to the Board.

All budget holders must provide information as required by the Chief Finance Officer to enable
income and expenditure plans to be compiled.

Budget holders with divisional responsibility will formally approve their allocated income and
expenditure plans at the commencement of each financial year, in accordance with the Trust's
financial management processes.

with divisional responsibility, will electronically sign off their allocated income and expenditure
plans at the commencement of each financial year via the Trust's devolved financial
management system, the Finance Hub app via Qlik.
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SFI 3.8 The Chief Finance Officer has a responsibility to ensure that adequate training is delivered on
an on-going basis to budget holders, to help them manage their delegated financial
performance successfully.

Budgetary delegation

SFI 3.9 The Chief Executive may delegate the management of a budget to permit the performance of
a defined range of activities. This delegation must be in writing and be accompanied by a
clear definition of:

(@) the value of the delegated budget;

(b)  the purpose(s) of each budget heading;

(c)  whole time equivalents (WTES) in respect of pay budgets;
(d) individual and group responsibilities;

(e) authority to exercise virement;

4)) achievement of planned levels of service; and

(g) the provision of regular reports.

SFI 3.10 The Chief Executive, Executive Directors, Clinical Directors and delegated budget holders
must not exceed the budgetary total or virement limits set by the Board.

SFI 3.11 Any budgeted funds not required for their designated purpose(s) revert to the immediate
control of the Chief Executive, subject to any authorised use of virement.

SFI 3.12 Non-recurring budgets shall not be used to finance recurring expenditure without the authority
in writing of the Chief Executive, as advised by the Chief Finance Officer.

Budgetary control and reporting

SFI 3.13 The Chief Finance Officer will devise and maintain systems of budgetary control and reporting.
These will include the following:

(@) Bi-monthly financial reports to Finance and Performance Committee and Board,
including:

0] Key performance indicators via the Integrated Performance Report;

(i)  income and expenditure to date showing trends and forecast year-end position;
(i)  income and expenditure

(iv)  movements in working capital;

(v)  movements in cash and capital;

(vi) capital project expenditure and projected outturn against plan;

(vii) explanations of any material variances from plan; and

(viii) details of any corrective action where necessary and the Chief Executive's and/or
Chief Finance Officer's view of whether such actions are sufficient to correct the
situation.
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(b)  The issue of timely, accurate and comprehensible advice and financial reports to each
budget holder, covering the areas for which they are responsible.

(c) Investigation and reporting of variances from financial, activity and manpower budgets.

(d)  Monitoring of management action to address variances.

(e)  Arrangements for the authorisation of budget transfers.

4) Advice to the Chief Executive and the Board on the consequences and economic and
financial impact on future plans and projects of a change in policy, pay awards and other
events and trends affecting budgets.

SF1 3.14 Each budget holder is responsible for ensuring that:

(@) they remain within their budget allocation;

(b) any planned reduction in income or overspending on expenditure, which cannot be
addressed by virement, are reported to the Board of Directors;

(c) the amount provided in an approved budget is not used in whole or in part for any
purpose other than that specifically authorised, subject to the rules of virement;

(d) all recruitment of fixed term or permanent employees must be approved via the Trust's
current recruitment policy. Approval must be gained prior to engaging services of any
and all agency workers;

(e) they remain within their funded establishment;

4] they identify and implement cost improvements and income generation initiatives in
accordance with the requirements of the approved budget; and

(g) any proposal to increase revenue spending has an appropriate funding stream identified
and that this has been agreed by the Chief Executive. Proposals to increase revenue
spending should also be signed off by the Chief Finance Officer. This applies to all
revenue developments whether part of Annual Business Plan discussions or separate
business case initiatives, however funded.

SFI 3.15 The Chief Executive is responsible for identifying and implementing cost improvements and

income generation initiatives in accordance with the requirements of the Business Plan.

Budget transfer - virement

SFI 3.16 The facility of virement is available between budget holders/managers of different budgets.
Virement can involve the following different types of transfers:

(@) Transfers between non-pay budgets;
(b)  Transfers between staff budgets; and
(c) Transfers from staff to non-pay budgets. NB: Transfers from non-pay to staff budgets
are not allowable unless agreed and documented, by the Executive Team or as part of
the business planning process.
SFI 3.17 There is no financial ceiling limiting the amount of any one virement transfer. In all cases, the

Divisional Finance Manager shall be consulted. It is paramount that virement changes do not
undermine the integrity of the budgets.
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SFI13.18 To proceed with budget virements the agreement of both parties should be sought by the
Divisional Finance Manager.

