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FOREWORD

These accounts are prepared in accordance with paragraphs 24 and 25 of Schedule 7 to the NHS Act 2006 and
are presented to Parliament pursuant to Schedule 7, paragraph 25 (4) (a) of the National Health Service Act 2006.

Chair's introduction

It has been a challenging year for the Trust and the
difficult operating environment in which we and the
NHS are in continues. This, combined with rising
demand for services, has put us in a concerning
financial position as detailed within the report.

We need to transform how our services are delivered if
the Royal Devon is to become financially sustainable to
ensure we can deliver the timeliness and quality of care
that we want for our population. With that in mind,
we have developed a three-year plan to help us recover
financial stability so we can deliver sustainable clinical
services. We are under no illusions as to the scale of
this challenge, and everyone within the organisation
has a role to play.

| want to take this opportunity to draw attention

to our dedicated colleagues and teams, who have
continued to work tirelessly to provide the best
possible care for patients. And, with them at the core,
we have already begun laying the foundations for a
more secure future, which | believe must be built on a
series of key priorities.

We are fortunate as a Trust that we have already put
significant resources and effort into moving towards
a digital-first approach to service delivery, and this will
stand us in good stead as we look to regain a stable
financial footing.

This mindset will also help reduce demand for acute
care by strengthening out-of-hospital care to support
people in their own communities. This transition
towards ‘neighbourhood health” also ensures we fulfil
a key strategic goal to align local population needs
with the strategic goals of the 10-Year Health Plan
for England.

As a Trust, we also understand that modern healthcare
challenges cannot be solved by one organisation alone,
and that teamwork is as important at system level as it
is at the coal-face of healthcare provision. This means
we must continue to play a lead role in the local,
regional and wider healthcare system, developing and
building on partnerships with NHS Devon, our One
Devon partners, GP practices and fellow NHS trusts.

The introduction of the first county-wide electronic
patient record (EPR) with our neighbouring trusts
in Torbay and Plymouth is a great example of this
collaboration in action — and one that is already
helping ensure services are sustainable.

On the same note, we must continue to fully engage
other stakeholders, including patients, colleagues,
governors, community and voluntary groups, and
leagues of friends, in the delivery and development of
our services. Their voices are crucial if we are to ensure
the success of future plans and ensure the survival of
the essential services on which our patients rely.

Dame Shan Morgan
Chair

24 June 2026
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PERFORMANCE REPORT: OVERVIEW

Performance report overview
introduction

The purpose of this overview is to provide readers with
a short summary about the Royal Devon University
Healthcare NHS Foundation Trust (the Trust), its
purpose, the key risks to the Trust achieving its
objectives and how it has performed during the year.

We are a foundation Trust and, as such, are legally
required to produce an annual report and accounts.
We are obliged, by our regulators, to follow a clear
structure and to ensure we include certain mandated
information that sets out how we have performed
during the preceding financial year and how we

have used the resources available to us. Our focus in
preparing this report has been to make sure that we
give a true and accurate account of our work over the
last financial year.

Introduction by the chief
executive officer

Welcome to the 2025/26 annual report of the Royal
Devon University Healthcare NHS Foundation Trust.

This has been another year marked by significant
challenges, both financial and for the services we
provide. Yet, in the face of these pressures, colleagues
have remained committed to providing a high
standard of care for patients and | am grateful for all
their efforts

It's a source of immense pride that patients continue
to endorse the care they receive from the Royal Devon.
We were rated as the top-performing trust in the
South West for inpatient experience in the latest Care
Quality Commission Adult Inpatient Survey, ranking
first in eight of the 11 patient experience areas.

Thanks, in part, to a targeted investment programme,
we have seen a reduction of more than 2,900 people
on outpatient waiting lists in the second half of the
financial year, despite referrals increasing 8% from the
previous year.

Building on progress made last year, we have secured
reductions in the number of patients waiting over a
year for elective care, seen significant improvement

in diagnostic waiting times and seen improvements
across our cancer performance. In the latest NHS
Oversight Framework assessment, the Trust was placed
in segment one (the highest performing segment) for
people and workforce, segment three for finance and

productivity, and segment two for all other domains
(access to services; effectiveness and experience;
patient safety). Overall, we moved up 17 places to 5th
of 134 trusts in segment three.

Developing for the future

If we are to shape the Trust into an organisation that's
robust, sustainable and fit to tackle future challenges,
technology and innovation must play a leading role in
the way we develop and deliver services.

In 2020, the Royal Devon became one of the first NHS
trusts to adopt Epic, an electronic patient record (EPR),
and we are at the forefront of digital transformation
in the NHS.

We've continued to develop Epic, and in the first half
of 2026/27, we will bring its benefits to our fellow
Devon trusts in Torbay and Plymouth, paving the way
for the first county-wide EPR.

The Trust has embraced the use of ambient voice
technology in outpatients to evaluate how it can help
clinicians take notes in outpatient clinics, allowing
them to focus on providing patient care and be able to
see more patients.

We have also launched an ambient voice technology
pilot in our Emergency Department, to aid
communication between hospital and primary

care teams.

Allowing patients to stay at home and maintain

their quality of life while remaining under our care is
essential to our aim of reducing unnecessary hospital
admissions. Our Acute Hospital at Home (virtual ward)
service was rolled out to increasing numbers following
its launch in 2023 and, by September 2025, had
enabled 9,300 patients to be treated at home rather
than in a hospital bed.

The Trust secured £18m to expand the Community
Diagnostic Centre (CDC) at the Nightingale Hospital
Exeter and opened the new Atlantic MRI suite at
North Devon District Hospital, following a £2.3m
NHS England investment. This means patients will
have quicker and easier access to important tests and
scans, helping to reduce waiting times and improving
patient care.

In January, the Trust opened an expanded same-day
emergency care (SDEC) capacity at RD&E (Wonford).
This unit will help reduce pressure on inpatient beds
for all services and enable larger volumes of patients to
receive care without requiring formal admission.
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In February, construction began on the new staff
residences at North Devon District Hospital, providing
modern, purpose-built accommodation designed to
support staff who work there. This marked the next
step in the ‘Our Future Hospital’ programme, which is
designed to meet the needs of the population of North
Devon for many years to come.

We officially opened Tiverton’s new endoscopy unit,
tripling the capacity for endoscopies by providing an
extra 5,600 procedures a year, and achieving a key
aspect of our plan to reduce waiting times.

We are hugely grateful to our local, regional and
national partners for their immense contributions
and support, namely the ICB and the University of
Exeter, with whom we have delivered world-leading
and award-winning translational genomic services
for patients and families affected by rare genetic
conditions and cancer.

Financial recovery

Alongside the many positive stories from 2025/26, we
announced that we would end the financial year with
a £44m deficit compared to our initial break-even plan.
This is a significant variance from plan and was driven
by a combination of excess demand for acute services
driving expensive short-term staffing solutions, saving
schemes that were too aspirational or overly reliant

on generating income rather than reducing the cost
base and too many patients having their onward care
delayed, once fit to leave hospital.

As a board, we are clear that we will have to work very
differently going forward, to bring the trust back to a
sustainable financial position. We have developed and
begun to implement our turnaround and recovery over
the last few months to ensure that we have a robust
and resilient plan for the future.

This vision has five key themes:

1. Living within our means — ensuring we do the
basics well and work to budget

2. Reducing demand for services by strengthening
out-of-hospital care and clinical triage

3. Increasing productivity to reduce delays —
ensuring we get the most out of our resources
and take a ‘digital-first’ mindset to how we
redesign our services

4. Using our assets and resources to generate
external income — making the most of
commercial partnerships

5. Implementing new acute care models to reduce
duplication and shift resources and activity to
neighbourhoods.

This is a pivotal moment for the Royal Devon, and the
scale of the task is considerable. However, it is one we
will work tirelessly to rectify to ensure we can deliver
our plans in the future.

Our colleagues

I'd like to end this year’s introduction by, once again,
paying tribute to our colleagues for their incredible
work and dedication over the last year, despite the
unrelenting pressures they face.

Our annual Extraordinary People Awards were a fitting
way to recognise the outstanding contribution they
make to the organisation and the lives of our patients.

The results of the 2025 NHS Staff Survey show that the
Trust remains a strong performer nationally, scoring
above the national average in eight out of nine People
Promise elements.

So, while we end the year with much to reflect on with
positivity — and look forward to with optimism — we
cannot avoid the difficult decisions with which we are
confronted.

We must take decisive and bold action now to ‘break
the cycle’ and protect patient care. If we are not
financially viable, we will be unable to make the right
investments for the future, and the quality, safety and
experience of care we are able to offer to the people
we serve will suffer.

Kind regards,

,

Sam Higginson
Chief Executive Officer

24 June 2026
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About the Royal Devon University Healthcare NHS

Foundation Trust

The Royal Devon University Healthcare NHS Foundation
Trust (the Trust) was established in April 2022. We
bring together the expertise of the Royal Devon and
Exeter NHS Foundation Trust and Northern Devon
Healthcare NHS Trust.

Stretching across Northern, Eastern and Mid Devon,
we have a workforce of almost 16,000 colleagues,
making us the largest employer in Devon.

We provide core services for more than 615,000
people, covering 2,000 square miles across Devon,
while some of our specialist services cover the whole of
the peninsula, extending our reach as far as Cornwall
and the Isles of Scilly.

We deliver a wide range of emergency, specialist and
general medical services through North Devon District
Hospital (NDDH) and the Royal Devon and Exeter
(Wonford) Hospital (RD&E (Wonford)). Alongside our
two acute hospitals, we provide integrated health

and social care services across a variety of settings,
including community inpatient hospitals, outpatient
clinics, and within people’s own homes. We also offer
a range of specialist community services, sexual assault
referral centres (SARCs) and a GP practice.

Our hospitals are renowned for their research,
innovation and links to universities.

Royal Devon and Exeter Hospital
(Wonford), Exeter

The RD&E (Wonford) is our district general hospital in
Exeter. It provides emergency, urgent and planned care
services to people in Exeter, Eastern Devon and the
surrounding areas.

As a teaching hospital, it delivers undergraduate
education for a full range of clinical professions. It is
the lead partner for the University of Exeter College
of Medicine and Health and is a leading centre for
high-quality research and development in the South
West peninsula.

The RD&E (Wonford) is home to many highly
acclaimed specialist units and centres, including
the internationally renowned Princess Elizabeth
Orthopaedic Centre, the award-winning Centre for
Women's Health, and the purpose-built Mardon
Neurorehabilitation Centre.

North Devon District Hospital (NDDH),
Barnstaple

North Devon District Hospital (NDDH) is our district
general hospital in Barnstaple. It provides emergency,
urgent and planned care services to people in Northern
Devon and the surrounding areas.

NDDH provides a 24/7 emergency service, which —
alongside the Emergency Department at Wonford — is
a designated trauma unit, operating within a trauma
network serving the whole of Devon and Cornwall.

The hospital also offers a range of general medical
services, including cardio-respiratory, stroke care and
gastroenterology, alongside general surgical services,
including orthopaedics, urology and colorectal
specialities.

Community services

Our teams of community professionals across Eastern
and Northern Devon work to rehabilitate patients,
avoid admissions and promote health, wellbeing

and independence. We also support people who
may need short-term support until they regain their
independence or specialist end-of-life care. We also
provide local outpatient, specialist ambulatory and
self-referral services.

\We manage a range of inpatient and outpatient
services from our community hospital locations, which
provide accessible local hubs for our communities.
These span a wide geographical area and include
minor injury units and a variety of outpatient services.

Our community teams work closely with a number of
health and care professionals, including colleagues
working in the acute hospital, social care, primary care,
voluntary and mental health sectors and other partner
organisations. This enables us to support people to
self-manage their long-term conditions, improve their
mobility and maintain their independence.
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Specialist community services

The Trust is the main provider of specialist community
healthcare services across Northern, Eastern, Mid

and South Devon, including podiatry, dentistry and
sexual health.

We also run sexual assault referral centres (SARCs)
across Devon, Cornwall and the Isles of Scilly, as well
as adult and paediatric bladder and bowel care services
in these areas.

Nightingale Hospital, Exeter

The state-of-the-art NHS Nightingale Hospital Exeter
provides services for patients across Devon, helping to
further reduce waiting times for certain procedures in
the region.

It is managed by the Trust and is overseen by
our board of directors. It has been transformed
into a state-of-the-art facility and is home to the
following services:

e Centre of Excellence for Eyes: Delivering
ophthalmic diagnostic imaging services and day
case cataract surgery.

e Devon Diagnostic Centre: A community
diagnostic centre (CDC) providing CT, MRI, X-ray,
ultrasound, EOS and fluoroscopy services as well as
other non-imaging diagnostics such as respiratory
and cardiac diagnostic tests. The Devon Diagnostic
Centre’s outpatient department, the Buttercup
Outpatient Unit, supports a new one-stop clinic
approach, where patients receive diagnostic tests
and initial consultations in a single visit.

e Rheumatology department: Both outpatient and
day case infusion services.

e Southwest Ambulatory Orthopaedic Centre:
Two operating theatres for day case and short
stay elective orthopaedic procedures, such as knee
and hip replacements. It is a GIRFT (NHS getting
it right first time programme)-accredited elective
surgical hub.

In 2025/26 we:

e Cared for 174,116 inpatients; 111,940 day cases
and 1,336,002 outpatients

e Had 170,002 attendances at our emergency
departments; our minor injuries units had
26,958 attendances and our walk-in centre had
24,690 attendances

e Looked after 1,223 people in our
community hospitals

e Provided care to 28,540 people in their homes

e Provided care for a total of 4,906 patients in our
virtual ward

e Delivered 4,661 babies.
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Research and development

The Trust is proud to conduct research with regional,
national and international impact, giving our patients
access to cutting-edge interventions that prevent and
treat ill health.

Our partnership with the University of Exeter in key
National Institute for Health and Care Research
(NIHR) infrastructures has significantly accelerated
our research activity, which is rapidly translating to
patient benefit.

These achievements are made possible by the
dedication of staff across all services, recognised
nationally and internationally:

e Professor Andrew Hattersley CBE was awarded the
57th European Association for the Study of Diabetes
Claude Bernard Prize for his ground-breaking and
transformative work in diabetes

e Dr Martin James was awarded the UK Stroke Forum
Lifetime Achievement Award for his contributions
to stroke research

e Dietitian Dr Sharon Huish was awarded the
Donna Lamping MDT Researcher Award for
her outstanding contributions to research in
kidney care.

Our staff have contributed to the publication of over
394 papers in academic journals across 46 clinical
specialities, showcasing the depth and breadth of

our research endeavours. This remarkable output
underscores our significant national and international
research impact. For example, a project between the
University of Exeter and Trust researchers led to a pilot
— that helps GPs spot early warning signs of cancer
from routine blood tests — rolling out to 60 practices in
Devon and launching in Liverpool.

The High or Elevated Level of Platelets (HELP) Flag
study has led to a new way of analysing routine blood
tests taken by GPs. At the Royal Devon alone, 500,000
of these tests are analysed each year, including platelet
counts — the blood cells that help the body form clots
to stop bleeding. A high platelet count can sometimes
be an indicator of certain types of cancer, including
lung and bowel cancers. The team has developed an
algorithm, which applies more personalised thresholds,
to more accurately pick up who might be at risk. The
initial pilot is expected to run for two years. If rolled
out across NHS, experts believe it could flag 10,000
patients a year who have a raised blood platelet count
before their cancer diagnosis, allowing earlier detection
and earlier treatment.

Exeter researchers have also developed a calculator
which analyses genetic factors to provide a risk score
for developing Type 1 diabetes. This tool has been
made available free to health care professionals around
the world.

The Neonatal Oral Antibiotics at Home (NOAH) project
pioneered a new way to manage infections in babies
that develop before, during or shortly after birth.
Switching eligible babies from intravenous to oral
antibiotics after as little as two days in hospital means
they can be supported to continue their care at home.
This research significantly improves family bonding
and experience while simultaneously reducing bed
occupancy.

The Trust also supports many projects led by teams
from other institutions. This year, 506 studies were
supported, with 155 new studies opened and 4,571
new participants. Research studies are open at sites
across North, East and Mid Devon, at both acute
hospital sites in Barnstable and Exeter.

These include a world-leading research study led by
Genomics England, which looks to use whole-genome
sequencing to screen 100,000 newborns and look

for more than 200 rare genetic conditions. The
generation study will see parents offered whole
genome sequencing using blood samples taken from
the umbilical cord shortly after birth. To date, we have
recruited an incredible 734 babies. The Trust also
recruited the first patient in the UK and Europe to a
major international study for people with recurrent
endometrial (uterine) cancer, testing a drug designed
to target the HER2 protein, which can help some
cancer cells grow.

The Royal Devon Commercial Research Centre is now
firmly established, supporting life sciences partners

in a bespoke facility. It has provided leadership in the
formation of the South West Commercial Research
Group (SWCRG) — a collaboration of NHS trusts and
general practice providers across the region. The
SWCRG forges key collaborations with primary care,
mental health and other acute providers, and is already
providing further opportunities for our patients to take
part in research.
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It is crucial that participants enjoy a positive experience
when taking part in research projects. Therefore, it

is encouraging that the 2025/26 patient research
experience survey showed 97% of participants would
take part in research again, while 97% felt research
staff always treated them with courtesy and respect.

Furthermore, our Commercial Research Centre, which
recruits high numbers of patients, retained 99% of
participants across all ongoing studies.

The Royal Devon Research Academy (RDRA) launched
this year. It aims to help nurses, midwives, AHPs,
healthcare scientists and pharmacists use research

in the care they provide, help to deliver research
which improves patient outcomes and to lead their
own projects. Various initiatives are now nested

in the RDRA, including the chief nurse’s research
fellowships (CNRF). In 2025/26, 12 CNRFs undertook
projects across several departments in east, north and
community services to help make improvements in
service delivery. Two of the previous cohort gained
competitive NIHR awards this year. Jess Mandizha,

a nurse in respiratory services, was supported with
pre-doctoral funding, which allowed her to make a
successful NIHR application for a fully funded PhD.
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Our strategy: Better Together

We launched our five-year strategy, Better
Together, in summer 2022. This sets out how
we work together to help people stay healthy
and to provide expert and compassionate care.

Our mission, objectives
and values

Our clinical and enabling
strateqgies

Our mission is to work together to help you
stay healthy and to care for you expertly and
compassionately when you are not.

Our values:

e Compassion

e Integrity

e Inclusion

e Empowerment.

Click here to read our full strategy:
https://www.royaldevon.nhs.uk/
about-us/better-together-our-strateg
y-mission-and-values/

Our Better Together strategy is supported by our
clinical and enabling strategies, developed with input
from hundreds of colleagues who have shared their
clinical and professional expertise.

e Clinical

e Digital

e Estates

e Data

e People and culture
e Green plan

e Patient experience
e Transformation

e Finance

e Health inequalities strategy
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The Trust strategy delivery is themed into four CARE
objectives:

e Collaboration and partnerships — we will
work in partnership to improve the health of our
communities.

e A great place to work — we will create a culture
that retains, develops, supports, and attracts
people to work as part of a team to deliver
patient-centred care.

e Recovering for the future — we will deliver an
equitable recovery and capacity for further change.

e Excellence and innovation in patient care —
we will embrace new technologies and ways of
working to deliver the best possible care and to
enable people to stay well.

The following sections contain the highlights of
progress we made against these objectives last year:

1. Collaboration and partnerships

Working with a wide range of partners and
organisations enables us to maximise our impact and
improve the health of our communities.

NOAH project keeps families together

NOAH project co-lead Dr Harriet Aughey, baby Luna and her
mother Emily, who took part in the project.

The NOAH (Neonatal Oral Antibiotics at Home) project
has transformed how early-onset infections in babies
are managed, helping families return home sooner.
Traditionally, babies received intravenous antibiotics in
hospital for up to seven days. Through NOAH, eligible
babies can switch to oral antibiotics after as little as
two days and complete treatment safely at home with
appropriate follow-up.

Following a successful six-month pilot at the Trust,
NOAH is now part of routine care, with potential

for national rollout. The project featured on BBC
Spotlight and won the Best Local Project award at the
2025 British Association of Perinatal Medicine Gopi
Menon Awards.

NOAH is a collaboration between the Trust, Health
Innovation South West, NIHR PenARC, and the South
West Neonatal Network, which are now supporting
wider adoption across the region.

Trust joins ground-breaking South West
research partnership

THE SOUTH WEST
COMMERCIAL
RESEARCH GROUP

The Trust has joined forces with seven NHS partners to
launch an initiative that makes it easier and faster for
people to take part in cutting-edge health research in
the South West.

The South West Commercial Research Group
(SWCRG), which is the first of its kind in the region,
brings together expertise from across the NHS,
including GP practices, mental health services, and
acute and community care.

Working closely with regional partners, the life science
sector, and the National Institute of Health and Care
Research (NIHR), the SWCRG is supported by funding
provided by the South West Peninsula Regional
Research Delivery Network.

Reducing health inequalities

We launched our Health Inequalities Strategy in 2024,
which commits the Trust to play its part in reducing
health inequalities as a care provider, partner and
anchor institution. Our workplan aims to improve
access, experience and outcomes of healthcare. You
can read more about health inequalities and our work
to reduce them on page 52.
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Partnership working

The Trust plays a significant role in partnerships

across Devon that aim to improve health, reduce
inequalities and strengthen services. As one of the
largest healthcare providers in the region, the Trust
collaborates across sectors to address both clinical care
and the wider determinants of health.

These partnerships include:
e Integrated care system (ICS) / Devon ICB

+ As a provider trust, we play a core role in
delivering the Devon ICS strategy (see page
33 for more information on NHS Devon). This
includes a move towards collaborative support
services, such as the One Devon Finance shared
service, which will go live in the 2026/27
financial year and will include a single finance
system for Devon providers and integration of
finance teams

¢ The Trust is also a member of the Integrated
Care Partnership (ICP)

+ This work helps bring about system-wide
transformation in Devon, especially in urgent
care, community services, digital health and
population health

e Academic partnerships

+ The Trust has formal partnerships with the
University of Exeter, Exeter College, and NIHR
Applied Research Collaborations (ARC SW) on:

= Research

» Clinical trials

» Workforce development

» |nnovation in service design
e |ocal government partnership

¢ The Trust is a member of the Devon Health and
Wellbeing Board

* We work with public health on treating tobacco
dependence

+ We contribute to local plans, ensuring there is a
focus on appropriately resourced health services
and health equity in planning decisions.

Partnership with the South West
Probation Service aims to address health
inequalities in llfracombe

Working in partnership with the South West
Probation Service and One Northern Devon, the Trust
started delivering a six-month health and justice

pilot in llfracombe in October 2025. This aims to
address health inequalities experienced by people on
probation.

People in contact with the criminal justice system face
significant health inequalities. They are far more likely
to have poor physical or mental health or addiction
issues, which increases the likelihood of reoffending.
When people are on probation, they can face
additional barriers to accessing healthcare. The pilot is
addressing this by bringing practical healthcare support
directly into the contact points people have with the
probation service. This personalised approach can
prevent ill health and aligns with the 10 Year Health
Plan’s neighbourhood health model and the ambition
to move towards prevention rather than treatment.

The initiative is part of a national NHS and Ministry of
Justice pilot taking place in four areas — Illfracombe,
Cambridge, Middlesbrough, and Hammersmith.
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2. A great place to work

We committed to creating a culture that retains,
develops, supports and attracts people to work as part
of a team to deliver patient-centred care.

Supporting the health and wellbeing of
colleagues

We know from listening to our colleagues that the
health and wellbeing support we offer continues

to play a vital role in helping staff feel supported,
valued and able to thrive at work. During 2025/26,
we continued to strengthen our focus on colleague
wellbeing, recognition and staff experience through
a wide range of initiatives and support programmes
across the Trust.

Our support remained comprehensive and included
mental health support, physiotherapy, menopause
advice, dietetics, sleep therapy, financial wellbeing
support, occupational health services and access to a
wide range of employee benefits.

During the year, our efforts included:

e Continuing to support colleagues with financial
wellbeing support, including financial wellbeing
courses, alongside support with mortgage
applications, will writing, Credit Union access and
hardship salary advances

e Supporting colleagues with our staff benefits
schemes, helping staff make significant savings
across home and electronics, cycle to work, gym
memberships, cars, and travel and leisure benefits

e Recognising long service achievements across the
Trust, presenting more than 750 certificates and
badges, including celebrating colleagues reaching
over 50 years of NHS service

e Continuing to strengthen our culture of
appreciation and recognition through over 1,500
colleague shout-outs, celebrating Employee
Appreciation Day, and promoting thank you
resources across the Trust

e Celebrating our fantastic colleagues at our annual
Extraordinary People Awards

e Delivering Team Royal Devon activities, including
roadshows and colleague engagement events
across our sites

e Completing a Trust-wide rest space audit,
reviewing 270 colleague rest areas to help identify
opportunities to improve colleague facilities and
wellbeing environments

e Launching colleague story videos for the people
committee meetings to help ensure colleague voice
and experience remain central to decision making

e Continuing to listen to colleagues through the NHS
Staff Survey and quarterly People Pulse Survey,
which together received over 11,700 responses
during the year.

Extraordinary People Awards recognise
our staff and volunteers

In October 2025, we held our Extraordinary People
Awards to celebrate the incredible colleagues and
volunteers who work across the Trust.

The awards allow us to hear about the amazing and
inspirational work happening across the Trust and
provide an opportunity to recognise the hard work and
commitment of staff across our services and celebrate
the remarkable things they do.

Over 400 nominations were received from staff,
patients and carers across 12 categories. Finalists
came together for an awards ceremony at Sandy
Park, Exeter, where the winners were announced and
presented with their awards.

A special recognition award was also presented to

a volunteer who has dedicated over 50 years to the
hospital radio, making an incredible difference to the
lives of patients in hospital.

Recruiting and retaining colleagues

The Trust continues to focus on attracting the best
people to work for us against the landscape of national
NHS workforce challenges, the local recruitment
marketplace and the remote location of our northern
and some community services. Recruitment during
2025/26 focused on addressing priority roles and
workforce groups, and this activity included:

e Prioritising our targeted recruitment efforts via the
strategic resourcing steering group

e Continuing to develop and refine our recruitment
portal, Career Gateway, creating a better
experience for candidates
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e Developing successful recruitment marketing and 3. Recovering for the future
executive & specialist search campaigns, targeted
at roles and professions that are typically difficult to ~ Delivering an equitable waiting list recovery and
recruit for reducing waiting lists are key priorities for the Trust.

The 2025/26 year presented continued challenges in
achieving operational performance targets, reflecting
the pressures and demands faced by the Trust in
delivering quality healthcare services within available
human and financial resources.

e Working with partners to support widening
participation, including 25/7 (for carers), The
Careers Transition Partnership (the official
resettlement service for armed forces), education
institutions around the country, job centres, the

King's Trust and the National Careers Service The impact of these pressures was particularly evident
in the first half of the financial year, as performance

improvements made in 2024/25 across a number
of waiting times metrics slipped back, ahead of the
implementation of an in-year operational recovery
programme.

e Inspiring students, career changers and colleagues
to make a difference as part of the team, through
recruitment events, advertising, PR, development
pathways, internal transfers and digital marketing

e Growing our own talent by supporting the

. : S Thanks to the dedicated efforts of Trust colleagues
promotion of our apprenticeship pipeline.

considerable progress was made in the second half
) of the year in waiting times for elective care, with
One year of our ‘that’s not ok’ campaign a particular focus on our longest waiting patients,
diagnostic waiting times, and in the maintenance of
our cancer waiting times performance.

that?s In 2025/26:
t 0k e The Trust maintained its waiting list numbers

despite an 8% year on year growth in referrals

e Patients waiting 52 weeks or longer have further
reduced in-year by 736, while those waiting 40
weeks or longer reduced by 1,550 in-year

5 e 18-week referral-to-treatment (RTT) performance
3 ok improved from 61.08% in March 2025 to 62.76%
March 2026

e 3,800 fewer patients waited longer than six weeks
for a key diagnostic test at the end of March 2026
than at the end of September 2025

e Ambulance handovers at both acute hospitals
continued to improve throughout 2025/26 -

Over the last year, our ‘that’s not ok’ campaign has
been underpinned by significant work to address
racism, violence and aggression, sexual safety,
disrespect, and to keep our people safe.

We've put in place:

* Funding for additional resources and posts consistently taking less than the national target of

e Updated policies 30 minutes.

e New standard operating and escalation processes More information on our performance can be found
on page 24.

e New sexual safety training and listening events o
This improvement, across the board, was enabled by

the dedication and innovation of our teams. Some of
the highlights of our approach are detailed below.

e Monthly exec-led listening sessions so colleagues
can share their experiences and help shape the
Trust’s response.

These concrete changes mean any incidents are met
with swift responses from managers and clinicians.
This has led to twice as many warning letters and
code of conduct leaflets being issued to violent and
aggressive patients and relatives.
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North Devon District Hospital residences

In March 2026, construction began at North Devon
District Hospital to build vital colleague and student
accommodation that will help attract and retain the
workforce that is critical in delivering patient care.

The Trust has secured £22.7 million from the
government’s New Hospital Programme to fund the
Taw View residences, which are part of Our Future
Hospital (OFH), the Trust's programme to build a
better, more resilient hospital for northern Devon.
The development supports the Trust’s long-term
recovery plan and our focus on how we deliver care in
the future.

The accommodation will significantly improve the
retention of staff, increase productivity and help us

to reduce waiting lists by seeing more patients in
diagnostics, our clinics and our theatres. It will be
used by students, visiting and relocating clinicians, and
on-call medical colleagues.

New £12.5m endoscopy unit opens in
Tiverton to drive down waiting lists

In May 2025, we opened our brand new, purpose-built
£12.5m Tiverton Endoscopy Diagnostic Unit. The

unit triples the capacity in Tiverton for endoscopies,

an extra 5,600 endoscopies per year, and is a
state-of-the-art facility with the latest equipment.

The new unit is a key part of plans to recover
endoscopy waiting lists and improve waiting times
for this important diagnostic test. It specialises in
diagnostic endoscopies, with patients across East,
Mid and North Devon given the option of having
their endoscopy at Tiverton. This will allow endoscopy
capacity at the RD&E and NDDH to focus more on
patients who need complex procedures and have
complex health conditions, and those who cannot
access Tiverton.

Establishment of a wholly owned
subsidiary

The Trust board established a wholly owned subsidiary
in February 2026 to oversee the provision of estates
and facilities management at the Nightingale Hospital
Exeter. This initiative means we can make the best use
of the resources and facilities that our patients rely on
while delivering cost savings to the Trust.

For Nightingale Hospital Exeter colleagues, there are
no immediate changes to ways of working and no NHS
roles will be impacted. By effectively managing our
estates and facilities management services differently
we are likely to see some efficiencies that mean we
can further improve and evolve the services we provide
to patients and re-invest back into their care, through
services and the environment.

The Trust owns 100% of the share capital, and it is
anticipated that the subsidiary will be consolidated into
the Trust accounts in 2026/27.

New single MRI suite at North Devon
District Hospital

Diagnostic services for communities across Devon
have been significantly enhanced following major
investment in a new MRI suite which opened at North
Devon District Hospital at the end of 2025.
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The Atlantic MRI Suite will reduce the need for costly
and inconvenient travel to Exeter, Taunton, or Bristol,
for patients needing to access scans, helping to reduce
the time people must wait. It houses a cutting-edge
scanner that delivers enhanced imaging services,
creating diagnostic capacity and resilience that will add
to the hospital’s existing MRI capability in North Devon.

It has been funded by a £2.3 million capital award
from NHS England and delivered through the Trust’s
Capital Development Team and Our Future Hospital
(OFH) programme.

Transforming outpatient care to reduce
waiting times

We are continuing to transform our outpatient care
to reduce waiting times for our patients. We're using
opportunities provided by digital technology and
innovation to improve our efficiency and productivity,
helping us get more care out of every minute of
clinical time.

Highlights include:

e Contacting over 90,000 patients on our waiting
list to ensure we are prioritising those who
need treatment

e Continuing to expand patient-initiated follow-up, so
that patients are empowered to contact us to book
an appointment when they need one instead of a
routine follow-up appointment after a set time

e Piloting group clinics for patients who have an
ongoing health problem. Patients can learn
together about managing their health problems in a
safe, supportive environment

e Changing how we deliver outpatients in line with
national policy and to make sure patients get the
specialist advice they need as quickly as possible. To
help make this happen our clinicians have provided
40% more advice and guidance in 2025

e MY CARE is helping us fill short-notice
appointments that would otherwise be missed,
helping us see 1,500 patients throughout the year.

Financial recovery

In 2025/26, the Trust set an ambitious financial plan
to break even, predicated on delivery of a £68m
savings plan. Despite a series of in-year escalations and
implementation of enhanced financial controls, the
Trust has fallen some way short of this plan, reporting
a £44m deficit position for the year.

The key driver of this adverse financial position was
significant under-delivery of the savings plan, alongside
unfunded cost pressures relating to planned and
emergency care demand exceeding expected levels.

Looking ahead to 2026/27, the Trust has engaged
additional support through the appointment of

a turnaround director, reviewed and re-designed

the Trust’s savings programme architecture and
resourcing, and re-developed the Trust's over-arching
accountability framework.

In addition, the Trust has agreed a contract with
its main commissioner, which plans to mitigate
demand growth

More information on our financial performance in
2025/26 can be found on page 30.

4. Excellence and innovation

We are committed to embracing new technology and
ways of working to deliver the best possible care and
to enable people to stay well.

Artificial Intelligence at the Royal Devon

To support the shift from analogue to digital, we are
testing artificial intelligence (Al) technologies as an
enabler for better care, smarter working and improved
experience and outcomes for patients and colleagues.

We have established the Royal Devon Al steering
group, framework and vision to give strategic direction
and coordinate safe and secure development of Al
technologies. Alongside this the Devon Al working
group brings together Al and digital leads from key
system partners to collaborate on Al developments.
The Transformation team started the Devon Al
Network to empower colleagues through shared
learning. It now has a membership of over 200 staff
across Devon.

Several projects are using Al to transform care and
enable teams to see more patients. We have started
testing generative Al tools in the Epic electronic patient
record (EPR) to scope how they can improve patient
safety and make clinicians more efficient to reduce
waiting times.
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The Trust has led the way in implementing ambient
voice technology that is integrated directly into the
EPR. AVT uses speech-to-text artificial intelligence (Al)
to capture consultations and produce accurate notes
and letters for clinician approval.

Since its launch in September 2025, AVT has
supported over 4000 outpatient consultations, with
positive feedback from patients on the quality of
appointments and records, and clinicians reporting
improved accuracy of documentation and more time
available to see patients. The AVT rollout will continue
in outpatients, and the technology is also being tested
in the emergency department, alongside a robust
evaluation of all the projects.

First UK adult receives pioneering diabetes
treatment in Exeter

The first adult in
the UK to receive
a new drug for
type 1 diabetes
was treated at
the Royal Devon,
with support from
the University

of Exeter and
the National
Institute for
Health and Care
Research (NIHR).

Around 4.6 million * B8
people in the UK -
have diabetes,
with over 270,000
living with type 1. The new treatment, Teplizumab,
was given at the earliest stage of the condition,
when it is most effective. It works by retraining the
immune system to stop attacking insulin-producing
cells, delaying the need for insulin treatment by up to
three years.

This milestone builds on decades of world-class
diabetes research led by teams at the Trust and the
University of Exeter. It has the potential to transform
the way type 1 diabetes is managed.

North Devon pioneers robotic abdominal
wall surgery

Patient Christopher Gear from North Devon talks to Professor
Sanders about his treatment.

In 2025, North Devon District Hospital became the
first centre in the South West to introduce robotic
technology for abdominal wall surgery, placing it
among only a handful of hospitals nationwide offering
the cutting-edge procedure.

Led by Professor David Sanders, the surgical team

is using the robot to perform more complex ventral
hernia repairs. Traditionally, patients undergoing this
type of surgery could expect a hospital stay of up to
five days while recovering. Thanks to the precision and
minimally invasive nature of robotic techniques, many
are now able to go home the very same day.

The shift to robotic techniques is expected to have

a major impact on both patient experience and the
wider NHS system. Shorter hospital stays mean less
disruption for patients and their families, while also
easing demand on inpatient services.

North Devon'’s early adoption of robotic abdominal
wall surgery reflects a growing commitment across
the NHS to harness advanced technology to improve
outcomes and efficiency.
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Charity update

Royal Devon Hospitals Charity (RDHC) is the Trust's
official charity.

The charity raises money to enhance patient care
across the Trust’s two acute hospitals, 17 community
hospitals and range of community, specialist and
primary care services across Exeter, North, Mid and
Eastern Devon.

Money raised helps buy new equipment, provide
welcoming and comfortable spaces for patients and
families, support staff wellbeing and training, and fund
life-changing research and innovation.

There are currently around 250 different funds and
supporters can choose the hospital, ward or service
they’d like to fundraise for. Or they can ask for their
donation to be used wherever the need is greatest.

The charity also funds the annual running costs of
The Fern Centre, the bespoke cancer wellbeing centre
at North Devon District Hospital (NDDH). The centre
offers cancer patients and families free access to a
range of information, complementary therapies and
counselling, as well as overnight accommodation
should they need it.

The charity was previously known as Over and Above
and the RD&E Charity but merged and rebranded in
2024 to serve as one charity supporting the Trust.

Latest appeals

While supporting fundraising for hospitals and services,
the charity also runs appeals to fund specific projects
identified by the Trust. In March 2026, the charity
reached its £1.4m Super Theatre Appeal fundraising
target, less than 18 months after the appeal

was launched.

The money raised has paid for ultra-modern imaging
technology that will revolutionise surgery at the Royal
Devon and Exeter Hospital (RD&E) for thousands of

patients across Devon for generations to come.

