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Executive Summary 

Context 
Attached to this paper is a document which seeks to codify and consolidate the Trust’s 
governance framework, incorporating what was previously known as the assurance and 
escalation framework.  The document is in final draft form and is submitted to the Trust Board 
for review and comments. 

Questions  
1. Does the Trust Board have any comments to make on the draft governance framework 

attached? 

Conclusion 
Subject to the comments of the Board, the Director of Corporate and Legal Affairs will finalise 
and circulate the governance framework.  The framework will be kept under review and 
proposed revisions will be notified to the Board as and when necessary – with a report being 
submitted at least annually to the Board. 
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For Reference 
Edit as appropriate: 

 
1. The following objectives were considered when preparing this report: 

Safe, high quality, patient centred healthcare  [Yes] 
Effective, integrated emergency care   [Yes] 
Consistently meeting national access standards [Yes]  
Integrated care in partnership with others  [Yes]   
Enhanced delivery in research, innovation & ed’ [Yes]   
A caring, professional, engaged workforce  [Yes] 
Clinically sustainable services with excellent facilities [Yes] 
Financially sustainable NHS organisation  [Yes] 
Enabled by excellent IM&T    [Yes] 
 
2. This matter relates to the following governance initiatives: 

Organisational Risk Register     
Board Assurance Framework     

 

3. Related Patient and Public Involvement actions taken, or to be taken: N/A 

 
4. Results of any Equality Impact Assessment, relating to this matter: N/A 

 

5. Scheduled date for the next paper on this topic: June 2017 Trust Board 

 

6. Executive Summaries should not exceed 1 page. [My paper does comply] 

 
7. Papers should not exceed 7 pages.     [My paper does not comply] 
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INTRODUCTION 

1 Corporate governance is about leadership and is the system by which all 
Board-led organisations across the public and private sectors are directed and 
controlled, including NHS Trusts.  It should provide ambitious, effective but 
prudent direction that can help to deliver success over time.  It is the business 
of the Board and is separate from day to day operational management carried 
out by Executives and the management structure they head.  Because 
corporate governance is ‘what the Board does’, it is the business and 
responsibility of every Director, Executive and Non-Executive alike. 

2 Successful Boards, for the most part, lead successful organisations and 
organisational failure whether in the public or private sector, can invariably be 
traced back to ineffective Board leadership.  The key to a successful Board is 
good governance: delivering effective strategies, ethical leadership, 
meaningful challenge and real accountability.  In the NHS, high quality 
services cannot be delivered without earning and retaining the trust of the 
public, and it is good governance that establishes the principles on which trust 
is built.  So, in short, good governance is indispensable. 

3 This document describes the Trust’s Governance Framework. 

4 Through its governance arrangements, the Trust Board aims to: 

• ensure it meets its statutory obligations; 
• ensure the effective stewardship of public funds; 
• maximise the effectiveness of the organisation; 
• be a model of excellence in corporate governance by adopting the highest 

standards of business conduct. 
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NHS CONSTITUTION 
 
5 The NHS Constitution establishes the principles and values of the NHS in 

England.  It sets out rights to which patients, public and staff are entitled, and 
pledges which the NHS is committed to achieving, together with 
responsibilities which the public, patients and staff owe to one anoher to 
ensure that the NHS operates fairly and effectively. 

 
6 All NHS bodies and private and third sector providers supplying NHS services 

are required by law to take account of this Constitution in their decisions and 
actions. 

 
7 University Hospitals of Leicester NHS Trust will adhere to the principles that 

guide the NHS, as set out in the NHS Constitution:- 
 

• The NHS provides a comprehensive service, available to all 

It is available to all irrespective of gender, race, disability, age, sexual 
orientation, religion, belief, gender reassignment, pregnancy and maternity or 
marital or civil partnership status. The service is designed to improve, prevent, 
diagnose and treat both physical and mental health problems with equal 
regard. It has a duty to each and every individual that it serves and must 
respect their human rights. At the same time, it has a wider social duty to 
promote equality through the services it provides and to pay particular 
attention to groups or sections of society where improvements in health and 
life expectancy are not keeping pace with the rest of the population. 

• Access to NHS services is based on clinical need, not an individual’s 
ability to pay 

NHS services are free of charge, except in limited circumstances sanctioned 
by Parliament. 

• The NHS aspires to the highest standards of excellence and 
professionalism 

It provides high quality care that is safe, effective and focused on patient 
experience; in the people it employs, and in the support, education, training 
and development they receive; in the leadership and management of its 
organisations; and through its commitment to innovation and to the promotion, 
conduct and use of research to improve the current and future health and care 
of the population. Respect, dignity, compassion and care should be at the 
core of how patients and staff are treated not only because that is the right 
thing to do but because patient safety, experience and outcomes are all 
improved when staff are valued, empowered and supported. 
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• The patient will be at the heart of everything the NHS does 

It should support individuals to promote and manage their own health. NHS 
services must reflect, and should be coordinated around and tailored to, the 
needs and preferences of patients, their families and their carers. As part of 
this, the NHS will ensure that in line with the Armed Forces Covenant, those 
in the armed forces, reservists, their families and veterans are not 
disadvantaged in accessing health services in the area they reside. Patients, 
with their families and carers, where appropriate, will be involved in and 
consulted on all decisions about their care and treatment. The NHS will 
actively encourage feedback from the public, patients and staff, welcome it 
and use it to improve its services. 

• The NHS works across organisational boundaries 

It works in partnership with other organisations in the interest of patients, local 
communities and the wider population. The NHS is an integrated system of 
organisations and services bound together by the principles and values 
reflected in the Constitution. The NHS is committed to working jointly with 
other local authority services, other public sector organisations and a wide 
range of private and voluntary sector organisations to provide and deliver 
improvements in health and wellbeing. 

• The NHS is committed to providing best value for taxpayers’ money 

It is committed to providing the most effective, fair and sustainable use of 
finite resources. Public funds for healthcare will be devoted solely to the 
benefit of the people that the NHS serves. 

• The NHS is accountable to the public, communities and patients that it 
serves 

 The NHS is a national service funded through national taxation, and it is the 
government which sets the framework for the NHS and which is accountable 
to Parliament for its operation. However, most decisions in the NHS, 
especially those about the treatment of individuals and the detailed 
organisation of services, are rightly taken by the local NHS and by patients 
with their clinicians. The system of responsibility and accountability for taking 
decisions in the NHS should be transparent and clear to the public, patients 
and staff. The government will ensure that there is always a clear and up-to-
date statement of NHS accountability for this purpose. 
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THE SEVEN PRINCIPLES OF PUBLIC LIFE (THE NOLAN PRINCIPLES) 
 
8 The University Hospitals of Leicester NHS Trust Board subscribes to the NHS 

Code of Conduct and Code of Accountability and has adopted the Nolan 
Principles, ‘The Seven Principles of Public Life, which are the basis of the 
ethical standards expected of public officer holders: 

 
• Selflessness 

Holders of public office should act solely in terms of the public interest. 

• Integrity 

Holders of public office must avoid placing themselves under any obligation to 
people or organisations that might try inappropriately to influence them in their 
work. They should not act or take decisions in order to gain financial or other 
material benefits for themselves, their family, or their friends. They must 
declare and resolve any interests and relationships. 

•  Objectivity 

Holders of public office must act and take decisions impartially, fairly and on 
merit, using the best evidence and without discrimination or bias. 

• Accountability 

Holders of public office are accountable to the public for their decisions and 
actions and must submit themselves to the scrutiny necessary to ensure this. 

• Openness 

Holders of public office should act and take decisions in an open and 
transparent manner. Information should not be withheld from the public unless 
there are clear and lawful reasons for so doing. 

• Honesty 

Holders of public office should be truthful. 