Capital expenditure

SFI 3.19 The general rules applying to delegation and reporting shall also apply to capital expenditure.

Monitoring of performance

SFI 3.20 The Chief Executive is responsible for ensuring that
(@) the appropriate monitoring returns are submitted to NHS England;
(b) financial performance measures have been defined and are monitored and reasonable
targets have been identified for these measures;
(c) arobust system in in place for managing performance against the targets; and
(d) reporting lines are in place to ensure all performance is managed and arrangements

are in place to manage/respond to adverse performance.

Emergency expenditure

SFI 3.21 In instances which are deemed as critical the Chief Executive can approve unbudgeted
revenue expenditure up to a value of £10,000 (per instance) and with the additional agreement
of the Chairman up to £20,000 (per instance). Applications for such an approval must be
submitted to the ‘Associate Director of Financial Services and Payroll’ who will then forward
to the Chief Finance Officer for final submission to the CEO and Chairman.

SFI 4. ANNUAL ACCOUNTS AND REPORTS
SFl1 4.1 The Chief Finance Officer, on behalf of the Trust, will
(@) keep accounts, and in respect of each financial year;
(b)  prepare annual accounts, in such form as NHS England and Department of Health and
Social Care may, with the approval of the Treasury, direct;
(c) ensure that, in preparing annual accounts, the Trust complies with any directions given
by NHS England and Department of Health and Social Care with the approval of the
Treasury as to:
0] the methods and principles according to which the accounts are to be prepared;
and
(i)  the information to be given in the accounts.
(d) ensure that a copy of the annual accounts, and any report of the External Auditor on
them, are laid before Parliament and that copies of these documents are sent to NHS
Improvement; and
(e) submit financial returns to NHS England for each financial year in accordance with NHS
Improvement’s timetable.
SFl1 4.2 The Trust's audited annual accounts must be presented to the Board for approval and received

by the Council of Governors at a public meeting.
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SFI 4.3

SFl 4.4

SFI 5.

General

SFI5.1

SFI15.2

SFI5.3

The Trust's annual accounts must be audited by an auditor appointed by the Council of
Governors. The Trust's audited annual accounts must be presented at a public meeting and
made available to the public.

The Trust will publish an annual report, in accordance with guidelines on local accountability,
and present it at a public meeting. The document will comply with the Department of Health
and Social Care Group Accounting Manual.

BANK AND GBS ACCOUNTS

The Chief Finance Officer is responsible for managing the Trust’'s banking arrangements and
for advising the Trust on the provision of banking services and operation of accounts.

The Chief Finance Officer is responsible for negotiating the Trust's banking contracts,
establishing any associated mandates and naming personnel to be signatories for banking
transactions.

No employee may open or hold a bank account in the name and/or address of the Trust or of
its constituent hospitals/departments. Any employee aware of the existence of such an
account shall report the matter to the Chief Finance Officer.

Bank and GBS accounts

SFI5.4

The Chief Finance Officer is responsible for:
(@) bank accounts and Government Banking Service (GBS) accounts;
(b)  establishing separate bank accounts for the Trust’s charitable funds;

(c) ensuring payments made from bank or GBS accounts do not exceed the amount
credited to the account except where arrangements have been made;

(d)  reporting to the Board of any external borrowing requirements; and

(e) ensuring that procedures are maintained that document all transaction processing
relating to Trust bank accounts.

Banking procedures

SFI5.5

SFI 5.6

The Chief Finance Officer will prepare detailed instructions on the operation of bank and GBS
accounts which must include:

(&) the conditions under which each bank and GBS account is to be operated;
(b)  the limit to be applied to any overdraft; and
(c) those authorised to draw on the Trust's accounts.

The Chief Finance Officer must advise the Trust's bankers in writing of the conditions under
which each account will be operated.

Banking tendering and review

SFI 5.7

The Chief Finance Officer will review the commercial banking arrangements of the Trust at
regular intervals to ensure they reflect best practice and represent best value for money by
periodically seeking competitive tenders for the Trust's commercial banking business.
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SFI 5.8 Competitive tenders should be sought at least every five years, unless the Board determines
otherwise. The results of the tendering exercise should be reported to the Board. This review
is not necessary for GBS accounts.

