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STRATEGIC CONTEXT
NHS Foundation Trusts are required to self-certify whether or not they have complied with the conditions of
the NHS provider licence, have the required resources available if providing commissioner requested
services, and have complied with governance requirements.

EXECUTIVE SUMMARY
1. After the financial year end, providers need to self-certify against the following NHS Provider Licence
conditions:
• Condition G6(3) – The provider has taken all precautions necessary to comply with the licence,
NHS Acts and NHS Constitution – by 31 May 2019 and publication of Condition G6(3) by 30
June 2019;
• Condition CoS7(3) – If providing commissioner requested services, the provider has a
reasonable expectation that resources will be available to deliver designated services – by 31
May 2019;
• Condition FT4(8) – The provider has complied with required governance arrangements – by 30
June 2019.
In addition, there is a requirement to confirm (or otherwise) that during the financial year most
recently ended the Trust has provided the necessary training to Governors, as required by s151(5) of
the Health and Social Care Act 2012, to ensure that they are equipped with the skills and knowledge
they need to undertake their role.
2. Of note, is that unlike in other years there is no requirement for a template return to be made or
information to be submitted. The usual templates have been provided by NHSI to assist with the
process but these do not need to be returned. However, self-certifications under Condition G6 of the
NHS Provider Licence need to be published on the Trust’s website by 30 June 2019.

RECOMMENDATIONS
The Board of Directors is asked to note and approve the intended responses to each of the
returns and agree that the Chair and Chief Executive will sign these off on behalf of the
Board.

BoD May 2019

Annual Board Self Certification Declarations 2018-19
1. Introduction
NHS Foundation Trusts are required to self-certify whether or not they have complied with the
conditions of the NHS provider licence, have the required resources available if providing
commissioner requested services, and have complied with governance requirements.
2. NHS Provider Licence Conditions Requiring Self- Certification
After the end of the financial year end, providers need to self-certify against the following NHS
Provider Conditions:
•
•
•

Condition G6(3) – The provider has taken all precautions necessary to comply with the
licence, NHS Acts and NHS Constitution – by 31 May 2019 and published by 30 June
2019;
Condition CoS7(3) – If providing commissioner requested services, the provider has a
reasonable expectation that resources will be available to deliver designated services – by
31 May 2019;
Condition FT4(8) – The provider has complied with required governance arrangements –
by 30 June 2019.

In addition, there is a requirement to confirm (or otherwise) that during the financial year most
recently ended the Trust has provided the necessary training to Governors, as required by
s151(5) of the Health and Social Care Act 2012, to ensure that they are equipped with the
skills and knowledge they need to undertake their role
Of note, unlike in other years there is no requirement for a template return to be made or
information to be submitted. The usual templates have been provided by NHSI to assist with
the process but these do not need to be returned. In addition, self-certifications under
Condition G6 of the NHS provider licence need to be published on the Trust’s website by 30
June 2019.
3. Condition G6(3) Compliance
3.1 What the condition says:
“1. The Licensee shall take all reasonable precautions against the risk of failure to comply
with:
(a) the Conditions of this Licence,
(b) any requirements imposed on it under the NHS Acts, and
(c) the requirement to have regard to the NHS Constitution in providing health care services
for the purposes of the NHS.
“2. Without prejudice to the generality of paragraph 1, the steps that the Licensee must take
pursuant to that paragraph shall include:
(a) the establishment and implementation of processes and systems to identify risks and
guard against their occurrence;
and (b) regular review of whether those processes and systems have been implemented and
of their effectiveness.
“3. Not later than two months from the end of each Financial Year, the Licensee shall prepare
and submit to Monitor a certificate to the effect that, following a review for the purpose of
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paragraph 2(b) the Directors of the Licensee are or are not satisfied, as the case may be that,
in the Financial Year most recently ended, the Licensee took all such precautions as were
necessary in order to comply with this Condition”.
3.2 Self- Certification Statement is as follows:
“ Following a review for the purpose of paragraph 2(b) of licence condition G6, the Directors of
the Licensee are satisfied that, in the Financial Year most recently ended, the Licensee took
all such precautions as were necessary in order to comply with the conditions of the Licence,
any requirements imposed on it under the NHS Acts and have had regard to the NHS
Constitution.”
The Board is required to self-certify as to whether the statement can be ‘confirmed’ or ‘not
confirmed’ and ‘if not confirmed’ explain why. It is recommended that the Trust self-certify
to the effect that the declaration is ‘confirmed’, in keeping with the 2017/18 declaration,
and published on the Trust’s website by 30 June.
4. Condition CoS7 – Commissioner Requested Services
4.1 What the Condition says:
1. The Licensee shall at all times act in a manner calculated to secure that it has, or has
access to the Required Resources.
2. The Licensee shall not enter into any agreement or undertake any activity which creates a
material risk that the Required Resources will not be available to the Licensee.
3. The Licensee, not later than two months from the end of each Financial Year, shall submit
to Monitor a certificate as to the availability of the Required Resources for the period of 12
months commencing the date of the certificate, in one of the following forms:
(a) “After making enquiries the Directors of the Licensee have a reasonable expectation that
the Licensee will have the Required Resources available to it after taking account distributions
which might reasonably be expected to be declared or paid for the period of 12 months
referred to in this certificate.
(b) “After making enquiries the Directors of the Licensee have a reasonable expectation,
subject to what is explained below, that the Licensee will have the Required Resources
available to it after taking into account in particular (but without limitation) any distribution
which might reasonably be expected to be declared or paid for the period of 12 months
referred to in this certificate. However, they would like to draw attention to the following factors
which may cast doubt on the ability of the Licensee to provide Commissioner Requested
Services.
(c) “In the opinion of the Directors of the Licensee, the Licensee will not have the Required
Resources available to it for the period of 12 months referred to in this certificate”.

