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1. Introduction 

Welcome statement by the Group Chair, Joss Bigmore 
 

Welcome to our Annual 
Report and Accounts 
covering the financial 
period from 1 April 2025 
to 31 March 2026.  I 
would like to take a 
moment to thank John 
Machin for his 
leadership as Acting 

Chair. John guided the organisation through an 
important period of transition, including the 
establishment of our group model with Royal Surrey 
NHS Foundation Trust (RS). On behalf of the Board 
and the wider organisation, I would like to thank him 
for his continued commitment to ASPH and for the 
thorough handover as I took over as Group Chair for 
ASPH and Royal Surrey in February 2026. 
 
I have been incredibly impressed by the dedication, 
professionalism and compassion demonstrated by 
colleagues. This report highlights many examples of 
the outstanding work taking place across our hospitals 
and community services and reflects the commitment 
of our teams to continually improve the care we 
provide for patients and their families. 
 
The past year has been another significant one for the 
NHS nationally. Following the July 2024 election, Lord 
Darzi’s review in the September 2024 described the 
NHS as being “in critical condition, but with strong 
vital signs.” In response, the government set out its 
long-term ambitions in the 10-Year Health Plan for 
England (July 2025), with three major shifts: moving 
more care into communities, accelerating digital 
innovation, and placing greater emphasis on 
prevention alongside treatment. 
 
The NHS is also undergoing structural reform. Changes 
to NHS England and Integrated Care Systems (ICSs), 
alongside strengthened oversight through the NHS 
Oversight Framework, have increased scrutiny on 
performance, accountability, and financial 
sustainability. Locally, proposed unitary authorities in 
East and West Surrey are reshaping how councils 
work with health partners, creating both challenges 
and opportunities to strengthen place-based working 
and align health and social care more closely with 
local communities. 
 

The financial context remains challenging. NHS 
organisations are expected to operate within  
allocated budgets despite rising demand, workforce 
pressures, and inflation, while persistent deficits 
continue to attract system-level scrutiny. Like all 
trusts, we are focused on improving productivity 
whilst delivering sustainable efficiencies through our  
Cost Improvement Programme (CIP), while 
maintaining high-quality, safe patient care. 
Against these challenges, our trust has remained 
firmly focused on our core purpose - providing 
outstanding, compassionate care for the communities 
we serve - and the past year has also brought many 
positive developments for ASPH. 
One of the most significant has been the continued 
development of our group model with Royal Surrey. 
Since the group was formally established in January 
2025, we have strengthened joint governance 
arrangements and collaboration between the 
two trusts.  
 
The partnership enables us to share expertise, 
develop services more sustainably and create new 
opportunities for our staff, while maintaining the 
strong local identities of both organisations. 
 
This year we have also begun to explore a potential 
strategic partnership with Queen Victoria Hospital in 
East Grinstead – an internationally recognised centre 
of excellence for reconstruction and sleep medicine. 
At the time of writing we are undertaking a period of 
shared planning, analysis and assurance before our 
boards meet in the summer to discuss assurance 
procedures and next steps. 
 
We have also continued to invest in modern facilities 
and services to improve access and outcomes for 
patients. In June 2025, the Woking Community 
Diagnostic Centre opened. The centre provides faster 
access to a wide range of diagnostic tests, including 
MRI, CT, ultrasound and x-ray, bringing services closer 
to patients’ homes and helping to reduce waiting 
times across the region. 
 
Innovation in clinical care has also continued to 
develop. The trust secured funding from NHS England 
for a second surgical robot, which will expand our 
robotic surgery programme and support the training 
of future surgeons through dual-console technology.  
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Our clinical teams have also continued to modernise 
surgical pathways. In August 2025 the Gynaecology 
team successfully introduced day-case hysterectomy 
procedures, allowing many patients to return home 
on the same day as their surgery and recover more 
comfortably in their own homes. 
 
Investment in our infrastructure has also continued. 
The trust secured £3.2 million of funding through 
Runnymede Borough Council’s Community 
Infrastructure Levy to modernise and expand the 
Cardiac Catheter Laboratory and improve facilities 
within the Neonatal Intensive Care Unit. These 
developments will support our teams to meet growing 
demand and ensure patients receive the very best 
care in modern environments.  
 
Maintaining high standards of quality and safety 
remains our absolute priority. During the year, several 
services received positive recognition from the Care 
Quality Commission. Our Maternity Services were 
rated Good following inspection, with inspectors 
highlighting improvements in governance, risk 
management and culture. Our Medical Care services, 
including care for older people, were also rated Good, 
with patients and their families providing 
overwhelmingly positive feedback about the care  
they received. 
 
The trust continues to strengthen its culture of 
learning and improvement. Our Neonatal Intensive 
Care Unit achieved the prestigious Level 3 Baby 
Friendly Award from UNICEF UK, recognising the 
team’s commitment to supporting families and giving 
babies the best possible start in life. We have also 
invested in education and training for our staff, 
including the introduction of a dedicated simulation 
ward at St Peter’s Hospital, which allows clinical 
teams and medical students to practise complex 
scenarios safely. 
 
Listening to the voices of patients and learning from 
their experiences is essential in improving the care we 
provide. In January 2026 we relaunched ViewPoint, 
our electronic patient feedback platform, which offers 
improved reporting and real-time insights to help 
teams respond quickly to patient feedback and 
continually improve services. 
 
Digital technology and innovation are also playing an 
increasingly important role across the trust. Over the 
past year we have upgraded public WiFi across our 
sites, implemented digital consent processes 
integrated with our electronic patient record, and 

begun using artificial intelligence enabled solutions 
such as Dora, a conversational clinical assistant that 
supports patients following surgery. 
 
None of these achievements would be possible 
without the extraordinary dedication of our staff and 
volunteers. Everyday colleagues across Team ASPH 
demonstrate professionalism, resilience and 
compassion while caring for patients, often in 
challenging circumstances. 
 
Looking ahead, the NHS will undoubtedly continue to 
face challenges. However, I am confident that by 
working closely within our group, focused on 
delivering high-quality continuing to innovate and 
supporting our staff, I am confident that we will 
continue to strengthen our services and provide the 
best possible care for our patients and communities.  
I would like to thank my fellow Non-Executive 
Directors for their support and challenge, and to 
acknowledge the contribution of our Governors. 
 
We are pleased to welcome back Deputy Chief Nurse, 
Ellen Bull, who returns after a secondment at NHS 
Blood and Transplant. With her return, we say thank 
you and goodbye to Lucie Butler as Interim Deputy 
Chief Nurse.  
 
We give a warm welcome to Ruth Colburn Jackson, 
Group Director of Transformation and Digital, Hannah 
Hamilton, Chief Finance Officer, Chris Attoe, Group 
Director of Strategy, Tom Smerdon, who returns to 
the trust in a different role as Group Director of 
Neighbourhood Health, following a secondment to 
CSH Surrey as their interim Chief Executive and Julie 
Fisher who joined the trust as an Non-Executive 
Director in January 2026. 
 
We also warmly welcome several new Governors, 
who bring a wealth of experience and knowledge. 

• Nigel Stapleton, Public Governor  

• for Elmbridge 

• Gloria Smith, Public Governor for Elmbridge 

• Yousri Waziri, Public Governor for Hounslow, 

Kingston-upon-Thames, Richmond-upon-

Thames and Rest of England 

• Sue Bryer, Public Governor for Spelthorne 

• Shimona Clington Fernando, Public Governor 

for Spelthorne 

• Julie Callin, Public Governor for Woking  

• and Guildford 
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• Polly Harris, Staff Governor for Nursing and 

Midwifery staff 

I would like to acknowledge the contributions made 
by those Governors that stood down in 2025/26:  

• Tracey Bradshaw, Staff Governor for Nursing 

and Midwifery staff 

• Helen Pernelet, Public Governor for Elmbridge 

• Trevor Sherwood, Public Governor  

• for Elmbridge 

• Anthony Tweh, Public Governor for Hounslow, 

Kingston-upon-Thames, Richmond-upon-

Thames and Rest of England 

• Richard Evans, Public Governor for Spelthorne 

• Karen Howkins, Public Governor  

• for Spelthorne 

• Miranda Alcock, Public Governor for Woking 

and Guildford 

• Sue Doran, Appointed Governor for 

Spelthorne Borough Council 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Finally, I would like to express my sincere gratitude, 

and on behalf of the Board, to everyone in Team ASPH 

for your continued support to the trust in delivering 

outstanding care every day. 

 
 

 
 
Joss Bigmore 
Group Chair 
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About us  
 
Established in 1998 from the merger of Ashford and St Peter’s Hospitals, the trust has been on a long 
journey of development and improvement to its current position as the largest provider of acute hospital 
services to Surrey residents. It became a Foundation Trust in December 2010. 
 
Ashford and St Peter’s Hospitals NHS Foundation Trust (ASPH) serves a population of more than 410,000 
people living in the boroughs of Runnymede, Spelthorne, Woking and parts of Elmbridge, Hounslow, Surrey 
Heath and beyond. The trust employs around 5,300 individual members of staff. Our turnover was 
£531million in 2025/26. 
 
Ashford Hospital primarily provides planned care, including day case and orthopedic surgery, as well as 
rehabilitation services. St Peter’s Hospital focuses on delivering more complex medical and surgical care, 
alongside emergency services. 
 
We are working in collaboration with our partners to ensure our population has access to the highest 
quality routine and specialist services. We are continually improving these services to better meet our 
communities’ needs, working together to ensure the right health and care provision is available to people 
in the right place at the right time to prevent the need for hospital care.   
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We’ve been busy  
During the year we have:  
 
 

 
 
  

   
 
 
 
 
 
 
Seen  

40,179 
emergency admissions 
 

 
 
 
 
 
 
 
Admitted 

63,824 
people for planned inpatient 
and day case procedure 
 

 
 
 
 
 
 
 
Seen 

122,570 
people in our emergency 
department  
 

 
 
 
 
 
 
 
Seen 

615,738 
Patients in our  
outpatient clinics 

 
 
 
 
 
 
 
Helped deliver 

2,673 
babies 
 

 
 
 
 
 
 
 
Had a turnover of 

£531m 
 

 
 

 
 

117,237 
Patients seen in virtual 
outpatient clinics  
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Our services  
  

We provide the following hospital and community- based health services to our catchment population: 

• Admitted patient care for planned surgery and emergency medicine and surgery 

• Accident and emergency services 

• Critical care 

• Outpatient services, both in our hospitals and across a number of community settings 

• Community midwifery services 

 
Services are split across our three main hospital sites and various community sites as follows: 
 

Ashford Hospital St Peter's Hospital  
Woking Community 
Hospital 

Specialist clinics within 
the community 

Elective and day-case surgery 
Accident and emergency 
services 

Inpatient and outpatient 
Neuro-rehabilitation services Cobham Community Hospital 

Therapies Intensive care Outpatient services West Byfleet Centre 

Cancer services 
Emergency surgical and 
medical care Physiotherapy 

Heart of Hounslow Centre for 
Health 

Outpatient midwifery hub Elective and day-case surgery  Community diagnostics Teddington Memorial Hospital 

Outpatients (including 
paediatrics) and diagnostics, 
x-ray, ultrasound, CT and MRI 
scans 

Outpatients and diagnostics, 
x-ray, ultrasound, CT scans, 
endoscopy and MRI scans  

Runnymede and Woking 
Physiotherapy clinics 

 Therapies  

Early supported discharge 
teams (for stroke) based at 
Ashford and Milford hospitals 
(providing services across 
much of West Surrey) 

 Maternity services   

Dermatology services are 
provided from Royal Surrey, 
Haselmere Hospital and 
Cranleigh Health Centre 

 

Paediatrics services (children's 
services)  

Community midwifery 
services 

 

Neonatal intensive care unit 
which provides care for 
acutely ill babies   

 

Pathology services provided 
through the Berkshire and 
Surrey Pathology Service 
(BSPS)   
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Our vision and strategy  
 

Our Trust Strategy: ‘Together we 
care’ was launched in 2018, setting 
out a new vision for the trust to 
provide an outstanding experience 
and the best outcomes for 

patients and the team.  
 
It is consistent with local strategies; the Surrey 
Health and Wellbeing Strategy and the NHS Long 
Term Plan. Since then, the COVID pandemic has 
led us to remarkable and fast-paced 
transformation in how we deliver healthcare. In 
2021, we carried out a strategy refresh to reflect 
this with revised strategic objectives. 
 
Looking ahead to the new financial year and 
beyond, the Trust Strategy was recently updated 
to set out our vision and strategy for 2026-2029. 
Engagement with our staff, governors, members, 
local health and care partners, patient groups, 
and the local public have shaped our refreshed 
strategy. While our vision and mission have 
remained consistent, we have reset our strategic 
objectives, to reflect the extensive analyses  
and engagement that have gone into our  
recent refresh.  
 
 

Consequently, our vision, mission and strategic 
objectives align with the 10 year health plan, the 
Surrey Health and Wellbeing Strategy and the 
plans of our local partners. Importantly, we have 
completed our recent strategy refresh in close 
alignment with our Group model partners,  
Royal Surrey.  
 
This has allowed us to set out our shared group 
strategic ambitions for the first time, including 
through the adoption of the True North 
methodology, learning from successful 
deployment in many other NHS organisations. 
This framework will help us translate our strategy 
into delivery, working through our divisions and 
corporate services, in alignment with partners, to 
ensure that we continually drive our strategic 
objectives forward. Through this renewed 
approach to strategy delivery, we are eager to 
continue and reinvigorate our rigorous pursuit of 
our vision and mission.  We will be able to report 
further on this next year. 
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Our 2022/2025 strategic objectives 

 
 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

National and local context  
 
National context  
Health and care are changing fast. Our 
community is growing and getting older, with 
more people living with long-term health needs, 
while innovative approaches to health 
management, treatment, and new care models 
are evolving rapidly. This has been recognised in 
the NHS 10 Year Health Plan which seeks to 
modernise the NHS, making it more efficient, 
patient-centred and resilient for the future, with 
all healthcare providers being asked to respond 
to these radical changes. In order to make the 
NHS fit for the future we must continually 
improve in all that we do while driving bold and 
ambitious transformation in key areas, focusing 
on three big changes:   

• From hospital to community: More care 
will happen closer to home, so people can 
stay independent and avoid unnecessary 
hospital stays.  

• From treatment to prevention: We will 
help people stay healthy, spot problems 
early, and support self-care.  

• From analogue to digital: Technology  
and data will help both patients and  
staff, making care safer, faster, and  
more connected.  

 
 

 
 
Local context  
With national changes underway to the 
Department of Health and Social Care and NHS  
England, Integrated Care Boards (ICBs) will 
primarily focus on strategic commissioning of 
services to improve the long-term health of local 
populations.  

Surrey and Sussex have recently come together 
as one ICB, responsible for a combined 
population of just over three million, building on 
a proud history of collaboration - grounded in 
mutual trust, aligned values, and joint delivery 
across commissioning, workforce, and clinical 
innovation.   
 
The ICB work as key and integral partners within 
the two systems – Surrey and Sussex – and across 
our five ‘Places’ – Brighton and Hove, East Sussex, 
West Sussex, East Surrey and West Surrey. The 
ICB work closely with all local authority partners, 
recognising ongoing changes, while working in 
partnership to realise the benefits of new unitary 
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authorities in Surrey and Sussex and the 
outcomes of future local government 
configuration. We look forward to working 
closely with the ICB, particularly across our ‘Place’ 
of West Surrey, in close collaboration with Royal 
Surrey and our local health and social care 
partners. These partnerships enable us to design 
care around the needs of our population, 
improve access to services closer to home, and 
deliver sustainable, high-quality care.  
 
As a strategic commissioner, the ICB is 
responsible for setting a clear strategy for 
improving the health of the population, based on 
the needs of local people, and making sure that 
the way money is spent has a direct impact on 
improving people’s health and in reducing the 
inequalities we know exist in how some people 
access and receive care and treatment. 
 
The ICB’s unique role is to coordinate the 
allocation of resources, getting the best use of 
the population’s health budget by aligning 
funding and resources strategically with long-
term population health outcomes.  Importantly 
they have a responsibility to use their 
understanding of the local context to make sure 
that every pound spent is improving outcomes, 
tackling inequalities, delivering best value and 
building long-term health resilience for local 
communities, including the left shift (from 
treatment to prevention; from hospital to 
community; from analogue to digital) set out in 
the NHS 10 Year Health Plan. 
 
In short, the ICB’s ambition is to improve health 
outcomes, reduce health inequalities and secure 
the best value for money from NHS services for 
the people and communities living in Surrey and 
Sussex in line with the Government’s 10 Year 
Health Plan. 
 
More information about Surrey and Sussex ICB is 
available at www.surreysussex.icb.nhs.uk.  
 
Collaborative Partnerships  
We cannot achieve ambitious objectives and 
plans alone, and it is crucial that we continue to 
work collaboratively with colleagues from our 
local health, care, and voluntary and community 

sector partners. ASPH works with multiple  
voluntary, community and faith-based groups 
and we recognise the immense value they bring 
in the form of personnel, skills, care and physical 
and psychological support close to, or directly in, 
patients’ homes. We are committed to continue 
to nurture, develop and embed these 
neighbourhood partnerships to benefit the 
patients and communities we serve.  
 
Education and training are essential to allow us to 
develop, empower and grow a trained, 
experienced, confident and skilled workforce to 
provide quality patient treatment and care. We 
work closely with multiple clinical and academic 
universities and institutions to support our staff’s 
personal development and to be the very best 
version of themselves in whatever area of the 
organisation they are supporting our patients. 
Further, these clinical academic collaborations 
extend to research, development, and 
innovation, helping us to embed a culture of 
evidence-based practice and improving patient 
choice, experience, and outcomes through 
research translation.  
 
Northwest Surrey Integrated Care Services 
(NICS)  
North West Surrey 
Integrated Care Services Ltd 
(NICS) is the GP Federation 
for North West Surrey, 
bringing together all 37 GP 
practices in the area to collaborate on delivering 
services at scale. The federation supports practice 
resilience, improves access to care, and enables 
the development of innovative out-of-hospital 
services that integrate effectively with other 
healthcare providers. NICS is a core partner of 
Surrey Primary Care, a Surrey-wide collaboration 
comprising local GP Federations.  
 
NICS delivers a range of system-wide services to 
support urgent and community-based care, 
including six acute illness hubs across the area 
providing around 5,000 additional GP 
appointments per month and 40 paramedic 
home visits a day enabling rapid clinical 
assessment and treatment for housebound 
patients. In partnership with ASPH, NICS also 

http://www.surreysussex.icb.nhs.uk/
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operates the GP-led Urgent Treatment Centre at 
St Peter's Hospital, seeing approximately 4,000 
patients each month.  
 
Through close collaboration with ASPH, NICS 
additionally delivers community diagnostic 
services and develops integrated clinical 
pathways that provide faster access to care closer 
to home, while ensuring that GP practices receive 
consultation outcomes and test results in real 
time through the integrated EPR.   
 
Our partnership with NICS is incredibly valuable 
to the trust, our staff, and our local patients, and 
will continue to be a focal point of our 
partnership work. Our collaboration will be 
critical for the future of the Neighbourhood 
Health agenda in North West Surrey, delivering 
care more locally, accessibly, and in an integrated 
way to our patients.  
 
More information about NICS is available on their 
website: www.nicsfed.co.uk.  
 
CSH Surrey  
 One of our closest 
partners, CSH Surrey 
delivers integrated, 
high-quality care for 
local communities. As 
a community services provider, CSH Surrey plays 
a vital role in supporting patients beyond the 
acute hospital setting, helping to ensure care is 
delivered closer to home wherever possible. 
  
Through our collaborative relationship, CSH 
Surrey complements hospital-based services by 
providing a wide range of community nursing, 
therapy, and specialist services. This enables 
smoother patient pathways, supports timely 
discharge from hospital, and helps reduce 
unnecessary admissions. By working together, 
both organisations aim to improve patient 
outcomes, enhance experience, and make the 
best use of shared resources. 
  
The partnership is underpinned by a shared 
commitment to prevention, early intervention, 
and reducing health inequalities. As a leading 
provider of neighbourhood healthcare, aligned to 

the ambitions set out in the NHS 10 Year Plan, 
CSH Surrey works alongside hospital clinicians, 
GPs, and wider system partners to coordinate 
care across organisational boundaries, ensuring 
patients receive joined-up, person- 
centred support. 
 
More information about CSH Surrey is available 
on their website: www.cshsurrey.co.uk.  
 
Trust Provider Collaborative  
Surrey Heartlands Trust Provider Collaborative 
(TPC) is a partnership of acute trusts committed 
to improving patient outcomes in ways which are 
fair, sustainable, efficient and innovative.  
 
Established in July 2023, the TPC consists of four 
acute hospital and mental health organisations:  

• Ashford and St Peter’s Hospitals NHS 
Foundation Trust  

• Royal Surrey NHS Foundation Trust  

• Surrey and Sussex Healthcare NHS Trust  

• Surrey and Borders Partnership NHS 
Foundation Trust  

 
We recognise that by working together we are 
better able to meet the challenges of increasing 
demand for services, reducing health inequalities, 
the pressures on our workforce, and financial 
sustainability, so that the communities we 
collectively serve receive the quality of services 
that they rightly expect, in a timely way. We work 
together across a number of key work portfolios 
including clinical improvement, efficiency at scale 
and elective care transformation coverings 
programmes such as elective care, maternity, 
acute paediatrics, workforce, endoscopy, mental 
health and systematic anti-cancer therapy.  
 
Berkshire and Surrey Pathology Services (BSPS) 

Pathology services at Ashford and St Peter’s 
Hospitals are delivered through a partnership of 
neighbouring NHS trusts working together for 
greater efficiency and better services for patients. 
Being part of a network enables us to deliver 
better value and a wider range of more than 900 
different tests. Together we can invest more in 

http://www.nicsfed.co.uk/
http://www.cshsurrey.co.uk/
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new technologies and automation to improve 
accuracy, cut turnaround times and reduce costs. 
The network also provides services across the 
wider community, including primary care, GPs, 
community and mental health trusts, and some 
private healthcare providers.  
 
This year BSPS retained its status as ‘thriving’ 
against NHS England’s Pathology Network 
Maturity Matrix, one of only three nationally to 
achieve this top level. It means services are fully 
integrated using hub and spoke models and 
focused on innovation, digital integration and 
optimised patient pathways to deliver high-
quality cost-effective services. 
 
BSPS includes Ashford and St Peter’s Hospitals 
working with Frimley Health, Royal Berkshire and 
Royal Surrey NHS Foundations Trusts, and Surrey 
and Sussex NHS Trust. It involves 1,600 staff, with 
more than 100 consultants, and performs about 
60 million tests each year for about 3 million 
people, and screening for a bigger population 
across the south. 
 
In 2025/26 BSPS launched a new five-year 
strategy with a vision ‘To be a cutting edge and 
influential NHS pathology service delivering in the 
NHS top decile for performance and productivity’. 
The strategy’s five pillars cover workforce, value, 
patients, technology and partnership, backed up 
by a series of year-on-year actions. The focus in 
the past year included addressing operational 
pressures (capacity and turnaround times), 
advances in automation and digital integration, 
flexible and resilience working models, quality 
improvements and strengthening partnerships 
across the system. 
 
BSPS achieved its financial targets and saw 
growth in testing activity continue, with GP 
demand up 6% and hospitals by 4%. Spending on 
agency staffing was halved, and the network 
successfully delivered on other planned efficiency 
savings. Further efficiency gains and automation 
have been earmarked for 2026/27.  
 

More information about BSPS is available on  
their website:        
www.berkshireandsurreypathologyservices.nhs.uk.  

 
Healthcare Partners Ltd (HPL) 
Ashford and St Peter’s Hospitals NHS Foundation 
Trust began working closely with Healthcare 
Partners Ltd (HPL) as part of its wider 
collaboration with Royal Surrey NHS Foundation 
Trust. HPL currently provides procurement and 
asset management services to the trust. Our 
relationship supports the delivery of high-quality, 
efficient services and reflects the trust’s 
commitment to working at scale across the 
system to improve patient outcomes and 
operational performance.  
 
Healthcare Partners Ltd is a wholly owned NHS 
subsidiary, established in 2018, which provides a 
range of specialist support services to healthcare 
organisations. Its core areas of expertise include 
medical engineering, procurement and supply 
chain services, and maxillofacial laboratory 
services, alongside broader healthcare 
management and consultancy support.  
 
Through our partnership, HPL helps optimise the 
management of medical equipment, 
procurement processes and supply chains, 
enabling clinical colleagues to focus on delivering 
frontline care. The model will support the 
delivery of efficiencies, innovation and the 
reinvestment of benefits back into NHS services, 
contributing to sustainable service improvement 
for patients. 
 
 
 
 
 
 
 
 
 
 
 

 

http://www.berkshireandsurreypathologyservices.nhs.uk/
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2. Performance report  
Performance report - Overview 
 
Statement by the Group Chief Executive 
 
This past year has been challenging, which has not 
been unique to our trust, it’s been challenging for 
everyone in the NHS, with continued high demand, 
staff shortages and ongoing backlog of care, as we 
continue to recover from the COVID-19 pandemic. 
Financially, we ended the year with a surplus of £0.8m 
with our turnover increasing by 7.8% to £531m from 
£492.5m in 2024/25. We continue to invest in our 
capital schemes including the modernisation and 
expansion of the Cardiac Catheter Lab and Neonatal 
Intensive Care Unit to meet growing demand and to 
give patients the very best start to recovery, thanks to 
Community Levy Funding from Runnymede Borough 
Council.  
 
NHS England outlined an ambition to reduce the 
waiting time for elective care, improving the 
percentage of patients waiting no longer than 18 
weeks for elective treatment, with every trust 
expected to deliver a minimum of 5%-point 
improvement. The trust’s year end position was 61.9% 
against a target of 66.3%. The number of patients 
waiting longer than 65 weeks reduced to just one 
patient in Q3, effectively achieving the zero target 
before increasing to 13 by March 2026. The trust also 
provided mutual aid for long-waiting orthopaedic 
patients from local providers, consistent with the 
trust’s commitment to system-wide collaboration 
through our new Surrey Surgical Centre at Ashford 
Hospital. The trust is committed to delivering against 
its agreed trajectories for 2026/27. 
 
NHS England’s ambition was to improve A&E waiting 
times compared 2024/25 with a minimum of 78% of 
patients being seen within four hours in March 2026. 
The trust achieved the national four-hour target in 
March 2026, reporting 78.4%, however we continued 
to experience ongoing challenges with waiting times 
for a bed following admission from A&E.   
 
Our cancer performance remained resilient 
throughout 2025/26, with the trust successfully 
maintaining delivery against key national cancer 
waiting time standards, exceeding the Cancer Fast 
Diagnosis Standard of 80% in March 2026, reporting 
84.2%, despite sustained demand and operational 
challenges. The trust also exceeded the 62-day 

combined treatment standard target of75% in March 
2026, reporting 82.7%.  
 
Although there was no target set for diagnostic six 
week wait performance for this financial year, the 
trust performed considerably higher than the England 
average of 77.4%, reflecting sustained delivery despite 
operational pressures. The trust performance ranged 
from 87.1% in quarter one to 92.6% in quarter two, 
and ending the year at 85.9% in quarter four.  
 
We continue to work hard to ensure the health needs 
of our population are better met and that health 
inequalities are reduced year on year. We also 
continue to work closely with our commissioners and 
system partners within Surrey and Sussex Integrated 
Care System. There is much to look forward to as our 
collaboration as a group model with Royal Surrey 
continues to progress, as we share best practice and 
joined up working to improve efficiency for our  
staff and ultimately improve patient care, outcomes 
and experience.  
 
The 10 year health plan, to make the health service 
‘fit for the future’ was published in July 2025. It’s 
making three big shifts to how the NHS works:  

• From hospital to community  

• From analogue to digital  

• From sickness to prevention   

The group model work with Royal Surrey, including 
the appointments of a Group Director of 
Transformation and Digital and a Group Director of 
Neighbourhood Health will support our work, over the 
coming years, to deliver the 10-year health plan.  
 

 
 
Louise Stead 
Group Chief Executive 
7 July 2026 

 
 
 
 
 
 

https://www.gov.uk/government/publications/10-year-health-plan-for-england-fit-for-the-future/fit-for-the-future-10-year-health-plan-for-england-accessible-version
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Key issues and risk 
 
We have identified the following key risks to our strategic objectives, taking into account 
both external and internal factors and uncertainties, as part of our board assurance 
framework process:
 

 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
For more detail on how we manage and respond to risk see our Annual Governance Statement on pages 93-100. 

 
 
SR4 

Strategic objective: Quality of care 
 

There is a risk of failure to embed a culture of continuous improvement, and 
to deliver safe and effective care, impacting our ability to consistently 
deliver sustainable improvements 

SR4.1 The inability to effectively capture and act upon the patient voice, leading 
to missed opportunities to improve service quality, patient care, and 
experience, resulting in reduced patient satisfaction, engagement, non-
compliance with regulatory requirements, and poorer patient outcomes 

  
 
 
SR6 

Strategic objective: People 
 

That we are unable to recruit and retain the workforce with the skills that 
we need to deliver excellent patient experience   

SR7 That we do not create a culture where staff feel listened to, included, 
empowered and valued 

  
 
 
SR1 

Strategic objective: Modern healthcare 
 

We may not operate effectively, and our finances may become 
unsustainable over the short and long term 

SR2 We may not operate effectively, and may not be able to deliver 
constitutional access and performance standards sustainably, patient care 
may suffer, and we may face regulatory enforcement 

SR3 If we fail to plan, deliver and maintain our estates infrastructure then we 
may be unable to meet regulatory standards and may be unable to maintain 
safe infrastructure to support patient care and staff wellbeing 

  
 
 
SR5 

Strategic objective: Digital 
 

Failure to use digital innovation to empower patients, improve safety, 
optimise clinical pathways and share data with system partners 
 

  
 
 
SR8 

Strategic objective: Collaborate 
 

Inability to realise the full opportunities of the group model to achieve our 
Trust Strategy 

SR9 Inability to realise the full opportunities of the Trust Strategy and Clinical 
Strategy through lack of internal capacity and capability 

SR10 Inability to realise the full opportunities of the North-West Surrey Alliance 
to achieve our Trust Strategy 
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Going concern disclosure 
 
After making enquiries, the directors have a reasonable expectation that Ashford and St Peter’s Hospitals 
NHS Foundation Trust has adequate resources to continue in operational existence for the foreseeable 
future. For this reason, we continue to adopt the going concern basis in preparing the accounts. 
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Planned inpatient and day 
case treatment 

Planned inpatient and day case treatment activity 
increased (7.8%) to aid elective recovery  

63,824 
(7.8%) 

Performance analysis  
Detailed activity review 
 
 

                                                                                                                        
 
 
 
 
 
 
 
 
 
 
 
 
 

 
  

 
Emergency Department (ED) 
attendances 

The trust saw an increase (1.3%) in ED attendances 
during the year. 

 
 
 

 

 

 
Virtual 
We saw an increase in the number of virtual 
appointments (10.6%) taking place. 

 

117,237 
(10.6%) 122,570 

(1.3%) 
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Key performance metrics 
 
The following table describes how we have performed against key national targets and minimum 
standards, giving overall performance against target for the year, performance by quarter as well as how 
this year compares to previous years. 

 
 
 
 
 
 

  

National 
targets and 
minimum 
standards 

Target 
Target 

(2025/26) 
2025/26 

2025/26 

2024/25 2023/24 2022/23 

Q4 Q3 Q2 Q1 

Infection 
control 

Number of 
Clostridioides 
difficile cases 

29 46 15 10 10 11 
32 35 30 

Number of MRSA 
blood stream 
infection cases 

0 4 0 2 1 1 
3 5 3 

Access to 
cancer 
services 

Faster Diagnosis 
Standard (% of 
cancer patients 
waiting to be told they 
have cancer or 
cancer is excluded) 

Mar = 
80.0% 

Mar 
=84.7% 

80.6% 79.6% 75.4% 78.1% 

80.50% 81.30% 75.70% 

62-Day Treatment 
Standard (% of 
cancer patients who 
commenced 
treatment within 62 
days) 

Mar = 
75.0% 

Mar = 
83.8% 

83.9% 83.4% 85.2% 81.4% 

82.60% 82.90% 80.80% 

Access to 
treatment 

Patients waiting 
greater than 65 
weeks for elective 
treatment 

Q3 = 0 0 30 1 86 32 

13 40 77 

Access to ED 
(all types) 

Four Hour Standard 
(% of patients waiting 
a maximum of four 
hours in ED from 
arrival to admission, 
transfer or discharge) 
*including Woking 
and Ashford WiCs 

Mar 
=78.3% 

Mar 
=78.4% 

75.1% 75.0% 75.8% 75.6% 

76.80% 72.10% 71.60% 

Diagnostic 
performance 

% of patients that 
receive a diagnostic 
test within six weeks 

n/a 89.5% 88.8% 89.7% 92.6% 87.1% 
94.30% 94.10% 89.90% 

Access for 
patients 
with a 
learning 
disability 

The trust provides 
self-certification that 
it meets the 
requirements to 
provide access to 
healthcare for 
patients with a 
learning disability 

n/a Yes Yes Yes Yes Yes Yes Yes Yes 
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Our performance explained  
Infection control – hospital  
acquired infections 
For Clostridioides difficile (Cdiff) infection, there 
were 46 trust apportioned cases against a 
threshold of 29. This was a significant increase 
from the previous year (when we had 32 cases). It 
is worth noting that there was an increase in the 
number of Cdiff infections both regionally and 
nationally during 2025/26, but with no real 
change in known risk factors for Cdiff acquisition. 
Hence, it is uncertain why this increase occurred. 
A review of our cases indicated that none 
occurred due to cross-infection from one patient 
to another. Whilst all the infections were 
associated with antibiotics, only three out of the 
46 cases were likely avoidable, due to incorrect 
antimicrobial prescribing. To help address this, 
training was rolled out, along with ongoing 
support from the antimicrobial pharmacist. 
 
For MRSA blood stream infections, there were 
four cases against a zero threshold. Of these, 
three were likely avoidable, with two occurring 
due to missed opportunities for early screening 
and follow-up skin suppression treatment, and 
the other was a likely contaminant. To help 
address this, training was rolled out, along with 
ongoing work to improve the use of aseptic non-
touch technique (to help reduce the potential for 
further contaminated blood culture samples). 

 
Access to Cancer Services 
Cancer performance remained resilient 
throughout 2025/26, with the trust successfully 
maintaining delivery against key national cancer 
waiting time standards despite sustained demand 
and operational challenges, including workforce 
pressures in diagnostic services and some 
capacity constraints in imaging and endoscopy. 
The trust exceeded the Cancer Faster Diagnosis 
Standard (FDS) of 80% in March 2026, reporting 
84.2%. The trust also exceeded the 62-Day 
Combined Treatment Standard target of 75% in 
March 2026, reporting 82.7%.  

 
Referral to treatment (RTT) - 18-week target 
The trust faced challenges in delivering the 18-
week Referral to Treatment (RTT) standard during 

2025/26, principally driven by the delay in 
opening four new inpatient theatres and the 
closure of one day-surgery theatre following 
ventilation and electrical failures.  
 
The trust’s year end RTT position was 61.9% at 
the end of March 2026. The number of patients 
waiting longer than 65 weeks fluctuated during 
the year reducing to just 1 patient at Q3, 
effectively achieving the zero target, before 
increasing to 13 by March 2026. This compares to 
13 at the end of 2024/25. Overall, the year end 
RTT performance of 61.9% was below the target 
of 66.3% set out in the trust plan at the start of 
the year but compares favourably to the national 
average.  The trust also provided support for long 
waiting orthopaedic patients from local 
providers, consistent with its commitment to 
system-wide collaboration. 
 
Recovery actions implemented during the year 
included undertaking of weekend theatre lists, 
increased outsourcing to independent sector 
providers in Q4, and additional outpatient clinics. 
The opening of the four new theatres in 
December and January was critical to improving 
RTT recovery, and the trust remains committed 
to delivering against its agreed trajectories into 
2026/27.  

 
Emergency Department (ED) - Four-hour 
waiting target 
The trust achieved the national four-hour ED 
standard of 78.3% in March 2026, reporting 
78.4%. ED attendances remained high throughout 
the year, with approximately 1,600 more 
attendances than in 2024/25.   Improvements in 
our urgent care services this year included the 
opening of an Ambulatory Care Centre, seven-day 
opening of the Older Persons Assessment Unit, 
and expansion in opening hours of our Same Day 
Emergency Care unit.  The trust does continue to 
experience challenges relating to patients 
requiring inpatient admission from the 
Emergency Department.  An executive-led 
Improvement Programme is focusing on driving 
improvement in our urgent care and bed flow 
challenges in a structured and sustained way.  
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Diagnostic performance 
There was no national target set for DM01 
diagnostic performance in 2025/26. The trust’s 
performance in delivering diagnostic tests within 
six weeks ranged from 87.1% in Q1 to 92.6% in 
Q2, closing the year at 85.9% in Q4. Throughout 
the year the trust performed considerably above 
the England average of 77.4%, reflecting 
sustained delivery despite operational pressures. 
Performance was lower than the 94.3% achieved 
in 2024/25, with the decline primarily 
attributable to unplanned workforce shortages in 
sonography (ultrasound), ongoing national 
recruitment challenges for some diagnostic staff 
such cardiac physiology, and demand above 
inhouse capacity within our endoscopy 
services.  Recovery actions included additional 
weekend diagnostic lists, the opening of an 
additional MRI scanner at the Woking site 
operating on a six-day basis, and Board-approved 
investment in new endoscopy equipment. The 
trust remains focused on improving performance 
for the coming year. 
 

Access for patients with a learning disability  
The trust confirms its self-certification that it 
continues to meet the requirements to provide 
appropriate access to healthcare for patients with a 
learning disability, in accordance with the NHS 
Standard Contract and the Accessible Information 
Standard. This self-certification has been confirmed 
in 2025/26, as in all preceding years. 
 

Equality of service delivery 
The trust’s overarching ambition continues to be 
the better meeting of the health needs of its 
diverse communities, reducing health inequalities 
year on year and demonstrating improvement in 
patients’ experiences of accessing and receiving 
care. Equality of access remains a standing 
element of the Group’s transformation and 
governance frameworks, and services and 
pathways are reviewed with consideration of 
individual needs and preferences. The trust has 
exercised its functions consistent with NHS 
England’s updated statement under section 
13SA(1) of the NHS Act 2006 on how NHS bodies 
should exercise their powers to collect, analyse 
and publish information related to health 

inequalities. NHS England’s statement was 
updated in November 2025 and is available at: 
www.england.nhs.uk/publication/nhs-englands-
statement-on-information-on-health-inequalities. 
 