• Leadership 

Holders of public office should exhibit these principles in their own behaviour. 
They should actively promote and robustly support the principles and be 
willing to challenge poor behaviour wherever it occurs. 
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CODE OF CONDUCT: STANDARDS FOR NHS BOARDS AND CLINICAL 
COMMISSIONING GROUP GOVERNING BODIES IN THE NHS IN ENGLAND 
 
9 Given the significant public profile and responsibility members of NHS Boards 

hold, the University Hospitals of Leicester NHS Trust Board recognises that it 
is vital that those appointed inspire and retain the confidence of the public, 
patients and NHS staff at all times.  In consequence, the Trust Board has 
adopted the Code of Conduct: Standards for NHS Boards and Clinical 
Commissioning Group Governing Bodies in the NHS in England (Professional 
Standards Authority: November 2012). 

 
10 The Standards emphasise the importance of Board members acting in the 

interests of patients, service users and the communities they serve, upholding 
the law and being fair and honest in all their dealings. 

 
11 Specifically, the Standards cover: 
 

• personal behaviour; 
• technical competence, and 
• business practices. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

5 
 



LEGAL FRAMEWORK 
 
 Statutory Authorisation 
 
12 UHL NHS Trust is a statutory body established on 1st November 1999                          

via Statutory Instrument 1999 No 2921 (the Establishment Order) under the 
National Health Service and Community Care Act 1990. 

 
13 Under Section 5 (1) (a) of the National Health Service and Community Care 

Act 1990, the Trust was established to assume responsibility for the 
ownership, management of and the provision of goods and services for the 
purposes of the health service at the Leicester Royal Infirmary, Leicester 
General Hospital and Glenfield Hospital. 

 
14 As a statutory body, the Trust has specified powers to contract in its own 

name and to act as a corporate trustee.  In the latter role, it is accountable to 
the Charity Commission for those funds deemed to be charitable. 
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TRUST VALUES 
 
15 The Trust Board of University Hospitals of Leicester has agreed a set of 

values and the expectation is that these values are reflected by the 
behaviours of all staff at all times:- 

 
16 The values were created with the input of staff and they are in line with, and 

support, the NHS Constitution. 
 
17 The Trust’s values and associated behaviours are set out below. 
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TRUST BOARD 
 
18 Schedule 5 of the NHS Act 2006 stipulates that NHS Trusts must have a 

Board of Directors (“the Trust Board”) consisting of Executive Directors and 
Non-Executive Directors. 

 
19 The University Hospitals of Leicester NHS Trust Board comprises 13 voting 

members: 
 

• a Chairman 
• 7 Non-Executive Directors 
• 5 Executive Directors. 

 
20 The Chairman and Non-Executive Directors are appointed by the NHS Trust 

Development Authority (now known as ‘NHS Improvement’) for an initial 
period of up to four years.  As a teaching hospital, one of the Non-Executive 
Directors is nominated by the University of Leicester. 

 
21 The 5 Executive Directors are appointed by an appointments committee of the 

Trust Board.  The Executive Directors are as follows:- 
 

• Chief Executive 
• Chief Financial Officer 
• Chief Nurse 
• Chief Operating Officer (Deputy Chief Executive) 
• Medical Director. 

 
22 The purpose of NHS Boards is to govern effectively, and in so doing build 

patient, public and stakeholder confidence that their health and healthcare is 
in safe hands.  This fundamental accountability to the public and stakeholders 
is delivered by building confidence:- 

 
• in the quality and safety of health services, 
• that resources are invested in a way that delivers optimal health outcomes, 
• in the accessibility and responsiveness of health services, 
• that patients and the public can help to shape health services to meet their 

needs, 
• that public money is spent in a way that is fair, efficient, effective and 

economic. 
 

23 In summary, an NHS Board has the same role as any other unitary Board: 
setting strategic direction, supporting the work of the Executive; setting the 
culture of the organisation; and being accountable to stakeholders for 
outcomes delivered. 
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ROLES OF BOARD MEMBERS 
 
24 All Board members share corporate responsibility for formulating strategy, 

ensuring accountability and shaping culture.  They also share responsibility 
for ensuring that the Board operates as effectively as possible. 

 
25 The Chair and Chief Executive have complementary roles in Board 

leadership.  These are set out in more detail in the table at appendix 1, but it 
is helpful to identify the essence of these two roles, which are: 

 
• the Chair leads the Board and ensures the effectiveness of the Board; 
 
• the Chief Executive leads the executive and the organisation 
 

26 However there are also distinct roles for different members of the Board, and 
indeed there are distinct roles depending on the type of NHS organisation. 

 
27 The table attached at appendix 1 summarises the roles of Board members 

(from ‘The Healthy NHS Board 2013’). 
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HOW THE TRUST BOARD CONDUCTS ITS BUSINESS 
 
 Trust Board Meetings 
 
28 The Trust Board meets in public monthly and dates and times of the meetings 

are published via the Trust’s website.  The venues for meetings are rotated 
across our three hospital sites. 

 
29 An agenda and papers for Board meetings are circulated at least three days 

in advance of the meeting and are published on the Trust’s website. 
 
30 The Trust Board also meets in private to deal with confidential business, 

typically consisting of personal information and/or information which is 
commercial in confidence. 

 
 Corporate Governance Policies 
 
31 In line with statutory requirements and good practice, the Trust Board has 

adopted a suite of corporate governance policies which include: 
 

• Standing Orders; 
• Standing Financial Instructions; 
• Scheme of delegation – which sets out matters reserved for 

consideration by the Board and the terms of reference of Committees 
established by the Board; 

• Policy on fraud 
• Code of Business Conduct for Trust staff. 

 
32 The policies mentioned above are reviewed annually and proposed changes 

are recommended to the Board for approval. 

 Induction 

33 On joining the Board, Non-Executive Directors are given background 
information describing the Trust and its activities.  A full induction programme 
is arranged. 

 Board Development 

3  Our Board recognises the importance of effectively gauging its own 
performance so that it can draw conclusions about its strengths and 
weaknesses, and take necessary steps to improve. The Board is keen to 
ensure that it is: 

• operating at maximum efficiency and effectiveness; 

• adding value; and 

• providing a yardstick by which it can both measure its own 
effectiveness and  prioritise its activities for the future. 
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35  Building on the findings of a third party external adviser carried out in 2014/15, 
during 2015/16 the Trust Board implemented a programme of work (supported 
by external consultants) to improve Board and Board committee reporting. 
This work has helped us to: 

• align the Board agenda to our priorities and the things that matter most; 

• stimulate more forward-looking and strategic conversations in the 
boardroom; 

• reduce duplication and size of the Board pack whilst increasing visibility 
and insight; 

• embed the tools, skills and capability to deliver high quality reports and 
executive summaries that meet the Board’s information needs.   

Board Thinking Days 

36 Outside of its formal meetings, the Board holds development sessions 
(‘Thinking Days’) each month throughout the year.  

 Annual Objectives 

37  The Chairman sets objectives for the Chief Executive and Non-Executive 
Directors for each financial year.  In turn, the Chief Executive sets objectives 
for the Executive Directors and Corporate Directors in relation to the delivery 
of the Annual Plan.  Performance against objectives is reviewed formally on 
an annual basis by the Chairman and Chief Executive, respectively. 

 Quality and Performance Report 

38 The Chief Executive reports on key issues to each public Board meeting and 
a Quality and Performance Dashboard forms part of this report.  

 To ensure that the Board is aware to a sufficient degree of granularity of what 
is happening in the hospitals, a comprehensive quality and performance 
report is reviewed at each monthly meeting of the Board’s Integrated Finance, 
Performance and Investment Committee (IFPIC) and Quality Assurance 
Committee (QAC).  This report is also published as part of our Trust Board 
papers. 