SFI 6. INCOME, FEES AND CHARGES AND SECURITY OF CASH, CHEQUES AND OTHER
NEGOTIABLE INSTRUMENTS

Income systems

SFI1 6.1 The Chief Finance Officer is responsible for designing, maintaining and ensuring compliance
with systems for the proper recording, invoicing, collection and coding of all monies due.

SFI 6.2 Credit note authorisation will be determined for each manager depending on their
role/responsibility and a list of managers who are set up to undertake such approvals is
maintained within Oracle.

SFI 6.3 The Chief Finance Officer is also responsible for the prompt banking of all monies received.
Fees and charges

SFI 6.4 The Trust shall follow NHS Improvement’s guidance in setting prices for NHS Service
contracts, where services are not covered by a mandatory National Tariff. The Chief Finance
Officer is responsible for approving and regularly reviewing the level of all fees and charges
other than those determined by NHS England (such as Payment by Results National Tariffs),
HM Treasury or by statute. Independent professional advice on matters of valuation shall be
taken as necessary.

SFI 6.5 Where sponsorship income (including items in kind such as subsidised goods or loans of
equipment) is considered, the NHS Commissioning Board — Standards of Business Conduct
shall be followed.

SFI 6.6 All employees must ensure that an appropriate Service Level Agreement is in place in respect
of all transactions which they may initiate or deal with that results in an income stream for the
Trust. This will include but is not limited to contracts, leases, tenancy agreements, private
patient undertakings. Employees must also ensure that an appropriate mechanism is in place
for raising timely invoices to recover income due on such transactions.

Debt recovery

SFI1 6.7 The Chief Finance Officer is responsible for the appropriate recovery action on all outstanding
debts.
SFI 6.8 Income which is deemed due, but possibly uncollectable, should be dealt with in accordance

with debt recovery procedures, and reported as a write-off loss (SFI 15.5) where appropriate.
SFI 6.9 Overpayments should be detected (or preferably prevented) and recovery initiated.
Security of cash, cheques and other negotiable instruments
SFI 6.10 The Chief Finance Officer is responsible for:

(@) approving the form of all receipt books, agreement forms, or other means of officially
acknowledging or recording monies received or receivable;

(b)  ordering and securely controlling any such stationery;
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SFI 6.11

SFI 6.12

SFI 6.13

SFI 6.14

SFI 6.15

SF1 6.16

SFI1 6.17

SF1 6.18

SF16.19

SFI 7.

General

SFI 7.1

(c) the provision of adequate facilities and systems for employees whose duties include
collecting and holding cash, including the provision of safes or lockable cash boxes, the
procedures for keys, and for coin operated machines; and

(d)  prescribing systems and procedures for handling cash and negotiable securities on
behalf of the Trust.

Trust cash shall not under any circumstances be used for private transactions such as the
encashment of private cheques, bank to bank transfers or temporary loans.

Trust accounts should not be used for ad hoc temporary banking of employee funds or other
monies unrelated to Trust business and income, except patients’ monies held in trust.

Trust credit cards should not be used for personal expenditure, even if there is an intention to
reimburse the Trust.

Trust credit cards should not be used to pay employee expenses without prior approval, as
these should be reimbursed via Payroll.

All cheques, postal orders, cash etc. shall be banked intact. Disbursements shall not be made
from cash received, except under arrangements approved by the Chief Finance Officer.

The holders of safe keys shall not accept unofficial funds for depositing in their safes unless
such deposits are in special sealed envelopes or locked containers. It shall be made clear to
the depositors that the Trust is not to be held liable for any loss, and written indemnities must
be obtained from the organisation or individuals absolving the Trust from responsibility for any
loss.

During the absence (whether sickness or annual leave etc.) of the authorised safe key holder,
the officer who acts in their place shall be subject to the same controls as the normal holder
of the key. There shall be a written discharge of the safe and/or cash box contents on the
transfer of responsibilities, with the discharge document authorised by the relevant senior
officer and retained for audit inspection.