The trust continues to be committed to delivering 
an equitable service in line with the following 
legislation: 
 

Equality Act 2010 
No discrimination; advance 
equality; reasonable 
adjustments 

Public Sector 
Equality Duty 

Proactive consideration of 
impact on disadvantaged 
groups 

Health and Social 
Care Act 2012 

Reduce inequalities in access 
and outcomes 

NHS Constitution 
Right to equitable, 
non-discriminatory care 

EDS / EDI 
frameworks 

Tools to demonstrate 
compliance and improve 
equity 

 
To support equitable access and outcomes, the 
trust ensures that all services and proposed 
service changes undergo a Quality and Safety 
Impact Assessment (QSIA). This process evaluates 
the potential impact on relevant population 
groups, including people with protected 
characteristics and communities that may be 
affected differently due to geographical or 
socioeconomic factors. 
 
This approach is strengthened by published 
research undertaken by ASPH, which highlights 
that patients living in areas of higher deprivation 
are at greater risk of experiencing longer waits 
for treatment compared with those in more 
affluent areas. In response, the trust is 
developing a deprivation-level waiting time 
dashboard, enabling services to monitor 
performance at Index of Multiple Deprivation 
(IMD) level and take targeted action where 
inequities are identified. 
 
The trust is committed to ensuring accessibility 
for all. The trust website incorporates the Recite 
Me accessibility tool and provides a site-specific 

http://www.england.nhs.uk/publication/nhs-englands-statement-on-information-on-health-inequalities/
http://www.england.nhs.uk/publication/nhs-englands-statement-on-information-on-health-inequalities/
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Accessibility Guide. Interpreter services, including 
British Sign Language, are available for patients, 
and a dedicated staff resource page supports 
colleagues in meeting the needs of patients with 
visual, hearing, cognitive or other impairments. 
The trust’s Electronic Patient Record also enables 
the flagging of additional needs to ensure 
appropriate adjustments are made throughout 
the patient journey. 
 
ASPH is proud to be a Veteran Aware trust, 
demonstrating our commitment  
to providing personalised, equitable  
care for members of the Armed  
Forces community. 
 

Trust-wide assurance and governance 
Divisional Patient Tracking List (PTL) meetings to 
manage elective waiting lists are held weekly, 
chaired by relevant service managers, to identify 
key pathway delays and ensure patients are 
managed by clinical priority. A summary of 
performance alongside the identification of risks is 
presented to the trust Performance Meeting, 
chaired by the Director of Performance and Deputy 
Chief Operating Officer, on a weekly basis. trust-
wide performance is reviewed within the bi-
monthly Quality of Care Committee and Finance 
and Performance Committee before being 
presented to the Trust Board for further scrutiny.   
A revised Group governance structure has been 
implemented during the year with the 
introduction of a new Performance Management 
Committee chaired by the Chief Operating Officer 
overseeing delivery of constitutional access and 
operational performance.   
 

Task force on climate-related financial 
disclosures (TCFD) 
NHS England’s NHS Foundation Trust Annual 
Reporting Manual adopted a phased approach to 
incorporate the TCFD recommended disclosures 
as part of sustainability annual reporting 
requirements for NHS bodies, stemming from HM 
Treasury’s TCFD-aligned disclosure guidance for 
public sector annual reports. TCFD recommended 
disclosures are as interpreted and adapted for 
the public sector by HM Treasury. Local NHS 
bodies are not required to disclose scope 1, 2 and 

3 greenhouse gas emissions under TCFD 
requirements as these are computed nationally 
by NHS England. 2025/26 is the final year of the 
three-year phased implementation of TCFD, and 
the first year in which disclosure against the 
Strategy pillar is required. These disclosures are 
provided below with appropriate cross-
referencing to the trust’s Green Plan and 
sustainability report where relevant. 
 

Governance 
The Board maintains oversight of climate-related 
issues through its review of the trust’s Green Plan 
and associated sustainability reporting. Climate 
and environmental matters are considered as 
part of the Board’s review of organisational 
strategy and are referenced within the Annual 
Governance Statement. At Group level, 
responsibility for the climate and sustainability 
agenda is held by Chris Attoe, Group Director of 
Strategy, with the trust’s revised Green Plan for 
2025–28 forming the primary vehicle through 
which climate-related governance is exercised 
and reported. 
 
ASPH Green Plan is overseen by the ASPH Green 
Group which meets bi-monthly, which reports to 
the Finance and Performance Committee with 
progress every six months, and to the Trust Board 
annually. Monitoring of the KPIs (targets) in the 
Green Plan is what is reported every six months 
to the FPC and annually to the Trust Board in the 
Green Plan Annual Report. 
 

Strategy 
The trust has identified a range of climate-related 
risks and opportunities across short, medium and 
long-term horizons, aligned to its strategic and 
financial planning cycles. In the short term (0–3 
years), key risks include the physical impacts of 
extreme weather events on the estate and 
service delivery, including heat-related pressures 
on clinical environments and supply chain 
disruption. In the medium term (3–10 years), 
transition risks include the increasing regulatory 
requirements associated with net zero 
commitments, changes in energy costs, and the 
need to invest in low-carbon estate and 
infrastructure. In the long term (10–30 years), the 
trust faces material risks from the cumulative 

https://www.ashfordstpeters.info/images/other/ASPH-Green-Plan-Sep-2025.pdf
https://www.ashfordstpeters.info/images/other/ASPH-Green-Plan-Sep-2025.pdf
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physical impacts of climate change on population 
health and the estate. These risks and  
opportunities are reflected in the trust’s Green 
Plan for 2025–28. 
 

Risk management 
Climate and environmental risks are identified 
and assessed through the trust’s established risk 
management framework, with climate-related 
risks incorporated into the corporate risk register 
where they meet the trust’s materiality 
threshold. The trust uses the NHS Climate Change 
Risk Assessment Tool to support the 
identification of physical and transition risks 
across its estate and operations. Decisions on 
how to mitigate, transfer, accept or control 
climate-related risks are made in line with the 
trust’s standard risk management processes. The 
integration of climate-related risk assessment 
into the trust’s overall risk management 
approach is described further in the Annual 
Governance Statement. 
 

Metrics and targets 
As noted above, NHS foundation trusts are not 
required to disclose scope 1, scope 2 or scope 3 
greenhouse gas emissions as part of TCFD metrics 
and targets disclosures, as emissions estimates 
for NHS bodies in England are derived centrally by 
NHS England. The trust’s Green Plan 2025–28 sets 
out the key metrics and carbon KPIs used to 
measure and manage climate-related risks and 
opportunities, with performance against these 
targets reported to the Board. 
 
The Green Plan also includes the metrics used to 
monitor our carbon footprint and our carbon 
footprint Plus levels – but we get these measures 
from the NHS England Greener NHS Support Tool 
and the NHS England Greener NHS 
Dashboard.  We do not have climate-related 
specific targets – we have a carbon reduction 
target (that will then help with climate change) in 
line with the NHS Carbon Net Zero targets.  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

https://www.ashfordstpeters.info/images/other/ASPH-Green-Plan-Sep-2025.pdf
https://www.ashfordstpeters.info/images/other/ASPH-Green-Plan-Sep-2025.pdf
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Financial performance 
 
2025/26 was another financially challenging year 
which focused on increasing elective activity, 
improving internal productivity, delivering a 
significant savings programme and mitigating the 
impacts of industrial action. 
 
Increasing elective activity levels continued to be 
a major theme for the trust, with new theatres at 
Ashford Hospital and expanded services at 
Woking Community Diagnostic Centre. We also 
continued our focus on improving our non-
elective pathways at St Peter’s. 
  
An analysis of the trust’s financial results is set 
out in the table that follows. This is in the format 
reported to NHS England and which NHS England 
use to measure the trust’s financial performance.  
 
 
 

As such this differs slightly from the Annual 
Accounts analysis. 
 
With the funding regime for NHS services 
continuing to be tightened, the trust set itself a 
breakeven plan for 2025/26 that included cost 
improvement savings (CIPs) of £32.9m. Both of 
these targets were met, with the trust’s turnover 
increasing by 7.8% to £531.0m in 2025/26, from 
£492.5m in 2024/25.  

 

As a result of achieving its plan for 2025/26 on an 
NHS England measured basis, the trust was 
awarded a further £3.3m national funding 
allocation which resulted in the reported 
adjusted financial performance surplus. 
 
 
 
 

  

2025/26 2024/25 

Actual 
£m 

Actual 
£m 

Income 

Clinical income  496.4 463.1 

Non-clinical income  34.6 29.4 

Total income   531.0 492.5 

Expenses 

Pay costs  (351.5) (335.5) 

Non-pay costs (157.3)  (147.4) 

Total expenses  (508.8) (482.9) 

EBITDA  22.2 9.6 

Depreciation and amortisation  (13.1)  (15.4) 

Impairments, net of reversals  (3.3) (8.0) 

Charitable and granted contributions  1.0 0.4 

Interest (net)  1.5 1.9 

Dividend on PDC  (7.5) (7.8) 

Share of profits of associate 0.5 - 

Other gains  - - 

Reported net surplus (deficit)  1.3 (19.3) 

Items excluded from our performance against the regulatory control total:  

Add net capital donations/ donated asset depreciation   (0.8) - 

Add back net impairment costs  3.3 8.0 

Adjusted financial performance surplus 3.8  (11.3) 
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Key movements year on year are set out below: 
 

• Total income increased by £38.5m (7.8%) 
year on year. This was mainly a result of 
increased elective and community 
diagnostic activity following the opening 
of the new theatres at Ashford Hospital 
and expansion of the Woking Community 
Diagnostic Centre, as well as additional 
funding for pay and non-pay inflation. 
 

• Pay costs were £16.0m (4.8%) higher 
than 2024/25, which was mainly due to 
increased elective and community 
diagnostic activity, as well as higher levels 
of pay inflation for all staff groups. Spend 
on agency workers decreased by £1.6m 
(17.4%) year on year. 

 
• Non-pay costs were £9.9m (6.7%) higher 

than 2024/25. Within this there were 
additional activity related costs such as 
drugs £1.5m and clinical/general supplies 
£9.3m, as well as an increase in the 
trust’s Clinical Negligence Scheme for 
trust’s premium £0.8m. These were 
partially offset by reduced depreciation 
and amortisation charges of £2.3m. 

 
• The trust’s health service income 

exceeded income from the provision of 
other services, which form only a small 
part of our total income. Income from 
other services is used to support health 
services at the trust. Further details on 
income can be found in notes 3 and 4 of 
the Annual Accounts which follow later in 
this Annual Report. 

 
• A total of £32.9m of cost improvement 

savings (CIPs) were delivered during 
2025/26 (2024/25 - £19.9m). 

 
• The main elements of the 2025/26 capital 

programme of £21.1m (which included 
£11.0m purchased through Healthcare 

Partners Limited), were: 
• £11.0m investment in medical 

equipment including a second robot, 
endoscopes, CT scanner and 
Catheterisation Lab equipment 

• £0.9m completing the work to open 
the Woking Diagnostic Centre 

• £1.5m on commencing planning and 
works to extend the St. Peter’s 
Emergency Department and create an 
Assessment Unit; and 

• £2.4m into IT projects. 
  
The majority of the capital programme was 
funded from internally generated resources;  
however, in addition the trust (i) increased 
borrowings in the form of leases (£0.5m), and (ii) 
received national programme Public Dividend 
Capital allocations (£8.2m). 
 
Cash balances reduced by £0.7m during the year 
with the trust ending the financial year with a 
cash balance of £30.4m. 
 

2026/27 Plan 
 
The trust will see a challenging year in 2026/27 
and as a result has set itself a CIP target of 
£36.7m. That CIP target has enabled the trust to 
set a breakeven plan for 2026/27 on an NHS 
England performance measure basis. 
 
Our capital programme for 2026/27 will be 
£39.5m, which includes £20.4m of national 
funding. Of this £9.0m is for the Emergency 
Department and Assessment Unit expansion. 
 

 
 
Louise Stead 
Group Chief Executive  
7 July 2026 
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Progress against our 2022-26 strategic objectives  
 
The following section describes our progress against each of our current five strategic objectives:  
 

• Quality of care 
• People 
• Modern healthcare 
• Digital 
• Collaborate  

 

 
 
 
 
 
 
 
 



 

30 
 

 
 

  Strategic objective 1: 
 Quality of care 

 
Grow and develop as a place of learning, underpinning by a culture and mindset of continuous 
improvement that reduces harm and improves patient experience.  
 

Successful staff flu vaccination campaign 
 
The 2025/26 staff flu vaccination campaign was a 
great success with 46.6% of staff being vaccinated, a 
huge increase from the previous year’s uptake of 21%. 
Staff across the trust embraced the trust values to 
protect their patients, their colleagues, their families 
and themselves. 
 
Over 40 members of staff undertook the training to be 
peer vaccinators, relieving some of the pressure from 
their Occupational Health colleagues. Using images of 
staff giving and getting their flu jabs made the 
campaign more relatable as they could see people 

they knew getting involved. We also had stories from staff including one who overcame her needle phobia 
with the support and care from her peer vaccinator. Offering easy to access clinics and pop-up clinics made 
it easier for staff to get vaccinated. A great job Team ASPH! 
 

 
 
London Landmarks Half Marathon 2025  
 
In April 2025, Little Roo Neonatal Fund, part of the Ashford and St 
Peter’s Hospitals Charity, dedicated to raising funds for the 
neonatal unit at St Peter’s Hospital, was proud to be represented 
by 14 runners at the London Landmarks Half Marathon. The team 
included two neonatal nurses running alongside families whose 
babies were once cared for by the neonatal unit at St Peter’s 
Hospital. Together, they reflected the heart of the Little Roo 
community, coming together to give back and help support future 
tiny patients. The team raised almost £17,000 (including Gift Aid) and helped provide a state-of-the-art 
ventilator - this life-saving equipment supports extremely preterm and critically unwell babies to breathe. 
Their incredible efforts are already making a difference, helping sick and premature babies get the very 
best care and the strongest possible start. 
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Sensory garden at Ashford Hospital 
 

Thanks to the generous donation from Cllr Med 
Buck, the then Mayor of Spelthorne, and volunteers 
from the SMP Alliance M4 project, Balfour Beatty 
and Mway Comms who donated resources and 
their time to create a sensory garden at Ashford 
Hospital. 
 
The garden is under a tree canopy and features 
thoughtful planting that is designed to appeal to 
each of the senses and offer interest all year round, 
with ornamental grasses, three types of geraniums, 
daffodils and plants like rosemary and lavender 
which are renowned for the strong scents.  

 
The outdoor space was designed to bring peace and comfort to patients, visitors and staff.  
 

 
 
Maternity Services rated Good by Care Quality Commission  

 

 
 
Maternity Services at St Peter’s Hospital were awarded a good rating by the Care Quality Commission in its 
report published in September 2025.  
 
Assessed against 30 quality statements, looking at how safe, effective, caring, responsive and well-led the 
service was, significant improvements had been made since their last visit in 2023, noting improved 
governance, risk management and culture.  
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Staff were praised for their focus on compassionate care and evidence-based treatment, enabling good 
outcomes for those using the service. People using the service said they felt treated with kindness and 
dignity, were listened to by staff, who respected their choices and supported them to have the birth 
experience they wanted, wherever safe to do so. 
 
The report highlighted a good safety culture within the service, where events were investigated and 
learning was embedded to ensure good practice. Leaders at all levels of the service were recognised for 
having the skills, knowledge, experience and credibility to lead effectively and do so with integrity, 
openness and honesty. 
 

 
 
NICU achieved Baby Friendly award 
 
The Neonatal Intensive Care Unit at St 
Peter’s Hospital was awarded the 
prestigious Level 3 Baby Friendly Award 
in June 2025. 
 
This award from UNICEF UK Baby 
Friendly Initiative is a reflection of the 
unit’s ongoing commitment to increase 
breastfeeding rates and improve care for 
all parents on the neonatal unit.  
 
The Baby Friendly Initiative is a global 
programme which aims to transform 
healthcare for babies, their mothers and families as part of a wider global partnership between UNICEF and 
World Health Organization (WHO). In the UK, the Baby Friendly Initiative works with public services to 
better support families with feeding and developing close, loving relationships in order to ensure that all 
babies get the best possible start in life.  
 
At ASPH we set out to ensure that all mothers and babies cared for by our neonatal unit are supported to 
form a close and loving relationship – whatever their choice of feeding method – as this is the best start for 
every baby. 
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Simulation ward to support learning  
 

A three-bed simulation ward at St Peter’s Hospital offers clinical staff and 
medical students the opportunity to practice simulated medical 
procedures, including the treatment of cardiac arrest and major trauma, 
to improve patient outcomes.  
 
The simulation ward was funded by money the trust receives from 
medical schools for teaching medical students and is located in the 
education centre at St Peter’s hospital. The ward is a great tool for all 
clinical staff, from nurses and midwives, doctors of all grades and Allied 
Health Professionals, as well as the medical students that spend time 
learning at the trust.  
 
There is a vast selection of simulation experiences from clinical skills to the 
most common scenarios that occur in clinical practice. In addition to this 

there is a complementary simulation suite which can mimic major trauma on the roadside or an attack on 
the London Underground.  
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   Strategic objective 2:  
  People 

 
 
Being a great and safe place to be, where we continually listen, include, empower, and value everyone. 
 

Staff Survey results 

The 2025 NHS staff survey results showed that ASPH was ranked 12th in the country, when 

compared against other Acute and Acute Community Trusts who use Picker, a significant 

improvement from previous years where we were ranked 20th in 2024 and 28th in 2023. 

There have been a number of positive findings. Many staff continue to report feeling 

motivated and engaged in their work, and one of the strongest scores compared with 

other trusts is the number of colleagues who look forward to coming into work. There have 

also been improvements in appraisal experiences, with more colleagues saying their appraisals helps them improve 

how they do their job and makes them feel their work is valued. 

The staff survey is only of the many ways in which the organisation engages with its staff. The trust will continue to 

engage with staff to look at areas of the staff survey that have not scored so well to review processes and look at 

ways to improve these together. 

 

 

Staff Achievement Awards  

 
 

The annual Staff Achievement Awards took place in October 2025 at Oatlands Park Hotel in Weybridge. 
These awards are a highlight in the ASPH calendar, celebrating the achievements and recognising the 
dedication and commitment by our staff to ensure quality and safe care.  

https://www.ashfordstpeters.nhs.uk/latest-news/3317-recognising-our-dedicated-staff-at-the-staff-achievement-awards-2025
https://www.ashfordstpeters.nhs.uk/latest-news/3317-recognising-our-dedicated-staff-at-the-staff-achievement-awards-2025
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The awards highlight those who have gone above and beyond as well as those who have made outstanding 
contributions demonstrating that they have embodied the trust values of Patients first, Personal 
responsibility, Pride in our team and Passion for excellence. Nominations are made by staff, with the 
Patient first category being opened up to the public for patients and families to nominate staff that had 
provided them with outstanding patient care.  
   
The awards also celebrated staff who have shown their loyalty and commitment to the trust with their long 
service of 25, 30, 35 and 40 years’ service.  
 
 

Building Capacity, Accountability and High Performance 
 
The trust recognises that delivering safe, high-quality patient care depends upon a capable, accountable 

and high-performing workforce. During 2025/26, we have made significant progress in aligning our people 

strategy, organisational culture and systems to support our long-term ambitions and to strengthen the 

experience of both staff and patients. 

Culture Improvement Programme 

In September 2025, the trust formally launched its refreshed Values and Behaviours Framework, 

reaffirming our expectations around accountability, personal responsibility, civility and respect. 

 

Work is now underway to embed the revised framework across key people processes, including 

recruitment, appraisal and induction. This ensures that our values are not aspirational statements, but  

are actively shaping how we attract, develop and support colleagues at every stage of their career with  

the trust. 
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Staff and Career Development 

To support the delivery of our Culture Improvement Programme, we have 

continued to invest in structured development opportunities for staff. 

In March 2026, we launched the pilot of Building Safe and Respectful Teams, 

delivered in partnership with NHS Elect. This programme directly supports our 

objective of strengthening civility and respect across the organisation and will 

provide practical tools to enable teams to create psychologically safe, inclusive 

working environments. 

Our established Career Development and Mentoring Programme has continued to 

grow, with two additional cohorts successfully launched during the year. In line with our Group Model, the 

programme is now open to colleagues from Royal Surrey NHS Foundation Trust, further strengthening 

cross-organisational collaboration and shared learning. 

Leadership Development 

Strengthening leadership capability remains a core priority. Over the past year, 

we have collaborated with Royal Surrey NHS Foundation Trust and NHS Elect to 

design and deliver a new development programme for senior managers aspiring 

to Divisional Leadership roles. 

The programme has been positively received, reflecting a strong appetite for 

structured progression pathways. A further cohort is scheduled to commence in 

early 2026. 

During the coming year, we will undertake a comprehensive refresh of our wider leadership development 

offer to ensure alignment with national leadership standards, emerging NHS priorities and our own 

strategic objectives. 

Gold Standard Work Experience Accreditation  

The trust was delighted to be successful in our application for Gold 

Standard work experience accreditation from NHS England in December 

2025.  

With only 16 other trusts in the country holding the gold award, we are 

now the only trust in the South East region with accreditation. Work 

experience is vital to help with career choices and to attract prospective employees. Since 2023, the trust 

has supported a total of 335 students from Surrey, with tailored work experience placements across the 

organisation. The largest sector for our work experience is Medicine, followed by Allied Health 

Professionals.  
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Violence and aggression  

Violent and aggressive behaviour towards our 
staff, continues to be an ongoing concern and 
is reflected in our NHS Staff Survey results. We 
are providing training for frontline staff to help 
them de-escalate confrontations, to give staff 
confidence in managing difficult situations. We 
have also reinforced and embedded our 
reporting processes and sanctions to ensure 
that incidents of this sort are recorded and 
monitored.  
 
The trust has been promoting a poster 
campaign using photos of actual staff and their 
reflections on how violent and aggressive 
behaviour has affected them directly.  
 
You can read more in the violence and aggression annual report.  
 

 
 
Staff Health and Wellbeing 
 

Staff are at the heart of the organisation, giving their 
skills, commitment and compassion every day to ensure 
high quality, safe patient care.  Protecting and promoting 
staff wellbeing is essential to sustaining this dedication 
and ensuring that our workforce can continue to deliver 
the best possible care. 
 
Over the last 12 months there has been a focus on staff 
wellbeing, using national events and initiatives such as 

National Stress Awareness Month; National Walking Month; Men’s Health Week; Cycle to Work Day; 
World Mental Health Day.  
 
A variety of activities have taken place to mark each of these days – from the annual ‘Walk This May’ 
challenge, to promotion of the Employee Assistance Programme, to collaborative Men’s Den sessions. 
 
The trust has trained an additional cohort of Mental Health First Aiders, to equip staff with the essential 
skills and knowledge to offer initial support to colleagues experiencing mental health challenges or crises. 
 
In addition to this, the trust held its first Health and Wellbeing Day in November 2025, dedicated to 
promoting staff wellbeing across all aspects of health. The event was well attended, with over 140 
colleagues representing 44 departments across the trust. It provided a comprehensive overview of the 
trust’s wellbeing offer.  
 

 

https://www.ashfordstpeters.info/images/board-papers/2025-12-11/Paper7-4-Violence-and-Aggression-Annual-Report-Dec-2025a.pdf
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Sexual safety 

 
The trust has demonstrated a strong commitment to fostering a safe and 
respectful workplace through its zero-tolerance approach to harmful sexual 
behaviour, reinforced by signing the NHS England Sexual Safety Charter. In 
September 2025, the Sexual Safety in the Workplace Policy was approved, 
providing staff with clear, accessible guidance. This policy has been widely 
communicated across all staff groups, alongside information on the support 
available and clear routes for reporting concerns. 
 
The use of an anonymous reporting platform enables individuals who have 
experienced or witnessed incidents to report safely while maintaining 
anonymity. Importantly, this system also allows for ongoing dialogue with 
the Freedom to Speak Up Guardian, ensuring that concerns can be fully 
explored and appropriately investigated.  
 

Staff engagement has been enhanced through improved induction programmes, promotion of national 
training resources, and active involvement of EDI networks and Here 4 You champions. A range of 
communication initiatives, including awareness campaigns, leadership engagement, and trust-wide 
messaging, have further reinforced expectations and support available to staff. 
 
Encouragingly, we have seen an increase in reporting of incidents. This reflects growing confidence among 
staff to come forward and trust that their concerns will be taken seriously.  
 
The trust has achieved White Ribbon Accreditation, demonstrating 
alignment with national best practice and a strong commitment to 
creating a safe and respectful working environment.   
 
Over time, we anticipate a reduction in incidents as increased awareness, improved reporting mechanisms, 
and consistent action send a clear and reassuring message: this behaviour is not tolerated, and the trust is 
committed to supporting and protecting its staff. 
 
You can read more in the sexual safety charter annual report.  
 
 

  

https://www.ashfordstpeters.info/images/board-papers/2025-12-11/Paper7-5-Sexual-Safety-Charter-Annual-Report-Dec-2025a.pdf
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   Strategic objective 3:  
  Modern healthcare 
 

Delivering the most effective and efficient treatment and care by standardising the delivery and outcome 
of clinical services.  

 
Endoscopy team celebrate biodegradable first 
 

The Endoscopy Unit at the trust celebrated being 

the first team in Surrey to use a biodegradable  

stent in a patient with a post-surgical bile leak, 

removing the need for further surgery to remove 

the stent later.  

Until now, patients have had to return for a second 

endoscopic retrograde Cholangiopancreatography 

(ERCP) procedure to remove stents, which are small 

tubes used to treat blockages in the bile or 

pancreatic ducts. They are often inserted during an 

ERCP to relieve symptoms like jaundice and digestive discomfort.  

Using these biodegradable stents, for suitable patients, means we can improve their experience by saving 

them having to return for repeat surgery. This also frees up the team to treat other patients sooner. 

 

 

Woking Community Diagnostic Centre opens  
 
The trust opened the Woking Community 

Diagnostic Centre, located in Woking 

Community Hospital, to its first patients in  

June 2025. 

The Woking Community Diagnostic Centre is 

part of the wider NHS initiative to expand access 

to diagnostic testing and is designed to reduce 

waiting times and alleviate pressures on  

local hospitals.  

A range of diagnostic services will be offered at the site, from simple blood tests and hearing tests through 

to the latest imaging technology including MRI and CT scanning, allowing patients to be diagnosed locally 

in a comfortable and convenient environment. 

Key features of Woking Community Diagnostic Centre include: 
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• Advanced diagnostic technologies including MRI, CT, X-ray imaging and expanded  

ultrasound capacity 

• A team of highly trained healthcare professionals providing expert analysis and interpretation 

• Reduced waiting times for diagnostic appointments 

• Improved patient experience, with convenient local access to diagnostic services 

The centre is open seven days a week ensuring flexible access to services for patients across Woking and 

surrounding areas. Patients will be referred to the centre by their GP or specialist, making it a seamless 

part of the overall healthcare journey. 

 

 

Launch of day case hysterectomy procedures  
In August 2025 the Gynaecology team at the 

trust successfully launched their first day-case 

hysterectomy procedure.  

This development marks a significant step 

towards enhancing patient care and experience. 

By offering hysterectomies as day cases, many 

patients can now return home the same day, 

reducing the need for overnight stays and 

supporting a quicker recovery at home. 

This achievement highlights the trust’s commitment to modernising surgical pathways, improving 

efficiency, and providing patient-centred care. The initiative is also part of the national GIRFT (Getting It 

Right First Time) programme, which supports trusts to deliver high-quality care, improve outcomes, and 

make best use of NHS resources through evidence-based practice. 

 

 

Introduction of second surgical robot  

The trust has secured funding from NHS England for a second da Vinci robot. The new robot is an upgraded 

version of the existing robot with dual controls to facilitate the training and education of resident doctors. 

The existing robot at St Peter’s will be transferred to Ashford Hospital and the new robot will be installed 

at St Peter’s Hospital. This will allow significant expansion of the robotic programme with one of the robots 

being at the Surrey Surgical Centre for elective surgery. 

The new robot will also support the retention and recruitment of staff by being able to offer surgeons the 

opportunity to train and use a robot allows them to be able to continue at the forefront of their fields.  
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£3.2m investment from Runnymede Borough Council’s Community Infrastructure Levy 
(CIL) funding  
 

This funding will be used to modernise and expand the 

Cardiac Catheter Lab and Neonatal Intensive Care Unit to 

meet growing demand and give patients the very best start 

to recovery.  

The trust operates the leading heart intervention service in 

North West Surrey, performing almost 4,400 complex and 

minimally invasive procedures in 2024 as demand continues 

to rise. 

A £2.9 million upgrade to the Cardiac Catheter Lab, provided by Runnymede Borough Council, will allow 

more complex and minimally invasive heart procedures to be carried out more quickly and safely. 

Combined with an existing NHS allocation of £900,000, this investment will fund advanced new equipment 

and support earlier diagnosis and intervention, further improving patient outcomes. 

A £296,000 refurbishment of the Neonatal Intensive Care Unit will modernise and reconfigure the only 

Level 3 neonatal unit in Surrey, which provides specialist care for some of the smallest and sickest babies 

from across Kent, Surrey and Sussex. 

The improvements will enhance facilities for both families and clinical teams, ensuring babies receive the 

very best start in life. Families will also benefit from upgraded rooms and facilities designed to offer greater 

comfort, privacy and reassurance during long and emotional periods of care. Energy-efficient design and 

new state-of-the-art equipment will help staff deliver the safest and most advanced treatment in 

modern surroundings. 

 

 

Macmillan Cancer Support Centre 

Works are well underway for the new Macmillan 
Cancer Support Centre at Ashford Hospital in Surrey. 
The £1.9m centre, funded by Macmillan Cancer 
Support, will be the first of its kind in North West 
Surrey, providing a non-clinical space within the 
hospital, offering free advice and support for cancer 
patients, their families, carers and friends. The centre 
is due to be open in the summer. 
 
The centre will give cancer patients a more holistic 

approach to living with and beyond cancer. It will give patients access to counselling sessions, 
complementary therapies, exercise classes and support groups.  
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   Strategic objective 4:  
  Digital 

 
 
Using digital technology and innovations to improve clinical pathways, safety and efficiency, and  
empower patients.  

 
Digital academy  
 
The trust, in partnership with Royal Surrey Hospital, launched a new 
joint learning opportunity for staff across both trusts. The new digital 
academy offers training for staff around using data and technology in 
the workplace. Courses will offer practical programmes to embed digital 
tools in everyday tasks. 
 
The training will strengthen digital and data skills, turn insight into 
action and improve flow, productivity and patient experience.  
 
The academy will enhance the group model work as the two trusts can develop their capabilities  
together and learn from one another. This also aligns with the NHS 10 year plan and the shift from 
analogue to digital.  

 
 
Federated Data Platform (FDP) 

The trust has signed up to the NHS Federated Data 
Platform, which software that enables NHS organisations 
to bring together operational data - currently stored in 
separate systems – to support staff to access the 
information they need in one safe and secure 
environment. This means that staff can access the 
information they already hold in a single, secure place and 
will remove the need to cross reference spreadsheets and 
paper-based records.  
 

Streamlining access to data reduces the need for multiple logins, resulting in faster, more coordinated care, 
increased patient choice and improved health outcomes.  
 
The trust has rolled out the ‘inpatient’ module, that is designed to help manage surgical waiting lists by 
creating a shared source of data to improve and streamline theatre scheduling.  
 
In January 2026, the trust also rolled out the Referral to Treatment (RTT) module. This module is designed 
to support the validation of patients on RTT pathways helping to identify or remove any blockers 
preventing timely treatment.  
 
You can find out more about FDP by watching this video by NHS England.  
 
 

https://www.youtube.com/watch?v=9Z7Ss4YJXNc
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Digital consent  
 
The trust has modernised the paper-based patient consent process, 
by implementing a digital consent system. The digital consent is 
integrated with the Millennium electronic patient records, allowing 
all clinical teams to generate, store and automatically share  
consent electronically.  
 
This allows patients to have time to read through the information 
and ask questions so they can make an informed decision about the 
procedure they are due to have.  
 
 

WiFi upgrade  
 

In March 2026 the trust upgraded its free public WiFi to improve 
connectivity across all sites (parts of Woking Community Hospital, Ashford 
Hospital and St Peter’s Hospital). The WiFi upgrade included the 
replacement of access points as well as removing obsolete and unnecessary 
networks, reducing interference, improving speed and stability as well as 
delivering more consistent performance across sites.  

 
 
 

Use of Artificial Intelligence (AI) 
 
Pilot to fill short notice cancellations to clinic slots 

The trust has partnered with Deep Medical Ltd to 
improve outpatient services. Deep Medical’s technology 
aims to reduce the number of patients who do not 
attend their appointments through tailored messaging 
and reminders and are also supporting teams to fill clinic 
slots that have been cancelled at short notice. This 
technology helps to ensure that as many appointment 
slots are filled, improving our efficiency and reducing 
waiting times for patients.  
 
Dora  
Dora is the first UKCA marked conversational clinical assistant, powered by artificial intelligence, to 
increase capacity and reduce pressure on trust services.  
 
Dora doesn’t require an app, a dedicated device or user training. Dora simply calls a patient on their 
preferred phone number and provides a reliable, consistent follow up after surgery. Dora helps increase 
accessibility by calling at a convenient time for the patient and removes the need for patients to travel to 
the hospital for an appointment. Dora frees up hospital space and staff time, reducing financial and 
environmental costs and improving capacity.   
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Ophthalmology new electronic patient records system  
 

In May 2025 the Ophthalmology department moved to a new 
Electronic Patient Record (EPR) system called mediSIGHT. 
 
MediSIGHT is an ophthalmology-specific EPR designed by practicing 
clinicians to streamline specialist workflows. Its primary benefits centre 
on speed, clinical precision, and the ability to generate instantaneous 
audits for regulatory compliance. 
 

This system is helping improve the way we manage patient information, enhance patient safety and 
support the delivery of high-quality care.  
 
 
 

Digital transformation 

The trust has established a clear portfolio of digitally enabled 
transformation programmes to support service improvement 
and long-term sustainability. This includes the development of 
the Outpatients Reimagined programme, which will 
modernise outpatient care through pathway redesign and 
increased use of digital channels, alongside a wider 
productivity programme underpinned by advanced data 
analytics, benchmarking and demand modelling. These 
initiatives are supported by strengthened digital leadership, 
including the appointment of a Group Director of Transformation and Digital, ensuring robust governance 
and a more systematic approach to delivering change across the organisation and our group model with 
Royal Surrey Hospital. 
 
In parallel, digital capability is enabling the shift towards more integrated, community-based models of 
care. Programmes such as neighbourhood health development, community-based diabetes services and 
expanded diagnostic provision are being supported by improved data sharing, system integration and 
digital infrastructure. Together, these initiatives reflect a move towards a more connected, data-driven 
organisation, where digital innovation underpins improvements in access, efficiency and patient 
experience. 
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     Strategic objective 5:  
   Collaborate 

 
 
Working with our partners in health and care to ensure provision of a high quality, sustainable NHS to the 
communities we serve.  
 

Community day  
 

 
In July 2025 the trust welcomed over 1,000 local residents, health and care partners and emergency 
services to its fourth community day event, held at St Peter’s Hospital. 
 
A wide range of activities were on offer throughout the day. These included interactive and informative 
displays of different services provided at the trust, Q and A panels about the different careers available in 
the NHS, tours of the Abbey Birth Centre and urology services as well as other areas that are not usually 
open to the public such as the boiler house and sterile services.  
 
Local partner organisations and charities were involved, providing information about the support they 
offer for people across Surrey and how they work with the trust. These included Action for Carers Surrey, 
South East Coast Ambulance, Surrey Fire and Rescue, Woking and Sam Beare Hospice, Macmillan Cancer 
Support, Healthwatch Surrey, and Radio Wey, who were celebrating their 60th anniversary. 
 
The event was a huge success and even helped to raise over £700 for the Ashford and St Peter’s Hospitals’ 
Chairty through their tea party. The funds raised on the day will go towards supporting patients and staff 
over the coming year. 
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Memorial event to mark Organ Donation Week  
 

 
 
In September 2025, the trust marked Organ Donation Week by hosting a memorial event to honour loved 
ones who had passed away and given the gift of life through organ and tissue donation.  
 
Attendees met around the special memorial tree sculpture, receiving handwritten wooden leaves bearing 
the names of their loved ones from the Mayor of Runnymede, Cllr Margaret Harnden. Families also had the 
chance to meet members of the medical teams who had been involved in their relatives’ care.  
 
The trust will be looking to hold an organ donation memorial event every two years, to ensure that families 
get the opportunity to come together to remember their loved ones with a special event.  
 
 

Trust strategy refresh  
 
We are proud of the significant progress we have made during the lifespan of the previous Together We 
Care trust strategy launched in 2022. Developed following the Covid-19 pandemic, our 2022–2025 strategy 
set a clear path for recovery, renewal and improvement grounded in our fundamental vision to provide an 
outstanding experience and best outcomes for patients and the team. As our strategy came to a close, we 
felt it was the right time to refresh it so that it reflects the publication of the 10-Year Plan for Health, our 
group model with the Royal Surrey and changes taking place locally across Surrey within councils and the 
Integrated Care Board.  
 
Over a nine-month period, we engaged with local stakeholders to help shape our refreshed strategy 
through conversations with our staff, governors, members, local health and care partners, patient groups, 
and the public. Throughout our engagement period, we heard from more than 1,800 people through one-
to-one sessions, group sessions, interactive workshops, online discussions, surveys and direct written 
feedback, which helped us shape our strategic objectives and True North goals for 2026-2029. The 
refreshed Together We Care Strategy should be published in the first quarter of 2026/27. 
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Tim Spencer Award 

First launched in 2022, the Tim Spencer Award supports 
our ambition of inspiring the next generation to 
consider a career in the NHS. The award is run in 
partnership with the Bourne Education 
Trust and invites students to submit a blog style 
essay focused on a different healthcare related topic 
each year.  
 
As with previous years, the three winners were 
presented with their awards at the Brooklands 

Innovation Academy – an annual event which brings together up to 500 year eight secondary school 
students to experience the range of Science, Technology, Engineering and Maths (STEM) careers available 
through hands-on workshops and inspirational speakers.  
 
This year’s winners were also invited to attend a special seminar with Professor Brian Cox CBE FRS,  
where they had the opportunity to ask questions and hear about his career in science. They also  
attended St Peter’s Hospital to experience the range of simulation equipment used to train clinical staff 
and medical students.  
 
  
 
 

Pilot community X-ray service transforms care for patients who fall at home  
 
A collaborative pilot between the trust and South East 
Coast Ambulance (SECAmb) has successfully tested a 
new community based model of care for patients who 
have fallen at home. The pilot paired a consultant 
radiologist from the trust with an advanced paramedic 
practitioner from SECAmb to jointly review 999 calls, 
assess patients in their homes, and provide rapid x-ray 
imaging using a mobile machine. The images were 
transmitted instantly to St Peter’s Hospital for reporting, 

enabling clinical decisions within around 30 minutes.  
 