The charity’'s Water Babies Appeal raised £45,600 to
provide two new water birthing pools that are already
making a huge difference at NDDH.

In 2026/27, the charity will be launching a new
appeal to raise money for surface guided radiotherapy
technology (SGRT) at the RD&E. It will also be raising
money to help create an intensive care unit garden

at the RD&E.
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Fundraising

Thanks to some incredible fundraising efforts in
2025/26, RDHC has made a real difference to patients.
Here are just a few examples of the brilliant things that
charitable donations have helped to achieve.

Money raised by the local community is helping

to transform the waiting areas for young patients
needing x-rays, scans and other imaging procedures at
the RD&E. With nearly £13,000 raised already, the first
set of murals and interactive wall toys have now been
installed, with more planned for later in 2026.

In July, the charity celebrated five years since the
opening of the Fern Centre at NDDH. The cancer
wellbeing centre has provided wraparound support for
thousands of people in North Devon since opening on
28 July 2020, following a successful £1.5m fundraising
campaign by RDHC (then known as Over and Above).

In December, the charity celebrated the official
opening of four new wet rooms at South Molton
Community Hospital, thanks to an incredible £120,000
donation by South Molton League of Friends. The
League of Friends also secured £7,778 from NFU
Mutual for equipment that will enable staff to safely
lift patients in the event of a fall.

As well as supporting ‘donor-own fundraising, the
charity has held its own fundraising events, including
the Berry Beast Abseil in August and Firewalks at
NDDH and the RD&E in November. The charity’s
second annual ladies-only Topless Swim raised nearly
£40,000 for cancer services in October.
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Patient story

Charity shops

Steve, from
Appledore,

is living with
cancer. He has
been managing
his illness with
medication
following separate
diagnoses in i
2019 and 2024.
He is also being
supported by the
Fern Centre.

“Like a lot of
people, | thought
| could cope with
cancer, that |
could fight it on
my own, but sometimes you just don't realise the

impact it can have on you as an individual,” said Steve.

“Going through the process of tests and waiting

for results can be a horrible experience, so to have
somewhere to go, perhaps before or after an
appointment, where you can just sit in peace and have
a coffee with people who understand and care, has
been a real help.

“Reflexology at the Fern Centre has also been superb,
as has the counselling service, which has really
highlighted how I've suffered internally, but perhaps
not shown it externally.”

Steve held a charity Race Night in July, raising nearly
£2,500 for the centre.

“It's been very special to be able to give something
back and help raise awareness of this fantastic
resource,” he added.

RDHC's charity shops in Barnstaple and Westward

Ho! continue to raise vital funds to enhance local NHS
services, while reducing waste and giving pre-loved
items a second chance to be loved again. The
Westward Ho! shop was closed in December to enable
essential repairs to the flooring and reopened in March
with a fresh new look. Thank you to all the wonderful
customers and our shop volunteers for continuing to
support our shops.

Wider fundraising and charity
support

In addition to support from RDHC, the Trust receives
huge support from the wider charity sector. This
includes FORCE cancer charity and the Exeter
Leukaemia Fund, ChemoHero, NHS Charities Together,
and a number of corporate and private sponsors.

Our hospital Leagues of Friends are also fundraising
to donate fantastic additional equipment to enable

us to improve our services for patients. We are hugely
grateful to everybody who supports our patients and
our team at the Trust in so many ways.
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Key issues and risks

Operational

The operational planning process takes place annually
to allocate resources and support the delivery of

key patient care targets. The process considers
organisational circumstances known or reasonably
predicted at the start of the year. However, risks
remain to the delivery of key performance indicators,
principally due to changes which occur throughout
the year.

These risks include:

e Unforeseen increases in referrals, particularly in
cancer specialties, requiring urgent two-week
outpatient appointments and subsequent
diagnostics

e Changes to service provision from other providers,
leading to variations in demand on clinical
services, including requests for mutual aid or more
substantive support, such as service transfer

e Changes in the urgent and emergency care
landscape, such as the provision of 111 services,
minor-injury units, walk-in centres, access to
primary care and support for patients with urgent
mental health issues

e Workforce fragility due to recruitment challenges

e Unplanned workforce availability, due to industrial
action, including within other sectors of the NHS

e The short-term nature of discharge-related funding
streams, which can inhibit flow and impede
initiatives to facilitate timely discharge

e Revisions to social care pathways, including some at
short notice, which impact hospital discharge

e Impact of transmissible infections, including flu, RSV
and COVID-19, on both patients and staff, requiring
flexible patient management to support infection
prevention

e Severe adverse weather affecting capacity.

In these circumstances, further discussion with
commissioners, providers and regulators takes place to
minimise the risk to performance. For more detail on
our risks and mitigations, please see page 25 onwards.

Quality

Over the past year, the Trust has retained a high focus
through its established safety and quality (including
Board-level Committee) oversight and governance
frameworks, on balancing quality and safety of care
with ongoing workforce, operational and financial
challenges.

Through its board assurance framework, the Trust

has held a strategic risk in relation to the potential
deterioration in quality and safety of care in the
context of the inherent linked risk between the Trust's
required financial savings / financial controls.

Significant mitigations towards this risk have been
implemented throughout the entire year; however,
the risk has remained at a score of 16 (likelihood =
four x consequence = four); reflecting the ongoing
impact and uncertainty of extended waiting lists
interconnected with complex service and staffing
challenges and ongoing operational pressures.
However, clinical teams and services across the Trust
continue to capture any risks towards patient safety
and quality and escalate / mitigate accordingly.

In line with well-led guidance (NHSE and CQC) and
the Good Governance Institute Board guidance on risk
appetite (May 2020), the Trust’s board of directors
reviewed its risk appetite this year. The Trust’s risk
tolerance towards decision-making related to matters
which may compromise the safety of patients has
remained minimal and the board continue to have an
open appetite for new service delivery benefits and
innovative models which may improve the quality of
care to our patients.

In 2025/26, the Trust also established its quality
priorities for improvement, which have been created
to support the Trust in achieving its long-term quality
goals. They have focused on:

1. Waiting lists out of hospital care:
admission avoidance

2. Improving the quality of Maternity services
3. Improving the safety and quality of discharges

4. Patient safety incident response framework
maturity and cultural development

5. Supporting shared decision-making at the
Royal Devon

6. Improving access to interpretation and
translation services.

For further detail on the progress made within each

of these specific areas, as well as what we have been
doing to continue to improve the quality of care across
the Trust, please refer to the Trust’'s Quality Account
for 2025/26.
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Finance

For the 2025/26 year, the Trust set an ambitious
financial plan to break even, predicated on the delivery
of a £68m savings plan. Despite a series of in-year
escalations and implementation of enhanced financial
controls, the Trust has fallen some way short of this
plan, reporting a £44m deficit position for the year.
The key driver of this adverse financial position was
significant under-delivery of the savings plan, alongside
unfunded cost pressures relating to planned and
emergency care demand exceeding expected levels.

Looking ahead to 2026/27, the Trust has sought to
learn the lessons of the current year. It has engaged
additional support through the appointment of

a turnaround director, reviewed and re-designed

the Trust’s savings programme architecture and
resourcing, and re-developed the Trust's over-arching
accountability framework.

In addition, the Trust has agreed a contract with its
main commissioner, which plans to mitigate demand
growth, but includes mechanisms for additional
funding if this is not achieved up to a capped level.

Reflecting on these issues, and after an extensive
planning period across the Devon ICS, the Trust is
planning for a breakeven position following further
non recurrent support from NHS England and the ICB.
Achieving breakeven is reliant on a significant saving
of £80.7m. This represents 6.1% of the operational
cost base. To support delivery the Trust has reset the
internal accountability structure to address the issues
experienced in 2025/26.

This plan meets the financial expectation of breakeven
and is aligned with the delivery of the operational
performance standards however carries a significant
risk to delivery. The Trust continues to derisk the plan
with a continuous turnaround recovery approach

to ensure that the financial obligations of the trust
can be met.

There continues to be a national and local focus on
workforce reduction, especially for non-patient-facing
roles, and the Trust is placing significant emphasis

on this through a number of system shared service
programmes due for implementation in 2026/27.
This is in addition to other targeted initiatives, such
as a voluntary redundancy programme supported by
workforce redesign.

The financial risk profile for 2026/27 is of a similar level
to 2025/26 due to the scale of savings required, and
the impact of the national pay award and continued
inflation remains a key additional risk.

Due to the phasing of the plan in 2026/27, the Trust
will be reliant on the receipt of cash support from

NHS England for the first part of the year. The risk

is that this is not supported by NHS England, and

so the Trust would not be able to meet its liabilities

as they become due. The mitigations to this risk are
that the national cash support regime is clearer for
2026/27, and the finance team has robust governance
arrangements in place, including the operation of a
fortnightly cash steering group, to ensure all steps are
taken to manage cash resources and to facilitate timely
escalation as required.

Going concern statement

After making enquiries of internal information
sources and receiving assurance from reviews of the
requirements set out in the Department of Health and
Social Care (DHSC) Group Accounting Manual (GAM),
the board of directors has a reasonable expectation
that the Trust will have access to adequate resources
to continue to deliver the full range of mandatory
services for the 12 months from the date of approval
of the financial statements and fulfil any liabilities as
they fall due.

The directors consider that this provides sufficient
evidence that the Trust will continue as a going
concern for the 12 months from the date of approval
of the financial statements.

On this basis, the Trust has adopted the going concern
basis for preparing the accounts, which has been
supported by the Trust’s external auditor.
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PERFORMANCE REPORT: ANALYSIS

Performance management
and assurance

The Trust’s performance assurance framework (PAF)
enables the executive team and board of directors
to monitor and report key financial, workforce and
operational performance indicators alongside key
metrics relating to safety and quality for each of the
Trust's care groups.

This framework helps managers and clinicians deliver
agreed organisational targets and objectives, whilst
assuring the continued delivery of safe, high-quality
care to patients.

Maintaining the approach previously adopted in
relation to the respective site-based clinical divisions,
monthly PAF meetings are held with each care group.
Meetings are chaired by the respective site director
triumvirate — director of operations, director of nursing,
and medical director — with support from the associate
director of operational finance and associate director
of people.

Following the implementation of the first phase of
operational services integration in April 2024, which
created the care groups, monthly PAF meetings have
taken a cross-site focus on operational service delivery.

A PAF meeting is also held every month (minimum
of 10 meetings annually) with the Nightingale
Hospital senior leadership team. This forms part of
the governance arrangements as the Trust hosts the
Nightingale, where elective orthopaedic, ophthalmic,
outpatient and diagnostic services are delivered on
behalf of the Devon healthcare system.

Within the reports prepared for the PAF meetings,

in addition to a review of performance as outlined
above, care groups are also asked to identify areas

of escalation — where either strategic steer or

support is needed, or to share an item of concern for
information. This allows issues to be escalated through
to the executive team and, where necessary, the board
of directors. In instances of underperformance, care
groups are asked to provide an outline of actions to
address any key issues, which may then be tested and
challenged within the meetings.

The PAF is part of the Trust’s monitoring and
performance framework from ward, specialty and
care group to the executive board and then the
board. The framework also includes the thematic
delivery groups and boards focused on planned care,
diagnostics, urgent and emergency care and cancer.
Following a review of the Trust’s accountability
framework undertaken in spring 2026, as part of

the Trust’s Recovery and Turnaround programme, a
number of modifications to the PAF meetings are to
be implemented in the first quarter of 2026/27. These
include a revision of the meeting’s membership to be
executive led.

The Trust’s integrated performance report supports
discussion at board meetings and includes a wide
range of national and local performance indicators
grouped under the following themes:

e Collaboration and partnership

e A great place to work

e Recovering for the future

e Excellence and innovation in patient care.

These are accompanied by a narrative detailing

the contributory issues, actions planned to restore
performance, timeframes in which the actions are to
be undertaken, and identification of any key risks.

The integration of these indicators within a single
report provides an opportunity to triangulate indicators
and themes, which is made explicit within the
accompanying narrative and executive overview of the
report. This includes the continued incorporation of a
balanced scorecard to highlight key strategic successes,
opportunities, priorities and risks.

A review of the Trust's governance framework in
summer 2024 led the board to revise the frequency
of meetings. While the board has met less often since
April 2024, the Trust's integrated performance report
has continued to be produced monthly. A truncated
form of the report is shared with members in months
when the board does not formally meet, enabling
them to maintain oversight of key financial, workforce
and operational performance metrics.
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Overview of performance
2025/26

The 2025/26 year presented continued challenges in
achieving operational performance targets, reflecting
the pressures and demands faced by the Trust in
delivering quality healthcare services within available
human and financial resources.

The impact of these pressures was particularly evident
in the first half of the financial year, as performance
improvements made in 2024/25 across a number

of waiting times metrics slipped back, ahead of the
implementation of an in-year operational recovery
programme. This recovery programme focused on
improving elective waiting times, including diagnostic
waiting times, and was supported by targeted
investment. Despite these ongoing difficulties, the

Trust has made significant progress, particularly across
the second half of the financial year, across key areas
such as elective care, cancer services and operational
performance.

The Trust's response to maintaining operational

service delivery carries numerous risks which can affect
performance and impact patient care and service
performance. However, these are all monitored at
specialty, care group and corporate level, including
through the two associated risks relating to elective
and urgent care delivery articulated within the Trust's
board assurance framework. Both these mechanisms
help identify and plan appropriate actions and strategic
interventions to reduce the risk to service delivery and
impact on patients.

A high-level overview of possible risks and mitigations
to operational performance is provided below:

Risk

Mitigation

Failure to deliver on schemes to support operational
service delivery (e.g. annual winter plan), leading to
financial expenditure and reputational risk.

A robust schedule of planning throughout the year to
secure the success of interventional schemes. Schemes
are monitored through the Trust’'s executive board and
thematic delivery groups.

Emergency department (ED) demand is above forecast
levels, leading to an impact on performance and
cancellation of elective admissions.

Continuous review of ED activity, including ambulance
handovers, breaches, staffing, use of same-day
emergency care and acute medical unit and discharges
to support performance and alleviate capacity.

Increase in non-elective admissions above predicted
numbers, putting pressure on inpatient beds.

Non-elective admissions are forecast each year using a
detailed modelling process, which forms the basis for
our overarching winter planning.

Activity against the plan is monitored each month and
rebased each year as part of the annual planning cycle.
If admissions exceed planned levels, the Trust has a
range of measures in place to manage patient flow and
expedite discharge in times of peak demand.

Infection prevention and control (IPC) outbreaks,
leading to increased demand for services, increased
staff sickness and possible constraints on patient flow
depending on the severity of an outbreak.

The Trust has robust outbreak policies which detail
carefully thought-through actions which would be
implemented as required. In the event of a large-scale
outbreak or pandemic, the operational management
teams would dynamically establish processes to
manage and mitigate the incident. The Trust provides
a range of vaccination services across North, East and
West Devon. This includes seasonal offers such as RSV,
COVID and flu, as well as maternity vaccinations in an
outreach setting, which is effective in reducing levels of
influenza-type illnesses in the population.
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Risk

Mitigation

Industrial action results in minimal staffing numbers,
cancellations of planned activity and increased
pressures within urgent and emergency care.

There are escalation plans in place for any industrial
action, including rapid response to managing the
impact of cancelled activity and increased urgent and
emergency care pressures.

The Trust is well-versed and prepared with a good
structure in place for planning for industrial action
through its gold command structure.

Adverse weather conditions, such as snow and ice,
floods and high winds.

The Trust receives warnings of adverse weather from
the Met Office and health warnings from the UK
Health Security Agency (UKHSA). The Trust receives
additional information from a Met Office adviser

via the local resilience forum if the weather has the
potential to cause disruption.

The Trust has an adverse weather plan which can be
found on the emergency preparedness page of the
Trust intranet and covers all types of weather, including
heatwaves, snow and ice. The plan is reviewed each
year against national guidance, which corresponds

to Met Office cold weather alerts and "heat health
watch’ periods.

Partner agencies, such as GPs, social care and acute
providers, are unable to cope with increased demand,
resulting in patients diverting to the Trust.

This impact is frequently felt by acute and community
services, particularly, although not solely limited to,
holiday periods. Whilst shortfalls in care in other sectors
do pose a risk, this tends to be a gradual process rather
than a sudden collapse in any key area.

The Trust has extensive arrangements in place through
partnership working to identify shortfalls before they
occur so that the system can plan and implement
measures to mitigate any risks.
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The table below summarises the performance position
for 2025/26. Most notably, considerable progress has

been made in waiting times for elective care, with
a particular focus on our longest waiting patients,

diagnostic waiting times, and in the maintenance of
our cancer waiting times performance, thanks to the
dedicated efforts of Trust colleagues.

2024/25 2025/26

Indicator | Measure ______|Target | Trust _ East | MNorth | Trust st Notth

Proportion of incomplete 0 0 o
pathways less than 18 92% | 61.08% | 60.62% | 62.31% 62'76#’ 62'58h/° 63'24h/°
weeks (March) (March) (March)
Volume of patients waiting
Referral to | longer than 52 weeks on 1,990 1,300 690 (l\1/lir5:;1) (Mgz?rih) (I\/Izzi?:h)
treatment an incomplete pathway
waiting Volume of patients waiting 197 98 79
times longer than 65 weeks on 174 123 51 h h h
an incomplete pathway Dl |- (b))
Volume of patients waiting 23 23
longer than 78 weeks on 8 8 0 (March) (March) 0 (March)
an incomplete pathway
Proportion of patients 0 0 0
Diagnostics | waiting fewer than six 99% 63.50% | 59.44% | 74.22% ((5|\7/I3r2ch/; zhllgrih/()) ?l\llz?rih/())
weeks for a diagnostic test
Proportion of patients
waiting fewer than four
hours for treatment at the 0 0 0
d emergency department, 95% 70.02% | 73.28% | 61.41% Zl\(jlaélrzdf)) Z&;ih/; ?If/la7r3ch/())
Urgent an walk-in centre or minor
EMErgency 1 injury unit (system
Gl g performance)
Ttmes ; ;
Proportion of patients
spending longer than 12 4.11% 1.76% 7.80%
hours in the emergency (March) (March) (March)
department
Ambulance x;l]lggse?fdaeﬂbglgcgre6o 0 505 (Mar- | 382 (Mar- | 123 (Mar- 67 34 33
handovers minutes y 25) 25) 25) (March) (March) (March)
Cancer treatment started 0 0 0
within two months of 85% 73.4% 72.6% 76.5% 72589 i 72588 i 72592 i
e RaPliereiial (February) | (February) | (February)
Cancer . ,
28-day faster diagnosis 0 0 0 0 8332% | 84.11% | 81.23%
access standard 5% 81.5% 80.6% 84% (February) | (February) | (February)
72.15% | 71.09% | 75.29%
- () [ 0, 0
62-day general standard 85% 75.80% | 74.64% | 80.11% (February) | (February) | (February)
. Average daily count 141 96 45 155 113 42
o Crera [ (TR as a % of occupied 15.10% | 14.70% | 16.34%
t d 0 ) 0 0 . 0 . 0 . 0
0 reside beds 12.27% | 10.69% | 18.01% (March) | (March) | (March)
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Elective performance

Against an extremely challenging backdrop of an

8% year-on-year increase in referrals, the Trust
successfully ensured, in 2025/26, that referral growth
does not translate into waiting list growth, managing
to maintain its waiting list at around 71,000. This has
been supported by a targeted investment programme
across the second half of the financial year, enabling a
reduction of more than 5,200 patients on the waiting
list, whilst also maintaining focus on delivery of further
reductions in the volumes of patients with extended
waits for treatment.

Building on the improvements delivered in 2024/25,
the volumes of patients waiting 52 weeks or longer
have further reduced in-year by 736 (1,990 to 1,254),
whilst those waiting 40 weeks or longer have reduced
by 1,550 in-year (6,824 to 5,274). The proportion of
those on the waiting list who have been waiting 52
weeks or longer has reduced by 1.03% from 2.8% in
March 2025 to 1.77% in March 2026, against a Trust
target of 1.8% by 31 March 2026.

Overall, 18-week referral-to-treatment (RTT)
performance improved from 61.08% in March 2025
t0 62.76% in March 2026, against a Trust target

of 61.2%.

Collectively, these improvements in waiting times
performance have been driven by a multi-dimensional
programme. This incorporates planned increases in
the number of patients treated in outpatients and as
planned admissions, and because of improvements

in outpatient productivity and in clinical and
administrative validation. They have been supported
by both digital transformation and, where needed,
targeted investment to support additional activity.

Across the forthcoming financial year, the target is to
improve by a further eight percentage points to 70.5%
by March 2027, with further improvements planned

in both 2027/28 and 2028/29, in line with national
planning guidance.

Diagnostics performance

Similarly, there was a marked improvement in
diagnostic waiting times performance, with
performance improving from 63.5% of patients
waiting fewer than six weeks in March 2025 to
67.9% in March 2026. This improvement, which
reflected over 3,800 fewer patients waiting longer
than six weeks for a key diagnostic test at the end of
March 2026 than at the end of September 2025, was
supported by a focused investment and improvement
programme implemented across Q3 and Q4.

This programme delivered additional capacity

across multiple diagnostic modalities, including
echocardiography and non-obstetric ultrasound, and
supported the Trust’s longer-term capital investments
to deliver increased endoscopy capacity at Tiverton,
and imaging capacity at the Community Diagnostic
Centre (Nightingale Hospital). In addition, following
the transfer of a specialist audiology service to the
Trust from the independent sector in April 2025,

a service transformation plan was implemented,
resulting in a significant improvement in waiting times
for audiology diagnostics.

Within the Trust-wide improvement in diagnostic
waiting times performance, there has been an in-year
increase in waiting times in the Trust’s Northern
services, with six-week performance reducing from
74.2% in March 2025 to 61.5% in March 2026.

This has reflected an increasing capacity and demand
mismatch within a number of imaging modalities. As
a short-term measure, the Trust has secured additional
capacity using agency and outsourced staffing, ahead
of recruitment to additional radiographer staff.

In response to national planning guidance, additional
diagnostic improvement actions are planned in
2026/27 to deliver a further improvement in waiting
times performance towards the 99% national target.
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Cancer performance

Against the backdrop of heightened referral growth
(itself at an elevated level for urgently referred
patients), cancer performance has been maintained
throughout the year. The proportion of patients
receiving a diagnosis within 28 days of referral
improved from 81.5% in March 2025 to 83.32%

in February 2026, exceeding the Trust's target of
80.73%. The proportion of patients starting cancer
treatment within 62 days of referral was 72.9% in

February 2026 (compared to 75.49% in March 2025).

The securing and usage of additional activity,
insourcing and outsourcing, have respectively
underpinned the sustained levels of performance.

Urgent and emergency care

The 2025/26 year has been another exceptionally
challenging year for urgent and emergency services,
marked by both increasing demand and increasing
challenges in terms of securing onward care for
patients on discharge. As a result, the latter has
consistently seen one in seven beds (and at times
one in five) being occupied by patients medically
ready for discharge. This demand has been replicated
across both sites, although often heightened on the
Northern site, and has seen the Trust enter the highest
operational status (OPEL 4) on multiple occasions

(55 days in Eastern services and 76 days in Northern
services) across the financial year.

Alongside supporting system initiatives to address
discharge delays, the Trust has, in response to these
pressures, focused closely on improving the timeliness
of ambulance handovers, emergency department (ED)
four-hour performance and reducing the occurrence of
12-hour breaches. This has included enacting several
Trust-wide initiatives designed to recover patient

flow, including the multi-agency discharge events
(MADE), and to ensure high-quality care remains
uncompromised.

Despite the increases in emergency demand and the
challenges of operational flow within the hospitals in
Exeter and Barnstaple, the timeliness of ambulance
handovers at both hospitals has continued to improve
throughout 2025/26 — consistently taking less than
the national target of 30 minutes, with a range of
initiatives implemented during the year. These

have included the timely handover policy, and direct
ambulance access to the Medical Assessment Unit at
NDDH for expected patients.

In January 2026, the Trust opened an expanded
same-day emergency care (SDEC) capacity at RD&E
(Wonford), which will help reduce pressure on
inpatient beds for all services and enable larger
volumes of patients to receive care without requiring
formal admission. Alleviating the pressure in the

ED specifically will enable those with urgent care
needs to be seen more quickly and improve patient
flow through the hospital. Whilst in the early days
of implementation, the Trust is continuing to review
the impact of the expanded facility, identifying
opportunities to extrapolate learning more widely
within the hospital, and to refine patient pathways so
as to maximise patient benefit.
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considering the Trust’s financial performance. As in
previous years, technical items include depreciation on
donated assets, donated income in respect of assets,
impairments and reversal of impairments.

Financial performance

Financial analysis
The 2025/26 impairment charge of £11.0m relates
to a change in valuation of the Trust’s buildings and
dwellings from the interim revaluation undertaken by
professional external valuers. Note 16.3 within the
accounts discloses greater information.

The Trust reported a net deficit of £44m, excluding
technical accounting adjustments as set out in note 31
of the annual accounts. A number of items classified as
technical are excluded by NHS England (NHSE) when

The Trust's income and expenditure performance for the year:

Plan Actual Variance
f'm £'m £'m
Income
Patient care income 1,095.6 1,132.2 36.6
Operating income 144.0 133.1 (10.9)
Total income 1,239.6 1,265.3 25.7
Employee benefits expenses (811.1) (843.4) (32.3)
Other operating expenses (417.5) (461.6) (44.1)
Total operating expenditure (1,228.6) (1,305.0) (76.4)
PDC (14.3) (14.0) 0.3
Interest receivable 2.3 2.0 (0.3)
Interest payable (2.2) (2.3) 0.1)
Other gains and losses - -
Net deficit as per annual accounts (3.2) (54.0) (50.8)
Ssg:(e)\cliea;zzital donations, grants and donated asset 3 10.0 6.8
e s e e defit - @0 @0
Savings
DBV and system
Delivering best value (DBV) year-end Plan savings Variance
statement
£m £m £m
Recurrent
Income 4.3 1.5 (2.8)
Pay 22.2 2.9 (19.3)
Non-pay 21.2 34 (17.8)
Total recurrent 47.7 7.8 (39.9)
Non-recurrent
Income 43 1.5 (2.8)
Pay 22.2 2.9 (19.3)
Non-pay 21.2 34 (17.8)
Total non-recurrent 47.7 7.8 (39.9)
Total savings 68.8 394 (29.4)
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The under-delivery of the savings programme, and
over-reliance on non-recurrent delivery, has been of
significant concern for the Trust. In response, the
Trust has engaged additional support through the
appointment of a turnaround director, reviewed
and re-designed the Trust’s savings programme
architecture and resourcing, and re-developed the
Trust's over-arching governance framework. The
expectation is that these improvements will deliver
an improved recurrent savings delivery in 2026/27
and beyond.

Fees and charges (income generation)

Costs associated with fees and charges that are
levied by the Trust are set in note five within the
annual accounts.

Capital

The Trust’s capital expenditure programme fully
utilised its capital funding allocations.

Capital expenditure of £101.7m was successfully
invested within the financial year. This included
replacing equipment and digital assets when they
reached the end of their operational life; updating
and improving the Trust's estate infrastructure; and
strategic capital developments to provide greater
capacity — e.g. investment and development of
community diagnostic centres.

Environmental matters

For information about our delivery of the green plan
and other environmental matters please see the
sustainability report on page 122.

Other matters

The Trust does not have any overseas operations. The
Trust does not have any important events since the
end of the financial year that require disclosure in the
annual report.
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Our people

Our workforce remains central to the delivery of safe,
high-quality care in an increasingly complex operating
environment. In recent years, there has been a
sustained national focus on the NHS workforce, driven
by increasing demand and the need to deliver services
differently. While numerous initiatives have been
introduced over time, there is now clear and consistent
recognition that our workforce is fundamental to the
long-term sustainability of the NHS. This is reflected

in the NHS 10 Year Plan, which places people at the
heart of future service delivery and transformation.

This focus comes at a time of increasing financial
constraint across the NHS. The Trust continues to
balance growing demand for services with the need
to operate within a challenging financial environment.
This has required tighter control of workforce growth,
including strengthened vacancy control processes,

use of temporary staffing and a continued focus on
productivity, skill mix and affordability, with the need
to transform our services as a key enabler to delivering
against those financial constraints.

Looking ahead to 2026/27, targeted actions including
the voluntary redundancy scheme will support the
Trust to reduce workforce costs in certain areas,
aligning with the Trust’s wider financial recovery plans
as set out in the finance section of this report. Against
this backdrop, our ambition to be a great place to
work remains central to our strategy, recognising

that a supported, engaged and well-led workforce is
essential to delivering high-quality care both now and
in the future.

The NHS People Promise continues to underpin

our employee value proposition, shaping how we
want colleagues to feel about working for the Trust
and guiding our approach to leadership, inclusion,
wellbeing and development. Our people remain our
greatest asset, and supporting them to feel safe,
valued and able to do their best work is essential to
the delivery of high-quality patient care.

During the year, the foundations have been laid to
revolutionise how NHS colleagues access people
services across Devon through the delivery of wave 1
of the People Digital programme, including the go-live
of the Employee Virtual Assistant (EVA). EVA provides
a single digital front door for people services, enabling
colleagues and managers to access guidance, submit
enquiries and track progress in real time. The launch
of wave 1 is a key enabler to greater automation and
improved and streamlined processes, ensuring our
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employee data is truly accurate with the introduction
of ‘golden records’ to improve workforce management
and ultimately enhance employee experience in

the future.

Alongside digital transformation, the Trust has
strengthened its approach to leadership and
management development, recognising the pivotal
role managers play in staff experience, engagement
and retention. Leadership development activity has
increasingly focused on practical people management,
with bite-size development sessions, reflecting the
time constraints in the operating context. Key skills
have included compassionate leadership, psychological
safety, managing performance and having difficult
conversations, equipping leaders to support teams
through sustained operational and financial pressure.

Equality, diversity and inclusion remain integral to

the Trust’s strategic direction, with a clear emphasis
on practical impact rather than policy alone. Staff
networks have continued to mature and play an

active role in shaping organisational understanding,
providing peer support and influencing improvements
to guidance, training and decision-making. This has
helped ensure that the lived experience of staff informs
how the Trust designs and delivers its people practices.
A key area of progress has been the Trust’s work on
neurodiversity.

Over the year, this has included expanded awareness
training, clearer guidance for managers, improved
access to support and the development of
neurodiversity champions across services. This work
has supported earlier conversations about reasonable
adjustments, reduced barriers for neurodivergent
colleagues and contributed to more inclusive working
environments. The strength and impact of this
programme has been recognised externally, with the
Trust receiving a high commendation at the HPMA
Excellence in People Awards for its Neurodiversity at
Work Programme.

By building on the strong foundations established
through the launch of EVA, maintaining disciplined
and sustainable workforce management, and
continuing to invest in leadership, inclusion and staff
experience, we will create the conditions for our
people to thrive. Through this focus, the Trust aims to
support a workforce that feels empowered, valued and
equipped to deliver high-quality, compassionate care
for patients, now and into the future.
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Health inequalities

Introduction and context

NHS foundation trusts are primarily required by
the Health and Social Care Act 2006 and the
Equality Act 2010 to reduce health inequalities.
Guidance information for NHS providers on their
legal duties is here, and the revised NHS statement
requirement is here.

In 2025, NHS England strengthened the guidance for
the statement, requiring providers to have greater
depth of insight and action on health inequalities.

This is the first year in which NHS bodies are required
to include the new statement requirements in their
annual reports. This statement sets out the progress
the Royal Devon has made in:

e |dentifying population health needs
e Addressing data quality issues

e Analysing inequalities in healthcare access,
outcomes and experience

e Using information to inform targeted action and
service improvement.

Annex one provides a self-assessment against the
key lines of enquiry in the NHS England guidance,
and annex two provides reporting against the
measurement framework. Annex three provides an
example of how the Trust is evaluating the impact
of two of its most effective health inequalities
programmes — high-intensity user (HIU) and
neighbourhood flow.

Understanding health inequalities in
our population

Population context and inequality profile

The Trust serves a population of around 620,000
people across Northern, Eastern and Mid Devon,
covering over 2,000 square miles of urban, remote and
coastal communities. This geography creates distinct
inequality patterns driven by age, rurality and barriers
to access to services.

The key characteristics shaping health inequalities in
our population include:

e Ageing population: Devon has an older age
profile than England, with the population aged
>75 projected to increase from 13.7% in 2024 to
18.4% by 2043. Nearly half of the years lived after
age 65 are spent in poor health.

e Deprivation gradients:

+ Around 40% of the Northern Devon
population live in index of multiple deprivation
(IMD) quintiles 1 and2 (most deprived), with
concentrated deprivation in llfracombe,
Barnstaple and Bideford.

+ Eastern Devon is more affluent overall but
contains pockets of deprivation in Exeter,
Tiverton, Honiton and Exmouth.

e Life expectancy gap: The life expectancy gap
between the most and least deprived communities
in Devon is approximately 6.2 years for men and 3.9
years for women. Circulatory disease, cancer and
respiratory conditions are the primary contributors,
all aligning with Core20PLUSS5 clinical priority areas.

e Rural and coastal disadvantage: Remote, rural
and coastal geography creates additional access
challenges not captured by deprivation indices
alone. The chief medical officer's 2021 report
highlighted the substantially higher burden of
physical and mental health conditions present in
coastal communities, directly relevant to the Trust's
northern seaboard.

These patterns are associated with earlier onset of
long-term conditions, higher emergency admission
rates, lower screening uptake and later presentation,
particularly within Core20PLUS5 populations.
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To illustrate this differential, the chart below shows the

total acute tariff cost per person by deprivation quintile
(Source: Devon ICB Integrated Delivery Plan 2026).

Total acute taritf cost per person (Devon ICB)
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How we understand our population

The Trust draws on a range of intelligence sources to
understand health inequalities within its population.
Some of the most common examples are:

Routine disaggregation of waiting times, outpatient
activity and did not attend (DNA) rates by
deprivation, age, sex and ethnicity

A Trust-wide health inequalities dashboard
providing baseline analysis by IMD and ethnicity,
aligned to Core20PLUS5 methodology and available
across care groups and clinical services

A dedicated DNA dashboard integrating DNA rates
by service, specialty, deprivation, ethnicity, rural and
urban classification and distance travelled

Population health management segmentation and
utilisation analysis within targeted programmes, and
to inform commissioning decisions

The Epic module — social determinants of health
(Compass Rose) — operates across all pathways

and enables front-line practitioners to capture
information about an individual’s social, mental and
physical needs

N F bt | it 5t i ned

Partnership-derived intelligence through One
Northern Devon and One Eastern Devon Local Care
Partnerships, NHS Devon ICB (One Devon dataset),
Devon County Council and the Devon public
health data

Voluntary and community sector engagement and
lived-experience insight.

Structured mechanisms for capturing lived
experience include:

VCSE engagement

Specific projects — for example, Poverty Truth
Commission, Ministry of Justice and NHS
probation pilot

Social determinants of health conversations within
Closing the Gap pilots.

Systematic inequality-segmented PROMs/PREMs
analysis is in development. Discussions with the patient
experience committee on a structured approach to
disaggregated reporting are planned during 2026/27.
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The Trust’s health inequality strategy and approach are
underpinned by a proven methodology — the double
diamond approach — which originated from the design
council (shown above).

This approach combines quantitative data of a
Core20+5 cohort with lived experience, testing
identified challenges with those directly affected
alongside service providers, particularly where change
is required across organisational boundaries.

Digital exclusion represents a significant and
under-measured access barrier, which is particularly
important when the key indicator for digital exclusion
is no longer age but deprivation. The Trust delivers
over 300,000 online appointments annually, and

this will increase. As more services switch to online
delivery, it increases the importance of providers
understanding who cannot access services in this way.
Work is underway, in partnership with the digital
committee, to develop a more systematic approach
to mitigating digital exclusion and its impact on
access and outcomes. This is identified as a priority to
progress during 2026/27.

Children and young people experience health
inequalities through distinct social determinants that
differ significantly from those affecting adults. The
Trust has supported innovative children and young
people (CYP) mental health work in both Northern and
Eastern Devon to prevent exclusion, support mental
health resilience for children from families in poverty,
and facilitate transitions to secondary school, though
ICB funding reductions will cease these schemes.

The government’s family hub programme is being
aligned to the neighbourhood development: as a
provider serving both populations, the Trust will
ensure that it internally joins up our participation and
contribution to both agendas.

People with a learning disability and autism face
well-evidenced inequalities in access, health outcomes
and life expectancy. Systematic disaggregated analysis
by learning disability or autism status is not yet
possible within the Trust's current data; improving
visibility of this group is a development issue for
2026/27, informed by LeDeR (Learning from Lives and
Deaths — People with a Learning Disability and Autistic
People) reviews.

Data quality and improvements

The Trust recognises that robust inequality analysis is
dependent on reliable data. During 2025/26:

e Deprivation, age and sex data were applied
consistently across operational reporting

e Ethnicity completeness declined from 9%
unknown to 11%, limiting robust ethnicity
disaggregated analysis.

The Trust acknowledges material limitations in the
quality of data on health inequalities being collected
across its care delivery portfolio. These will require
strengthening before insights can be drawn.
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Deprivation, age and sex data provide the strongest
foundation for analysis and are applied consistently
across operational reporting. The Trust publishes
analysis of elective waiting times and DNA rates
disaggregated by deprivation and ethnicity in line with
NHS England expectations on inclusive recovery.

Drawing on the diagnostic completed in 2025/26,
improvement activity in 2026/27 will target the
highest-volume services with the greatest recording
gaps, working with service leads to improve ethnicity
recording at the point of contact, including staff
training and patient engagement. Progress will be
tracked through the quality committee using the
unknown ethnicity rate as the primary indicator.