4.2 Condition CoS7 Return for 2018/19
The designation of provider of Commissioner Requested Services generally applies to FTs
who are subject to CRS designation by their local CCG. Finance has confirmed that the Trust
receives contract income under this designation.
It is proposed, therefore, to confirm the following self-declaration statement:
“After making enquiries the Directors of the licensee have a reasonable expectation that the
Licensee will have the Required Resources available to it after taking account of distributions
which might reasonably be expected to be declared or paid for the period of 12 months
referred to in this certificate”.
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In making the above declaration the main factors which have been taken into account by the
Board of Directors include the Going Concern Declaration and consideration of commissioner
intentions.
5.

Condition FT4(8) – Compliance with required governance standards and objectives
5.1 Self Certification Statement
Providers are required to review whether their governance systems meet the standards and
objectives of the condition. There is no standard or set model for how the Board should
undertake this review but any compliant approach would involve effective board and
committee structures, reporting lines and performance and risk management systems.
Provided at Appendix 1 are details of the declarations that must be made, together with
evidence of assurance against each declaration for consideration.

6. Training of Governors – not a licence condition
6.1 Section 151 of the Health and Social Care Act 2012 requires providers to take steps to
secure that governors are equipped with the skills and knowledge required to undertake their
role.
6.2 The Trust’s response confirms that
“The Board is satisfied that during the financial year most recently ended the Licensee has
provided the necessary training to its Governors, as required in s151(5) of the Health and
Social Care Act, to ensure they are equipped with the skills and knowledge they need to
undertake their role”.
7. Conclusion and Recommendation:
The Board of Directors is asked to note and approve the intended responses to each of the
returns and agree that the Chair and Chief Executive will sign these off on behalf of the Board.
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Appendix 1

Condition FT4(8) – Corporate Governance Statement 2018/19 – Sources of Assurance
(Under NHS FT condition 4 (the governance condition), boards are required to make a corporate governance statement outlining anticipated compliance (or
otherwise) with the governance condition and risks to this).
1.

2.

Corporate Governance Statement
The Board is satisfied that the Licensee applies
those principles, systems and standards of good
corporate governance which reasonably would be
regarded as appropriate for a supplier of health
care services to the NHS.

Response
Confirmed

Risks and Mitigation
• Annual Governance Statement provides assurance on the strength of
Internal Control regarding risk management process, review and
effectiveness;
• Head of Internal Audit Opinion for 2018/19;
• Internal audit plan agreed and overseen by Audit Committee;
• Follow up reviews and tracker to check compliance with internal audit
recommendations;
• Trust Board Committee Structure and annual review of terms of
reference
• Annual Committee Effectiveness review programme;
• CQC Inspection Report for Well-Led March 2018;
• Operational Plan 2018/19 approved by Board;
• Quarterly progress reports against Corporate Objectives;
• Monthly finance reports to Finance & Performance Committee and
Board through Chair’s Log and Integrated Performance Report;
• Monthly performance reports to the Board;
• Programme of regular Board quality reports and monitoring information
in respect of patient safety, workforce issues and patient experience
including incidents, complaints and infection control;
• Board Assurance Framework- Board, Board Committees and Audit
Committee review of key strategic risks;
• Risk management strategy;
• IG Toolkit compliance;
• Governor elections held in accordance with model election rules;
• Trust Standing Orders and Financial Instructions;
• Directors and Governors Register of Interests; and
• Fit and Proper Persons Checks.