This approach meant many patients could be safely treated at home, avoiding unnecessary emergency 
department attendances and ambulance conveyances. The pilot showed clear clinical, operational and 
financial benefits with strong support from patients and families. Following its success, the pilot has been 
extended for another four months with increased operational days.  
 
This is a great example of integrated working and has significant potential to become a sustainable and 
permanent model of community-based care, improving outcomes for vulnerable patients and reducing 
system pressures.  
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Our collaboration with the Juliet O Foundation 
 
In October 2025, we established our charity partnership with 
the Juliet O Foundation - established by acclaimed British 
rapper Dave and his mum Juliet Omoregie - with their first 
delivery of discharge care bags. 
 
Each quarter, the Foundation kindly donate discharge bags for 
our staff to share with some of our most vulnerable patients as 
they leave hospital. 
 
These thoughtfully prepared bags contain a small selection of 
food, drinks, and essential toiletries - simple comforts to help patients settle back at home after a long 
hospital stay. For those without close family or friends nearby, these gifts can make a world of difference, 
providing both practical support and emotional reassurance- a helping hand and a friend in a bag. 
 
Their ongoing support ensures that our staff can extend care beyond the ward doors - reminding patients 
that they are not alone as they take their next steps towards recovery. We’re so grateful to Dave, Juliet, 
and the whole Juliet O Foundation team for their compassion and commitment to helping those most in 
need. Together, we’re making sure every patient leaves hospital with dignity, warmth, and hope. 

 
 
‘Call before conveyance’ multidisciplinary team review 999 calls pilot  
 
The ‘call before conveyance’ was a pilot that took place in November/December 2025, where a 
multidisciplinary team (MDT), consisting of a paramedic, Urgent care Response matron, and frailty 
professional, reviewed calls for frailty patients over 65 years, live from 999 calls.  
 
The MDT reviewed cases with notes and information to inform and support best outcomes for patients. 
These reviews reduced unnecessary ambulance dispatches and conveyances to hospitals enabling patients 
to be in the right place at the right time, first time.  
 
The pilot safely avoided emergency department attendance by 47% for eligible head-injury patients, with 
extremely low re-attendance rates, empowering paramedics with rapid specialist support. Direct 
paramedic to frailty referrals rose from 33 to 85 per month, with over 80% streamed directly to specialist 
units instead of the emergency department. A business case is now in progress to implement this co-
location model.  
 
 
 

Artificial intelligence (AI) photohub expansion  
 
The dermatology photohub started in March 2022 in a GP practice in North West Surrey. Patients with a 
mole or lesion they were concerned about were referred to this service by their GP. In July 2022, the 
service started a pilot, using artificial intelligence (AI) technology to identify malignant, pre-malignant and 
benign skin lesions.  
 
In June 2025, a photohub routine lesion pathway was introduced to support patients referred routinely 
with lesions. At that time, routine waits were averaging eight months. The new pathway ensures all routine 
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lesion patients now receive an AI-enabled photohub appointment within eight weeks, enabling early 
identification of those who require upgrading to a faster diagnosis pathway. 
 
In addition, from July 2025, the photohub activity increased from three to seven clinics per week and all 
photohub activity now takes places at Woking Community Diagnostic Centre which is more central for 
residents in West Surrey. 
 
In February 2026, 93% of patients were seen within two weeks of referral, despite 239 more referrals 
compared to February 2025.  
 
 
 

Group model 
 
Over the past year, we have made strong progress in establishing our group model with the Royal Surrey as 
a clinically led, collaborative partnership. While both organisations remain sovereign, with their own 
boards and leadership teams, the partnership has enabled more deliberate, clinically led working across 
sites. This approach has supported the sharing of expertise, reduced duplication, and accelerated decision-
making in key areas, particularly in service improvement, workforce planning, and operational delivery. 
Early collaboration has focused on building the foundations for working as a group - aligning priorities, 
strengthening relationships between clinical teams, and creating the conditions for faster, more  
consistent improvement. 
 
Key achievements include: 

• Governance and Oversight: Established a Joint Transformation Committee, Joint Digital Committee 
and Joint Drugs and Therapeutics Committee. Demonstrating early impact on service improvement 
and decision-making. 

• Group Model Transformation Programme: Launched a group transformation programme, focusing 
on four key pillars of work: reimagining outpatients, improving flow, increasing productivity, and 
strengthening neighbourhoods.  

• Education and Workforce: Hosted the first cohort of University of Surrey medical students, 
integrating education and professional development into the group model. 

• Communications, Engagement, and Group Identity: Successfully launched the group model to 
staff, stakeholders, and media. Delivered engagement sessions and online events, aligned 
leadership messaging, supported key announcements - including the Group Chair appointment - 
and developed a consistent shared visual identity to strengthen recognition of the group while 
maintaining each trust’s distinct identity. 

• Collaborative Working: Shared expertise, reduced duplication, and adopted early standardisation 
of practices. Three group executive posts have provided leadership capacity to drive further 
collaboration across clinical and operational teams. 

 
These achievements have created a strong foundation for year two, enabling more deliberate, coordinated 
working to improve outcomes for patients, staff, and local communities. 
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3. Accountability report 
Directors’ report 
 
The directors present their report for the financial year 1 April 2025 to 31 March 2026, which incorporates a 
summary of our overall performance against our corporate objectives.  
 
Our Executive Team  
 
Our Executive Team over the last year has comprised:  
 

• Chris Attoe, Group Director of Strategy (Appointed December 2025) 
• Dr Jason Bincalar, Chief Digital Information Officer  
• Ruth Colburn Jackson, Group Director Transformation and Digital (Appointed September 2025) 
• Paul Doyle, Interim Chief Financial Officer (February-June 2025) 
• Jay Dungeni, Chief Nursing Officer  
• Jo Fanning, Chief People Officer 
• Hannah Hamilton, Chief Finance Officer (Appointed July 2025) 

• Dr Mark Roland, Chief Medical Officer 
• Tom Smerdon, Group Director Neighbourhood Health (Appointed December 2025) 
• Louise Stead, Group Chief Executive  
• James Thomas, Chief Operating Officer 

More details on our directors are given from page 68-75 of this report. 
 
Non-Executive Directors  
 
During the year, our Non-Executive Directors have been:  
 

• Jonathan Bigmore (appointed Group Chair February 2026) 
• Dr Andrew Brooks  
• Jane Dale 
• Simon Devonshire 
• Jane Dickson 
• Julie Fisher (Appointed January 2026) 
• Donald Iro (Left June 2025) 
• Chris Kane 
• John Machin (Acting Chair January 2025-January 2026) 
• Julie Pearce  
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Director disclosures 
 
For each individual director currently in post at the time of approval of this report, so far as each director is 
aware, there is no relevant audit information of which our auditor is unaware. 
 
Each director has taken all the steps that they ought to have taken as a director to be aware of any 
relevant audit information and to establish that our auditor is aware of that information. Each director has 
also made enquiries about their fellow directors and of the trust’s auditor for that purpose and taken such 
other steps required by his/her duty as a director of the Foundation Trust to exercise reasonable care, skill 
and diligence. 
 
Directors have taken the necessary responsibilities in preparing this Annual Report and Accounts, which 
have been prepared on a group basis. 
 
They consider that the Annual Report and Accounts, taken as a whole, are fair, balanced and 
understandable and provide the information necessary for patients, regulators and other stakeholders to 
assess the trust’s performance, business model and strategy. 
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Remuneration report 
 
Remuneration and Nominations Committee and 
Policy on Remuneration of Senior Managers 
The Remuneration and Nominations Committee 
consists of all Non-Executive Directors chaired by 
the Group Chair. The Committee met five times in 
2025/26 and attendance is set out on page 80. 
 
The Committee sets the policy, and the level of 
remuneration and terms and conditions of the 
Executive Directors of the trust. The Committee 
receives an annual report on the performance of 
Executive Directors in the context of strategic 
objectives which feeds into decisions about 
remuneration levels. Mindful of its duties in 
managing public funds, in particular as one or 
more senior managers are paid in excess of 
£150,000 (the amount set out in guidance issued 
by the Cabinet Office), its policy is set to balance 
the need to appoint and retain Executive 
Directors within the trust, whilst reflecting a pay 
range that acknowledges that the organisation is 
meeting its financial plans. 
 
The new NHS very senior managers (VSM) pay 
framework was published on 15 May 2025, 
effective from 1 April 2025. The Committee 
received an update on the key elements of the 
new framework and pay ranges.  
 
In May 2025, The Secretary of State for Health 
and Social Care accepted the Senior Salaries 
Review Body (SSRB) headline pay 
recommendation for a pay award for Very Senior 
Managers of 3.25%, backdated to 1 April 2025. 
 
All Executive Directors’ contracts were open-
ended with notice periods for six months. There 
were no contracts containing a provision for 
compensation over and above legal entitlement 
for early termination. In 2025/26 all Executive 
Directors were paid through the trust’s payroll or 
recharged from other NHS bodies. 
 
Executive Remuneration and  
Nominations Committee 
In 2025 the previous Executive Nominations and 
Appointments Committee and the Executive 

Remuneration and Appraisal Committee were 
combined. The Committee is chaired by the 
Group Chair and all Non-Executive Directors are 
members.  The Group Chief Executive and Chief 
People Officer are in attendance when matters 
pertain to Executive Directors. The Committee 
met five times in 2025/26 and approved 
appointment for the Chief Finance Officer, Group 
Director of Transformation and Digital, and 
remuneration for these posts as well as the 
Deputy Chief Executive. 
 
Remuneration of Chair and Non- 
Executive Directors 
The remuneration of the Chair and Non-Executive 
Directors is agreed by the Council of Governors 
following review by its Remuneration and 
Nomination Committee. Whilst in previous years, 
the trust followed the guidance from NHS 
England to freeze payment rates for Foundation 
Trust’s on a marked time basis to enable Acute 
Trusts to catch up in terms of payment level, a 
payment review was considered by the 
Remuneration Committee in 2025/26 and agreed 
a small uplift in order to align Non-
Executive Director levels of remuneration across 
the group. 
 
Non-Executive Remuneration and  
Nominations Committee 
The Council of Governors Remuneration and 
Appraisal Committee and the Council of 
Governors Nominations and Appointments 
Committee were also combined in 2025 and 
refreshed membership consists of five publicly 
elected Governors including the lead Governor, 
one Appointed Governor and two Staff Governor 
and is chaired by the Group Chair. The exception 
to this is for matters relating to the Chair 
position, and in such cases the Senior 
Independent Director will chair the Committee. 
The Group Chief Executive and Chief People 
Officer are in attendance. The Committee met six 
times in 2025/26. 
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Expenses 
In 2025/26 the trust paid out a total of £846 
(2024/25-£3,295) in expense payments to two 
(2024/25- nine) Trust Board members and Senior 
Managers with significant financial responsibility. 
The role of Governor of a Foundation Trust is 
voluntary but the NHS Act and the Constitution 
states that the trust ‘may pay travelling and other 
expenses to members of the Council of 
Governors at rates decided by the trust’. 
 
In 2025/26 a total of £143 (2024/25 – £36) was 
paid out in such expenses to four  
(2024/25 – one) Governors. 
  
Fair Pay Disclosures 
NHS Foundation Trust’s are required to disclose 
the relationship between the remuneration of 
the highest-paid director in their organisation and 
the lower quartile, median and upper quartile 
remuneration of the organisation’s workforce. 
 
The banded remuneration of the highest-paid 
director in the organisation in the financial year 
2025/26 was £222,500 (2024/25- £147,500). This 
is an increase between years of 50.8% (2024/25 – 
decrease of 35.2%), mainly due to a number of 
changes in the Trust Board during 2024/25 which 
resulted in a fall in the remuneration of the 
highest paid director who was in post for only 
part of the 2024/25 financial year. 
 
Total remuneration includes salary, non-
consolidated performance-related pay, benefits-
in-kind, but not severance payments. It does not 
include employer pension contributions and the 
cash equivalent transfer value of pensions. 
 
For employees of the trust as a whole, the range 
of remuneration in 2025/26 was from £15,303 to 
£322,852 (2024/25 £14,574 to £278,880). The 
percentage change in average employee 
remuneration (based on total for all employees 
on an annualised basis divided by full time 
equivalent number of employees) between years 
is 0.2% (2024/25 – 7.5%). One employee received 
remuneration in excess of the highest-paid 
director in 2025/26 (2024/25 – eight). 
 

The remuneration of the employee at the 25th 
percentile, median and 75th percentile is set out 
below. The pay ratio shows the relationship 
between the total pay and benefits of the highest 
paid director (excluding pension benefits) and 
each point in the remuneration range for the 
organisation’s workforce. 
 

 2025-26 
25th 

percentile 
Median 

75th 
percentile 

Remuneration 28,859   39,686  54,854 
Highest paid 
director to 
remuneration 
ratio 

 7.7 5.6   4.1 

    

2024-25 
25th 

percentile 
Median 

75th 
percentile 

Remuneration 27,857 38,307 54,930 
Highest paid 
director to 
remuneration 
ratio 

5.3 3.9 2.7 

 
Salary and pension entitlements of senior 
managers for the year to 31 March 2026 
The tables on the next page set out  
remuneration and pension benefit details for the 
reporting period. 
 
Notes: The reported annual salary for each whole time 
equivalent has been calculated using the appropriate spine 
point on the contractual pay scale or actual annual salary 
as at 31 March where no pay scale is used. 
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A) Remuneration 
 

Name and title 

2025/26 2024/25  

Salary 
(bands of 
£5,000) 

Benefits 
in kind 

(rounded 
to the 

nearest 
£100) 

All pension-
related 
benefits 

(bands of 
£2,500) 

Total 
(bands of 
£5,000) 

Salary 
(bands 

of 
£5,000) 

Benefits 
in kind 

(rounded 
to the 

nearest 
£100) 

All 
pension-
related 
benefits 

(bands of 
£2,500) 

Total 
(bands of 
£5,000) 

Executive Team          

Julie Smith 
Chief Executive  
(to Apr 2024)  - -  - -  110-115 8 - 110-115 

Katie Fisher 
Chief Executive 
(from May 2024 to  
Dec 2024)  - - -  -  145-150 - - 145-150 

Louise Stead 
Group Chief Executive 
(from Jan 2025)  135-140 - - 135-140 30-35 - - 30-35 

Dr David Fluck 
Medical Director 
(to Oct 2024)  - -  -  -  110-115 5 - 110-115 

Dr Melanie Irvin-Sellers 
Interim Medical 
Director 
(From Sept 2024 to  
Dec 2024)  - -  -  -  70-75 - - 70-75 

Dr Mark Roland 
Chief Medical Officer 
(from Dec 2024)  220-225 12 180.0-182.5  400-405  80-85 2 80.0-82.5 160-165 

Simon Marshall 
Chief Financial Officer 
(to Jan 2025)  - -  -  -  140-145 8 45.0-47.5 185-190 

Paul Doyle  
Interim Chief  
Finance Officer 
(from Feb 2025 to  
Jul 2025)  40-45 -  7.5-10.0 50-55  20-25 - - 20-25 

Hannah Hamilton  
Chief Finance Officer 
(from Jul 2025)  130-135 - 37.5-40.0  165-170   - -  -  -  

Jo Fanning 
Chief People Officer  135-140 16  45.0-47.5 185-190  130-135 6 27.5-30.0 160-165 

Tom Smerdon 
Group Director of 
Neighbourhood Health  
(Apr-May 2025 and  
Dec-Mar 2026) 65-70 8 60.0-62.5 125-130 125-130 8 - 125-130 

James Thomas 
Chief Operating Officer  145-150 14 57.5-60.0  210-215  140-145 10 20.0-22.5 160-165 

Ellen Bull 
Interim Chief Nurse 
(from July 2023 to Jan 
2025)  -  -  - -  95-100 - 35.0-37.5 130-135 
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Jay Dungeni 
Chief Nursing Officer 
(from Jan 2025)  145-150 - - 145-150  30-35 - 5.0-7.5 40-45 

Dr Jason Bincalar 
Chief Digital  
Information Officer  
(to Sept 2025)  65-70 - 20.0-22.5 85-90  140-145 - - 140-145 

Chris Attoe 
Director of Strategy 
(from Jun 2025) 55-60 - - 55-60  - -  -  -  

Ruth Colburn Jackson 
Group Director of 
Transformation and 
Digital 
(from Sept 2025)  40-45 - 62.5-65.0 105-110  -  -  -  -  

 
 

Name and title 

2025/26 2024/25  

Salary 
(bands of 
£5,000) 

Benefits 
in kind 

(rounded 
to the 

nearest 
£100) 

All 
pension-
related 
benefits 

(bands of 
£2,500) 

Total 
(bands of 
£5,000) 

Salary 
(bands of 
£5,000) 

Benefits 
in kind 

(rounded 
to the 

nearest 
£100) 

All 
pension-
related 
benefits 

(bands of 
£2,500) 

Total 
(bands of 
£5,000) 

Chair and Non-Executives         

Caroline Warner 
Chair 
(to Jan 2025) -  -  -  -  35-40 - - 35-40 

John Machin  
Acting Chair  
(from Jan 2025 to Jan 
2026) Non-Executive 
Director 
(from Feb 2026)  40-45  - - 40-45  20-25 - - 20-25 

Joss Bigmore 
Group Chair 
(from Feb 2026) 5-10 - - 5-10  - -  -  -  

Jane Dale 
Non-Executive Director  10-15 - - 10-15  10-15 - - 10-15 

Dr Dami Adedayo 
Non Executive Director 
(to May 2024) -  -  -  -  0-5 - - 0-5 

Arun Thiyagarajan 
Non-Executive Director 
(to June 2024)  - -  -  -  0-5 - - 0-5 

Chris Kane 
Non-Executive Director  10-15 - - 10-15  10-15 - - 10-15 

Donald Iro 
Non-Executive Director 
(to Jun 2025) 0-5 - - 0-5  10-15 - - 10-15 

Simon Devonshire 
Non-Executive Director  10-15 -  -  10-15 10-15 - - 10-15 
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Julie Pearce 
Non-Executive Director 
(from Sept 2024)  10-15  - - 10-15  5-10 - - 5-10 

Jane Dickson 
Non-Executive Director 
(from Sept 2024)  10-15 - - 10-15  5-10 - - 5-10 

Dr Andy Brooks 
Non-Executive Director 
(from Sept 2024) 10-15 - - 10-15  5-10 - - 5-10 

Julie Fisher 
Non-Executive Director 
(from Jan 2026) 0-5 - - 0-5 - - - - 

 
 
Notes: 

a) Benefits in kind relate to benefits for lease cars (please note that these costs are shown in £ hundreds and not £ 
thousands in line with NHSE guidance. 

b) There were no annual performance-related bonuses paid. 
c) There were no long-term performance-related bonuses paid. 

d) There were no payments for compensation for loss of office. 
e) The allowance for chairing a sub-Committee of the trust Board has been distributed across all Non-Executive Directors. 

f) No other remuneration was waived by directors, no allowances were paid in lieu and there were no payments in 
respect of golden hellos. 

g) Julie Smith left the trust in April 2024 and received six months’ pay in lieu of notice 
h) Louise Stead is Group Chief Executive for both this trust and Royal Surrey NHS Foundation Trust. The pay shown in the 

Remuneration table is this trust’s share of her salary since 6 January 2025 when she was appointed to the group role. In 
total, across both trusts, remuneration was banded as £’000 275-280 (2024/25 £’000 265-270), all pension related 
benefits as £’000 282.5-285 (2024/25 £’000 90-92.5) and total £’000 560-565 (2024/25 £’000 355-360). 

i) Chris Attoe was appointed Group Director of Strategy for both this trust and Royal Surrey NHS Foundation Trust in 
December 2025. The pay shown in the Remuneration table is this trust’s share of his salary since 1 June 2025 when he 
was initially appointed to the interim role. In total, across both trusts, remuneration was banded as £’000 140-145, all 
pension related benefits as £’000 287.5-290.0 and total £’000 430-435. 

j) Joss Bigmore is Group Chair for both this trust and Royal Surrey NHS Foundation Trust. The pay shown in the 
Remuneration table is this trust’s share of his salary since 1 February 2026 when he was appointed to the Group role. In 
total, across both trusts, remuneration was banded as £’000 55-60. There were no pension-related benefits. 

k) Ruth Colburn Jackson is Group Director of Transformation and Digital for both this trust and Royal Surrey NHS 
Foundation Trust. The pay shown in the Remuneration table is this trust’s share of her salary since 13 September 2025 
when she was appointed to the role. In total, across both trusts, remuneration was banded as £’000 85-90, all pension-
related benefits as £’000 62.5-65.0 and total £’000 150-155. 

l) Tom Smerdon was appointed as Group Director for Neighbourhood Health for both this trust and Royal Surrey NHS 
Foundation Trust from December 2025. The pay shown in the Remuneration table is this trust’s share of his salary since 
1 December 2025 when he was appointed to this role, as well as his salary as Director of Strategy in April and May 
2025. In total, across both trusts, remuneration was banded as £’000 85-90, all pension-related benefits as £’000 60.0-
62.5 and total £’000 150-155. 

 
The ‘All pension-related benefits’ value derived does not represent an amount that will be received by the individual. It is a 
calculation that is intended to provide an estimation of the benefit being a member of the pension scheme could provide. This 
figure can be significantly impacted if an individual either opts out and later rejoins the NHS pension scheme, or if they have a 
large increase in remuneration between years. Where the calculation results in a negative figure, a zero/dash is shown in  
the table. 

 
The pension benefit table that follows provides further information on the pension benefits accruing to the individual. 
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B) Pension benefits 
 

Name and title 

Real 
increase 

in pension 
at pension 

age 
(bands of 
£2,500) 

Real 
increase in 

pension 
lump sum at 
pension age 

(bands of 
£2,500) 

Total 
accrued 

pension at 
pension 

age at 31 
March 
2026 

(bands of 
£5,000) 

Lump sum 
at pension 
age related 
to accrued 
pension at 
31 March 

2026 
(bands of 
£5,000) 

Cash 
equivalent 

transfer 
value at 1 
April 2025 

(£’000) 

Real 
increase 
in cash 

equivalent 
transfer 

value  
(£’000) 

Cash 
Equivalent 

transfer 
value at 31 

March 
2026 

(£’000) 

Employer's 
contribution 

to 
stakeholder 
pension (to 

nearest 
£100) 

Executive Team          

Louise Stead 
Group Chief Executive 12.5-15.0 27.5-30.0 125-130 315-320 2,708 14 2,801 -  

Dr Mark Roland 
Chief Medical Officer 7.5-10.0  15.0-17.5  100-105  255-260  2,217  217  2,499   -  

Paul Doyle  
Interim Chief Finance 
Officer 0-2.5  0-2.5  45-50  115-120  121  -  142  -   

Jo Fanning 
Chief People Officer  2.5-5.0  0-2.5  40-45  100-105  829  46  906  -   
Tom Smerdon 
Group Director of 
Neighbourhood 
Health 2.5-5.0  5.0-7.5  35-40  85-90  729 67 892 -   
James Thomas 
Chief Operating 
Officer 3.5-5.0  2.5-5.0  45-50  110-115  893  59  985   -  

Jay Dungeni 
Chief Nursing Officer -  -  45-50  110-115  958 - 948  -  

Dr Jason Bincalar 
Chief Digital  
Information Officer  0-2.5  -  30-35  -  477 17 540 -   

Hannah Hamilton  
Chief Finance Officer  2.5-5.0  -  40-45  -  500 30 574 -   
Chris Attoe 
Group Director  
of Strategy 15.0-17.5 - 15-20 - 200 - 200 -   
Ruth Colburn Jackson 
Group Director of 
Transformation  
 and Digital 2.5-5.0  5.0-7.5  40-45   100-105 709 56 842 -   

 
Notes: 

a) Negative values are not disclosed in this table but are substituted for a zero. 
b) As Non-Executive Directors do not receive pensionable remuneration, there will be no entries in respect of pensions for 

Non-Executive Directors. 
c) Cash equivalent transfer values have been impacted by the McLeod judgement and also by a change in discount rate 

introduced in April 2023. 
d) The pension figures shown for Louise Stead, Chris Attoe, Ruth Colburn Jackson and Tom Smerdon relate to their shared 

roles as Group Chief Executive, Group Director of Strategy, Group Director of Transformation and Digital and Group 
Director of Neighbourhood Health respectively of this trust and Royal Surrey NHS Foundation Trust. Pension data for 
Chris Attoe at 1 April 2025 was unavailable. 
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Cash equivalent transfer values 
 
A cash equivalent transfer value (CETV) is the 
actuarially assessed capital value of the pension 
scheme benefits accrued by a member at a 
particular point in time. The benefits valued are 
the member’s accrued benefits and any 
contingent spouse’s (or other allowable 
beneficiary’s) pension payable from the scheme. 
A CETV is a payment made by a pension scheme, 
or arrangement to secure pension benefits in 
another pension scheme or arrangement when 
the member leaves a scheme and chooses to 
transfer the benefits accrued in their former 
scheme. The pension figures shown relate to the 
benefits that the individual has accrued as a 
consequence of their total membership of the 
pension scheme, not just their service in a senior 
capacity to which the disclosure applies. The 
CETV figures and other pension details include 
the value of any pension benefits in another 
scheme or arrangement which the individual has 
transferred to the NHS pension scheme. They 
also include any additional pension benefit 
accrued to the member as a result of their 
purchasing additional years of pension service in 
the scheme at their own cost. 
 

Cash equivalent transfer value (CETV) figures for 
2025/26 are calculated within the guidelines and 
framework prescribed by the Institute and 
Faculty of Actuaries. 
 
Real Increase in CETV 
 
This reflects the increase in CETV effectively 
funded by the employer. It does not include the 
increase in accrued pension due to inflation or 
contributions paid by the employee (including the 
value of any benefits transferred from another 
pension scheme or arrangement) and uses 
common market valuation factors for the start 
and end of the period. 

 
 

Louise Stead 
Accounting Officer 
7 July 2026 
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Staff report 
 

Analysis of staff costs  
 
An analysis of staff costs is set out in the table below:  
 

  

2025-26 2024-25 

Total 
£,000 

Permanently 
employed 

£,000 
Other 
£,000 

Total 
£,000 

Permanently 
employed 

£,000 Other £,000 

Salaries and wages 272,156 238,014  34,142  264,447 227,323 37,124 

Social security costs 36,370 36,370   - 27,934 27,934 - 

Apprenticeship levy 1,339 1,339   - 1,307 1,307 - 

Employer 
contributions to NHS 
pension scheme 

49,690 49,690   - 
46,736 46,736 - 

Employer 
contributions to 
national employment 
savings trust (NEST) 

27 27   - 35 35 

- 

Termination benefits  - -   - - - - 

Agency/contract staff 7,691 -  7,691  9,310 - 9,310 

Total gross staff costs 367,273 325,440  41,833  349,769 303,335 46,434 

Recoveries from other 
organisations 

(15,041)  (14,794)  (247)  (13,752)  (13,721)  (31)  

Staff costs capitalised (687)  (687)  -  (508)  (508)  - 

Total staff costs  351,545 309,959  41,586 335,509 289,106 46,403 

 

Other staff are those engaged on the objectives of the entity who do not have a permanent employment 
contract with the trust. This includes employees on short-term contracts of employment, 
agency/temporary staff and inward secondments from other entities. 
 
Employer contributions to the NHS Pension scheme in 2025/26 include £19,611,000 (2024/25 £18,425,000) 
paid directly by NHS England on the trust’s behalf. This follows an increase in the contribution rate for 
employers of 9.4% (2024/25 9.4%). 
 
Staff costs 2025-26 
 

Salaries and wages 74.10% 

Social security costs 9.90% 

Apprenticeship levy 0.37% 

Employer contributions to NHS pension scheme 13.53% 

Employer contributions to national employment savings trust (NEST) 0.01% 

Agency/contract staff  2.09% 
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Average staff numbers  
 
The trust’s average numbers in whole time equivalents (WTEs) during the year are shown below:  
 

  

2025-26 2024-25 

Total 
£,000 

Permanently 
employed 

£,000 
Other 
£,000 

Total 
£,000 

Permanently 
employed 

£,000 
Other 
£,000 

Medical and dental 724 724  -  692 692 - 

Administration and 
estates 

1,295  1,295 - 
1,321 1,321 - 

Healthcare assistants 
and other support staff 

214   214 - 
237 237 - 

Nursing, midwifery 
and health  
visiting staff 

1,968  1,968 - 
1,842 1,842 - 

Scientific, therapeutic 
and technical staff  

459 459  - 
439 439 - 

Healthcare  
science staff 

118 118 - 
91 91 - 

Bank and agency staff 571 -   571 645 - 645 

Other  9 9   - 6 6 - 

Total  5,358 4,787 571 5,273 4,628 645 

 
The total of 5,358 WTE compares to 5,273 WTE for 2024/25, an increase of 1.6%. 
 
Staff in post as at 31 March 2026 
 

Add Prof scientific and technic 2% 

Additional clinical services 16% 

Administrative and clerical  20% 

Allied health professionals 7% 

Estates and ancillary 6% 

Healthcare scientists 3% 

Medical and dental 16% 

Nursing and midwifery registered  30% 
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Gender split  
 
Breakdown at the year end of the number of male and female staff in the following categories:  
 

• Directors 

• Other senior managers 

• All employees 

• By pay band 
 
Gender split as a % of total workforce:  
 

 25.8%                                                     74.2% 
 
Directors 

    
  53.3%      46.7%                     

 
 
Senior managers 

 

    
   27%        73%                     

 
All permanent/fixed term contract staff 

 

    
  25.8%      74.2%                     

 
Sickness absence data 
 
NHS sickness absence rates are published by NHS Digital at the following link: 
https://digital.nhs.uk/data-and-information/publications/statistical/nhs-sickness-absence-rates  
 
Staff turnover data 
 
NHS turnover data is published by NHS Digital at the following link: 
https://digital.nhs.uk/data-and-information/publications/statistical/nhs-workforce-statistics  

Headcount 

Gender Exec Non Exec Total 

Female 3 4 7 

Male 4 4 8 

Total 7 8 15 

Pay band Female Male 

Band 2 5.3% 4.1%  

Band 3 12.3%  4.2% 

Band 4 7.8%  1.4% 

Band 5 15.5%  3.0% 

Band 6 11.9%  2.3% 

Band 7 8.0%  1.3% 

Band 8a 2.9%  0.9% 

Band 8b 1.0%  0.3% 

Band 8c 0.4%  0.2% 

Band 8d 0.3%  0.2% 

Band 9 0.1%  0.1% 

Exec 0.1%  0.1% 

Medical 8.4%  7.5% 

Non Exec 0.1%  0.1% 

Other 0.1%  0.1% 

Grand 
total 74.2% 25.8% 

Headcount 

Gender Full-time Part-time Total 

Female 159 92 251 

Male 76 17 93 

Total 235 109 344 

Headcount 

Gender Full-time Part-time Total 

Female 2,609 1,351 3,960 

Male 1,201 179 1,380 

Total 3,810 1,530 5,340 

https://digital.nhs.uk/data-and-information/publications/statistical/nhs-sickness-absence-rates
https://digital.nhs.uk/data-and-information/publications/statistical/nhs-workforce-statistics
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Policy Review and Equality Assurance 
As part of its commitment to high standards of 
governance and leadership, consistent with the 
CQC Well-Led framework, the trust regularly 
reviews and updates its workforce policies to 
ensure ongoing alignment with current legislation 
and national guidance. All policies are held within 
a comprehensive framework and are accessible 
to staff via Trustnet (intranet). 
 
A robust Equality Impact Assessment (EIA) 
process is applied to all policies, supporting the 
identification and mitigation of  
potential inequalities.  
 
This ensures policies are fair, inclusive, and 
responsive to the needs of individuals with 
protected characteristics. 
 
This approach supports compliance with equality 
legislation, promotes inclusive leadership, and 
aligns with the NHS People Promise by fostering a 
culture where staff feel valued and supported.  
 
Raising Concerns  
We continue our commitment to advancing a 
culture where all staff are positively encouraged 
to raise issues about safety, quality, and 
effectiveness of the service, and are supported 
when they do so. The Freedom to Speak Up 
Guardian (FTSUG) is recognised as an 
independent and impartial source of advice and 
support to staff who want to raise concerns. 
 
The trust has a number of ‘Here 4 You 
Champions’ across the organisation. Their role is 
a combination of Freedom to Speak Up 
Ambassadors, Equality, Diversity and Inclusion 
Champions and Wellbeing Champions. They have 
specific training and are a resource for staff to 
use for support, and signposting to the most 
relevant services to meet their needs. 
 
Staff Recognition  
The trust is committed to recognising and 
celebrating staff contribution through a range of 
formal and informal recognition initiatives. Over 
the past year, there has been strong engagement 
in the Star of the Month award, which enables 
staff and patients to nominate individuals who 

demonstrate the trust’s values and go above and 
beyond in their roles. 
 
The annual Staff Achievements Awards, held in 
October, celebrated colleagues from across the 
organisation across a range of categories, 
including recognition of long-serving staff 
through the Long Service Awards. In addition, 
divisional and professional-specific recognition 
events took place throughout the year, including 
Allied Health Professionals Day, Pride in Nursing 
and Midwifery, and General and Specialist 
Medicine Divisional Awards. 
 
Occupational Health performance 
This year our Occupational Health Team have 
continued to support the trust in areas of 
recruitment, performance, complex employee 
relations cases, contact tracing and the trust 
annual flu programme.  
 
The annual flu programme is NHS England led and 
is aimed at all healthcare workers who support 
patient care, as well as protecting their 
colleagues and members of the public.  
 
This year the Occupational Health Team, 
supported by a team of Peer Vaccinators, 
exceeded the 5% target, and achieved a 46.6% 
eligible staff vaccination rate.   
 
Countering fraud and corruption 
The trust is committed to reducing fraud to an 
absolute minimum. This commitment is fully 
supported by the Trust Board and monitored  
on a regular basis by the trust’s Audit and  
Risk Committee. 
 
To achieve this, we worked in partnership with 
BDO LLP during 2025/26, a professional services 
firm which provides a dedicated NHS accredited 
counter fraud specialist (CFS) to the trust. Our 
CFS is responsible for fraud awareness across the 
trust and the investigation of any suspected or 
reported fraud activity. This work is supported by 
regular risk assessments and fraud and bribery 
prevention techniques. 
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The trust’s counter-fraud strategy and annual 
work plan aligns with the Government Functional 
Standard for Counter Fraud, which  
was introduced to ensure consistency of 
approach across the public sector to protect 
services against the risk of fraud, bribery  
and corruption. 
 
The annual work plan also supports the four main 
pillars of the NHS Counter Fraud Authority’s 
(NHSCFA) strategic plan 2023-26: 
• Understand – understand how fraud, bribery 

and corruption affect the NHS 
• Prevent – take proactive action to prevent 

future losses from occurring 
• Respond – when we know a fraud has 

occurred, we are equipped to respond 
• Assure – we can assure our key partners, 

stakeholders and the public that the overall 
response to fraud is robust. 

  
Expenditure on consultancy 
During 2025/26 the trust spent £1,616,000 on 
consultancy compared to £745,000 in 2024/25. 
The expenditure was across a number of different 
areas and projects. 
 
Off-payroll engagements 
As a result of the Review of Tax Arrangements of 
Public Sector appointees published by the Chief 
Secretary to the Treasury in 2012, the trust is 
required to disclose the number of off- payroll 
engagements at a cost of over £245 per day. 
 
In order to comply with the amended IR35 
intermediaries’ legislation, and the guidance from 
NHS England (NHSE), the trust notified all 
contractors that payments for engagements 
captured by IR35 would not be made gross and 
would be subject to deduction of tax and PAYE  
at source. 
 
As such there were no reportable off-payroll 
engagements in existence during 2025/26 or as at 
31 March 2026, as all payments are made net of 
tax and NI contributions, either through the trust 
payroll or through the trust’s arrangement with 
Plus Us and supporting employment agencies. 
Disclosures are set out in the next table. 
 

For all off-payroll engagements between 1 April 
2025 and 31 March 2026, for more than £245  
per day: 
 

  None 
Number of existing engagements as of  
31 March 2026                             - 
   
  None 

Number of temporary off-payroll workers engaged 
between 1 April 2025 and 31 March 2026 - 

Of which:  
Number not subject to off-payroll legislation - 

Number subject to off-payroll legislation and 
determined as in scope of IR35 - 

Number subject to off-payroll legislation and 
determined as out of scope of IR35 - 

Number of engagements re-assessed for 
compliance or assurance purposes during the year - 

 
The trust has implemented the changes with 
regard to off-payroll appointments. The trust’s 
policy on the use of off-payroll transactions in 
relation to highly paid staff, defined as those at a 
cost of over £245 per day, is to ensure that all 
senior level appointments are made through the 
payroll or through the trust’s arrangement with 
Plus Us. 
 
In respect of Trust Board members and senior 
managers with significant financial responsibility, 
details are set out in the table below: 
 

Number of off-payroll engagements of board 
members, and/ or, senior officials with 
significant financial responsibility, during the 
financial year - 
Number of individuals that have been 
deemed ‘board members and/or senior 
officials with significant financial 
responsibility; during the financial year 
(which includes both off-payroll and on-
payroll engagements) 21 

 
 
 
 
  



 

64 
 

Exit packages 
Details of exit packages agreed during the year to 
31 March 2026 are set out in the following table: 
 

Exit 
package 
cost band 

Number of 
compulsory 
redundancies 

Number 
of other 
departure 
agreed 

Total 
number 
of exit 
packages 
by cost 
band 

<£10,000 1 8 9 

£10,00-
£25,000 

2 1 3 

£50,000-
£100,000 

- 1 1 

£150,000-
£200,000 

- 1 1 

Total 
number 
of exit 
packages 
by type 

3 11 14 

Total 
resource 
cost 
(£,000) 

33 180 213 

 

 
As a single exit package can be made up of 
several components, each of which will be 

counted separately in the second table above, 
the total number above will not necessarily 
match the total numbers in the first table which 
will be the number of individuals. 
 
The non-contractual payments requiring HMT 
approval in 2023/24 was not more than 12 
months of the relevant individuals salary. 
 
Staff Survey  
The National Staff Survey (NSS) is run on an 
annual basis and provides an insight into key 
areas of the employee experience of working at 
Ashford and St Peter’s Hospitals. This year 5,278 
eligible staff were invited to complete the survey 
and 2,225 completed it between October and 
November 2025. This equates to a response rate 
of 42%, which is below the average acute and 
community trust benchmark and a reduction on 
our response rate of 51% for 2024. 
 