The Trust will engage with NHS England's regional
benchmarking framework to inform further action.

The Trust is developing an intersectional, place-based
approach to understanding health inequalities, using
multi-source data, including JSNA, primary care and
PHM data, public health intelligence, the One Devon
dataset and Trust activity data, as well as community
insights, to identify priority populations and localities.
Early work in Littleham in Exmouth, supporting the
respiratory neighbourhood pilot, is translating this
insight into recommended actions and presenting
opportunities for targeted workstreams, including DNA
reduction and community flow.

This builds on learning from Ilfracombe and establishes
a consistent model for linking population data to
delivery where it can have the greatest impact. More
intersectional analysis across multiple characteristics is
planned for 2027/28 as data quality improves.

Understanding inequalities in access,
experience and outcomes

Routine disaggregation of elective and urgent care
data demonstrates:

e The emergency admission risk is approximately 2.5
times higher in the most deprived quintile

e Over £50m annually in emergency expenditure
associated with preventable or stabilisable
conditions

e A narrowing of the elective waiting time gap
between most and least deprived patients from 3.3
weeks to 2.5 weeks during 2025/26.

This confirms that inequality is a material driver of
demand, productivity pressure and cost.

Using health inequality information

Increasingly, the Trust is systematically using health
inequalities insights to inform service improvement,
pathway design and investment decisions, increasingly
aligned to the Trust's ‘delivering best value’ priorities.
This statement focuses on how information on health
inequalities is identified, analysed and used to inform
decision-making, rather than setting out a separate
delivery strategy.

While measurable improvements in service utilisation
and access are now evident, translating these

into sustained improvements in population health
outcomes remains a longer-term objective of

this approach.

Operational delivery and service redesign

Over the past two years, the Trust has moved from
developing insight on inequality-related variation
to applying that insight within operational delivery.
Inequality intelligence is now embedded within:

e Planned Care, UEC and community
operational forums

e Performance and assurance frameworks
e Delivering best value decision-making.

The following examples demonstrate how the Trust’s
health inequalities programmes and pilots have
become embedded into business-as-usual delivery:

e High intensity use (HIU). This pilot demonstrated
a 59-71% emergency department (ED) attendance
reduction at both NDDH and RD&E. Once recurrent
ICB funding was secured, this service is now
managed by the Medicine Care Group

e Neighbourhood flow. This programme
demonstrated a 41% readmission reduction
over three years; a validated 3.65:1 return on
investment. The sustainability of this programme is
now being reviewed by the urgent care board as an
enabler of a neighbourhood care model.

The impact evaluation of these schemes is
contained in annex three, showing how we reduced
avoidable acute admissions through the provision of
targeted support.

e Waiting times equity. Routine disaggregation of
elective waiting times by deprivation has enabled
the Trust to demonstrate a sustained narrowing of
the gap between most and least deprived patients
from 3.3 weeks in December 2024 to 2.5 weeks by
November 2025, with the gap as low as one week
during spring 2025.
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Because this data is presented to the Outpatient
Improvement Group and shared with clinicians, there is
a far greater awareness of the impact of deprivation on
higher DNA rates, which, in turn, makes us think about
how to reduce barriers to access on an individual basis.
Tracking the data (see annex 2) enables meaningful
assurance that elective recovery has not widened
inequality in access.

Linking and triangulating data: prevention
and pathway improvement

The Trust's business intelligence function supports:

Linked primary and secondary care analysis within
high intensity use and neighbourhood flow
programmes

Population health management segmentation
to inform targeted commissioning and VCSE
investment

DNA analysis incorporating deprivation, ethnicity,
rurality and distance travelled.

In 2025/26, the Trust launched key programmes
that were driven by insights from health inequality
intelligence. They were:

Treating tobacco dependence (TTD), inpatient,
outpatient, emergency and maternity pathways. The
Trust was commissioned to use its appointment and
admission touchpoints with patients to help them
reduce tobacco dependence.

Targeted cancer screening outreach in deprived
communities. Analysis of National NHSE and OHID
screening uptake data demonstrates consistently
lower participation in breast, cervical and bowel
screening among more deprived communities
compared to the least deprived. The Trust was
commissioned to use its effective partnership
forums, primary care networks and community
infrastructure to deliver targeted activity to support
increased uptake in under-screened populations.

ED social prescribing pilot informing a stepped
neighbourhood model. A nine-month pilot
embedded a social prescriber within the RD&E
(Wonford) ED, supporting 196 patients whose
attendance was primarily driven by non-clinical
factors. Independent evaluation identified a
25-30% reduction in ED reattendance in the month
following intervention.

This represents a partial but material step toward
system wide linked inequality analysis, assessed
as partially addressed against the key lines of
enquiry (KLOEs).

Summary

The programmes described in this statement reflect

a sustained shift in how the Trust understands and
responds to health inequalities. High-risk cohorts
have been identified, and targeted interventions have
demonstrated measurable impact.

The evidence base has strengthened considerably
during 2025/26:

e HIU and neighbourhood flow have been subject
to independent evaluation and validated business
case review and are now established within
operational delivery

e TTD demonstrates how prevention can be
embedded within routine clinical pathways

e Whilst cancer screening remains at an earlier stage
of implementation, progress is expected during the
coming year

e ED social prescribing has demonstrated proof
of concept and informed the design of a more
integrated stepped model

e The Trust's waiting times analysis provides
assurance that elective recovery has not widened
deprivation-related inequality.

Governance, accountability and
assurance

Board of director accountability

The Trust exercises statutory accountability through:
e Executive director lead for health inequalities

e Six-monthly quality committee review

e Annual report to the public board of director
meeting (Q4)

e Integration of inequality considerations into service
change and investment decisions.

Health inequalities are currently reported through
the six-monthly quality committee review and annual
board reporting. As our approach matures, the Trust
will seek to embed health inequalities data more
consistently into routine public board performance
reporting during 2026/27.

Within the Trust's delivering best value programme,
inequality-related initiatives are assessed against
financial impact, delivery readiness and equity effect,
ensuring the statutory duty and the operational
imperative remain aligned.
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Inequality insight is reviewed through board and
quality committee governance, translated into
operational oversight through service-level forums,
and informs targeted interventions, including DNA
improvement, HIU and neighbourhood flow.

Partnership and place-based governance

To be effective, all health inequality and prevention
interventions must be approached in partnership with
the population and our partners. To recognise this,
the Trust also supports its directors to commit to the
following additional areas of accountability:

e Trust directors are co-chairs of both One Northern
Devon and One Eastern Devon Local Care
Partnerships.

e During 2025/26, and as co-chairs, the Trust
representatives facilitated the investment of £822k
of devolved ICB population health and health
inequalities funding, almost double the £436k
managed in 2024/25. This was, alongside additional
funding leveraged through partners, including
Devon County Council and the National Lottery.

e These co-chairs also represent the LCPs and Trust
at the Northern Devon Neighbourhood Steering
Group, the Eastern Devon Neighbourhood
Steering Group and the Devon ICB Neighbourhood
Development Group.

e Directors represent the Trust at the Exeter Place
Partnership.

e Trust directors attend the Devon Health and
Wellbeing Board.

e Trust directors attend the Better Care Fund
Leadership Group, ensuring funding decisions
align with the fund's aims and support the delivery
of integrated and effective neighbourhood
models of care.

e Trust directors attend both primary care
collaborative boards (north and east) and the
Devon LMC.

One Northern Devon (OND)

The OND partnership is chaired by the Trust director
of strategy and a local business owner. There is a
clear programme of work, and delivery is overseen
and supported by board members representing
every partner, private, public and voluntary sector, in
Northern Devon.

The board maintains a clear focus on Ilfracombe, the
most deprived town in Devon, concentrating collective
effort where need is greatest. Five targeted initiatives
are underway:

e A health and justice pilot funded by the Ministry of
Justice and NHS England, supporting 50 people on
probation experiencing multiple disadvantages

e The llifracombe Poverty Truth Commission,
which has completed its first phase with 15
initiatives agreed to improve outcomes for people
experiencing poverty

e Participation in the Coastal Navigator Network
with a particular emphasis on skills, employment
and health

e The llifracombe Task Force, which is focusing on
the housing, employment and environmental
wider determinants of health and wealth in this
population

e Embedded mental health support in an
lIfracombe junior school, where 40% of pupils
experience poverty.

The work in Northern Devon also addresses economic
inactivity as a driver of health inequality. Over 20% of
the working age population in North Devon are not

in work due to long-term health conditions — a figure
that drives both acute demand and GP pressure. The
Trust is working with the DWP through the Ilfracombe
health and justice pilot to address the intersection of
worklessness, deprivation and health, and is actively
seeking to strengthen this collaboration as the
neighbourhood agenda develops.

Alongside these pilots, OND has supported outreach
and inclusion activity through trusted community
settings to reduce barriers to access for people
experiencing homelessness, addiction and multiple
disadvantages.

Place-based community development continues
through the One Communities model across seven
towns in Northern Devon, supported by a £650k
National Lottery-funded programme in its second year.

OND has also supported the Ministry of Local
Government Communities and Housing regeneration
capital investment to enhance the health and
well-being offering in Bideford. The creation of

a Health and Wellbeing Hub alongside an NHS
England-funded Community Diagnostics Centre lays
the foundation for an effective Neighbourhood Hub in
Torridge.

Early engagement is also underway on a One Public
Estate business case in lifracombe, reflecting the
Trust's longer-term interest in shaping physical and
community infrastructure to support health and
prevention.
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One Eastern Devon (OED)

In 2025, OED published a health inequalities
strategy providing a shared framework for aligning
neighbourhood priorities, prevention activity and
partner investment.

The Eastern Devon health inequalities fund was
deployed across five priority themes:

e Core20PLUS5 and high-need patients

e Mental health

e Healthy ageing and long-term conditions
e \Wider determinants of health

e Connected communities and partnership
infrastructure.

The Eastern Primary Care Collaborative Board has
strengthened alignment with primary care during
2025/26, with PCN leaders more closely engaged with
the Royal Devon.

ICB population health management devolved
resources have supported the development of Health
and Wellbeing Alliances across 11 communities — a
network of locally rooted partnerships connecting LCP
priorities to neighbourhood action.

Aligned to the One Communities model in Northern
Devon, these represent an important investment in
the community infrastructure on which sustainable
neighbourhood health delivery depends.

Exeter Place Partnership

The Exeter Place Partnership brings together NHS, local
authority, VCSE and community leaders focused on the
wider determinants of health in Exeter.

The Trust is represented on the healthy lives action
group alongside DWP, Sport England, Exeter City
Council and the University of Exeter, with current
priority attention on barriers to physical activity in the
five most deprived communities in Exeter.

Neighbourhood readiness and forward
view

Both North and East Devon submitted bids to
participate in the national neighbourhood health
programme. While unsuccessful, the rapid
engagement with primary care, DPT, social care
and VCSE has laid the foundations for second-wave
proposals.

The funding context for 2026/27 is uncertain:
there is currently no confirmed ICB allocation for
neighbourhood health investment at place level,
representing a material risk to the sustainability of
existing programmes.

The Royal Devon health inequalities
strategy delivery and awareness

The Trust hosted a health inequalities symposium in
July 2025, bringing together more than 75 clinical and
operational stakeholders to hear from expert speakers,
including Sir Michael Marmot and the Healthcare
Financial Management Association (HFMA).

Feedback indicated improved understanding

among clinicians and operational leaders of how
inequality-driven demand presents within services and
the actions available to address it.

The subsequent community of practice has
provided a sustained forum for cross-team learning,
enabling colleagues from maternity, urgent care,
community services and primary care partnerships
to share emerging evidence and apply it to practical
pathway changes.

Development priorities

The development priorities reflect an organisation
maturing its approach and rapidly achieving more
effective interventions.

The foundations — population insight, targeted
programmes, partnership infrastructure and
governance — are in place.

The system-wide transition toward neighbourhood
health, prevention and earlier intervention, as set
out in the NHS 10-Year Plan and underpinned by the
medium-term financial plan, provides the framework.

The Trust's contribution to narrowing the healthy

life expectancy gap and improving outcomes for
Core20PLUS5 populations will increasingly be delivered
through neighbourhood-based models, with local care
partnerships as the primary vehicles for place-based
prevention and coordination.

A summary of the Trust's priorities is listed below:
e Improve ethnicity data completeness

e Progress embedding of Core20PLUS5, with CVD
as the priority clinical area for initial development
in 2026/27

e Develop place-based intersectional analysis
using existing data sources, with more advanced
multi-characteristic analysis planned for 2027/28

e Begin scoping an approach to PROMs/PREMs
inequality segmentation through discussions with
the patient experience committee

e Align commissioning intentions (evidenced from
PHM data) with our proven neighbourhood
models and make the case for scaling where
funding allows.
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To underpin these priorities, the Trust will develop

a more coordinated approach to health inequalities
governance during 2026/27, providing clearer
oversight across operational and clinical directorates
and strengthening the assurance narrative to the board
and quality committee.

These priorities are owned within the Trust's
governance structure, with progress tracked through
six-monthly quality committee review and annual
board reporting.

The Trust confirms that this statement has been
assessed against the NHS England November 2025
KLOEs and reflects an organisation moving from
establishment to consolidation and embedded delivery.

This statement confirms the Trust’s compliance with
Section 13SA duties and NHSE's 2025 requirements on
information relating to health inequalities.

The following annex information in support of

this health inequalities section of the annual

report can be found within the 2025/26 health
inequalities report here on the Trust website:
https://www.royaldevon.nhs.uk/media/afrderuq/
health-inequalities-report-2025-26.pdf

e Alignment to NHS England KLOEs
e Data annex

e Evaluation of HIU and community and
neighbourhood flow (Royal Devon BI team).
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Equality performance

Our mission — to work together to help you

stay healthy and to care for you expertly and
compassionately when you are not — is at the heart
of everything we do. Inclusion is central to this
values-driven approach and is critical to achieving
our mission.

We strive to foster a strong sense of belonging for
everyone, regardless of background or identity, and
to recognise and value both visible and invisible
differences. For us, inclusion means proactively
meeting the diverse needs of individuals and creating
environments where everyone feels respected, valued,
safe, trusted and empowered to reach their full
potential. We acknowledge there is still much to learn
and achieve; however, our commitment is unwavering,
because it is the right thing to do for our people, our
patients and the communities we serve.

We are committed to ensuring that no person
(colleague, student, patient, service user or member of
the public) receives less favourable treatment because
of one of the nine protected characteristics outlined in
the Equality Act 2010. These are race or ethnicity, age,
disability, nationality, gender, gender reassignment,
sexual orientation, religion or belief, and marriage or
civil partnership.

Our board of directors recognises that inclusion is
fundamental to our efforts across organisational
development, culture change, service improvement
and public engagement. While maintaining a focus
on protected characteristics is essential, we also
understand that other barriers, such as socioeconomic
status or digital exclusion, can impact equality of
access and experience. Our approach is therefore
informed by this broader understanding.

To ensure our efforts are meaningful and
evidence-based, we regularly monitor key data and
indicators, including those required for national

and statutory reporting, as detailed in our equality
report. However, we also go beyond these minimum
requirements by examining demographic data across
multiple contexts. For staff, this includes data on
formal and informal case resolution, experience
surveys, and pay gaps beyond gender. In relation to
patient experience, the Trust has begun collecting
demographic information for complainants, including
whether reasonable adjustments are required for
dementia or learning disabilities. Demographic
information is also collected through feedback
submitted via friends and family cards.

Aligned to the Public Sector Equality Duty, our equality,
diversity and inclusion aims focus on enhancing
experiences for everyone at the Trust, including
patients, carers and staff, in line with our values and
aspirations for inclusivity. This ensures that services are
demonstrably inclusive and enable equality of access
for all and create an environment in which our staff
feel a strong sense of belonging and can flourish and
progress on an equal basis.

We know that the needs of our people, patients and
communities are changing, and we are adapting how
we work to reflect this. For our workforce, this includes
regular executive-led listening sessions, an evolving
cultural offer with external speakers, and a continued
focus on working collaboratively. For patients, we are
improving access and experience through practical
changes, including a new and improved translation
service for people whose first language is not English,
and the introduction of a changing spaces facility at
our main eastern site, alongside the existing facility in
our northern locality.

Progress on the New Hospitals Programme is also
continuing and is expected to improve accessibility and
patient experience in northern services, where parts of
the estate are older.
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Social, community,
anti-bribery and human rights
issues

We are committed to ensuring that services are
accessible, appropriate and sensitive to the needs of
the whole community, with a workforce representative
at all levels of the population it serves.

The Trust is working hard to deliver services to patients
and colleagues that reflect equality, diversity and
inclusion in all areas and respect for human rights. This
is in accordance with the requirements of the Equality
Act 2010, the Workforce Race Equality Scheme
(WRES), the Workforce Disability Equality Scheme
(WDES) and gender pay gap reporting. Action plans

to identify and address issues related to WRES, WDES
and gender pay reporting are monitored by the board
and the inclusion steering group, chaired by the chief
executive officer.

We are committed to ensuring the advancement of
equality of opportunity between different groups,
whether they are people who work for us or the
patients and communities we serve. As a public board
of directors, we believe it is our duty to work towards
eliminating discrimination and help foster positive
relations between the groups that make up society.

Our work with local care partnerships, with our health
and social care partners and the voluntary, community
and social enterprise sector seeks to address health
inequalities and is carried out in accordance with the
Equality Act 2010.

Throughout 2025/26, the board has remained
committed to maintaining an honest and open
atmosphere, ensuring that all concerns involving
potential fraud have been identified and investigated
in line with the expectations of the NHS Counter
Fraud Authority. In any such cases, appropriate civil,
disciplinary and criminal sanctions have been applied,
where guilt has been proven to the required standard.

The Trust engages ASW Assurance to provide a
suitably qualified and nominated local counter fraud
specialist (LCFS) to support its work in this area. This
has helped to create an anti-fraud culture, including
a new counter fraud champion role held by the
operational director of finance, which has enabled
deterrence and prevention measures to be embedded
in the organisation, which forms part of the annual
counter fraud report summarising counter fraud
activity and outcomes during the year.

The Trust’'s audit committee agrees the annual work
plan for the LCFS and receives routine reports on
progress against its delivery. The committee has agreed
the Trust’s policy for dealing with suspected fraud,
bribery and corruption. The Trust submits an annual
self-assessment about its counter fraud arrangements
and work against the Government functional standard
— GovS 013: Counter Fraud to the NHS Counter Fraud
Authority.
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ACCOUNTABILITY REPORT

Quality governance reporting

National patient surveys

During 2025/26, the Trust reviewed results from the
national patient surveys published during the year.
These included surveys reflecting patient care delivered
in 2024. National surveys are a vital opportunity to
hear the views of patients, families and carers. They
provide consistent feedback on patient experience and
allow comparison with other NHS organisations.

Overall, the results show that patient experience across
the Trust is broadly in line with national averages

and, in several areas, the Trust performs better than
average. Importantly, no survey identified performance
that was worse than expected.

A breakdown of the individual national patient survey
results and key findings is set out below.

The Children and Young People’s Experience
Survey 2024 showed experience broadly in line with
other Trusts, with strengths in staff communication,
feeling listened to, and clear explanations following
procedures. Areas for improvement mainly related

to waiting environments, play and activity provision,
noise, and Wi-Fi access. Actions are already underway,
including improved communication in waiting areas,
enhanced play provision, noise-reduction initiatives,
and the opening of a new purpose-built Children’s
Emergency Department at the Royal Devon and
Exeter Hospital.

The CQC National Inpatient Survey 2024 reported
strong performance, with 11 questions rated above
average and no areas rated worse than expected.
Strengths included accessibility, cultural awareness
and explanations around ward moves. Improvement
focuses on discharge information, post-discharge
support and reducing night-time noise, building on an
already positive inpatient experience.

The CQC Maternity Survey 2025 demonstrated
consistently positive experiences, with many areas
scoring above the national average, including
continuity of care, feeding support and attention to
mental wellbeing. One area for improvement related
to partner or companion stay following birth. This
has been addressed through the introduction of 24/7
partner-staying arrangements and further actions
developed with the Maternity and Neonatal Voices
Partnership.

The National Cancer Patient Experience Survey
2024 showed particularly strong results, with no
areas scoring below expected levels and many rated
above the upper expected range. Patients reported
high levels of confidence, clear communication, and
strong support across the cancer pathway. Ongoing
improvement focuses on strengthening information
about long-term effects, community support and
emotional wellbeing.

Alongside national surveys, the Trust has reintroduced
an internal inpatient survey across adult inpatient
wards, enabling more timely and detailed feedback at
ward level. An adapted version of this survey will be
rolled out to children’s and maternity wards over the
coming year. Findings from these internal surveys will
be published in future reports and will sit alongside
national and local feedback to further strengthen how
patient experience insights shape service improvement.

Taken together, these findings provide assurance
that patients are receiving safe, compassionate
and responsive care, while also identifying clear,
evidence-based priorities for improvement across
the Trust.
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Friends and Family Test

The Friends and Family Test (FFT) gives people who
have experienced Trust care the opportunity to provide
feedback about their experience at any time. The

FFT question is: ‘Overall, how was your experience

of our service?’ with the following response options

available: very good, good, neither good nor poor,
poor, very poor, don’t know. Between April 2025 and
March 2026, 19,455 FFT responses were received by
the Trust with an overall positive score of 98.2%, see
table below.
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Care Opinion

Care Opinion is an inclusive digital platform offering
the public the opportunity to leave real-time feedback
on our services. The website offers adjustable

fonts and contrasts to support people with visual
impairments. It is available in over 100 languages

and has video instructions explaining how to leave
feedback in both British and Irish Sign Language.

Freephone and freepost options are also available to
enable more people to voice their feedback.

During 2025/26, 2,721 patients, families and carers
shared their story on Care Opinion. This is an increase
of 10% on the 2,472 stories received during 2024/25.
The chart below shows a continued trend of growth
in feedback obtained via the platform over the last
three years.
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Colleagues are alerted when feedback arrives for their
service and can respond via the Care Opinion platform.
Over 670 Trust colleagues have signed up to the
platform and, at the time of writing this report, 96%
of the stories received during the year had received a
personal response (correct on 07/04/2026).

Story ratings are assigned independently by Care
Opinion moderators to help us analyse our feedback.
The table below displays feedback ratings for 2025/26.
Of the 2,721 stories received, 2,308 (85.1%) were
rated positive, with 405 (14.9%) including a critical
element, the majority being ranked minimally or
mildly critical.
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The platform can provide reports and visualisations to
identify themes and trends. The visualisation below
shows key feedback themes during 2025/26. The
green bubbles relate to positive themes, and the

red bubbles relate to themes where improvement

is needed.

These can be viewed in greater detail by clicking on
the bubbles via the interactive link:

Link to Care Opinion interactive feedback chart
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The platform allows services to celebrate and share positive stories and, when appropriate, implement positive
change. Service improvements that have been introduced because of Care Opinion feedback are included within
the "you said, we did’ section of the annual report.
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Compliments

During 2025/26, 3,397 compliments were recorded
by wards and services. This is a 5.7% increase on the
3,213 compliments recorded during 2024/25. The
graph below indicates the number of compliments
recorded over the last three years, demonstrating an
upward trend during this period.

Compliments recorded are used to share best
practices, improve both patient and colleague
experiences, ensure safety and quality and increase
staff morale.
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The top ten Trust locations in terms of compliments
recorded during 2025/26 were:

Number of
Ward/location compliments

recorded
Staples Ward, NDDH 501
Emergency Department - NDDH 431
Clyst Ward - RD&E 420
ITU - RD&E (Wonford) 383
Urgent Community Response Service (UCR)
- Community 342
King George V Ward (KGV) - NDDH 309
Emergency Department - RD&E 255
Seamoor Unit - NDDH 232
Victoria Ward - NDDH 220
Bassett Ward - NDDH 217

The compliments recorded arrive via a variety of
methods, including email, thank-you cards, letters and
telephone.

The Trust is committed to continually improving the
care and experience we provide, and patient feedback
plays a central role in shaping these improvements.
Throughout the year, we listened closely to what
patients, families and members of the public told

us and, as a result, we introduced 33 separate
improvements across our hospitals and services. These
changes ranged from enhancing communication

and increasing comfort and dignity, to strengthening
clinical processes and improving the environments in
which we deliver care.
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Examples of some of these improvements are shown in
the table below.

You said, we did
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A patient reported that a raised door threshold was a
trip hazard.

We added bright, non-slip strips to improve safety.

A patient referred from the Sexual Assault Referral
Centre felt overwhelmed in the busy waiting room.

We now offer a quieter waiting area for anyone
who needs it.

A parent said checks before discharge did not happen
as expected.

We improved how we discuss and document concerns
before discharge.

A parent said the discharge process felt rushed at the
end of the day.

We reviewed staffing patterns to avoid this.

A patient’s partner felt breastfeeding policies limited
feeding support.

We enhanced staff training and reintroduced audits.

A patient said they were not informed about
the canteen.

We added this to our 3D virtual tour.

A member of the public said travel leaflets missed
weekend bus info.

We updated the leaflet.

A patient described a long wait for referral during
early-pregnancy bleeding.

We now involve specialist teams sooner.

A patient with arthritis reported that chairs
were too low.

We added an adjustable-height chair.

A patient arriving early said there was nowhere
suitable to wait.

We provided seating outside when closed.

A patient felt the term ‘chaperone’ was unclear.

We updated signage.

A patient was disappointed partners couldn’t stay
overnight after giving birth.

We introduced 24/7 partner-staying.

Patients waiting for elective caesareans felt privacy
was lacking.

We created a private waiting area.

A patient said shuttle bus times weren't clear online.

We updated the website.
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Complaint handling

We welcome all feedback, including complaints,

and use it to improve our services. While the Trust
aims to provide the best possible care, we know

we do not always get it right. When this happens,
complaints from service users, carers, and loved

ones are an important source of learning. We review
complaint themes to identify lessons and drive quality
improvement.

The Trust’s complaint handling continues to be

structured around the Parliamentary and Health Service

Ombudsman (PHSO) NHS Complaint Standards:

Promoting a learning-and-improving culture

Positively and proactively seeking feedback

Being thorough and fair,

Giving fair and accountable decisions.

Between April 2025 and March 2026, the Trust
received 1,586 complaints. This is a 38.27% increase
on the same period last year (1,147 complaints). We
closed 1,412 complaints during the same period,
resulting in a 16.11% increase in the number of
complaints closed during the same 2024/25 period.

The graph below shows the number of complaints
received and closed across the Trust per quarter
in 2025/26.
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Complaints compliance

The Local Authority Social Services and National
Health Service Complaints (England) Regulations 2009
explains what people can expect when they make a

complaint. This includes the right to have their concern
investigated properly and to receive a formal response.

All complaints must be acknowledged within three
working days. In 96.59% of cases, complaints were
acknowledged within this timeframe, which is in line
with our expected performance.

If it is not possible to complete the investigation and
provide a final response within six months, or within
a longer timeframe agreed at the start, the Trust will

write to the person making the complaint. This update
will explain the reason for the delay and confirm
when a response can be expected. The Trust also has
an internal target for 90% of complaints to receive a
response within 50 working days.

During 2025/26, 93.55% of complaints (1,321 cases)
were responded to within six months of receipt.
However, 44% of complaints (622 cases) were
responded to within 50 working days. While this
shows that our responses meet national regulatory
requirements, further improvement work is planned
during 2026/27 to provide more timely investigation
responses in line with our internal expectations.
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Early resolution complaints

The Trust's early resolution process is used for
complaints that are less complex and can be resolved
quickly, usually within 14 working days.

In 2025/26, the Trust introduced an early resolution
improvement plan. This has led to the highest number
of complaints being resolved via the early resolution
process to date.

When comparing 2024/25 and 2025/26, the number
of complaints resolved through early resolution
increased by 103 cases. Over the same period, the
early resolution rate rose from 22.9% to 27.1%,
which is a 4.1 percentage-point increase, or a 17.9%
improvement year-on-year.

This work has also helped the Trust improve how

it identifies complaints that are suitable for early
resolution and ensure that this approach is used
appropriately. The Trust will continue to monitor this
as a key measure in 2026/27.

The graph below shows the number of complaints
closed via Early Resolution during 2025/26,
demonstrating a significant improvement towards the
end of 2025/26.
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Reopened complaints

A small number of people raised further concerns after

receiving their complaint response. This can happen
where our investigation has not fully addressed all
the issues, or where additional questions or concerns
come to light.

In 2025/26, 54 complaints were reopened,
representing 3.4% of all complaints received. This is
a slight improvement compared with 2024/25, when
5% of complaints were reopened. Expressions of
dissatisfaction through the complaints process are
monitored closely to ensure we continually strive to
improve the quality of our complaint responses.
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Complaint outcomes

Regulation 17(b) of the Local Authority Social Services
and National Health Service Complaints (England)
Regulations 2009 requires the Trust to record an
outcome for every complaint. A careful and thorough
investigation helps determine whether a complaint

is upheld and whether there are lessons to learn or
actions needed as a result.

To support this, the Trust has introduced a complaints
investigation report template. This provides a clear,
structured, and consistent approach to investigating
more complex complaints and helps ensure that
conclusions, outcomes and any required actions are
recorded clearly and transparently. This approach

is now in place across three care groups and will
remain a key area of learning and development
during 2026/27.

Complaint outcomes are recorded as upheld, partially
upheld or not upheld. The graph below shows a
comparison of upheld and not upheld complaints

for 2025/26.

COMPLAINT OUTCOMES 2025/2026

WMot Upheld = Parmally Upheld & Fully Uphield

Making complaints count

While the proportion of upheld or partially upheld
complaints reduced in 2025/26 compared with
2024/25, the number of actions identified increased
significantly. In 2024/25, 188 actions were recorded
from 758 upheld or partially upheld complaints,
compared with 324 actions from 703 upheld or
partially upheld complaints in 2025/26. This represents
a marked improvement in how the Trust identifies and
records learning and actions, demonstrating a stronger
link between complaints and service improvement.

The top five complaint areas during 25/26 were:
e Communications

e Values and behaviours

e Clinical treatment — surgical group

e Patient care

e Appointments.

Patient Advice and Liaison Service
(PALS)

PALS’ role is to help patients, families and carers

if they have questions, concerns, or have trouble
understanding NHS services. PALS is there to make
things easier to understand and to help sort out
problems as early as possible.

We review PALS themes to identify any potential areas
of concern, improve quality and help improve the
service the Trust provides.

Overview from 1 April 2025 to 31 March
2026

During the reporting period, PALS received 3,391
contacts, 3,311 of which were PALS cases and 80 were
loss and compensation claims.

Feedback was submitted by patients, relatives, and
carers and reflects a broad range of experiences in
inpatient, outpatient, emergency, and community
settings. Overall, the data highlights persistent
system-wide pressures, particularly relating to
communication, access, appointments, and waiting
times, alongside recurring non-clinical concerns, such
as car parking and administrative processes.
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Key learning points from the year include:

e Communication remains an important driver of
patient dissatisfaction

e Appointment delays and waiting times continue to
place significant strain on patient confidence

e Administrative and record-management issues have
a large impact on patient experience

e Non-clinical concerns, such as car parking,
significantly impact patients' experience

e PALS plays a vital role in early resolution, preventing
escalation to formal complaints.

Parliamentary and Health Service
Ombudsman (PHSO)

The PHSO is the final, independent stage of the

NHS complaints process in England. It reviews NHS
complaints when the local complaints process has
been exhausted, and the complainant remains
dissatisfied with the Trust's final response. The PHSO is
independent of the NHS and government and makes
impartial decisions.

Overview

During the period April 2025 to March 2026, the
Trust managed a moderate but sustained volume of
PHSO activity, with cases relating to medicine, surgery,
women'’s and children’s, community and corporate
governance.

Most cases were:

e Closed by the PHSO with no investigation or no
further action

e Resolved through apology, learning, or modest
financial remedy.

A smaller number of cases remained open at the end
of March 2026 and carried forward into 2026/27.

Outcomes and findings

Most cases were not upheld or were closed without
investigation. Where upheld, findings typically
related to:

e Communication failings
e Administrative or process errors
e Complaint handling.

There were no indications of systemic clinical failure
identified by the PHSO during this period.

Remedies and financial impact

Financial remedies were low-value and proportionate,
typically £300-£600 for distress or injustice. One case
was settled with reimbursement for lost property,
and in another, an overseas patient's invoice was
written off.

Several cases were resolved before a detailed PHSO
investigation through local agreement, apology, or
goodwill payment. This demonstrates an effective
approach to early resolution, proportional response,
and good engagement between the Trust and PHSO.

Summary

PHSO case numbers remain stable and proportionate
to Trust size and activity. The outcomes indicate
generally robust local complaint handling. The Trust
demonstrates:

e Willingness to acknowledge fault where appropriate
e Compliance with PHSO recommendations
e Evidence of learning and action planning.

The Trust responded promptly to all PHSO enquiries
and complied with recommendations, including
apologies, learning actions, and proportionate
remedies. There were no findings of systemic or
widespread service failure.

The themes identified in PHSO cases closely mirror
the Trust’s internal complaints data, particularly in
relation to communication, compassion, expectation
management and administrative processes. This
indicates that escalation to the Ombudsman

most commonly reflects unresolved or cumulative
patient experience concerns rather than isolated
clinical failures.
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Stakeholder relations

In 2025/26, partnership working moved from
aspiration to practical necessity.

Across health, care, local government and the
voluntary sector, the pressures facing our communities,
and the scale of change required to respond to them,
have made it clearer than ever that no organisation on
its own can deliver what people need.

The Trust's Better Together strategy has always
recognised this. Collaboration and partnerships sit

at the heart of how we work, and this year we have
invested in those relationships with renewed purpose,
deepening our contribution to the Devon integrated
care system, strengthening place-based partnerships
in Northern and Eastern Devon, and building

the community connections that neighbourhood
health requires.

The Trust works with a wide range of partners from
the statutory and voluntary sectors:

e \We support the development of two important
partnership forums — the One Northern Devon and
One Eastern Devon local care partnerships — where
statutory representatives, voluntary, community and
social enterprises (VCSEs) and local business leaders
share priorities and agree on work in partnership.

e The Trust is a key partner in the Devon integrated
care system (ICS), both through its engagement
with the Integrated Care Partnership, ongoing
collaborative work with the Integrated Care
Board and the development of the acute provider
collaborative.

e \We participate in and lead some of the ICS
programmes, including neighbourhood health,
population health management, the mental health
and learning disability collaborative, and Devon's
elective recovery, working alongside partners to
improve pathways and care outcomes.

e We work in close partnership with many VCSEs
to develop community-based care, address
health inequalities and offer more integrated,
joined-up support.

e \We have positive relations with our local MPs
and councillors in local government, attending
full council meetings and health and social care
oversight and scrutiny forums to ensure councillors
have opportunities to comment on our plans.

e \We have developed, and continue to develop,
positive relationships with primary care colleagues,
including through our local care partnerships and
neighbourhood health development work

e We work closely with the University of Exeter,
particularly on the Joint Research Office (JRO),
a leading centre for high-quality research,
development and innovation in the South West
peninsula, and as part of the Exeter Civic University
Agreement.

One Devon Partnership

During 2025/26, the strategic direction for health and
care across Devon was shaped by the national vision
set out in Fit for the Future: 10-Year Health Plan for
England. This plan reinforced the NHS's founding
principles while setting a clear ambition to modernise
services through innovation, technology, and new
models of care that improve access, outcomes and
patient choice.

In response, NHS Devon strengthened its commitment
to system-wide transformation, working through the
One Devon Partnership to deliver a more integrated,
outcome-focused approach to health and care. This
collaboration between NHS organisations, local
authorities, and the voluntary sector has been central
to aligning priorities and resources across the system.

Over the past year, the system has increasingly
oriented itself around the emerging NHS Devon

Health and Care Strategy (2026-2031), published in
October 2025, with early progress reflecting three core
strategic shifts:

e From treatment to prevention — expanding early
intervention, improving management of long-term
conditions, and prioritising action to reduce health
inequalities.

e From hospital-centred care to neighbourhood
care — strengthening integrated neighbourhood
teams to deliver more joined-up care closer to
home, reducing reliance on acute services where
appropriate.

e From analogue to digital services — accelerating
the adoption of digital solutions to improve access,
enhance communication, and support safer
information sharing across organisations.
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These shifts have been supported by a clear set

of commissioning intentions focused on keeping
people well in their communities, improving access to
timely specialist care, and targeting improvements in
priority areas.

Shaped by the priorities in the NHS 10-Year Plan and
extensive engagement with local communities, over
the next five years, we will transform how services are
planned and delivered across Devon by focusing on
delivering the One Plan for Devon.

The One Plan for Devon sets out the overall direction
for how health and care services in Devon will need
to evolve over the next five years to meet growing
demand, workforce pressures, and the needs of an
ageing population.

At the same time, the plan recognises the financial
reality facing the NHS: we must live within our means.
Therefore, we must look more towards prevention and
supporting people to stay well.

For acute providers, this has marked the beginning of
a transition toward a different role within the system
— one that remains critical for delivering specialist and
urgent care, while increasingly working in partnership
to support prevention, reduce avoidable admissions,
and enable earlier discharge.

Early impacts of this strategic direction are being
seen through strengthened system collaboration, a
growing emphasis on out-of-hospital care pathways
and continued focus on improving waiting times and
patient flow.

While demand pressures remain significant, the
direction of travel is clear: to create a more sustainable,
responsive, and patient-centred system that improves
outcomes and supports people in Devon to live
healthier, more independent lives.

Working better together across the
peninsula

The Peninsula Acute Provider Collaborative (PAPC) was
created in 2022 to help hospitals in Devon, Cornwall
and the Isles of Scilly work more closely together.
Through the PAPC, we are committed to working
together to provide safe, high-quality and affordable
hospital services, as close to home as possible for our
local people and communities.