39 The monthly report: 

• is structured across several domains: ‘safe’; ‘caring’; ‘well-led’; 
‘effective’; ‘responsive’; and ‘research’; 

• includes information on our performance against the NHS Trust 
Development Authority (now ‘NHS Improvement’) Accountability 
Framework; 

• includes performance indicators rated red, amber or green; 

• is complemented by exception reports and commentaries from the 
accountable Executive Directors identifying key issues to the Board 
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and, where necessary, corrective actions to bring performance back on 
track. 

Interactive governance 

40 The formal Board performance management reporting framework is 
accompanied by a series of measures to achieve a more interactive style of 
governance, moving beyond paper reporting.  Examples include: 

• patient stories, which are presented in public at each Board meeting.  
These shine a light on individual experiences of care provided by our 
organisation and act as a catalyst for improvement; and 

• Board members carry out regular patient safety walkabouts. 
41 These arrangements allow Board members to help model the Trust’s values 

through direct engagement, as well as ensuring that Board members take 
back to the boardroom an enriched understanding of the lived reality for staff, 
public and patients. 

Strategic objective and annual priorities 

42 Each year, the Trust Board reviews its strategic objectives to confirm that they 
remain fit for purpose.  Having regard to the agreed strategic objectives, the 
Trust Board also annually sets priorities for the ensuing financial year. 

43 The Chief Executive reports quarterly to the Trust Board on performance 
against the annual priorities, allowing the Board to gauge progress towards 
realisation of the organisation’s strategic objectives. 
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TRUST BOARD COMMITTEE STRUCTURE 

 

44 In order to enable accountability, Boards are required to establish Committees 
responsible for audit and remuneration.  Current good practice also 
recommends a quality-focused Committee of the Board, and also a 
Committee which can provide the Board with assurance on financial and 
operational performance matters. 

 

45 The Trust operates a well‐established committee structure to strengthen its 
focus on quality governance, finance and performance, and risk management. 
The structure has been designed to provide effective governance over, and 
challenge to patient care and other business activities. The committees carry 
out detailed work of assurance on behalf of the Trust Board. A diagram 
illustrating the Board committee structure is set out below. 

 

 

 

 

 

 

 

 

 

 

 

46 All of the Board committees are chaired by a Non‐Executive Director and 
comprise a mixture of both Non‐Executive and Executive Directors within their 
memberships. The exceptions to this are the Audit Committee and the 
Remuneration Committee, which (in accordance with NHS guidance) 
comprise Non‐Executive Directors exclusively.  All Non-Executive Directors  
attend all Board level committee meetings.  The only exception to this is in 
respect of the Audit Committee – in line with good corporate governance, the 
Chairman of the Trust is not a member of the Audit Committee and does not 
normally attend its meetings. 

47 The Audit Committee is established under powers delegated by the Trust 
Board with approved terms of reference that are aligned with the NHS Audit 
Committee Handbook.  It discharges its responsibilities for scrutinising the 
risks and controls which affect all aspects of our organisation’s business.  The 

Chairman 

Charitable Funds 
Committee Trust Board 

Audit 
Committee 

Integrated Finance, 
Performance and 

Investment Committee 

Quality Assurance 
Committee 

Remuneration 
Committee 
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Audit Committee receives reports at each of its meetings from the External 
Auditor, Internal Auditor and the Local Counter-Fraud Specialist, the latter 
providing the Committee with assurance on the organisation’s work 
programme to deter fraud. 

48 The Integrated Finance, Performance and Investment Committee meets 
monthly to oversee the effective management of the Trust’s financial 
resources and operational performance across a range of measures.  

49 The Quality Assurance Committee also meets monthly and seeks assurances 
that there are effective arrangements in place for monitoring and continually 
improving the quality of healthcare provided to patients. 

50 The minutes of each meeting of the Board committees are submitted to the 
next available Trust Board meeting for consideration.  Recommendations 
made by the committees to the Trust Board are clearly identified on a cover 
sheet accompanying the submission of the minutes to the Board. The Chair of 
each committee personally presents a summary of the Committee’s 
deliberations and minutes at the Board meeting, highlighting material issues 
arising from the work of the committee to the Board. In particular, the Chairs 
provide feedback to the Trust Board on their committees’ scrutiny of that 
month’s quality and performance report, thereby complementing the 
commentaries of the Executive Directors. 

51 Each Board Committee has an agreed annual work programme. 

52 The Trust has appointed Patient Partners as participating, non-voting 
members to the Integrated Finance, Performance and Investment Committee, 
Quality Assurance Committee and Charitable Funds Committee to contribute 
a different perspective to the deliberations of each group. 
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THE WORK OF THE EXECUTIVE TEAM IN SUPPORT OF THE TRUST BOARD 

53 The Trust implemented a new Clinical Management Group (CMG structure in 
October 2013 which created seven units: 

• CHUGGS (Cancer, Haematology, Urology, Gastroenterology and 
General Surgery) 
 

• CSI (Clinical Supporting & Imaging) 
 
• Acute Medicine / ED Specialist Medicine  

 
• ITAPS (Critical Care, Theatres, Anaesthesia, Pain and Sleep) 

 
• Musculoskeletal and Specialist Surgery 

 
• Renal,  Respiratory and Cardiovascular 

 
• Women’s and Children’s 

 
A diagram illustrating the arrangements is attached at appendix 2  

54 The decision to implement the CMG structure was to provide the following 
benefits: 

• support improved working scheme for Executive Team and service 
provision, with an improvement in management visibility and increased 
clinical engagement and quicker and more effective decision-making; 
 

• smaller management units to support improved operational grip and 
clearer management accountability; and 

 
• improved parity between the size of the units. 
 

55 There is a set structure within each of the CMGs which consists of a Clinical 
Director, Head of Operations and Head of Nursing, along with deputies, as 
well as leads from Human Resources, Finance, Quality and Safety, Education 
and Research.  Each of the CMGs is accountable to the Chief Operating 
Officer. 

 
56 Weekly meetings are held with each CMG on a Friday between the Chief 

Operating Officer and other members of the Executive Team/Directors, with 
the meetings focusing on a subject on a rotational basis. 

 
57 The subjects cover performance, workforce, finance, cost improvement 

programmes and strategy.  Representation from the CMGs during these 
meetings will depend on the subject being covered.  The purpose of the 
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weekly meetings is to discuss performance by each of the CMGs, agree on 
actions to be taken and monitor progress being made on agreed actions. 

 
58 These arrangements are mirrored in relation to clinical quality and safety.  

Here, the Medical Director and Chief Nurse and their senior colleagues also 
meet weekly on a Friday with each CMG to scrutinise clinical quality and 
safety issues, focusing on exceptions and – where necessary – discussing 
and agreeing corrective actions. 

 
59 In addition to the weekly meetings described above, CMG Clinical Directors 

form part of the Executive Team which meets weekly. 
 
60 In order to ensure appropriate focus on key issues, each weekly meeting of 

the Executive Team has a different focus – on strategy; quality, and 
performance.  In addition, on a quarterly basis the Executive Team focuses 
specifically on Workforce and Organisational development issue and on 
information management and technology issues. 

 
61 The diagram below illustrates these arrangements: 

 

62   

 

 

 

  

 

 

 

 

63 Details of the membership of, and attendance at, the Executive Boards 
identified above are attached at appendix 3. 

64 A diagram illustrating the assurance and escalation arrangements in place at 
the Trust is attached at appendix 4.  

65 Since the rise in profile of quality in the NHS in the aftermath of Mid Staffs and 
other significant failures, eg Morecambe Bay, there has been a focus on the 
connectivity of Trust Boards to achieve service delivery – the so called Ward 
to Board connection. 

Chief Executive 

Executive IM&T Board 
Chair: Chief Executive  

Quarterly 

Executive Quality Board  
Chair: Chief Executive  

Monthly 

Executive Performance 
Board    

Chair: Chief Executive  
Monthly                    

Executive Strategy Board 

Chair: Chief Executive  
Monthly 

Executive Workforce Board   

Chair: Chief Executive 
Quarterly 
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66 The ‘disconnect’ of Trust Boards from the reality of day to day operational 
delivery has often been quoted as one of the key reasons for the failure to 
address long-term inadequate performance. 