With regard to overall positive score ranking, the 
trust ranked number 12 in the country when 
compared against other Acute and Acute 
Community Trusts who used Picker. This is a 
significant increase in our score, compared to 
2024, when the trust ranked as number 20. 
 
The trust engagement score has remained 
consistent for the last three years, despite a 
decline in the national position, based on  
Picker averages. 
 
We remain just above average across all 
elements of the People Promise, apart from  
‘we are compassionate and inclusive’ where we 
are at the same level as the average.  Whilst still 
above the national average, there has been a 
decrease in the score for ‘morale’ and an increase 
in the score for ‘we are always learning’ 
 

a) Key themes 
Results from the survey suggest that the 
appraisal experience has improved, and 
that staff feel motivated, engaged, and 
look forward to coming to work.  
Career development opportunities and 
support for those who require reasonable 
adjustments are areas that require focus. 

 

Exit 
packages: 
other (non-
compulsory) 
departure 
payments 

Payments 
agreed 
2025/26 
(no.) 

Total value 
of 
agreements 
2025/26 
(£,000) 

Payments 
agreed 
2024/25 
(no.) 

Total value 
of 
agreements 
2024/25 
(£,000) 

Contractual 
payments 
in lieu of 
notice 

11 180 13 180 

Non-
contractual 
payments 
requiring 
HMT 
approval  

- - - - 

Total 11 180 13 180 
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b) Staff engagement 
The staff engagement score is made up of 
nine questions in relation to colleagues’ 
ability to contribute to improvement, 
motivation at work and whether they 
would recommend the trust as a place to 
work/get treatment. This is an important 
barometer in terms of the trust’s 
undertaking to improve the culture and 
staff experience. 

 
c) People Promise 

The People Promise themes provide year 
on year benchmark data to show areas of 
progress and those for improvement on 
the seven people promise elements as 
well as additional themes of “staff 
engagement” and “morale”. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Resident doctors’ 10-point plan  
On 29 August 2025, NHS England published the 
10-point plan to improve resident doctors’ 
working lives. At the time of publication, the trust 
was able to evidence established and on-going 
work in alignment with the 10-point plan. There 
was an acceleration of activity to review and 
commit to accomplishing the majority of the 
categories of this plan through regular discussion 
with and involvement of the Resident Peer, Non-
Executive Director, Director of Medical Education, 
Head of Workforce, Chief People’s Officer and 
Chief Medical Officer who is the Executive 
Lead.  The trust has shown improvement at the 
review surveys undertaken and work continues to 
improve the working lives of Resident doctors 
and embedding principles of the Safe Learning 
Environment Charter (SLEC) alongside this.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

https://www.england.nhs.uk/long-read/10-point-plan-to-improve-resident-doctors-working-lives/
https://www.england.nhs.uk/long-read/10-point-plan-to-improve-resident-doctors-working-lives/
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NHS Foundation Trust Code of Governance  
 
Ashford and St Peter’s Hospitals NHS Foundation Trust recognises that the capability of the Trust Board of Directors 
and Council of Governors is critical to the success of the hospitals. Our ability to do what we do, and to do it well, will 
help us to serve our patients and our community. 
 
The trust strives to continuously improve its processes, in line with key national guidance, to ensure safe, high-quality 
services for our patients, and to provide a clear framework within which our staff can thrive. 
 
Each year we review our governance arrangements against the provisions of NHS England’s Code of Governance which 
sets the standard for best practice and the following disclosures give a clear and comprehensive picture of the trust’s 
governance arrangements and how we apply the main principles. 
 
It is the responsibility of the Board of Directors to confirm the trust complies with the provisions of the Code of 
Governance or, where it does not, to provide an explanation which justifies departure from the Code in  
particular circumstances. 
 
For the year ending 31 March 2026 the trust complied with all the provisions of the updated version of the Code of 
Governance published by NHS England in April 2023. 
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Board of Directors and the Council of Governors 
 
The Board has agreed a Trust Governance Framework 
which describes the roles of the board and the Council. 
This confirms that the Council will carry out its statutory 
duties (further detail is given in the section on the 
Council below) and will be consulted on the trust’s 
forward plans. 
 
The Board has agreed to meet formally and in public at 
least six times per year, and consider items under four 
broad agenda headings: 
 

• Assurance 
• Strategy 
• Culture 
• Regulatory 

 
In addition, the board meets in closed session, having 
published a framework setting out the types of matters 
normally dealt with in private. These typically include 
matters relating to individuals or matters of a 
commercial nature. 
 
The unitary Board of Directors is responsible for 
ensuring the trust complies with its License, the 
mandatory guidance issued by NHS England, its 
Constitution and relevant statutory requirements and 
contractual obligations. 
 
The Board of Directors sets the trust’s strategic aims, 
taking into consideration the views of the Council of 
Governors. The Board of Directors as a whole is 
responsible for ensuring the quality and safety of 
healthcare services, education, training and research 
delivered by the trust. 
 
The Council of Governors represents the interests of 
the local community, both members of the public and 
staff who are foundation trust members, and local 
stakeholders. The Council of Governors is not 
responsible for the day-to-day management of the 
organisation, which is the responsibility of the Board of 
Directors, but the Council holds the board to account 
via the Non-Executive Directors. 
  
 
 
 
 

 
The Board has approved a formal Scheme of 
Delegation of Authority and Responsibility and within 
this Scheme there is a Schedule of Matters Reserved 
for the board. This Scheme forms an important part of 
the trust’s system of internal controls. 
 
In the event of a dispute between the Board and  
the Council a dispute procedure is described in  
the Constitution. 
 
Composition of the Board 
 
The board is made up of the Chair, eight Non- 
Executive Directors, and nine Executive Directors; the 
Group Director of Strategy and Group Director of 
Neighbourhood Health are non-voting members of the 
board. The Associate Director of Corporate Affairs and 
Governance and Director of Communications and 
Engagement attend all Board meetings. 
 
The Council of Governors’ Remuneration and 
Nominations Committee met six times on the following 
dates and endorsed the following recommendations 
during the year to the Council of Governors for 
ratification: 
 

• 21 October 2025 - to agree Non-Executive 
Directors Remuneration 

• 13 November 2025 – to agree the 
reappointment of two existing Non- 
Executive Directors 

• 2 December 2025 – to agree a new Non-
Executive Director appointment and the Group 
Chair appointment process 

• 19 January 2026 – to agree the appointment of 
the Group Chair 

• 11 February 2026 – to agree forward schedule 
for 26/27 and timelines for Non-Executive 
Director and Chair appraisal processes 

• 25 March 2026 – to agree the Deputy Chair 
appointment process. 
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Introducing our Board of Directors 
 
Joss Bigmore, Group Chair  
 

Joss is the Group Chair of Ashford and St Peter’s Hospitals (ASPH) and Royal Surrey NHS Foundation 
Trusts. He first joined the NHS in March 2023 as Chair of Royal Surrey and was appointed Group 
Chair in February 2026. 
 
He has been a Guildford Borough Councillor since 2019 representing Christchurch and most 
recently Merrow. He led the Council between September 2020 and September 2022, before 

returning to the backbenches following the local elections in 2023. 
 
In 2024 he was elected as Convener of the Surrey Heartlands Trust Provider Collaborative, a committee with 
representation from the four provider organisations in our area, tasked with driving collaboration to improve quality, 
safety, access and sustainability. 
 
Joss retired from a career in finance in 2016 as Managing Director of Credit Suisse, having started his career in the 
trading pits of the London International Financial Futures Exchange (LIFFE). He holds an Economics Degree from 
Cambridge University, graduating from Downing College in 1998. 
 
A keen golfer and cyclist, he also acts as Treasurer of the Charlotteville Jubilee Trust which manages ‘The Spike’, a 
Community and Heritage Centre in Charlotteville.  
 
 
 
Louise Stead, Group Chief Executive   

 
Louise was appointed as Group Chief Executive of Ashford and St Peter’s and Royal Surrey NHS 
Foundation Trusts in January 2025.  
 
Louise qualified as a registered nurse in 1988 and had a varied clinical career across many 
specialties in several London teaching hospitals. She became Chief Executive of Royal Surrey in 2018 
and prior to this held roles as Deputy Chief Executive Officer and Director of Nursing. She was 
pivotal to the Royal Surrey achieving a ‘good’ rating from the Care Quality Commission in 2018 and 

to Royal Surrey County Hospital achieving an ‘outstanding’ rating in 2020.  
 
She has an MSc in Professional Practice (Leadership and Management), is a Visiting Professor at the University of Surrey 
and specialist advisor to the Care Quality Commission, participating in well-led reviews at other NHS trusts. Louise 
chairs the Surrey and Sussex Cancer Alliance and co-chairs the National Cancer Alliance Leadership Forum. She is also a 
Provider Partner Member of the NHS Surrey Heartlands Integrated Care Board.  
 
In 2023 and 2024, Louise was included in the HSJ top 50 list of pre-eminent NHS trust leaders, ranking 13th out of 219 
NHS trust chief executives by judges across the health and social care profession in the first year. Louise is also a 
member of the Maternity and Neonatal Taskforce, chaired by the Secretary of State for Health and Social Care.  She is 
passionate about putting the patient at the heart of every discussion and the effect that good leadership has on  
clinical outcomes. 
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Chris Attoe, Group Director of Strategy  
 

Chris was appointed as Group Director of Strategy at ASPH in December 2025 following a period 
as Interim Director of Strategy from June 2025.  
 
Chris had been Director of Strategy at the Royal Surrey since October 2024, having worked in 
senior strategy roles at the Royal Free London and South London and Maudsley NHS Foundation 
Trust. He has spent the majority of his career in the NHS, initially as a psychologist working largely 
in general hospital settings, before moving into a series of management roles including leading 

commercial, workforce and organisational development, and research programmes locally, regionally, and nationally. 
 
Chris's role is to lead trust strategy development and delivery, as well as key strategic programmes and our 
engagement with partners and stakeholders, enabling us to take a strategic and forward-thinking approach to best 
serving our patients and local populations. 
 
Chris is a Chartered Occupational Health Psychologist, having completed a Professional Doctorate in Occupational 
Health Psychology and Management at Birkbeck, University of London and an MBA from the Open University. He is 
passionate about enhancing staff experience and development, in particular equality, diversity and inclusion. 
 
 
 
Dr Andy Brooks, Non-Executive Director  
 

Andy joined the trust as a Non-Executive Director in September 2024. He is a practicing GP and 
experienced board-level healthcare leader with over 25 years’ experience, including 10 years as a 
Chief Executive. He has delivered significant strategic change across health and charity sectors in 
complex and challenging environments. Andy is a senior visiting fellow at The King’s Fund, a 
trustee of Phyllis Tuckwell Hospice, an advisor at McGill University, and a qualified executive 
coach. Previously, he was a senior policy adviser at NHS England, where he helped develop 
Integrated Care Systems. He has overseen the early development of Primary Care Networks and 
integrated care as a peer reviewer for the Local Government Association. Andy is the clinical chair 
of the National Association of Primary Care. 

 
Andy holds postgraduate qualifications in child health, surgery, and general practice, a Masters in Health Leadership 
from McGill University, and is a Fellow of both the Royal College of General Practitioners and the Faculty of Medical 
Leadership and Management. He was the Chair of the Finance and Performance Committee until 31 March 2026 and 
is a member of the Audit and Risk Committee. 
 
 
 
 
  



 

70 
 

Ruth Colburn Jackson, Group Director of Transformation and Digital  
 

Ruth joined Ashford and St Peter’s Hospitals NHS Foundation Trust and Royal Surrey NHS 
Foundation Trust as Group Director of Transformation in September 2025. Ruth brings over 20 
years of NHS experience spanning finance, corporate services, operational leadership, 
commissioning, and system development at local, regional, and national levels. 
 
She began her career on the NHS Graduate Finance Management Scheme and has since held 
senior leadership roles across providers, commissioning organisations, and NHS England. Most 
recently, as Director of System Development at NHS England, she led national programmes 

including the delegation of £20bn of commissioning functions and the safe transfer of 2,000 staff to ICBs, alongside 
responsibility for Place development, oversight and assessment, and commissioning strategy. 
 
Ruth has extensive experience in leading large-scale transformation, digital and data programmes, governance for 
mergers and reconfigurations, and driving improvement across complex systems to deliver meaningful benefits for 
patients, staff, and partners. 
 
 
 
Jane Dale, Non-Executive Director/Senior Independent Director 
 

Jane was appointed in January 2020 and brings a wealth of experience from a diverse NHS career. 
She is a registered nurse and has held various clinical roles before moving into management, 
including Clinical Governance Manager and Director of Clinical Care, overseeing pharmacy, 
primary care, and community services. She holds a postgraduate Master’s in Healthcare 
Management and a postgraduate certificate in Community Healthcare and is a registered 
specialist practitioner. In 2009, she joined a large integrated Welsh Health Board, leading 
improvements in quality and safety.  
 

Jane has also chaired national groups on the duty of candour and complaint-related outcomes. Her most recent role 
was as Clinical Director for Healthcare Inspectorate Wales, a national position responsible for inspection, assurance, 
and improvement across all health services in Wales. Jane’s career reflects a strong commitment to quality, safety, and 
patient-focused care and she was recently appointed as a Non-Executive Director at CSH Surrey. Jane holds the 
position of Senior Independent Director and is Chair of the People Committee, she is also a member of the Quality of 
Care Committee and Audit and Risk Committee. 
 
 
 
Simon Devonshire OBE, Non-Executive Director  
 

Simon has an extensive corporate career and is also a serial entrepreneur. He previously ran O2 
Business, the business division of the mobile-network and co-founded Wayra Europe, the 
business accelerator belonging to Telefonica. He served as Entrepreneur in Residence (EiR) for the 
UK Government for three and a half years, reporting to the Department for Business Energy and 
Industrial Strategy. Simon co-founded One Water which has donated more than £25m to 
providing clean water in Africa. He also helped scale-up Zopa.com at seed-stage.  
 
Simon is a member of the People Committee and the Surrey Heartlands Trust Provider 
Collaborative Strategic Committees in Common. 
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Jane Dickson, Non-Executive Director 
 

Jane joined the trust in September 2024. She is a Registered Nurse and has worked at board level 
in several NHS acute providers. She has extensive experience in operational, strategic, and 
transformational roles across a range of challenging and diverse healthcare settings. She has 
worked in and led local, regional, and UK wide services in highly regulated environments and has 
strategic level expertise with an extensive understanding of governance across and between 
organisations in the public sector.  
 
Jane has led and contributed to clinical services using influence and negotiation, both within 
mixed and direct employment models. Jane is both the Board Maternity Safety Champion and 

Freedom to Speak up Guardian designated Non-Executive Director.  
 
Jane chairs the Quality of Care Committee and is a member of the People and the Audit and Risk Committee. 
 
 
 
Paul Doyle, Interim Chief Finance Officer  
 

Paul is a Chartered Accountant (ICAEW) with extensive experience as the Deputy Director of 
Finance at the trust prior to being asked to take up this interim role in February 2025. He leads the 
finance and procurement teams. Graduating with a degree in mathematics from Manchester 
University, he then qualified with a city firm of accountants and undertook audits of clients from 
FTSE listed to small companies, as well carrying out a fraud investigation for the Department of 
Trade and Industry. Paul joined an NHS Internal Audit Consortium covering both Hammersmith 
Hospital and Ashford Hospital prior to moving to the trust in 1992. Paul was interim Chief Finance 
Officer between April and July 2025. 
 

 
 
 
Jay Dungeni, Chief Nursing Officer  
 

 Jay joined the trust in January 2025. He has worked in the NHS for over 25 years, initially as a 
healthcare assistant whilst studying for his adult registered general nurse qualification which he 
attained in 2001. His first clinical placement as a student nurse was at Ashford Hospital in 1999. 
He eventually specialised in Trauma and Orthopaedics at Hillingdon Hospital. 
 
Prior to joining the trust, he held the dual role of Deputy Chief Nurse and Executive Director for 
Equality, Diversity and Inclusion at Guy’s and St Thomas’ NHS Foundation Trust. 
 
His passion for inclusion has also seen him involved on national advisory collaboratives on 

inequalities affecting our health and social care services. Jay is Executive Lead for the REACH ( Race, Ethnicity, and 
Cultural Heritage) staff network. 
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Jo Fanning, Chief People Officer  
 

 Jo joined the trust as Chief People Officer in January 2024. She has worked in the NHS  
for 24 years, starting as a HR Assistant in a mental health and community trust in West Sussex, 
where she stayed for 10 years, building her career in HR. In 2009, Jo moved to an acute trust in 
Sussex and carried out a variety of HR roles over a period of 13 years.  
 
Jo joined the Hillingdon Hospitals NHS Foundation Trust in September 2021 as Deputy Chief 
People Officer before being appointed Interim Chief People Officer in November 2022. Jo is 
Executive Lead for the DAWN (Disability and Wellbeing) staff network. 
 

 
 
 
Julie Fisher, Non-Executive Director 

 
Julie joined the trust in January 2026, bringing a strong commercial background in procurement 
and digital transformation alongside extensive public and private sector board experience. She is 
passionate about building alliances that deliver better outcomes for patients and communities.  
  
Most recently she was Chief Executive at Woking Borough Council, where she led cultural and 
governance transformation at the local authority. She has worked in the NHS leading the 
implementation of the Shared Care Record across Thames Valley and Surrey, working with 
leaders across local authorities, acute and community health services and was Deputy Chief 
Executive at Surrey County Council where she worked closely with partners across the public, 

private and voluntary sector.  
  
Julie became the Chair of the Finance and Performance Committee in April 2026 and is a member of the Audit and Risk 
Committee. 
 
 
 
Hannah Hamilton, Chief Finance Officer  

 
 Hannah joined Ashford and St Peter’s Hospitals NHS Foundation Trust as Chief Finance Officer in 
July 2025. 
 
Hannah brings extensive experience from both the NHS and the private sector. Most recently, 
she was Chief Finance Officer at NHS Sussex Integrated Care Board, and before that, she served 
as Regional Director of Finance at NHS England, where she oversaw a £17bn budget for the South 
East and supported delivery of national and regional priorities. 
 
She joined the NHS in 2014 through the Executive Fast Track programme, following a successful 

career in the airline and manufacturing industries. Since then, Hannah has held senior finance leadership roles across 
the breadth of the NHS – at providers, Sussex ICB and NHS England combining strong commercial acumen with a 
passion for improving health outcomes. Hannah is Executive Lead for the LGBTQ+ (Lesbian, Gay, Bisexual, Transgender, 
Queer+) staff network. 
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Chris Kane, Non-Executive Director 
 

 Chris joined the trust in August 2021 and is an author, advisor and advocate with over 30 years’ 
experience in Corporate Real Estate sector having operated as the Vice President of International 
Corporate Real Estate for The Walt Disney Company, before acting as Head of Workplace at the 
BBC, where he was responsible for the creation of MediaCityUK in Salford, the redevelopment of 
Television Centre and oversaw the £1bn development of Broadcasting House. He is a co-founder 
EverythingOmni a global community of thought leaders focused on workplace development and 
innovation and is interested in place making and innovation. Chris has extensive experience as a 
Non-Executive Director and has served on the boards of Laganside (Belfast) Development 
Corporation, Network Homes, NHS Property Services and Reach2 Academy. He also sits on the 

editorial board of the Corporate Real Estate Journal.  
 
He is a member of the Finance and Performance Committee. 
 
 
 
John Machin, Deputy Chair  
 

John joined the trust as a Non-Executive Director in 2022 and was appointed as Deputy Chair in 
July 2023. John is a Fellow of the Institute of Chartered Accountants in England and Wales 
(ICAEW) with a career spanning five decades with KPMG in the UK, 25 years as a Financial Sector 
Advisory Partner, where his clients were predominantly multinational banking institutions but 
also included BP and The Bank of England. 
 
John is passionate about helping values driven organisations, and the individuals within them, to 
realise their full potential through leveraging innovation, continuous learning and improvement. 
John is a Non-Executive Director at CSH Surrey and Finance Director of Puttenham Golf Club. 

John was appointed as Acting Chair in January 2025 until January 2026, in March he became Chair of the Audit and Risk 
Committee and is a member of the Surrey Heartlands Trust Provider Collaborative Strategic Committees in Common. 
 
 
 
 
Julie Pearce, Non-Executive Director 
 

 Julie joined the trust at the beginning of September 2024 as NED Designate and became a full 
Non-Executive Director in January 2025. Julie is a Registered Nurse and graduate with over 20 
years’ experience at executive director level in the NHS and the charity sector. She brings 
extensive expertise in strategy, service delivery, clinical transformation, and quality and safety 
and is passionate about improving patient experience, innovation, and research. She was 
previously Chief Operating Officer at Dorset County Hospital NHS Foundation Trust, where she 
led operational performance and a major review of clinical services. Her earlier roles include 
Chief Nurse and Chief Operating Officer at East Kent Hospitals University NHS Foundation Trust, 

and Chief Nurse at Marie Curie, the national charity for palliative and end of life care. Julie is also a Non-Executive 
Director for NHS Hampshire and Isle of Wight, contributing her experience to broader system leadership and oversight.  
 
Julie is a member of the Audit and Risk Committee, Quality of Care and Finance and Performance Committees.  
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Dr Mark Roland, Chief Medical Officer  
 
 Mark joined the trust in December 2024, having moved from Portsmouth Hospitals University 
NHS Trust where he was a Deputy Medical Director. Mark is a Respiratory Consultant with an 
interest in lung cancer and end of life care. He has held system level roles previously including 
Urgent and Emergency Care Clinical Lead for the Hampshire and Isle of Wight Sustainability and 
Transformation Partnership (STP) and Darzi Clinical Lead for End-of Life Care for the South-Central 
Strategic Health Authority.  Mark is Executive lead for the Men’s Health staff network.  
 
 

 
 
 
Tom Smerdon, Group Director of Neighbourhood Health   

 
 Tom was appointed into his current role in December 2025 following a six-month secondment as 
Interim Chief Executive at CSH Surrey. Prior to this, Tom was Director of Strategy and Sustainability 
since 2019 having previously held the role of Director of Operations for Unplanned Care. Tom has 
managed clinical operations in the NHS at a senior level since 2005. This experience has included 
managing Elective, Emergency and Specialist services at Great Ormond Street Hospital and 
University College London Hospitals. Tom joined ASPH in 2013 as Associate Director of Operations 
for Medicine and Emergency Services.  
 
Tom has a degree in Geology and MScs in Environmental Management and Healthcare 
Leadership for Quality Improvement. Prior to joining the NHS, Tom held management positions in 

environmental consultancy and research and learning and education. He is currently studying for his doctorate in 
Organisational Change with Hult Ashridge. 
 
 
 
 
James A Thomas, Deputy Chief Executive/Chief Operating Officer  

 
 James was appointed Chief Operating Officer in March 2019 having joined the trust in 2015 as 
Associate Director of Operations for Theatres, Anaesthetics, Surgery and Critical Care, and went on 
to become Director of Operations for Planned Care the following year. James cemented his 
passion for the NHS through working as a volunteer at his local hospital, whilst at Sixth Form 
College. After working as a hospital porter, he then went on to join the NHS graduate 
Management Training Programme. James first joined ASPH in 2003 as Assistant General Manager 
for Surgery and then went on to take progressively senior operational management roles in 
general hospitals, specialist hospitals and university teaching hospitals across London and the 

South-West, before returning to Ashford and St Peter’s in 2015. James has a BA (Hons) Degree in Business and 
Economics, MSc Management of Health and Social Care and is a graduate of the King’s Fund Top Leaders Programme. 
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Dr Jason Bincalar, Chief Digital Information Officer  

 
 Jason Bincalar joined the trust as Chief Digital Information Officer (CDIO) in January 2024. Jason is 
an experienced digital leader, academic, chartered engineer, and Fellow of the British Computer 
Society. He has led NHS digital services since 2008, advancing well-known hospitals including 
Barts, Royal Brompton and Harefield, Royal Marsden, and Royal Liverpool. Jason joined the trust 
from Liverpool University Hospitals where, as Chief Information Officer, he created the vision for 
Care Record Liverpool, and through diagnostic networks delivered comprehensive sharing 
solutions across the Cheshire and Merseyside region. Jason was a non-voting member of the 
Board. Jason left the trust in March 2026. 
 

 
 
 
 
Don Iro, Non-Executive Director  

 
 Don Iro joined the trust as Non-Executive Director Designate in November 2022 and became a 
Non-Executive Director in February 2023. An entrepreneur and turnaround executive, he has 
held senior roles across the UK, Asia, Middle East, and Africa in both large corporates and SMEs. 
In 2024, he became Vice Chairman of Solent University, where he has been an independent 
governor since 2019. Don has also served as a councillor and held advisory roles with Hampshire 
Police. Passionate about diversity and inclusion, he mentors in business and leadership. He holds 
a BEng (Hons) in Electronic Engineering from Solent University and numerous business and 
entrepreneurship qualifications. Don left the trust in July 2025. 
 

 
 
 
 
 
 
 
 
 
 
 
 
  



 

76 
 

Significant commitments of the trust Chair 
 
Joss Bigmore is a Guildford Borough Councillor 
representing Merrow and is elected Convener of the 
Surrey Heartlands Trust Provider Collaborative strategic 
committees in common. 
 
Balance of Board Membership and Independence 
The Board of Directors is satisfied that its balance of 
knowledge, skills and experience is appropriate to the 
Board and its sub-committees. 
 
The Board has evaluated the circumstances and 
relationships of individual Non-Executive Directors 
which are relevant to the determination of the 
presumption of independence. The Board determines 
all its Non-Executive Directors to be independent in 
character and judgement. 
 
All Non-Executive Directors, including the Chair’s 
independence is considered each year in line with 
regulatory guidance. This is to confirm that there are 
no issues that may affect, or could appear to affect, 
their judgment and is considered at the Board meeting 
in public. A year-end confirmation of interests is 
recorded as required. The Register of Interests is 
published on our website. 
 
Performance evaluation 
 
The Board of Directors recognise that a regular 
evaluation of its collective and individual director 
performance is critical to continuous development and 
high performance. 
 
During 2025/26 we have responded to the findings of 
an external governance review undertaken in early 
2025 with a formal action plan which is subject to 
oversight at Board level. 
 
The Board has designed and implemented robust 
performance evaluation processes, structures and 
systems in accordance with the Code of Effective 
Corporate Governance within the public sector and the 
guide to statutory duties for NHS Foundation Trust 
Governors update published by NHS England in 2022. 
The Chair undertakes the appraisal of the Group Chief 
Executive and the Non-Executive Directors. 

  
The appraisal of the Non-Executive Directors is 
conducted by the Chair in accordance with the process 
agreed by the Council of Governors. The Group Chief 
Executive undertakes the appraisal of the  
Executive Directors. 
 
Chair 
 
The Senior Independent Director will conduct the 
Chair’s appraisal process in accordance with best 
practice in the code of governance, and this will be 
reported to the Council of Governors in June 2026. 
In addition, the performance of members of the Board 
is assessed in terms of the following: 
 
• Attendance at Board and Committee meetings 
• Independence of individual directors 
• An effective contribution to the Board and 

Committees 
• through the range and diversity of experience 

and skills 
• Strategic decision making and delivery of the 

trust’s forward plan 
 

The Council of Governors holds the Non-Executive 
Directors independently and collectively to account for 
the performance of the Board and does this through 
receiving performance information and a process of 
constructive challenge at Council of Governor meetings 
and seminars with the Executive and  
Non-Executive Directors. 
 
Access to the Register of Directors’ Interests 
 
Members of the public can gain access to the Register 
of Directors’ Interests on our website or by making a 
request to the trust secretary, either at St Peter’s 
Hospital, Guildford Road, Chertsey, KT16 0PZ, or via 
email: asp-tr.board@nhs.net 
 
 
 
 
 
 
 

 
  

mailto:asp-tr.board@nhs.net
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Board meetings  
The Board met in open session six times during 2025/26 and in closed session 10 times during 2025/26. Directors’ 
attendance was as follows: 
 

Name End of term of office 

Open 
Board 

Meetings 
attended 

Closed 
Board 

Meetings 
attended 

Non-Executive Directors       

Jonathan Bigmore February 2029 1 of 1 1 of 2 

Dr Andy Brooks September 2027 7 of 7 10 of 11 

Jane Dale December 2026 6 of 7 8 of 11 

Simon Devonshire July 2026 5 of 7 8 of 11 

Jane Dickson September 2027 7 of 7 11 of 11 

Julie Fisher January 2029 2 of 2 3 of 3 

Don Iro Left June 2025 1 of 2 1 of 2 

Chris Kane August 2027 6 of 7 10 of 11 

John Machin July 2028 6 of 7 10 of 11 

Julie Pearce September 2027 6 of 7 10 of 11 

    

    

Name Job title 

Open 
Board 

Meetings 
attended 

Closed 
Board 

Meetings 
attended 

Executive Directors       

Chris Attoe* Interim Director of Strategy/Group Director 
of Strategy 5 of 5 9 of 10 

Dr Jason Bincalar Chief Digital Information Officer 4 of 4 5 of 5 

Ruth Colburn Jackson 
Group Director of Transformation  
and Digital  3 of 3 

4 of 4 

Paul Doyle Interim Chief Financial Officer 2 of 2 3 of 3 

Jay Dungeni ** Chief Nursing Officer  7 of 7 11 of 11 

Jo Fanning *** Chief People Officer 7 of 7 11 of 11 

Hannah Hamilton Chief Finance Officer 5 of 5 8 of 8 

Dr Mark Roland **** Chief Medical Officer 6 of 7 10 of 11 

Tom Smerdon***** Director of Strategy/Group Director of 
Neighbourhood Health 

4 of 4 4 of 4 

Louise Stead Group Chief Executive 7 of 7 11 of 11 

James A Thomas Chief Operating Officer 7 of 7 11 of 11 

 
* Appointed Group Director in December 2025  
** Deputy attended two meetings  
***Deputy attended two meetings  
**** Deputy attended one meeting  
***** Appointed Group Director in December 2025  
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Board Sub-committees 
 
The Board of Directors has the following sub 
committees: 
 

• Audit and Risk Committee 
• Finance and Performance Committee 
• Quality of Care Committee (QCC) 
• Remuneration and Nominations Committee 

(Executive Directors) 
• People Committee 
• Charitable Funds Committee 

 

Audit and Risk Committee  
 
Membership and attendance 
The Audit and Risk Committee is chaired by John 
Machin, Non-Executive Director, and includes three 
other Non-Executive Directors. Internal Audit (BDO 
LLP), External Audit KPMG LLP and the Local Counter 
Fraud Specialist are all invited to attend the meetings. 
 
Discharging its responsibilities 
The Audit and Risk Committee assures the trust Board 
that there is an effective system of integrated 
governance, risk management and internal control 
across the whole of the trust’s activities that supports 
the achievement of the organisation’s objectives. In 
addition, financial reporting and counter fraud 
measures are also reviewed. In doing this the Audit and 
Risk Committee primarily utilises the work of internal 
audit, external audit and other external bodies. The 
Audit and Risk Committee approves the annual work 
plans of internal audit, external audit and the Local 
Counter Fraud Specialist. 
  
At its meeting in March 2026 the Audit and Risk 
Committee reviewed and noted three significant audit 
opinion risks, in terms of their potential impact on our 
financial statements, set out as follows: 

• Liabilities and related expenses for purchases of 
goods or services are not completely identified 
and recorded  - As the trust is set a financial 
performance target by NHS England there is a 
risk that non-pay expenditure, excluding 
depreciation, may be manipulated in order to 
report that the control total has been met.  

• Fraud risk related to unpredictable way 
management override of controls may occur - 

Professional standards require external 
auditors to communicate the fraud risk from 
management override of controls as 
significant. Management is in a unique position 
to perpetrate fraud because of their ability to 
manipulate accounting records and prepare 
fraudulent financial statements by overriding 
controls that otherwise appear to be operating 
effectively. We have not identified any specific 
additional risks of management override 
relating to this audit. 

• The carrying amount of revalued land and 
buildings differs materially from the fair value 
land and buildings are required to be held at 
fair value. - As hospital buildings are specialised 
assets and there is not an active market for 
them, they are usually valued on the basis of 
the cost to replace them with a ‘modern 
equivalent asset’. The value of the trust’s land 
and buildings as of 31 March 2025 was 
£202.4m, which are valued as specialised 
assets at depreciated replacement cost. The 
trust undertook a desktop revaluation of its 
land and buildings during the previous financial 
year. The last full revaluation took place on 31 
March 2024. The valuation of the estate is 
based on judgmental assumptions in relation 
to the condition of the estate and 
obsolescence factors. Due to the judgmental 
nature of these assumptions, we consider this 
to be a significant risk. 

 
Policy for Safeguarding External Auditors’ 
Independence 
The Council of Governors approved the  
appointment of KPMG as the trust’s external auditors 
in February 2022. 
 
Responsibility for Preparing the Annual Accounts 
The Group Chief Executive is the trust’s designated 
Accounting Officer with the duty to prepare the 
financial statement for each financial period in 
accordance with the National Health Service Act 2006. 
 
Finance and Performance Committee 
The committee is chaired by Non-Executive Director 
Julie Fisher. The Committee includes two other Non-
Executive Directors, Group Director of  
Transformation and Digital, Group Director of Strategy, 
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Group Chief Executive, Chief Operating Officer, Chief 
Finance Officer, and Chief Nursing Officer by rotation. 
 
The Finance and Performance Committee’s role is to 
review the financial and operational performance, 
position, risks and decision-making of the trust. It gives 
assurance to the Board that this process of review is 
satisfactory and draws matters of importance to  
their attention. 
 
Remuneration and Nominations Committee 
(Executive Directors) 
The Remuneration and Nominations Committee 
comprises the Group Chair, Joss Bigmore, who chairs 
the Committee, and all other Non-Executive Directors 
as members. The Committee was formed in early 2025 
through the merger of the previously separate 
Remuneration and Nominations Committees. 
 
The Committee is responsible for the appointment of 
Executive Directors, including interim appointments, 
and for determining their remuneration and terms and 
conditions of service. It also ensures that there is an 
appropriate balance of skills, knowledge and 
experience on the Board of Directors, including 
overseeing succession planning in the context of the 
challenges and opportunities facing the trust. 
  
A description of the work of the Committee in relation 
to remuneration can be found within the 
Remuneration Report. Attendance at meetings by its 
members is set out in the table on page 80. 
 
Quality of Care Committee 
The Committee is chaired by Non-Executive Director 
Jane Dickson, and membership includes two other 
Non-Executive Directors, and two Executive Directors, 
the Chief Medical Officer, Chief Nursing Officer. 
 
Attendees also includes the Chief of Patient Safety, 
Associate Director of Quality, Chief Pharmacist, and the 
Divisional Directors by rotation. 
 
The Quality of Care Committee has a duty to ensure 
that the trust’s governance systems, behaviours and 
processes relating to risk management, clinical quality, 
the impact of performance on quality and safety, and 
the achievement of organisational objectives are 
effective, and provide the Board with the assurance on 
these duties to enable the Board to govern effectively. 

The committee works in association with the Audit  
and Risk Committee in matters of corporate risk  
and governance. 
 
People Committee 
The committee is chaired by Non-Executive Director, 
Jane Dale and membership includes two other Non-
Executive Directors, as well as the Chief People Officer, 
Chief Nursing Officer and Chief Medical Officer. 
 
The committee’s role is to provide assurance to the 
Board on workforce supply and demand, the 
development and delivery of the trust’s workforce, 
leadership, organisational development, education and 
training, equality and diversity and employee wellbeing 
programmes and a detailed review and challenge of 
the workforce and organisational development aspects 
of the Board Assurance Framework. 
 
Charitable Funds Committee 
The committee is chaired by Non-Executive Director, 
John Machin and membership includes two other  
Non-Executive Directors, the Group Director of 
Strategy, Chief Finance Officer and two public 
governors are in attendance. 
 
The committee is responsible for the overall 
management of the Charitable Funds and provides 
strategic direction in accordance with objects and 
fulfilment of public benefit; and ensures compliance 
with governing documents, laws and obligations 
imposed by donors. 
 
The committee is accountable to the trust Board (as 
corporate trustee) for the proper use of the charitable 
funds and to the public as a beneficiary of those funds. 
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Details of Directors’ membership of Board sub-committees and number of meetings attended are (including formal 
Council of Governors’ meetings): 
 

Name 
Audit 

and Risk 

Remuneration 
and 

Nomination  
Quality 
of Care 

People  
Finance 

and 
Perfomance 

Joint 
Digital 

Committee 
Charitable 

Funds 
Council of 
Governors 

Chris Attoe **** n/a n/a n/a n/a 4 of 8 n/a 3 of 3 n/a 

Joss Bigmore n/a n/a n/a n/a n/a 2 of 2 n/a 1 of 1 

Jason Bincalar n/a n/a n/a n/a n/a n/a n/a n/a 

Dr Andy Brooks 5 of 8 1 of 5 n/a 2 of 2 8 of 9 n/a n/a 2 of 4 
Ruth Colburn 
Jackson 

n/a n/a n/a n/a n/a 2 of 2 n/a n/a 

Jane Dale 4 of 8 4 of 5 5  of 5 6 of 6 n/a n/a n/a 4 of 4 

Simon Devonshire n/a 1 of 5 n/a 1 of 1 n/a n/a 3 of 3 3 of 4 

Jane Dickson 5 of 8 2 of 5 4 of 5 2 of 2 n/a n/a n/a 3 of 4 

Paul Doyle ** n/a n/a n/a n/a 1 of 1 n/a 1 of 1 n/a 

Jay Dungeni n/a n/a 5 of 5 1 of 1 6 of 7 n/a n/a n/a 

Jo Fanning n/a 5 of 5 n/a 6 of 6 n/a n/a n/a n/a 

Julie Fisher n/a 1 of 1 n/a n/a n/a 1 of 1 n/a 1 of 1 

Hannah Hamilton n/a n/a n/a n/a 7 of 8 n/a 3 of 3 n/a 

Don Iro n/a 1 of 1 n/a n/a n/a n/a 1 of 1 n/a 

Chris Kane 2 of 3 4 of 5 n/a n/a 6 of 9 2 of 2 2 of 4 3 of 4 

John Machin* 1 of 1* 5 of 5 n/a n/a 5 of 5 1 of 2 4 of 4 4 of 4 

Julie Pearce 8 of 8 3 of 5 5 of 5 2 of 3 8 of  9 n/a n/a 3 of 4 

Dr Mark Roland n/a n/a 4 of 5 1 of 1 1 of 1 n/a n/a 1 of 1 

Tom Smerdon *** n/a n/a n/a 3 of 4 1 of 1  2 of 2 1 of 1 n/a 

Louise Stead n/a 4 of 5 4 of 4 n/a 7 of 9 n/a n/a 3 of 4 

James A Thomas n/a n/a n/a 3 of 4 5 of 9 1 of 2 n/a n/a 
 
Notes 
* Joined as NED Chair          
** Acting Chief Finance Officer July 2025          
*** Director Strategy until July 2025. Appointed Group Director Neighbourhood Health December 2025     
**** Director of Strategy from July 2025. Appointed Group Director of Strategy December 2025
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Council of Governors 
 

How the Board of Directors and the Council of 
Governors operate 
The Board recognises the value and importance of 
engaging with Governors in order that they may 
properly fulfil their role as a conduit between the Board 
and Ashford and St Peter’s Hospitals NHS Foundation 
Trust’s stakeholders. 
 