During 2025/26, work has continued to focus on the
peninsula acute sustainability programme, developing
shared approaches to specialist services, workforce and
procurement that benefit patients across the region.

Through our strategic service change work, we have
continued to work with clinicians across the peninsula
to address shared challenges - developing care models
that reduce duplication of specialist services, improve
access for patients and strengthen equity across our
geographies.

Our clinical effectiveness workstream has continued

to develop regional cancer pathways in partnership
with the Cancer Alliance. This is alongside shared
approaches to diagnostics and a number of specialties,
where closer working across the peninsula delivers
better outcomes for patients. Engagement with local
overview and scrutiny committees has remained central
to this process throughout the year.
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Local care partnerships and
neighbourhood health

The Trust co-chairs both of Devon's local care
partnerships — One Northern Devon and One Eastern
Devon — and in 2025/26 these partnerships have been
the primary vehicles through which neighbourhood
health has been developed at place-level across our
communities.

In Northern Devon, the partnership maintained a
sustained focus on lifracombe — the most deprived
town in Devon — concentrating collective effort

where need is greatest. A health and justice pilot
supported people on probation experiencing multiple
disadvantages; embedded mental health provision was
developed in an llifracombe junior school where four

in ten pupils experience poverty; and the llifracombe
Poverty Truth Commission completed its first phase,
with civic and community leaders agreeing 15
initiatives to improve outcomes for people experiencing
poverty. The Trust also leads the Ilfracombe site within
the national Coastal Navigators' Network — a chief
medical officer-sponsored programme connecting
coastal communities with concentrated deprivation
and poor health outcomes. Capital investment has
been secured to reconfigure Bideford Hospital as a
Community Health and Wellbeing Hub, supported by
£750k from the Ministry of Housing, Communities and
Local Government.

In Eastern Devon, the partnership published a Health
Inequalities Strategy and deployed health inequalities
funding across five priority themes — including
Core20PLUS5, mental health, healthy ageing, wider
determinants of health and community infrastructure.
Health and wellbeing alliances have been developed
across 11 communities, creating a network of locally
rooted partnerships connecting LCP priorities to
neighbourhood-level action.

In July 2025, the Trust hosted a health inequalities
symposium bringing together more than 75 senior
clinicians, operational leaders and system partners,
including Sir Michael Marmot and Devon's Director

of Public Health. The event catalysed measurable
shifts in clinical and organisational awareness around
inequality-driven demand and has been followed by a
sustained community of practice enabling colleagues
across services to apply learning to practical changes in
care and pathway design.

As one of the largest employers in Devon, the Trust
also recognises its responsibilities as an anchor
institution — using its position to support wider social
and economic conditions that shape health. This
includes investment in Bay6, a Julian House service
embedded at the Royal Devon and Exeter Hospital,
which provides housing advice and homelessness
prevention support to patients at risk of discharge
into homelessness, alongside engagement in
place-based planning, local apprenticeships and
employment pathways.

Forward view

Looking ahead, the Trust will continue to strengthen
its role in neighbourhood health, working with
partners to translate shared priorities into measurable
improvements in outcomes, experience and value. This
will require continued investment in relationships, data
and community-led approaches, particularly in the
context of ongoing financial and operational pressures.
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Remuneration report

Annual statement on remuneration

As chair of the remuneration committee (RC), | am
pleased to present the annual remuneration report for
2025/26. This report outlines the committee’s work
over the past year in providing oversight and assurance
on the remuneration of our most senior leaders.

The committee is responsible for determining the
remuneration and terms of service for the chief
executive officer, executive directors and other senior
leaders who are remunerated on very senior manager
(VSM) salaries outside of nationally agreed pay scales.
This includes those with significant responsibility for
directing or controlling the Trust's key operations.
Remuneration for the chair and non-executive directors
is overseen separately by the non-executive director
remuneration committee (NEDRC), details of which can
be found on page 111.

Signed:

Professor Tim McIntyre-Bhatty
Chair, remuneration committee

28 April 2026

Major in-year decisions and
substantial changes

In recognition of the Trust's financial position, and
following detailed discussion, the RC decided not

to apply the government-agreed allowable uplift of
3.25% to VSM salaries. Two VSMs received uplifts
based on the nationally agreed Agenda for Change
(AfC) award due to their salaries falling below the top
of the AfC band nine. These uplifts were agreed to
ensure alignment with national pay arrangements and
to avoid disadvantage where salaries sat within the
AfC framework.

The RC reviewed its existing remuneration principles
and benchmarking methodology to ensure alignment
with the NHS'’s very senior managers pay framework.
All salaries fell within the framework ranges, except
the chief medical officer for digital and research
whose salary fell above the exception zone, prior

to the release of the new national framework.

A review of current salaries against the new
benchmarking methodology found that VSMs salaries
remained broadly appropriate and no changes were
recommended.

The RC agreed to a pay recommendation for the
position of interim chief operating officer, and later

in the year, the committee approved a retire and
return application from the chief nursing officer. A
request for ministerial opinion for salary of the chief
medical officer for service strategy and operations was
submitted prior to the release of the NHS very senior
managers’ pay framework and received a positive
opinion without comment.

Several assurance reports were presented to the RC,
including the outputs of the annual senior leader
potential and risk mapping exercise, the annual
pension recycling update, the annual settlement
agreement report, as well as a separate closure report
on the mutually agreed resignation scheme (MARS).
Following identification of a requirement to seek
retrospective approval for nine special severance
payments, progress was regularly reported to the
remuneration committee.

Executive director performance appraisals took
place during 2025/26 and were reported to the
April 2026 RC.

All decisions were made in accordance with the
remuneration principles outlined below, which, for the
purposes of the NHS foundation trust annual reporting
manual, constitute the Trust’s senior managers’
remuneration policy.
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Remuneration principles and 7.

application

Key principles

1. The remuneration committee (RC) understands that
its approach must strike an appropriate balance
with its duty to ensure the effective stewardship
of public resources. The committee understands
that senior-level positions in the Trust operate in a
regional/national context and that remuneration
for these positions is primarily determined by the
market. To remain competitive and attract and
retain high-calibre staff, the salaries of senior staff
must be regularly reviewed to ensure that they
remain broadly competitive and that the salaries
offered to post-holders do not degrade over time
so that they are out of line with comparable trusts.
Nevertheless, the committee will avoid paying more
than is necessary to recruit, retain and motivate
high-calibre executive directors and very senior
managers (VSMs) and will take publicly defensible
positions.

2. The committee’s approach to remuneration will
seek to position the Trust in a way that it can
attract, retain and motivate executive directors and
VSMs of sufficient calibre to maintain high-quality,
patient-centred healthcare, and effective
management of the Trust’s resources.

3. In reaching its determinations, the committee will
take proper account of national agreements — for
example, Agenda for Change (AfC) — and guidance
issued by the Government, the Department of
Health, and the NHS market rates for comparable
roles in comparable organisations.

4. The committee will treat all people with equality
and fairness when determining remuneration. It will
seek to gain assurance that remuneration decisions
do not exacerbate systemic pay issues and, where
possible, will contribute to reducing these.

5. The committee will be rigorous in ensuring that
potential conflicts of interest are recognised
and avoided. Executive directors and VSMs
will not be involved in deciding their own
remuneration package.

6. On an annual basis, the committee will consider the
remuneration packages of all executive directors
and VSMs, bearing in mind their performance
in fulfilling their duties and regarding the overall
performance of the Trust. The objectives set for the
executive directors at appraisal and the progress
against these will be shared with the committee.

The committee will ensure reference to the NHS
VSM pay framework and will consider external
benchmark comparison data on the pay and
conditions of executive directors and VSMs in
comparator trusts and other external organisations
annually. This work will be undertaken on behalf
of the RC by the chief people officer. The process
followed for benchmarking can be found in
Appendix 2. The committee will judge where it
wants to position its relative remuneration package
for executive directors and VSMs.

The committee will seek to apply the principles
fairly and transparently, based on data and advice
from competent external bodies/consultants or
a senior human resources advisor, as necessary.
The committee understands that it will use the
NHS VSM pay framework, the data gathered,
and the remuneration principles to exercise the
necessary judgement on pay and reward issues.
The committee will ensure that remuneration
reflects the extent of the role and responsibilities
of individual posts and their contribution to the
organisation, and will be based on judgements
relating to:

+ Pay ranges within the NHS VSM pay framework

+ Market rates for comparable roles in comparable
organisations

+ The size and scope of the role in question

+ Advice from the chair of the Trust in relation to
the chief executive officer

+ Information from the chief executive officer in
relation to the executive directors and VSMs

+ Affordability
¢ Other NHS pay settlements

+ Wider implications that may arise from setting
the remuneration packages of executive
directors and VSMs in relation to pay levels
determined through national agreements within
the NHS (i.e. for AfC and the medical workforce)

+ Performance against set objectives
+ Any other factors deemed appropriate.

The committee will seek assurance that any pay
differentials or variation from benchmarks are for
justifiable reasons — for example, performance or
experience. It will seek to ensure that the reasons
for any variations are transparently communicated
to individuals.
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9.

The committee will seek to achieve broadly
standardised terms and conditions, as set out in the
VSM contract of employment, for all posts which
fall within the scope of the principles.

10. The committee will be transparent in the

11

12.

13.

application of its remuneration principles. It is

a requirement that details of the remuneration
package for board-level directors are recorded in
the Trust’s annual report.

. The Trust recognises that the RC has the authorised

responsibility to apply its independent judgement
on matters within its remit within the wording
and the spirit of the agreed principles. However,
there may be times when a different approach

is required, which steps outside the scope of the
principles and in these cases, particular care must
be taken, and clear justification must be given and
recorded. Some circumstances which may require
flexibility include temporary promotions, atypical
employment conditions, specific issues related to
individuals, etc.

The committee will reserve the right to recruit
an executive director or VSM on a salary below
the market value in cases where a development
plan would enable the employee to reach the
minimum standards to undertake the role at a
satisfactory level.

The committee also reserves the right to pay
additional payments to executive directors

and VSMs when deemed necessary because

of exceptional circumstances. The occasions
when additional payments are required will be
limited and will ordinarily be applied in line with
the parameters set out in the NHS VSM pay
framework. When considering using additional
payments, the RC will need to be able to fully
justify and explain why it has opted to take this
course of action. Special care must be taken to
ensure that the use of additional payments is
completely transparent, and that consideration has
been given to the impact on pay inflation among
executive directors and VSMs, as well as to guard
against accusations of bias or arbitrary practice.

14.The committee is able to award bonuses to reward

exceptional contributions, as detailed in the NHS
VSM Pay Framework; however, the RC would
usually only consider bonuses as an option if the
Trust were to be placed in segment 1 of the NHS
Performance Assessment Framework.

15. The committee will, on an annual basis (in line

with the committee’s work plan), ensure effective
succession planning is in place for the executive
directors and receive assurance from the chief
executive officer or chief people officer that
effective succession planning is in place for VSMs.

16. The committee will oversee compliance with

national governance processes as appropriate,
including the requirement to seek approval from
NHS England for all VSM salaries that exceed or
further exceed £170,000, in line with the NHS VSM
pay framework.

Scope

1. The principles will apply to the pay, awards, and

terms of employment of the Trust's chief executive
officer, executive directors and VSMs and include
the following components:

* The core salary

* Any supplementary payments over and above
the core salary in recognition of extraordinary
factors such as matching market forces in
recruitment, exceptional performance, etc

+ Additional non-pay benefits over and above
the core salary, including pensions and other
such benefits

+ The terms and conditions regarding issues (such
as notice periods, conditions attached at the
recruitment stage for professional development),
arrangements for termination of employment
and other contractual terms.

. The committee will also consider whether any

issues have emerged which require consideration
of any adjustments to existing remuneration
packages, such as:

+ At the beginning of a process to recruit a
replacement executive director or VSM

+ When issues concerning national inflationary
uplifts within the NHS need to be
considered annually

+ When changes are made to the size and scope
of the executive director or VSM portfolios.
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Process for benchmarking VSM
salaries

The process for benchmarking of remuneration for
executive director and other very senior manager
(VSM) positions will be conducted in accordance
with the principles set out within the NHS VSM pay
framework.

Each year, NHS Providers offers national benchmarking
data based on national salary survey submissions
relating to the remuneration paid to executive and
non-executive directors of all trusts and foundation
trusts. Typically, between 130 and 150 trusts complete
the return, and data is provided to trusts in the form of
an annual dashboard. The committee will ordinarily use
this source of benchmark data to inform the discussion
to decide remuneration for all executive directors and
VSM positions.

Consideration will be given to AfC pay parameters and
growth in the upper bands to ensure oversight of any
erosion of pay differentials over time.

It is recognised that for some non-clinical executive
director and VSM posts, the Trust may wish to attract
talent from non-NHS backgrounds. To ensure that the
Trust remains competitive and can attract non-NHS
talent, executive director and VSM salaries may be
benchmarked against private and other non-NHS
public sector organisations where high-quality
comparator information is not available or where the
regular benchmarking method produces unexpected
results. In these cases, data sources to inform this
benchmarking exercise may include national job
boards, executive search salary data and other data
sources that will be agreed with RC at the time of
undertaking the benchmarking.

The chief people officer will also analyse the
benchmarking data, history of individuals’ pay awards,
where appropriate, and any other data regarding
current or planned NHS pay awards to inform the
committee.

The VSM pay framework includes three levels, each
with differing pay ranges; however, the national
terminology refers to all VSMs as ‘executive directors’
regardless of whether they are a voting member of the
board. Local benchmarking will apply the respective
levels to the following groups of VSMs:

VSM pay framework Equivalent local
terminology roles

Level 1: Chief executive officer Chief executive officer

Level 2: Executive directors reporting L
. ) : Executive directors
to the chief executive officer

Level 3: Executive directors reporting  Trust and corporate
to a board director directors

Where NHS Providers’ data is used, the following
principles will apply:

e Include both NHS trusts and foundation trusts
e Exclude London
e Exclude non-acute trusts

e Benchmark based on ‘peer median average total
remuneration’.

As this national dataset is based on the salaries of
executive directors, deductions will be applied to
account for other VSM roles not being a part of the
board. Due to the varying pay ranges in the different
levels of the framework, these deductions use a
proportionate scaling model. This will assess the
position of the NHS Providers benchmark within the
NHS VSM pay framework level 2 range (i.e. 35% of
the way through) and then map this to the equivalent
position on the level 3 scale.
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It is recognised that there is national gender bias

in the pay for some roles which traditionally have a
higher proportion of female postholders. Using the
national benchmarking data means that there is a risk
that these national biases are introduced into local
benchmarking. To mitigate this, the Trust applies
adjustments to the benchmarks for affected roles
based on national data.

Specifically, if more than 60% of postholders
nationally in a role category are female and the
category has a lower-than-average benchmark
compared to other executive roles, a 2.5% uplift

is added to the benchmark. If more than 60% of
postholders nationally in a role category are male and
the benchmark is above average, a 2.5% reduction

is made. These adjustments are applied to the
benchmark regardless of the individual in the post, so
that the process corrects for national bias and does
not create new bias locally. This helps to narrow the
gender pay gap and ensures fairer pay for everyone.

The resultant benchmarks will then be assessed within
the respective level of the NHS VSM pay framework
to assess the accuracy of the benchmark against the
framework to support any pay decisions.

Process for reviewing the chief
executive officer, executive director
and VSM cost-of-living increases

Ordinarily, it is expected that national
recommendations for VSM cost-of-living uplifts will be
released annually and will form the basis of any uplifts
applied, with the RC taking the final decision on any
awards. Any awards should consider the principles set
out in the NHS VSM pay framework.

Any staff who are remunerated at or below the

top of AfC band 9, based on the pay scales prior to
any cost-of-living uplift being applied, should have
the higher of the two recommendations relating to
the AfC or VSM cost-of-living increase applied, to
ensure they are not disadvantaged by being on a
VSM contract. The length of service in post should be
considered when cost-of-living is discussed to ensure
any incremental changes the individual would have
received on AfC can be highlighted to the RC for
consideration and decision-making.
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Future remuneration policy table

This table sets out the Trust’s policy on remuneration
for very senior managers, including how each element
of pay supports delivery of strategic objectives, how it
operates, and the performance measures applied.

Element

of pay
(Component)

How component
supports short and
long-term strategic
objective/goal of
the Trust

Operation of the component and
maximum amount payable

Performance metric used and
time period

Provides a stable basis | Market testing is undertaken for very senior Annual benchmarking considers
for recruitment and manager (VSM) posts each year, to identify individual performance based on
retention, considering | salaries paid for similar roles using a robust agreed objectives set out before the
the Trust's position in | benchmarking methodology. Individuals are start of that financial year, which runs
the labour market and | remunerated on benchmarked salaries on a between 1 April and 31 March.
a need for a consistept case-by-case basis. Where a senior manager is paid
approach to leadership. | ¢ o ordinarily fall within the NHS VSM in excess of £170,000, this will
. Stability, experience, | Framework and are agreed based upon robust | be because of evidence-based
Basic salary . o . .
reputation and data from comparator organisations. The benchmarking and scrutiny by the RC.
widespread knowledge | remuneration committee (RC) carefully considers | This will also be subject to ministerial
of local needs and each decision to avoid over-inflation of pay. approval.
requwemfents support The RC decides on cost-of-living
thg Trgst s strategic increases, which are typically
obJ’ect|ves, notably to determined by central government
be i great place to after the senior salary review body
Work. makes recommendations.
Promotes recruitment | Employee benefits are the same for all staff These employee benefits are available
and retention of top regardless of pay. These currently include salary | to all staff, including VSMs, provided
leaders in the sector. | sacrifice schemes, including the cycle to work the terms and conditions of salary
scheme, lease cars, home electronics, health sacrifice are met.
. cash plan, and gym membership.
Benefits
There are upper limits on some schemes i.e. on
the cycle to work scheme where the purchase
price must not exceed £10,000. Benefits must
not take the post holder below the national
minimum wage.
Promotes recruitment | Contributions within the relevant NHS pension | Contribution rates are set by the
and retention of top scheme. Details of the schemes currently in place | pension scheme.
leaders in the sector. | can be folund at: https://www.nhsbsa.nhs.uk/ Where pension recycling is utilised,
nhs-pensions this is calculated based on the
Employees also have alternative options, employer contributions that would
Pension including the N_est workplace perjs'!on (https:// have been made if the individual were
www.nestpensions.org.uk), and if impacted in the pension recycling scheme, less
by pension taxation, employees can apply for an admin fee, to ensure this is cost-
pension recycling payments. neutral to the Trust.
All pension benefits are based on a percentage
of employer contributions; therefore, the upper
limit is defined by the individual's salary.
Promotes recruitment | The RC is able to award bonuses to reward The RC would usually only consider
Bonus and retention of top exceptional contributions, as detailed in the NHS | bonuses as an option if the Trust were
leaders in the sector. | VSM Pay Framework. to be placed in segment 1 of the NHS
Performance Assessment Framework.
Fees N/A N/A N/A
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The chief executive officer completes a formal annual
performance review for all executive directors, and the
chair reviews the performance of the chief executive
officer. These reviews, including the objectives

and performance summaries, are reported to RC,

and whilst the Trust does not currently operate a
performance-related pay scheme, these reviews are
considered as part of the review of remuneration.

remuneration

Fee payable to

*
such directors Llaats

Additional fees payable
for any other duties to
the foundation trust

£6,000 split between
the NEDs with additional
responsibilities

Such other items that
are considered to be None
remuneration in nature

*Note that this remuneration value predates the national

pay structure, which was fully implemented from April 2022,

and no increases have been awarded since then.

Service contract obligations and
policy on payment for loss of office

All executive directors are required to give six months’
notice to terminate their contract. In line with NHS
Employers’ guidance, the notice period for the Trust's
VSMs is three-to-six months.

There are no clauses within the VSM contract that
obligate the Trust to provide remuneration payments
or payments for loss of office, which are not disclosed
elsewhere in the remuneration report. The Trust
follows AfC principles in calculating severance
packages for redundancy.

Statement of employment
conditions

The RC agrees VSM pay and conditions following
consideration of benchmarking information on
comparable roles. Employees of the Trust are not
consulted on senior manager remuneration.

Diversity and inclusion procedure

The RC is committed to ensuring that remuneration
decisions do not exacerbate systemic pay issues and,
where possible, will contribute to reducing these.

In particular, work in recent years has focused on
reducing the gender pay gap at a VSM level as a part
of the benchmarking approach. See page 41 for more
information on equality performance and page 119 for
our full equality report.
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Annual report on remuneration

Service contracts (not subject to audit)

Name Title Date of Unexpired Term Notice Period
Service Contract
Shan Morgan Chair 1 April 2022 31 March 2028 6 months
Kaye Bentley' Non-Executive Director 3 November 2025 2 November 2028 3 months
Bill Boa? Non-Executive Director 1 October 2025 30 September 2028 | 3 months
Tim Cooper Non-Executive Director 27 August 2024 26 August 2027 3 months
David Harland? Non-Executive Director 9 September 2024 | 8 September 2027 3 months
Bridie Kent Non-Executive Director 28 June 2021 27 June 2027 3 months
Sallie Lamb Non-Executive Director 29 January 2025 28 January 2028 3 months
Martin Marshall Non-Executive Director 28 November 2022 | 27 November 2028 | 3 months
Alastair Matthews* | Non-Executive Director 1 October 2018 30 September 2025 | 3 months
Tim Mclntyre-Bhatty | Non-Executive Director 1 November 2023 31 October 2026 3 months
Tony Neal® Non-Executive Director 1 April 2022 31 March 2026 3 months
Richard Potter® Non-Executive Director 1 September 2025 31 August 2028 3 months
Sam Higginson Chief Executive Officer 22 January 2024 N/A 6 months
Hannah Foster Chief People Officer 5 August 2019 N/A 6 months
Adrian Harris C.h'.ef Medical Officer for 1 December 2014 N/A 6 months
Digital and Research
Angela Hibbard Chief Financial Officer 1 January 2021 N/A 6 months
. Interim Chief
7
Phil Luke Operating Officer 4 August 2025 N/A 6 months
Carolyn Mills Chief Nursing Officer 18 January 2021 N/A 6 months
John Palmer® Chief Operating Officer 12 April 2021 N/A 6 months
Chief Medical Officer
Vanessa Purday?® for Service Strategy and 1 September 2025 N/A 6 months
Operations
Chris Tidman Deputy Chief 30 September 2019 | N/A 6 months
Executive Officer
1. Kaye Bentley joined as a Non-Executive Director on 3 November 2025.
2. Bill Boa joined as a Non-Executive Director on 1 October 2025.
3. Dave Harland left the Trust on 3 November 2025.
4. Alastair Matthews left the Trust on 30 September 2025.
5. Tony Neal left the Trust on 31 July 2025.
6. Richard Potter joined as a Non-Executive Director on 1 September 2025.
7. Phil Luke joined the board as interim chief operating officer on 4 August 2025.
8. John Palmer left the Trust on 31 August 2025.
9. Vanessa Purday joined as Chief Medical Officer for Service Strategy and Operations on 1 September 2025.
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Remuneration committee report
(not subject to audit)

Membership

The membership of the remuneration committee
(RC) consists of the chair and all the non-executive
directors of the Trust. The chief executive officer and,
as necessary, other executive directors are invited to
attend the RC in an advisory role but are excluded
on issues directly relevant to them by the chair of the
committee. The committee is supported by the chief
people officer and their senior team as required.

Tony Neal, Senior Independent Director, continued
as the chair of the RC until 31 July 2025. Tim
Mclntyre-Bhatty was appointed as the chair of the
RC from 1 August 2025 onwards. David Harland
continued to hold the position of deputy chair until 3
November 2025, with Bill Boa taking the position of
deputy chair from 4 November 2025 onwards.

Attendance records

Four RC meetings were held during 2025/26. The
attendance records are provided below:

Changes to the RC membership during 2025/26 are
as follows:

e Kaye Bentley joined the board of directors on
3 November 2025

e Bill Boa joined the board of directors on
1 October 2025

e Dave Harland left the board of directors on
3 November 2025

e Alastair Matthews left the board of directors on
30 September 2025

e Tony Neal left the board of directors on
31 July 2025

e Richard Potter joined the board of directors on
1 September 2025.

Members

Attendee Role 3 Apr2025 |8 May 2025 | 23 Jul 2025 | 19 Nov 2025
-(I;ﬁgi); Lljlnetiiall31 July 2025 Non-Executive Director P P P

'(I':lg imrccl)rr:)qriggjsttthZS Non-Executive Director A P P P

Kaye Bentley Non-Executive Director P

Bill Boa Non-Executive Director P

Tim Cooper Non-Executive Director P A P A

David Harland Non-Executive Director P P P

Bridie Kent Non-Executive Director P A A P

Sally Lamb Non-Executive Director A A A A

Martin Marshall Non-Executive Director P P P P

Alistair Matthews Non-Executive Director A P P

Shan Morgan Chair P P P P

Richard Potter Non-Executive Director A

Other Attendees

Attendee Role 3 Apr2025 |8 May 2025 | 23 Jul 2025 | 19 Nov 2025
Hannah Foster Chief People Officer P P A P

Sam Higginson Chief Executive Officer P P P P

Melanie Holley Director of Governance P P P P

P — Present / A — Apologies
The 22 January 2025 meeting was moved to 3 April 2025.

The 29 October 2025 meeting was moved to 19 November 2025.

The 21 January 2026 meeting was stood down.
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Directors’ remuneration 2025/26 (subject to audit)

Name and title

Annual performance-

related bonuses
performance-related
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alary and fees
(bands of £5000)
(bands of £5,000)
Long term
(bands of £5,000)
All pension-related
benefits
(bands of £2,500)

(rounded to the
nearest £100)

Shan Morgan Chair 60 - 65 60 - 65
Non-Executive Director
Kaye Bentley (appointed 3 November 2025) >-10 i >-10
. Non-Executive Director
Bill Boa (appointed 1 October 2025) 5-10 i >-10
Tim Cooper Non-Executive Director 10-15 300 10-15
. Non-Executive Director
David Harland (left 3 November 2025) 5-10 100 5-10
Bridie Kent Non-Executive Director 10- 15 100 10-15
Sallie Lamb' Non-Executive Director - - -
Martin Marshall? Non-Executive Director 15-20 100 15-20
o Non-Executive Director
Alaistair Matthews (left 30 September 2025) 5-10 200 5-10
Tim McIntyre-Bhatty | Non-Executive Director 10- 15 200 10-15
Non-Executive Director
Tony Neal (left 31 July 2025) 0-5 100 0-5
. Non-Executive Director
Richard Potter (appointed 1 September 2025) >-10 ] >~ 10
Hannah Foster Chief People Officer 165-170 | - 37.5-40.0 | 205 - 210
Adrian Harris Chief Medical Officer for Digital | 545 545 |- 57.5-60.0 | 300 - 305
and Research
Angela Hibbard Chief Financial Officer 190 - 195 | 100 20.0-22.5|210- 215
Sam Higginson Chief Executive Officer 260 - 265 30.0-32.5]295 - 300
. Interim Chief Operating Officer
Phil Luke (joined 4 August 2025) 100 - 105 75.0-77.5|175-180
Carolyn Mills Chief Nursing Officer 180 - 185 | 600 17.5-20.0 | 195 - 200
Chief Operating Officer (left 31 ) ) )
John Palmer August 2025) 75 - 80 22.5-25.0195-100
Chief Medical Officer for Service
Vanessa Purday? Strategy and Operations (joined | 130 - 135 | 100 82.5-85.0 | 215-220
1 September 2025)
Chris Tidman Deputy Chief Executive Officer | 200 - 205 | - 22.5-25.0 | 225- 230

1.Sallie Lamb is not remunerated by the Trust and provides services through a collaborative arrangement with the University of Exeter.

2.Martin Marshall’s salary includes back pay for his additional responsibility allowance dating back to August 2024 when he took on the
role of quality committee chair.

3.Vanessa Purday, Chief Medical Officer for Service Strategy and Operations undertook clinical duties amounting to 10.9% of their total
remuneration. Additionally, Vanessa was in receipt of £8,000 in non-taxable relocation expenses in line with government guidance.

All taxable benefits relate to travel expenses.
There were no annual performance-related bonuses or long-term performance-related bonuses paid to any individual in the financial year.

Note that the directors’ report includes those persons in senior positions having authority or responsibility for directing or controlling the
major activities of the NHS foundation trust, namely executive directors and non-executive directors. The Trust employs certain other roles
on very senior manager pay scales; however, these individuals are not included within the above table as they do not meet the annual report
manual definition of senior manager.

In accordance with the definition above, there were no payments for loss of office made to current or former senior managers during the
financial year, and no payments were made to past senior managers.
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Directors’ remuneration 2024/25 (subject to audit)

Name and title

alary and fees
(bands of £5000)
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(rounded to the
nearest £100)

Annual performance-

related bonuses
(bands of £5,000)

performance-related
(bands of £5,000)

Long term

All pension-related

benefits
(bands of £2,500)

Shan Morgan Chair 60 - 65 60 - 65
Non-Executive Director
Carole Burgoyne (resigned 8 September 2024) 5-10 100 - - - 5-10
. Non-Executive Director
Tim Cooper (appointed 27 August 20245) >~ 10 100 ) ] ] >~ 10
. Non-Executive Director
David Harland (appointed 9 September 2024) >~ 10 ) ) ] ) >~ 10
Bridie Kent Non-Executive Director 10-15 - - - - 10-15
. Non-Executive Director
Steve Kirby (resigned 31 August 2024) 5-10 100 - - - 5-10
Sallie Lamb' Non-Executive Director ) i i ) ) i
(appointed 29 January 2025)
Martin Marshall Non-Executive Director 10- 15 100 - - - 10-15
Alaistair Matthews | Non-Executive Director 15-20 500 - - - 15-20
Tim McIntyre-Bhatty | Non-Executive Director 10-15 300 - - - 10-15
Tony Neal Non-Executive Director 15-20 200 - - - 15-20
Hannah Foster Chief People Officer 165-170 |- - - 25.0-27.5[195- 200
Adrian Harris* Chief Medical Officer 240 - 245 | - - - 0.0-2.5 ]240-245
Angela Hibbard Chief Financial Officer 190 - 195 | 400 - - 30.0-32.5]220- 225
Sam Higginson Chief Executive Officer 270-275 | 100 - - 1%8 ) 380 - 385
Carolyn Mills Chief Nursing Officer 180 - 185 | 300 - - 85.0 - 87.5 | 265 - 270
John Palmer Chief Operating Officer 180 - 185 | 100 - - 50.0 - 52.5| 230 - 235
Chris Tidman Deputy Chief Executive Officer | 200 - 205 | - - - 22.5-25.0 | 225- 230

1.Sallie Lamb is not remunerated by the Trust and provides services through a collaborative arrangement with the University of Exeter.
There were no annual performance-related bonuses or long-term performance-related bonuses paid to any individual in the financial year.

Note that the directors’ report includes those persons in senior positions having authority or responsibility for directing or controlling the
major activities of the NHS foundation trust, namely executive directors and non-executive directors. The Trust employs certain other roles
on very senior manager pay scales; however, these individuals are not included within the above table as they do not meet the annual
report manual definition of senior manager.

In accordance with the definition above, there were no payments for loss of office made to current or former senior managers during the
financial year, and no payments were made to past senior managers.

*As noted in the previous annual report, the pensionable remuneration for A Harris increased in 2023/24 as a result of the correction of an
error relating to a non-pensionable element of remuneration. The correction of the historical element rectified an error whereby pension
contributions were not made on an element of their salary over multiple years. This correction took place in 2024 with agreement for
recoupment effective from December 2024.
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Ratio between the highest-paid
director and the median
remuneration received by
employees of the Trust

(subject to audit)

NHS foundation trusts 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
£260k-£265k (2024/25 — £270k-£275k). This is a
change of 3.7% (2024/25 - 7.9%).

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 £24k to £307.8k
(2024/25 — £22.4k to £345.4k). 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 2.3% (2024/25 - 5.8%).

Four employees received remuneration in excess of
the highest-paid director in 2025/26 (2024/25 — five
employees). No performance-related pay or bonuses
were paid to any directors in 2025/26 or 2024/25.

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 2024/25
£'000 £'000

Total pay Pay and Salary Total pay Pay and
and benefits, | benefits component of | and benefits | benefits
excluding excluding pay excluding excluding
pension pension: pension pension:
benefits pay ratio for benefits pay ratio for
highest-paid highest-paid
director director
Band of the
2!9hes‘t'pa'd 260-265 260-265 270-275 270-275
irector — as
above
25th percentile | 29.7 29.7 8.8 28.5 28.5 9.6
Median 39.5 39.5 6.6 38.1 38.1 7.2
75th percentile |51.2 51.2 5.1 49.7 49.7 5.5
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Pension-related benefits for defined
benefit schemes (subject to audit)

This is the aggregate input amount, calculated using
the method set out in section 229 of the Finance Act
2004. This figure will include those benefits accruing
to senior managers from their membership of the
1995/2008 Scheme and the 2015 Scheme. Any
pension contributions made by the senior manager or
any transferred amounts are excluded from this figure.

The amount to be included here is the annual
increase (expressed in £2,500 bands) in pension
entitlement. In summary, for the 1995/2008 Scheme
and 2015 Scheme, the increase is calculated using the
following formula:

Increase = ((20 x PE) + LSE) — ((20 x PB) + LSB) —
employee contributions

e PE is the annual rate of unreduced pension that
would be payable to the director if they became
entitled to it at the end of the financial year.

e PB is the annual rate of unreduced pension,
adjusted for inflation, that would be payable to
the director if they became entitled to it at the
beginning of the financial year.

e [SE is the amount of unreduced lump sum that
would be payable to the director if they became
entitled to it at the end of the financial year.

e [SBis the amount of unreduced lump sum, adjusted
for inflation, that would be payable to the director
if they became entitled to it at the beginning of the
financial year.

e Employee contributions are the employee pension
contributions for the financial year.

The public service pension scheme
remedy (McCloud) pension
disclosures for members affected by
the public service pensions

On 1 April 2015, the government made changes to
public service pension schemes which treated members
differently based on their age. The public service
pensions remedy puts this right and removes the age
discrimination for the remedy period, between 1 April
2015 and 31 March 2022.

Part one of the remedy closed the 1995/2008 Scheme
on 31 March 2022, with active members becoming
members of the 2015 Scheme on 1 April 2022.

For part two of the remedy, eligible members’
memberships during the remedy period in the 2015
Scheme were moved back into the 1995/2008 Scheme
on 1 October 2023. This is called ‘rollback’. Where

a member who is a senior manager is affected by
rollback, the benefits in respect of their pensionable
service during the remedy period are valued as being in
the 1995/2008 Scheme.

This means there may be a difference between the
benefits and cash equivalent transfer value (CETV)
we quote for this year, compared to the benefits and
CETV we quoted for the year ending 2023.
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Pension benefits 2025/26 (subject to audit)

Name and title

31 March 2025 (rounded to

equivalent transfer value on
nearest £1,000)
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Lump sum at pension age
related to accrued pension
on 31 March 2025 (bands of
£5,000)

(rounded to nearest £1,000)
(rounded to nearest £1,000)
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Real increase in pension
lump sum at pension age
(bands £2,500)

Total accrued pension at
pension age on 31 March
2025 (bands of £5,000)
Cash equivalent transfer
value on 1 April 2026
Cash equivalent transfer
value on 31 March 2024
Real increase in cash

mmm

H Foster Chief People Officer |2.5-5.0 |- 17 23
Chief Medical
A Harris Officer for Digital 25-50|- 15-20 |- 275 191 50
and Research
. Chief
A Hibbard 0.0-25]- 40-45 |100-105 |1,017 962 29

Financial Officer
S Higginson' | Chief Executive - - - _ _ _ i

P Luke Interim Chief 25-50(50-7.5(50-55 |130-135 |1,143 |991 73
Operating Officer

C Mills Chief . 00-25]- 80-85 [225-230 |143 2071 |-
Nursing Officer

J Palmer Chief . 0.0-25]00-25[35-40 [0-5 535 472 14
Operating Officer

Chief Medical

V Purday Officer for Service | ) 5 5 150-75(85-90 |220-225 2,028 |1,.821 |87
Strategy and

Operations
Deputy

C Tidman Chief Executive

1.S Higginson chose not to be covered by the pension arrangements during the reporting year.
2.C Tidman chose not to be covered by the pension arrangements during the reporting year.
Supporting notes:

e There were no employer contributions to stakeholder pensions for any of the executive members.

¢ As non-executive members do not receive pensionable remuneration, there will be no entries in respect of pensions for non-executive
members.
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Pension benefits 2024/25 (subject to audit)

Name and title

Lump sum at pension age

related to accrued pension
31 March 2024 (rounded to

equivalent transfer value on
nearest £1,000)
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on 31 March 2024 (bands of

£5,000)
(rounded to nearest £1,000)

(rounded to nearest £1,000)
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Real increase in pension
lump sum at pension age
(bands £2,500)

Total accrued pension at
pension age on 31 March
2024 (bands of £5,000)
Cash equivalent transfer
value on 1 April 2025
Cash equivalent transfer
value on 31 March 2023
Real increase in cash

£000 m- £000

H Foster Chief People Officer |0.0-2.5|0.0-2.5 17 - 9
. Chief
A Harris Medical Officer 00-25(00-25|10-15 |0-5 191 105 50
AHibbard | ChiEf 0.0-2.5[00-25[35-40 |[100-105 |962 821 76
Financial Officer
S Higginson Chief Executive 25-50(00-25|45-50 |0-5 673 678 -
C Mills Chief . 50-75|50-75|80-85 [225-230 |2,071 |[1,818 [109
Nursing Officer
Chief
J Palmer . : 25-50(00-25(32-35 |0-5 472 388 36
Operating Officer
. Deputy i ) ) ) ) i )
C Tidman Chief Executive

Supporting notes:
¢ There were no employer contributions to stakeholder pensions for any of the executive members.