All incoming correspondence containing financial instruments or payment notifications shall
be handled in accordance with approved security procedures. Where physical payments (e.qg.,
cash or cheques) are received, they must be recorded promptly in the approved financial
system and secured until banking. Cheques should be crossed “Account Payee Only —
Wrightington, Wigan and Leigh Teaching Hospital NHS Foundation Trust.” Access to incoming
post or electronic remittance advice must be restricted to authorised staff, and appropriate
segregation of duties maintained.

Any loss or shortfall in cash, cheques or other negotiable instruments shall be reported
immediately. Where there is prima facie evidence of fraud, corruption and bribery it will be
necessary to follow the Trust's Counter Fraud Corruption and Bribery Policy and Response
Plan. Where there is no evidence of fraud and corruption the loss shall be reported in line with
losses procedures.

TENDERING AND CONTRACTING PROCEDURE

The procedure for making all contracts by, or on behalf of, the Trust shall comply with the
Trust's Standing Orders and Standing Financial Instructions.

Approved by the Audit Committee: 23rd February 2026
Review date: September 2025 19



Wrightington, Wigan and Leigh Teaching Hospitals NHS FT
Standing Financial Instructions

SFI17.2 The approval of business cases prior to the procurement process is covered in SFI 24.

SFI 7.3 In all instances, the intended expenditure should be reflective of the total life cycle
costs of provision of the goods and / or services.

Procurement
Competitive quotations

SFI 7.4 Competitive quotations are required where the intended expenditure or income is equal to, or
is reasonably expected to exceed £10,000 but not exceed £50,000 ex VAT.

(@) Quotations should be obtained from at least three suppliers based on specifications or
terms of reference prepared by, or on behalf of, the Trust.

(b)  Quotations should be submitted by email or via electronic sourcing software, as deemed
appropriate by the Procurement Department.

(c)  All quotations should be treated as confidential and should be retained for inspection.

(d) The Chief Executive or his/her nominated officer should evaluate the quotation and
select the quote which gives the best value for money. If this is not the lowest quotation
(if payment is to be made by the Trust), or not the highest (if payment is to be received
by the Trust), then the choice made and the reasons why should be recorded in a
permanent record.

SFI 7.5 Contract and tendering procedures within these SFIs should be applied to quotations as best
practice.

Competitive tendering

SFI 7.6 Competitive tenders are required where the intended expenditure or income is equal to or is
reasonably expected to exceed £50,000, but not exceed the relevant Procurement Legislation
threshold ex VAT.

SFI 7.7 The Trust shall ensure that competitive tenders are invited for:
(@) the supply of goods, materials and manufactured articles;

(b) therendering of services including all forms of management consultancy services (other
than specialised services sought from or provided by the DH);

(c) the design, construction and maintenance of building and engineering works (including
construction and maintenance of grounds and gardens); and

(d) disposals of Trust property or goods (unless specified in Error! Reference source not
found.).

SFI 7.8 Formal tendering procedures need not be applied where:

(@) the estimated expenditure or income does not, or is not reasonably expected to exceed
£50,000 excluding VAT;

(b) the supply is proposed under special arrangements negotiated by the DH, in which
event the said special arrangements must be complied with;
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(c) the Trust is disposing of Trust assets, as set out in SFI 7.69

(d) therequirementis covered by an existing contract (this includes contracts let by external
agencies on behalf of the NHS e.g. NHS Supply Chain); or

(e) thereis a national or regional sole supplier agreement in place.

Non—competitive waivers

SFI 7.9

SFI7.10

SFI 7.11

SFI 7.12

SFI 7.13

SFI17.14

SFI7.15

SFI 7.16

In exceptional instances where competitive quotations and tenders are not deemed possible,
Trust officers should seek the approval of the Trust to waive these requirements.

Requirements of a statutory nature, and/or services provided by other public sector
organisations that are sole suppliers are excluded from these tendering procedures and will
not require a non-competitive waiver.

Continued professional development and/or training courses that are either sole supplier,
provided by another public sector organisation or selected on the basis of geographical
location will not require a non-competitive waiver.

Contracts for the purchase or rental of land, existing buildings or other immovable property or
concerning rights on such property are excluded from the Public Contract Regulations and as
such will not require a non-competitive waiver

A waiver is not required where a repair is needed to equipment that is covered by an existing
approved framework maintenance agreement, and the value of the repair is below £20,000
(ex VAT).