The Board of Directors is responsible for the effective 
running of the organisation, whilst the Council of 
Governors holds the Non-Executive Directors to 
account for the performance of the Board of Directors. 
The Council does not delegate any of its statutory 
decision making to its committees or individual 
Governors, since the Constitution provides for 
committees to undertake advisory work only, with  
all decisions requiring ratification in a general Council 
meeting. 
 
In addition to the role of listening to, and reflecting the 
views of the membership to the Board and vice versa, 
the Council of Governors exercises statutory duties 
enshrined in law. These include the appointment of, 
and, if necessary, the removal of Non-Executive 
Directors and determining their remuneration. The 
Council also appoints an External Auditor and ratifies 
the appointment of the Group Chief Executive. The 
Council approves any changes to the trust Constitution 
and any significant transactions the trust may wish to 
enter into as defined within the Constitution. The 
Council has the right to be presented with the Annual 
Report and Accounts and to be consulted on 
forward plans being made by the Board. These roles 
provide clear context for the Board to run the trust, the 
execution of which is achieved through the Group 
Chief Executive and the Executive Team. 
 

Understanding the views of the Council 
Engagement by the Board with Governors takes many 
forms. In 2025/26 the constructive working 
relationship continued with discussion on a number of 
matters both in and out of Council meetings. As well as 
the quarterly Council meetings the Governors met with 
the Non-Executive Directors to discuss the future 
direction of the trust and anything they needed further 
input on. 
 

There are regular seminars/workshops and courses 
open to all Governors and hosted by the Chair (now 
Group Chair from February 2026), Executive Team and 
NHS Providers. All Governors have the support of the 
Membership and Engagement Manager to help them 
fulfil their duties. 
  
Board members, especially Non-Executive Directors, 
are encouraged to attend the Council of Governors’ 
formal meetings. Amongst the usual items of business, 
these meetings are used to ratify Non-Executive 
Director appointments and the Group Chief Executive 
appointment. Governors also hear from the Board 
about strategic initiatives. 
 
The Council meets formally four times each year. 
Details of the membership of the Council and the 
attendance of Governors are included in the table 
‘Register of Governors’. 
 
Governors have continued to take up the opportunity 
to attend the open Board meetings and during 
2025/26, many more have been able to observe sub-
committee meetings. These provide opportunities for 
Governors to see the Non-Executive Directors in 
operation to enable them to undertake their duty of 
holding the Non-Executive Directors, individually and 
collectively, to account for the performance of the 
Board of Directors. 
 

Composition of the Council 
There are 24 seats on the Council of Governors 
including: 

• 14 public Governors covering five constituencies; 
• five staff Governors covering five staff 

constituencies; and 
• five appointed Governors from  

partnership organisations. 
 

The Group Chair of the Board is also the Group Chair of 
the Council of Governors. 
 
The Council of Governors re-appointed Michael Smith 
(Public Governor for Woking and Guildford) as Lead 
Governor from 1 April 2026. 
 
Council of Governor elections were held in November 
2025 with all vacancies being filled. 
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We would like to acknowledge the contribution made 
by those Governors that stood down in 2025/26: 

• Tracey Bradshaw, Staff Governor for Nursing and 
Midwifery staff 

• Helen Pernelet, Public Governor for Elmbridge 

• Trevor Sherwood, Public Governor for Elmbridge 

• Anthony Tweh, Public Governor for Hounslow, 
Kingston-upon-Thames, Richmond-upon-Thames 
and Rest of England 

• Richard Evans, Public Governor for Spelthorne 

• Karen Howkins, Public Governor for Spelthorne 

• Miranda Alcock, Public Governor for Woking  

• and Guildford 

• Sue Doran, Appointed Governor for Spelthorne 
Borough Council 

 

Access to the Register of Interests 
All Governors are required to comply with the trust’s 
code of conduct and declare any interests that may 
result in a potential conflict of interest in their role as 
Governor of the trust. Members of the public can gain 
access to the Register of Governors’ Interests which is 
available on the trust’s website at: 
www.ashfordstpeters.nhs.uk/what-is-an-ft  or by 
making a request via the Membership and 
Engagement Manager at St Peter’s Hospital, 
Guildford Road, Chertsey, KT16 0PZ, or via email asp-
tr.foundationtrust@nhs.net or by telephone on  
01932 722063. 
 

Contacting a Governor 
Members who wish to contact their Governor(s) can 
do this via the Membership Office at St Peter’s 
Hospital, Guildford Road, Chertsey, KT16 0PZ or 
www.ashfordstpeters.nhs.uk/what-is-an-ft or by 
making a request via the Membership and 
Engagement Manager at St Peter’s Hospital, Guildford 
Road, Chertsey, KT16 0PZ, or via 
email asp-tr.foundationtrust@nhs.net or by telephone 
on 01932 722063. 
 
Statutory Council of Governors’ Committees 
Until October 2025, the Council of Governors had two 
separate committees carrying out specific statutory 
duties. Details are provided below: 
  

Nominations and Appointments Committee 
The Nominations and Appointments Committee 
provides the Council of Governors with independent 

and objective recommendations in respect of the 
names of those individuals they consider suitable for 
appointment as Non-Executive Director to the Board 
of Directors. 
 
Membership and attendance is given below. The 
Committee met three times during 2025/26, 
recommending to the Council the approval of: 
•  Non-Executive Director reappointment for a 

further six months 
• extension of the Acting Chair position for a further 

six months 
• Non-Executive Director reappointment for a 

further term of three years 
• selection and appointment process for three new 

Non-Executive Directors 
 

Nominations and Appointments 
Committee 

Meetings 
attended 

Sue Bell (Public Governor for Runnymede, 
Surrey Heath, Windsor and Maidenhead) 2 of 3 

Jane Dale (Senior Independent Director) 2 of 2 

Shirley Holmes (Public Governor, Woking 
and Guildford) 2 of 3 

John Machin (Acting Chair) 2 of 2 

Ann Ooms (Public Governor Elmbridge) 3 of 3 

Mark Williams (Public Governor for 
Runnymede Borough Council) 1 of 3 

Gavin Wood (Staff Governor) 3 of 3 

 

Remuneration and Appraisal Committee 
The Remuneration and Appraisal Committee makes 
recommendations to the Council of Governors 
concerning the remuneration and terms of 
appointment of any Non-Executive Director and 
endorses their appraisals. 
 
Membership and attendance is given below. The 
Committee met once during 2025/26 recommending 
to the Council the approval of the: 
• Non-Executive Director appraisals 
• Acting Chair appraisal 

 
 
 
 
 
 

http://www.ashfordstpeters.nhs.uk/what-is-an-ft
mailto:asp-tr.foundationtrust@nhs.net
mailto:asp-tr.foundationtrust@nhs.net
http://www.ashfordstpeters.nhs.uk/what-is-an-ft
mailto:asp-tr.foundationtrust@nhs.net
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Remuneration and Appraisal Committee Meetings 
attended 

Kate Colban (Staff Governor) 1 of 1 

Ellen Nicholson (Appointed Governor, 
Woking Borough Council) 1 of 1 

Michael Smith (Chair/Lead Governor and 
Public Governor, Woking and Guildford) 1 of 1 

Anthony Tweh (Public Governor for 
Hounslow, Kingston-upon-Thames, 
Richmond-upon-Thames and  
Rest of England) 1 of 1 

 
As of October 2025, the two committees were 
amalgamated to align with Group Model working  
and became the Remuneration and  
Nomination Committee: 
 

Remuneration and Nomination Committee 

 
The Remuneration and Nomination Committee makes 
recommendations to the Council of Governors 
concerning the remuneration and terms of 
appointment of any Non-Executive Director and 
provides independent and objective recommendations 
of those individuals they consider suitable for 
appointment as Non-Executive Director to the Board of 
Directors.  For this purpose, Non-Executive Director 
includes the Group Chair of the trust. The Committee 
will also make recommendations concerning the re-

appointment of a Non-Executive Director and agree to 
the process for the evaluation/appraisal of the Group 
Chair and Non-Executive Directors utilising the most 
recent NHSE guidance.  
 
Membership and attendance is given below. The 
Committee met six times during 2025/26 
recommending to the Council the approval of the: 

• Non Executive Director remuneration 

• Reappointment of two Non-Executive Directors 

• Appointment of a new Non-Executive Director 

• Appointment of a Group Chair 

• Deputy Chair process and agree the role profile. 

 
Foundation Trust membership 
Members fall into two constituencies: 
Public Constituency; anyone living specifically in the 
boroughs of Elmbridge, Guildford, Hounslow, Kingston-
upon-Thames, Richmond-upon-Thames, Runnymede, 
Spelthorne, Surrey Heath, Windsor and Maidenhead 
and Woking; as well as any borough in Surrey not 
already mentioned above, and anyone outside the 
immediate catchment area and being regarded as a 
Rest of England member. 
 
Staff Constituency; any permanent member of staff, 
including registered volunteers, can be a staff member. 
There are five classes which each elect one Governor: 
 

1. nursing and midwifery 
2. medical and dental 
3. ancillary, administrative, clerical and 

managerial 
4. allied health professionals, healthcare scientists 

and healthcare assistants 
5. volunteers 

 
Staff are automatically members unless they decide to 
opt out. 
 
Membership number as of 31 March 2026: 

Membership  % number 

Volunteers 2.93% 361 

Public 53.72% 6,617 

Staff 43.35% 5,340 

Total 100% 12,318 

 
 
 

Remuneration and Nomination Committee Meetings 
attended 

Joss Bigmore (Group Chair) 1 of 2 

Kate Colban (Staff Governor) 4 of 6 

Jane Dale (Senior Independent Director) 2 of 4 

Shirley Holmes (Public Governor, Woking 
and Guildford) 4 of 6 

Chad Lake (Public Governor, Spelthorne) 6 of 6 

John Machin (Acting Chair) 4 of 4 

Ann Ooms (Public Governor Elmbridge) 2 of 3 

Alex Palombi (Appointed Governor, The 
Royal Holloway, University of London) 6 of 6 

Michael Smith (Lead Governor and 
Public Governor for Woking  
and Guildford) 6 of 6 

Anthony Tweh (Public Governor for 
Hounslow, Kingston-upon-Thames, 
Richmond-upon-Thames and  
Rest of England) 2 of 2 

Gavin Wood (Staff Governor) 6 of 6 

Denis Wright (Public Governor, 
Runnymede, Surrey Heath, Windsor  
and Maidenhead) 5 of 6 
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Engaging with our membership 
Members receive regular updates through the Trust’s 
monthly email bulletin. 
 
The trust held its Annual Members’ Meeting on 8 
October 2025. This provided members with the 
opportunity to hear from the Acting Chair, the Lead 
Governor and Trust Executives about key highlights 
and achievements from the past year, as well as the 
Trust’s priorities, aspirations and areas of focus for  
the future. 
 
The trust also held its bi-annual Community Day on 
Saturday 19 July 2025, which was very well received by 
both members and the wider public. The event 
included a range of activities, including information 
stalls and opportunities for attendees to interact 
directly with staff. 

Member and patient feedback are welcomed and 
considered by 10 Governors who sit on the Patient 
Experience Group. The Group meets four to five times 
each year and is attended by the Chief Nursing Officer, 
Associate Director of Quality and the Head of Patient 
Experience and Involvement. The Group reviews 
patient experience reports and provides a forum for 
issues and concerns to be raised, enabling appropriate 
actions to be identified and taken. 
 
The Patient Experience Group has also invited a range 
of guest speakers to their meetings to gain a deeper 
understanding of the work being undertaken across 
key departments and wards in relation to patient 
experience. During 2025/26, two meetings were held 
in person, enabling members to undertake physical 
tours of departments and services as part of  
the sessions. 
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Register of Council of Governors – 2025/26 

Name (Constituency / Organisation) Date elected or appointed Term of office Meetings attended 

Edwin Addis (Public Governor - 
Hounslow, Kingston-upon-Thames, 
Richmond-upon-Thames and Rest of 
England) 

01/12/2025 
(3rd term) 

3 years to 
30/11/2028 2 of 4 

Miranda Alcock (Public Governor – 
Woking and Guildford) 

01/12/2022 
(2nd term) 

3 years to 
30/11/2025 0 of 2 

Aimee Aubeeluck (Appointed Governor, 
University of Surrey) 01/07/2024 N/A 0 of 4 

Sue Bell (Public Governor – Runnymede, 
Surrey Heath, Windsor  
and Maidenhead) 

01/12/2024 
(2nd term) 

3 years to 
30/11/2027 4 of 4 

Sue Bryer (Public Governor – 
Spelthorne) 01/12/2025 

3 years to 
30/11/2028 2 of 2 

Med Buck (Appointed Governor, 
Spelthorne Borough Council) 07/07/25 N/A 1 of 3 

Tracey Bradshaw (Staff Governor – 
Nursing and Midwifery) 

01/12/2022 
(2nd term) 

3 years to 
30/11/2025 2 of 2 

Andy Brown (Staff Governor -  
Volunteers) 

01/12/2024 
(2nd term) 

3 years to 
30/11/2027 4 of 4 

Julie Callin (Public Governor – Woking 
and Guildford) 01/12/2025 

3 years to 
30/11/2028 2 of 2 

Shimona Clington Fernando (Public 
Governor – Spelthorne) 01/12/2025 

3 years to 
30/11/2028 2 of 2 

Kate Colban (Staff Governor – Allied 
Health Professionals, Healthcare 
Scientists and HCAs) 

01/12/2025 
(2nd term) 

3 years to 
30/11/2028 3 of 4 

Sue Doran (Appointed Governor – 
Spelthorne Borough Council) 05/06/2024 

1 year, 1 month to 
03/07/25 1 of 1 

Richard Evans (Public Governor – 
Spelthorne) 01/12/2022 

3 years to 
30/11/2025 1 of 2 

Heather Hall (Public Governor - 
Runnymede, Surrey Heath, Windsor and 
Maidenhead) 01/12/2024 

3 years to 
30/11/2027 4 of 4 

Polly Harris (Staff Governor – Nursing 
and Midwifery) 01/12/2025 

3 years to 
30/11/2028 2 of 2 
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Register of Council of Governors – 2025/26 (cont’d) 

Shirley Holmes (Public Governor – 
Woking and Guildford) 

01/12/2025 
(3rd term) 

3 years to 
30/11/2028 3 of 4 

Karen Howkins (Public Governor – 
Spelthorne) 01/03/2024 

1 year, 9 months to 
30/11/2025 2 of 2 

Toc Husain (Staff Governor, Medical  
and Dental) 01/12/2024 

3 years to 
30/11/2027 4 of 4 

Chad Lake (Public Governor – 
Spelthorne) 

01/12/2025 
(2nd term) 

3 years to 
30/11/2028 3 of 4 

Ellen Nicholson (Appointed Governor – 
Woking Borough Council) 08/06/2022 N/A 2 of 4 

Ann Ooms (Public Governor – 
Elmbridge) 

01/12/2025 
(2nd term) 

3 years to 
30/11/2028 1 of 4 

Alexandra Palombi (Appointed 
Governor, The Royal Holloway, 
University of London) 30/12/2024 N/A 3 of 4 

Helen Pernelet (Public Governor – 
Elmbridge) 

01/12/2022  
(2nd term) 

2 years, 5 months 
to  

02/5/25 0 of 0 

Trevor Sherwood (Public Governor – 
Elmbridge) 01/12/2024 

1 year to 
30/11/2025 0 of 2 

Gloria Smith (Public Governor – 
Elmbridge) 01/12/2025 

3 years to 
30/11/2028 2 of 2 

Michael Smith (Public Governor – 
Woking and Guildford) 

01/12/2025 
(3rd term) 

3 years to 
30/11/2028 4 of 4 

Nigel Stapleton (Public Governor – 
Elmbridge) 01/12/2025 

3 years to 
30/11/2028 2 of 2 

Anthony Tweh (Public Governor – 
Hounslow, Kingston-upon-Thames, 
Richmond-upon-Thames and  
Rest of England) 01/12/2022 

3 years to 
30/11/2025 2 of 2 

Yousri Waziri (Public Governor - 
Hounslow, Kingston-upon-Thames, 
Richmond-upon-Thames and  
Rest of England) 01/12/2025 

3 years to 
30/11/2028 1 of 2 

Mark Williams (Appointed Governor – 
Runnymede Borough Council) 01/07/2024 N/A 2 of 2 

Gavin Wood (Staff Governor – Ancillary, 
Admin, Clerical and Managerial) 

01/12/2024 
(2nd term) 

3 years to 
30/11/2027 2 of 4 

Denis Wright (Public Governor – 
Runnymede, Surrey Heath, Windsor  
and Maidenhead) 01/12/2024 

3 years to 
30/11/2027 4 of 4 

  

Name (Constituency / Organisation) Date elected or appointed Term of office 
Meetings 
attended 
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NHS Oversight Framework 
 
NHS England is the official regulator of foundation trusts. 
 
NHS England oversees NHS trusts and foundation trusts through its national oversight arrangements, which are 
designed to ensure public accountability for performance and to support improvement across the health system. 
 
During 2025/26, oversight was undertaken through the NHS Oversight Framework 2025/26, a revised approach  
which replaced the previous framework and established a more consistent and transparent method for assessing 
provider performance.  
 
The framework assessed organisations against a focused set of metrics aligned to national priorities set out in the NHS 
planning guidance for 2025/26, alongside a broader range of contextual indicators which supports a rounded view of 
performance, including progress on inequalities and longer-term outcomes.  
 
Performance under the framework is used to inform how NHS England works with organisations, including the level of 
oversight, support and intervention required. This approach emphasises continuous improvement, system working 
and increased local autonomy for higher-performing organisations.  
 
Segmentation 
Under the 2025/26 framework, NHS trusts and foundation trusts are allocated to one of four segments based on their 
performance against national metrics and overall delivery. Segment 1 reflects organisations with the strongest 
performance and least need for support, while Segment 4 reflects organisations with the greatest level of challenge 
and support requirements.  
 
Segmentation is informed by a composite assessment of performance across key operational, quality and financial 
measures, alongside wider contextual information. NHS England publishes segmentation and performance 
information on a quarterly basis to support transparency and accountability.  
 
The trust’s current segmentation rating is 3. 
 
This segmentation information is the trust’s position at 31 March 2026. Current segmentation information for NHS 
trust’s and foundation trust’s is published on the NHS England’s website. 
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Sustainability report  
 
“The choices we make individually and as a society 
to prevent climate change will also improve our 
health with the potential to reduce the pressure on 
our overburdened health services – both now and 
for future generations.”     
Professor Sir Andy Haines (2021) 
 
The NHS continues to make progress in reducing its 
carbon footprint since the 2020 government 
pledge for the NHS to be the first national health 
system in the world to be carbon net-zero by 2045. 
However, it still contributes over 40% of the carbon 
emissions from all public services.  The NHS in 
England became the first health system to embed 
carbon net-zero into legislation, through the Health 
and Care Act 2022. This places duties on providers 
and commissioners to contribute towards statutory 
emissions and environmental targets.  
 
ASPH published our first Green Plan in 2022 and 
this year published our latest Green Plan for 2025-
28m, you can view the Green Plan on our website 
www.ashfordstpeters.nhs.uk/about-us/about-the-
trust/asph-green-plan.   
 
In line with national goals to carbon net zero by 
2045 our Green Plan sets out a trajectory for 
carbon reduction to achieve the following 
objectives by 2028: 

• reduce our ‘Carbon Footprint’ (carbon over 

which we have direct control) by 45% of 

our 2019/20 baseline by 2028. 

• reduce our ‘Carbon Footprint Plus’ (carbon 

we can only influence) by 30% of our 

2019/20 baseline by 2028. 

ASPH has made significant progress since 
2019 when our carbon footprint was 13662.7 
tonnes of per year.  By March 2024 ASPH had 
reduced this by 20.8%, saving 2,841 tonnes of 
carbon emissions a year.   

 
This is a great achievement thus far, but our plans 
are now seeking to reduce our carbon footprint by 
a further 3,000 tonnes a year by December 2028.  
Working with nearly 40 Staff Green Champions to 
help share the low carbon message and local 
actions within departments, here are some key 
achievements by teams across ASPH, with staff of 
all levels engaging well with the green agenda. 
 
Pharmaceuticals 
Anaesthetic gases remain one of the largest clinical 
contributors to carbon emissions and global 
warming making it a national priority.  With funding 
from NHS England ASPH has been able to 
decommission Nitrous Oxide feeds to save over 
600 tonnes of carbon, on top of ceasing the use of 
Desflurane in 2022/3 which is saving a further 600 
tonnes or carbon each year.  In January 2026 the 
Entonox supply (nitrous oxide and oxygen, used 
most commonly in maternity) was tested for leaks 
which will reduce carbon further.  
 
Procurement and supplies 
ASPH’s procurement team has continued working 

with NHS Supplies regarding optimising deliveries 

using full-truck deliveries resulting in less deliveries 

per day saving carbon miles.  

We continue with the trust-wide ‘Gloves Off’ 

campaign that was launched in March 2025, 

seeking to reduce the inappropriate use of non-

sterile gloves, from the more than 10,000,000 

gloves purchased each year.  By December 2025 

ASPH achieved a 7% reduction in gloves 

purchased/used, and a significant 20% reduction in 

the spend on gloves, contributing 11 tonnes of 

carbon savings.  

https://www.ashfordstpeters.nhs.uk/about-us/about-the-trust/asph-green-plan
https://www.ashfordstpeters.nhs.uk/about-us/about-the-trust/asph-green-plan
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Energy 
Energy and electricity that keeps ASPH functioning 
is a major carbon contributor until our energy 
comes from renewable sources. New buildings 
(e.g. Surrey surgical centre in Ashford, Woking 
diagnostic centre and upgrades at St Peter’s) are 
constructed to the highest standards of insulation 
and energy conservation. Despite the much-
increased levels of activity of the trust, seeing more 
patients, completing more interventions and 
diagnostics than ever before, by March 2025 we 
had reduced our energy carbon footprint by 3% 
saving over 250 tonnes of carbon each year.  Our 
‘Switch Off’ campaign continues through our Green 
Champions seeking to reduce wasted electricity 
overnight and at weekends in non-clinical areas. 
 
ASPH continues in partnership with the Institute for 
Sustainability at the University of Surrey with 
whom we completed a new innovative 
Optimisation Modelling Tool that analyses data on 
energy usage against alternative renewable energy 
sources that is being used to inform our estates 
strategy and investment decisions.  Energy is the 
most significant contributor to our carbon footprint 
as we drive towards our 2028 carbon targets. 

 
Transport 
ASPH has now converted over 80% of the trust 
fleet to electric vehicles, with all our vehicles 
meeting the Local Exhaust Ventilation (LEV) 
standard.  ASPH’s carbon from our trust fleet has 
reduced by 78% since the baseline year, saving 
more than 65 tonnes of carbon a year. 
 
ASPH conducts more than half a million outpatient 
appointments a year of which 18% have been 
conducted virtually (by telephone or video call) 

preventing the need for patients to travel to our 
hospital sites. This not only reduces the pressure on 
car parking spaces, but it saves up to 50 tonnes of 
carbon emissions from driving and improves 
patient experience.    
 
ASPH has been one of two national pilot sites 
working with National Highways, Living Streets and 
NHS England to identify ways to increase staff and 
visitors’ use of public transport and active travel 
(using active forms of travel such as walking, cycling 
etc.) to our sites. The project’s information pack of 
public transport is now being shared with staff 
living within three miles of Ashford Hospital 
encouraging the use of car-alternatives. This will 
help with both staff car parking capacity and 
carbon miles. 
 
Waste 
ASPH completed a successful national pilot with 
the LabCycle, using a new innovative technology 
for a plastics-circular-economy model for hard-
plastic polymers. The pilot was initially within ITU 
demonstrating carbon savings by recycling the 
plastics into reuse for plastic product 
manufacturing saving carbon and reducing waste. 
The LabCycle work is now being scaled up across 
our theatres.  
 
Working collaboratively 
ASPH continues to respect and value partnership 
working to share learning and enhance mutual 
benefits for carbon reduction methodologies. In 
the past year we have worked closely with our 
Group partners at the Royal Surrey Hospital, with 
the Surrey Climate Commission, the University of 
Surrey, local business partners and Surrey 
Heartlands and South East Region Greener  
NHS Leads.  
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Future Ambitions in 2026/27 
In the coming year we are focusing work to deliver 
the Key Performance Indicators within our Green 
Plan 2025-28.  We remain committed to finding 
more ways to continue driving down our carbon 

footprint, with emphasis on energy supplies and 
estate, which contribute the largest to our 
footprint. We seek to reduce our carbon footprint 
by a further 3,000 tonnes by December 2028. 
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ASPH Green Plan - Progress in 2025/26 towards Carbon Net-Zero 
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Statement of Accounting Officer’s responsibilities 
Statement of the Group Chief Executive’s responsibilities as the Accounting Officer of  
Ashford and St Peter’s Hospitals NHS Foundation Trust 
 

The NHS Act 2006 states that the Group Chief 
Executive is the Accounting Officer of the NHS 
Foundation Trust. The relevant responsibilities of 
the Accounting Officer, including their responsibility 
for the propriety and regularity of public finances 
for which they are answerable, and for the keeping 
of proper accounts, are set out in the NHS 
Foundation Trust Accounting Officer 
Memorandum issued by NHS England. 
 
NHS England has given Accounts Directions which 
require Ashford and St Peter’s Hospitals NHS 
Foundation Trust to prepare for each financial year 
a statement of accounts in the form and on the 
basis required by those Directions. The accounts 
are prepared on an accruals basis and must give a 
true and fair view of the state of affairs of Ashford 
and St Peter’s Hospitals NHS Foundation Trust and 
of its income and expenditure, other items of 
comprehensive income and cash flows for the 
financial year. 
 
In preparing the accounts and overseeing the use 
of public funds, the Accounting Officer is required 
to comply with the requirements of the 
Department of Health and Social Care’s Group 
Accounting Manual and in particular to: 
 

• Observe the Accounts Direction issued by 
NHS England, including the relevant 
accounting and disclosure requirements, and 
apply suitable accounting policies on a 
consistent basis 

• Make judgements and estimates on a 
reasonable basis 

• State whether applicable accounting 
standards as set out in the NHS Foundation 
Trust Annual Reporting Manual (and the 
Department of Health and Social Care’s 
Group Accounting Manual) have been 
followed, and disclose and explain  
any material departures in the  
financial statements 
 

• Ensure that the use of public funds complies 
with the relevant legislation, delegated 
authorities and guidance 

• Confirm that the annual report and 
accounts, taken as a whole, is fair, balanced 
and understandable and provides the 
information necessary for patients, 
regulators and stakeholders to assess the 
NHS Foundation Trust’s performance, 
business model and strategy, and 

• Prepare the financial statements on a going 
concern basis and disclose any material 
uncertainties over going concern 

 
The Accounting Officer is responsible for keeping 
proper accounting records which disclose with 
reasonable accuracy at any time the financial 
position of the NHS Foundation Trust and to enable 
them to ensure that the accounts comply with the 
requirements outlined in the above- 
mentioned Act. 
 
The Accounting Officer is also responsible for 
safeguarding the assets of the NHS Foundation 
Trust and hence for taking reasonable steps for  
the prevention and detection of fraud and  
other irregularities. 
 
As far as I am aware, there is no relevant audit 
information of which the Foundation Trust’s 
auditors are unaware, and I have taken all the steps 
that I ought to have to make myself aware of any 
relevant audit information and to establish that the 
entity’s auditors are aware of that information. 
 
To the best of my knowledge and belief, I have 
properly discharged the responsibilities set out  
in the NHS Foundation Trust Accounting  
Officer Memorandum. 

 
Louise Stead 
Group Chief Executive 
7 July 2026
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Annual Governance Statement 2025/26 
 

Scope of responsibility 
As Accounting Officer, I have responsibility for 
maintaining a sound system of internal control that 
supports the achievement of the NHS Foundation 
Trust’s policies, aims and objectives, whilst 
safeguarding the public funds and departmental assets 
for which I am personally responsible, in accordance 
with the responsibilities assigned to me. I am also 
responsible for ensuring that the NHS Foundation Trust 
is administered prudently and economically and that 
resources are applied efficiently and effectively. I also 
acknowledge my responsibilities as set out in the NHS 
Foundation Trust Accounting Officer Memorandum. 
 

The purpose of the system of internal control 
The system of internal control is designed to manage 
risk to a reasonable level rather than to eliminate all 
risk of failure to achieve policies, aims and objectives; it 
can therefore only provide reasonable and not 
absolute assurance of effectiveness. The system of 
internal control is based on an ongoing process 
designed to identify and prioritise the risks to the 
achievement of the policies, aims and objectives of 
Ashford and St Peter’s Hospitals NHS Foundation Trust, 
to evaluate the likelihood of those risks being realised 
and the impact should they be realised, and to manage 
them efficiently, effectively and economically. The 
system of internal control has been in place in Ashford 
and St Peter’s Hospitals NHS Foundation Trust for the 
year ended 31 March 2025 and up to the date of 
approval of the annual report and accounts. 
 

Capacity to handle risk 
Risk management is a corporate responsibility, and the 
Trust Board has ultimate responsibility for ensuring 
that effective processes are in place. The Trust Board is 
committed to the continuous development of a 
framework to manage risks in a structured and focused 
way to protect patients, staff and the public from  
harm and to protect the trust from losses or damage to 
its reputation. 

 
The risk and control framework 
This section outlines the key ways risk management is 
embedded in the activity of the trust, the main 
elements of the trust’s quality governance 
arrangements, performance information assessment  

 
and assurance regarding CQC compliance monitoring. 
Also outlined is how the trust assures the validity of its 
Annual Governance Statement. Specific disclosures on 
the pension scheme, equality and diversity, and climate 
change follow. 
  

Risk management 
The trust’s approach to risk for the year 2025/26 is 
detailed in the newly refreshed Risk Management 
Strategy (2025-28) and Risk Management Policy which 
sets out our systematic approach to achieving effective 
risk management strategically, operationally and 
culturally. We aim for all our staff to understand and 
act proactively so that we maximise our success going 
forward and minimise things going wrong for our 
patients, staff and stakeholders. Senior managers and 
directors are trained in risk management on joining the 
organisation and subsequently via a suite of  
training sessions.  
 
The trust’s Risk Management Strategy outlines the 
building blocks for managing risk and the way in which 
our risk profile will be incorporated into the Corporate 
Risk Register. Oversight of the Corporate Risk Register 
is undertaken by the Trust Executive Board which is 
chaired by the Group Chief Executive and reported to 
Trust Board via the Audit and Risk Committee for 
scrutiny and assurance purposes. 
 
As part of the trust’s approach to risk management 
each sub-board committee has agreed their risk 
appetite to be exercised in relation to the strategic 
objective for which it has oversight and is documented 
within the Board Assurance Framework (BAF) and is a 
standing item on Committee agendas. The Board 
Assurance Framework provides the means of assuring 
that the trust will achieve its strategic vision and 
mission and has oversight by the Audit and Risk 
Committee. The Board Assurance Framework is 
reviewed at each meeting of the Audit and  
Risk Committee. 
 
The trust has sought to learn and share good practice 
through rigorous assessment of the Corporate Risk 
Register and to cascade this information both to and 
from relevant Divisional teams through constructive 
challenge, training and support. Divisional risk 
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management is through Divisional Boards and 
Governance Meetings with exception reporting to the 
Risk Scrutiny Committee. 
 
All Divisions monitor their quality, performance and 
financial risks regularly within each divisional 
governance framework and these are reviewed on a 
regular basis at the monthly Risk Scrutiny Committee 
chaired by the Chief Medical Officer. High scoring or 
significant trust-wide risks are recorded on the 
Corporate Risk Register which is reviewed at the Trust 
Executive Board. An annual deep dive of all divisional 
risks is also undertaken and is led by the Chief Medical 
Officer/ Chief Nursing Officer. 
 
A risk assessment matrix is used to ensure a consistent 
approach is taken to assessing and responding to risks 
identified. The trust’s strategic framework is based on 
five key strategic objectives: quality of care, people, 

modern healthcare, digital, and collaborate. Each sub-
board committee decide, taking into account the 
grading of each risk, whether it is appropriate to 
tolerate, transfer, terminate or treat the risk. The rating 
for each risk will be matched to a certain level of 
management within the organisation. 
  

Key issues and risks 
During 2025/26 the Board and its committees has 
undertaken full reviews of all strategic risks and 
ensuring the key risks associated with each strategic 
objective are captured. The Board Assurance 
Framework takes into account both external and 
internal factors and uncertainties, as part of our risk 
management process, and as such we have identified 
the following key risks to our strategic objectives which 
are summarised below:

 

 
 
SR4 

Strategic objective: Quality of care 
 

There is a risk of failure to embed a culture of continuous improvement, and 
to deliver safe and effective care, impacting our ability to consistently 
deliver sustainable improvements 

 
SR4.1 

The inability to effectively capture and act upon the patient voice, leading 
to missed opportunities to improve service quality, patient care, and 
experience, resulting in reduced patient satisfaction, engagement, 
noncompliance with regulatory requirements, and poorer patient outcomes 

  
 
 
SR6 

Strategic objective: People 
 

That we are unable to recruit and retain the workforce with the skills that 
we need to deliver excellent patient experience   

SR7 That we do not create a culture where staff feel listened to, included, 
empowered and valued 

  
 
 
SR1 

Strategic objective: Modern healthcare 
 

We may not operate effectively, and our finances may become 
unsustainable over the short and long term 

 
SR2 

We may not operate effectively, and may not be able to deliver 
constitutional access and performance standards sustainably, patient care 
may suffer, and we may face regulatory enforcement 

 
SR3 

If we fail to plan, deliver and maintain our estates infrastructure then we 
may be unable to meet regulatory standards and may be unable to maintain 
safe infrastructure to support patient care and staff wellbeing 
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Annual Governance Statement 
The trust obtains assurance regarding this Annual 
Governance Statement via internal audit, review by 

the Audit and Risk Committee and via an external 
audit opinion. 
 
Our core quality assurance committees are Quality of 
Care Committee (QCC) which reports to Board, the 
Safety and Quality Committee (SQC), and the Clinical 
Effectiveness Committee and Maternity and Neonatal 
Assurance Group. Divisional and Specialty Boards 
report into this structure. 
 
Performance monitoring 
Compliance with, and delivery of, the quality indicators 
within trust contracts is actively monitored at Board 
and through QCC, SQC, and supporting Divisional and 
Specialty Boards. 
 
Operational performance is overseen at monthly Trust 
Performance Committee, Specialty Boards, Divisional 
Reviews and in Divisional Governance Forums. 
 
Care Quality Commission (CQC) and NHS England 
well-led framework 
According to NHS England’s guidance (Well-Led 
Framework), providers should undertake a well-led 
review approximately every three years using an 
external reviewer. The trust commissioned an external 
review of governance arrangements at Board, 
Committee and Divisional level, in January 2025, the 
last such review having been undertaken in 2022. The 
final report was presented to the Board in June 2025  
alongside an action plan to address the  

 
 
recommendations which have been monitored  
regularly at Board level and in detail by the Audit and 
Risk Committee. 
 
Data quality and information security 
The Data Security and Protection Toolkit (DSPT) 
enables NHS organisations to self-assess against the 
National Data Guardian’s 10 data security standards to 
provide assurance that they are implementing good 
data security, and that personal information is handled 
correctly. The trust’s assessment for 2025/26 will be 
submitted by 30 June 2026. 
  
CQC compliance  
The foundation trust is fully compliant with the 
registration requirements of the Care  
Quality Commission. 
 
In 2024/25, the Care Quality Commission (CQC) 
conducted two unannounced inspections at Ashford 
and St Peter’s Hospitals: 

• Medical Care Services (including older people’s 
care) – March 2024 

• Maternity Services – March 2025 
 
Both inspections focused on the Safe and Well-Led 
domains.  The Maternity Service rating was raised from 
inadequate to Good and the 2023 Section 29a Warning 
Notice was lifted. Medical Care Services maintained its 
overall rating as Good. There were no CQC inspections 
in 2025/26. 
 
CQC Standards and Assurance 
The trust continues to maintain systems and controls 

 
 
SR5 

Strategic objective: Digital 
 

Failure to use digital innovation to empower patients, improve safety, 
optimise clinical pathways and share data with system partners  

  
 
 
SR8 

Strategic objective: Collaborate 
 

Inability to realise the full opportunities of the Group Model to achieve our 
Trust Strategy 

 
SR9 

Inability to realise the full opportunities of the Trust Strategy and Clinical 
Strategy through lack of internal capacity and capability 

 
SR10 

Inability to realise the full opportunities of the North West Surrey Alliance 
to achieve our Trust Strategy 
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to ensure ongoing compliance with CQC standards. 
These inspections provide important external  
assurance to the Board and Council of Governors that 
services remain safe, effective, caring, responsive, and 
well-led. 
 
The trust ensures continuous and impartial oversight of 
its regulated activities through the Regulatory, External 
Visits and Accreditation Group (REVAG), which 
provides assurance on compliance, monitors 
performance against standards, and oversees 
improvement plans from inspections and audits. This 
approach promotes early risk identification, sustained 
regulatory readiness, and a culture of continuous 
improvement to achieve the highest standards  
of quality.  
 
Our governance processes continue to be guided by 
both CQC and NHS England’s Well-Led Framework, 
ensuring that we remain focused on continuous quality 
improvement, regulatory compliance, and strong 
leadership at every level. The trust remains registered 
with the CQC without conditions, and the overall trust 
rating for Ashford and St Peter’s Hospitals  
remains ‘Good’. 
 
Register of interests 
The trust has published on its website an up to date 
register of interests, including gifts and hospitality, for 
Trust Board members as required by the Managing 
Conflicts of Interest in the NHS guidance. 
 
NHS Pension Scheme 
As an employer with staff entitled to membership of 
the NHS Pension Scheme, control measures are in 
place to ensure all employer obligations contained 
within the Scheme regulations are complied with. This 
includes ensuring that deductions from salary, 
employer’s contributions and payments into the 
Scheme are in accordance with the Scheme rules, and 
that member Pension Scheme records are accurately 
updated in accordance with the timescales detailed in 
the Regulations. 
 
Equality, diversity and human rights legislation 
Control measures are in place to ensure that all of the 
organisation’s obligations under equality, diversity and 
human rights legislation are complied with. 
 