¢ As non-executive members do not receive pensionable remuneration, there will be no entries in respect of pensions for non-executive
members.

The CETV is the actuarially assessed capitalised value
of the pension scheme benefits accumulated by a
member at a particular point in time. The benefits
valued are the member’s accumulated benefits and
any contingent spouse’s pension payable from the
scheme. CETVs are calculated within the guidelines
and framework prescribed by the Institute and Faculty
of Actuaries.

Signed:

|
T S L T
J

< %

Sam Higginson
Chief Executive Officer

24 June 2026
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Staff Report

The Trust would like to thank all staff, volunteers and

governors for their dedication to our patients and
communities. The following pages, include details

about staff numbers, costs, and wellbeing, along with

key metrics.

Staff numbers (subject to audit)

Staff numbers for 2025/26 and 2024/25 are

summarised in the table below:

on capital projects

Total Permanent Other Total Permanent Other
2025/26 2025/26 2025/26 | 2024/25 2024/25 2024/25

No. No. No. No. No. No.
Medical and dental 1,594 1,563 31 1,623 1,459 164
Ambulance staff 18 18 0 13 13
Administration and estates 3,036 2,891 145 2,924 2,841 83
SHt(;?]lthcare assistants and other support 3,274 2994 780 3,036 2828 208
Sl‘\lt;i?mg, midwifery and health visiting 3,430 3217 213 3,407 3233 174
Nursing, midwifery and health visiting 69 69 0 20 20
learners
Scientific, therapeutic and technical staff 1,390 1,355 35 1,362 1,319 43
Healthcare science staff 298 298 0 281 281
Social care staff 0 0 0 0
Other 8 8 24 24
Total average numbers 13,117 12,413 704 12,690 12,018 672
Of which:
Number of employees (WTE) engaged 29 29 0 39 39 0
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Staff costs: 2025/26 and 2024/25

(subject to audit)

excluding capitalised costs

Total Permanent| Other Total Permanent | Other
2025/26 2025/26 2025/26 | 2024/25 2024/25 2024/25
£000 £000 £000 £000 £000 £000
Salaries and wages 607,561 606,308 1,253 561,313 559,911 1,402
Social security costs 78,760 78,760 0 60,657 60,657
Apprenticeship levy 3,007 3,007 0 2,851 2,851
Pension cost — employer contributions 74,431 74.431 0 68,689 68,689
to NHS pension scheme
Pension cost — employer contributions
paid by NHSE on provider's behalf 48,685 48,685 0 44,898 44,898
(9.4%) — month 12 only
Pension cost — other* 285 285 0 270 270
Other post-employment benefits 0 0 0 0
Other employment benefits 0 0 0 0
Termination benefits 43 43 0 67 67
Temporary staff — external bank 23,335 0 23,335 27,473 27,473
Temporary staff - agency/ 9,563 0 9,563 13,830 13,830
contract staff
TOTAL GROSS STAFF COSTS 845,670 811,519 34,151 780,048 737,343 42,705
Recoveries from DHSC Group bodies
in respect of staff cost netted off 0 0 0 0
expenditure
Recoveries from other bodies in respect 0 0 0 0
of staff cost netted off expenditure
TOTAL STAFF COSTS 845,670 811,519 34,151 | 780,048 737,343 42,705
Included within:
Costs capitalised as part of assets 2,315 2,315 0 2,950 2,950
Total employee benefits 843,355|  809,204|  34,151| 777,098| 734393 42,705
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Exit packages (subject to audit)

2025/26
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2025/26 | 2025/26 | 2025/26 | 2025/26 | 2025/26 | 2025/26 | 2025/26 | 2025/26
No. £000 No. £000 No. £000 No. £000
Exit package cost band
(including any special
payment element)
<£10,000 5 19 46 214 51 233 5 27
£10,000 - £25,000 2 24 21 325 23 349 2 31
£25,001 - £50,000 10 390 10 390 1 48
£50,001 - £100,000 4 286 4 286 1 62
£100,001 - £150,000 0 0 0 0 0 0
£150,001 - £200,000 0 0 0 0
>£200,000 0 0 0 0 0
Total 7 43 81 1,215 88 1,258 9 168

During 2025/26 the Trust identified that it had not
requested approval from HM treasury for the special

payments referred to in the table above. The Trust

has requested retrospective approval for these special
payments and is undertaking a review of the past three
years to determine whether any additional approvals
are required. Progress has been reported to the
remuneration committee throughout 2025/26.
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2024/25 | 2024/25 | 2024/25 | 2024/25 | 2024/25 | 2024/25 | 2024/25 | 2024/25
No. £000 No. £000 No. £000 No. £000
Exit package cost band
(including any special
payment element)
<£10,000 1 6 31 146 32 152
£10,000 - £25,000 1 15 3 35 4 50
£25,001 - £50,000 1 46 0 0 1 46
£50,001 - £100,000 1 64 1 64
£100,001 - £150,000 0 0 0 0
£150,001 - £200,000 0 0 0 0
>£200,000 0 0 0 0
Total 3 67 35 245 38 312 0 0

Redundancy is based on one month'’s pay for each
completed year of reckonable service (between two
and 24 years). Payment in lieu of notice (PILON) is
based on the notice period held within the employee’s
contract of employment. A settlement agreement

will be made following an employment tribunal in
conjunction with Trust solicitors’ advice on the amount
to be paid.

The exit packages within the scope of this disclosure
include, but are not limited to, those made under
nationally agreed arrangements or local arrangements
for which Treasury approval was required.

The cost of ill-health retirements falls on the relevant
pension scheme, not the foundation trust, and is not
included in this disclosure.
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Non-compulsory departure
payments (subject to audit)

agreed
2025/26
No.

Payments

Total value of
agreements

2024/25
£000

Total value of
agreements agreed

2025/26 2024/25
£000 No.

Payments

Voluntary redundancies including early
retirement contractual costs

Mutually agreed resignations (MARS)

contractual costs =

772

Early retirements in the efficiency of the service
contractual costs

Contractual payments in lieu of notice 43

275 35 245

Exit payments following employment tribunals
or court orders

Non-contractual payments requiring HMT /
DHSC approval (special severance payments)*

168

Total 88

1,215 35 245

Of which:

Non-contractual payments requiring HMT /
DHSC approval made to individuals where the
payment value was more than 12 months of
their annual salary

* Includes any non-contractual severance payment made following
judicial mediation relating to non-contractual payments in lieu of
notice.

The maximum (highest), minimum (lowest) and median values of
special severance payments included within the non-contractual
payments line of the table above were £62,457, £1,923 and
£7,000 respectively.

Note that the number of payments shown in the table above
differs from the number of exit packages disclosed earlier in the
report. The exit packages table shows the number of individuals
receiving an exit package, whereas the table above shows the
number of payments by component. As a single exit package can
include multiple components, these are counted separately and
therefore reflects a higher number than the number of individuals.

Gender equality

The Trust is committed to achieving equality and
diversity in all that we do, with gender equality an
important factor for our people. The numbers of
male and female employees as of 31 March 2026 are
reported below:

Female | Male |Total
Directors* 8 9 17
Other senior managers** | 6 4 10
Employees 11,106 | 3,352 14,458

*Directors include all members of the board of directors.

**Qther senior managers reflect very senior managers who are not
members of the board of directors.

All figures reflect the total number of employees
(headcount) and not the whole-time equivalent
reported in the staff number section above.

Trust pay is mostly aligned to national pay agreements,
with actions in place to reduce the gender pay gap in
areas within the control of the Trust. More information
on the gender pay gap can be found on page 119.
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Sickness absence

A summary of sickness absence for 2025 is
summarised in the table below:

Figures converted by the
Department of Health
to best estimates of
required data Items

Statistics produced by NHS Digital
from ESR data warehouse

Adjusted
Average FTE days FTE — days Average
full-time | lost to FTE — days | lost to Verag
. . . . sick days
equivalent | Cabinet available | sickness or FTE
(FTE) 2025 | Office absence | P
definitions
12,300 135,419 4,489,525 1 219,680 | 11

Source: NHS Digital -
Workforce Publications — based on data from the
ESR Data Warehouse. Period covered: January to
December 2025

Data items: ESR does not hold details of the normal
number of days worked by each employee. Data on

days available and days recorded sick are based on a
365-day year.

Sickness Absence and

Average annual sick days per FTE have been estimated
by dividing the estimated number of FTE-days sick by
the average FTE and multiplying by 225 (the typical

number of working days per year).

There may be inconsistencies between these data
and the statutory basis for accounts, in terms of the
organisation against which staff are reported for a
particular month.

Trust turnover
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Staff policies and actions

Recruitment of disabled persons

The Equality Act 2010 defines disability as a physical or
mental impairment with a substantial and long-term
adverse impact on a person’s ability to carry out
normal daily activities. In line with this, the Trust takes
a proactive approach to supporting applicants with
disabilities.

The Trust's recruitment and selection policy aims to
ensure that recruitment is conducted in accordance
with the Equality Act and that applicants are treated
fairly, professionally and with respect. All job adverts
include an inclusion statement co-authored by
resourcing, inclusion and staff networks. Recruitment
and selection training is mandatory for all new line
managers, with inclusive leadership training offering
deeper insight into inclusive hiring practices, including
a focus on ‘culture add’ rather than ‘culture fit'.

As a Disability Confident employer, the Trust commits
to interviewing, where practical and appropriate,
applicants who declare a disability and meet the
essential criteria; inviting applicants to identify any
support they require; supporting employees who
acquire a disability to remain in work; improving
disability awareness; ensuring recruiting managers
understand their responsibilities; and regularly
reviewing these commitments.

12 month Turnover Rate (WTE)
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Applicants are invited to request reasonable
adjustments when booking interviews via the
recruitment system. The Trust also supports candidates
at careers events and works with partner agencies to
reduce barriers to employment, including accepting
CVs for some roles.

Following a conditional offer, candidates complete a
health questionnaire reviewed by occupational health.
Where appropriate, recommendations and reasonable
adjustments are shared with managers, with ongoing
advice provided by the people team throughout
employment.

Existing disabled staff and staff who
become disabled

The chief people officer is accountable for ensuring
the Trust complies with relevant equality legislation
and NHS standards. The inclusion committee, chaired
by the chief executive officer, demonstrates the Trust's
commitment to fair and equitable treatment for all
applicants, students, staff and service users, including
those with disabilities.

All staff receive equality and diversity training,
reinforcing both personal and organisational
responsibilities in relation to protected characteristics.
Occupational health and wellbeing services

provide expert advice where an employee’s health
circumstances change, and adjustments may

be required.

The inclusion policy statement underpins the Trust’s
commitment to an inclusive culture, supporting

staff with disabilities to remain in employment and
protecting individuals from discrimination, harassment
or victimisation. Where possible, the Trust seeks

to prevent or minimise the impact of disability
through early discussions with line managers, timely
occupational health referrals and the implementation
of reasonable adjustments to ensure equitable access
and support to meet individual needs.

Career development and progression of
disabled persons

The Trust is committed to supporting disabled staff
and applicants through inclusive practices, expert
guidance and reasonable adjustments at every stage
of employment. People function specialists advise
managers throughout recruitment and beyond, while
occupational health provides prompt support when
health needs change.

The Trust ensures compliance with equality legislation,
and the inclusion committee reinforces fair treatment
for all. Staff receive equality and diversity training,
and policies emphasise creating an inclusive culture
that prevents discrimination and enables individuals to
remain in work.

Career development is supported through initiatives
such as supported internships, targeted learning
events, staff networks, and accessible learning
opportunities. Inclusive recruitment guarantees
interviews for applicants with disabilities who meet
essential criteria. Communication is delivered through
multiple channels, and staff engagement is facilitated
by dedicated events. Strong partnership working
with Staffside representatives ensures collaborative
decision-making and continuous improvement in
staff experience across the Trust. This year, we have
extended this work with a focus on medical and dental
staffing to support equitable recruitment.

Communication with employees

The Trust has a central communications team

that manages all internal and external corporate
communications within the Trust. This includes
communication with staff, patients, system colleagues,
foundation trust members, the media, and the wider
community. The team is responsible for sharing
information with staff to help them in their roles,
spreading the word about the hospital’s latest news
and achievements, and helping colleagues stay up to
date with what's happening in the Trust.

The communications team provide information in

a variety of ways, including weekly all-staff emails,
social media groups, television screens and posters
throughout the Trust, computer displays, external
website and the internal intranet. They also provide
information for our senior leaders and line managers
to cascade to their teams.

Additionally, the communications team facilitates staff
engagement events, including executive-led listening
events, the team brief and leadership meetings.

Staff consultation and partnership
working

The Trust maintains a strong partnership with Staffside
colleagues to improve the working lives of all staff.
Staffside representatives are actively involved in

key committees and groups, including the people
committee, partnership forum, local consultative
committees and other workforce-related groups.
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The Trust makes meaningful efforts to listen to and
meaningfully consult with staff, with senior managers
meeting monthly with trade union representatives
through the partnership forum. This approach is

also reflected regionally through ICB and southwest
partnership forums, supporting collaboration across
the wider system.

Partnership working is embedded within the Trust’s
culture and policies, including the Promoting a Positive
Working Environment Policy, which uses independent
case review panels to ensure informal resolution
routes are fully explored. Staffside colleagues are also
integral to the management of change processes, staff
survey action planning, policy development and job
evaluation activity.

Actions to involve employees in the Trust's
performance

Improving our care and services is part of everyone's
role at the Trust. In 2025/26, we launched our drive
for continuous improvement at the Trust and to
empower all colleagues to make safe and effective
changes. Colleagues continued to get support with
their ideas by sharing them through “Your Brilliant
Ideas’, and over 500 colleagues took part in training
to build improvement skills. Improvement continues
to be embedded in the performance assurance
framework meetings to ensure individual care groups
and departments are actively involved in enhancing the
performance of their own areas.

Support for employee wellbeing

Staff health and wellbeing is a key priority for the
Trust, recognising that quality patient care depends on
staff being supported to care for themselves.

A comprehensive range of holistic support is provided
and available to employees based on the national
health and wellbeing framework. This enables the
Trust to meet its key strategic priorities in relation to
health and wellbeing and is reviewed monthly through
the health and wellbeing committee. Safe, Effective,
Quality Occupational Health Service (SEQOHS)
accreditation provides independent assurance that
occupational health and wellbeing services meet

high standards of clinical governance, quality and
continuous improvement.

Counter fraud and corruption

The Trust is committed to countering fraud and
corruption. We work in partnership with the ASW
Assurance counter-fraud team, which provides local
counter-fraud specialists in line with the NHS standard
contract. Fraud awareness is promoted through the
intranet and targeted communications. A suite of
policies, including the counter fraud and corruption,
standards of business conduct and whistleblowing
policies, support staff and are accessible via the
intranet. The counter fraud team monitors progress
against the counter fraud workplan and reports on
fraud risks to the board through the audit committee.

Diversity, equity, and inclusion

The Trust has developed a plan to outline the strategic
approach being taken to inclusion for staff, patients,
and the community. This plan aims to create a sense of
inclusion for all, demonstrably embracing and valuing
diversity and equity, with progress against this plan
monitored through the inclusion committee. Please see
page 41 for more information on equality performance
and page 119 for our full equality report.

Expenditure on consultancy

The total expenditure on consultancy for the 2025/26
financial year was £125,000 compared to £136,000
in 2024/25.

Off-payroll payments

Table one: highly paid off-payroll worker
engagements earning £245 per day or greater, as
of 31 March 2026

Number of existing engagements as of 31 March

2026 i

Of which

Number that have existed for less than one year at

time of reporting. nil

Number that have existed for between one and two

years at time of reporting. nil

Number that have existed for between two and

three years at time of reporting. nil

Number that have existed for between three and

four years at time of reporting. nil

Number that have existed for four or more years at

time of reporting. nil
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Table two: all highly paid off-payroll workers
earning £245 per day or greater engaged at any
point during the year ended 31 March 2026

Number of off-payroll workers engaged during the

year ended 31 March 2026 nil

Of which:

Not subject to off-payroll legislation* nil

Subject to off-payroll legislation and determined as

in-scope of IR35* nil

Subject to off-payroll legislation and determined as

out-of-scope of IR35* nil

Number of engagements reassessed for compliance

. nil
or assurance purposes during the year

Of which: number of engagements that saw a

change to IR35 status following review nil

*A worker who provides their services through their own limited
company or another type of intermediary to the client will be
subject to off-payroll legislation, and the Trust must assess to
determine whether that worker is in scope of Intermediaries
legislation (IR35) or out of scope for tax purposes.

There were no off-payroll engagements of a board
member with significant financial responsibility during
the financial year.

Table three: for any off-payroll engagements
of board members, and/or senior officials with
significant financial responsibility, between

1 April 2025 and 31 March 2026

Number of off-payroll engagements of board
members, and/or senior officials with significant nil
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 nil
financial year. This figure must include both off-
payroll and on-payroll engagements.

Gender pay gap

Organisations with 250 or more employees are
required to publish gender pay gap data. The gender
pay gap represents the difference in average earnings

between men and women, expressed relative to men’s

pay. In line with statutory requirements, the Trust
publishes its annual gender pay gap report, which is

available via https:/gender-pay-gap.service.gov.uk and

makes this publicly available. The Trust also produces
a supporting analysis of its gender pay gap data to
aid transparency and understanding, which can be
found here.

NHS Staff Survey

Staff experience and engagement

A range of factors impact the way colleagues
experience the workplace, including reward and
recognition, values and behaviour, and leadership,
as well as ensuring our colleagues have a voice that
counts. Academic evidence shows that committed
and motivated colleagues lead to enhanced patient
outcomes and experience.

A range of mechanisms are in place to monitor and
learn from colleague feedback, including:

e NHS Staff Survey: We engage across the Trust to
develop and implement bespoke, local action plans
in response to the Staff Survey

e National Quarterly People Pulse Survey: Results are
shared and triangulated with other data, to make
improvements at a Trust level

e Learning From Excellence: Colleagues can submit
reports which celebrate excellence, enabling us to
create opportunities for learning and improving

e Learning From Leavers: Exit questionnaire feedback
is used to understand how retention and employee
experience can be improved

e All staff listening events: Colleagues can share
concerns with executives, as well as thoughts and
ideas about possible solutions.

NHS Staff Survey

The NHS Staff Survey is conducted annually. The
survey questions align with the seven elements of

the NHS 'People Promise’, as well as two themes of
engagement and morale. All indicators are based

on a score out of 10 for specific questions, with the
indicator score being the average of those, and a
higher score reflecting a more positive staff experience.

The response rate to the 2025/26 survey among
Trust staff was 33.5% — a decrease of 6.5% from the
previous year.

Page 78



Annual Report 2025/26

Scores for each indicator — together with those of
the national benchmarking group (acute, acute

and community trusts) — are presented below. The
data in this chart comes from the National Survey
Coordination Centre and uses weighted data, which

is adjusted to better reflect the overall workforce

by accounting for differences such as organisation
size, staff roles and demographics, providing a more
accurate picture than unweighted (raw) responses.
Figures have been rounded to one decimal place.

2025/26 2024/25 2023/24 2022/23

LCiE ) g o o E i o E o o E i
(‘People Promise’ elements and S s 3 S s 3 S s 3 S s 3
themes) % | 25| % | €5| % | €s| & | €%

= g 2 = g 8 3 g 8 = g 8

- oo D = =) = o D (= o D
We are compassionate and inclusive 7.5 7.3 7.5 7.2 7.5 7.2 7.4 7.2
We are recognised and rewarded 6.1 5.9 6.2 5.9 6.2 5.9 5.9 5.8
We each have a voice that counts 6.7 6.6 6.8 6.7 6.8 6.7 6.7 6.7
We are safe and healthy 6.2 6.1 6.3 6.1 6.3 6.0 6.0 5.9
We are always learning 5.3 5.6 53 5.6 53 5.6 4.8 5.2
We work flexibly 6.4 6.2 6.4 6.2 6.4 6.2 6.1 5.9
We are a team 6.9 6.8 6.9 6.8 6.9 6.7 6.8 6.6
Staff engagement 6.9 6.7 7.0 6.8 7.0 6.9 6.8 6.8
Morale 6.0 5.8 6.1 5.9 6.1 5.9 5.8 5.7

e The Trust scores have declined in five People Promise elements and themes, while four have remained the same

since 2024/25.

e The Trust scores above the national benchmarking average in eight out of nine People Promise scores, except
for "We are always learning’ which remains 0.3 points below the average.

Chart one: staff engagement (advocacy)

The data in this chart comes from the National Survey

Coordination Centre; the data is weighted, and figures
have been rounded to one decimal place.

Benchmarking Trust Trust Trust
2025 2025 2024 2023
| would recommend my organisation as a place to work 57.8% 62.9% 65.5% 63.8%
If a friend or relative needed treatment | would be
happy with the standard of care provided by this 60.8% 73.6% 73.3% 71.4%
organisation
rc;fi:)eri(t); patients/service users is my organisation's top 71.6% 72.4% 76.6% 76.7%

e The percentage of colleagues who would recommend the organisation for the standard of care provided has

slightly improved

e The number of colleagues who would recommend the organisation as a place to work and the number of

colleagues who agreed care of patients is the organisation’s top priority has declined

e All "advocacy’ scores are higher than the national benchmarking average.
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Chart two: morale

The data in this chart comes from the National Survey
Coordination Centre; the data is weighted, and figures
have been rounded to one decimal place.

Benchmarking Trust Trust Trust

2025 2025 2024 2023
Thinking about leaving sub-score 6.0 6.4 6.4 6.4
Work pressure sub-score 5.2 5.2 5.4 53
Stressors sub-score 6.4 6.5 6.5 6.5

e 'Thinking about leaving’ and ’stressors’ scores have remained the same since 2024/25 and are higher than the

national benchmarking average

e The ‘work pressure’ score has declined since 2024/25 and is the same as the national benchmarking average.

Trust-wide improvements and declines

According to data from our survey contractor IQVIA
(Quality Health), the Trust has improved on 42
guestions compared to the 2024/25 data. Areas that
have improved include:

e Colleagues were less likely to work additional
paid hours.

e Colleagues are more likely to report experiences of
harassment, bullying or abuse when they occur.

e More colleagues have completed an appraisal in the
last 12 months.

However, the Trust has declined on 57 questions since
2024/25. Areas that have declined include:

e More colleagues said they do not have adequate
materials, supplies and equipment to do their
job properly.

e Fewer colleagues believe care of patients is the
organisation’s top priority.

e More colleagues have felt unwell in the last 12
months because of work-related stress.

Action plans to address key priority areas

Following a detailed analysis of the NHS Staff
Survey results, the Trust initiated a comprehensive
engagement process. This included sharing the
findings and key priority areas with colleagues,
managers, the public, stakeholders and Staffside.
A formal report was also presented to the board of
directors for discussion.

Action plans have been developed across all levels

of the organisation, supported by people business
partners and the Employee Experience team. Key
Trust-wide priorities this year include line management,
burnout and career development. Performance will be
evaluated according to progress against these priority
themes using Trust-wide metrics and improvements in
future survey results.

Monitoring arrangements and evaluation

A Trust-wide action plan will be developed with input
from key stakeholders, including specific actions to
support participation. Progress against these priorities
will be measured through future survey performance,
response rate analysis and regular reporting through
governance structures.

Trust-wide actions will be monitored through the
people committee, while care group and departmental
action plans will be tracked via the Trust’s performance
assurance framework (PAF).
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Health and safety
performance

The following sections provide an overview of the
Trust's health and safety performance over the last
financial year.

Health and safety function

The function has navigated another challenging year,
which has been in part shaped by the continued
integration of services and operational and financial
pressures across the Trust. Despite these pressures,
the team has performed strongly in a complex and
evolving environment.

A significant area of progress has been in improving
the collaborative One Devon approach to health and
safety. This is expected to be supported in the future
by optimising capacity and capability to deliver greater
consistency and reduced duplication in our services.

Figure one: patient accidents

Health and safety governance

Our health and safety committee has improved its
efficiency and strengthened the scrutiny of reports and
documentation from formal subgroups. The committee
is well established as a forum for discussing and
managing Trust-wide health and safety issues, with

a clear and effective escalation route to the people
committee, which directly reports to the board.

The committee’s membership and terms of reference
have been refined to ensure it can effectively meet
the health and safety needs of the Trust and gain the
appropriate levels of assurance that health and safety
is managed effectively.

Accident and incident reporting

All health and safety-related incidents are recorded
through the Trust’s Datix system, reviewed quarterly
and escalated where appropriate. The following tables
outline the total number of staff and patient accidents
and, incidents involving violence and aggression,
reported across the financial year.

Of the 3010 patient accidents reported during 2025/26, the top subcategories were slips, trips, and falls (2757)
and self-harm (115). Based on outcomes, 97.5% of patient accidents had severity ratings of 'none” or ‘minor’.
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Figure two: staff accidents by reported financial year

Of the 760 staff accidents, the top subcategories were inoculation injuries (266), slips, trips, and falls (140),
and moving and handling (118). Based on outcomes, 95.5% of staff accidents have severity ratings of 'none’

or ‘'minor’.

Staff accidents by reported financial year
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Inoculation injuries and sharps
management

The Trust continues to take proactive steps to manage
and minimise injuries related to needlesticks and
sharps use. Risk assessments are in place for instances
where non-safety sharps are unavoidable, and staff are
regularly reminded to exercise caution during handling.
Sharps bin provision across the Trust has improved,
and the use of safer sharps is actively encouraged.

Violence and aggression: prevention and
reduction

Violence and aggression towards NHS staff remain a
significant concern both nationally and locally.

Since the appointment of a victim support co-ordinator
role in 2025, we have been able to take a more
structured, proactive and consistent approach to
addressing unacceptable behaviour, ensuring that
incidents are responded to appropriately and that staff
are supported when concerns are reported.

As a result, the Trust has had a successful prosecution
of a patient who assaulted a member of staff in

an unprovoked attack. This resulted in a 12-week
suspended sentence for 12 months, required to attend
drug and alcohol rehabilitation, and to pay £125 to
victim support and £250 to the member of staff.

There has also been a significant increase in the use of
sanctions against violent and aggressive patients (and
visitors), including formal warnings and exclusions. In
the last 12 months we have issued:

e 59 code of conduct letters
e 65 formal warning letters
e Four exclusion letters.

Staff have reported feeling more supported since
the Trust has been able to consistently issue sanction
letters in response to unacceptable behaviour. The
clear and timely use of these measures has reassured
staff that concerns are taken seriously and acted
upon, helping them feel heard and valued. This has
contributed to a more positive and safer working
environment.
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Figure three: violence and aggression incidents by reported financial year
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Of the 1,451 incidents of violence and aggression that
were reported across the Trust, 866 were categorised
as non-physical assaults, such as verbal abuse, while
585 involved physical assault. A breakdown of incident
severity revealed that 99.3% of all incidents had
severity ratings of 'none’ or ‘minor’.

The Trust has established a violence prevention,
reduction and security group that reports directly

to the health and safety committee and provides
ongoing leadership and oversight. As part of our
wider commitment to creating a safe, respectful, and
inclusive working environment, the Trust continued
to support the successful ‘that’s not ok’ campaign.
This initiative reinforced our values by setting clear
expectations around behaviour, making it clear that
discrimination, disrespect, racism, and abuse have no
place in our organisation.

Moving and handling

Our moving and handling service operates across the
Trust, providing specialist advice, training, and support
to ensure safe and effective moving and handling
techniques to support staff wellbeing and patient
safety as well as reducing musculoskeletal conditions
from the use of display screen equipment.

Working closely with departments such as health
and safety, occupational health, patient safety

and procurement, the team helps shape training,
purchasing decisions and Trust policies, overseeing
equipment location, procurement and maintenance
to ensure staff have access to the tools they need to
remain safe at work.

NHS Staff Survey

The 2025 NHS Staff Survey provides a valuable
snapshot of staff experience under the ‘We are safe
and healthy’ theme. Overall, the Trust’s performance
has been close to the national average for acute and
community trusts. The Trust will maintain a continued
focus on creating a safe and supportive working
environment for our staff.

Figure four: NHS Staff Survey 2025 -
safety climate

Promise element 4: We | Royal | National | National
are safe and healthy Devon | average | worst
Health and safety climate 5.4 5.4 4.5
Negative experiences 8.0 79 75
(overall)

Highlighted sub-question response

Musculoskeletal injury in 0 0 0
the past 12 months 39.7% 40.7% 47.7%
Physical violence

experienced by staff in 13.99 14.79 20.1%
the past 12 months (by e 7 S
patients and the public)
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RIDDOR regulations

Under the Reporting of Injuries, Diseases and Dangerous Occurrences Regulations (RIDDOR), the Trust is required
to report certain types of incidents involving both staff and patients to the Health and Safety Executive (HSE). The

following sets out our RIDDOR reports for 2025/26:

Figure five: RIDDORs submitted to the HSE by reported financial year

Financial year 2016/17 | 2017/18 | 2018/19 | 2019/20 | 2020/21 | 2021/22 | 2022/23 | 2023/24 | 2024/25 | 2025/26
RIDDOR 61 67 57 62 39 42 20 41 32 43
RIDDOR per

1000 FTE staff 6.6 7.2 5.9 6.2 3.7 4.0 1.8 3.6 2.8 3.6
Figure five: RIDDORs submitted to the HSE by reported financial year

Il Loss of
EEILE Light duties | consciousness | Off work
RIDDOR reports submitted to HSE | excluding | Dangerous g
. ) for more caused by for more Total
during 2025/26 finger, Occurrence "
than 7 days | head injury or | than 7 days
thumb or :
asphyxia
toe

Allergic Reaction 1 1
Inoculation injury (sharps/ 3 3
needlestick) - contaminated

Manual Handling 1 3 13 17
Other incident 1

Physical - Physical Assault 2 1 1 4 8
Slips, Trips, Falls 3 1 7 11
Walk into/trap/struck by 1 1 2
Total 7 3 5 1 27 43
Fire safety Training

Fire safety across the Trust is managed through the
estates department and quarterly fire safety group
meetings. Dedicated fire safety advisors situated at
both acute hospital sites are responsible for fire risk
assessments and training across all Trust locations.
Fire-related external audits and notices are reviewed
and actioned by the fire safety team in collaboration
with relevant departments and health and safety.
Inappropriate corridor storage causing obstructions
remains an issue, which may compromise escape
routes or pose fire risks. Plans are underway to reduce
these hazards. The Trust has also re-assessed its fire
safety training provision and is implementing new
ways of delivering this learning.

Statutory and mandatory health and safety training
(including fire safety), is managed through the Trust's
digital learning platform (Learn+), providing staff
with an accessible way to monitor and complete
essential training.

Health and safety courses for managers have been
delivered throughout the year as part of the managers
development programme. An e-learning display screen
equipment module has also been developed which
should launch in early 2026/27.

Fit testing

To meet national filtering facepiece (FFP3) respiratory
protection requirements, the Trust has significantly
improved accessibility to fit testing to protect staff and
patients from respiratory and airborne pathogens. We
now provide oversight for frontline clinical and support
staff, with improved compliance and integration

with Learn+, enabling staff and managers to track
fit-test status and renewals. Ongoing communications
reinforce the importance of timely fit testing and
ensure understanding across the workforce.
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Board assurance framework (BAF)

The BAF is a board-owned document, the primary role
of which is to inform the board about the totality of
risks or obstacles that may impede its ability to achieve
its strategic objectives, as outlined in the Trust's
long-term strategy document.

The BAF also provides assurances that adequate
controls are operating to reduce these risks to
acceptable levels. Following the integration of the
Royal Devon and Exeter NHS Foundation Trust and
Northern Devon Healthcare NHS Trust in April 2022,
the board of directors reviewed its approach to the
BAF, having adopted a new template and process, and
identified risks emerging from the new Trust strategy
launched in 2022.

The board reviews the BAF twice a year, with individual
risks reviewed and scrutinised by board committees

at each meeting. Internal audit undertakes an annual
review of the BAF and the processes that support this.
For 2025/26, the review was undertaken in quarter
four, and the audit provided significant assurance

(i.e. the highest positive award; the auditors were
significantly assured with their findings). The BAF is
explained further in the annual governance statement
starting on page 92.

Audit committee

The audit committee is a formal, statutory

committee of the board of directors and is chaired

by Kaye Bentley, who joined the Trust in 2025/26.

Its primary role is to conclude upon the adequacy

and effective operation of the organisation’s overall
internal control system, including, without limitation,
providing assurance in relation to the financial systems
and controls of the Trust.

Four non-executive directors constitute the
membership of the audit committee — quoracy is at
least three members.

The audit committee is also attended by
representatives of the Trust's external auditors, internal
audit, counter fraud service, chief operating officer,
chief finance officer, site directors of operational
finance and the director of governance. A governor
can attend in an observational capacity.

As part of the external audit plan for 2025/26, KPMG
highlighted two significant audit opinion risks (fraud
risk from expenditure recognition and management
override of controls) and another audit risk (relating
to the valuation of buildings), which have all been
considered by the audit committee.

Fraud risk from expenditure
recognition

As the Trust and system is set a financial performance
target by NHSE, there is a risk that non-pay
expenditure, excluding depreciation, may be
manipulated to achieve the planned position.

Auditors considered this risk to most likely occur
through manipulating accruals at the end of the year
to bring forward expenditure. And, after undertaking
several procedures, they have not identified any
issues arising from the work performed relating to
inappropriate expenditure recognition.

Management override of controls

Professional standards require auditors to
communicate the fraud risk from management
override of controls as significant. Management is
typically in a unique position to perpetrate fraud
because of its ability to manipulate accounting
records and prepare fraudulent financial statements
by overriding controls that otherwise appear to be
operating effectively.

KPMG have carried out appropriate controls and
substantive procedures, testing and substantive
procedures, including testing of journal entries,
accounting estimates and significant transactions
that are outside the normal course of business,

or are otherwise unusual. No specific instances of
management override were identified from this audit.

Valuation of buildings

The assessment of the fair value of the assets is a key
estimate in the financial statements, with a number
of assumptions included within the valuation, such
as obsolescence and how a modern equivalent asset
would be developed.

An interim (desktop) revaluation was undertaken

for the Trust's land, buildings and dwellings. The
assessment of the fair value of these assets is a key
estimate within the financial statements, with several
assumptions included, such as obsolescence factors
and the use of relevant indices.

KPMG has audited the revaluation to specifically
address the risks associated with it. No specific
concerns were identified from their audit.
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Meeting schedule and attendance

The audit committee met seven times during 2025/26.

Five meetings were routine, with two meetings
scheduled additionally — 16 June relating to the final
audit report for the annual accounts, and 4 July
relating to the appointment of the external auditor.

The names of members and their attendance at the
meetings are as follows:

Name 1 May 2 June 16 June 4 July 21 July 3 Nov 26 Feb
2025 2025 2025 2025 2025 2025 2026

Dcriete | [ e e | e |

B Kent A P P

M Marshall P A A

T Mcintyre-Bhatty P P P

K Bentley (Chair after the p

3 Nov 2025 meeting)

B Boa P

¢ D Harland left the committee after the 3 November 2025 meeting

¢ B Kent left the committee after the 3 November 2025 meeting

e K Bentley joined the committee as Chair after the 3 November 2025 meeting, which she observed
® B Boa joined the committee after the 3 November 2025 meeting, which he observed.

Key: P—Present / A - Apologies.

Duties and responsibilities of the
audit committee

Governance, risk management and
internal control

The audit committee reviews the establishment and
maintenance of an effective system of integrated
governance across all Trust activity (financial and
non-financial) that supports the achievement of the
Trust's objectives.

In particular, the audit committee reviews:

e All risk and control-related disclosure statements
together with any accompanying head of internal
audit statement, external audit opinion or other
appropriate independent assurances, before
endorsement by the board

e The assurance processes that underpin the
achievement of the Trust’s objectives, the

effectiveness of the management of principal risks

and the appropriateness of the above disclosure
statements

The policies and procedures for all work related to
fraud and corruption as set out in the NHS England
standard contract and as required by the NHS
Counter Fraud Authority

The annual ISA260 report and letter of
representation produced by an external audit
concerning the annual report, quality report
and accounts.

In carrying out this work, the audit committee primarily
utilises the work of internal audit, local counter

fraud specialists, external audit and other assurance
functions, but is not limited to these functions. It

also seeks reports and assurances from the quality
committee (including clinical governance, patient
safety, quality and CQC compliance) and directors and
managers as appropriate.

Page 86



Annual Report 2025/26

Internal audit

The internal audit function is provided by ASW
Assurance. The audit committee ensures that an
effective internal audit function, including the counter
fraud function established by management, meets
the mandatory Global Internal Audit Standards and
provides appropriate independent assurance to

the committee, chief executive and board. This is
achieved by:

e Considering the provision of the internal audit
service, the cost of the audit and any questions of
resignation and dismissal

e Reviewing and approving the annual internal audit
plan, ensuring that this is consistent with the audit
needs of the Trust as identified in the assurance
framework

e Considering the major findings of internal
audit work (and management’s response), and
coordinating the internal and external auditors to
optimise audit resources

e Considering the head of internal audit’s
annual opinion

e Following up by the quality committee, or one of its
sub-committees, where the internal audit work is
an area covered by that committee, as set out in the
internal audit plan

e Ensuring that the internal audit function is
adequately resourced and has appropriate standing
within the Trust

e An annual review of the effectiveness of the
internal audit.

External audit

The audit committee:

e Reviews and monitors the external auditor’s
independence and objectivity, and the effectiveness
of the audit process, taking into consideration
relevant UK professional and regulatory
requirements

e Keeps under review the level of non-audit services
provided by the external auditor, considering
relevant guidance

e Makes recommendations to the council of
governors in relation to the appointment,
re-appointment and removal of the external auditor

e Approves the remuneration and terms of
engagement of the external auditor.