Quotation and tendering procedures may only be waived in the following circumstances:

(&) very exceptionally, where the Chief Executive decides that formal tendering procedures
would not be appropriate, however in such instances the benefits and rationale must be
clearly demonstrated;

(b) timescales - where the timescale genuinely precludes competitive tendering but failure
to plan the work properly would not be regarded as a justification for a single tender;

(c) sole supplier - where specialist expertise is required and is available from only one
source;

(d)  maintaining continuity — when there is a clear benefit to be gained from maintaining
continuity with an earlier project and/or engaging a different supplier for the new task
would be inappropriate. However in such cases the benefits of such continuity must
outweigh any potential financial advantage to be gained by competitive tendering
(financial evidence must be provided in support); or

(e) standardisation where the requirement is an addition to a previously tendered range of
goods and services and clearly supports the Trust policy for standardisation.

The waiving of competitive quotation or tendering procedures should not be used to avoid
competition or for administrative convenience or to award further work to a consultant originally
appointed through a competitive procedure.

Where it is decided that a competitive quotation/ tendering is not applicable and should be
waived, the fact of the waiver and the reasons should be documented and recorded in an
appropriate Trust record and reported to the Audit Committee at each meeting.
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Authorisation of waivers

SFI 7.17

SFI17.18

Where competitive tendering or a competitive quotation process is to be waived, the
authorisation limits stipulated are as follows.

Amount Authorisation

Less than £10,000 ex VAT No waiver required

£10,001K - £50,000 ex VAT Deputy Director of Operational Finance or

Programme Director — Financial Transformation

£50,001 - £100,000 ex VAT Director of Operational Finance
£100,001 to legislative threshold ex ) ] )
VAT Chief Finance Officer

Up to and over legislative threshold ex

VAT Chief Executive (or Deputy)

Expenditure exceeding the relevant legislative threshold may not be waived, unless specified
in the Procurement legislation. The Trust Procurement Department will advise in these
circumstances.

Frameworks and approved supplier lists

SFI17.19

SF17.20

SFI7.21

The Trust shall use framework operators and their associated framework contracts, as
approved by NHSE Central Commercial function. If the Trust does not use frameworks as
mentioned in SFI 7.19, and where tenders or quotations are not required because expenditure
is below £10,000, the Trust shall procure goods and services in accordance with procurement
procedures approved by the Chief Finance Officer.

The Trust shall ensure that the suppliers invited to tender for estates-related contracts (and
where appropriate, quote) are among those on approved lists such as, ProCure22 or the latest
DHSC framework providing design and construction services or those outlined in SFI 7.19.

All firms who have applied for permission to tender must satisfy the Trust as to their technical
and financial competence. All suppliers must adhere, where appropriate, to the standard NHS
Terms and Conditions.

Exceptions to using approved contractors

SFI 7.22

If, in the opinion of the Chief Executive and either the Chief Finance Officer or the Director
with lead responsibility for clinical governance, it is impractical to use a potential contractor
from the list of approved suppliers (for example where specialist services or skills are required
and there are insufficient suitable potential contractors on the list), or where a list for whatever
reason has not been prepared, the Chief Executive should ensure that appropriate checks are
carried out as to the technical and financial capability of those firms that are invited to tender
or quote.

Contracting/tendering procedure
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SF17.23 The Trust has adopted an “e-tendering” system to issue and receive all tenders electronically.

SFI 7.24 All invitations to tender on a formal competitive basis shall state the date and time as being
the latest time for the receipt of tenders, and no tender will be considered for acceptance
unless submitted through the e-tender system, as instructed within the tender documentation.

SFI7.25 Every tender for goods, materials, services or disposals shall embody such of the NHS
Standard Contract Conditions as are applicable.

SFI 7.26 Every tender for goods and services shall embody the NHS Terms and Conditions and, as
appropriate, the contract form required for the specific goods and services.

SFI 7.27 Where the Trust is tendering to undertake the provision of goods/services for another
organisation then a full financial appraisal must be undertaken and approved by Executive
Team Meeting (ETM) prior to any invitation to tender being submitted. Where approval has
been granted a full business case must be completed and approved in accordance with the
business case approval process during the period in which the contract is being agreed.

Receipt and safe custody of tenders

SF17.28 All tenders must be issued and managed via the Trust's, or other approved, electronic
tendering systems. No hard copy tenders will be accepted.

SFI7.29 Electronic tenders will be held and locked electronically until the allocated time and date for
opening.