67 The Trust’s approach to performance management aims to  provide an 
integrated and robust monitoring and management process from specialty 
level through to the Trust  Board. It is designed to capture, report, monitor, 
communicate and predict Trust  performance for a range of national, local, 
strategic quality and operational targets and  indicators, which assist the 
Trust, Clinical Management Groups (CMG) and Corporate  Directorates in 
their understanding and management of their performance. 
 

68 Data presentation is designed to be fit for purpose, informative, and clear and 
simple to understand / interpret, with its use of performance assessment 
colours and symbols which draw attention to areas of potential risk.  A Data 
Quality Review Group ensures the validity and robustness of data.   
 

69 The structure of the various performance reports used to evaluate 
performance is consistent, irrespective of whether the reported data relates to 
corporate, CMG or  specialty areas. 
 

70 The content of the reports is continually reviewed and enhanced and is readily 
adaptable so that, as other targets or indicators develop or emerge, they can 
be readily incorporated. 
 

71 The current approach has evolved over a number of years.  During this time, it 
has incorporated many quality management and governance measures, as 
well as retaining its more established measures aligned to areas such as 
activity, patient access and workforce management.   
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Identification of issues and concerns 
 

72 The Trust has an open and learning culture encouraging monitoring and 
comments and concerns to be communicated relating to issues which may 
impact on quality.  The Trust acknowledges that issues which may impact on 
quality may be identified both internally and externally, examples of which are 
indicated in table 1 below. 
 
Table 1 
 

Internal sources External sources 
Staff and management Patients, relatives, carers and the 

public 
Patient surveys and other forms of 
patient feedback 

External audit 

Clinical audit Specialty audit or review 
Specialty audit or review Regulatory bodies, i.e. Care Quality 

Commission (CQC), Health and 
Safety Executive (HSE) 

Risk register Commissioners or NHS Improvement  
Trends identified through complaints, 
litigation, incidents and Patient 
Information and Liaison Service 
(PILS) reporting 

Self-assessment against national 
reporting standards  / reports, e.g. 
NICE 

Board walkabouts National clinical benchmarking data 
Compliance monitoring, e.g. Infection, 
Prevention and Control Audits 

 

Public interest disclosures – 
whistleblowing 

 

Exit questionnaires  
 
 
Reporting mechanisms 

 
73 The Trust has a number of policies and systems which encourage staff and 

management at all levels to be involved in performance monitoring and to 
raise concerns about any issues which may result in possible threats to the 
quality of delivery of patient care. 
 

74 Patients, carers and the public are encouraged to make comments and / or 
raise concerns both formally and informally via a variety of methods if issues 
arise.   

 
75 NHS Improvement, commissioners, other healthcare providers and healthcare 

professionals have a range of means by which they can raise concerns about 
the Trust.  The various methods by which the reporting of issues or concerns 
is possible are outlined in table 2 below. 
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Table 2 
Internal mechanisms for reporting 

issues 
External mechanisms for reporting 

issues 
Line management processes  Patient Information and Liaison 

Service (PILS) 
Serious incidents Serious incidents 
On-line incident reporting  Patient safety incidents reported via 

the NRLS 
Whistleblowing Policy Complaints – both formal and 

informal 
3636 Staff Concerns Reporting Line Complaints and Parliamentary Health 

Service Ombudsmen 
HR policies such as Grievance and 
Disciplinary 

Litigation 

Safeguarding policies (Children and 
Vulnerable Adults) 

Healthwatch 

Board Walkabouts NHS Choices 
Staff Surveys  Patient surveys 
Corporate governance policies Local Authority – Health Overview 

and Scrutiny Committees 
Risk Management Policy and 
supporting risk management 
procedures 

Clinical Quality Review meetings 
(commissioner-led) 

Trade Union / Staff Side CQUIN (Commissioning for Quality 
and Innovation) 

Information Governance policies and 
processes 

GP / other health professional 
concerns 

Appraisals and Performance 
Development process 

NHS Improvement Integrated 
Delivery Meetings 

Clinical Management 
Group/Corporate Directorate 
performance review processes 

 

 

76 In the event that a concern cannot be raised through the above routes and is 
deemed to be so urgent that the issue requires immediate escalation, then the 
matter can be brought to the attention of the Director responsible and if 
applicable recorded on the relevant risk register. 

 
77 Of particular importance to note is the NHS TDA Accountability Framework for 

NHS Trust Boards.  This Framework sets out a clear set of rules under which 
the Trust is required to operate.  NHS Improvement is to produce and publish 
an updated Framework in 2016/17. 
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Regulatory bodies 
 
78 The Trust exercises internal control through self-assessment, review, spot 

checks and triangulation.  Much of the Trust’s internal regulatory activity is risk 
based.  The Trust is also subject to risk-based intervention from a number of 
regulatory bodies including e.g. the Care Quality Commission and NHS 
Improvement. 
 

79 Reports about the Trust and its services by regulatory bodies, together with 
an action plan, are considered by the relevant Executive forum and, where 
necessary, matters are escalated to the appropriate Committees of the Trust 
Board.   The process for managing external visits, accreditations and reviews 
is set out in the Trust’s ‘Policy for responding to external recommendations 
and requirements from external agency visits’. 

 

Internal and external sources of assessment / assurance 
 

80 Internal and external sources of assessment / assurance cover the range of 
the Trust’s activities and include: 
 
Table 3 

Internal Sources of Assurance External Sources of Assurance 
Internal Audit (review of internal 
systems and processes) 

External Audit Reports 

Quality and Performance Report Audit Commission (review of Quality 
Account) 

Reports from committees Commissioner Appreciative Enquiries 
Serious incident monitoring National Audits (e.g. Diabetes, Falls) 
Performance review meetings Independent Reviews (e.g. 

Parliamentary Health Service 
Ombudsman) 

Board reports Local Counter Fraud Service reports 
Quality Account Network reviews (e.g. QIPP) 
Quality Impact Assessments and 
Equality Impact Assessments 

NHS Litigation Authority compliance 

Staff survey results NHS TDA (now NHS Improvement) 
Accountability Framework 

Patient survey results  
Ward Performance System (criteria 
for wards on ‘special support’) 

NHS Outcomes Framework 

 CQC assessments  
 National staff surveys and 

benchmarking 
 Patient Choices 
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81 The Trust also commissions external reviews of its activities / services where 
the need for additional independent assessment / assurance is identified. 
 
Commissioners and NHS improvement 
 

82 In addition to the internal routes for raising concerns and risk, there are formal 
mechanisms by which the Trust’s Commissioners and NHS Improvement can 
raise concerns.  These include: 
 
• Board to Board meetings 
• CPM – Contract Performance Meeting (Commissioners) 
• CQRG – Clinical Quality Review Group (Commissioners) 
• GP concerns 
• Serious Untoward Incident (SUI) process 
• Patient Safety Incidents (PSI) reported via the NRLS (National Patient 

Safety Reporting and Learning System) 
• Integrated Delivery Meetings – monthly meetings with NHS Improvement 

 

Escalation process 
 

83 Although professional judgement will always be employed when determining 
the types of issues to be brought to the attention of the Integrated Finance, 
Performance and Investment Committee, Quality Assurance Committee  and 
Trust Board, the Trust recognises that this must be supported by a more 
systematic process of escalation.  This assists with bringing the necessary 
focus to resolving operational and financial challenges and provides and 
emphasises objective performance measurement. 
 

84 Consequently, the Trust has in place a series of trigger points or thresholds, 
linked to the finance, service and contractual performance measures which 
are used as the principal means against which the Trust’s Clinical 
Management Groups areheld to account by the Trust’s Executive Directors.  
This use of a ‘balanced scorecard’ allowing performance to be measured with 
regard to key performance indicators for quality, workforce, operational 
performance and financial delivery.   