Further, the audit committee reviews the work and
findings of the external auditor and considers the
implications of, and management’s responses to,
their work.

This is achieved by:

e Discussion and agreement with the external auditor,
before the audit commences, of the nature and
scope of the audit as set out in their annual plan

e Discussion with the external auditors regarding their
evaluation of audit risks and the associated impact
on the audit fee

e Reviewing all external audit reports together with
the appropriateness of management responses.

Other functions

The audit committee considers the work of other
committees within the Trust, which can provide
relevant assurance to the committee’s scope of
work. This particularly includes the quality committee
because it manages the Trust’s corporate risk register
and the clinical audit function.

The audit committee also:

e Reviews material changes to standing orders and
standing financial instructions, and schemes of
delegation

e Receives a report from management on the review
of data quality included in the quality report

e Has the opportunity, where possible, to review the
accountancy element of any significant financial
transaction within the Trust before it is presented to
the board of directors for approval

e Receives a statement of losses and compensation
once a year, which has been approved by the chief
finance officer.

Financial reporting

The audit committee reviews and, if appropriate,
recommends to the board approval of the
annual report and financial statements, focusing
particularly on:

e Specific enquiry into whether the Trust keeps
proper books of account

e The integrity of the financial statements

e The wording in the annual governance statement
and other disclosures relevant to the terms of
reference of the committee

e Changes in, and compliance with, accounting
policies and practices
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e Unadjusted misstatements in the financial
statements

e Major judgement areas
e Significant adjustments resulting from the audit

e The annual ISA260 report and letter of
representation produced by the external audit
concerning the annual report and accounts

e Providing assurance on behalf of the board to the
Department of Health regarding the costing process
and methodology as required by the reference
cost guidance.

Board of directors reporting arrangements

The audit committee chair reports the key issues arising
from the committee to the board meeting that directly
follows the audit committee. The minutes of the audit

committee are also available to the board.

The annual governance statement, which is included
in the annual report, reviews in detail the effectiveness
of the system of internal control. By concurring with
this statement and recommending its adoption to

the board, the audit committee also gives the board
its assurance on the effectiveness of the overarching
systems of integrated governance, risk management
and internal control.

NHS oversight framework

The Trust received formal notification in June 2025,
that, having been placed in Segment 4 (NOF4) and the
National Recovery Support Programme in November
2022 along with other acute providers in Devon

and the Devon Integrated Care System, it had been
assessed as having made sufficient progress against

all exit criteria to enable the Trust to exit the Recovery
Support Programme at the end of Q1 2025/26.

The NHS Oversight Framework for 2025/26 was
published by NHS England on 26 June 2025. In the
assessment of providers’ performance at the end
of quarter one 2025/26, published nationally on 9
September 2025, the Trust was placed in Segment
3. This position was maintained in the quarter
two, quarter three and quarter four segmentations
published by NHS England on 11 December 2025,
18 March and 11 June 2026 respectively.

In the most recent assessment published in June 2026,
the Trust was judged to be in segment 1 (the highest
performing segment) for effectiveness and experience,
segment 2 for people and workforce, segment 3 for
patient safety, and for access to services, and segment
4 for finance and productivity. As outlined below, this
represented an improvement upon the quarter three

position in relation to effectiveness and experience,
with a deterioration from the quarter three assessment
for each of the remaining domains (access to services,
finance & productivity, patient safety, people and
workforce). The Trust’s ranking reduced by 32 places
to 86 out of 134 Trusts nationally.

2% | 85 | 8% | &3
~ £ N E ~ E ~ £
o 4 =17 (=37 o 4
N g N o N @ N o
- 4 o~ 2 m 2 < 4
O © O © O © O ©

Acce;s 10 Segment 3 |Segment 2 | Segment 2 | Segment 3

services

Finance and

Productivity Segment 3 |Segment 4 | Segment 3 | Segment 4

Effectiveness

and Segment 1 |Segment 2 | Segment 2 | Segment 1

experience

Patient safety |Segment 2 |Segment 2 | Segment 2 | Segment 3

People and

workforce Segment 2 |Segment 1 |Segment 1 | Segment 2

Trust . 3 3 5

segmentation

National 54 outof |71 outof |54 outof |86 outof

ranking 134 trusts | 134 trusts | 134 trusts | 134 trusts

In response to national guidance, the board undertook
a board capability self-assessment in autumn 2025.

As part of this, the board assessed its capability
against a range of criteria grouped within the
following domains:

e Strategy and planning
e Quality of care

e People and culture

e Access

e Productivity

e Finance.

The Trust's submission acknowledged areas of
significant challenge particularly in relation to the
strength of the plans in place to improve performance
against the relevant access and waiting times
standards, and strength of the financial governance
framework, including mitigation of risk. Following
review by NHS England of all trusts’ self-assessments
including triangulation with NHS England’s own
views and those of relevant third parties, the Trust’s
capability was rated as ‘red’, reflecting significant
concerns arising from poor delivery, governance and
other issues.
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The oversight framework guides that the
self-assessment will, alongside Trusts’ segmentation,
inform NHS England’s relationship with trusts with
consideration of entry into national performance
improvement programmes for providers with the
poorest capability ratings and NOF segment. Trusts
demonstrating good capability and delivery are
considered for advanced foundation trust status.

Current segmentation information for NHS trusts and
foundation trusts, including ranking and benchmarking
data, is published on the NHS England website:
https://data.england.nhs.uk/dashboard/nofacute.
The Trust is included within the acute trust dashboard.

Care Quality Commission (CQC)

The Royal Devon University Healthcare NHS Foundation
Trust, formed on 1 April 2022 through the merger

of the Royal Devon and Exeter NHS Foundation Trust
(RD&E) and Northern Devon Healthcare NHS Trust
(NDHT), is fully registered with the Care Quality
Commission (CQC) without conditions.

This section summarises the Trust’s recent inspections,
key findings and resulting improvement work across
acute, community and maternity services.

2023 well-led inspection

In May 2023, following site inspections at RD&E
(Wonford) and NDDH in November 2022, the

CQC undertook an announced Trust-wide well-led
inspection focusing on leadership, management and
governance. The full report was published in August
2023. The Trust received a ‘requires improvement’
rating, changing from ‘good’ for Eastern services and
unchanged for Northern services.

The Trust’s patient safety committee (PSC) monitored
the action plan from the above inspection through to
completion; all actions were completed and therefore
closed in November 2025. Examples of actions taken
and improvements made include:

e Implementation of the national safety standards for
invasive procedures (NatSSIPS2) policy

e Resolution of the serious incident investigation
report backlog

e Implementation of safety and quality indicator
dashboards.

A summary of the Trust's ratings can be found at the
end of this section.

2023/24 maternity inspections

In line with its maternity inspection programme (a
commitment by the CQC to inspect all maternity units
not inspected or rated since April 2021), the CQC
undertook a Trust-wide (RD&E and NDDH) announced
maternity inspection in November 2023.

The CQC report published in March 2024 rated

the Trust's maternity services received a ‘requires
improvement’ rating. A summary of the ratings can be
found at the end of this section.

The Trust submitted a robust action plan to address
actions identified, and the PSC and QC monitored the
action plan through to completion; all actions were
completed and therefore closed in January 2026.

Examples of actions taken and improvements
made include:

e Maternity red flags are now embedded into the
perinatal quality and safety report, and ‘safety
huddles’ are established in clinical practice.

e Triage — increased triage staffing, monthly
monitoring of Birmingham symptom-specific
obstetric triage system (BSOTS), new triage room in
eastern services close to the waiting room to enable
increased visibility of patients, across-site phone line
in place and working well.

e Implementation of the national maternity early
warning score (MEWS).

e Robust perinatal quality and safety report in place,
providing regular oversight and escalation to include
a CQC update at the care group's governance
meeting, the PSC and quality committee.

e Strengthened processes for updating clinical
guidelines, with regular updates presented to the
quality committee as part of the perinatal quality
and safety report.

The Trust’s PSC continues to monitor quality and safety
metrics in line with the NHS England perinatal quality
oversight model (PQOM).
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National maternity improvement support
programme

As a result of the Trust’s maternity CQC rating of
‘requires improvement’, the Trust was one of three
maternity services within the Devon ICB to be entered
into the NHS England national maternity improvement
support programme (MSSP).

During the past year, the Trust has advanced from
the improvement phase to the sustainability phase
of the MSSP, with the associated action plan
presented to the board of directors in January 2026.
Ongoing monitoring of the maternity and neonatal
improvement plan (MNIP) will be undertaken by the
maternity and neonatal improvement board, which
reports directly to the maternity and neonatal safety
champions board, PSC and quality committee.

CQC Inspections in 2025

Nightingale Hospital Exeter (NHE)
inspection June 2025

The CQC undertook an announced routine inspection
of the NHE on 5 and 6 June 2025. The final report
was published in October 2025 with an overall rating
of ‘good’, with the safety domain rated as ‘requires
improvement’. Two regulatory requirements were
assessed as unmet for the diagnostic imaging service.
These related to safe management of medicines and
resuscitation training compliance. An action plan to
address these requirements was submitted to the CQC
in November 2025 and is being monitored through the
care group governance meetings and reported to the
PSC every quarter. Actions are ongoing.

Castle Place GP Practice inspection in July
2025

The CQC undertook an announced routine inspection
of the Castle Place GP Practice on 23 and 24 July 2025.
The final report was published in September 2025
with an overall rating of ‘good’, across all domains.
The report noted that one regulation (Regulations

of the Health and Social Care Act 2008 (Regulated
Activities) Regulations 2014 — Safe care and treatment)
was not met. The practice was able to resolve this
requirement before the inspection period concluded
to the satisfaction of the CQC, and no further action
was required.

CQC ratings tables for services at the Royal Devon are
available on the CQC website https://www.cqc.org.
uk/provider/RHS.
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Statement of the chief executive officer’s
responsibilities as the accounting officer of the
Royal Devon University Healthcare NHS Foundation

Trust

The NHS Act 2006 states that the chief executive
officer 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
Officers Memorandum issued by Monitor (NHSI).

Under the NHS Act 2006, Monitor (NHSE) has directed
the Royal Devon University Healthcare NHS Foundation
Trust to prepare for each financial year a statement of
accounts in the form and on the basis set out in the
accounts direction.

The accounts are prepared on an accruals basis and
must give a true and fair view of the state of affairs of
the Royal Devon University Healthcare NHS Foundation
Trust and of its income and expenditure, total
recognised gains and losses and cash flows for the
financial year.

In preparing the accounts, the accounting officer is
required to comply with the requirements of the NHS
Foundation Trust Annual Reporting Manual and, in
particular, to:

e Observe the accounts direction issued by Monitor,
including the relevant accounting and disclosure
requirements, and apply suitable accounting policies
consistently

e Make judgements and estimates on a
reasonable basis

e State whether applicable accounting standards,
as set out in the NHS Foundation Trust Annual
Reporting Manual, have been followed

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

e Confirm that the annual report and accounts, taken
as a whole, are fair, balanced and understandable,
and provide the information necessary for patients,
regulators and stakeholders to assess the Trust's
performance, business model and strategy

e Prepare the financial statements on a
going-concern basis.

The accounting officer is responsible for keeping
proper accounting records that disclose with
reasonable accuracy, at any time, the financial position
of the NHS foundation trust and to enable him/her to
ensure that the accounts comply with 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 to prevent and detect fraud and other
irregularities.

To the best of my knowledge and belief, | have
properly discharged the responsibilities set out in
Monitor's NHS Foundation Trust Accounting Officer
Memorandum.

Signed:
;' - %

Sam Higginson
Chief Executive Officer

24 June 2026
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Annual governance statement

Scope of responsibility

As accountable officer, | have responsibility for
maintaining a sound system of internal control

that supports the achievement of the NHS trust’s
policies, aims and objectives, whilst safeguarding
the public funds and departmental assets for which
| am personally responsible, in accordance with the
responsibilities assigned to me. | am also responsible
for ensuring that the NHS Trust is administered
prudently and economically and that resources are
applied efficiently and effectively. | also acknowledge
my responsibilities as set out in the NHS Trust
Accountable 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 the
Royal Devon University Healthcare 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 the
Trust for the year ended 31 March 2026 and up to the
date of approval of the annual report and accounts.

Capacity to handle risk

The Trust has in place a comprehensive governance
system, which was established in 2011. This structure
underwent a full review to ensure its continued fitness
for purpose, which concluded in August 2024. Key
changes included:

e A change in the frequency of board meetings from
monthly to bi-monthly

e The introduction of board strategy sessions in the
months between board meetings

e The introduction of a people committee, reporting
directly to the board

e The renaming and reconstitution of the quality
committee, now called the quality committee

e The splitting of the safety and risk committee
into the patient safety committee and the risk
management committee

e The inclusion of a governor in an observational
capacity on all committees of the board (except the
remuneration committee)

e The inclusion of governors on non-executive
director (NED) safety visits.

These changes are intended to further strengthen
the robust governance system; an evaluation of the
effectiveness of the changes will be undertaken to
ensure aims have been achieved.

The Trust last underwent a well-led inspection by
the CQC in 2023, in which it was rated as ‘requires
improvement’. A number of recommendations were
made, which were developed into an action plan
which the Trust completed and closed in November
2025. Please see the CQC section on page 89 for
details.

In accordance with NHSE recommendations, the
board commissioned an independent external
‘well-led" board review in June 2025, conducted by
the Governance Academy. The review concluded in
November 2025, with a draft report shared with the
Trust for factual accuracy checking in February 2026.
The findings of the draft report confirmed that there
were no areas of concern identified, and it offered
recommendations designed to further enhance the
Trust's board-level governance arrangements. Once
the final report is received, it will be presented at the
May 2026 board of directors meeting.

In addition, the Trust participated in a system-wide
governance review commissioned by NHS Devon
Integrated Care Board (ICB). The findings are being
shared with trust boards across the system. The
recommendations focus on strengthening ICB-led
governance and assurance to support the delivery

of in-year cost improvement plans, alongside

the development of a sustainable, system-wide
transformation programme. This includes effective use
of provider collaboratives and clinical engagement to
deliver improvements to clinical pathways. The latter
has already commenced with the Trust participating in
system-wide clinical engagement and transformation
activity to support clinically led service redesign across
Devon, with a focus on improving quality, equity and
financial sustainability.

The audit committee monitors and oversees both
internal control issues and the process for risk
management. ASW Assurance (internal audit) and
KPMG (external auditors) attend all audit committee
meetings. The audit committee receives all reports of
the internal and external auditors and reports regularly
to the board.
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Risk issues are reported through the quality committee,
the risk management committee and the Trust's
management structure as detailed in the Trust’s

Risk Management Policy. Management of risk is
delegated to the appropriate level from the director
through to local management through the care

group teams. There are established safety and quality
improvement teams in post to support the care groups
in implementing robust risk and governance processes.
Each care group has a care group governance group
which meets regularly to manage risk, report and
escalate concerns via the six sub-committees of the
quality committee. Performance management of any
governance or risk action plan is managed via the
Trust’'s performance assurance framework (PAF) led by
the chief operating officer. Strategic risks are managed
via the board-owned board assurance framework
(BAF). This document focuses on risks that could
prevent the Trust from achieving its strategic objectives
and is explained more fully below.

The board has appointed a senior independent director
(SID) to be available to governors and members if the
normal channels of the chair, chief executive officer or
deputy chief executive officer, have failed to resolve
concerns or where this contact is inappropriate.

In addition, the Trust has a whistleblowing/raising
concerns policy to guide and protect staff who raise
issues of concern. The Trust also has a lead freedom
to speak up guardian (FTSUG) who oversees the

seven FTSU guardians who report (via the director of
governance) to the chief executive officer and provide
regular reports to the people committee. The lead
freedom to speak up guardian is also continuing to
recruit new guardians into this role to support staff
raising concerns.

All staff joining the Trust are required to attend the
corporate induction, which covers key elements of
risk management and how to raise concerns. This

is further enhanced at departmental induction. Risk
management and risk assessor training courses are
available to staff, providing the skills needed to
undertake risk management duties. Staff are trained
and equipped to manage risk in a way appropriate to
their authority and duties. The Trust’s risk management
policies and procedures are available on the Trust’s
intranet.

Risk is integral to the patient safety response approach
and one of the aims of our planned update of the
patient safety response is to integrate with the risk
management system. The patient safety response
priorities are to focus on areas where there is

limited understanding and the greatest need for
improvement. These are identified through horizon
scanning, understanding past plans and risk as well as
data review.

The Trust’s priorities and approach to patient safety
are identified in the patient safety incident response
plan and patient safety incident response policy; both
documents are published on the Trust website.

The plan is being refreshed in 2026 for the next
three-year cycle.

The risk and control framework

The board of directors is responsible for the strategic
direction of the Trust. It reviews the board assurance
framework (BAF) twice a year, at its public meeting,

in line with the Trust’s risk management policy. The
BAF identifies the key risks and mitigations related

to the achievement of the Trust's strategic objectives
and key priorities. The BAF currently contains ten

risks relating to finance, staffing, performance and
capacity, and safety. In addition to being reviewed by
the board, the individual BAF risks are allocated to the
appropriate committees of the board, i.e. the finance
and operational committee, whose role is to undertake
regular deep dives into the risks to ensure appropriate
mitigations are in place, that these are having a
positive impact on driving the level of risk down, and
the target date and risk score can be achieved. The
outcome of the deep dives is reported to the board

as part of the formal written committee report that is
produced after each meeting.

The corporate risk register (CRR) is reviewed by the
quality committee bi-annually. The quality committee
reports to the board of directors each time it meets.
The audit committee considers the BAF and the CRR
when setting internal audit’s annual work plan. The
risk management committee reviews the CRR at
each meeting.

The director of governance attends the quality
committee, the audit committee and the risk
management committee. This supports continuity
and oversight of agenda preparation and completion
of actions. The chair of the quality committee is also
a member of the audit committee, ensuring the two
committees are aligned and there are no gaps in
assurance.

The board of directors, as part of the annual planning
and reporting cycle, is responsible for the completion
of the corporate governance statement. The board of
directors has adopted a process by which evidence is
identified for each element of the statement to provide
assurance and support a decision of compliance or

gap in compliance (i.e. risk). Where risk is identified,
this is risk assessed, mitigating actions put in place and
added to the appropriate risk register.
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The quality committee is chaired by a non-executive
director and provides comprehensive oversight of

the quality and safety of care provided by the Trust
and provides assurance to the board of directors. The
work of the quality committee is supported by six key
sub-committees:

e Clinical effectiveness committee — chaired by the
chief medical officer

e Safeguarding committee — chaired by the chief
nursing officer

e Patient safety committee — co-chaired by the chief
medical officer and chief nursing officer

e Patient experience committee — chaired by the chief
nursing officer

e Children and young person committee - chaired by
the chief nursing officer

e Mental health assurance committee - chaired by the
chief medical officer.

These six committees are responsible for monitoring
and managing specific types of risk. As outlined above,
some of these committees also review risks that relate
to their terms of reference and are held on the BAF.

The patient safety committee has a number of key
sub-groups leading the Trust’s management of
patient safety:

e The emerging patient safety event panel is chaired
by the director of nursing and reviews emerging
trends in safety events and determines where
patient safety investigations are indicated.

e The patient safety event review group is chaired
by the director of nursing, who signs off patient
safety event learning reviews, ensuring the views
of affected people are responded to and safety
improvement actions are identified

e The insight and learning into action forum is chaired
by the director of nursing and shares learning
across the care groups and broader organisation,
monitoring the completion and effectiveness of
safety improvement actions

e The mortality review group is chaired by the medical
director, and is responsible for learning from deaths

e Radiation safety group is chaired by the deputy
medical director of the clinical specialist services
care group

e Infection control and decontamination group
is chaired by the executive lead for infection
prevention and control (chief nursing officer)

e The medical devices steering group is chaired by
the deputy medical director for the clinical specialist
services care group

e The Trust has specific steering groups which report
into the patient safety committee, reporting on
their patient safety improvement work plans and
improvement activity:

+ Falls and frailty steering group, chaired by the
director of patient care, (community care group)

+ Nutritional steering group, chaired by director of
patient care (surgery care group)

+ Tissue viability steering group, chaired by the
director of patient care (clinical specialist services)

+ Discharge improvement forum chaired by the
director of patient care (medicine care group)

+ Resuscitation and deterioration steering group
chaired by the clinical lead for resuscitation

+ End-of-life steering group chaired by the director
of nursing.

e Medication safety group chaired by the medications
safety officer (deputy chief pharmacist)

The risk management committee (RMC) was
established in October 2024 and is chaired by the
deputy chief executive. The quarterly RMC provides
senior oversight and strategic assurance to the
board of directors by overseeing the consistent and
effective management of risks across the Trust. This
includes reviewing and scrutinising of the CRR and
other high-scoring risks and ensuring alignment of
the CRR with the BAF. The RMC does not report
directly to any other group, but provides bi-annual
reports to the committees of the board —i.e. quality
committee, people committee, digital committee, audit
committee, etc.

Other specialist groups whose work relates closely
to safety and risk report via the clinical effectiveness
committee include the medicines management group.

The Trust has a robust, responsive and reflective
reporting and monitoring framework in place in
relation to mortality and learning from deaths.

All deaths that occur in the acute and community
hospitals are reviewed within 24 working hours by a
medical examiner, in line with the national medical
examiner system. This system is responsible for
ensuring the accuracy of death certification, referral
of cases as appropriate to His Majesty’s Coroner, and
identification and escalation of governance issues to
the Trust and mortality service. Cases are identified
for specialist review in line with national guidance,
and those that fulfil the duty of candour regulations
(Regulation 20 of the Health and Social Care Act
2008 (Regulated Activities) Regulations 2014).
Themes identified from this comprehensive review
are presented monthly to the mortality review group,
which reports to the patient safety committee.
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The summary hospital mortality indicator (SHMI) and
hospital standardised mortality ratio (HSMR) are used
within the organisation to monitor trends in data
quality and mortality. A detailed trust-level mortality
dashboard is scrutinised by the operational learning
from deaths group every month and subject to further
scrutiny within the mortality review group, which
includes representation across all care groups chaired
by a site medical director. Mortality is reported to the
board of directors monthly through the integrated
performance report and quarterly through the quality
committee by a detailed learning from deaths report.
The board of directors also receives relevant mortality
reports by escalation from the quality committee. The
Trust sets a low threshold in relation to responding
to deviations in mortality rates, with deep dive case
note reviews undertaken to ensure that the causes

of any deviation(s) can be identified and acted upon,
where required.

The chief nursing officer and chief medical officer have
joint executive director leadership and accountability
for clinical governance. In September 2025, the Trust
formally separated the chief medical officer (CMO)
role to strengthen leadership capacity and focus
across key portfolios. A new chief medical officer

was appointed with responsibility for the core CMO
portfolio, including operational leadership, strategy,
patient safety, pharmacy, medical education, clinical
scientists and the Trust responsible officer function.
The former CMO transitioned into a newly established
chief medical officer role for digital and research,
providing dedicated executive leadership for these
strategic areas.

To ensure executive directors are aware of all safety
issues promptly and to utilise their expertise, an
emergent patient safety event panel is in place. The
emergent patient safety event panel comprises the
directors of nursing, medical directors, patient safety
specialists and clinical risk manager. The chief medical
officer and chief nursing officer receive all the papers
for this meeting and attend as required. Potential never
events are always reviewed by the executive leads.
This is supported by a live director’s dashboard, which
highlights current patient safety events which have
resulted in harm, and can be drilled down into the
detailed incident report. The panel takes place once

a week and complements other formal governance
and performance systems, providing an opportunity to
discuss incidents/concerns in real time at a senior level.

Risk identification and evaluation

The Trust has a risk management policy which has
been approved by the patient safety committee

and clearly sets out the process for identifying

and managing risk and the Trust's risk appetite. It
incorporates a standard methodology in which risk is
evaluated using a likelihood/consequence matrix. The
roles and responsibilities of colleagues in managing risk
are defined and key posts highlighted. The policy also
includes the governance reporting structure. This policy
was updated and relaunched in November 2025.

The Trust maintains a comprehensive corporate risk
register (CRR) covering both clinical and organisational
risks that are owned by the executive directors and
require corporate-level mitigating actions (as opposed
to actions held at care group or divisional level). The
CRR currently holds 19 risks and can be categorised
into the following themes.
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These themes align with the operational challenges
being faced by the organisation.

Robust action plans are in place, and risks are assigned
to an appropriate executive director owner who is
responsible for ensuring that the risk is mitigated

or managed appropriately. A robust system is in

place to monitor the progress of action plans, which

is undertaken by both the assistant director of
governance and the clinical risk manager to ensure
that risks are proactively managed down to their target
score. A detailed report is produced by the assistant
director of governance for the patient safety, risk
management, and quality committees on a predefined
frequency.

Page 95




Annual Report 2025/26

The Trust also has care group and corporate area

risk registers. At care group/corporate area level, the
risk registers contain localised risks and associated
action plans which can be managed by the relevant
care group/corporate area. This ensures that risks are
identified, managed and escalated appropriately at

all levels of the organisation. Other risk assessments,
including health and safety and infection control, are
undertaken throughout the Trust. All areas of the Trust
have trained risk management officers, and the clinical
risk manager and assistant director of governance
facilitate risk surgeries to provide support and training
and to ensure consistency in approach.

The Trust has a robust process for assessing risk to

the delivering best value savings programme (DBV). A
quality impact assessment (QIA) assesses the impact of
possible or actual changes to services; it ensures that
decisions are made with a clear understanding of how
the changes would affect patient safety and quality of
care and where and how any potential risks to quality
can be managed through mitigating actions.

The revised process now includes an additional
screening review step to reduce the unnecessary
completion of QIAs where not required, supported by
refined/simplified QIA documentation.

The screening document is sent to the chief nursing
officer, chief medical officer and chief operating officer
via email for their review (cc. all Trust directors and
director of strategic finance and business intelligence
for their information). A decision will be confirmed
within three working days based on the adverse
impact score (i.e. a score over 12 in the area of safety
or clinical effectiveness) if a full QIA needs completion.

Other sources used to identify risks include:

e Complaints, Care Quality Commission and Health
Service Ombudsman reports and recommendations

e Inquest findings and reports from HM Coroner

e Health and Safety Executive and regulatory body
compliance inspections

e Medico-legal claims and litigation reports

e Reviews commissioned from external bodies — i.e.
Royal Colleges

e Health scrutiny committee reports

e Incident reports and trend analysis (via Datix
software, identification of hot spots)

e Internal and external audit reports

e Performance assurance framework

e Feedback from governors and members
e Care quality assessment tool

e Workforce intelligence dashboards.

The Trust has systems and processes in place to
assess whether there are enough suitably qualified,
competent staff to meet the treatment needs of
patients safely and effectively. The Trust benchmarks
staffing and effectiveness against the model hospital
data, with vacancy and turnover data being reviewed
and monitored by the board in the integrated
performance report every month. More detailed
workforce metrics and risks are reviewed at every
people committee meeting.

The annual operational planning process is now

fully aligned with workforce planning, enabling
improved forecasting of workforce needs across the
organisation, as well as providing a more in-depth
understanding of the financial impact of different
approaches. Tools continue to be developed to support
workforce planning at a Trust-wide, professional group
and local level. There is a formal establishment review
of all nursing and midwifery staff against national
staffing models, which is presented to the board

twice a year.

The Trust uses a single e-rostering system for all
agenda-for-change colleagues across the Trust. The
Allocate SafeCare tool is used to undertake a census
twice a day to assess the acuity and care hours per
patient day; staffing tactical meetings happen daily.
As a minimum, an establishment and skill mix review
is undertaken annually for each clinical area. The Trust
continues to have Medirota in place for medical staff
for eastern services and Allocate is in place in northern
services. Alignment of a single system is planned for
medical staffing e-Rostering in the future, following
due process. Medical staff are also included in the
tactical meetings at times of extreme pressure and
during critical incidents with redeployment of medical
staff where appropriate.

The reviews use relevant national guidance as set out,
and detail clinical judgement, triangulated with safety
metrics and patient outcomes to a safe and effective
skill mix.

Where service changes are identified, such as a
reduction of beds due to staffing shortfalls, specifically
in community hospital settings, they are always
supported by a quality impact assessment.

The performance assurance framework also uses
metrics, including staffing and safety measures to
assess the effectiveness and safety of care.
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The non-executive director (NED)-chaired people
committee transacts all core governance business in
relation to staff and reports directly to the board of
directors. The committee has a schedule of reports,
including key metrics, risks and escalation reports for
each meeting to provide assurance around the quality
and capacity of services and the wider workforce.
Regular safe staffing reports are also received by the
committee and the board, as well as the guardian of
safe working hours reports for resident doctors, and
twice-yearly freedom to speak up guardian reports.
The committee also receives strategic updates relating
to staff and ensures oversight of wider workforce risks
across the Trust.

The people committee has several sub-committees
as follows:

e People development and education committee —
chaired by the chief people officer

e Staff health and wellbeing committee — chaired by
the deputy chief executive officer

e Inclusion committee — chaired by the chief
executive officer

e Health and safety committee — chaired by the chief
people officer

e Strategic workforce planning committee — chaired
by the chief people officer.

The people committee also receives updates from
the Trust partnership forum, with Staffside invited to
attend all committee meetings, to enable appropriate
levels of challenge and transparency.

The board of directors review the integrated
performance report (IPR), including a core section
containing key metrics and information linking to the
‘a great place to work’ strategic objective, to ensure
aspects such as vacancy levels, turnover and sickness
are reviewed and monitored.

This is in line with the ‘developing workforce"
recommendations on using evidence-based tools,
professional judgement and outcomes to ensure
safe staffing processes exist and are in line with the
national quality board guidance?.

The Trust is fully compliant with the registration
requirements of the Care Quality Commission.

The Trust has published on its website an up-to-date
register of interests, including gifts and hospitality, for
decision-making staff within the past 12 months, as
required by the ‘'managing conflicts of interest in the
NHS' guidance.

1 Developing-workforce-safeguards.pdf (england.nhs.uk)
2 2904770 NQB Guidance v1_2_with links A (england.nhs.uk)

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 under
the timescales detailed in the regulations.

Control measures are in place to ensure that all the
organisation’s obligations under equality, diversity and
human rights legislation are complied with, and all
regulatory requirements have been met.

The Trust has undertaken risk assessments and has
plans in place that take account of the ‘delivering a

net zero health service’ report under the greener NHS
programme. These are overseen by the sustainability
steering group. The Trust ensures that its obligations
under the Climate Change Act, which include

extreme weather risk assessments, are carried out and
appropriate mitigations are in place and the adaptation
reporting requirements are complied with.

Review of economy, efficiency and
effectiveness of the use of resources

The Trust entered 2025/26 with a significant
underlying financial challenge resulting in a high level
of cost reduction required in the savings programme.
Whilst the Board approved the plan on the basis that
it was high risk of delivery, the ambition to develop
solutions was evident. Unfortunately, a number of the
opportunities explored did not come to fruition and
the Trust recognised early in the year that the savings
target could not be met alongside addressing other
operational pressures.

The board of directors sought assurance on delivery
through the governance structure in place, namely the
finance and operational committee where the level

of risk and mitigations being explored was reported.
This committee plays a key role in the oversight of

the overall financial stewardship and operational
recovery to provide additional assurance to the board
of directors. The chief finance officer flagged concerns
on the ability to deliver the financial plan early in the
financial year and detailed work was undertaken to
assess the level of forecast outturn movement. The
committee undertook due diligence on the position to
ensure robust discussions could be held at the board of
directors and with external stakeholders.

From an operational perspective, monitoring of delivery
of the savings programme continues to be through

the finance recovery board, with accountability held

at work stream level with executive senior responsible
officers (SROs).

Page 97


https://www.england.nhs.uk/wp-content/uploads/2021/04/Developing-workforce-safeguards.pdf
https://www.england.nhs.uk/wp-content/uploads/2013/04/nqb-guidance.pdf

Annual Report 2025/26

In-year performance also continued to be monitored
via an integrated performance report at the monthly
meetings of the board of directors. Operational
management and the coordination of Trust services
are delivered by the executive directors. Performance
of individual clinical care groups is monitored
formally monthly through the performance assurance
framework, which is led by the chief operating officer
and Trust directors. This also escalates through to the
Trust delivery group, allowing a route of escalation and
multi-professional leadership challenge.

In year the board of directors received assurance
through a number of internal and external reviews.
These were undertaken during the first half of the
year. Satisfactory assurance could be gained on
controls in place and strength of processes; however,
concerns were highlighted over the scale of the
challenge and therefore the delivery risk.

A further external review was undertaken in the
second half of the year when the impact on the
financial position was known, placing greater evidence
on non-delivery rather than process and governance
arrangements. This review highlighted improvements
to strengthen delivery and accountability. The
outcomes of all these reviews have been built into
the lessons learned for improvements in 2026/27
through a revised savings plan architecture and
building a stronger accountability framework into the
performance assurance framework to join up delivery
oversight and strengthen ownership. This will enable
sub-committees of the board to gain greater levels of
assurance on delivery.

An element of assurance provided to the board of
directors is the robustness of the financial control
processes. Internal audit reviews the overall financial
controls to support the head of internal audit’s
opinion, and the Trust continues to be rated at a
satisfactory level of assurance in this area.

| can confirm that the Trust complies with the

cost allocation and charging requirements set

out in HM Treasury and Office of Public Sector
Information guidance.

However, in year, it came to the attention of

the Remuneration committee that the Trust's
interpretation of national guidance on special
severance payments was incorrect resulting in
retrospective approval being required from HM
Treasury for nine individual severance payment made.
All payments were approved in line with the internal
controls in place set out in the scheme of delegation
and appropriate value for money tests applied. The
Trust has now updated its internal process to ensure
future cases are considered appropriately in line with
national approval guidance.

As well as key financial controls, internal audit

has conducted a risk-based plan of audit and
assurance reviews of specific and focussed audit
topics covering aspects of risk management and
corporate governance; clinical governance; financial
governance; digital and estates; and workforce. The
audit committee oversees the process of tracking
and implementing recommendations arising from
these reviews.

Information governance

The chief medical officer for digital and research is
the Trust’s nominated senior information risk owner
and freedom of information lead. The Trust has a
data protection officer, cyber security manager and
Caldicott guardian. Information asset owners for
critical systems have been identified, while system risk
assessments and data security and protection training
are undertaken annually.

The Trust has a digital committee that reports to the
board of directors, chaired by a non-executive director
and attended by the chief medical officer (SIRO),

chief nursing officer, chief finance officer and chief
operating officer. The digital committee oversees the
digital agenda, including compliance and adherence
with relevant digital-related standards.

The information governance steering group (IGSG),
chaired by the Caldicott guardian, reports to

the digital committee to provide assurance that
effective information governance mechanisms are in
place within the Trust. IGSG manages information
governance and cyber security for the Trust, including
any related risks, and the annual completion of the
data security and protection toolkit assessment.

Four sub-groups that report to the IGSG, each with a
dedicated area of focus:

e The information security forum, chaired by the head
of infrastructure services, deals with all aspects
of information security and data confidentiality.
Risks to cyber security are reported directly to the
Information Security Forum and recorded on the
Trust risk register.

e The data breach review group, chaired by the SIRO,
deals with data breaches and incidents, including
reviewing the investigation reports of all incidents
reported to the Information Commissioner’s Office
to ensure appropriate action plans are in place.

e The records management group, chaired by the
SIRO deals with freedom of information, subject
access requests and the management of corporate
and health records.

e The data quality forum, chaired by the chief nursing
information officer, promotes and monitors data
quality standards for all Trust records.
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The 2024/25 annual data security and protection
toolkit (DSPT) assessment was published on 30 June
2025 for the Trust. This was the first cyber assurance
framework (CAF) aligned submission, requiring 227
indicators of best practice. One indicator has not yet
been met, although work is progressing.

The Trust is currently rated as ‘approaching standards’
by NHS England, which is published publicly here:
https://www.dsptoolkit.nhs.uk/OrganisationSearch/RH8

The 2025/26, annual data security and protection
toolkit assessment is due in June 2026 and work is
progressing.

During 2025/26 the Trust reported 16 information
governance incidents to the Information
Commissioner's Office (ICO) in line with the reporting
requirements.

The ICO has responded to ten incidents. The ICO has
closed nine of the cases, having provided advice and
no further ICO action. The ICO will consider taking
further action against individuals for inappropriate
access in one of the reported incidents, depending on
the findings of the internal investigation reports.

Data quality and governance

The Trust continues to actively promote the
importance of good data quality throughout the Trust
to ensure the accuracy, completeness and timeliness
of the data that is held, as well as the importance of
the identification and proactive mitigation of risks
associated with any inaccuracies.

NHS England guidance and embedded legislation on
the recording and monitoring of elective waiting time
data is complex and allows for local agreement and
flexibility in how some rules are interpreted. To ensure
that inherent risks and unintended consequences
from local interpretation are monitored, the Trust

has a robust framework and meeting structure that
supports and drives the data quality and information
governance agenda. This provides the board of
directors, via the digital committee, with the assurance
that effective data quality and information governance
best practice mechanisms are in place within the
organisation.

The Trust’s access policy establishes a number of
principles and definitions and defines roles and
responsibilities to assist with the effective management
of waiting lists relating to outpatient appointments,
elective treatment imaging and other diagnostic tests.
Furthermore, standard operating procedures are in
place to support colleagues in applying a consistent
and effective approach to waiting list management.

Assessment of data quality, incorporating referral to
treatment/elective waiting list management, is included
in the Trust’'s annual internal audit work plan. The
audit process provides independent assurance of the
design and operation of controls in place.