The Board has regard to such guidance on good
corporate governance as may be issued by NHS
Improvement from time to time.

Confirmed

In addition, to having in place arrangements set out in (1) above, the all
guidance issued by NHSI is reviewed by the appropriate members of the
executive team / company secretary and implemented as appropriate /
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relevant. The Audit Committee receives a standing technical update from
Grant Thornton identifying action requires / items for information. The
Executive Team reviews weekly the NHS Provider bulletin. Declarations
made within Annual Report.
3.

The Board is satisfied that the Licensee has
established and implements:
(a) Effective board and committee structures;

Confirmed

(b) Clear responsibilities for its Board, for
committees reporting to the Board and for staff
reporting to the Board and those committees; and

Confirmed

(c) Clear reporting lines and accountabilities
throughout its organisation.

Confirmed

Trust Board Committee and Reporting Structure including:
• Audit Committee
• Remuneration Committee
• Finance & Performance Committee
• Quality & Governance Committee
Annual review of terms of reference with relevant changes made to ensure
they are fit for purpose;
Annual effectiveness committee review ;
Annual cycle of business for Trust Board and all Board Committees agreed.
• All Board Committees, Trust Executive Team and those standing
reporting committees / groups have terms of reference in place;
• A line of reporting is established to Trust Board meetings from Board
Committees via a Committee Chair’s Log which provides assurance
and highlights issues for escalation;
• Responsibilities are in line with Trust Standing Orders, Standing
Financial Instructions and Scheme of Delegation reviewed and
presented to Audit Committee;
• Risk management strategy and policy outlines flow of information
through organisation regarding risk and the management of corporate
and local risk and how these are escalated and deescalated;
• Risk management strategy.
• Terms of reference for committees include purpose, membership,
duties and reporting arrangements;
• Board Committees have appropriate sub-committees reporting to them
on a regular basis through Chair’s log;
• Board Committees Chairs all present highlight reports to Trust Board;
• PDRs (Board and all staff) provide opportunity to agree annual
objectives and expected behaviours in line with delivery of Corporate
Objectives and Trust Values;
• Annual Governance Statement confirmed by Audit Committee as being
consistent with Committee’s view on the Trusts system of internal
control;
• Regular Executive to Clinical Business Unit (CBU) performance
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•
4.

The Board is satisfied that the Licensee has
established and effectively implements systems
and/or processes:
(a) To ensure compliance with the Licensee’s
duty to operate efficiently, economically and
effectively;

Confirmed

(b) For timely and effective scrutiny and oversight
by the Board of the Licensee’s operations;

Confirmed

(c) To ensure compliance with health care
standards binding on the Licensee including but
not restricted to standards specified by the
Secretary of State, the Care Quality Commission,
the NHS England and statutory
regulators of health care professions;

Confirmed

meetings with agreed agenda;
Development of quality metrics / ward to board reporting embedded