Opening tenders

SFI 7.30 The electronic tendering system is a fully automated, auditable system which seals bids until
the response deadline has passed. Therefore, the originating Contract Manager will be
deemed authorised to access the electronic tenders and release them once the sealed date
and time has passed.

SFI 7.31 A full electronic record of the tenders received will be available in accordance with the agreed
parameters of the system.

Admissibility of tenders

SF17.32 In considering which tender to accept, if any, the designated officer(s) shall have regard to
whether value for money will be obtained and whether the number of tenders received
provides adequate competition.

SF17.33 Tenders received after the due time and date may be considered only if the tenders received
on the due date have not been opened and the designated officer(s) decide that there are
exceptional circumstances, e.g. where significant financial, technical or delivery advantages
would accrue, being satisfied that there is no reason to doubt the bona fides of the tenders
concerned.

SF17.34 The Chief Executive or the Chief Finance Officer shall decide whether such tenders are
admissible and whether re-tendering is desirable. Re-tendering may be limited to those
tenders reasonably in the field of consideration in the original competition.

SFI17.35 Technically late tenders (i.e. those dispatched in good time but delayed through no fault of the
tenderer) will be regarded as having arrived in due time.

SFI7.36 Incomplete tenders (i.e. those from which information necessary for the adjudication of the
tender is missing) and amended tenders (i.e. those amended by the tenderer upon their own
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SFI 7.37

SFI 7.38

SFI 7.39

SFI 7.40

SFI 7.41

SFI7.42

SFI 7.43

initiative either orally or in writing after the due time for receipt) should be dealt with in the
same way as late tenders.

Where examination of tenders reveals errors, which would affect the tender figure, the tenderer
is to be given details of such errors and afforded the opportunity of confirming or withdrawing
their offer.

Necessary discussions with a tenderer regarding the contents of their tender, in order to
elucidate before the award of a contract, need not disqualify the tender.

While decisions as to the admissibility of late, incomplete, or amended tenders are under
consideration and while re-tenders are being obtained, the tender documents shall remain
strictly confidential and kept in safekeeping by an officer designated by the Chief Executive.

Where only one tender/quotation is received, the designated officer(s) shall, as far as
practicable, ensure that the price to be paid is fair and reasonable.

A tender other than the most economically advantageous tender shall not be accepted unless
for good and sufficient reason and a record of that reason be created and approved by the
Chief Executive and held with the appropriate tender documentation.

Where the form of contract includes a fluctuation clause, all applications for price variations
must be submitted in writing by the tenderer and shall be approved by either the Chief
Executive or the Chief Finance Officer.

All Tenders should be treated as confidential and should be retained for inspection.

Acceptance of tenders

SFI 7.44

SFI 7.45

SFI 7.46

SFI 7.47

SFI 7.48

Any discussions with a tenderer which are deemed necessary to clarify technical aspects of
their tender before the award of a contract will not disqualify the tender.

The lowest tender, if payment is to be made by the Trust, or the highest, if payment is to be
received by the Trust, shall be accepted unless the Chief Executive determines that there are
good and sufficient reasons to the contrary. Such reasons shall be set out in either the contract
file, or other appropriate record.

It is accepted that the lowest price does not always represent the best value for money. Other
factors affecting the success of a project include:

(@) experience and qualifications of team members;
(b)  understanding of client’s needs;

(c) feasibility and credibility of proposed approach; and
(d)  ability to complete the project on time.

Where other factors are taken into account in selecting a tenderer, these must be clearly
recorded and documented in the contract file, and the reason(s) for not accepting the lowest
tender clearly stated.

Post tender negotiations on price shall not be entered into without the specific prior approval
of the Chief Finance Officer in writing and must be in accordance with UK and Procurement
legislation. Such approvals shall not be given without prior consultation with the Chairman of
the Audit Committee or the Chairman of the Finance & Performance Committee. Such
negotiations are to be carried out by a senior manager specifically designated by the Chief
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Finance Officer, withessed by a second manager, and approved by the Chief Executive. The
range and scope of the negotiations are to be determined by the Chief Finance Officer on each
and every occasion.

SFI 7.49 No tender shall be accepted which will commit expenditure in excess of that which has been
allocated by the Trust and which is not in accordance with these Instructions, except with the
authorisation of the Chief Executive.