 
85 Ward performance is assessed having regard to the Trust’s Ward 

performance System approved by the Trust Board on 31 October 2013.  This 
system provides a basis for examining the performance of wards by tracking 
performance monthly against a series of clinical measures set out in a ‘clinical 
measures dashboard’.  

 
86 The data derived from the clinical measures dashboard is used to inform the 

compilation of the Ward Performance Tool.  
 
87 Data on performance set out in the clinical measures dashboard and Ward 

Performance Tool is subject to monitoring by Heads of Nursing on a ‘peer 
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review’ basis; and also subject to monitoring by the Nursing Executive Team 
(chaired by the Chief Nurse). 

 
88 Data set out in the clinical measures dashboard and Ward Performance Tool 

is also reported formally monthly by the Chief Nurse via the Quality and 
Performance Report to the Executive Quality Board, Quality Assurance 
Committee and Trust Board. 

 
 Performance Management 
 
89 Where performance is within the identified thresholds, management of any 

adverse performance remains within the remit of the CMG Management 
Team.  Where performance is adverse , the CMG is expected to prepare a 
time defined rectification plan to be reviewed at the CMG Performance 
Management meetings, Executive Performance Board and, if appropriate, 
Integrated Finance, Performance and Investment Committee and/or Quality 
Assurance Committee and/or Trust Board.  In these circumstances, the CMG 
can expect to receive targeted support from outside of the CMG.  In the event 
that performance remains adverse, then the CMG may be designated as in 
need of ‘special measures’, in which case the CMG shall lose autonomy to act 
without Executive Director agreement. 
 

90 Any CMG asked to produce a rectification plan may be requested to attend 
the Trust’s Integrated Finance, Performance and Investment Committee or 
Quality Assurance Committee, where a review of the plan will be undertaken. 
If any group or body is tasked with addressing any adverse  performance, a 
summary update on progress will be expected. 
 

91 If a material or protracted variance from an agreed trajectory within a 
rectification plan manifests itself, it may also be escalated to the Chief 
Executive for further formal action.  Escalation to the next level occurs in the 
month that thresholds are breached. 
 

92 The principles within this document are equally applicable to the system of 
performance services review undertaken by CMGs when reviewing the 
performance of their portfolio of clinical services.  In this respect the CMG is 
acting as a ‘span of control’.  The system of performance management at this 
level includes routines and reports including, but not limited to: 

 
• CMG Boards to meet at least monthly with a standard agenda, minuted 

and action tracking where required 
• The agenda will include a minimum range of review areas such as Quality, 

Workforce, Activity, Finance and Risk.   
• Escalation triggers are expected to be as robust as those applicable to 

CMGs. 
 
 
 
 

22 
 



 Response to concerns and incidents 

93 In addition to the formalised and periodic processes which are described in this 
framework document, it is important that the Trust has the capability to respond to 
concerns or incidents in a timely fashion, particularly where they may represent a 
threat to patient safety or statutory compliance. 

94 In this area the Trust operates according to two basic principles: 

• all staff have a duty to raise concerns and report incidents 
• those in receipt for such concerns or reports have a duty to respond to  

them effectively so as to mitigate risk. 

95 In practice, the response required varies considerably according to the nature of the 
 concern.  In some cases, immediate action may be required e.g. critical staffing 
shortages in a ward area.  In other cases, and particularly with more complex or 
longstanding issues,  the commissioning of a full report may be the appropriate 
response.  However, the response must always be: 

• timely 
• proportionate 
• comprehensive 
• inclusive 
• effective 

96 The level of the organisation at which an issue should be addressed also varies 
 considerably.  The principle of subsidiarity is generally followed i.e. the lowest level 
 consistent with providing an effective response.  If one level finds that it cannot 
provide an effective response, it is has a duty to escalate to the next level.  However, 
escalation should not be used simply to pass on a problem. 

97 In some situations, it will be appropriate to bring in external or independent support.  
This may be particularly necessary in situations of internal conflict or where the 
necessary expertise does not exist within the Trust.  Decisions to commission 
external support will generally be taken at CMG Director or Executive level. 

 
Monitoring of action plans and trackers 
 

98 The Trust has developed a common action plan template.  All action plans are 
developed in accordance with this model. 
 

99 The Trust has processes in place to monitor action arising from external 
reviews, internal audit reports and Serious Untoward Incidents. 
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THE RISK AND CONTROL FRAMEWORK 

 

100 The Trust Board has approved a Risk Management Policy which describes an 
organisation-wide approach to risk management, supported by effective and 
efficient systems and processes.  The Policy clearly describes the Trust’s 
approach to risk management and the roles and responsibilities of the Trust 
Board, management and all staff. 

101 All key strategic risks are documented in the Trust’s Board Assurance 
Framework.  Each strategic risk is assigned to an Executive Director as the 
risk owner and the Executive Team reviews the Framework on a monthly 
basis (via the relevant Executive Board) to identify and review the Trust’s 
principal objectives, clinical, financial and generic.  Key risks to the 
achievement of these objectives, the controls in place and assurance sources, 
along with any gaps in assurance, are identified and reviewed.  

102 The Chief Executive highlights key issues in his monthly report to the public 
meeting of the Trust Board, appended to which are the Board Assurance 
Framework Dashboard and Organisational Risk Register Dashboard, 
respectively.   

103 An integrated risk report is also submitted monthly to the Trust Board. 
104 The Trust operates a risk management process which enables the 

identification and control of risks at both a strategic and operational level.  
Central to this is the Risk Assessment Policy which sets out details of the risk 
assessment methodology used across the Trust.  This methodology enables 
suitable, trained and competent members of staff to identify and quantify risks 
in their respective area and to decide what action, if any, needs to be taken to 
reduce or eliminate risks.  All risk assessments must be scored and recorded 
in line with the procedure set out in the Risk Assessment Policy.  Completed 
risk assessments are held at Clinical Management Group and Corporate 
Directorate level and when they give rise to a significant residual risk must be 
linked to our risk register. 

105 The Trust uses a common risk-scoring matrix to quantify and prioritise risks 
identified through the risk assessment procedure.  It is based on the 
frequency or likelihood of the harm combined with the possible severity or 
impact of that harm.  The arrangement determines at what level in the 
organisation a risk should be managed and who needs to be assured 
management arrangements are in place. 
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Management Structure University Hospitals of Leicester NHS Trust  

Executive Directors 

Chairman 
Karamjit Singh 

Chief Executive 
John Adler 

Medical Director 
Andrew Furlong Chief Financial Officer  

Paul Traynor  
Chief Nurse 
Julie Smith 

Chief Operating 
Officer 

Richard Mitchell 

Ian Crowe 

Martin Traynor 

Sarah Dauncey 

Andrew Johnson 

Richard Moore 

Alison Goodall 

Head of Estates 
Transformation & 
Property 
Mike Webster 
Head of Facilities 
Performance and QA 
Elizabeth Tebbutt 
Head of Business, 
Commercial & Contracts 
Mike Hotson 
Finance Manager 
Jeanette Green 
Head of Capital Projects 
Nigel Bond 
Manor Projects Tech Dir 
Richard Kinnersley 
 
 
 
 
 
 
 
 
 

 
Deputy Chief Nurse 
Carole Ribbins 
Assistant Chief Nurses 
Eleanor Meldrum / Julia Ball  
Heather Leatham / Maria McAuley 
Lead Nurse for Infection 
Prevention & Control 
Liz Collins 
Director of Clinical Quality 
Sharron Hotson 
 
 
 
 

Director of Operational Finance 
Chris Benham 
Head of Financial Performance & Planning 
Paul Gowdridge 
Financial Controller 
Nick Sone 
Head of Procurement & Supplies 
Ben Shaw 
Head of Contracting 
Deborah Johnson 