 

Climate change 
The trust has undertaken risk assessments on the 
effects of climate change and severe weather and has 
developed a Green Plan following the guidance of the 
Greener NHS programme. 
 
The trust ensures that its obligations under the Climate 
Change Act and the Adaptation Reporting 
requirements are complied with. 
 

Review of economy, efficiency and 
effectiveness of the use of resources 
The resources of the trust are managed through 
various measures, including an established and tested 
budgetary control system, the consistent application of 
internal financial controls and effective procurement 
and tendering procedures. 
 
The Finance and Performance Committee is a sub-
committee of the Trust Board and meets at least ten 
times per year, chaired by a Non-Executive Director. It 
has overall responsibility for monitoring operational 
performance and also reviews workforce and finance 
reports as well as specific update reports against Cost 
Improvement Programmes, Getting it Right First Time, 
Benchmarking and productivity opportunities, Capital 
Investment agendas. The Trust Board obtains 
assurance from the Finance and Performance 
Committee in respect of all aspects of economy, 
efficiency and effectiveness, of financial and budgetary 
management and the use of trust resources. 
 
Each Division has a Divisional Director, who is a clinician 
and is actively involved in the business and devolved 
financial management of clinical services. Divisional 
scorecards are used to assess each Divisions 
performance at a specialty and ward level. Monthly 
Divisional review meetings are held with each division, 
a forum in which all aspects of performance  
are reviewed. 
 
Business cases and the financial evaluation of new 
investments are reviewed fortnightly, by the Business 
Case Review Group or Capital Control Group as 
appropriate, and are subsequently approved by the 
Trust Executive Board, Finance and Performance 
Committee or Trust Board according to the Scheme  
of Delegation. 
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Our Internal Auditors include value for money 
considerations in their audit scope and action points 
and in turn provide assurance to the Audit and Risk 
Committee on the effectiveness of internal controls. 

 
Information Governance  
Information Governance Assessment 
The Data Security and Protection Toolkit (DSPT) 
enables NHS organisations to self-assess against the 
National Data Guardian’s 10 data security standards to 
provide assurance that they are implementing good 
data security, and that personal information is  
handled correctly. 
 
Data Security and Protection Toolkit self- 
assessment outcome 
The trust submitted ‘Standards Met’ on the DSP Toolkit 
on 30 June 2025. The trust has now completed its 
annual internal audit of the Toolkit for 2026/27, and 
the final report made 1 recommendation. Further work 
will be completed ahead of the year-end submission to 
address the area of non-compliance identified as part 
of the audit. The trust expects to achieve ‘Standards 
Met’ on 30 June 2026. 
 
Information governance personal data breaches 
(including data losses) 
All trust staff have a duty to report incidents such as 
breaches of confidentiality, however minor, so that 
lessons can be identified and used to inform future 
practice. All information-related incidents reported in 
2025/26 were assessed in accordance with NHS 
Digital’s guidance. 
 
The General Data Protection Regulation (GDPR) as 
implemented by the UK Data Protection Act 2018; 
places a duty on all organisations to report certain 
types of personal data breach to the Information 
Commissioner’s Office (ICO) within 72 hours. This 
applies to breaches where it is “likely to result in a high 
risk of adversely affecting individuals’ rights and 
freedoms”. In addition, there is a legal obligation to 
communicate these breaches to those affected 
without undue delay. 
 
Grading the personal data breach 
All incidents are graded according to the significance of 
the breach and the likelihood of those serious 

consequences occurring. The DSP Toolkit reporting tool 
is used for significant incidents and any above a certain 
grade are reportable to the Information 
Commissioner’s Office and the Department of Health 
and Social Care, with the most significant requiring 
notification within 24 hours. 
 

Total annual breaches reported on to 
DATIX 70 

Of those, breaches reported on to the 
DSP Toolkit 3 

Of those, breaches escalated to the 
ICO 1 

 
Data quality and governance 
The Directors are required under the Health Act 2009 
and the National Health Service (Quality Accounts) 
Regulations 2010 (as amended) to prepare Quality 
Accounts for each financial year. 
 
The Trust Board provides assurance on the progress of 
key quality priorities relating to patient safety, patient 
experience and clinical effectiveness. Key stakeholders 
including, commissioners, governors and patient 
representatives also review and scrutinise our quality 
account priority progress during the year via interactive 
assurance and workshop sessions. 
 
A range of other reports and dashboards enable the 
Trust Board to monitor performance and outcomes. 
The Board Assurance Framework KPI dashboard 
provides a high-level summary on key targets aligned 
to the five strategic objectives, quality of care, people, 
modern healthcare, digital and collaborate. CHKS 
healthcare intelligence services also enable clinicians to 
access key quality and performance data for  
their specialty. 
 
As Group Chief Executive I am confident in the quality 
of services we provide across our services  
and that for the majority of our quality and 
performance targets we meet the standards expected 
by and acceptable to our regulator and Commissioners. 
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Incidents reported to the Information Commissioner’s Office 
 
The trust reported one incident to the Information Commissioner’s Office: 
 

Date of 
incident 
(month) 

Nature of 
incident Number of data involved 

Number 
of data 
subjects 
potentially 
affected  Notification steps 

August 2025 Lost or 
stolen – 
paperwork 

The Information Governance team 
were informed 
of a number of individual staff 
personal files located in the 
superintendents' office within the 
administrative office were 
accidentally destroyed. These files 
include staff members who are 
currently employed within the 
department, such as 
radiographers, administrative staff, 
and Radiology Department 
assistants. The affected members 
of staff have been informed and 
reassured that these paper 
documents are not retrievable.   

10 •  ICO notified by the 
trust on Friday 9 
September 2025.  

Information 
Commissioner's Office 

(ICO) recommendations 

As of April 2026 the trust is awaiting the ICO response. 

 
 
Review of effectiveness 
As Accounting Officer, I have responsibility for 
reviewing the effectiveness of the system of internal 
control. My review of the effectiveness of the system 
of internal control is informed by the work of the 
internal auditors, clinical audit and the executive 
managers and clinical leads within the NHS Foundation 
Trust who have responsibility for the development and 
maintenance of the internal control framework. I have 
drawn on performance information available to me. 
My review is also informed by comments made by the 
external auditors in their management letter and other 
reports. I have been advised on the implications of the 
result of my review of the effectiveness of the system 
of internal control by the Board, the Audit and Risk 
Committee and the Quality of Care Committee, and a 
plan to address weaknesses and ensure continuous 
improvement of the system is in place. 
 
The following information highlights some of the key  
methods that the Trust Board uses to be assured its 
system of internal control is effective. 

 
 
 
The Trust Board ensures the effectiveness of the  
system of internal control through clear accountability 
and reporting arrangements. 
 
The Trust Board reviews the risks through regular 
reports, at least three times per year, in addition in 
addition it has received regular reports on incidents, 
claims and complaint trends at each Board meeting. 
 
The Trust Board has established the Audit and Risk 
Committee and Quality of Care Committee with 
specific focus on risk management; the Chairs of these 
Committees report to the Trust Board at the first 
available Trust Board meeting after each committee 
meeting. Urgent matters are escalated by the 
Committee Chair to the Trust Board as  
deemed appropriate. 
 
The Audit and Risk Committee is a formal sub-
committee of the Trust Board and is accountable to the 
Trust Board for reviewing the establishment and 
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maintenance of an effective system of internal control 
and risk management. 
 
The Committee meets at least four times per year. The 
Audit and Risk Committee approves the Annual Audit 
plans for internal and external audit activities and 
ensures that recommendations to improve 
weaknesses in control arising from audits are actioned 
by executive management. The Annual Internal Audit 
Plan enables the rust Board to be reassured that key 
internal financial controls and other matters relating to 
risk are regularly reviewed. During the year, the 
Committee has reviewed internal and external audit 
reports, Local Counter Fraud Specialist reports and 
policies and reviewed progress on meeting the 
requirements of the Assurance Framework. 
 
The Quality of Care Committee (QCC) has a duty to 
ensure that the trust’s governance systems, behaviours 
and processes relating to clinical risk management, 
clinical and non-clinical governance, and the 
achievement of organisational objectives are effective 
and provide the Trust Board with the assurance 
required to govern effectively. 
 
The Committee is supported by a range of groups 
including the Quality Safety Committee and Patient 
Experience Monitoring Group. 
 
The Finance and Performance Committee’s remit is to 
review the financial and operational performance, 
position, risks and decision-making of the trust. It gives 
assurance to the Board that this process of review is 
satisfactory and draws matters of importance to  
their attention. 
 
The People Committee’s role is to provide assurance 
to the Board on workforce supply and demand 
ensuring staffing systems are in place which assure the 
Board that staffing processes are safe, sustainable  
and effective. 
 
The Committee ensures compliance with ‘Developing 
Workforce Safeguards’ recommendations and in 
addition, oversees the development and delivery of the 
trust’s short, medium and long-term workforce, 
organisational development, education and training 
and employee wellbeing strategies. The Committee 
undertakes a detailed review of the workforce  
related risks and challenges the workforce and 

organisational development aspects of the Board  
Assurance Framework. 
 
Executive Directors have clear responsibilities for 
internal control and risk management within their area 
of control. They also have corporate responsibility as 
Trust Board members. 
 
Internal Audit: BDO LLP was the trust’s provider of 
internal audit services until 31 March 2026. The 
contract with BDO for Internal Audit and Local Counter 
Fraud Services was awarded in 2022 for three years, 
with an option to extend for a further two years. The 
trust took up the option of the first and second year 
extensions for 2025/26 and 2025/26. The contract 
specified that the delivery of the internal audit function 
will continue to comply with Public Sector Internal 
Audit Standards. 
 
The annual opinion given by the Head of Internal Audit 
for 2025/26 provided generally satisfactory assurance 
that there is a sound system of internal control, 
designed to meet the trust’s objectives and that 
controls are being applied consistently. This is a new 
term which equates to previous year’s ‘moderate 
assurance’ banding.  
 
Going forward the trust’s provider of internal audit 
services until 2029 is TIAA. 
 
External agencies: High level overview of external 
agency assessments and the associated action plans is 
overseen by the Quality of Care Committee with 
operational oversight of action plans arising from any 
external inspection or accreditations overseen the 
Regulatory, External Visits and Accreditation Group 
(REVAG) which reports into the Quality of 
Care Committee. 
 
NHS England’s (NHSE) NHS Oversight Framework: is a 
framework designed to help NHS providers attain and 
maintain Care Quality Commission ratings of ‘Good’ or 
‘Outstanding.’ Under this framework NHSE segment 
trusts according to the level of support each trust 
needs across the five themes of quality of care, finance 
and use of resources, operational performance, 
strategic change and leadership and improvement 
capability. The trust has a segmentation rating of ‘3’ 
which reflects that targeted support is in place with 

active oversight by NHSE. 
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ED: The trust achieved the national four-hour 
Emergency Department standard in March 2026, 
reporting performance of 78.4%, despite sustained 
high demand and increased attendances compared 
with 2024/25.  
 
Performance improvements were supported through 
initiatives including the ‘Your Next Patient’ programme, 
the opening of the new Ambulatory Care Centre, 
seven-day operation of the Older Person’s Assessment 
Unit, and extended Same Day Emergency Care opening 
hours. Challenges remain in relation to inpatient flow 
and admissions from the Emergency Department, and 
an Improving Flow transformation portfolio has been 
established within the Group Transformation 
Programme to support sustained improvement. 
 
Referral to Treatment (RTT): The trust experienced 
challenges in delivering the 18-week Referral to 
Treatment standard during 2025/26, primarily due to 
delays in opening four new inpatient theatres and the 
temporary closure of a day-surgery theatre because of 
infrastructure failures, which reduced elective capacity 
across several specialties. Year-end RTT performance 
was 61.9%, below the trust plan target of 66.3% but 
above the national average. The number of patients 
waiting over 65 weeks reduced significantly during the 
year before returning to 13 by March 2026, consistent 
with the prior year position. Recovery actions included 
additional weekend theatre lists, increased use of 
independent sector capacity, and expanded outpatient 
clinics. The opening of the new theatres during the 
year supported recovery efforts, alongside ongoing 
work through the Improving Flow and Productivity 
transformation portfolios within the Group 
Transformation Programme. 
 
Cancer: Cancer performance remained strong 
throughout 2025/26, with the trust continuing to 
deliver against key national cancer waiting time 
standards despite sustained demand, workforce 
pressures, and diagnostic capacity constraints. In 
March 2026, the trust exceeded the Faster Diagnosis 
Standard, achieving 84.2% against the 80% target, and 
delivered 82.7% against the 62-Day Combined 
Treatment Standard target of 75%. Performance was 
supported through active pathway management, 
including multiple weekly PTL meetings and 
collaboration with the regional Cancer Alliance. 
 

Diagnostic performance: The trust remained above 
the national average throughout 2025/26 despite 
operational pressures and workforce shortages across 
key diagnostic services. Performance for delivery of 
diagnostic tests within six weeks ranged from 87.1% to 
92.6% during the year, closing at 85.9% in March 2026, 
compared with the England average of 77.4%. 
Performance was below the prior year level, primarily 
due to workforce shortages in some areas. Recovery 
actions included additional weekend diagnostic lists, 
the introduction of a new MRI scanner at the Woking 
site, and investment in new endoscopy equipment to 
support future improvement. 
 
CQC compliance: The trust remains fully compliant 
with Care Quality Commission (CQC) registration 
requirements and continues to be registered without 
conditions, with an overall trust rating of ‘Good’. 
 
Following unannounced inspections in 2024/25, 
Medical Care Service maintained its ‘Good’ rating, 
while Maternity Services improved from ‘Inadequate’ 
to ‘Good’, resulting in the removal of the Section 29a 
Warning Notice issued in 2023. No CQC inspections 
took place during 2025/26.  
 
Conclusion 
I am not reporting any significant control issues within 
the foundation trust. 
 

 
 
 
Louise Stead 
Group Chief Executive 
7 July 2026 
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4. Annual Accounts  
 
1 April 2025– 31 March 2026 
 
Foreword to the Accounts 
These Accounts for the year ended 31 March 2026 have been prepared in accordance with Health paragraphs 24 and 
25 of Schedule 7 to the National Health Service Act 2006 and are presented to Parliament pursuant to Schedule 7, 
paragraph 25 (4)(a) of the National Health Service Act 2006. 
 
 

 
 
 
Louise Stead 
Accounting Officer 
Ashford and St Peter’s Hospitals NHS Foundation Trust 
7 July 2026 
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Independent Auditor’s Report to the Council of Governors of 
Ashford and St Peter’s Hospitals NHS Foundation Trust 
 

Report on the audit of the financial statements 
 
Opinion 
We have audited the financial statements of 
Ashford and St Peter's Hospitals NHS Foundation 
Trust (“the trust”) for the year ended 31 March 
2026 which comprise the Statement of 
Comprehensive Income, Statement of Financial 
Position, Statement of Changes in Taxpayers 
Equity and Statement of Cash Flows, and the 
related notes, including the accounting policies in 
note 1. 
In our opinion the financial statements: 

• give a true and fair view of the financial 
position of the trust as at 31 March 2026 and 
of its income and expenditure for the year 
then ended; and 

• have been properly prepared in accordance 
with the accounting policies directed by NHS 
England with the consent of the Secretary of 
State in February 2026 as being relevant to 
NHS Foundation Trusts and included in the 
Department of Health and Social Care Group 
Accounting Manual 2025/26; and  

• have been prepared in accordance with the 
requirements of the National Health Service 
Act 2006 (as amended). 

 

Basis for opinion  
We conducted our audit in accordance with 
International Standards on Auditing (UK) (“ISAs 
(UK)”) and applicable law. Our responsibilities are 
described below. We have fulfilled our ethical 
responsibilities under, and are independent of 
the trust in accordance with, UK ethical 
requirements including the FRC Ethical Standard.  
We believe that the audit evidence we have 
obtained is a sufficient and appropriate basis for 
our opinion. 
 

 
 
 
 

Going concern  
The Accounting Officer has prepared the financial 
statements on the going concern basis as they 
have not been informed by the relevant national 
body of the intention to either cease the trust’s 
services or dissolve the trust without the transfer 
of its services to another public sector entity. 
They have also concluded that there are no 
material uncertainties that could have cast 
significant doubt over its ability to continue as a 
going concern for at least a year from the date of 
approval of the financial statements (“the going 
concern period”). 
 
In our evaluation of the Accounting Officer’s 
conclusions, we considered the inherent risks 
associated with the continuity of services 
provided by the trust over the going  
concern period.  
 
Our conclusions based on this work: 
 

• we consider that the Accounting Officer’s use 
of the going concern basis of accounting in 
the preparation of the financial statements is 
appropriate; and 

• we have not identified and concur with the 
Accounting Officer’s assessment that there is 
not, a material uncertainty related to events 
or conditions that, individually or collectively, 
may cast significant doubt on the trust’s 
ability to continue as a going concern for the 
going concern period. 
 

However, as we cannot predict all future events 
or conditions and as subsequent events may 
result in outcomes that are inconsistent with 
judgements that were reasonable at the time 
they were made, the above conclusions are not  
a guarantee that the trust will continue  
in operation. 
 



 

103 
 

Fraud and breaches of laws and regulations 
– ability to detect 
 
Identifying and responding to risks of 
material misstatement due to fraud 
To identify risks of material misstatement due to 
fraud (“fraud risks”) we assessed events or 
conditions that could indicate an incentive or 
pressure to commit fraud or provide an 
opportunity to commit fraud. Our risk assessment 
procedures included: 
 

• Enquiring of management, the Audit 
Committee and internal audit and inspection 
of policy documentation as to the trust’s high-
level policies and procedures to prevent and 
detect fraud, including the internal audit 
function, and the trust’s channel for 
“whistleblowing”, as well as whether they 
have knowledge of any actual, suspected, or 
alleged fraud. 

• Assessing the incentives for management to 
manipulate reported financial performance 
because of the need to achieve financial 
performance targets delegated to the trust by 
NHS England 

• Reading Board and Audit Committee minutes. 

• Using analytical procedures to identify any 
unusual or unexpected relationships. 

• Reading the trust’s accounting policies. 
 

We communicated identified fraud risks 
throughout the audit team and remained alert to 
any indications of fraud throughout the audit. 
 
As required by auditing standards, and taking into 
account possible pressures to meet delegated 
targets, we performed procedures to address the 
risk of management override of controls in 
particular the risk that trust management may be 
in a position to make inappropriate accounting 
entries.  On this audit we did not identify a fraud 
risk related to revenue recognition due to the 
block nature of a large proportion of funding 
provided to the trust during the year. We 
therefore assessed that there was limited 
opportunity for the trust to manipulate the 
income that was reported. The element of 
contracted income that is variable in nature is 

agreed at the end of each month via patient 
activity data submissions to the commissioner 
with limited variability in volume and value 
through the year. 
 
In line with the guidance set out in Practice Note 
10 Audit of Financial Statements of Public Sector 
Bodies in the United Kingdom we recognised a 
fraud risk related to the completeness and 
accuracy of expenditure recognition, particularly 
the risk that management may understate the 
value of accruals to achieve the financial 
performance target set by NHS England. 
 
We also performed procedures including: 
 

• Identifying journal entries to test based on risk 
criteria and comparing the identified entries to 
supporting documentation. These included 
journal entries with unusual characteristics 
compared to the total journal population as 
well as year-end journals entries that reduce 
expenditure and accruals. 

• Evaluating the business purpose of significant 
unusual transactions 

• Assessing whether the judgements made in 
making accounting estimates are indicative of 
a potential bias. 

 
Identifying and responding to risks of 
material misstatement related to 
compliance with laws and regulations 
We identified areas of laws and regulations that 
could reasonably be expected to have a material 
effect on the financial statements from our 
general sector experience and through discussion 
with the Accounting Officer and other 
management (as required by auditing standards), 
and from inspection of the trust’s regulatory and 
legal correspondence and discussed with the 
Accounting Officer and other management the 
policies and procedures regarding compliance 
with laws and regulations.   
 
We communicated identified laws and 
regulations throughout our team and remained 
alert to any indications of non-compliance 
throughout the audit. 
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The potential effect of these laws and regulations 
on the financial statements varies considerably. 
 
Firstly, the trust is subject to laws and regulations 
that directly affect the financial statements, 
including the financial reporting aspects of NHS 
legislation. We assessed the extent of  
compliance with these laws and regulations as 
part of our procedures on the related financial 
statement items.   
 
Secondly, the trust is subject to many other laws 
and regulations where the consequences of non-
compliance could have a material effect on 
amounts or disclosures in the financial 
statements, for instance through the imposition 
of fines or litigation.  We identified the following 
areas as those most likely to have such an effect: 
health and safety, data protection laws, anti-
bribery, employment law, recognising the nature 
of the trust’s activities.  Auditing standards limit 
the required audit procedures to identify non-
compliance with these laws and regulations to 
enquiry of the Accounting Officer and other 
management and inspection of regulatory and 
legal correspondence, if any. Therefore if a 
breach of operational regulations is not disclosed 
to us or evident from relevant correspondence, 
an audit will not detect that breach. 
 

Context of the ability of the audit to detect 
fraud or breaches of law or regulation 
Owing to the inherent limitations of an audit, 
there is an unavoidable risk that we may not have 
detected some material misstatements in the 
financial statements, even though we have 
properly planned and performed our audit in 
accordance with auditing standards. For example, 
the further removed non-compliance with laws 
and regulations is from the events and 
transactions reflected in the financial statements, 
the less likely the inherently limited procedures 
required by auditing standards would identify it.   
In addition, as with any audit, there remained a 
higher risk of non-detection of fraud, as fraud 
may involve collusion, forgery, intentional 
omissions, misrepresentations, or the override of 
internal controls. Our audit procedures are 
designed to detect material misstatement. We 
are not responsible for preventing non-

compliance or fraud and cannot be expected  
to detect non-compliance with all laws  
and regulations. 
 

Other information in the Annual Report 
The Accounting Officer is responsible for the 
other information, which comprises the 
information included in the Annual Report, other 
than the financial statements and our auditor’s 
report thereon.  Our opinion on the financial 
statements does not cover the other information 
and, accordingly, we do not express an audit 
opinion or, except as explicitly stated below, any 
form of assurance conclusion thereon. 
Our responsibility is to read the other information 
and, in doing so, consider whether, based on our 
financial statements audit work, the information 
therein is materially misstated or inconsistent 
with the financial statements or our audit 
knowledge.  Based solely on that work: 

• we have not identified material misstatements 
in the other information; and 

• in our opinion the other information included 
in the Annual Report for the financial year is 
consistent with the financial statements. 
 

Remuneration and Staff Reports  
In our opinion, except for the Directors’ and 
senior managers’ pension benefit disclosure, the 
parts of the Remuneration and Staff Reports 
subject to audit have been properly prepared, in 
all material respects, in accordance with the NHS 
Foundation Trust Annual Reporting Manual 
2025/26. The Trust has been unable to obtain the 
pension data required to be disclosure for one of 
its directors and so the Directors’ and senior 
managers pension benefit disclosures omits 
information in respect of that director. 
 

Accounting Officer’s and Audit Committee’s 
responsibilities  
As explained more fully in the statement set out 
on page 92, the Accounting Officer is responsible 
for the preparation of financial statements that 
give a true and fair view.  They are also 
responsible for: such internal control as they 
determine is necessary to enable the preparation 
of financial statements that are free from 
material misstatement, whether due to fraud or 
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error; assessing the trust’s ability to continue as a 
going concern, disclosing, as applicable, matters 
related to going concern; and using the going 
concern basis of accounting unless they have 
been informed by the relevant national body of 
the intention to either cease the services 
provided by the trust or dissolve the trust 
without the transfer of its services to another 
public sector entity.  
 
The Audit Committee is responsible for 
overseeing the trust’s financial reporting process. 
 

Auditor’s responsibilities 
Our objectives are to obtain reasonable 
assurance about whether the financial 
statements as a whole are free from material 
misstatement, whether due to fraud or error, and 
to issue our opinion in an auditor’s report.  
Reasonable assurance is a high level of assurance, 
but does not guarantee that an audit conducted 
in accordance with ISAs (UK) will always detect a 
material misstatement when it exists.  
Misstatements can arise from fraud or error and 
are considered material if, individually or in 
aggregate, they could reasonably be expected to 
influence the economic decisions of users taken 
on the basis of the financial statements. 
 
A fuller description of our responsibilities is 
provided on the FRC’s website at 
www.frc.org.uk/auditorsresponsibilities. 
 

Report on other legal and regulatory matters 
Report on the trust’s arrangements for 
securing economy, efficiency and 
effectiveness in its use of resources 
Under the Code of Audit Practice, we are 
required to report if we identify any significant 
weaknesses in the arrangements that have been 
made by the trust to secure economy, efficiency 
and effectiveness in its use of resources.  
We have nothing to report in this respect. 
 

Respective responsibilities in respect of our 
review of arrangements for securing 
economy, efficiency and effectiveness in the 
use of resources 
As explained more fully in the statement set out 

on page 92, the Accounting Officer is responsible 
for ensuring that the trust has put in place proper 
arrangements for securing economy, efficiency 
and effectiveness in its use of resources. 
 
Under Section 62(1) and paragraph 1(d) of 
Schedule 10 of the National Health Service Act 
2006 we have a duty to satisfy ourselves that the 
trust has made proper arrangements for securing 
economy, efficiency and effectiveness in its use  
of resources. 
 
We are not required to consider, nor have we 
considered, whether all aspects of the trust’s 
arrangements for securing economy, efficiency 
and effectiveness in its use of resources are 
operating effectively. We are also not required to 
satisfy ourselves that the trust has achieved value 
for money during the year. 
 
We planned our work and undertook our review 
in accordance with the Code of Audit Practice and 
related statutory guidance, having regard to 
whether the trust had proper arrangements in 
place to ensure financial sustainability, proper 
governance and to use information about costs 
and performance to improve the way it manages 
and delivers its services. Based on our risk 
assessment, we undertook such work as we 
considered necessary.  
 
Statutory reporting matters  
We are required by Schedule 2 to the Code of 
Audit Practice to report to you if: 

• we issue a report in the public interest under 
paragraph 3 of Schedule 10 of the National 
Health Service Act 2006; or 

• we make a referral to the Regulator under 
paragraph 6 of Schedule 10 of the National 
Health Service Act 2006 because we have 
reason to believe that the trust, or a director 
or officer of the trust, is about to make, or 
has made, a decision which involves or would 
involve the incurring of expenditure which is 
unlawful, or is about to take, or has taken, a 
course of action which, if pursued to its 
conclusion, would be unlawful and likely to 
cause a loss or deficiency.  

 
We have nothing to report in these respects. 

http://www.frc.org.uk/auditorsresponsibilities
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The purpose of our audit work and to whom 
we owe our responsibilities 
This report is made solely to the Council of 
Governors of the trust, as a body, in accordance 
with Schedule 10 of the National Health Service 
Act 2006. Our audit work has been undertaken so 
that we might state to the Council of Governors 
of the trust, as a body, those matters we are 
required to state to them in an auditor's report 
and for no other purpose. To the fullest extent 
permitted by law, we do not accept or assume 
responsibility to anyone other than the Council of 
Governors of the trust, as a body, for our audit 
work, for this report, or for the opinions we have 
formed. 

 
Delay in certification of completion of  
the audit 
As at the date of this audit report, we are unable 
to confirm that we have completed our work in 
respect of the trust accounts consolidation pack 
of the trust for the year ended 31 March 2026 
because we have not received confirmation from 
the NAO that the NAO’s audit of the Department 
of Health and Social Care accounts is complete.   

Until we have completed this work, we are 
unable to certify that we have completed the 
audit of Ashford and St Peter's Hospitals NHS 
Foundation Trust for the year ended 31 March 
2026 in accordance with the requirements of 
Schedule 10 of the National Health Service Act 
2006 and the NAO Code of Audit Practice.  
 

 
 
Joanne Lees 
for and on behalf of KPMG LLP 
Chartered Accountants 
15 Canada Square  
London 
E14 5GL 
 
8 July 2026 
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Statement of Comprehensive Income for the year ended 
31 March 2026 
 

  Note  

31/03/2026 
£,000 

31/03/2025 
£,000 

Income  

Income from patient care activities  3 496,380 463,078 

Other operating income  4 35,603 29,834 

Operating expense 5 (525,252)  (506,286)  

  

Operating surplus/(deficit)    6,731 (13,374)  

Finance costs 

Finance income 10 1,772 2,007 

Finance expense 11 (231)  (75)  

Public dividend capital dividends payable    (7,506)  (7,855)  

Share of profit of associate 18 484 - 

Other gains/loses 12 - (13)  

  

Retained surplus/(deficit) for the year   1,250 (19,310)  

Other comprehensive income 
Will not be reclassified to income and expenditure 

Impairments - net reversal on property, plant and 
equipment   

(3,336)  (7,441)  

Revaluations - 151 

Other gains and losses 18 954 - 

Other reserve movements - (2)  

  

Total comprehensive income/deficit for the year (1,132)  (26,602)  

 
The accompanying notes on page 111 to 143 form part of these financial statements.  
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Statement of Financial Position as at 31 March 2026 
 

  Note 

31/03/2026 
£,000 

31/03/2025 
£,000 

Non-current assets 

Property, plant and equipment 13 213,057 230,595 

Intangible assets 14 14,018 16,366 

Right of use assets 15 7,254 7,506 

Other investments 18 1,438 - 

Receivables 20 1,558 1,351 

  

Total non-current assets   237,325 255,818 

Current assets       

Inventories 19 2,514 5,216 

Receivables 20 52,065 20,309 

Cash and cash equivalents 21 30,414 31,144 

  

Total current assets 84,993 56,669 

  

Total assets 322,318 312,487 

  

Current liabilities 

Trade and other payables 22 (49,150)  (45,397)  

Other liabilities 22 (1,314)  (1,192)  

Borrowings 23 (794)  (748)  

Provisions 24 (933)  (1,556)  

Total current liabilities (52,191)  (48,893)  

Total assets less current liabilities  270,127 263,594 

Non-current liabilities 

Borrowings 23 (6,583)  (6,938)  

Provisions 24 (961)  (1,168)  

Total assets employed   262,583 255,488 

Finance by taxpayers' equity 

Public dividend capital 152,390 144,163 

Income and expenditure reserve 52,440 50,236 

Revaluation reserve 57,753 61,089 

  

Total taxpayers' equity  262,583 255,488 

 
The financial statements on page 107 to 143 were approved by the Board on 7 July 2026 on its behalf by:  
 

 
 
 
Louise Stead 
Accounting Officer 
Ashford and St Peter’s Hospitals NHS Foundation Trust 
7 July 2026  
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Statement of Changes in Taxpayers’ Equity for the year 
ended 31 March 2026 
 

  

Public dividend 
capital (PDC) 

£,000 

Retained 
Earnings 

£,000 

Revaluation 
Reserve 

£,000 

Total 
£,000 

          

Changes in taxpayers' equity for the year ended 31 March 2026 

Balance at 1 April 2025 144,163 50,236 61,089 255,488 

Retained surplus (deficit) for the year  - 1,250 - 1,250 

Public dividend capital received 8,227 - - 8,227 

Net impairments  - - (3,336)  (3,336)  

Other recognised gains (note 18) - 954 - 954 

Other reserve movements - - - - 

  

Balance at 31 March 2026 152,390 52,440 57,753 262,583 

Changes in taxpayers' equity for the year ended 31 March 2025 

Balance at 1 April 2024 142,744 69,548 68,379 280,671 

Retained surplus (deficit) for the year  - (19,310)  - (19,310)  

Public dividend capital received 1,419 - - 1,419 

Net impairments  - - (7,441)  (7,441)  

Net gain in revaluation of property, plant and equipment - - 151 151 

Other reserve movements - (2)  - (2)  

  

Balance at 31 March 2025 144,163 50,236 61,089 255,488 
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Statement of Cash Flows for the year ended 
31 March 2026 
 

  Note  

2025/26 
£,000 

2024/25 
£,000 

Cash flows from operating activities 

Operating surplus/(deficit)    6,731 (13,374)  

Depreciation and amortisation    13,147 15,453 

Impairments - net of reversals    3,252 7,970 

(Increase)/decrease in inventories   2,702 (340)  

(Increase)/decrease in receivables   (20,400)  8,001 

Increase/(decrease) in trade and other payables   4,747 889 

Increase/(decrease) in other current liabilities   122 40 

Increase/(decrease) in provisions 24 (830)  (107)  

Other movements in operating cash flows   (1,003)  (471)  

  

Net cash inflow/(outflow) from operating activities 8,468 18,061 

Cash flows from investing activities 

Interest received   1,751 2,121 

Purchase of property, plant and equipment and tangible 
assets   

(11,300)  (29,963)  

Proceeds from sales of property, plant and equipment   - 12 

Receipt of cash donations to purchase capital assets   710 72 

  

Net cash inflow/(outflow) from investing activities (8,839)  (27,758)  

  

Net cash inflow(outflow) before financing  (371)  (9,697)  

Cash flows from financing activities 

Public dividend capital received   8,227 1,419 

Capital element of lease liability repayments   (800)  (841) 

Interest element of lease liability repayments   (80)  (75)  

Other interest payable   (151)  - 

Dividend paid    (7,555)  (8,058)  

  

Net cash inflow/(outflow) from financing activities   (359)  (7,555)  

Net increase/(decrease) in cash and cash equivalents   (730)  (17,252)  

Cash (and) cash equivalents at the beginning of the year    31,144 48,396 

  

Cash (and) cash equivalents at 31 March  21 30,414 31,144 
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Notes to the Accounts 31 March 2026 
 

1. Accounting policies 
 

1.1 Accounting policies 
NHS England has directed that the financial 
statements of the trust shall meet the accounting 
requirements of the Department of Health and 
Social Care Group Accounting Manual (GAM), which 
shall be agreed with HM Treasury. Consequently, the 
following financial statements have been prepared 
in accordance with the GAM 2025/26 issued by the 
Department of Health and Social Care. The 
accounting policies contained in the GAM follow 
International Financial Reporting Standards to the 
extent that they are meaningful and appropriate to 
the NHS, as determined by HM Treasury, which is 
advised by the Financial Reporting Advisory Board. 
Where the GAM permits a choice of accounting 
policy, the accounting policy that is judged to be 
most appropriate to the particular circumstances of 
the trust for the purpose of giving a true and fair 
view has been selected. The particular policies 
adopted are described below. These have been 
applied consistently in dealing with items considered 
material in relation to the accounts. 
 
1.2 Accounting convention 
These accounts have been prepared under the 
historical cost convention modified to account for 
the revaluation of property, plant and equipment, 
intangible assets, inventories and certain financial 
assets and financial liabilities. 
 
1.3 Going concern 
These accounts have been prepared on a going 
concern basis. The financial reporting framework 
applicable to NHS bodies, derived from the HM 
Treasury Financial Reporting Manual, defines that 
the anticipated continued provision of the entity’s 
services in the public sector is normally sufficient 
evidence of going concern. The Directors have a 
reasonable expectation that this will continue to be 
the case. 
 
1.4 Critical accounting judgements and key sources 
of estimation uncertainty 
In the application of the trust’s accounting policies, 
management is required to make judgements, 

estimates and assumptions about the carrying 
amounts of assets and liabilities that are not readily 
apparent from other sources. The estimates and 
associated assumptions are based on historical 
experience and other factors that are considered to 
be relevant.  Actual results may differ from those 
estimates and the estimates and underlying 
assumptions are continually reviewed. Revisions to 
accounting estimates are recognised in the period in 
which the estimate is revised if the revision affects 
only that period or in the period of the revision and 
future periods if the revision affects both current and 
future periods. 
 
Critical judgements in applying accounting policies 
There were no areas of critical judgements, apart 
from those involving estimations (see below) that 
management has made in the process of applying 
the trust’s accounting policies and that have a 
significant effect on the amounts recognised in the 
financial statements. 
 
Key sources of estimation uncertainty 
Income from patient care activities: where 
agreement has not already been reached on final 
contract outturns, invoicing deadlines for NHS 
income prevent actual activity data from being used 
for all work performed in March. Income for March 
that is not covered by block contract arrangements is 
estimated using year to date activity trend data, and 
adjusting this value for the number of working days 
in March and other known factors. 
 
Incomplete inpatient episodes as at 31 March: 
where a patient occupies a bed at the financial year 
end an estimated value for the partially completed 
spell is calculated using a bed day rate multiplied by 
the number of days that bed has been occupied. In 
2025/26 the NHS had block contract arrangements 
in place for a significant proportion of its activity, and 
as such there has been no adjustment made for 
incomplete patient episodes with commissioners at 
31 March 2026 as the values involved are not 
considered material (2024/25 £nil). 
 
Untaken annual leave: Employee Benefits includes 
an estimate for the value of annual leave earned but 
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not taken at the end of each financial year, and is 
calculated using an average of the number of days 
per employee per staff group. The trust has based 
the average number of days per staff group on 
records of annual leave remaining for a sample of 
78.2% of staff. The number of days has been 
decreased from 2.86 in 2024/25 to 2.68 in 2025/26. 
In 2025/26 this estimate equated to £3,260,000 
(2024/25: £3,165,000) – the decrease in the average 
number of days was offset by the increase in staff 
and their average daily rate. The year on year 
increase is accounted for as a salary cost/benefit and 
reported within note 6. 
 
Provisions: values for provisions are based upon data 
received from NHS Pensions Agency, NHS 
Resolution, expert opinion from within the trust and 
external professional advisors regarding when 
settlement will be made. More information is set out 
in note 24. 
 
There are no other key assumptions concerning the 
future, and other key sources of estimation 
uncertainty at the end of the reporting period, that 
have a significant risk of causing a material 
adjustment to the carrying amounts of assets and 
liabilities within the next financial year. 
 
1.5 Revenue 
 
1.5.1 Revenue 

Where income is derived from contracts with 
customers, it is accounted for under IFRS 15. 
The GAM expands the definition of a contract to 
include legislation and regulations which 
enables an entity to receive cash or another 
financial asset that is not classified as a tax by 
the Office of National Statistics (ONS).  

 
Revenue in respect of goods/services provided 
is recognised when (or as) performance 
obligations are satisfied by transferring 
promised goods/services to the customer and is 
measured at the amount of the transaction 
price allocated to those performance 
obligations. At the year end, the trust accrues 
income relating to performance obligations 
satisfied in that year. Where the trust’s 
entitlement to consideration for those goods or 
services is unconditional, a contract receivable 

will be recognised. Where entitlement to 
consideration is conditional on a further factor 
other than the passage of time, a contract asset 
will be recognised. Where consideration 
received or receivable relates to a performance 
obligation that is to be satisfied in a future 
period, the income is deferred and recognised 
as a contract liability. 
 
The trust’s income predominantly derives from 
the delivery of healthcare activity.   
 