To complement the aforementioned thematic
consideration of data quality within the governance
framework, consideration of data quality is also an
intrinsic element of the Trust's elective care operational
management framework. Detailed operational
monitoring occurs across all specialties and in
conjunction with internal metrics against data quality.
These are applied to identify areas for improvement
and are monitored regularly. Reporting takes place
through the Trust’s performance assurance framework,
with escalation where appropriate to the Trust's
governance performance system. Through 2025/26,
our data quality approach has been further embedded
through the business intelligence steering group.

The Trust’s digital committee takes oversight of all
digital issues, including those referenced above. It
works in parallel with the existing governance structure
and, as a sub-committee of the Trust's board of
directors, reports directly to the board. In September
2025, the Trust strengthened its Board and executive
governance arrangements to support its digital and
transformation ambitions. A new non-executive
director with significant digital and IT expertise was
appointed and assumed the role of chair of the
digital and transformation committee. Reflecting this
enhanced focus, the committee’s remit and terms

of reference were expanded to include oversight of
transformation. In parallel, the Trust formally split
the chief medical officer role to increase leadership
capacity, separating the core medical leadership
portfolio from responsibility for digital and research,
thereby providing clearer strategic executive focus
across these key areas.
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Review of effectiveness

As the accountable officer, | 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. | 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. | 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 committee
and quality committee and a plan to address
weaknesses and ensure continuous improvement of
the system is in place.

The processes applied in maintaining and reviewing
the effectiveness of the system of controls include:

e The maintenance of a view of the overall position
with regard to internal control by the board of

Assessment against the Care Quality Commission’s
‘essential standards for quality and safety’ (reviewed
by internal audit)

Self-assessment against NHSE's code of compliance
and NHSE's governance framework

Performance monitoring by the board of directors
of the Trust’s strategy and operational milestones to
achieve internal and external targets

Results of the national patient and staff survey and
development of targeted action plans

Delivery of the health and safety external review
action plan and health and safety work plan

Performance monitoring and benchmarking against
other providers using the model hospital

The Trust’s compliance with the hygiene code

The Trust’s unconditional registration with the CQC,
rated overall as ‘requires improvement’ in May 2023

Safe staffing reviews.

My review of the effectiveness of the system of

directors through its routine reporting processes
and its work on corporate risk

Review of the board assurance framework and

internal control has been presented and approved by
the board of directors. The board of directors and the
audit and quality committees have been kept informed
of progress against action plans throughout the year.

receipt of internal and external audit reports to the
audit committee

e Personal input into the controls and risk
management processes from all executive directors,
senior managers and clinicians

e The review of the Trust's risk and internal control
framework is supported by the annual head of
internal audit opinion, which states a satisfactory
opinion rating; therefore assurance can be given
that there is a sound system of internal control and
that the controls are generally being applied

e The outcome of the external auditors’ review, which
includes an opinion with regard to value for money

e Evidence gathering for core Care Quality
Commission regulations and registration

Conclusion

There are no significant internal control issues | wish to
report in respect of 2025/26.

Signed:

Sam Higginson
Chief Executive Officer

24 June 2026
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Directors report

The Royal Devon is an NHS foundation trust that is
constituted as a public benefit corporation.

Its governance structure is founded on a constitution

that is approved by the regulator, NHS England (NHSE).

The constitution sets out how the organisation will
operate from a governance perspective and what
arrangements it has in place, including its committee
structures and procedures, to enable the Trust to

be governed effectively and within the legislative
framework.

The Trust's constitution incorporates the legal and
statutory requirements necessary to govern the Trust.
In addition, NHSE has developed a code of governance
that all foundation trusts must comply with (or explain
why if they choose not to). This details the governance
structures and processes that foundation trusts should
have in place.

Essentially, there are three basic components to the
Trust’s governance structure:

e The membership
e The council of governors (CoG)
e The board of directors.

The Trust’s membership consists of members of the
general public who apply for membership, and Trust
staff (unless they opt out). Members are located in a
defined number of constituencies.

Members elect governors and can stand for election
themselves.

The CoG consists of elected public and staff governors,
and appointed individuals from key stakeholder
organisations (as defined in the constitution).
Governors help bind the Trust to its patients, service
users, staff and stakeholders.

Governors are unpaid and volunteer part-time on
behalf of the Trust. They are not directors and
therefore do not act in a directional capacity. The Trust
chair is the chair of both the CoG and the board of
directors.

Governors are the direct representatives of local
communities. They collectively challenge the
non-executive directors (NEDs) and hold them to
account for the Trust's performance, as well as
presenting the interests of Trust members and the
public and providing them with information on the
Trust's performance and forward plan. Governors have
a range of statutory powers and significant influence
over the Trust; they appoint the chair and NEDs and
ratify the CEQ's appointment. They also appoint the
Trust's external auditors.

The board of directors is ultimately and collectively
responsible for all aspects of the Trust's performance.
The board'’s role is to:

e Provide effective and proactive leadership of the
Trust within a framework of processes

e Ensure the Trust complies with its licence,
constitution, mandatory guidance from NHSE,
relevant statutory requirements and contractual
obligations

e Set the Trust's vision, values and standards of
conduct, and ensure the Trust meets its obligation
to members, patients and other stakeholders and
communicates them clearly

e Set the Trust's strategic aims at least annually,
taking into consideration the views of the CoG

e Ensure the quality and safety of healthcare
service, education, training and research delivered
by the Trust

e Ensure that the Trust exercises its functions
effectively, efficiently and economically

e Develop procedures and controls which enable risk
to be assessed and managed

e Take decisions objectively in the interests
of the Trust

e Take joint responsibility for every decision it makes,
regardless of individual skills or status

e Share accountability as a unitary board

e Constructively challenge decisions and help develop
proposals on priorities, risk, mitigation, values,
standards and strategy.

The board is comprised of executive directors (EDs)
and non-executive directors (NEDs). All NEDs are
independent. It is a unitary board, which means that
both executive and NEDs share the same liabilities and
joint responsibility for every decision of the board.

In so doing, board members bear full legal liability
for the operational and financial performance of the
Trust. The chief executive officer is the nominated
accountable officer and is responsible for the overall
organisation, management and staffing of the Trust,
for its procedures in financial and other matters, and
for offering appropriate advice to the board on all
matters of financial propriety and regularity.
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In carrying out their role, directors must deliver
focused strategic leadership and effective scrutiny of
the Trust’s operations and make decisions objectively
and in the interest of the Trust. The board will act

in strict accordance with the accepted standards of
behaviour in public life, which include the principles
of selflessness, openness, honesty and leadership (The
Nolan Principles).

The board is legally accountable for services provided
by the Trust and is responsible for setting the strategic
direction, having taken account of the views of the
CoG, and of the overall management of the Trust.

The board is led by the non-executive chair. There are
also eight NEDs who, together with the chair, form a
majority on the board. The executive directors manage
the day-to-day operational and financial performance
of the Trust.

The board meets to conduct its core business at least
six times a year. At these meetings, it takes strategic
decisions and monitors the operational performance
of the Trust, holding the executive directors to account
for the Trust's achievements.

Board meetings

The board has held bi-monthly meetings since July
2024. Board meetings are held in person, with a
Microsoft Teams link provided to promote access for
staff, governors and members of the public.

The papers for the public board meeting and the
approved minutes of the previous meeting are
published on the Trust's website in advance of the
meetings. In advance of the legislation compelling
NHS foundation trusts to hold their board meetings
in public, the former RD&E in June 2012 moved to
public board meetings that were accessible to the
public. These are meetings that take place in the public
arena rather than public meetings (forums for open
discussion); however, members of the public still have
the opportunity to ask questions at the end of the
public section of the meeting.

Items of a confidential nature are discussed in the
bi-monthly confidential meeting. The issues discussed
in these meetings tend to be commercial matters
that may impede the Trust's business if they were
aired publicly. The 1960 Act on Admission to Public
Meetings is used to help determine which topics are
discussed privately and, over the course of the year,
the board has sought to discuss the majority of its
business in the public session. In addition to its formal
meetings, the board also holds strategy sessions, which
take place on alternate months from board meetings.

The Trust makes decisions based on a framework,
which is set out in the Trust’s standing orders, standing
financial instructions and scheme of delegation.

Copies of these may be viewed on the Trust’s website
(www.royaldevon.nhs.uk) or from the Trust
secretary.

The board is composed in accordance with the Trust’s
constitution and the policy for the composition

of NEDs on the board. The board considers that

it is appropriately composed to fulfil its statutory

and constitutional function and remain within the
NHSE licence. In consultation with governors and
through its recruitment of NEDs, it has been able to
maintain a good quality and effective board that is
appropriately balanced.

There is a clear division of responsibility between the
chair and the chief executive officer. The chair heads
the board, providing leadership and ensuring its
effectiveness, and sets the board agenda. The chair
ensures the board receives appropriate information to
enable members to exercise their responsibilities and
make well-grounded decisions. The chief executive
officer is responsible for running all operational
aspects of the Trust’s business, assisted by the team of
executive directors.

The chair and all NEDs meet the independence criteria
laid down in NHSE's code of governance (Provision
A.3.1). The board is satisfied that no direct conflicts
of interest exist for any member. All directors disclose
interests in the register of directors’ interests, which

is available on the Trust’s website or from the Trust
secretary. Directors and governors may appoint
advisors to provide additional expertise on particular
subjects if required.

The chair informs the CoG about the work and
effectiveness of the board at each council meeting.

Trust business is conducted openly and annual
schedules of meetings for the board and CoG are
published 12 months in advance.

Page 102


https://www.royaldevon.nhs.uk/

Annual Report 2025/26

Board focus

Over the year, the board has led and governed the
organisation successfully. Its focus has been on
ensuring a sustainable and safe clinical service, with
a clear governance and management system in
place. The board reviews in detail the Trust's safety,
quality, financial and operational performance at
every meeting.

Over the year, the board focused on a range of key
issues, including:

e Operational and financial performance and
planning, including operational capacity and
resilience plan 2025/26 (winter plan) and planning
for 2026/27, alongside re-forecasting of the
2025/26 finance plan

e Regular reports from the audit committee, quality
committee, finance and operations committee,
digital committee and the ‘Our Future Hospitals’
programme board

e Consideration of wholly owned subsidiary options
e Research and development
e Infection prevention and control

e Workforce, including safe staffing reports,
equality and diversity in the workforce and the

gender pay gap

e Patient experience, including the annual
complaints report

e Clinical negligence scheme for maternity submission
e Learning from deaths framework

e The board assurance framework and review of the
Trust's risk appetite

e Patient, staff, volunteer and stakeholder stories

e The maternity safety improvement programme and
the clinical negligence schemes for Trusts Maternity
Return to NHS Resolution

e |mplementation of the NHS’s 10 Point Plan to
improve resident doctors’ working lives

e Updates on 'no criteria to reside’

e Approving the revised constitution and
election rules

e Compliance with the Fit and Proper Persons’ Act

e The board met as the corporate trustee.

Outside interests

The board regularly updates its register of directors’
interests to ensure that each member discloses
details of company directorships or other material
interests that may conflict with their management
responsibilities.

Board members also have an opportunity at the

start of each meeting to declare any interests that
might impede their ability to take part in discussions.
Directors are aware that such a declaration would be
permissible at any time during a meeting, dependent
on the issue being discussed and the potential for any
conflict to arise.

The directors’ register of interests is available
from the Trust secretary (01392 403933) or on
the Trust website: https://royaldevon.nhs.uk/
about-us/foundation-trust-and-membership/
foundation-trust-documents/

Board effectiveness and evaluation

The board continued to develop its effectiveness
during the year, primarily through its programme

of ‘strategy days’'. Strategy days are sessions that
allow the whole board to explore a range of issues
and topics and develop and discuss ideas outside the
formal setting of the board.

Five board strategy days were held during 2025/26.
They focused on subjects including:

e Analogue to digital

e From hospital to community services

e NHS 10-Year Plan updates

e Updates on the Devon Integrated Care Board

e NHS oversight and assessment framework provider
capability self-assessment

e Patient safety incident response framework training
e The Trust's longer-term vision

e Transformation enabled by digital

e System transformation (clinical)

e Obstetric and Gynae/Fetal medical staffing.

Two joint development days were held with the CoG,
focusing on:

e The NHS 10-Year Plan and the three shifts
e No criteria to reside

e The Trust's People Promise

e The use of artificial intelligence at the Trust

e Working with Devon Partnership Trust.
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At the time of writing, the process for appraising the
chair and the NEDs had begun using the new board
appraisal framework provided by NHSE. As in previous
years, feedback will be requested by all other board
members and the council of governors.

The 2024/25 NED appraisal process for the chair

was completed in June 2025, with a presentation of
the feedback given to the COG soon after. For the
NEDs, the CoG received the feedback at its 20 August
2025 meeting. All appraisals were positive and were
submitted to NHSE as required.

The 2024/25 NED appraisal process was completed
for the chair in June 2025, and a presentation of the
feedback was given to the COG on 4 June 2025. For
the NEDs, the CoG received the feedback at its 20
August 2025 meeting. All appraisals were positive and
were submitted to NHSE as required.

The executive director appraisal process for 2025
completed March 2026 and the outcomes and
objectives were reported to the remuneration
committee in April 2026.

Quality governance reporting

A rigorous approach is in place to govern the quality of
Trust services. More details about these arrangements
are included in the annual governance statement (see
page 92 of this report).

Well-led framework

The well-led framework provides guidance for
carrying out developmental reviews of leadership and
governance.

The Trust’s approach to the framework is outlined
within the accountability report (from page 43) and
also within the annual governance statement (see page
92 of this report).

The last independent review of the Trust’s well-led
framework was undertaken by the Care Quality
Commission as part of a full routine inspection in May
2023 (see page 89 of this report).

In accordance with NHSE recommendations, the board
commissioned an independent external well-led board
review in June 2025, conducted by the Governance
Academy. The review concluded in November 2025,
with a draft report shared with the Trust for factual
accuracy checking in February 2026.

The findings of the draft report confirmed that there
were no areas of concern identified, and it offered
recommendations designed to further enhance the
Trust’s board-level governance arrangements. Once
the final report is received, it will be presented at the
May 2026 board meeting.

Foundation trust code of
governance

The Trust has applied the principles of the NHS
foundation trust code of governance on a comply or
explain basis. The code is based on the principles of
the UK corporate governance code.

Directors report disclosures

In terms of the disclosures required on Trusts within
this section of the annual report, the Trust can confirm
the following;

e The Trust has complied with the cost allocation and
charging guidance issued by HM Treasury.

e The Trust has not received any political donations.

e A statement describing the better payment code
can be found in the annual accounts.

e In 2025/26 the Trust incurred £7,000 arising from
claims made under this legislation. The total liability
accruing at the end of the year as a result of late
payments is £nil.

e Information and fees and charges from income
generation are included in the annual accounts,
note five.
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Board of directors

Non-executive directors

Shan Morgan DCMG, Chair

Shan joined the Trust as Chair on 1 April 2022. She
has a wealth of experience from her career working in
a variety of roles in the Foreign Office and the home
civil service. Her early experience was in policy work on
social affairs issues at national and international levels.
She was HM Ambassador to Argentina and Paraguay
and has represented the UK in the European Union
and the UN system.

In her previous role, Shan was head (Permanent
Secretary) of the Civil Service of the Welsh Government
in Cardiff and led over 5,500 staff with responsibility
for a budget of £17bn. Shan was appointed Dame
Commander of the Order of St Michael and St George
(DCMGQG) in the Queen’s 2017 Birthday Honours. She
was also awarded honorary doctorates from the
University of Kent (where she studied French) and the
University of Plymouth.

Kaye Bently, Non-Executive Director
Kaye joined the Trust on 3 November 2025.

Kaye brings a wealth of experience in financial
leadership and strategic management from across
the healthcare sector, including in commissioning,
provision and at a regional and national level. Kaye
previously served as Director of Finance at NHS
England South West, where she played a key role in
overseeing the financial strategy and governance for
the region’s NHS.

Born and raised in Devon, Kaye was instrumental

in driving financial efficiency, ensuring effective

use of resources, and supporting the delivery of
high-quality care. Kaye has been an independent
non-executive member for NHS Devon and is currently
the independent chair of NHS England South West's
joint specialised services committee. She also recently
provided senior financial advice and support to a
number of integrated care boards and to the NHS
England national finance team.

Kaye is the Chair of the audit committee, and

a member of the finance and operations and
remuneration committees. Kaye is also the
non-executive director Maternity safety champion for
Northern services.

Bill Boa, Non-Executive Director
Bill joined the Trust on 1 October 2025

Bill is a fellow of the Institute of Chartered
Accountants in England and Wales and an associate of
the Institute of Leadership and Management. He has
over 30 years of experience working as a chief finance
officer in the NHS and has worked in most sectors,
including large acute teaching hospitals, specialist
hospitals, regional office, commissioning bodies, and
mental health and community services. While working
for the NHS, Bill was a specialist adviser for finance and
governance for the Care Quality Commission.

Bill holds several non-executive and charity trustee
roles, including Health Data Research UK (HDRUK),
The National Centre for Creative Health (NCCH) and
The South West Health Innovation Network. Bill is an
advisor for the Public Service Consultancy (PSC), a UK
consultancy provider to the public services.

Bill is Chair for both the charity and finance and
operations committee and a member of the audit and
remuneration committee.

Tim Cooper, Non-Executive Director

Tim joined the Trust in August 2024. He is an
experienced and successful senior leader, having
undertaken non-executive and executive roles across
social care, housing, government and welfare-to-work
sectors. His most recent role was as chief executive

of United Response, a charitable social business
supporting people with learning disabilities and mental
health conditions across England and Wales, enabling
them to live active lives in their local communities.

Tim's non-executive roles have included chair of

the Voluntary Organisations Disability Group, board
member of Ridgeway Community Housing Association
and deputy chair of National Star. He is a governor of
Wiltshire College and Higher Education Centre and a
board member of Progress Housing Group. Tim is also
a non-executive director at Sirona Care and Health
Community Interest Company.

Tim’s skills include enabling organisations to deliver
good social outcomes in a business-like fashion,
delivering major organisational change to impact
positively on culture, customer service and efficiency,
and influencing in complex political environments.

Tim is a member of the finance and operations, people
and quality committees and is the non-executive
Maternity safety champion for Eastern services.
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David Harland, Non-Executive Director
(September 2024 to November 2025)

David joined the Trust in September 2024. He is the
Chief Executive Officer of The Lost Gardens of Heligan
in Cornwall. With a strong background in strategic
leadership, David has also served as director and chief
executive officer of the Royal Botanic Gardens in
Victoria, Melbourne and spent 10 years as the chief
executive officer of the Eden Project and Eden Project
International.

In addition to his executive roles, David holds several
non-executive director positions in organisations,
including Falmouth University and the Cornwall

Air Ambulance Trust, aligned with his passion for
charitable trusts, healthcare, and social enterprise.
David was previously a non-executive director and
Vice Chair at Cornwall Partnership NHS Trust. These
roles allow him to share his extensive experience and
insights, contributing to the growth and success of
various community-focused initiatives.

David is chair of the audit committee and charity
committee and is a member of the finance and
operations committee.

Professor Bridie Kent, Non-Executive Director,
Vice Chair

Bridie, who joined the Trust in June 2021, is a
registered nurse with a background in both clinical
and academic appointments. This has provided

her with extensive experience in leadership, quality
improvement, practice change, health services
education and implementation research. She has
held numerous senior academic positions, including
head of school and executive dean at the University
of Plymouth.

For the last 20 years, she has played a leading role in
evidence-based practice uptake and implementation
in the UK, New Zealand and Australia, working to
enhance the transfer of evidence into practice and
improve the quality of care for patients.

Bridie chairs the people committee and is a member of
the audit, quality (governance) and charity committees
and is chair of the Trust’s organ donation group.

Professor Sallie Lamb, Nominated
Non-Executive Director

Sallie joined the Trust as a Nominated Non-Executive
Director from Exeter University in January 2025.

Sallie is Pro-Vice-Chancellor and Executive Dean of

the Faculty of Health and Life Sciences, and Mireille
Gillings Professor of Health Innovation at the University
of Exeter. She is an internationally recognised scholar
in ageing, disability and rehabilitation, and an
experienced methodologist in the area of clinical trials
and high-quality evaluation of health care practice.

Sallie is director of the recently established NIHR
Exeter Biomedical Research Centre (BRC). She has a
strong commitment to improving the lives of older
people through excellent research that answers
difficult questions and can inform policy making and
commissioning. Sallie has worked with many research
and clinical teams to deliver clinical trials that have
influenced clinical guidance and impacted practice

in lower back pain, neck injury, spinal fracture,
osteoporosis and fall prevention.

Alastair Matthews, Non-Executive Director
(October 2018 to September 2025)

Alastair joined the Trust in October 2018. He has
broad strategic, financial and commercial experience
gained in both the private and public sectors. He was
the chief financial officer at the University of Plymouth
for five years until November 2020. Before that, he
spent eight years as finance director and deputy chief
executive officer at the University of Southampton
NHS Foundation Trust. He has been finance director at
Ordnance Survey, including being a member of HMT's
financial reporting advisory board, and spent six years
as VP finance and administration at Computer Sciences
Corporation.

He qualified and worked with Price Waterhouse in
Bristol and then Southampton on a broad range

of assignments across many sectors. Alastair was

the chair of the Trust’s audit committee and charity
committee, handing over the chair to Dave Harland in
October 2024. Alastair chaired the Trust’s integration
programme board through to its completion in

2024. Alastair currently chairs the Trust's finance and
operations committee.
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Professor Martin Marshall, Non-Executive Director

Martin joined the Trust in November 2022. He has
been a GP for more than 30 years, including 10

years as a GP partner in Exeter and, most recently,
serving some of the most deprived communities in
East London. He originally began his career as a junior
doctor at the RD&E (Wonford) and relocated back

to Devon.

He has significant experience as a board member,
having been a non-executive director for the Care
Quality Commission, the chair of the Royal College of
General Practitioners, medical director and director of
research and development at the Health Foundation,
and deputy chief medical officer at the Department
of Health.

He has led programmes at the major academic health
science network UCL partners and is currently chair

of the Nuffield Trust, an independent think-tank
which aims to improve the quality of healthcare in

the UK through research and policy analysis and the
National Centre for Creative Health, which promotes
the use of creative interventions to improve health and
well-being.

Martin chairs the quality (governance) committee and
is a member of the audit committee.

Professor Tim Mcintyre-Bhatty, Non-Executive
Director and Senior Independent Director

Tim joined the Trust on 1 November 2023. He

has a longstanding record in senior university

and board positions, alongside his experience in
academic leadership, including 12 years as deputy
vice-chancellor. Tim has experience of organisational
transformation, innovation and building and
embedding an inclusive and nurturing culture in
organisations. This sits alongside his track record of
governance and assurance experience. Tim is the
deputy chair and a non-executive director for the
NHS Hampshire and Isle of Wight Integrated Care
Board, chair of the CILEX Law School Committee,
non-executive director for the Chartered Institute of
Legal Executives, and an independent reviewer for the
European Association for Quality Assurance in Higher
Education.

Tim chairs the Trust’s remuneration committee and
Our Future Hospital board and is a member of the
audit and digital committees.

Tony Neal, Non-Executive Director (April 2022 to
June 2025)

Tony joined the Trust on 1 April 2022, having served as
a non-executive director at Northern Devon Healthcare
NHS Trust since January 2016. Tony has a background
as a management consultant in IT and business
consultancy with a particular focus on organisational
visioning, development and change, with previous
extensive board-level experience with BT and Fujitsu.
He has worked locally with each of the South West
local authorities and many third sector organisations,
chiefly as an interim manager and leading and
supporting business turnaround and change.

Tony is the senior independent director and vice-chair.
He chairs the digital committee and is a member

of the quality (governance) committee. Tony is also
the non-executive Maternity safety champion for
Northern services.

Richard Potter, Non-Executive Director

Richard joined the Trust on 1 September 2025. He is
an experienced digital strategy and transformation
expert with a career that spans the public sector,
management consultancy and technology. He is
currently a director of digital strategy at Microsoft, a
board advisor for Tech South West and chair of the
international development charity, Temwa UK. Richard
is a strategist, communicator and technologist with
extensive experience in Al and technology-enabled
transformation.

Richard is chair of the digital committee and a member
of the charity, quality and remuneration committee.

Executive directors

Sam Higginson, Chief Executive Officer

Sam joined the Trust as chief executive officer in
January 2024. He brings extensive experience to the
role, having worked in and around the NHS for the
last 20 years across strategy, finance and operational
roles. Most recently, Sam supported the national work
on elective recovery and was chief executive at Norfolk
and Norwich University NHS Foundation Trust from
2019-2023.

Hannah Foster, Chief People Officer

Hannah joined the Trust in August 2019, coming to
the NHS from Flybe, the Exeter-based airline, where
she was Director of People. Before her Flybe role,
Hannah also held top strategic posts for the Church

of England and global educational provider Pearson,
helping both organisations develop key culture

and organisational growth programmes. As well as
strategic and business acumen, Hannah brings a strong
voluntary and charitable ethos to the Trust.
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Adrian Harris, Medical Director (Digital and
Research)

Adrian leads the Trust's digital transformation and
research agenda. He also has clinical and service
transformation within his portfolio.

Before September 2025, Adrian was the Trust's
chief medical officer, a role he had held since 2015.
In this role, Adrian led the introduction of Epic, our
comprehensive electronic patient record, across all
of our sites, and has since focused on how we make
the most of the opportunities provided by digital to
transform the way we deliver care. Adrian also led
great developments in research in his previous role,
including recently launching a health technology
research centre in Exeter and achieving funding to
open a clinical research facility in North Devon.

Adrian studied medicine at the Royal Free Hospital

and graduated in 1986. He originally joined the Trust
as a consultant emergency physician in 1996. He has
held many leadership roles in his time with the Trust,
including associate medical director for the Surgical
Services Division and director of the Emergency
Department at the Royal Devon and Exeter Hospital for
12 years. During this time, he directed the Emergency
Department of North Devon District Hospital for

two years.

Adrian has seen healthcare from both a primary and
secondary care perspective, having originally trained
as a GP before moving into the field of emergency
medicine. He trained at St Marys Hospital in London,
University Hospital Southampton and Sir Charles
Gardiner Hospital in Western Australia.

Adrian undertook the NHS Leadership Academy
Executive Fast Track Programme in 2014 and has
previously sat on the council of the Royal College of
Emergency Medicine. He is an honorary associate
professor in healthcare leadership and management
at the University of Exeter Medical School and is an
independent member of the University of Exeter
Council, which is the governing body of the university.

Angela Hibbard, Chief Finance Officer

Angela joined the NHS in 2003 following a number of
years in the private sector. Angela has held a variety
of accounting and financial leadership roles across
provider, commissioner and regulator organisations,
gaining a wealth of experience across the sector and
qualifying as a chartered management accountant
along the way. Angela moved to the former Northern
Devon Healthcare NHS Trust as director of finance in
2018 and was appointed as chief finance officer for
the Trust in January 2021.

Phil Luke, Interim Chief Operating Officer

Phil Luke joined the NHS in 2000 through the NHS
graduate management training scheme. He has
held various operational and strategic roles at the
Royal Devon, including most recently the director
of operations (Eastern services) and director of
transformation. He was appointed interim chief
operating officer in August 2025.

Carolyn Mills, Chief Nursing Officer

Carolyn, who joined the Trust as chief nursing officer
in January 2021, is an experienced nurse whose career
in the NHS spans over 30 years, including in the acute,
community and academic sectors. Before joining

the Trust, Carolyn worked for Hillingdon Hospitals
NHS Trust, University College London Hospitals NHS
Foundation Trust in Assistant Chief Nurse positions
and was Director of Nursing at NDHT between

2005 and 2014.

From 2014 to 2021, Carolyn was chief nurse
at University Hospitals Bristol and Weston NHS
Foundation Trust.

John Palmer, Chief Operating Officer (April 2021
to July 2025)

John’s extensive public sector career spans nearly

25 years and includes executive roles in healthcare,
local government, the senior civil service and
management consultancy. Before being appointed
deputy group chief executive and site chief executive
(Denmark Hill) at King’s College Hospital NHS
Foundation Trust, John was the chief operating officer
of Cwm Taf Morgannwg University Health Board,
overseeing the delivery of primary, community, hospital
and mental health services to 450,000 people across
the South Wales Valleys.

Before this, John worked in a series of national roles

in the Cabinet Office, Welsh Government and NHS
Wales, having started his career in the Royal Brompton
Hospital and then local government in Hertfordshire
and Monmouthshire. Most recently, John has been the
Silver Commander for North West Anglia Foundation
Trust through the COVID-19 second wave.

John joined the Trust as interim chief operating
officer in April 2021, before being appointed as chief
operating officer in July 2021.

Vanessa Purday, Chief Medical Officer

Vanessa joined the Trust in September 2025. Vanessa
holds the core chief medical officer responsibilities,
including operations, strategy, safety, pharmacy,
medical education and clinical scientists, and is also the
Trust responsible officer.
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Vanessa is a practising consultant anaesthetist with a
special interest in intensive care medicine and brings
over 30 years' experience in the NHS, most recently
at Lewisham and Greenwich NHS Trust as chief
medical officer.

She trained in the South West and spent seven years
as a consultant anaesthetist at the Royal Devon and
Exeter Hospital, before briefly living in Australia.
Vanessa then worked in a number of leadership roles
at East Kent Hospitals University NHS Foundation Trust.
She is a fellow of the Royal College of Anaesthetists
and the Faculty of Intensive Care Medicine.

Vanessa is a graduate of the NHS Leadership Academy
Nye Bevan programme, and has been awarded

the NHS Leadership Academy Award in Executive
Healthcare Leadership.

Chris Tidman, Deputy Chief Executive Officer

Chris joined the former Royal Devon and Exeter NHS
Foundation Trust as chief financial officer in September
2017, having worked in a number of senior NHS roles
in the West Midlands across acute, mental health and
commissioning sectors and as Director of Delivery and
Improvement for NHS Improvement.

Chris was appointed deputy chief executive officer

for the Trust in January 2021. He took his first chief
executive officer position in 2005 at South Birmingham
Primary Care Trust before joining Birmingham and
Solihull Mental Health Foundation Trust as director of
resources and leading them to foundation trust status
in 2008. Chris joined Worcestershire Acute in 2011 as
director of resources and Deputy CEO.

Chris has taken on strategic change projects,

including major PFI hospital moves, EPR and IT

change programmes, and developing strategic clinical
partnerships with neighbouring providers. Chris has
been part of the NHS Top Leaders programme and was
also HFMA chair for the West Midlands in 2015.

Chair and non-executive director
appointments

The chair and NEDs are appointed by the CoG
acting on the recommendation of the nominations
committee, which is a committee of the CoG.

The chair chairs the committee when appointing NEDs,
with the committee chaired by the lead governor when
dealing with matters related to the chair.

During 2025/26, the nominations committee
completed the following appointments (see the section
‘Our Governors and Members' starting at page 187 for
more detail):

e Appointed Richard Potter as a NED for a term
of three years from 1 September 2025 to
31 August 2028

e Appointed Bill Boa as a NED from a term of three
years from 1 October 2025 to 30 September 2028

e Appointed Kaye Bentley as a NED from a
term of three years from 3 November 2025 to
2 November 2028

e Re-appointed Martin Marshall as a NED for a
further three-year term from 28 November 2025 to
27 November 2028.

Membership of nominations committee (as at
31 March 2026)

e Chair of the Trust — Shan Morgan (Chair)
e |ead Governor — Quentin Cox

e Deputy Lead Governor — Sue Matthews
e Richard Westlake (southern)

e Gill Greenfield (southern)

e Sarah Hughes (eastern)

e Vacancy (eastern)

e Peter Clarke (northern)

e George Kempton (northern)

e Simon Leepile (staff)

e laura Mongan (appointed — University of Exeter)

The committee is also supported by the senior
independent director when dealing with matters
related to the chair.

Non-executive director remuneration
committee

The non-executive director remuneration committee
(NEDRC) is made up of governors and is chaired by
the lead governor. The committee is supported by the
chief people officer.

Recommendations for any changes to remuneration
for the Chair and other NEDs are made by the NEDRC
for consideration by the CoG at a general meeting.

Membership of NEDRC (as at 31 March 2026)
e |ead Governor — Quentin Cox (Chair)

e Deputy Lead Governor — Sue Matthews

e Simon Leepile (staff)

e Gill Greenfield (southern)

e Michael Mitchell (appointed governor — Devon
County Council)

e Peter Clarke (northern)

e Vacant (eastern)
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Disclosures

Income disclosures required by Section
43 (2a) of the NHS Act 2006

The Royal Devon University Healthcare NHS Foundation
Trust has complied with Section 43 (2a) of the NHS Act
2006 (as amended by the Health and Social Care Act
2012). The Trust's income from the provision of goods
and services for the purposes of the health service in
England is greater than its income from the provision
of goods and services for any other purposes.

Income generated from the provision of goods and
services for any other purposes is used by the Trust to
provide healthcare services.
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Our governors and members

Council of governors (CoG)

The Trust’s council of governors (CoG) is an elected
representative voluntary body and is an integral part
of the Trust governance structure. The CoG provides
a vital connection between the Trust, its members and
the public.

During the year, the CoG has ensured that it has
carried out, as effectively as possible, its primary
function to work with the board of directors to
ensure that the Trust acts in a way that is consistent
with its constitution and objectives, and to help

set the strategic direction. In so doing, governors
must ensure that they remain conversant with

the views of members, the wider public and
stakeholder organisations. The CoG is not involved in
day-to-day management, operational matters or any
individual’s cause.

The CoG's roles and responsibilities are set out in
full on the Trust website. Key responsibilities are to:

e Appoint and remove chair and non-executive
directors (NEDs), decide on their remuneration,
allowances, terms and conditions, agree a process
for their appraisal and contribute to their appraisals

e Receive appropriate information to monitor the
board’s management of the Trust and hold NEDs
individually and collectively to account for board
performance

e Represent the interests of Trust members as
a whole and the public, promoting effective
communications with the Trust’s membership

e Be consulted proactively on deciding strategic
directions

e Approve the appointment of the chief
executive officer

e Appoint and remove external auditor

e Approve any proposal to increase the proportion of
the Trust’s income earned from non-NHS work by
5% a year or more

e Approve significant transactions, which can include
an application by the Trust for merger, acquisition,
separation or dissolution

e Hold periodic reviews (not less than three years) of
the constitution and rules of procedure, approve
amendments to these and present to members
at the annual members meeting for approval any
amendment relating to the council of governors'’
powers, duties or roles

e Produce governors’ commentary for inclusion in the
quality report

e Be presented with the annual report and accounts

e Lead governor to present a review of the CoG's
activity over the past year and forward look to the
year ahead

e Conduct annual appraisal of collective CoG
performance.

The CoG met four times during the year to conduct
its core business. During these meetings, the CoG was
invited to share feedback from their communities and
collectively considered the performance of the Trust
over a quarter, highlighting any issues or concerns

it had with how the board of directors is managing
performance. The performance report (which
essentially summarises the performance information
that goes to the board) contains information about
the Trust’s operational performance and its adherence
to various national targets, quality and its financial
performance.

All the agendas and approved minutes from the
CoG’s meetings in public can be found on the
Trust’s website.

The Trust also holds development days to help
governors gain the skills and knowledge they need to
fulfil their role, and to provide another opportunity for
governors to share feedback from their communities.
In 2025/26, two development days were held with
the CoG only, and two were jointly held with the
board and the CoG, which gives the CoG further
opportunities to work with the NEDs.

The CoG met two additional times to consider work
related to the appointment of the external auditor and
NED appointments.

The CoG and the board of directors have met

both face-to-face and online throughout the year,
aiming to reap the benefits of both approaches. Key
meetings of the whole CoG throughout the year have
been attended by NEDs, which have provided the
opportunity to develop relationships.

Regularly attending board of directors’ meetings in
public has also helped governors see the NEDs ‘in
practice’ and contribute to the appraisal of individual
NEDs. Governors have been able to attend and raise
questions in the public part of the board of directors’
meetings in person or via video technology.

Governors have also observed committee meetings
chaired by NEDs and accompanied NEDs on visits to
Trust sites to support governors in the appraisal of the
NEDs and support NEDs to understand the views of
governors and members they represent.
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There is a process in place to manage the rare event
that the board of directors and the CoG disagree. This
process has not been required during the reporting
period. A routine review of the CoG and board
dispute policy is currently underway, involving a
governor task and finish group.

Key highlights for governors in
2025/26

Appointment of new non-executive
directors

Following 2024/25's significant activity, the
nominations committee remained busy during
2025/26, playing a key role in selecting candidates
to serve as NEDs on the board of directors, for
subsequent recommendation to and appointment
by the CoG. This process involved regular updates
to the CoG.

With Tony Neal and Alastair Matthews due to leave
the Trust, the nominations committee undertook a
robust recruitment process to recruit two new NEDs.

It undertook a procurement process to appoint an
independent professional search agent. Following this
process, GatenbySanderson were engaged to support
the recruitment. Following a review of the policy for
the composition of the NEDs on the board, the skills
required from the recruitment were identified as digital
and financial.

The shortlisted candidates were interviewed on

14 and 15 July 2025. The nominations committee
made its recommendations for appointments to
the CoG at its meeting on 17 July 2025. The CoG
approved the recommendations to appoint Richard
Potter and Bill Boa. It also noted the intention of
Dave Harland to leave his post as a NED and agreed
with the committee’s proposal to appoint another
of the shortlisted finance candidates, Kaye Bentley.
Mr Potter joined the Board on 1 September 2025,
Mr Boa on 1 October 2025, and Mrs Bentley on

3 November 2025.

Re-appointment of non-executive
directors

The nominations committee made a recommendation
to the CoG to re-appoint Martin Marshall as a NED,
which it approved. Professor Marshall’'s second

term of office runs from 28 November 2025 to

27 November 2028.

Ratification of the vice chair and senior
independent director

With Tony Neal leaving the Trust on 31 July 2025,
the board of directors recommended to the CoG
that Bridie Kent be ratified as the new vice chair
of the Trust. The board of directors appointed Tim
Mcintyre-Bhatty as SID, an appointment supported
by the CoG.