Deputy Medical Directors 
John Jameson  
Catherine Free 
Matt Metcalfe 
Associate Medical Directors 
Tim Bourne & Steve Jackson 
(Chief Medical Information Officers) 
Sue Carr   
(Clinical Education) 
Jaydip Banerjee 
(Clinical Quality & Improvement) 
Angie Doshani 
(Patient Safety) 
Nigel Brunskill 
(Research and Innovation) 
Assistant Medical Directors 
Sanjay Agrawal 
(Senior Medical Development) 
Mary Mushambi 
(Enhanced Appraisal &  
Revalidation) 
Director of Research & Innovation 
Nigel Brunskill  
Assistant Director of Research & 
Innovation 
David Hetmanski 
Director of Safety and Risk 
Moira Durbridge 
 

Director of Performance and 
Information 
Will Monaghan 
Head of Performance  
Improvement 
Charlie Carr 
Assistant Director of 
Information 
John Roberts 
Head of Information 
Shirley Priestnall 
Deputy Director of Operations 
Phil Walmsley  
(on secondment – see ITAPS) 
Director of CIP and Future 
Operating Model 
Simon Barton 
Senior Site Manager 
Julie Dixon 
Director of Emergency Care 
and ESM 

Sam Leak 

Cancer Centre Lead Clinician 
Matt Metcalfe 
Cancer Centre Lead Nurse 
Manager 
Michelle Wain 
 
 
 

Head of  Tertiary Partnerships 
Jon Currington 
Head of Strategic Development 
Gino DiStefano 
Head of Local Partnerships 
Helen Seth 
Integrated Services Prog Lead 
Debra Mitchell 
Substantive Models of Care 
Lead  
Jane Edvyean 
Head of Reconfiguration 
Business Case 
Nicky Topham  
 
 
 

Deputy Director of HR 
Joanne Tyler-Fantom 
Deputy Director of Learning  
& OD 
Bina Kotecha 
Service Equality Manager 
Deb Baker 
Senior Project Manager 
Pete Rogers 
Head of Service  Occ Health 
Anne De Bono 
Workforce Planning Mgr 
Louise Gallagher 
 
 
 

Assistant Director –  
(Head of Legal 
Services) 
Steve Murray 

Deputy  Dir of Comms 
Tiffany Jones 
Head of Services for GPs 
Vacancy 
Head of Fundraising 
Tim Diggle 
Knowledge Manager 
Simon Andrews 
Membership & PPI  
Manager 
Karl Mayes 
 

Non Executive Directors 

Director of  
Workforce and OD 

Louise Tibbert 

Director of 
Corporate 

& Legal 
Affairs 

Stephen Ward 
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Marketing & 

Communications 
Mark Wightman 

CHUGGS 
(Cancer, Haematology, 

Urology, Gastroenterology 
and General Surgery) 
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(Clinical Supporting & 

Imaging) 

Emergency and 
Specialist Medicine  

ITAPS  
(Critical Care, Theatres, 

Anaesthesia, Pain and Sleep 

Musculoskeletal and 
Specialist Surgery 

Renal, Respiratory 
and Cardiovascular 

Women’s and 
Children’s 

Clinical Management Group Structure (CMGs) (see chart for details) 

Associate Directors 

Chief 
Information 

Officer 
John Clarke 

Director of 
Estates and 

Facilities 
Darryn Kerr 

Head of IT 
Projects 
Liz Simons 
Head of IT 
Operations 
Dave Smith 

 



CHUGGS 
(Cancer, Haematology, 

Urology, Gastroenterology 
and General Surgery) 

Clinical Director  
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Deputy Clinical 
Director 
Nicky Rudd 
 
Head of Operations 
Jo Fawcus 
Deputy  Head of 
Operations  
Michael Nattrass  
Head of Nursing 
Georgina Kenney 
Deputy Head of 
Nursing 
Kerry Johnston 
Human Resources Lead 
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Finance Lead 
Sab Esat 
Patient Safety Lead 
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Medical Education Leads 
Fiona Miall  (Medicine) 
Dhaval Bodiwal 
/(Surgery) 
PPI Leads  
George Kenney 
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Research Lead 
Sarah Nicholson 
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(Clinical Supporting & 

Imaging) 

Clinical Director/ 
Associate Director for 
Clinical Improvement  
Suzanne Khalid  
Deputy Clinical 
Director 
Andy Rickett  
 
Head of Operations 
Matthew Archer 
Deputy Head of Operations 
Chris Shatford  
Head of Nursing 
Jeanette Halborg 
Human Resources Lead 
Joanne Tyler Fantom 
Finance Lead 
Tony Maton 
Patient Safety Lead 
Helen Jones 
Medical Education Lead 
Vikas Shah (Imaging) 
Nelun Perera (Empath) 
PPI Lead 
Jeanette Halborg 
Research Lead 
Bruno Morgan 
 
 
  
 

Acute Medicine / ED 
Specialist Medicine  

 
 
  
 

ITAPS  
(Critical Care, Theatres, 

Anaesthesia, Pain and Sleep 

Clinical Director  
Chris Allsager 
Deputy Clinical 
Directors 
Helen Brooks 
David Kirkbride 
 
Head of Operations  
Phil Walmsley (Interim) 
Deputy  Head of 
Operations 
Gaby Harris   
Head of Nursing 
Jo Hollidge 
Deputy Head of Nursing 
Linda Fletcher 
Human Resources Lead 
Kalwant Khaira 
Finance Lead 
Alistair Fleming 
Patient Safety Lead 
Helen Jones  
Medical Education Lead 
Rajani Annamaneni 
PPI Lead 
Jo Hollidge 
Research Lead 
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Musculoskeletal and 
Specialist Surgery 

Clinical Director  
Richard Power 
Deputy Clinical 
Director 
Kevin Boyd 
 
Head of Operations 
Sarah Taylor 
Deputy Head of Operations 
Catherine Chadwick 
Head of Nursing 
Nicola Grant 
Deputy Head of Nursing 
Michelle Atterbury 
Human Resources Lead 
Joanne Tyler-Fantom 
Finance Lead 
Dan Harvey 
Patient Safety Lead 
Helen Jones 
Medical Education Lead 
Bhaskar Bhowal 
Monica Kaushik 
PPI Lead 
Nicola Grant 
Research Lead 
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Renal, Respiratory 
and Cardiovascular 

Clinical Director  
Nicholas Moore 
Deputy Clinical 
Director 
Leon Hadjinkolaou 
 
Head of Operations 
Sam Leak 
Deputy Head of 
Operations 
Judy Gilmore 
Head of Nursing 
Sue Mason 
Deputy Head of 
Nursing 
Jo Bayes 
Human Resources Lead 
Clare Blakemore 
Finance Lead 
Raman Chhokar 
Patient Safety Lead 
Charlotte Timmins 
Medical Education Lead 
Alistair Sandilands 
(Cardiology) 
Atul Bagul (Transplant) 
TBC (Respiratory) 
PPI Lead 
Jo Bayes 
Research Lead 
Gerry McCann 
 
 
  
 

Women’s and Children’s 

Clinical Director  
Ian Scudamore 
Deputy Clinical 
Director 
Andy Currie 
 

Head of Operations 
David Yeomanson 
Deputy Head of Operations 
Lisa Gowan 
Head of Nursing 
Hilliary Killer (Children) 
Elaine Broughton (Women) 
Deputy Head of 
Nursing 
Elizabeth Aryeetey 
Head of Midwifery 
Elaine Broughton 
Human Resources Lead 
Tina Larder 
Finance Lead 
Dan Barley 
Patient Safety Lead 
Nicky Savage  
Medical Education Lead 
Nahim Hussain (Children) 
Christina Oppenheimer 
(Women) 
PPI Lead 
Hiliary Killer 
Research Lead 
Elaine Boyle/Doug Tincello 
 