Revenue from NHS contracts  
The main source of income for the trust is 
contracts with commissioners for health care 
services. Funding envelopes are set at an 
Integrated Care System (ICS) level. The majority 
of the trust’s NHS income is earned from NHS 
commissioners under the NHS Payment Scheme 
(NHSPS). The NHSPS sets out rules to establish 
the amount payable to trusts for NHS-funded 
secondary healthcare. 
 
Aligned payment and incentive contracts form 
the main payment mechanism under the 
NHSPS. API contracts contain both a fixed and 
variable element. Under the variable element, 
providers earn income for elective activity (both 
ordinary and day case), out-patient procedures, 
out-patient first attendances, diagnostic imaging 
and nuclear medicine, and chemotherapy 
delivery activity. The precise definition of these 
activities is given in the NHSPS. Income is 
earned at NHSPS prices based on actual activity. 
The fixed element includes income for all other 
services covered by the NHSPS assuming an 
agreed level of activity with ‘fixed’ in this 
context meaning not varying based on units of 
activity. Elements within this are accounted for 
as variable consideration under IFRS 15 as 
explained below.   
 
High costs drugs and devices excluded from the 
calculation of national prices are reimbursed   
by NHS England based on actual usage or at a 
fixed baseline in addition to the price of the 
related service. 
 

The trust also receives income from commissioners 
under the Best Practice Tariff (BPT) scheme.  Delivery 
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under this scheme is part of how care is provided to 
patients. As such BPT payments are not considered 
distinct performance obligations in their own right; 
instead, they form part of the transaction price for 
performance obligations under the overall contract 
with the commissioner and are accounted for as 
variable consideration under IFRS 15. Payment for 
BPT on non-elective services is included in the fixed 
element of API contracts with adjustments for actual 
achievement being made at the end of the year. BPT 
earned on elective activity is included in the variable 
element of API contracts and paid in line with actual 
activity performed. 
 
Where the relationship with a particular Integrated 
Care Board is expected to be a low volume of activity 
(annual value below £0.5m), an annual fixed 
payment is received by the provider as determined 
in the NHSPS documentation. Such income is 
classified as ‘other clinical income’ in these accounts. 
Elective recovery funding provides additional funding 
to Integrated Care Boards to fund the commissioning 
of elective services within their systems. trusts do 
not directly earn elective recovery funding, instead 
earning income for actual activity performed under 
API contract arrangements as explained above. The 
level of activity delivered by the trust contributes 
to system performance and therefore the availability 
of funding to the trust’s commissioners. 

 
In the adoption of IFRS 15 a number of practical 
expedients offered in the Standard have been 
employed. These are as follows; 
 

• As per paragraph 121 of the Standard the 
trust does not disclose information 
regarding performance obligations when 
part of a contract that has an original 
expected duration of one year or less; and 

• The GAM does not require the trust to 
disclose information where revenue is 
recognised in line with the practical 
expedient offered in paragraph B16 of the 
Standard where the right to consideration 
corresponds directly with value of the 
performance completed to date. 

 
Revenue from research contracts 
Where research contracts fall under IFRS 15, 
revenue is recognised as and when performance 

obligations are satisfied. For some contracts, it is 
assessed that the revenue project constitutes one 
performance obligation over the course of the multi-
year contract. In these cases it is assessed that the 
trust’s interim performance does not create an asset 
with alternative use for the trust, and the trust has 
an enforceable right to payment for the 
performance completed to date. It is therefore 
considered that the performance obligation is 
satisfied over time, and the trust recognises revenue 
each year over the course of the contract. 
 
NHS injury cost recovery scheme 
The trust receives income under the NHS Injury Cost 
Recovery Scheme, designed to reclaim the cost of 
treating injured individuals to whom personal injury 
compensation has subsequently been paid, for 
instance by an insurer. The trust recognises the 
income when it receives notification from the 
Department of Work and Pension's Compensation 
Recovery Unit, has completed the NHS2 form and 
confirmed there are no discrepancies with the 
treatment. The income is measured at the agreed 
tariff for the treatments provided to the injured 
individual, less an allowance for unsuccessful 
compensation claims and doubtful debts in line with 
IFRS 9 requirements of measuring expected credit 
losses over the lifetime of the asset. 
  
1.5.2 Revenue grants and other contributions  
to expenditure 
Government grants are grants from government 
bodies other than income from commissioners or 
trusts for the provision of services. Where a grant is 
used to fund revenue expenditure it is taken to the 
Statement of Comprehensive Income to match  
that expenditure.  
 
The value of the benefit received when accessing 
funds from the Government's apprenticeship service 
is recognised as income at the point of receipt of the 
training service. Where these funds are paid directly 
to an accredited training provider from the trust's 
account held by the Department for Education, the 
corresponding notional expense is also recognised at 
the point of recognition for the benefit. 
 
1.5.3 Other income 
Income from the sale of non-current assets is 
recognised only when all material conditions of sale 
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have been met, and is measured as the sums due 
under the sale contract. 
 
1.6 Expenditure on employee benefits 
 
Short-term employee benefits 
Salaries, wages and employment-related payments, 
including payments arising from the apprenticeship 
levy, are recognised in the period in which the 
service is received from employees. The cost of leave 
earned but not taken by employees at the end of the 
period is recognised in the financial statements to 
the extent that employees are permitted to carry 
forward leave into the following period. 
 
Pension costs 
Past and present employees are covered by the 
provisions of the two NHS Pensions Schemes.   Both 
schemes are unfunded defined benefit schemes that 
cover NHS employers, GP practices and other bodies, 
allowed under the direction of the Secretary of State 
for Health and Social Care in England and Wales. The 
schemes are not designed to be run in a way that 
would enable NHS bodies to identify their share of 
the underlying scheme assets and liabilities. 
Therefore, the schemes are accounted for as though 
they were defined contribution schemes: the cost to 
the trust of participating in a scheme is taken as 
equal to the contributions payable to the scheme for 
the accounting period. The contributions are 
charged to operating expenses as and when they 
become due. 
 
Additional pension liabilities arising from early 
retirements are not funded by the scheme except 
where the retirement is due to ill-health. The full 
amount of the liability for the additional costs is 
charged to the operating expenses at the time the 
trust commits itself to the retirement, regardless of 
the method of payment. 
 
The National Employment Savings Scheme (NEST) is 
a defined contribution pension scheme that was 
created as part of the government’s workplace 
pensions reforms under the Pensions Act 2008. 
Contributions to this scheme started in 2013/14 for 
applicable employees who are not members of the 
NHS Pensions Schemes. 
 
 

1.7 Expenditure on other goods and services 
Expenditure on other goods and services is 
recognised when, and to the extent that, they have 
been received and is measured at the fair value of 
those goods and services. Expenditure is recognised 
in operating expenses except where it results in the 
creation of a non-current asset such as property, 
plant and equipment. 
 
1.8 Property, plant and equipment 
 
Recognition 
Property, plant and equipment is capitalised if: 
 

• it is held for use in delivering services or for 
administrative purposes; 

• it is probable that future economic benefits 
will flow to, or service potential will be 
supplied to, the trust; 

• it is expected to be used for more than one 
financial year; 

• the cost of the item can be measured reliably; 
and 
o the item has cost of at least £5,000; or 
o Collectively, a number of items have a 

cost of at least £5,000 and individually 
have a cost of more than £250, where 
the assets are functionally 
interdependent, they had broadly 
simultaneous purchase dates, are 
anticipated to have simultaneous 
disposal dates and are under single 
managerial control; or 

o Items form part of the initial equipping 
and setting-up cost of a new building, 
ward or unit, irrespective of their 
individual or collective cost. 

 
Where a large asset, for example a building, includes 
a number of components with significantly different 
asset lives, the components are treated as separate 
assets and depreciated over their own useful 
economic lives. 
 
Valuation 
All property, plant and equipment are measured 
initially at cost, representing the cost directly 
attributable to acquiring or constructing the asset 
and bringing it to the location and condition 
necessary for it to be capable of operating in the 
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manner intended by management. All assets other 
than land and buildings are measured subsequently 
at valuation. 
 
Land and buildings used for the trust’s services, or 
for administrative purposes, are stated in the 
Statement of Financial Position at their revalued 
amounts, being the fair value at the date of 
revaluation less any subsequent accumulated 
depreciation and impairment losses.  Revaluations 
are performed with sufficient regularity to ensure 
that carrying amounts are not materially different 
from those that would be determined at the end of 
the reporting period. Fair values are determined as 
follows: 
 

• Land and non-specialised buildings – market 
value for existing use 

• Specialised buildings – depreciated 
replacement cost 

 
HM Treasury has adopted a standard approach to 
depreciated replacement cost valuations based on 
modern equivalent assets and, where it would meet 
the location requirements of the service being 
provided, an alternative site can be valued. 
 
Properties in the course of construction for service 
or administration purposes are carried at cost, less 
any impairment loss. Cost includes professional fees 
and, where capitalised in accordance with IAS 23, 
borrowing costs.  Assets are revalued and 
depreciation commences when they are brought 
into use. 
 
IT equipment, transport equipment, furniture and 
fittings, and plant and machinery that are held for 
operational use are valued at depreciated historic 
cost where these assets have short useful lives or 
low values or both, as this is not considered to be 
materially different from current value in existing 
use. 
 
An increase arising on revaluation is taken to the 
Revaluation Reserve except when it reverses an 
impairment for the same asset previously recognised 
in expenditure, in which case it is credited to 
expenditure to the extent of the decrease previously 
charged there. A revaluation decrease that does not 
result from a loss of economic value or service 

potential is recognised as an impairment charged to 
the Revaluation Reserve to the extent that there is a 
balance on the reserve for the asset and, thereafter, 
to expenditure. Impairment losses that arise from a 
clear consumption of economic benefit should be 
taken to expenditure. Gains and losses recognised in 
the Revaluation Reserve are reported as other 
comprehensive income in the Statement of 
Comprehensive Income.   
 
The trust charges depreciation on revalued assets 
based on their revalued amount and not their cost. 
IAS 16 is not prescriptive on the accounting policy to 
be adopted by reporting entities in respect of this 
adjustment, and as the trust does not have complete 
records of the historical cost of its assets, it now 
transfers such balances only on ultimate disposal.  
 
Subsequent expenditure 
Subsequent expenditure relating to an item of 
property, plant and equipment is recognised as an 
increase in the carrying amount of the asset when it 
is probable that additional future economic benefits 
or service potential deriving from the cost incurred 
to replace a component of such item will flow to the 
enterprise and the cost of the item can be 
determined reliably. Where a component of an asset 
is replaced, the cost of the replacement is capitalised 
if it meets the criteria for recognition above. The 
carrying amount of the part replaced is de-
recognised. Other expenditure that does not 
generate additional future economic benefits or 
service potential, such as repairs and maintenance, is 
charged to the Statement of Comprehensive Income 
in the period in which it is incurred. 
 
1.9 Intangible assets 
 
Recognition 
Intangible assets are non-monetary assets without 
physical substance, which are controlled by the trust. 
They are capable of being sold separately from the 
rest of the trust’s business or arise from contractual 
or other legal rights.  
 
Intangible assets are recognised only when it is 
probable that future economic benefits will flow to, 
or service potential be provided to, the trust; where 
the cost of the asset can be measured reliably, and 
where the cost is at least £5,000.   
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Intangible assets acquired separately are initially 
recognised at fair value. Software that is integral to 
the operating of hardware, for example an operating 
system, is capitalised as part of the relevant item of 
property, plant and equipment. Software that is not 
integral to the operation of hardware, for example 
application software, is capitalised as an intangible 
asset where it meets recognition criteria. 
Expenditure on research is not capitalised: it is 
recognised as an operating expense in the period in 
which it is incurred. Internally-generated assets are 
recognised if, and only if, all of the following have 
been demonstrated: 

 

• the technical feasibility of completing the 
intangible asset so that it will be available  
for use; 

• the intention to complete the intangible asset 
and use it; 

• the ability to sell or use the intangible asset; 

• how the intangible asset will generate 
probable future economic benefits or  
service potential; 

• the availability of adequate technical, financial 
and other resources to complete the 
intangible asset and sell or use it; and 

• the ability to measure reliably the expenditure 
attributable to the intangible asset during  
its development.  

 
Measurement 
The amount initially recognised for internally-
generated intangible assets is the sum of the 
expenditure incurred from the date when the 
criteria above are initially met. Where no internally-
generated intangible asset can be recognised, the 
expenditure is recognised in the period in which it  
is incurred. 
 
Following initial recognition, intangible assets are 
carried at valuation by reference to an active market, 
or, where no active market exists, at amortised 
replacement cost (modern equivalent assets basis), 
indexed for relevant price increases, as a proxy for 
fair value. Internally-developed software is held  
at historic cost to reflect the opposing effects  
of increases in development costs and  
technological advances.   

 
1.10 Depreciation, amortisation and 
impairments 
Freehold land, properties under construction, and 
assets held for sale are not depreciated. 
 
Otherwise, depreciation and amortisation are 
charged to write off the costs or valuation of 
property, plant and equipment and intangible non-
current assets, less any residual value, over their 
estimated useful lives, in a manner that reflects the 
consumption of economic benefits or service 
potential of the assets. The estimated useful life of 
an asset is the period over which the trust expects to 
obtain economic benefits or service potential from 
the asset. This is specific to the trust and may be 
shorter than the physical life of the asset itself. 
Estimated useful lives and residual values are 
reviewed each year end, with the effect of any 
changes recognised on a prospective basis. Assets 
held under finance leases are depreciated over their 
estimated useful lives.  
 
At each reporting period end, the trust checks 
whether there is any indication that any of its 
tangible or intangible non-current assets have 
suffered an impairment loss. If there is indication  
of an impairment loss, the recoverable amount of 
the asset is estimated to determine whether there 
has been a loss and, if so, its amount. Intangible 
assets not yet available for use are tested for 
impairment annually.   
 
A revaluation decrease that does not result from a 
loss of economic value or service potential is 
recognised as an impairment charged to the 
Revaluation Reserve to the extent that there is a 
balance on the reserve for the asset and, thereafter, 
to expenditure. Impairment losses that arise from a 
clear consumption of economic benefit should be 
taken to expenditure. Where an impairment loss 
subsequently reverses, the carrying amount of the 
asset is increased to the revised estimate of the 
recoverable amount but capped at the amount that 
would have been determined had there been no 
initial impairment loss. The reversal of the 
impairment loss is credited to expenditure to the 
extent of the decrease previously charged there and 
thereafter to the Revaluation Reserve. 
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1.11 Donated and grant funded assets 
Donated and grant funded property, plant and 
equipment assets are capitalised at their fair value 
on receipt. The donation/grant is credited to income 
at the same time, unless the donor has imposed a 
condition that the future  economic benefits 
embodied in the grant are to be consumed in a 
manner specified by the donor, in which case, the 
donation/grant is deferred within liabilities and is 
carried forward to future financial years to the 
extent that the condition has not yet been met. 
 
The donated and grant funded assets are 
subsequently accounted for in the same manner as 
other items of property, plant and equipment. 
 
1.12 Non-current assets held for sale 
Non-current assets are classified as held for sale if 
their carrying amount will be recovered principally 
through a sale transaction rather than through 
continuing use. This condition is regarded as met 
when the sale is highly probable, the asset is 
available for immediate sale in its present condition 
and management is committed to the sale, which is 
expected to qualify for recognition as a completed 
sale within one year from the date of classification. 
Non-current assets held for sale are measured at the 
lower of their previous carrying amount and fair 
value less costs to sell. Fair value is open market 
value including alternative uses. 
 
The profit or loss arising on disposal of an asset is the 
difference between the sale proceeds and the 
carrying amount and is recognised in the Statement 
of Comprehensive Income. On disposal, the balance 
for the asset on the Revaluation Reserve is 
transferred to Retained Earnings. For donated and 
government-granted assets, a transfer is made to or 
from the relevant reserve to the profit/loss on 
disposal account so that no profit or loss is 
recognised in income or expenses. The remaining 
surplus or deficit in the Donated Asset is then 
transferred to Retained Earnings.  
 
Property, plant and equipment that is to be scrapped 
or demolished does not qualify for recognition as 
held for sale.  Instead, it is retained as an operational 
asset and its economic life is adjusted.  The asset is 
de-recognised when it is scrapped or demolished. 
 

1.13 Leases 
A lease is a contract or part of a contract that 
conveys the right to use an asset for a period of time 
in exchange for consideration. An adaptation of the 
relevant accounting standard by HM Treasury for the 
public sector means that for NHS bodies, this 
includes lease-like arrangements with other public 
sector entities that do not take the legal form of a 
contract. It also includes peppercorn leases where 
consideration paid is nil or nominal (significantly 
below market value) but in all other respects meet 
the definition of a lease. The trust does not apply 
lease accounting to new contracts for the use of 
intangible assets. 
 
The trust determines the term of the lease term with 
reference to the non-cancellable period and any 
options to extend or terminate the lease which the 
trust is reasonably certain to exercise. 
 
1.13.1 The trust as lessee 
 
Initial recognition and measurement 
At the commencement date of the lease, being 
when the asset is made available for use, the trust 
recognises a right of use asset and a lease liability. 
The right of use asset is recognised at cost 
comprising the lease liability, any lease payments 
made before or at commencement, any direct costs 
incurred by the lessee, less any cash lease incentives 
received. It also includes any estimate of costs to be 
incurred restoring the site or underlying asset on 
completion of the lease term. 
 
The lease liability is initially measured at the present 
value of future lease payments discounted at the 
interest rate implicit in the lease. Lease payments 
includes fixed lease payments, variable lease 
payments dependent on an index or rate and 
amounts payable under residual value guarantees. It 
also includes amounts payable for purchase options 
and termination penalties where these options are 
reasonably certain to be exercised. 
 
Where an implicit rate cannot be readily 
determined, the trust’s incremental borrowing rate 
is applied. This rate is determined by HM Treasury 
annually for each calendar year. A nominal rate of 
4.81% applied to new leases commencing in 2025 
and 5.32% to new leases commencing in 2026. 
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The trust does not apply the above recognition 
requirements to leases with a term of 12 months or 
less or to leases where the value of the underlying 
asset is below £5,000, excluding any irrecoverable 
VAT. Lease payments associated with these leases 
are expensed on a straight line basis over the lease 
term or other systematic basis. Irrecoverable VAT on 
lease payments is expensed as it falls due. 
 
Subsequent measurement 
As required by a HM Treasury interpretation of the 
accounting standard for the public sector, the trust 
employs a revaluation model for subsequent 
measurement of right of use assets, unless the cost 
model is considered to be an appropriate proxy for 
current value in existing use or fair value, in line with 
the accounting policy for owned assets. Where 
consideration exchanged is identified as significantly 
below market value, the cost model is not 
considered to be an appropriate proxy for the value 
of the right of use asset. 
 
The trust subsequently measures the lease liability 
by increasing the carrying amount for interest arising 
which is also charged to expenditure as a finance 
cost and reducing the carrying amount for lease 
payments made. The liability is also remeasured for 
changes in assessments impacting the lease term, 
lease modifications or to reflect actual changes in 
lease payments. Such remeasurements are also 
reflected in the cost of the right of use asset. Where 
there is a change in the lease term or option to 
purchase the underlying asset, an updated discount 
rate is applied to the remaining lease payments. 
 
The trust as lessor 
The trust assesses each of its leases and classifies 
them as either a finance lease or an operating lease. 
Leases are classified as finance leases when 
substantially all the risks and rewards of ownership 
are transferred to the lessee. All other leases are 
classified as operating leases. Where the trust is an 
intermediate lessor, classification of the sublease is 
determined with reference to the right of use asset 
arising from the headlease. 
 
Finance leases 
Amounts due from lessees under finance leases are 
recorded as receivables at the amount of the trust’s 
net investment in the leases. Finance lease income is 

allocated to accounting periods to reflect a constant 
periodic rate of return on the trust’s net investment 
outstanding in respect of the leases. 
 
Operating leases 
Income from operating leases is recognised on a 
straight-line basis or another systematic basis over 
the term of the lease. Initial direct costs incurred in 
negotiating and arranging an operating lease are 
added to the carrying amount of the leased asset 
and recognised as an expense on a straight-line basis 
over the lease term. 
 
1.14 Inventories 
Inventories are valued at the lower of cost and net 
realisable value using the weighted average cost 
formula. This is considered to be a reasonable 
approximation to fair value due to the high turnover 
of stocks.   
 
1.15 Cash and cash equivalents 
Cash is cash in hand and deposits with any financial 
institution repayable without penalty on notice of 
not more than 24 hours. Cash equivalents are 
investments that mature in 3 months or less from 
the date of acquisition and that are readily 
convertible to known amounts of cash with 
insignificant risk of change in value.   
 
In the Statement of Cash Flows, cash and cash 
equivalents are shown net of bank overdrafts that 
are repayable on demand and that form an integral 
part of the trust’s cash management.  Cash, bank 
and overdraft balances are recorded at  
current values. 
 
1.16 Climate Change Levy 
Expenditure on the climate change levy is recognised 
in the Statement of Comprehensive Income as 
incurred, based on the prevailing chargeable rates 
for energy consumption. 
 
1.17 Provisions 
Provisions are recognised when the trust has a 
present legal or constructive obligation as a result of 
a past event, it is probable that the trust will be 
required to settle the obligation, and a reliable 
estimate can be made of the amount of the 
obligation. The amount recognised as a provision is 
the best estimate of the expenditure required to 
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settle the obligation at the end of the  
reporting period, taking into account the risks  
and uncertainties.   
 
Where the effect of the time value of money is 
significant, the estimated risk-adjusted cash flows 
are discounted using the discount rates published 
and mandated by HM Treasury for the financial year, 
except for early retirement provisions and injury 
benefit provisions which both use the HM Treasury’s 
post-employment benefits discount rate of 2.95% in 
real terms (2024/25 – 2.40%).  These rates are  
as follows:  
 

• Short-term (up to 5 years): 3.64% (2024/25 – 
4.03%) 

• Medium-term (after 5 years up to 10 years): 
4.22% (2024/25 – 4.07%) 

• Long-term (after 10 years up to 40 years): 
5.32% (2024/25 – 4.81%) 

• Very long-term (exceeding 40 years): 5.07% 
(2024/25 – 4.55%) 

 
HM Treasury provides discount rates for general 
provisions on a nominal rate basis. Expected future 
cash flows are therefore adjusted for the impact of 
inflation before discounting using nominal rates. The 
following inflation rates are set by HM Treasury, 
effective 31 March 2026: 
 

• Year 1: 2.50% (2024/25 – 2.60%) 

• Year 2: 2.00% (2024/25 – 2.30%) 

• Into perpetuity: 2.00% (2024/25 – 2.00%) 
 
When some or all of the economic benefits required 
to settle a provision are expected to be recovered 
from a third party, the receivable is recognised as an 
asset if it is virtually certain that reimbursements will 
be received and the amount of the receivable can be 
measured reliably. 
 
Present obligations arising under onerous contracts 
are recognised and measured as a provision.  An 
onerous contract is considered to exist where the 
trust has a contract under which the unavoidable 
costs of meeting the obligations under the contract 
exceed the economic benefits expected to be 
received under it. 
A restructuring provision is recognised when the 

trust has developed a detailed formal plan for the 
restructuring and has raised a valid expectation in 
those affected that it will carry out the restructuring 
by starting to implement the plan or announcing its 
main features to those affected by it. The 
measurement of a restructuring provision includes 
only the direct expenditures arising from the 
restructuring, which are those amounts that are 
both necessarily entailed by the restructuring and 
not associated with ongoing activities of the entity. 
 
1.18 Clinical negligence costs 
NHS Resolution operates a risk pooling scheme 
under which the trust pays an annual contribution to 
NHS Resolution which in return settles all clinical 
negligence claims. The contribution is charged to 
expenditure. Although NHS Resolution is 
administratively responsible for all clinical negligence 
cases the legal liability remains with the trust. The 
total value of clinical negligence provisions carried by 
NHS Resolution on behalf of the trust is disclosed at 
note 24. 
 
1.19 Non-clinical risk pooling 
The trust participates in the Property Expenses 
Scheme and the Liabilities to Third Parties Scheme.  
Both are risk pooling schemes under which the trust 
pays an annual contribution to NHS Resolution and, 
in return, receives assistance with the costs of claims 
arising. The annual membership contributions, and 
any excesses payable in respect of particular claims 
are charged to operating expenses as and when they 
become due. 
  
1.20 Contingencies 
A contingent liability is a possible obligation that 
arises from past events and whose existence will be 
confirmed only by the occurrence or non-occurrence 
of one or more uncertain future events not wholly 
within the control of the trust, or a present 
obligation that is not recognised because it is not 
probable that a payment will be required to settle 
the obligation or the amount of the obligation 
cannot be measured sufficiently reliably. A 
contingent liability is disclosed unless the possibility 
of a payment is remote.  
 
A contingent asset is a possible asset that arises from 
past events and whose existence will be confirmed 
by the occurrence or non-occurrence of one or more 



 

120 
 

uncertain future events not wholly within the control 
of the trust. A contingent asset is disclosed where an 
inflow of economic benefits is probable.   
 
Where the time value of money is material, 
contingencies are disclosed at their present value. 
 
1.21 Financial assets and financial liabilities 
 
1.21.1 Recognition 
Financial assets and financial liabilities arise where 
the trust is party to the contractual provisions of a 
financial instrument, and as a result has a legal right 
to receive or a legal obligation to pay cash or another 
financial instrument. The GAM expands the 
definition of a contract to include legislation and 
regulations which give rise to arrangements that in 
all other respects would be a financial instrument 
and do not give rise to transactions classified as a tax 
by ONS. 
 
This includes the purchase or sale of non-financial 
items (such as goods or services), which are entered 
into in accordance with the trust’s normal purchase, 
sale or usage requirements and are recognised 
when, and to the extent which, performance occurs, 
i.e. when receipt or delivery of the goods or services 
is made. 
 
1.21.2 Classification and measurement 
Financial assets and financial liabilities are initially 
measured at fair value plus or minus directly 
attributable transaction costs except where the asset 
or liability is not measured at fair value through 
income and expenditure. Fair value is taken as  
the transaction price, or otherwise determined  
by reference to quoted market prices or  
valuation techniques. 
 
Financial assets or financial liabilities in respect of 
assets acquired or disposed of through leasing 
arrangements are recognised and measured in 
accordance with the accounting policy for leases 
(note 1.13). 
 
Financial assets are classified as subsequently 
measured at amortised cost, fair value through 
income and expenditure or fair value through other 
comprehensive income.  
 

Financial liabilities are classified as subsequently 
measured at amortised cost or fair value through 
income and expenditure. 
 
Financial assets and financial liabilities at  
amortised cost  
Financial assets and financial liabilities at amortised 
cost are those held with the objective of collecting 
contractual cash flows and where cash flows are 
solely payments of principal and interest. This 
includes cash equivalents, contract and other 
receivables, trade and other payables, rights and 
obligations under lease arrangements and loans 
receivable and payable.  
 
After initial recognition, these financial assets and 
financial liabilities are measured at amortised cost 
using the effective interest method less any 
impairment (for financial assets). The effective 
interest rate is the rate that exactly discounts 
estimated future cash payments or receipts through 
the expected life of the financial asset or financial 
liability to the gross carrying amount of a financial 
asset or to the amortised cost of a financial liability. 
Interest revenue or expense is calculated by applying 
the effective interest rate to the gross carrying 
amount of a financial asset or amortised cost of a 
financial liability and recognised in the Statement of 
Comprehensive Income and a financing income or 
expense. In the case of loans held from the 
Department of Health and Social Care, the effective 
interest rate is the nominal rate of interest charged 
on the loan. 
 
Financial assets and financial liabilities at fair value 
through income and expenditure 
Financial assets measured at fair value through profit 
or loss are those that are not otherwise measured at 
amortised cost or at fair value through other 
comprehensive income. This category also includes 
financial assets and liabilities acquired principally for 
the purpose of selling in the short term (held for 
trading) and derivatives. Derivatives which are 
embedded in other contracts, but which are 
separable from the host contract are measured 
within this category. Movements in the fair value of 
financial assets and liabilities in this category are 
recognised as gains or losses in the Statement of 
Comprehensive income. 
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Impairment of financial assets 
For all financial assets measured at amortised cost 
including lease receivables, contract receivables and 
contract assets or assets measured at fair value 
through other comprehensive income, the trust 
recognises an allowance for expected credit losses. 
 
The trust adopts the simplified approach to 
impairment, in accordance with IFRS 9, and 
measures the loss allowance for trade receivables, 
contract assets and lease receivables at an amount 
equal to lifetime expected credit losses. For other 
financial assets, the loss allowance is measured at an 
amount equal to lifetime expected credit losses if the 
credit risk on the financial instrument has increased 
significantly since initial recognition (stage 2), and 
otherwise at an amount equal to 12-month 
expected credit losses (stage 1). 
 
HM Treasury has ruled that central government 
bodies may not recognise stage 1 or stage 2 
impairments against other government 
departments, their executive agencies, the Bank of 
England, Exchequer Funds, and Exchequer Funds’ 
assets where repayment is ensured by primary 
legislation. The trust therefore does not recognise 
loss allowances for stage 1 or stage 2 impairments 
against these bodies. Additionally, the Department 
of Health and Social Care provides a guarantee of 
last resort against the debts of its arm’s length 
bodies and NHS bodies (excluding NHS charities), 
and the trust does not recognise loss allowances for 
stage 1 or stage 2 impairments against these bodies. 
 
The trust assesses each class of financial asset to 
determine the historic rate of credit loss applying to 
that class. That rate is then applied to the value of 
the financial asset held. 
 
For financial assets that have become credit 
impaired since initial recognition (stage 3), expected 
credit losses at the reporting date are measured as 
the difference between the asset’s gross carrying 
amount and the present value of estimated future 
cash flows discounted at the financial asset’s original 
effective interest rate.  Any adjustment is recognised 
in profit or loss as an impairment gain or loss. 
 
1.21.3 Derecognition 
Financial assets are de-recognised when the 

contractual rights to receive cash flows from the 
assets have expired or the trust has transferred 
substantially all the risks and rewards of ownership. 
 
Financial liabilities are de-recognised when the 
obligation is discharged, cancelled or expires. 
 
1.22 Value Added Tax 
Most of the activities of the trust are outside the 
scope of VAT and, in general, output tax does not 
apply and input tax on purchases is not recoverable. 
Irrecoverable VAT is charged to the relevant 
expenditure category or included in the capitalised 
purchase cost of fixed assets. Where output tax is 
charged or input VAT is recoverable, the amounts 
are stated net of VAT. 
 
1.23 Foreign exchange 
The functional and presentational currencies of the 
trust are sterling. 
 
A transaction which is denominated in a foreign 
currency is translated into the functional  
currency at the spot exchange rate on the date  
of the transaction. 
 
Where the trust has assets or liabilities denominated 
in a foreign currency at the Statement of Financial 
Position date: 

• monetary items (other than financial 
instruments measured at ‘fair value through 
income and expenditure’) are translated at the 
spot exchange rate on 31 March; 

• non-monetary assets and liabilities measured 
at historical cost are translated using the spot 
exchange rate at the date of the transaction; 
and 

• non-monetary assets and liabilities measured 
at fair value are translated using the spot 
exchange rate at the date the fair value was 
determined. 
 

Exchange gains or losses on monetary items (arising 
on settlement of the transaction or on re-translation 
at the Statement of Financial Position date) are 
recognised in income or expense in the period in 
which they arise. 
 
Exchange gains or losses on non-monetary assets 
and liabilities are recognised in the same manner as 
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other gains and losses on these items. 
 
1.24 Corporation Tax 
The trust has reviewed its operating activities and 
determined that as other trading activities are 
ancillary to the trust’s core activities then the trust 
has no liability for corporation tax. 
 
1.25 Third party assets 
Assets belonging to third parties (such as money 
held on behalf of patients) are not recognised in the 
accounts since the trust has no beneficial interest in 
them. Details of third party assets are given in note 
29 to the accounts in accordance with the 
requirements of HM Treasury’s FReM. 
 
1.26 Public Dividend Capital (PDC) and PDC 
dividend 
Public Dividend Capital (PDC) is a type of public 
sector equity finance based on the excess of assets 
over liabilities at the time of establishment of the 
predecessor NHS Trust and represents the 
Department of Health and Social Care’s investment 
in the trust. HM Treasury has determined that, being 
issued under statutory authority rather than under 
contract, PDC is not a financial instrument within the 
meaning of IAS 32. 
 
At any time, the Secretary of State can issue new 
PDC to, and require repayments of PDC from, the 
trust. PDC is recorded at the value received. 
 
An annual charge, reflecting the cost of capital 
utilised by the trust, is payable to the Department of 
Health and Social Care as Public Dividend Capital 
dividend. The charge is calculated at the rate set by 
HM Treasury (currently 3.5%) on the average 
relevant net assets of the trust during the financial 
year. Relevant net assets are calculated as the value 
of all assets less the value of all liabilities, with certain 
additions and deductions as defined in the PDC 
dividend policy issued by the Department of Health 
and Social Care. This policy is available at 
https://www.gov.uk/government/publications/guid
ance-on-financing-available-to-nhs-trusts-and-
foundation-trusts.  
  
In accordance with the requirements laid down by 
the Department of Health and Social Care (as the 
issuer of PDC), the dividend for the year is calculated 

on the actual average relevant net assets as set out 
in the ‘pre-audit’ version of the annual accounts. The 
dividend thus calculated is not revised should any 
adjustment to net assets occur as a result of the 
audit of the annual accounts. 
 
1.27 Losses and special payments 
Losses and special payments are items that 
Parliament would not have contemplated when it 
agreed funds for the health service or passed 
legislation. By their nature they are items that ideally 
should not arise. They are therefore subject to 
special control procedures compared with the 
generality of payments. They are divided into 
different categories, which govern the way that 
individual cases are handled. 
 
Losses and special payments are charged to the 
relevant functional headings in expenditure on an 
accruals basis, including losses which would have 
been made good through insurance cover had the 
trusts not been bearing its own risks (with  
insurance premiums then being included as 
normal revenue expenditure). 
 
However the losses and special payments note is 
compiled directly from the losses and 
compensations register which reports on an  
accrual basis with the exception of provisions  
for future losses. 
 
1.28 Subsidiaries 
Subsidiary entities are those over which the trust is 
exposed to, or has rights to, variable returns from  
its involvement with the entity and has the ability  
to affect those returns through its power over  
the entity.  
 
The income, expenses, assets, liabilities, equity and 
reserves of subsidiaries are consolidated in full into 
the appropriate financial statement lines. The capital 
and reserves attributable to minority interests are 
included as a separate item in the Statement of 
Financial Position.  
 
The amounts consolidated are drawn from the 
published financial statements of the subsidiaries for 
the year except where a subsidiary’s financial year 
end is before 1 January or after 1 July in which case 
the actual amounts for each month of the trust’s 

https://www.gov.uk/government/publications/guidance-on-financing-available-to-nhs-trusts-and-foundation-trusts
https://www.gov.uk/government/publications/guidance-on-financing-available-to-nhs-trusts-and-foundation-trusts
https://www.gov.uk/government/publications/guidance-on-financing-available-to-nhs-trusts-and-foundation-trusts
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financial year are obtained from the subsidiary  
and consolidated. 
 
Where subsidiaries’ accounting policies are not 
aligned with those of the trust (including where they 
report under UK Financial Reporting Standard (FRS) 
102) then amounts are adjusted during 
consolidation where the differences are material. 
Inter-entity balances, transactions and gains/losses 
are eliminated in full on consolidation.  
 
Subsidiaries which are classified as held for sale are 
measured at the lower of their carrying amount and 
‘fair value less costs to sell’. 
 
The trust is the Corporate Trustee of the linked NHS 
Charity, The Ashford and St Peter’s Hospitals 
Charitable Fund.  The trust has assessed its 
relationship to the charitable fund and determined it 
to be a subsidiary because the trust is exposed to, or 
has rights to, variable returns and other benefits for 
itself, patients and staff from its involvement with 
the charitable fund and has the ability to affect those 
returns and other benefits through its power over 
the fund.  The charitable fund’s statutory accounts 
are prepared to 31 March in accordance with the UK 
Charities Statement of Recommended Practice 
(SORP) which is based on UK FRS 102. However, the 
transactions are immaterial in the context of the 
group and transactions have not been consolidated.   
 
1.29 Associates 
Associate entities are those over which the trust has 
the power to exercise a significant influence. 
Associate entities are recognised in the trust’s 
financial statements using the equity method. The 
investment is initially recognised at cost. It is 
increased or decreased subsequently to reflect the 
Trust’s share of the entity’s profit or loss or other 
gains and losses (e.g. revaluation gains on the 
entity’s property, plant and equipment) following 
acquisition. It is also reduced when any distribution, 
e.g. share dividends are received by the trust from 
the Associate. 
 
Associates which are classified as held for sale are 
measured at the lower of their carrying amount and 
“fair value less costs to sell”. 
 
 

1.30 Joint ventures 
Joint ventures are arrangements in which the trust 
has joint control with one or more other parties, and 
where it has the rights to the net assets of the 
arrangement. Joint ventures are accounted for using 
the equity method. 
 
1.31 Joint operations 
Joint operations are arrangements in which the trust 
has joint control with one or more other parties and 
has the rights to the assets, and obligations for the 
liabilities, relating to the arrangement.  
 
The trust runs Berkshire and Surrey Pathology 
Services along with Frimley Health NHS Foundation 
Trust, Royal Surrey Hospital NHS Foundation Trust, 
Royal Berkshire NHS Foundation Trust and Surrey 
and Sussex Healthcare NHS Trust. This meets the 
definition of a joint operation under IFRS 11. Under 
the contractual arrangement pathology services at 
the five trusts are provided jointly.  
 
The trust accounts for its share of the assets, 
liabilities, income and expenditure arising from the 
activities of Berkshire and Surrey Pathology Services, 
identified in accordance with the Pathology Services 
Collaboration agreement.  Accordingly, Frimley 
Health NHS Foundation Trust, Royal Surrey Hospital 
NHS Foundation Trust, Royal Berkshire NHS 
Foundation Trust and Surrey and Sussex Healthcare 
NHS Trust also account for their share of the assets, 
liabilities, income and expenditure in their 
financial statements. 
 
1.32 Accounting standards amendments and 
interpretations  
As of 1 April 2025, the approach to valuation of 
intangible assets has been revised by the FReM. 
Whereas historically IAS 38 had been adapted to 
remove the cost option, the Standard has now been 
adapted as of 1 April 2025, to withdraw the 
revaluation model. This change in valuation basis is 
being completed on a prospective basis in 
accordance how the FReM is implementing changes 
relating to the non-investment asset review. 
 