As part of its review and approval of the Annual Operational Plan for the
forthcoming period the Board has reviewed in detail key areas of
potential risk in respect of performance that may impact on compliance
with its licence. The Trust’s strategic objectives are risk assessed and
rated;
• Areas of potential risk have been reported to the Board through the
above processes and are documented in the Board Assurance
Framework;
• The Board’s Finance and Performance and Quality and Governance
Committees provide on-going review, scrutiny and monitoring of
required development actions throughout the year – ensuring that the
Board has appropriate mechanisms to respond should any concerns
develop in year;
• Annual internal audit cycle confirmed by Head of Internal Audit Opinion
(HOIA) and ISA 260 report Audit Committee from Grant Thornton;
• Audit Committee annual work plan including focus on key BAF risks;
• Annual Planning arrangements.
The Board has access on an on-going basis to inform its assessment of the
risks to compliance with its licence:
• Monthly updates from Board Committees through Chairs’ Logs with
escalation items;
• Monthly Integrated Performance Report is reported to the Board and
reviewed in respect of targets and standards. This includes regular
quality reports and monitoring information in respect of operational
performance, workforce information, patient safety, patient experience
including incidents, complaints and infection control;
• Monthly Finance & Performance Committee finance reports track the
overall financial position / performance against efficiency savings and
key financial risks which is then reported to Board via a Chair’s log.
• Quality priorities agreed by the Board within annual Quality report;
• Quality Dashboard received by Board monthly via means of Integrated
Performance Report and Quality & Governance Committee Chair’s Log;
• Update against CQC Action Plan reported to Quality & Governance
Committee and outcome of mock inspections;
• CQUIN reporting to Finance & Performance and Quality & Governance
•
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•
•
•
•
•
•
•
•
(d) For effective financial decision-making,
management and control (including but not
restricted to appropriate systems and/or
processes to ensure the Licensee’s ability to
continue as a going concern);

Confirmed

•
•
•
•
•
•
•

(e) To obtain and disseminate accurate,
comprehensive, timely and up to date information
for Board and Committee decision-making;

Confirmed

(f) To identify and manage (including but not
restricted to manage through forward plans)
material risks to compliance with the Conditions of
its Licence;

Confirmed

•
•
•
•
•
•
•
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Committees;
Regular update reports on Trust’s corporate risks; monthly to Executive
Team and Board Committees, quarterly to Board.
Risk Management Strategy (risk registers / BAF);
Incident Reporting;
Information Governance Toolkit submitted annually;
CQC Inspection visit (2017);
Cleanliness audits / PLACE inspections / Clinical Audit & Effectiveness
programme / Infection Control Standards / Complaints monitoring;
CCG contract review meetings; and
Routine finance, performance and quality reports to the Board and
Board Committees.
SFIs, Standing Orders and scheme of delegation;
Going concern paper presented to Audit Committee & Trust Board
annually confirming Directors agreement to ongoing financial viability;
Monthly Board finance reports presented to Finance & Performance
Committee and Trust Board, including progress on delivery of efficiency
savings programme;
Internal audit reports on financial systems and controls;
Standard financial reporting to Audit Committee;
External audit report (ISA 260) on the 2018/19 annual accounts and
annual report; and
Approval of financial plan as part of 2018/19 Annual Operational Plan
submission to NHSI.
Annual cycle of business for Trust Board and Board Committees
ensures appropriate scheduling of reports.
Integrated Performance Report provided monthly and key performance
data (Referral to treatment) externally validated.
Trust corporate risk register and Board Assurance Framework reports
key compliance risks for finance and performance;
Risks and mitigations identified in Annual Operational Plan;
Head of internal audit opinion;
Statutory annual audit;
Annual Governance Statement

•
•

5.

(g) To generate and monitor delivery of business
plans (including any changes to such plans) and to
receive internal and where appropriate external
assurance on such plans and their delivery; and

Confirmed

(h) To ensure compliance with all applicable legal
requirements.

Confirmed

•
•
•
•
•
•
•
•

The Board is satisfied that the systems and/or
processes referred to in paragraph 4 (above) should
include but not be restricted to systems and/or
processes to ensure:
(a) That there is sufficient capability at Board level to
provide effective organisational leadership on the
quality of care provided;

Confirmed

•

(b) That the Board’s planning and decision‐making
processes take timely and appropriate account of
quality of care considerations;

Confirmed

(c) The collection of accurate, comprehensive, timely

Confirmed

•
•
•
•

•
•
•
•
•
•
•
•
•
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Assessment work as part of Board self declaration against Board
statements; and
Monthly Board Integrated Performance Report covers performance
against key performance indicators.
Robust annual planning cycle / process to develop business plans with
stakeholder involvement;
Strategic plans approved by Trust Board;
NHSI feedback considered by Board;
A quarterly Board report on progress with key elements of the
organisation’s strategy and corporate objectives.
Governance arrangements (constitution, standing orders);
Audit Committee
Board Assurance Framework;
Risk Management Policy and Strategy
Monthly Chief Executive’s report to the Board;
NHS FT Code of Governance compliance reviews;
Updates from the FT Secretary as relevant;
Internal Audit reports provide assurance that systems and processes
are in place relevant to specific areas audited. Where limited assurance
has been provided this is closely monitored and action plans reviewed
for progress.
Board composition - membership of the board of directors is considered
balanced, complete and appropriate with recent appointment of NED to
complement appointment of Director of Workforce.
Register of Interests;
PDRs;
Fit & Proper Persons declarations;
SID in place.
Approved Quality Priorities set out within annual Quality Report;
External Assurance on the Quality Report;
Board routinely receives reports on quality, providing details of
incidents, complaints, patient feedback and other indicators of quality;
Process for quality impact assessment.
External audit of quality report