SFI 7.50 The use of these procedures must demonstrate that the award of the contract was not in
excess of the going market rate/price current at the time the contract was awarded, and that
best value for money was achieved.

SFI 7.51 All tenders should be treated as confidential and should be retained for inspection.
Signing of contracts

SFI 7.52 In all instances, the Trust's Procurement Team must be engaged in the tender procurement
process prior to an official order being raised.

SFI 7.53 SFI 7.52 to SFI 7.56 refers specifically to circumstances where a contract needs to be signed
(see DHSC guidance document available on the www.gov.uk website).

SFI 7.54 Contracts should be approved as follows:
Amount Authorisation
Less than £10,000 ex VAT Trust Procurement Manager
£10,001k - £25,000 ex VAT Deputy Director of Operational Finance or Programme Director

— Financial Transformation

Up to £50,000 ex VAT Director of Operational Finance

Up to legislative threshold ex VAT Chief Finance Officer

Over legislative threshold ex VAT Chief Executive (or Deputy)

Tender reports to the Board of Directors
SFI 7.55 Reports to the Board of Directors will be made on an exceptional circumstance basis only.
Fair and adequate competition

SFI 7.56 The Trust shall ensure that invitations to tender are sent to a sufficient number of
firms/individuals to provide fair and adequate competition as appropriate, and, unless not
practicable, in no case less than three firms/individuals, having regard to their capacity to
supply the goods or materials or to undertake the services or works required.

Expenditure to be within financial limits

SFI 7.57 No tender or quotation shall be accepted which will commit expenditure in excess of that which
has been allocated by the Trust and which is not in accordance with Standing Financial
Instructions except with the authorisation of either the Chief Executive or Chief Finance Officer.

Reverse e-auctions
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SFI 7.58 Where appropriate, the Trust will use e-auctions, and partner organisations to conduct e-
auctions on its behalf and will determine throughout the year the most appropriate product
areas that will achieve the best value by being managed through an e-auction.

SFI 7.59 The results of the e-auction will be made available for scrutiny and ratification using a similar
process to that of electronic tenders, and a record will be kept of the submissions in full.

Health care services

SFI 7.60 Where the Trust elects to invite tenders for the supply of health care services, these Standing
Financial Instructions shall apply as far as they are applicable to the tendering procedure.

Iltems which subsequently breach thresholds after original approval

SFI 7.61 Items estimated to be below the limits set in these Standing Financial Instructions for which
formal tendering procedures are not used, which subsequently prove to have a value above
such limits, shall be reported to the Audit Committee on a quarterly basis and be recorded in
an appropriate Trust record.

Authorisation of tenders and competitive quotations

SFI 7.62 Providing all the conditions and circumstances set out in these Standing Financial Instructions
have been fully complied with, formal authorisation and awarding of a contract may be decided
in line with SFI 7.52.

SFI 7.63 In the case of authorisation by the Board of Directors, this shall be recorded in their minutes.

Private finance for capital procurement

SF1 7.64 When considering PFI funding the Trust should normally market-test. When the Board
proposes, or is required, to use finance provided by the private sector the following should
apply:

(@) the Chief Executive shall demonstrate that the use of private finance represents value
for money and genuinely transfers risk to the private sector;

(b)  a business case must be referred to the Department of Health and Social Care, NHS
Improvement, or as per current guidelines.

(c) the proposal must be specifically agreed by the Board of the Trust; and

(d) the selection of a contractor/finance company must be on the basis of competitive
tendering or quotations.

Compliance requirements for all contracts

SFI 7.65 The Board may only enter into contracts on behalf of the Trust within the statutory powers
delegated to it by the Secretary of State and shall comply with:

(@) the Trust’s Standing Orders and Standing Financial Instructions;
(b)  Procurement legislation and other statutory provisions;

(c) any relevant directions including the Capital Investment Manual, Health Building Note
00-08: Estatecode and guidance on the Procurement and Management of Consultants;

(d)  such of the NHS Standard Contract Conditions as are applicable; and
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SFI 7.66

SFI 7.67

SFI 7.68

Disposals

SFI 7.69

(e) appropriate NHS guidance regarding the form of contracts with foundation trusts.

Where appropriate, contracts shall be in, or embody, the same terms and conditions of
contract as the basis on which tenders or quotations were invited.