1.33 Accounting standards, amendments and 
interpretations in issue but not yet effective or 
adopted 
The DHSC GAM does not require the following IFRS 
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Standards to be applied in 2025/26: 
 

• IFRS 18 Presentation and Disclosure in Financial 
Statements - The Standard has been adopted by 
the UK Endorsement Board to be effective for 
accounting periods beginning on or after 1 
January 2027. The Standard has not yet been 
adopted by the FReM and early adoption is not 
permitted. The expected impact of applying the 
standard in future periods has not yet been 
assessed; and 

• IFRS 19 Subsidiaries without Public 
Accountability: Disclosures - The Standard is 
effective for accounting periods beginning on or 
after 1 January 2027. The Standard is not yet UK 
endorsed and not yet adopted by the FReM. 
Early adoption is not permitted. The expected 
impact of applying the standard in future 
periods has not yet been assessed.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

The following future changes to adaptations and 
interpretations of IAS 16 for the public sector are 
also not yet adopted: 
 

• Changes to valuation of property, plant and 
equipment (PPE) assets – The DHSC GAM for 
2026/27 and associated consultation response 
document confirms future changes which will 
impact on the financial statements; and 

• From 2026/27 NHS bodies’ valuation 
methodology will be a mandated quinquennial 
revaluation frequency (or rolling programme) 
supplemented by annual indexation in the 
intervening years. The requirement in IAS 16 to 
revalue an asset when its fair value differs 
materially from its carrying value is being 
withdrawn for the public sector. Given the 
variation in PPE valuations in any given year, 
and future changes in indices, it is not possible 
to quantify the impact of applying these 
changes in future periods. PPE and right of use 
assets currently subject to revaluation have a 
total book value of £201m as at 31 March 2026. 
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2. Operating segments  
 
The Trust Board receives financial information for the trust as a whole, making decisions based on this. The Trust 
Executive Board meets weekly and consists of the Trust Executive Directors and Divisional Directors for the trust’s 
Clinical Divisions. Segmental analysis is provided below for the total of these Clinical Divisions and Other, which 
includes the Corporate areas. The key data for these operating segments is: - 
 

  

2025/26 2024/25 

Clinical 
divisions 

£,000 
Other 
£,000 

Total 
£,000 

Clinical 
divsions 

£,000 
Other 
£,000 

Total 
£,000 

Income 18,768 513,215 531,983 19,256 473,656 492,912 

Expenditure (392,146)  (139,071)  (531,217)  (373,434)  (138,788)  (512,222)  

Contribution  (373,378)  374,144 766 (354,178)  334,868 (19,310)  

 

3. Income from patient care activities 

3.1 Income from activities  
 

  
2025/26 

£,000 
2024/25 

£,000 

Analysis by activity 

Income from commissioners under API contracts - variable element 154,374 116,656 

Income from commissioners under API contracts - fixed element 293,775 299,631 

High cost drugs income 21,133 21,223 

Other NHS clinical income 3,408 2,437 

Additional pension contribution central funding  19,611 18,425 

Pay award central funding  - 1,178 

Private patient income 1,898 1,463 

Other non-protected clinical income  2,181 2,065 

      

Total 496,380 463,078 

 
Aligned payment and incentive contracts are the main form of contracting between NHS providers and their 
commissioners. More information can be found in the 2025/26 NHS Payment Scheme documentation.  
www.england.nhs.uk/pay-syst/nhs-payment-scheme.     
 
The employer contribution rate for NHS pensions increased from 14.3% to 23.7% (excluding administration 
charge) from 1 April 2024. Since 2019/20 the trust continued to pay over contributions at the former rate 
with the additional amount being paid over by NHS England on the trust’s behalf. The full cost and related 
funding are recognised in these accounts. 
 
Additional funding was made available by NHS England in 2024/25 for implementing the backdated element 
of pay awards where government offers were made at the end of the financial year. 2024/25: a pay offer 
back dated to 2023/24 was made to, and accepted by, resident doctors. 
  

http://www.england.nhs.uk/pay-syst/nhs-payment-scheme
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2025/26 

£,000 
2024/25 

£,000 

Activity by source 

NHS England 33,547 56,535 

Integrated Care Boards 458,754 403,015 

NHS Foundation Trusts 85 - 

Department of Health and Social Care 44 18 

Local authorities 212 225 

Non-NHS: 

 - Private patients 1,898 1,463 

 -  Overseas patients (non-reciprocal)  737 914 

 - Injury cost recovery 983 792 

 - Other 120 116 

      

Total 496,380 463,078 

 
Injury cost recovery income is subject to a provision for impairment of receivables of 24.62% (2024/25– 24.45%) 
to reflect expected rates of collection. 
 
Under the terms of its provider licence, the trust is required to analyse the level of income from activities that has 
arisen from commissioner requested and non-commissioner requested services. Commissioner requested 
services are defined in the provider license and are services that commissioners believe would need to be 
protected in the event of provider failure. Income from Commissioner Requested Services in 2025/26 was 
£462,506,000 (2024/25 - £430,075,000). 
 
3.2 Income from overseas patients 

  
2025/26 

£,000 
2024/25 

£,000 

Income recognised this year 737 914 

Cash payments received in year 350 335 

Amounts added to the provision for impairment of receivables  317 579 

Amount written off in year 596 63 

 

4. Other operating income 

  
2025/26 

£,000 
2024/25 

£,000 

Other operating income from contracts with customers 

Research and development  1,132 1,137 

Education and training 15,556 14,282 

Non-patient care services to other bodies 859 815 

Other income: 

 - Car parking 2,531 2,373 

 - Catering 1,887 1,783 

 - Non-clinical services recharged to other bodies 3,970 815 

 - Pharmacy sales 369 584 

 - Nursery  924 1,133 

 - Other  6,703 5,883 

Other non-contract operating income  

Education and training - notional income from apprenticeship fund 669 558 

Charitable and other contributions to expenditure  293 399 

Cash grants for the purchase of capital assets - received from other bodies  710 72 

  

Total 35,603 29,834 
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HM Treasury requires disclosure of fees and charges income. The following disclosure is of income from 
charges to service users where income from that service exceeds £1 million and is presented as the 
aggregate of such income. The cost associated with the service that generated the income is also disclosed. 
 

  
2025/26 

£,000 
2024/25 

£,000 

Income 5,886 5,406 

Full cost (6,399)  (6,571)  

  

Surplus/(deficit) (513)  (1,165)  

 

5. Operating expenses 
 

  
2025/26 

£,000 
2024/25 

£,000 

Purchase of healthcare from NHS and DHSC bodies 2,845 1,896 

Purchase of healthcare from non-NHS and non-DHSC bodies 11,937 14,409 

Employee benefits - Non-Executive Directors 145 148 

Employee benefits - staff and Executive Directors 351,545 335,509 

Drug costs 31,694 30,181 

Supplies and services - clinical (excluding drugs)  23,472 41,983 

Supplies and services - clinical - consumables donated by DHSC group bodies for 
COVID-19 response - 42 

Supplies and services - general 35,060 7,191 

Establishment  3,295 3,652 

Transport 1,540 2,197 

Premises 19,557 20,518 

Increase/(decrease) in provision for impairment of receivables  182 331 

Depreciation and amortisation 13,147 15,453 

Impairments of property, plant and equipment net of (reversals) 3,252 7,970 

Auditors’ remuneration 210 210 

Internal audit 70 65 

NHS clinical negligence scheme  17,930 17,172 

Legal fees 504 275 

Consultancy costs 1,616 745 

Training courses and conferences 1,844 1,734 

Expenditure on short term leases 360 357 

Insurance 462 453 

Losses, ex gratia and special payments 45 86 

Other  4,540 3,709 

Total 525,252 506,286 

This note includes irrecoverable VAT. 
 
Auditors’ remuneration 
 

  
2025/26 

£,000 
2024/25 

£,000 

Audit services - statutory audit 175 175 

Audit services - audit related regulatory reporting - - 

Total 175 175 

 
This note excludes irrecoverable VAT and the fee to audit the Ashford and St. Peter’s Hospitals Charitable 
Fund, both of which are included within the operating expenses charge. 
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Audit liability cap 
 
Currently the liability of KPMG, its members, partners and staff (whether in contract, negligence or 
otherwise) in respect of services provided in connection with or arising out of the audit is £1,000,000. 
 

6. Employee benefits 
 

  
2025/26 

£,000 
2024/25 

£,000 

Salaries and wages 272,156 264,447 

Social security costs 36,370 27,934 

Employer's contribution to NHS pensions 30,079 28,311 

Pension cost - employer contributions paid by NHS England on the trust's behalf 19,611 18,425 

Apprenticeship levy 1,339 1,307 

Pension cost - other  27 35 

Temporary staff (including agency)  7,691 9,310 

  

Total gross staff costs 367,273 349,769 

Recoveries in respect of seconded staff (15,041)  (13,752)  

  

Total staff costs 352,232 336,017 

Of which      

Costs capitalised as part of assets 687 508 

 
The Apprenticeship Levy was introduced by the UK Government on 6 April 2017, requiring all employers 
operating in the UK, with a pay bill over £3 million each year, to invest in apprenticeships. The amount of the 
levy is 0.5% of the applicable pay bill, less an allowance of £15,000. 

 
7. Pension costs 
7.1 NHS pension scheme  
Past and present employees are covered by the provisions of the NHS Pension Schemes. Details of the 
benefits payable and rules of the schemes can be found on the NHS Pensions website at 
www.nhsbsa.nhs.uk/pensions.  Both the 1995/2008 and 2015 schemes are accounted for, and the scheme 
liability valued, as a single combined scheme. Both are unfunded defined benefit schemes that cover NHS 
employers, GP practices and other bodies, allowed under the direction of the Secretary of State for Health 
and Social Care in England and Wales. They are not designed to be run in a way that would enable NHS 
bodies to identify their share of the underlying scheme assets and liabilities. Therefore, each scheme is 
accounted for as if it were a defined contribution scheme: the cost to the NHS body of participating in each 
scheme is taken as equal to the contributions payable to that scheme for the accounting period.   
In order that the defined benefit obligations recognised in the financial statements do not differ materially 
from those that would be determined at the reporting date by a formal actuarial valuation, the FReM 
requires that “the period between formal valuations shall be four years, with approximate assessments in 
intervening years”. An outline of these follows: 
 
a) Accounting valuation 
A valuation of scheme liability is carried out annually by the scheme actuary (currently the Government 
Actuary’s Department) as at the end of the reporting period. This utilises an actuarial assessment for the 
previous accounting period in conjunction with updated membership and financial data for the current 
reporting period, and is accepted as providing suitably robust figures for financial reporting purposes. The 
valuation of the scheme liability as at 31 March 2026, is based on valuation data as at 31 March 2024, 
updated to 31 March 2026 with summary global member and accounting data. In undertaking this actuarial 

http://www.nhsbsa.nhs.uk/pensions
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assessment, the methodology prescribed in IAS 19, relevant FReM interpretations, and the discount rate 
prescribed by HM Treasury have also been used. The latest assessment of the liabilities of the scheme is 
contained in the Statement by the Actuary, which forms part of the annual NHS Pension Scheme Annual 
Report and Accounts. These accounts can be viewed on the NHS Pensions website and are published 
annually. Copies can also be obtained from The Stationery Office.  
  
b) Full actuarial (funding) valuation 
The purpose of this valuation is to assess the level of liability in respect of the benefits due under the 
schemes (considering recent demographic experience), and to recommend the contribution rate payable by 
employees and employers. The latest actuarial valuation undertaken for the NHS Pension Scheme was 
completed as at 31 March 2020. The results of this valuation set the employer contribution rate payable from 
1 April 2024 to 23.7% of pensionable pay. The core cost cap cost of the scheme was calculated to be outside 
of the 3% cost cap corridor as at 31 March 2020. However, when the wider economic situation was taken 
into account through the economic cost cap cost of the scheme, the cost cap corridor was not similarly 
breached. As a result, there was no impact on the member benefit structure or contribution rates.  
 
The 2024 actuarial valuation is currently being prepared and will be published before new contribution rates 
are implemented from April 2027. 
 
7.2 National Employment Savings Trust Scheme (NEST) 
Employees who are not members of the NHS Pensions Scheme may join the National Employment Savings 
Scheme which is a defined contribution scheme: the cost to the trust of participating in the scheme is taken 
as equal to the contributions payable to the scheme for the accounting period. 
 

8. Retirements due to ill-health 
During the year ended 31 March 2026 there were one early retirement (2024/25 - three) from the trust 
agreed on the grounds of ill-health with a value of £32,000 (2024/25 - £58,000). 

9. Better payment practice code 
 
Better payment practice code – measure of compliance 
 

  2025/26 2024/25 

  Number £,000 Number £,000 

Total Non-NHS trade invoices paid in the year 61,382 156,452 66,187 155,927 

Total Non-NHS trade invoices paid within target 50,843 135,479 53,670 127,800 

Percentage of Non-NHS trade invoices paid within target 82.83% 86.59% 81.09% 81.96% 

          

Total NHS trade invoices paid in the year 1,438 27,719 1,250 13,227 

Total NHS trade invoices paid within target 737 20,598 682 670 

Percentage of NHS trade invoices paid within target  51.25% 74.31% 54.56% 73.11% 

 
The Better Payment Practice Code requires the trust to aim to pay all undisputed invoices by the due date or 
within 30 days of receipt of goods or a valid invoice, whichever is later. 
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10. Finance income 
 

  
2025/26 

£,000 
2024/25 

£,000 

Interest revenue  

Bank accounts 1,772 2,007 

   

Total  1,772 2,007 

 

11. Finance expense 
 

  
2025/26 

£,000 
2024/25 

£,000 

Interest costs 

Interest on obligations under leases 80 75 

Interest on the late payment of commercial debt 151 0 

  

Total 231 75 

 

12. Other gains and losses 
 

  
2025/26 

£,000 
2024/25 

£,000 

Gains on disposal of right of use assets - - 

Losses on disposal of property, plant and equipment - (2)  

Losses on disposal of right of use assets (lease termination) - (11)  

   

Total  - (13)  
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13. Property, plant and equipment 
 

2025/26 
Land 
£,000 

Buildings 
excluding 
dwellings 

£,000 

Assets under 
construction 

and 
payments on 

account  
£,000 

Plant and 
machinery 

£,000 

Transport 
and 

equipment 
£,000 

Information 
technology  

£,000 

Furniture 
and 

fittings 
£,000 

Total 
£,000 

Cost or valuation at  
1 April 2025 32,004 171,295 8,395 60,003 193 22,866 5,956 300,712 

Additions purchased - 2,355 5,147 140 - 1,512 65 9,219 

Additions 
donated/granted - - 710 108 - 7 - 825 

Reclassifications - 8,045 (8,667)  - - 255 - (367)  

Impairments charged 
to operating expenses - (3,485)  - - - - - (3,485)  

Impairments charged 
to the revaluation 
reserve (654)  (2,794)  - - - - - (3,448)  

Reversal of 
impairments credited 
to operating expenses - 233 - - - - - 233 

Reversal of 
impairments credited 
to the revaluation 
reserve - 112 - - - - - 112 

Revaluations  - (5,516)  - - - - - (5,516)  

Disposals/ 
derecognition - - - (22,360)  - (1,468)  (194)  (24,022)  

                  

Total at  
31 March 2026 31,350 170,245 5,585 37,891 193 23,172 5,827 274,263 

                  

Depreciation at  
1 April 2025 - 29 - 45,789 139 19,070 5,090 70,117 

Charged during the 
year - 5,554 - 1,342 13 1,934 291 9,134 

Reclassifications - - - - - - - - 

Revaluations  - (5,516)  - - - - - (5,516)  

Disposals/ 
derecognition - - - (10,972)  - (1,468)  (89)  (12,529)  

Depreciation at  
31 March 2026 - 67 - 36,159 152 19,536 5,292 61,206 

                  

Net book value at  
31 March 2026 31,350 170,178 5,585 1,732 41 3,636 535 213,057 

  

Net book value   

Purchased  31,350 169,374 4,850 1,566 35 3,624 457 211,256 

Donated/granted - 804 735 166 6 12 78 1,801 

  

Total at  
31 March 2026 31,350 170,178 5,585 1,732 41 3,636 535 213,057 
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2024/25 
Land 
£,000 

Buildings 
excluding 
dwellings 

£,000 

Assets under 
construction 

and 
payments on 

account  
£,000 

Plant and 
machinery 

£,000 

Transport 
and 

equipment 
£,000 

Information 
technology  

£,000 

Furniture 
and 

fittings 
£,000 

Total 
£,000 

Cost or valuation at  
1 April 2024 32,004 168,404 14,330 58,414 193 22,377 5,719 301,441 

Additions purchased - 1,556 17,276 602 - 314 152 19,900 

Additions 
donated/granted - 14 25 432 - - - 471 

Reclassifications - 21,766 (23,236)  762 - 342 85 (281)  

Impairments charged 
to operating expenses - (8,207)  - - - - - (8,207)  

Impairments charged 
to the revaluation 
reserve - (7,625)  - - - - - (7,625)  

Reversal of 
impairments credited 
to operating expenses - 237 - - - - - 237 

Reversal of 
impairments credited 
to the revaluation 
reserve - 184 - - - - - 184 

Revaluations  - (5,034)  - - - - - (5,034)  

Disposals/ 
derecognition - - - (207)  - (167)  - (374)  

                  

Total at  
31 March 2025 32,004 171,295 8,395 60,003 193 22,866 5,956 300,712 

  -               

Depreciation at  
1 April 2024 - 11 - 42,248 123 17,180 4,759 64,321 

Charged during the 
year - 5,203 - 3,734 16 2,057 331 11,341 

Reclassifications - - - - - - - - 

Revaluations  - (5,185)  - - - - - (5,185)  

Disposals/ 
derecognition - - - (193)  - (167)  - (360)  

Depreciation at  
31 March 2025 - 29 - 45,789 139 19,070 5,090 70,117 

                  

Net book value at  
31 March 2025 32,004 171,266 8,395 14,214 54 3,796 866 230,595 

Net book value   

Purchased  32,004 170,434 8,370 12,835 47 3,773 710 228,173 

Donated/granted - 832 25 1,379 7 23 156 2,422 

Total at  
31 March 2025 32,004 171,266 8,395 14,214 54 3,796 866 230,595 
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The trust had a full valuation of its land and buildings carried out as at 31 March 2024 and then desktop 
valuations as at 31 March 2025 and 31 March 2026 by Cushman & Wakefield, RICS registered valuer. These 
resulted in impairments and revaluations for 2024/25 and 2025/26 as set out in the tables above. The effects 
on income and expenditure and revaluation reserve for those financial years are shown in note 16. 
 
The economic lives of property, plant and equipment are: 
 

  
Minimum life 

(years) 
Minimum life 

(years) 

Buildings excluding dwellings 1 78 

Plant and machinery 2 15 

Transport equipment 5 10 

Information technology  3 10 

Furniture and fittings 4 15 

 

14. Intangible fixed assets 

2025/26 
Software licences 

£,000 
Total 
£,000 

Gross cost at 1 April 2025 33,681 33,681 

Reclassifications 367 367 

Additions purchased 377 377 

Additions donated 178 178 

  

Gross cost at 31 March 2026 34,603 34,603 

  

Amortisation at 1 April 2025 17,315 17,315 

Charged during the year 3,270 3,270 

  

Amortisation at 31 March 2026 20,585 20,585 

  

Net book value     

 - purchased 13,859 13,859 

 - donated 159 159 

  

Total at 31 March 2026 14,018 14,018 

   

2024/25 
Software licences 

£,000 
Total 
£,000 

Gross cost at 1 April 2024 32,996 32,996 

Reclassifications 281 281 

Additional purchases 404 404 

      

Gross cost at 31 March 2025 33,681 33,681 

  

Amortisation at 1 April 2024 14,128 14,128 

Charged during the year 3,187 3,187 

      

Amortisation at 31 March 2025 17,315 17,315 

  

Net book value     

 - purchased 16,352 16,352 

 - donated 14 14 

  

Total at 31 March 2025 16,366 16,366 
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The Revaluation Reserve balance for intangible assets is £nil (2024/25 - £nil).  
 
The economic lives of intangible assets are: 
  

  
Minimum life 

(years) 
Minimum life 

(years) 

Software licences 2 10 

 

15. Leases 
This note details information about leases for which the trust is a lessee.  
 
15.1 Right of use assets – 2025/26 
 

  
Total 
£.000 

Property 
(land and 
buildings) 

£,000 

Plant and 
machinery 

£,000 

Transport 
equipment 

£,000 

Of which: 
leased from 
other DHSC 

group 
bodies 
£,000  

Cost or valuation at 1 April 2025 11,145 7,028 3,808 309 6,524 

Additions - lease liability 491 430 - 61 - 

Disposals/derecognition - lease termination  (687)  (83)  (604)  - - 

  

At 31 March 2026 10,949 7,375 3,204 370 6,524 

            

Depreciation at 1 April 2025 3,639 1,103 2,346 190 859 

Provided during the year - right of use asset 743 315 355 73 266 

Disposals/derecognition - lease termination  (687)  (83)  (604)  - - 

  

Depreciation at 31 March 2026 3,695 1,335 2,097 263 1,125 

  

Net book value at 31 March 2026 7,254 6,040 1,107 107 5,399 

 
15.2 Right of use assets 2024/25 
 

  
Total 
£.000 

Property 
(land and 
buildings) 

£,000 

Plant and 
machinery 

£,000 

Transport 
equipment 

£,000 

Of which: 
leased from 
other DHSC 

group 
bodies 
£,000  

Cost or valuation at 1 April 2024 11,164 7,028 3,808 328 6,524 

Additions - lease liability 68 - - 68 - 

Disposals/derecognition - lease termination  (87)  - - (87)  - 

  

At 31 March 2025 11,145 7,028 3,808 309 6,524 

  

Depreciation at 1 April 2024 2,776 755 1,866 155 592 

Provided during the year - right of use asset 925 348 480 97 267 

Disposals/derecognition - lease termination  (62)  - - (62)  - 

  

Depreciation at 31 March 2025 3,639 1,103 2,346 190 859 

  

Net book value at 31 March 2025 7,506 5,925 1,462 119 5,665 
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15.3 Reconciliation of the carrying value of lease liabilities 
 
Lease liabilities are included within borrowings in the statement of financial position. A breakdown of 
borrowings is disclosed in note 23. 
 

  
2025/26 

£,000 
2024/25 

£,000 

Carrying value at 1 April  7,686 8,459 

Lease additions  491 68 

Interest charge arising in year 80 75 

Lease payments (cash outflows) (880)  (916)  

  

Carrying value at 31 March  7,377 7,686 

 
Lease payments for short term leases, leases of low value underlying assets and variable lease payments not 
dependent on an index or rate are recognised in operating expenditure. These payments are disclosed in 
Note 5. Cash outflows in respect of leases recognised on-SoFP are disclosed in the reconciliation above. 
 
15.4 Maturity analysis of future lease payments 
 

  

31/03/2026 31/03/2025 

Total  
£,000 

Of which:  
leased 

from DHSC 
group 
bodies  
£,000 

Total  
£,000 

Of which:  
leased from 
DHSC group 

bodies  
£,000 

Undiscounted future lease payments payable in: 

 - not later than one year 890 344 815 298 

 -  later than one year and not later than five years 2,600 1,377 2,598 1,193 

 - later than five years  4,621 4,334 4,913 4,858 

  

Total gross future lease payments 8,111 6,055 8,326 6,349 

Finance charges allocated to future periods (734)  (593)  (640)  (606)  

          

Net lease liabilities at 31 March  7,377 5,462 7,686 5,743 

Of which:  

 - Current 794 282 748 245 

 - Non-current 6,583 5,180 6,938 5,498 

 
16. Impairments 
 
Impairments of property, plant and equipment during the year are summarised below: 
 

  

2025/26 2024/25 

Income and 
expenditure 

£,000 

Revaluation 
reserve 
£,000 

Income and 
expenditure 

£,000 

Revaluation 
reserve 
£,000 

Revaluation of estate 

 - Revaluation of land and buildings - - - 151 

 - Impairment of land and buildings (3,485)  (3,448)  (8,207)  (7,625)  

 - Reversal of prior year impairments of buildings 233 112 237 184 

Total net (3,252)  (3,336)  (7,970)  (7,290)  
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17. Capital commitments 
 
Contracted capital commitments were as follows:  
 

  
31 March 2026 

£,000 
31 March 2025 

£,000 

Property, plant and equipment 589 - 

   

Total 589 - 

 

18. Other investments  
 

  
31 March 2026 

£,000 
31 March 2025 

£,000 

Carrying value at 1 April - - 

Movement in fair value through income and 
expenditure reserve 954 - 

Share of profit of associate 484  

   

Carrying value at 31 March 1,438 - 

 
The trust purchased 200 £1 shares in Healthcare Partners Limited during 2025/26 at a cost of £200. As the 
trust has significant influence, this has been accounted for as an investment in an associate.  

 
19. Inventories 
 

  
31/03/2026 

£,000 
31/03/2025 

£,000 

Drugs 1,151 1,322 

Consumables 1,307 3,886 

Energy 56 8 

      

Total 2,514 5,216 

 
On 1 July 2025, the trust transferred the management and ownership of inventories in certain clinical areas 
to Healthcare Partners Limited. This resulted in £2.2m of inventories being sold to Healthcare Partners 
Limited at cost. Overall inventory balances have therefore fallen during 2025/26.  
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20. Trade and other receivables 
20.1 Trade and other receivables 
 

  

Current Non-current 

31/03/2026 
£,000 

31/03/2025 
£,000 

31/03/2026 
£,000 

31/03/2025 
£,000 

Contract receivables 33,443 16,209 1,098 765 

Capital receivables 11,493 - - - 

Allowance for impaired contract receivables/assets  (2,182)  (2,000)  - - 

Prepayments 4,281 4,831 - - 

VAT 3,335 507 - - 

PDC dividend receivable 302 253 - - 

Interest receivable 167 146 - - 

Other receivables 1,218 358 - - 

Clinician pension tax provision reimbursement funding 
from NHS England 8 5 460 586 

  

Total 52,065 20,309 1,558 1,351 

 
20.2 Allowances for credit losses 
 

  

31/03/2026 31/03/2025 

Contract 
receivables 

and contract 
assets 
£,000 

All other 
receivables 

£,000 

Contract 
receivables 

and contract 
assets 
£,000 

All other 
receivables 

£,000 

Allowances at 1 April - brought forward 2,000 - 1,669 - 

New allowances arising 182 - 331 - 

Changes in existing allowances - - - - 

Reversals of allowances - - - - 

Utilisation of allowances (write offs)  - - - - 

  

Allowance at 31 March 2,182 - 2,000 - 

 

21. Cash and cash equivalents 
 

  
31/03/2026 

£,000 
31/03/2025 

£,000 

Cash with government banking service 30,383 30,868 

Commercial banks and cash in hand  31 276 

  

Balance at 31 March 30,414 31,144 
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22. Trade and other payables 

  

Current Non-current 

31/03/2026 
£,000 

31/03/2025 
£,000 

31/03/2026 
£,000 

31/03/2025 
£,000 

Trade payables 15,498 12,044 - - 

Capital payables 3,470 4,464 - - 

Accruals 17,270 16,921 - - 

Other payables 12,912 11,968 - - 

  

Trade and other payables  49,150 45,397 - - 

  

Deferred income: contract liabilities  1,314 1,192 - - 

  

Other liabilities  1,314 1,192 - - 

 

23. Borrowings 

  

Current Non-current 

31/03/2026 
£,000 

31/03/2025 
£,000 

31/03/2026 
£,000 

31/03/2025 
£,000 

Lease liabilities  794 748 6,583 6,938 

 
In 2018/19 the trust entered into a 10-year agreement for the provision of an MRI service. The property, 
plant and equipment under this agreement has been treated as a finance lease arrangement. All other lease 
liabilities arise following the implementation of IFRS 16. 
 

24. Provisions for liabilities and charges 

  

Pensions - 
early 

departure 
costs 
£,000 

Pensions - 
injury 

benefits 
£,000 

Legal 
claims 
£,000 

Clincian 
pension tax 

reimbursement 
£,000 

Other 
£,000 

Total  
£,000 

At 1 April 2025 419 235 39 591 1,440 2,724 

Arising during the year - - 33 - 120 153 

Used during the year (46)  (28)  (26)  (8)  (760)  (868)  

Reversed unused - -   (115)  - (115)  

  

At 31 March 2026 373 207 46 468 800 1,894 

       
Expected timing of cashflows       

       
Expected timing of cashflows: 

 - Not later than one year  51 28 46 8 800 933 

 - Later than one year and not later than five 
years 204 98 - 33 - 335 

 - Later than five years 118 81 - 427 - 626 

As at 31 March 2026 

 - Current  51 28 46 8 800 933 

 - Non-current 322 179 - 460 - 961 

As at 31 March 2025 

 - Current  46 26 39 5 1,440 1,556 

 - Non-current 373 209 - 586 - 1,168 
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Clinical negligence provisions  
Included in the provisions of NHS Resolution at 31 March 2026 is £228,926,000 (2024/25 - £215,903,000) in 
respect of clinical negligence liabilities of the trust. 
 
Legal claim provisions 
The majority of these provisions relate to claims under the Liabilities to Third Parties Scheme and Property 
Expenses Scheme, and are calculated based on information provided by NHS Resolution. The amounts 
involved and the timing of the payments represents their best estimate of the outcome of each claim against 
the trust. 
 
In addition to these provisions, contingent liabilities in respect of the claims are given in note 25. 
 
Clinician pension tax reimbursement 
Clinicians who are members of the NHS Pension Scheme and who, as a result of work undertaken in the 
2019/20 tax year, faced a tax charge in respect of the growth of their NHS pension benefits above their 
pension savings annual allowance threshold, were able to have this charge paid by the NHS Pension Scheme 
(by completing and returning a ‘Scheme Pays’ form before 31 July 2021). 
 
The trust will make a contractually binding commitment to pay them a corresponding amount on retirement, 
ensuring that they are fully compensated in retirement for the effect of the 2019/20 Scheme Pays deduction 
on their income from the NHS Pension Scheme in retirement. 
 
In 2019/20 the trust created a provision broadly equal to the tax charge owed by clinicians who wanted to 
take advantage of the 2019/20 Commitment. This will be offset by the commitment from NHS England and 
the Government to fund the payments to clinicians as and when they arise. The provision and offsetting asset 
will initially increase year on year in line with the pension scheme growth, and be released as commitments 
are met, i.e. as eligible members retire under the rules of the NHS Pension Scheme.  
 
In 2025/26 the movement in provision reflects a change in the average discounted value per nomination and 
updated information on the number of claimants. 
 
Other provisions 
Other provisions at 31 March 2026 include: - 

• £528,000 (2024/25: £528,000) in respect of Agenda for Change band progression claims; 

• £222,000 (2024/25: £141,000) in respect of employment tribunal claims; 

• £50,000 (2024/25: £50,000) in respect of consultants pay appeals; 

• £nil (2024/25: £94,000) in respect of cost provisions associated with land sales completed in March 
2019 – predominantly S106 requirements from the local council; and 

• £nil (2024/25: £626,000) in respect of VAT provisions relating to service contracts.  
 

25. Contingent assets/(liabilities) 
 
Other 
Other contingent liabilities for non-clinical negligence incidents total £16,000 (2024/25 - £18,000).
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26. Financial instruments 
 
26.1 Carrying value of financial assets 

  

31/03/2026 31/03/2025 

Held at 
amortised 

cost 
£,000 

Held at fair 
value 

through I&E  
£,000 

Total book 
value  
£,000 

Held at 
amortised 

cost  
£,000 

Held at 
fair 

value 
through 

I&E 
£,000 

Total 
book 
value 
£,000  

Trade and other 
receivables excluding non-
financial assets 45,705 - 45,705 16,068 - 16,068 

Cash and cash equivalents 
at bank and in hand  30,414 - 30,414 31,144 - 31,144 

  

Total at 31 March  76,119 - 76,119 47,212 - 47,212 

 
26.2 Carrying value of financial liabilities 

  

31/03/2026 31/03/2025 

Held at 
amortised 

cost 
£,000 

Total book 
value  
£,000 

Held at 
amortised 

cost 
£,000 

Total 
book 
value 
£,000 

Trade and other payables excluding non 
financial liabilities 33,240 33,240 30,660 30,660 

Obligations under leases 7,377 7,377 7,686 7,686 

  

Total at 31 March  40,617 40,617 38,346 38,346 

 
 

26.3 Fair values of financial assets and liabilities 
The carrying value of financial assets and liabilities is considered to be a reasonable approximation of fair 
value. 
 
26. 4 Maturity of financial liabilities 

 

31/03/2026 
£,000 

31/03/2025 
£,000 

In one year or less 34,130 30,927 

In more than one year but not more than five years 2,600 2,598 

In more than five years 4,621 4,913 

  

Total at 31 March  41,351 38,438 

 
26.5 Financial risk management 
Financial reporting standard IFRS 7 requires disclosure of the role that financial instruments have had during 
the period in creating or changing the risks a body faces in undertaking its activities. Because of the 
continuing service provider relationship that the trust has with the Integrated Care Boards and the way those 
Integrated Care Boards are financed, the trust is not exposed to the degree of financial risk faced by business 
entities to which the financial reporting standards mainly apply. The trust has limited powers to borrow or 
invest surplus funds and financial assets and liabilities are generated by day-to-day operational activities 
rather than being held to change the risks facing the trust in undertaking its activities. 
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The trust’s treasury management operations are carried out by the finance department, within parameters 
defined formally within the trust’s Standing Financial Instructions and policies agreed by the Board of 
Directors. Trust treasury activity is subject to review by the trust’s internal auditors. 
 
Currency Risk  
The trust is principally a domestic organisation with the great majority of transactions, assets and liabilities 
being in the UK and sterling based. The trust has no overseas operations. The trust therefore has low 
exposure to currency rate fluctuations. 
  
Interest Rate Risk 
The trust can borrow from Government for capital expenditure, subject to affordability. The borrowings are 
for 1-25 years, in line with the life of the associated assets, and interest is charged at the National Loans Fund 
rate, fixed for the life of the loan. Interest charged on finance leased assets are at fixed rates of interest. The 
trust therefore has low exposure to interest rate fluctuations. 
  
Credit Risk 
Because of the majority of the trust's income comes from contracts with other public sector bodies, the trust 
has low exposure to credit risk. The maximum exposures as at 31 March 2026 are in receivables from 
customers, as disclosed in the Trade and other receivables note.  The trust recognises that the public sector 
funding environment, with the continued pressure of demand and its consequences for allocations for 
Integrated Care Boards, leads to an increase in credit risk for the trust. 
 
Liquidity risk 
The trust's operating costs are incurred under contract with Integrated Care Boards which are financed from 
resources voted annually by Parliament. The trust funds its capital expenditure from internally generated 
funds and finance leases/borrowings. The trust is not, therefore, exposed to significant liquidity risks. 
 

27. Events after the reporting period 
There were no events after the reporting period requiring disclosure. 
 

28. Related party transactions 
During the year none of the Department of Health and Social Care Ministers, Trust Board members or 
members of the key management staff, or parties related to any of them, has undertaken any material 
transactions with Ashford and St Peter’s Hospitals NHS Foundation Trust.   
 
The trust shares its Chairman, Chief Executive and a number of other Executive Directors with Royal Surrey 
Hospital NHS Foundation Trust as part of a group arrangement.  
 
As set out in note 18 to these accounts, the trust acquired 200 £1 shares in Healthcare Partners Limited 
during 2025/26 at a cost of £200. This represents 28.57% of this company’s issued share capital at 31 March 
2026. Healthcare Partners Limited is a subsidiary company of Royal Surrey Hospital NHS Foundation Trust 
Two of the trust’s Non-Executive Directors, Jane Dale and John Machin, also hold Non-Executive Director 
roles at Central Surrey Health Limited a not-for-profit community services provider helping people live the 
healthiest lives they can in their communities. Tom Smerdon, an Executive Director at the trust, acted as 
Interim Chief Executive of this company from June 2025 to November 2025. 
 
The trust’s accounts include the following transactions with Royal Surrey Hospital NHS Foundation Trust, 
Healthcare Partners Limited and Central Surrey Health Limited. 
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Income 
£,000 

Expenditure 
£,000 

Receivables 
£,000 

Payables 
£,000 

2025/26 Royal Surrey NHS Foundation Trust  2,297 2,608 1,569 855 

2025/26 Healthcare Partners Limited 3,970 29,257 22,918 507 

2025/26 Central Surrey Health Limited  786 772 255 74 

 
The Department of Health and Social Care is the trust’s parent department and is therefore regarded as a 
related party.  During the period Ashford and St Peter’s Hospitals NHS Foundation Trust has had a significant 
number of material transactions with the Department, and with other entities for which the Department is 
regarded as the parent Department the main ones being: 
 
• NHS England 
• NHS Surrey Heartlands ICB 
• NHS Frimley ICB 
• NHS South West London ICB 
• NHS North West London ICB 
• NHS Kent and Medway ICB 
• NHS Buckinghamshire, Oxfordshire and Berkshire ICB 
• NHS Sussex ICB 
• NHS Hampshire and Isle of Wight ICB 
• Frimley Health NHS Foundation Trust 
• St George’s University Hospitals NHS Foundation Trust 
• Royal Surrey NHS Foundation Trust 
• Surrey and Borders Partnership NHS Foundation Trust 
• NHS Blood and Transplant 
• NHS Resolution 
• NHS Pensions Scheme 
• NHS Property Services 
• NHS Business Services Authority 
• NHS Supply Chain 

 
In addition, the trust has had a number of material transactions with other Government Departments and 
other central and local Government bodies. Most of these transactions have been with HM Revenue and 
Customs, Surrey County Council, Runnymede Borough Council, Woking Borough Council and Spelthorne 
Borough Council.  
 
The trust has also received revenue and capital payments from the Ashford and St Peter’s Hospitals 
Charitable Fund. The Board members of the trust are also Trustees of this charity. The audited annual report 
and accounts of the Charity are available to the public on request. 
 

29. Third party assets 
The trust held £9,000 cash at bank and in hand at 31 March 2026 (2024/25 - £9,000) which relates to monies 
held by the trust on behalf of patients. This has been excluded from the cash and cash equivalents figure 
reported in the accounts. 
 

30. Losses and special payments 
Losses and special payments are transactions that Parliament would not have contemplated when it agreed 
funds for the health service or passed legislation.  By their nature they are items that ideally should not arise.  
Payments are made in accordance with the HM Treasury publication “Managing Public Money”. 
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There were 161 cases (2024/25 – 47) of losses and special payments totaling £634,000 in 2025/26 (2024/25 - 
£115,000). There were no cases where the net payment exceeded £100,000. Total costs included in this note 
are on an accruals basis excluding provisions for future losses. 

 

  

31/03/2026 31/03/2025 

No. of cases  
Total 
£'000 No. of cases  

Total 
£'000 

Losses of cash 1 - - - 

Bad debts and claims abandoned 138 596 14 63 

Ex gratia payments 22 38 33 52 

          

Total at 31 March 161 634 47 115 
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