 

Chief Operating Officer 
Richard Mitchell 
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Musculoskeletal and 
Specialist Surgery 

Clinical Director of 
Emergency Care and 
ESM 
Ian Lawrence 
Director of Emergency 
Care and ESM 
Sam Leak 
Deputy Clinical Director EM 
Lee Walker  
Deputy Clinical Director 
Specialist Medicine 
Rachel Marsh 
Head of Operations   
(Interim Speciality Med) 
Mathew Archer 
ED Lead - Deputy Head of 
Operations 
Stuart Logan 
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and Discharge Lead  
Julie Dixon 
Head of Nursing Spec Med 
Gill Staton 
Deputy Heads of 
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Lisa Lane/Kerry Morgan 
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Medicine) 
Human Resources Lead 
Kalwant Khaira 
Finance Lead 
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Research Lead - Tim Coats 
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CANCER AND 
HAEMATOLOGY 
Head of Service 
Mamta Garg 
(Haematology) 
David Peel (Oncology) 
General Manager 
Maxine Tipler 
PALLIATIVE CARE 
Head of Service 
Nicky Rudd 
General Manager 
Maxine Tipler 
UROLOGY 
Head of Service 
Roger Kockelbergh 
General Manager 
Linda Dales 
GASTROENTEROLOGY 
(ENDOSCOPY) 
Head of Service 
Sam Sangal (Endoscopy) 
Jim Stewart (Gastro) 
Service Manager 
Charlotte Langford 
Charlotte Timmins – Endo 
(temporary) 
GENERAL SURGERY 
Head of Service 
Christopher Sutton (LRI) 
Sanjay Chaudhri(LGH) 
General Manager 
Suzanne Nancarrow 

PHARMACY & THERAPIES 

Chief Pharmacist 
Claire Ellwood 
Head of Therapies 
Lynn Cooke 

Dietetics 
Cathy Steele 

General Managers 
Paul Couchman / Claire Meakin 
MEDICAL RECORDS, 
OUTPATIENTS, BOOKING 
CENTRE, PHLEBOTOMY 
General Manager 
Debbie Waters 

IMAGING & MEDICAL PHYSICS  
Medical Lead 

Andy Rickett 

Heads of Service 
Daniel Barnes (RRC & Children)  

Mosheir Elabassy (CHUGGS & 
Gynae) 
Mike Glasby (EM, Spec Med, 
ITAPS, MSK) 

Debbie Peet  (Med Physics) 
General Managers 

Mark Norton (Med Physics) 

Cathy Lea/Lewis Cade (Imaging) 
Amanda Gibby (Breast 
Screening) 

EMPATH 
Managing Director Paul Shaw 

Medical Lead Angus McGregor 

Chief Operating Officer 

Tony Scriven 
Mortuary Manager 

Matt Rogers (LRI) 
 
 
 
 

EMERGENCY MEDICINE/ED 
General Manager 
Rachel Williams 
Service Managers 
Jo Ferns and Vicki Enright 
Head of Service 
Mandar Marathe (ED) 
Lee Walker (Acute) 
 
GERIATRIC MEDICINE AND 
NEUROSCIENCES 

General Manager 
Simon Pizzey 

Head of Service 
Richard Wong (Geriatrics) 

Rachel Marsh (Stroke) 

Mark Lawden (Neuro) 

 
SPECIALIST MEDICINE 
 
General Manager 
Holly Bertalan 
(Rheumatology, 
Dermatology, Diabetes and 
Endocrinology and IDU) 

Heads of Service 
Alison Kinder 
(Rheumatology) 

Robert Burd (Dermatology) 

Kath Higgins (Diabetes & 
Endocrinology) 

Iain Stephenson (IDU) 

Transformation Lead 

Simon Pizzey 

 

ITAPS  
Heads of Service 
Rakesh Vaja (ITU) 
Farah Ahmed (LRI) 
Cindy Horst (LGH) 
INTENSIVE CARE 
Lead Clinician 
Neil Flint, Andrew Fox and 
Justin Williams 
General Manager 
Aimee Geary 
Service Manager 
Charlotte King 
THEATRES & ANAESTHETICS 
Lead Clinician 
Nick Harvey 
General Manager  
Warren Berman 
Service Managers 
Carla Wrotnicki  (Theatres) 
Lyndsay Hargreaves 
(Workforce) 
Emile Forbes (Resources & 
Theatres) 
PAIN 
Lead Clinician 
Jonathan Tring 
SLEEP 
Lead Clinician 
Andrew Hall 
General Manager 
Aimee Geary 
Service Manager 
Linda Chesterton 
 
 

MUSCULOSKELETAL 
Heads of Service 
Radhakant Pandey Elective) 
Patrick Wheeler (Sports & 
Exercise) 
John Davison (Trauma) 
 
General Manager 
Naomi Roose (Elective/Sports 
Exercise) 
Vacancy (Trauma) 
 
Service Manager 
Sally Le-Good 
 
SPECIALIST SURGERY 
Heads of Service 
James Deane 
(Ophthalmology) 
Ade Mosaku (ORD) 
NgiWieh Yii (Plastics) 
Jarek Krupa (Breast Care) 
Marianne Elloy (ENT) 
Ian Ormiston (Maxfax and 
Oral Surgery) 
 
 
General Managers 
Martin Watts 
(Ophthalmology) 
Gaynor Webb (ORD, ENT , 
MaxFax & Oral Surgery) 
Sarah Morley(Plastics/Breast 
Care) 
Carolyn Stokes (Vascular) 
 
Service Managers 
Pat Bingley (Ophthalmology) 
Catherine Seaby (ORD, 
Maxfax & Oral Surgery) 
Maggie Gaskell (Plastics & 
Breast Care) 
Debbie Probert (ENT) 
 

 
 

CARDIOLOGY, CARDIAC 
SURGERY AND THORACICS 
Head of Service 
Jan Kovac 
General Manager 
Paul Saunders 
Operational Manager 
Nigel Brady 
 
RENAL AND TRANSPLANT 
Head of Service 
Graham Warwick 
General Manager 
Geraldine Ward 
Technical Services Manager 
Danny Withers 
Service Manager 
Lisa Jeffs 
 
RESPIRATORY SERVICES 
Head of Service 
Mr A Nakas 
General  Manager 
Karen Jones 
 
VASCULAR SERVICES 
Head of Service 
Akhtar Nasim 
Service Managers 
Caroline Sissling (Vascular) 
 

 
 

 

WOMENS 

Heads of Service 

Quentin Davies (Gynae) 
Cornelia Wiesender 
(Maternity) 

Jonathan Cusack (Neonates) 
Pradeep Vasudevan (Clinical 
Genetics) 

General Managers 
Nancy Reed (Maternity, 
Neonates)  

Donata Marshall (Gynae, 
Clinical Genetics) 

Service Managers 

Bianca Payton (Maternity & 
NNU)  

Annis Rowley (Gynae 
Genetics) 
CHILDREN’S 

Heads of Service 

Johannes Visser (Paediatric 
Medical Sub-Specialites )  

Chris Wighton (Children’s 
Assessment Unit and Acute 
General Paediatrics) 

Aidan Bolger (EMCHC & 
ECMO) 
General Managers 

Sonya Gardiner (Medical Sub 
Specialties) 
Nick Kirk (Surgical and Acute 
Paediatrics) 

Lisa Cowan (EMMO/ICU) 
Service Managers 

Trish Rees 

Belinda Ross 
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University Hospitals of Leicester NHS Trust – Membership of Executive Meetings (held every Tuesday from 1.30pm to 4.30pm in the LRI Board Room) 
 

Executive Team (ET) Executive Quality Board (EQB) Executive Strategy Board (ESB) Executive Performance Board 
(EPB) 

Executive Workforce Board 
(EWB) 