and up to date information on quality of care;
(d) That the Board receives and takes into account
accurate, comprehensive, timely and up to date
information on quality of care;

Confirmed

•
•
•

(e) That the Licensee, including its Board, actively
engages on quality of care with patients, staff and
other relevant stakeholders and takes into account
as appropriate views and information from these
sources; and

Confirmed

•
•
•

•
•
•

(f) That there is clear accountability for quality of
care throughout the Licensee including but not
restricted to systems and/or processes for escalating
and resolving quality issues including escalating
them to the Board where appropriate.

Confirmed

•
•
•
•
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Annual Governance Statement – assured data quality
Internal Audit Data Quality
The Trust receive regular reports relating to quality of care including via
the Integrated Performance Report, regular reports from Medical
Director relating to Mortality, and reports via the Quality & Governance;
Internal Auditor reports on quality of data;
Quality accounts (external assurance on).
Back to the floor‟ programme gives members of the Board (NEDs and
Exec Directors) the opportunity to regularly visit both clinical and nonclinical areas to look at how care and quality initiatives are being
delivered and to gain a better understanding from front-line staff of
issues related to quality;
Governors provide feedback on quality of services through involvement
in PLACE assessments, and regular programme of ward and
departmental visits;
NEDs are engaged with the Trust’s quality agenda via Chairmanship
and membership of Quality & Governance Committee;
The Board actively engages with its key stakeholders on quality
through:
- commissioners - agreeing of CQUINS which are monitored
through, and discussed at, regular contract meetings / partner
governor represents Barnsley CCG
- analysis of staff survey results and patient survey results
(including Friends and Family test) / Open Forum)
- Governor involvement through Quality & Governance SubGroup meeting bi-monthly with NED Chair of Board Quality &
Governance Committee in attendance
- Patient Stories presented to Trust Board meetings.

Through Quality & Governance Committee Chair’s Log there is a
means of escalation of key quality issues/concerns to Board.
Escalation also comes through Q&G Committee sub-committees
CBU performance management arrangements including
arrangements for escalation.
Trust Values.

6.

The Board is satisfied that there are systems to
ensure that the Licensee has in place personnel on
the Board, reporting to the Board and within the rest
of the organisation who are sufficient in number and
appropriately qualified to ensure compliance with the
conditions of its NHS provider licence.

Confirmed

•
•
•
•

•

•
Other Declarations
7. Training of Governors

Confirmed

Appraisals for CE & Execs undertaken and overview reported verbally
into the Board Nominations and Remuneration Committee;
Board Nominations Committee reviewed Board balance at outset of any
recruitment;
Board contains appropriately qualified FD, MD, DoN;
The Board receives a monthly workforce information dashboard
containing details on staffing levels, vacancy rates, turnover, sickness
absence, employee relations, statutory and mandatory training
compliance, appraisals completed, agency and bank expenditure. The
dashboards highlight areas of concern enabling the development or
remedial action plans;
Nursing staffing and medical staffing reviews in revised format reported
quarterly providing compliance statements from Medical Director and
Director of Nursing relating to safe staffing levels. Presented to Q&G
and Board via Chair’s Log and Medical Staffing Report to Board;
Revalidation process for doctors and nurses has been implemented,
assurance re progress in executing duties provided to Board

Regular presentations on themed relevant topics from Executive Directors
at Council of Governors and Governor Sub Groups – Tissue Viability, CQC
Mock Inspection, Annual Operational Plan, People Strategy, etc.

The Board is satisfied that during the financial year
most recently ended the Trust has provided the
necessary training to Governors, as required within
s151(5) of the health and Social Care Act, to ensure
that they are equipped with the skills and knowledge
they need to undertake their role.

Development and induction sessions on responsibilities of FT Governor.
Governor participation in NHS Providers’ GovernWell Training Sessions.

11

12

13