In all contracts made by the Trust, the Board shall endeavour to obtain best value for money
by use of all available systems in place.

Commercial negotiations and the establishment of a contract management framework may
only be undertaken by members of the Procurement Department, unless otherwise authorised
by the Chief Executive or Chief Finance Officer.

Competitive Tendering or Quotation procedures shall not apply to the disposal of:

(@) any matter in respect of which a fair price can be obtained only by negotiation or sale
by auction as determined (or pre-determined in a reserve) by the Chief Executive or
his/her nominated officer;

(b)  obsolete or condemned articles and stores, which may be disposed of in accordance
with the relevant disposal policy of the Trust;

(c) items arising from works of construction, demolition or site clearance, which should be
dealt with in accordance with the relevant contract; and

(d)  land or buildings subject to compliance with DH guidance.

In-house services and benchmarking

SFI7.70

SFI 7.71

SFI7.72

The Chief Executive shall be responsible for ensuring that best value for money can be
demonstrated for all services provided in-house. The Trust may also determine from time to
time that in-house services should be market tested by competitive tendering. This will be
undertaken adopting a two-stage process.

The process for undertaking the Best Value Review is set out below.

(@) Establish a cross-functional project team, to include senior representatives from the
department which is the focus of the exercise, Finance, Procurement, staff-side and
HR, with project management responsibility residing with the Associate Director of
Procurement.

(b)  The project team will be responsible for the scope and specifics of the departmental
review. This should include quality targets and innovations, as well as cost analysis.
Specific metrics would include the range of services offered, head count, and
comparison of KPI data, with the aim of providing the Trust with a holistic view of the
value received from the existing in-house service provider. For benchmarking, at least
one comparator must be an external provider.

(c) The project team are responsible for the production of a report in which
improvements/opportunities are identified. The department or service in question is
then given a period of 3 months to make any necessary improvements to the in-house
service provision, to align itself to the ‘best in class’ targets. Where improvements are
not achieved, escalation to a full ‘market testing’ exercise is an executive decision.

On the basis of the outcome of the benchmarking exercise, the Trust may determine that in-
house services should be market tested by competitive tendering.
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SFI 7.73

SFI 7.74

SFI 7.75

SFI7.76

In all cases where the Board determines that in-house services should be subject to
competitive tendering the following groups shall be set up:

(@) specification group, comprising the Chief Executive or nominated officer(s) and
specialist;

(b) in-house tender group, comprising a nominee of the Chief Executive and technical
support; and

(c) evaluation team, comprising normally a specialist officer, a Procurement officer and a
representative of the Chief Finance Officer.

All groups should work independently of each other, and individual officers may be a member
of more than one group, but no member of the in-house tender group may participate in the
evaluation of tenders.

The evaluation team shall make recommendations to the Board.

The Chief Executive shall nominate an officer to oversee and manage the contract on behalf
of the Trust.

Applicability of SFIs on tendering and contracting to funds held in trust

SKFI 7.77

SFI 8.

These Instructions shall equally apply to expenditure from charitable funds.

NON-PAY EXPENDITURE

Delegation of authority

SFI 8.1

SF1 8.2

SFI 8.3

The Board will approve the level of non-pay expenditure on an annual basis and the Chief
Executive will determine the level of delegation to budget managers.

The Chief Executive will set out:

(@) the list of managers who are authorised to place requisitions for the supply of goods
and services; and

(b)  the maximum level of each requisition and the system for authorisation above that level.

The Chief Executive shall set out procedures on the seeking of professional advice regarding
the supply of goods and services.

Authorisation levels for approval of purchase orders

SFI 8.4 The below table details the internal approval levels and limits applicable for the procurement
of goods and services through the Trust's procurement order processing system.
SFI 9.
Approval Approval Level - Posts Apprqval
Level Limit
1 Chief Executive/Deputy Chief Executive/Chief Finance Officer £1,000,000
2 Director of Operational Finance £300,000
3 Executive Director £250,000
4 Associate Director / Deputy Director £150,000
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5 Head of Department or Service £20,000
6 Deputy Head of Department/Head of Service £10,000
7 Senior Department/Service Manager £5,000
8 Department/Service Manager £2,500
9 Department/Service Approver £1,000
10 Requestor Only N/A
SFI 9.1 In cases where expenditure is over £1,000,000, the Chief Executive’s limit will be increased

to allow electroni