Executive IM&T Board 
(EIMT) 

Core Membership: 
• Chief Executive (Chair) 
• Chief Financial Officer 
• Chief Operating Officer 
• Chief Nurse 
• Medical Director 
• Director of Workforce and OD 
• Director of  Strategy 
• Director of Marketing  and 

Communications 
• Director of Corporate and 

Legal Affairs 
• Director of Estates and 

Facilities 
• Chief Information Officer 
• CMG Clinical Directors 

Core Membership: 
• Chief Executive (Chair) 
• Chief Financial Officer 
• Chief Operating Officer 
• Chief Nurse 
• Medical Director 
• Director of Workforce and OD 
• Director of  Strategy 
• Director of Marketing  and 

Communications 
• Director of Corporate and 

Legal Affairs 
• Director of Estates and 

Facilities 
• Chief Information Officer 
• CMG Clinical Directors 

Core Membership: 
• Chief Executive (Chair) 
• Chief Financial Officer 
• Chief Operating Officer 
• Chief Nurse 
• Medical Director 
• Director of Workforce and OD 
• Director of  Strategy 
• Director of Marketing  and 

Communications 
• Director of Corporate and 

Legal Affairs 
• Director of Estates and 

Facilities 
• Chief Information Officer 
• CMG Clinical Directors 

Core Membership: 
• Chief Executive (Chair) 
• Chief Financial Officer 
• Chief Operating Officer 
• Chief Nurse 
• Medical Director 
• Director of Workforce and OD 
• Director of  Strategy 
• Director of Marketing  and 

Communications 
• Director of Corporate and 

Legal Affairs 
• Director of Estates and 

Facilities 
• Chief Information Officer 
• CMG Clinical Directors 

Core Membership: 
• Chief Executive (Chair) 
• Chief Financial Officer 
• Chief Operating Officer 
• Chief Nurse 
• Medical Director 
• Director of Workforce and OD 
• Director of  Strategy 
• Director of Marketing  and 

Communications 
• Director of Corporate and 

Legal Affairs 
• Director of Estates and 

Facilities 
• Chief Information Officer 
• CMG Clinical Directors 

Core Membership: 
• Chief Executive (Chair) 
• Chief Financial  Officer 
• Chief Operating Officer 
• Chief Nurse 
• Medical Director 
• Director of Workforce and OD 
• Director of  Strategy 
• Director of Marketing  and 

Communications 
• Director of Corporate and 

Legal Affairs 
• Director of Estates and 

Facilities 
• Chief Information Officer 
• CMG Clinical Directors 

Additional Members: 
None 

Additional Members: 
• Sharron Hotson, Director of 

Clinical Quality 
• Moira Durbridge, Director of 

Safety and Risk 
• Simon Barton, Director of CIP 

and Future Operating  Model 
• Rebecca Broughton, Head of 

Outcomes and Effectiveness 
• Angie Doshani, Associate 

Medical Director 
• David Jenkins, Lead Infection 

Prevention Doctor 
• William Gibson, Junior Doctor 

Rep 
 

Additional Members: 
• John Jameson, Deputy MD 
• Mary Barber, BCT Programme 

Director 
• Will Monaghan, Director of 

Performance and Information 
• Simon Barton, Director of CIP 

and FOM 
• Nigel Brunskill, Director of 

Research and Innovation 
• Jon Currington, Head of 

Partnerships 
• Nicky Topham, Programme 

Director, Site Reconfiguration 
• Rhiannon Pepper, Comms and 

Engagement Lead 
• Debra Mitchell, Integrated 

Services Programme Lead 
• Matt Metcalfe, Cancer Centre 

Lead Clinician 
• Gino DiStefano, Head of 

Strategic Development 

Additional Members: 
• Will Monaghan, Director of 

Performance and Information 
• Simon Barton, Director of CIP 

and Future Operating  Model 
• Matt Metcalfe, Cancer Centre 

Lead Clinician 
• John Roberts, Assistant 

Director of Information 
 

Additional Members: 
• Bina Kotecha, Deputy and 

Director of Learning and OD 
• Joanne Tyler-Fantom, Deputy 

Director, Workforce and OD 
• Simon Barton, Director of CIP 

and FOM 
• Deb Baker, Service Equality 

Manager 
• LiA Lead 
• Louise Gallagher, Workforce 

Development Manager 
• David Morgan, Staff Side 

Chairman 
• Sue Carr, Associate Medical 

Director 
• Anne De Bono, Head of 

Occupational Health 
• Eleanor Meldrum, Assistant 

Chief Nurse 
 

Additional Members: 
• Andy Carruthers, Head of 

Design Authority 
• Liz Simons, Head of IT 

Projects 
• IBM Account Partner 
• Steve Jackson, Chief Medical 

Information  Officer 
• Tim Bourne, Chief Medical 

Information Officer 
• Julia Ball, Chief Nursing 

Information Officer 
 

No CMG Links advised 
 

CMG Links: 
Head of Operations, CHUGGS 
Head of Operations, RRCV (R) 

CMG Links: 
Head of Operations, ESM 
Head of Operations, W&C (R) 

CMG Links: 
Head of Operations, MSS 
Head of Operations, ITAPS (R) 

CMG Links: 
Head of Operations, CSI 
Head of Operations, ITAPS (R) 

No CMG Links advised 
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CHARITABLE FUNDS COMMITTEE 
Chairman : Ian Crowe 

Bi-monthly 

INTEGRATED FINANCE,  PERFORMANCE 
AND INVESTMENT COMMITTEE 

Chair : Martin Traynor 
Monthly  

QUALITY ASSURANCE COMMITTEE 
Chair : Sarah Dauncey 

Monthly 

AUDIT COMMITTEE 
Chair : Richard Moore 

X 6 meetings per annum 

REMUNERATION AND TERMS OF SERVICE 
COMMITTEE 

Chair : Karamjit Singh 
Quarterly 

CHIEF EXECUTIVE 
John Adler 

TRUST BOARD 
Chairman : Karamjit Singh 

Monthly 

Data Quality Forum 
Policy and Guidelines 

Committee 

EXECUTIVE QUALITY BOARD 
Chair : Chief Executive 

Monthly 
 

Adverse Events Group 
Adult Critical and Augmented Care Board 

Clinical Audit Committee 
End of Life and Palliative Care Board  
Frail Older People’s Strategy Board 

Health and Safety Committee 
Hospital Transfusion Committee 
Infection Prevention Committee 

Medicines Optimisation Committee 
Mortality Review Committee 

New Interventional Procedures Authorisation 
Group 

Nutrition and Hydration Committee 
Organ Donation Committee 

Patient Involvement,  Patient Experience and 
Equality Assurance Committee 
Medical Equipment Executive 

Resuscitation Committee 
Safeguarding Assurance Committee 

 
 

Capital Investment and Monitoring 
Committee 

Revenue Investment Committee 
 
 

 

EXECUTIVE WORKFORCE BOARD 
Chair: Chief Executive 

Quarterly 
 

Research and Innovation Executive 
Reconfiguration Programme Board 

 
 

EXECUTIVE PERFORMANCE BOARD 
Chair : Chief Executive 

Monthly 
 

EXECUTIVE TEAM 
Chair : Chief 

Executive 
Monthly 

 

SUB - COMMITTEES 

EXECUTIVE STRATEGY BOARD 
Chair : Chief Executive 

Monthly  
 

UHL Doctors in Training Committee 
UHL Medical Education and Training 

Committee 
UHL Training, Education and 

Development Group 
Listening into Action Sponsor Group 

Local Education and Training Committee 
Local Education and Training Group 

Nurse Education and Practice 
Development Forum 

UHL Way Steering Group 

EXECUTIVE IM&T 
BOARD  

Chair : Chief 
Executive 
Quarterly 

 

 
Information 
Governance 

Steering Group 
 

               SW/DB 27.05.16
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