NED appraisals 2025

A delay in the publication of national guidance meant
the NED and chair appraisal process for 2024 was
delayed until 2025. The CoG provided its feedback
on the performance of the chair at its 6 March 2025
meeting. The CoG received and noted the satisfactory
appraisal report at its 4 June 2025 meeting. For the
NED appraisals, the CoG provided its feedback at the
6 March 2025 meeting, and the final appraisal reports
were presented at the 20 August 2025 meeting. They
were all accepted as satisfactory.

Further details on the membership of the nominations
committee and appraisal working group can be found
on page 111.

Appointment of the external auditors

NHS England recommends that NHS foundation
trusts undertake a market-testing exercise for the
appointment of an external auditor at least once every
five years and that an external audit must be subject
to a tender process at least every 10 years. The Trust's
current external audit contract was due to expire on
31 October 2025 and as per legislation, it was for

the CoG to appoint the auditor at a meeting. The
Trust therefore ran a CoG-led process, with the CoG
supported throughout by the audit committee and
staff from the procurement and finance teams.

An external audit project team was established and
this worked throughout 2025 on the competitive
tender process. The audit committee made its
recommendation on remuneration the appointment
to the CoG a specially convened meeting on 9 July
2025. The CoG appointed KPMG for a new five-year
contract, commencing 1 November 2025.

NED remuneration

The NED remuneration committee has not met in
2025/26. Further details on the committee and its
membership can be found on page 111.
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Public and member engagement group

The public and member engagement group (PMEG)
ensures that the council of governors meets its duty
to represent the interests of Trust members and the
wider public. The group reports its progress to each
CoG meeting.

The group met six times in the year. The key emphasis
of meetings throughout the year was on:

e Developing a toolkit to support governor
engagement with members and the public, which
was launched in November 2025

e Providing a governor’s view on a re-registration
exercise of members without an email address

e Planning and evaluation of members’ events.

To recognise the significant progress made towards
public and member engagement, and ensure other
work required to support the CoG is managed through
a task and finish group approach, in March 2026

the CoG agreed to move to a task and finish group
approach for PMEG, rather than having a fixed number
of six meetings per year.

Member engagement events

The Trust held two members’ events in the year,
co-hosted by the Trust’s communications and
engagement team and governors. Governors ran an
engagement stand at these events to engage with
existing members and recruit new members.

Other activities included:

e In May 2025, the Trust held an open day for the
new Tiverton Endoscopy Diagnostic Unit

e In September 2025, we held our annual members’
meeting, where the board of directors provided
an overview of the previous financial year, the
accounts, and plans for the future. This was
followed by an assurance report from our external
auditors and a roundup of the governors’ year
by the lead governor, Quentin Cox. Before the
meeting, governors and members took part in an
engagement event about how the Trust is using
artificial intelligence to improve care.

e Surveys were undertaken with attendees of both
events, and the results were presented to the public
and member engagement group (Tiverton open
day) and the CoG (annual members’ meeting).

Feedback from communities sessions

Feedback from communities sessions were held at each
CoG meeting and development day of 2025/26. This
allows governors to share feedback they hear from the
members, communities and organisations that they are
elected or appointed to represent.

The Trust then looks into issues raised and shares
feedback with the CoG to provide further context and
outline any action the Trust is taking to address them.
Governors share the response with their communities.
A log of the issues was started in January 2026 and
will be appended to the formal CoG meeting minutes.

Review of the constitution

A routine review of the constitution and election rules
(appendix 2 to the Constitution) was due in 2025. A
constitution review group was established with the
following members:

e Melanie Holley, Director of Governance (Chair)

e Chris Tidman, Deputy Chief Executive

e Tim Mcintyre-Bhatty, Senior Independent Director
e Sue Matthews, Deputy Lead Governor

e Carol McCormack-Hole, Public Governor

e Tim Pavelle, Public Governor

e Richard Westlake, Public Governor.

The group met twice, agreeing terms of reference

at its first meeting. At the first meeting, marked-up
drafts of both the election rules and constitution

were presented. These drafts reflected proposed
changes by the CoG that had been noted over time for
consideration.

The documents were also reviewed against the model
versions and the constitutions and election rules of
other foundation trusts, to ensure best practice was
being followed and that the requirements of legislation
were still being met.

Revised drafts were presented to the CoG and the
board of directors at the December 2025 and January
2026 meetings in public, respectively. Both documents
were approved and are now published on the

Trust's website.

Document review task and finish group

This group was stood up in December 2025 and is
currently reviewing the CoG and board dispute policy
and the standard operating procedure for the removal
of the chair and NEDs.
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Quality priorities
The quality priorities for 2025/26 were:
e Improving patient communication

e Improving quality (patient experience, clinical
effectiveness) of the Trust’'s maternity services
through increased engagement with Devon
Maternity and Neonatal Voices Partnership in the
Royal Devon'’s safety governance processes.

More details were included in the 2024/25
Quality Report.

For 2026/27, they are:
e Staff morale, culture and psychological safety

e Communication and interfaces between primary
and secondary care.

More details (and progress with the 2025/26 priorities)

will be included in the 2025/26 quality report.

Elections to CoG 2025

Members vote for their representatives on the CoG
and can stand for election themselves. Members
played a key role in voting for new governors to join
the CoG in the annual elections in 2025.

Governors undertook work throughout 2025/26 to
support the elections to CoG.

There were 10 posts included in the election:

e Staff constituency — Sara Fox and Thomas Quinn

were newly elected for three years. The turnout for

the election was 7.4%.

e Public eastern constituency — there were no
nominations received for the two posts available.
The CoG agreed to carry the posts to the routine
election in 2026.

e Public northern constituency — with three

nominations for three years, Carol McCormack-Hole
and George Kempton were re-elected uncontested,

and Gail Hadley-Piggin was newly elected
uncontested.

e Public southern constituency — Gill Greenfield and

Governor effectiveness task and finish
group

The Group, which commenced its work in 2023/24,
presented its report to the 4 June 2025 CoG meeting.
The detailed report, which can be found on the
Trust website, reported on how changes had been
made to the CoG’s way of working. This included
accompanying NEDs on their site visits and observing
board committee meetings.

Cost of CoG task and finish group

The CoG established this task and finish group in June
2025 to review the costs associated with the CoG. It
presented its recommendations to the August 2025
CoG meeting. This included holding meetings via
Microsoft Teams during the winter months (December
to March) to reduce venue and travel costs and for
governors to provide their own lunches when meeting
in person. A review of the actions taken will be made
during the summer of 2026.

Our governors

As of 31 March 2026, there are 28 governors in office.
Governors can be contacted via email at:
rduh.royaldevonmembers@nhs.net

The governor’s register of interests is on the Trust
website and can also be requested from the Trust
secretary (01392 404551).

Eastern public constituency (East Devon, Dorset,
Somerset and the rest of England)

Fred was elected as a public governor for a
three-year term in September 2024.

Fred Caygill

Peter Evans | Peter was elected as a public governor for a

two-year term in September 2024.

Sarah
Hughes

Sarah was elected as a public governor for a
two-year term in September 2024.

Richard Westlake were re-elected for terms of three
years, with Sandra Savill newly elected for a term of
three years. The turnout for the election was 9.7%.

Shortly after the election results were published, an
existing staff governor resigned and the CoG approved
the chair’s recommendation to offer the one-year post
to Paulo Diogo, the third-highest polling candidate in
the recent election. Mr Diogo accepted the offer, and
his term runs until September 2026.
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Southern public constituency (Exeter,
Teignbridge, Torbay, South Hams and Plymouth)

Richard Richard was first elected as a public governor
Westlake for a three-year term in September 2022 and
re-elected for a further three-year term in
September 2025.
Gillian Gillian was elected as a public governor for
Greenfield |a three-year term in September 2022 and
re-elected for a further three-year term in
September 2025.
Tim Pavelle |Tim was elected as a public governor for a
three-year term in September 2024.
Maureen Maureen was elected as a public governor in
Cable April 2025 for a term until September 2027.
Jacqueline  |Jacqueline was elected as a public governor in
Mann April 2025 for a term until September 2027
Matthew Matthew was elected as a public governor in
Tanner April 2025 for a term until September 2026.
Elizabeth Elizabeth was first elected as a public governor
Witt in September 2021 and served until April
2023. In April 2025 she was re-elected for a
term until September 2026.
Sandra Savill | Sandra was elected as public governor in
September 2025 for a three-year term.

Northern public constituency (Mid Devon, North
Devon, Torridge, West Devon, Cornwall and the

Isles of Scilly)

Quentin Cox |Quentin was elected as a public governor for
a three-year term in September 2023 and
became Lead Governor in August 2024.

George George was elected as a public governor for

Kempton a three-year term in September 2022 and
re-elected for a further three-year term in
September 2025.

Sue Sue was elected as a public governor for a

Matthews three-year term in September 2023 and became
Deputy Lead Governor in August 2024.

Carol Carol was elected as a public governor for

McCormack- |a three-year term in September 2022 and

Hole re-elected for a further three-year term in
September 2025.

Avril Stone | Avril was elected as a public governor for

a one-year term in September 2023 and
re-elected for a further three-year term in
September 2024.

Peter Clarke

Peter was elected as a public governor for a
three-year term in September 2024.

Mark Mark was elected as a public governor for a
Wooding two-year term in September 2024.

Gail Hadley- |Gail was elected as public governor for a
Piggin three-year term in September 2025.

Staff constituency

Zoé Harris

Zoé was elected as a staff governor for a
three-year term in September 2023.

Simon Leepile

Simon Leepile was elected as staff governor
in September 2021 for a two-year term and
was re-elected for a further three-year term
in September 2023.

Clare Stevens

Clare was elected as a staff governor for a
one-year term in September 2023 and was
re-elected for a further three-year term in
September 2024.

Will Aspinall | Will was elected as a staff governor for a
three-year term in September 2024.

Sara Fox Sara was elected as a staff governor for a
three-year term in September 2025.

Tom Quinn Tom was elected as a staff governor for a
three-year term in September 2025.

Paulo Diogo | Paulo joined the council in October 2025 for
a term of one year.

Appointed

Clir Michael | Councillor Michael Mitchell is one of

Mitchell two appointed governors and represents
Devon County Council (DCC). Michael was
appointed in June 2025 for a three-year
term.

Professor Laura is one of two appointed governors and

Laura Mongan

represents the University of Exeter Medical
School. Laura was appointed in October
2025 for a three-year term.

Other governors in post during the year
e ClIr lan Hall (appointed) until May 2025

e Rachel Noar (eastern) until September 2025

e Nigel Richards (eastern) until September 2025

e Catherine Bearfield (northern) until September 2025
e Tom Reynolds (staff) until September 2025
e Naomi Hallett (staff) until September 2025

e Professor Angela Shore (appointed) until
October 2025

e Lucy Beasley (northern) until February 2026.

Page 117




Annual Report 2025/26

Governor expenses

Claims were submitted by 11 governors during the year. The total claims for expenses from governors during the
financial year 2025/26 were £1,709.04. In 2024/25, the total was £2,510.68.

The CoG members are entitled to claim a £30 allowance for administrative costs such as telephone usage, home
printing or postage costs. This allowance can be claimed once annually for each full year of tenure after the annual
members meeting when the governor was appointed.

Narggg‘:;’:e‘ﬁ;;”’ 5 February 2025 | 23 April 2025 | 9 July 2025 J N‘Z"(’)‘;';‘ber 5 February 2026
Aspinall, Will A A A A P
Bearfield, Catherine P P P
Beazley, Lucy P A A A
Cable, Maureen P P P A
Caygill, Fred P A P P A
Clarke, Peter A P A A
Cox, Quentin P P P P P
Diogo, Paulo P P
Evans, Peter P P P p P
Fox, Sara A P
Greenfield, Gill A P P P A
Hadley-Piggin, Gail P P
Hall, lan A A
Hallett, Naomi P A A
Harris, Zoe A A P P A
Hughes, Sarah A P P P P
Kempton, George P P P P P
Leepile, Simon A A P A A
Mann, Jacqui P A p P
Matthews, Sue P P P P P
McCormack-Hole, Carol P P P P P
Mitchell, Michael P P A
Mongan, Laura P
Noar, Rachel A A P
Pavelle, Tim P A P P P
Quinn, Tom A A
Reynolds, Tom DNA A P
Richards, Nigel A P P
Savill, Sandra P P
Shore, Angela P A
Stevens, Clare A A P P
Stone, Avril P A P P
Tanner, Matthew P P P A
Westlake, Richard P P P P P
Witt, Liz P P A P
Wooding, Mark P A P P
Morgan, Shan — Chair P P P P
Key: P — Present A — Apologies DNA - Did Not Attend |:| — Governor not in post
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Voluntary disclosures

Equality reporting

The board remains committed to embedding equality,
diversity and inclusion at the heart of its culture,
recognising its role in creating a safe, respectful and
supportive working environment.

In 2025/26, the Trust progressed a range of inclusion
initiatives, including supporting leaders to have difficult
conversations, supporting the development of tools to
increase psychological safety and reporting, increasing
the visibility and outcomes from staff networks

and collaborative working across system partners.

A number of specialist training sessions have been
positively received by our workforce to support an
inclusive and open culture. We are also now beginning
to see the results from our widening reporting,
including the ethnicity pay gap report and disability
pay gap report, which have fed directly to the creation
of our equality objectives. Details of how to access the
Trust’s statutory equality reporting are provided below.

Workforce race equality standard
(WRES) report

The Trust’s 2025 workforce race equality standard
(WRES) report covers the period April 2024 to March
2025. It assesses differences in workforce experience
and opportunity between white staff and those from
black and minority ethnic (BME) backgrounds, referred
to locally as global majority colleagues. For more
detailed information, please refer to the full report:
WRES Report 2025.

Workforce disability equality
(WDES) report

The Trust’s 2025 workforce disability equality standard
(WDES) report covers April 2024 to March 2025 and
assesses workforce experience and opportunity for
disabled and non-disabled staff. For more detailed
information, please refer to the full report: WRES
Report 2025.

Gender pay gap

The Trust's gender pay gap report provides a
comprehensive analysis of the gender pay disparity
across the organisation, based on data from 31 March
2025. The report highlights key areas of progress,

as well as areas requiring continued focus, especially
within certain staff groups such as consultants. For
more detailed information, please refer to the full
2025 gender pay gap report 2025.

Additional workforce equality
reporting

In addition to meeting national reporting requirements,
the Trust publishes voluntary pay gap reporting for
both ethnicity and disability, alongside wider workforce
equality reporting covering faith and LGBTQ+
characteristics. This broader approach supports
transparency and reflects the Trust’s commitment

to understanding and addressing inequality across
multiple dimensions of workforce experience. All of
these reports can be found on our website.

Modern Slavery Act 2015

In accordance with the Modern Slavery Act 2015, the
Royal Devon University NHS Foundation Trust fully
supports the Government'’s objectives to eradicate
modern slavery and human trafficking. The statement
below sets out the steps the Trust is taking to

ensure that modern slavery —i.e. slavery and human
trafficking — is not taking place in any part of its own
business or any of its supply chains.

The Home Office Modern Slavery Statutory Guidance
(2024) is intended to guide staff in England and

Wales within public authorities who may encounter
potential victims of modern slavery or who are involved
in supporting victims. While not first responders,

NHS organisations must have regard to the statutory
guidance and should work with first responder
organisations to make referrals where potential victims
of modern slavery are identified.

Victims of modern slavery must be identified,
protected, cared for and supported, so that health
staff can work proactively to prevent modern slavery in
all its forms.

The Trust’s position is that modern slavery is a serious
crime that violates human rights. Victims are forced,
threatened or deceived into situations of subjugation,
degradation and control which undermine their
identity and sense of self.
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The Trust will:

e Be proactive in multi-agency information sharing,
utilising their locally agreed anti-slavery partnership
strategies to provide a consistent response to
modern slavery victims to ensure they are identified
and receive the available and appropriate support

e Provide its workforce with knowledge and support
so they can identify indicators, take appropriate
action and provide possible victims of modern
slavery and human trafficking with appropriate
protection and support, based upon their
individual needs

e Ensure colleagues recognise that survivors of
modern slavery may be at risk of re-trafficking and
further harm

e Comply with legislation, regulatory guidance and
requirements

e Commit to ensuring there is no modern slavery
or human trafficking in any part of the business
and, where possible, require suppliers to hold a
corresponding ethos and make suppliers and service
providers aware that we promote the requirements
of the legislation.

Slavery and human trafficking
statement for the financial year
2024/25

During the last financial year, the Trust continued to:

e Play a key role in the Devon Torbay Cornwall
and Plymouth Anti-Slavery Partnership, including
Cornwall and Plymouth

e Be asignatory to the Devon and Torbay modern
slavery adult victims referral/support pathway.
The Trust has adopted the quick guide to assist
and enable staff to act appropriately in support
of victims

e Put numerous controls in place to ensure
compliance with employment legislation, such as:

+ We confirm the identities of all new employees
and their right to work in the United Kingdom.

+ All colleagues are appointed subject to
references, health checks, immigration checks
and identity checks. This ensures confidence,
before colleagues commence their duties, that
they have a legal right to work within our Trust.

We have a set of values and behaviours that
colleagues are expected to comply with, and all
candidates are expected to demonstrate these
attributes as part of the selection process

By adopting the national pay, terms and
conditions of service, we are assured that all
staff will be treated fairly and will comply with
the latest legislation. This includes the assurance
that staff received at least the national minimum
wage from 1 April 2015

Our safeguarding policies provide guidance
and help staff identify and support those at risk
of abuse, including from modern slavery and
exploitation

Our policies and practices promote and support
diversity and inclusion both as an employer

and as a service provider. We recognise and
acknowledge that diversity and inclusion are key
corporate social responsibilities

Modern slavery is incorporated within our
mandatory safeguarding training from levels one
to three, which applies to all staff

The Trust intranet site includes information
and support, and links to the statutory
guidance and the modern slavery helpline and
website for further information. We also share
information in our safeguarding newsletter to
raise awareness

The Safeguarding and Mental Capacity Act team
includes practitioners with specialist knowledge,
experience, and skills to support, advise and
supervise staff

Robust referral pathways are in place to raise
concerns with adult and children's social
care and multi-agency safeguarding hubs.
These are reviewed and quality assured by
the safeguarding team. Performance data is
also collected

Our Freedom to Speak: Raising Concerns
(Whistleblowing) Policy gives a platform
for employees to raise concerns for further
investigation, and our freedom to speak up
guardians and safeguarding teams actively
ensure they are accessible to staff.
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Working with suppliers

All other external agencies providing staff to the Trust
have been approved through government procurement
suppliers (GPS). The Trust will audit and monitor
agencies (via GPS) that provide staff once a year to
ensure that they can provide evidence of identification,
qualification and registration.

Our standard terms and conditions require suppliers to
comply with relevant legislation. A large proportion of
the goods and services procured are sourced through
Government supply frameworks and contracts,

which also require suppliers to comply with relevant
legislation.

The Trust follows best practice guidance and works
with multi-agency partnerships to meet the regularity
and statutory requirements of the act and code of
practice, ensuring all reasonable steps are taken to
prevent slavery and human trafficking.

The Trust will continue to support the requirements
of the Modern Slavery Act 2015, the Modern Slavery:
Statutory Guidance for England and Wales (February
2024) and any future legislation.
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Sustainability

Introduction

2025 marks five years since the NHS became the
world’s first health system to commit to reaching net
zero. Throughout this period, the Trust has focused
on making steady progress on sustainability and
contributing to the wider NHS ambition.

The Trust has achieved meaningful reductions in CO2e
emissions across clinical services, estates, facilities and
travel through targeted interventions, with its updated
carbon footprint to be published in in 2026/27.

As a result of efforts across the NHS, including the
work taking place at the Trust, NHS carbon footprint
emissions have already decreased by 14% since the
publication of the ‘Delivering a Net Zero NHS' strategy,
and by over 68% since 1990 — an achievement that
reflects the dedication of staff across the system.

Task force on climate-related
financial disclosures (TFCD)

NHS England has adopted a phased approach to
incorporating the TFCD-recommended disclosures as
part of the sustainability annual reporting requirements
for NHS bodies, stemming from HM Treasury’s
TFCD-aligned disclosure guidance for public sector
annual reports.

TFCD-recommended disclosures, as interpreted

and adapted for the public sector by HM Treasury
aligned disclosure application guidance, have been
implemented in sustainability reporting requirements
on a phased basis up to the 2025/26 financial year.
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. However, as noted above, the
Trust will shortly be publishing its carbon footprint
independently of NHS England.

Governance pillar

Board oversight

The board receives an annual report from the
sustainability committee detailing the work undertaken
by the Trust in accordance with its green plan. This
includes a risk assessment of the green plan conducted
across the nine areas of action it focuses on. The green
plan is a key supporting strategy within the Trust’s
corporate strategy, and both the green plan and the
wider strategic framework are regularly reviewed at
board meetings. For the period 2025/26, progress was
also tracked through a quarterly sustainability steering
group (SSG) meeting — attended by area leads.

The board also receives climate-related information
from the estate strategy which incorporates plans to
decarbonise Trust systems. Information in emergency
preparedness polices and plans also include steps
taken by management and staff to cope with weather
events, and these are incorporated into the adaption
planning aspect of the green plan.

Management's role

Climate-related responsibilities sit with the deputy
chief executive officer. Operational leadership for
sustainability is provided by the Trust’s business
development director, who chairs or vice-chairs the
sustainability steering group, with representatives
from clinical, operational and support areas. The
sustainability manager oversees day-to-day delivery of
the green plan, while the senior carbon and energy
manager leads on utilities and built-environment
emissions.

This team is supported by a wider green champions'
network, designed to increase departmental capacity
for sustainability initiatives — capturing grassroots ideas
from colleagues while enabling clear communication
of corporate priorities.

The core sustainability team, alongside the Trust
Transformation team, have integrated green plan
activity into all quality improvement training using
sustainable QI (SusQi) principles, as well as beginning
to introduce environmental assessments into service
evaluation and business cases. Progress is reviewed
through six sustainability committee meetings each
year, with oversight and assurance provided via the
annual sustainability report to the board.
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Risk management pillar

A comprehensive risk assessment took place in June
2024 which looked at 55 risks linked to the delivery
of the Trust green plan and journey to net zero. With
careful planning and associated mitigations, none of
these are currently identified as RED under the Trust
risk assessment scoring matrix.

Of these risks, three emerged as the most significant
for the team to manage:

e Revenue affordability — current financial constraints
may limit the capacity of the Sustainability team to
deliver projects to transform services to net zero.

e Capital affordability — the capital departmental
expenditure limit (CDEL) allocated to the Trust is
highly unlikely to cover decarbonisation investment
and separate government grants will be needed in
most situations.

e Governance — the Trust has priorities around
recovering its waiting list, delivering timely
emergency care and achieving financial balance,
and because net zero is a longer-term goal, this
work can sometimes sit at the margins.

Internal audit

In 2024/2025, sustainability work in the Trust was
audited internally and was assessed as satisfactory.

The main risk acknowledged in the audit was the
limitations on resources in the Sustainability team due
to the financial constraints in the Trust. As a result, and
in line with the risk assessment, it was recommended
that a narrower reprioritisation of initiatives should
take place. This has now been integrated into the
2025-2028 green plan.

Strategy pillar

As part of its sustainability strategy, the Trust has
updated its three-year green plan through to 2028, in
line with the nine areas of action established in 2022
and guidance issued by NHS England in February 2025.

Guided by its mission is to drive lasting, sustainable
change across the Trust, the 2025-2028 Royal Devon
Green Plan outlines progress to date and the actions
it will take over the next three years including:

e Delivering sustainable and high-quality healthcare
e Reducing the Trust's carbon footprint
e Ensuring the Trust is fit for the future

Following strategy discussions at the start of
2025/2026, the Sustainability team have narrowed
focus to a smaller number of priority areas where
the Trust can deliver the greatest impact and enable
meaningful progress.

Metrics and target pillar

Carbon footprint

The Royal Devon's target is to cut its footprint by 80%
by 2030 (against 1990 baseline) and achieve carbon
footprint net zero by 2040 and carbon footprint ‘plus’
net zero by 2045.

As the target time period is significant and a number
of major projects are still in planning, Trust forecasting
uses a straight-line method. This suggests an average
annual reduction of around 1,200 tonnes for carbon
footprint, and around 5,000 tonnes for footprint "plus’
will be needed.

As this report shows steps are being taken to tackle
key carbon emission hotspots, through the priority
areas defined in Royal Devon green plan. The Trust will
publish updated carbon footprint figures in 2026/27.

Highlights for 2025/26

e Reviewed and updated the Trust green plan, setting
actions for 2025-2028.

e Delivered the Trust green wards programme
in partnership with Transformation colleagues,
reducing consumable use across twelve ward
projects, cutting CO2e emissions and generating
£150,000 to reinvest into frontline care.

e Introduced a ‘one-stop-shop’ urology pathway that
combines up to four appointments into a single
visit, reducing patient travel and associated carbon
emissions.

e Expanded a virtual wards model in Exeter, enabling
acute beds in people’s homes, reducing energy
consumption and supporting patient recovery
closer to home.

e Introduced a requirement for suppliers to report
social value impact, aligning procurement with Net
Zero ambitions.

e Switched IV to oral antibiotics in paediatrics where
clinically appropriate, reducing 8,000kg COz2e while
maintaining high standards of care.

e Joined a £3.6m project to advance volatile
anaesthetics capture, recovery and reuse
technologies.

e Created an innovative carbon assessment tool for
anaesthetic drugs with NHS England, GIRFT and
University of Exeter researchers.

e Expanded the Trust electric fleet, saving 3,000kg
COze at the North Devon site.

e Introduced an electric e-bike for the Community
team at the Bideford site.
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e Implemented a new digital meal-ordering system,
reducing food waste and supporting alignment with
patients’ dietary and health requirements.

e Delivered Net Zero training to over 615 staff, and
Carbon Literacy training to colleagues at the Exeter
HealthTech Research Centre.

e Awarded first place in the medium/large
Organisation category at the 2026 Exeter
Sustainability Awards.

e Grew the green champions network to over 90
members, creating local sustainability leaders across
departments and services.

Estates and facilities

Energy decarbonisation

Since 2012, in line with the NHS estates
decarbonisation strategy, the Trust has delivered
substantial cost savings and carbon reduction
improvements, including: LED lighting upgrades, solar
PV, insulation, heating plant efficiency projects and
leak detection. Last year the Trust had considerable
success in securing grant funding for several schemes:

e f£22.6m grant from the public sector
decarbonisation scheme (PSDS) to fund the
replacement of end-of-life heating systems at the
RD&E Wonford and Heavitree Hospitals and to

subsequently decarbonise them. Some of these
systems are over 60 years old and extensive
refurbishment is necessary for them to run more
efficiently and be compatible with modern,
low-carbon heating solutions. The work will
improve heating system efficiency by around 6%
and reduce annual COze emissions by over 6,800t/
COz2e once fully built out.

e £1.9m for a battery electric storage solution (BESS)
at the RD&E Wonford Hospital — saving at least
£120k per year initially and enabling opportunities
for future decarbonisation and cost-saving projects.

e £861k for solar PV, with a small BESS system at one
site. Annually, this will reduce emissions by 76t/
COz2e and save over £100k in energy costs.

e £68k to improve sub-metering on significant users.
This will support operational efficiency schemes and
investment in demand reduction projects.

Resource usage and associated emissions

The tables below show the Trust utilities consumption,
cost and t/CO2e emissions. CO2e is accounted for as
per the Greenhouse Gas Protocol.

Royal Devon energy costs (£)
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Royal Devon total water (m3)
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Waste

The NHS 60:20:20 clinical waste standard requires all
Trusts to achieve a 60% Offensive, 20% Infectious
and 20% Incineration waste split by 2026. This target
aims to reduce carbon emissions by shifting waste
away from high-carbon incineration and towards
lower-carbon, lower-cost treatment routes. To meet
this standard, the Trust is:

e Improving waste segregation in clinical areas to
ensure correct classification

e Reducing the use of high-temperature incineration

e Providing staff training to support correct
classification and safety

e Strengthening oversight in line with national
requirements for a dedicated waste manager.

Workforce and system leadership

Green champions

There are now more than 90 green champions across
39 departments, spanning both clinical and non-clinical
roles. They act as a vital link between the Sustainability
team and wider staff, helping communicate ideas and
support delivery of the green plan. Champions take
part in regular meetings to share learning, explore new
initiatives and access training. Their work supports

a wide range of activity, including green wards and
theatres, medicines waste projects, energy-reduction
initiatives, food sustainability and enhanced recycling
and waste management.

System leadership

By collaborating with partners across the system,
the Trust is developing practical solutions to the
environmental challenges facing healthcare.

Its involvement in the Exeter Civic University
Agreement (CUA) has led to the creation of the
Exeter Energy Network, where it is working with the
University of Exeter, Exeter City Council and Exeter
College to address local energy and decarbonisation
priorities. The CUA is also progressing work on food
security and local community energy, while partners
prepare to support a city-wide climate forum taking
place in June 2026. In addition, the Exeter CUA
travel and transport group is collaborating on a joint
travel survey.

The Trust is also working with the UK’s first Sustainable
Health Systems Hub, to build research capacity and
design low-carbon models of care for the future.
Finally, the Trust will continue to work with South
West innovation centres specialising in health and
environmental technologies, including the NIHR funded
Exeter HealthTech Research Centre in Sustainable
Innovation and Exeter Biomedical Research Centre.

Travel and transport

The Trust is continuing to reduce carbon emissions
from colleague, patient and goods transport in line
with Trust COze targets and NHS mandates, including
the shift to zero-emission staff lease vehicles by
December 2026 and zero-emission estates vehicles by
December 2027 .

This year, £300k was secured to install high-output
electric vehicle chargers to support electric buses
serving the RD&E Wonford Park and Ride route.
Working with partners in the Exeter CUA, the Trust is
also developing sustainable travel options for the wider
community. Fleet electrification also remains a priority,
with growing numbers of EV, ULEV and ZEV vehicles
now operating across the estate.

Net zero clinical transformation

The Trust is improving clinical sustainability while
strengthening quality and efficiency. This year, the
Trust expanded the green wards initiative and began
its rollout into theatres, enabling clinical teams to
implement practical measures such as reducing
avoidable medicines, food and plastic waste, choosing
lower-carbon treatments where appropriate and
embedding greener care in everyday practice.

The Trust will also introduce new projects through the
national Getting It Right First Time (GIRFT) programme.
Several pathways with potential for improvement have
been identified, with three priority areas to be selected
in the coming year.

Case study one: Green wards and theatres

Clinical teams led targeted sustainability
improvements across green wards and theatres,
introducing measures such as tighter stock

control, reduced single-use items, lower food and
linen waste, energy-saving actions and improved
medication management. These changes delivered
measurable reductions in carbon emissions, waste,
energy use and the water and chemicals associated
with linen changes.
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Case study two: Ottery St Mary
‘one-stop-shop’

Ottery St Mary Community Hospital introduced

a 'one-stop-shop urology pathway that brings
multiple stages of care into a single visit. The model
combines up to four appointments in one session,
significantly reducing patient travel, lowering
associated carbon emissions and improving clinical
efficiency. This streamlined pathway has also
contributed to shorter waiting times and more
coordinated diagnostics and treatment.

Medicines

The Trust is improving medicines sustainability,
including through medicines ward waste initiatives
which promote better stock management and reduce
avoidable waste. For example, a pharmacy waste
reduction pilot on two wards — delivered through
targeted staff education and improved management
processes — reduced waste and achieved carbon
savings of 92.66kg CO2e and 179.70kg CO2e.

Digital transformation

The Trust is using digital transformation to implement
more sustainable models of care, reducing the
environmental impact of services while enhancing
patient outcomes. Digital pathways — including virtual
wards and remote monitoring through wearable
technologies — are reducing avoidable travel and
enabling care to be delivered closer to home. In
addition, the Trust's ‘Digital by Default’ strategy is
cutting the need for paper letters and supporting a
shift toward lower-carbon communications.

Case study: Virtual Fracture Clinic

The Virtual Fracture Clinic supports patients after
they have been seen at a Minor Injuries Unit (MIU)
or Emergency Department (ED) and diagnosed
with a fracture or soft tissue injury. Consultants
triage patients to determine whether their injury
is suitable for the Virtual Fracture Clinic — meeting
national guidelines and reducing unnecessary
travel. In its first 14 weeks, 30% of fracture-clinic
referrals were managed virtually. Over a year, this
could reduce travel by approximately 28,000 miles,
saving over 9,946kg of CO2e emissions.

Future targets

In line with the 2025-2028 Green Plan, targets for
2026/27 focus efforts across the following areas:

1. People and culture: grow sustainability
awareness through carbon-literacy, SusQi
training and an active green champions network.

2. Built environment: maintain a strong
focus on reducing utilities consumption and
decarbonising heat.

3. Active travel: work with strategic partners to
support the growth of active travel, including but
not limited to bike usage.

4. Fleet electric vehicles: seek funding to grow
the current EV fleet in Barnstaple and roll out
across Exeter.

5. Clinical transformation: expand green wards
and theatres and introduce new improvement
projects through GIRFT.

6. Medicines sustainability: expand
medicines-waste reduction projects and explore
a Mobile Destruction Unit to improve Entonox
efficiency and reduce environmental impact.

7. Waste: meet the NHS 60:20:20 waste target
through better segregation, reduced incineration
and strengthened waste-management practices.

8. Green research: work with research partners
to develop new, low-carbon clinical care models
and services of the future.
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Statement of the Chief Executive's responsibilities as the Accounting Officer of the Royal Devon University Healthcare
NHS Foundation Trust

The National Health Service Act 2006 (NHS Act 2006) states that the 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 the Royal Devon University Healthcare 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 the Royal Devon University Healthcare NHS Foundation Trust
and of its income and expenditure, 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 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 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 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 Trust and to enable them to ensure that the accounts comply with requirements outlined in the above mentioned
Act. The Accounting Officer is also responsible for safeguarding the assets of the Trust and hence for taking reasonable steps for the
prevention and detection of fraud and other irregularities.

As far as | am aware, there is no relevant audit information of which the Foundation Trust's auditors are unaware, and | have taken all the
steps that | ought to have taken 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, | have properly discharged the responsibilities set out in the NHS Foundation Trust Accounting
Officer Memorandum.

Signed:

Sam Higginson - Chief Executive

Date: 24 June 2026
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INDEPENDENT AUDITOR’S REPORT TO THE COUNCIL OF GOVERNORS
OF ROYAL DEVON UNIVERSITY HEALTHCARE NHS FOUNDATION
TRUST

REPORT ON THE AUDIT OF THE FINANCIAL STATEMENTS
Opinion

We have audited the financial statements of Royal Devon University Healthcare NHS
Foundation Trust (“the Trust”) for the year ended 31 March 2026 which comprise the Statement
of Comprehensive Income, the Statement of Financial Position, the Statement of Changes in
Taxpayers Equity, the Cash Flow Statement, and the related notes, including the accounting
policies in note 1.

In our opinion the financial statements:

e 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;

e 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

e 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:

e 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.

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:
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¢ 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.

e 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.

e Reading Board and Audit Committee minutes.
e Using analytical procedures to identify any unusual or unexpected relationships.
e 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, 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 nature of the 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.

In line with the guidance set out in Practice Note 10 Audit of Financial Statements of Public
Sector Bodies in the United Kingdom we also recognised a fraud risk related to non-pay
expenditure recognition, particularly in relation to year-end accruals.

We performed procedures including:

¢ Identifying journal entries and other adjustments to test based on risk criteria and comparing
the identified entries to supporting documentation. These included unusual journal
combinations with cash and expenditure.

e Inspecting a sample of invoices of expenditure and cash payments, in the period post 31
March 2026, to determine whether expenditure has been recognised in the appropriate
accounting period.

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 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.

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
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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:

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

e 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 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.

Accounting Officer’s responsibilities

As explained more fully in the statement set out on page 146, 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 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.

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.
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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 146, 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:

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

o 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.

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

Page 6



Royal Devon University Healthcare NHS Foundation Trust - Annual Accounts 2025/26

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 Royal Devon University Healthcare 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.

Rotg, E:ohw-j

Rees Batley

for and on behalf of KPMG LLP
Chartered Accountants

66 Queen Square

Bristol

BS1 4BE

25 June 2026
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FOREWORD TO THE ACCOUNTS

These accounts, for the year ended 31 March 2026, have been prepared by Royal Devon University Healthcare NHS Foundation
Trust in accordance with paragraphs 24 & 25 of Schedule 7 within the National Health Service Act 2006.

Sam Higginson - Chief Executive

Date: 24 June 2026
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STATEMENT OF COMPREHENSIVE INCOME FOR THE YEAR ENDED
31 MARCH 2026

2025/26 2024/25
Note £000 £000
Income from activities 3 1,132,208 1,084,853
Other operating income 4 133,122 130,464
Operating income 1,265,330 1,215,317
Operating expenses 5 (1,304,998) (1,232,978)
Operating deficit (39,668) (17,661)
Finance costs
Finance income 10 2,043 2,593
Finance expense 11 (2,331) (2,601)
PDC dividends payable (14,011) (12,519)
Net finance costs (14,299) (12,527)
Other gains 12 4 406
Deficit for the year (53,963) (29,782)
Other comprehensive income
Revaluation gains and impairment on property, plant and equipment 16.3 526 (10,023)
Total other comprehensive income for the period 526 (10,023)
Total comprehensive deficit for the year (53,437) (39,805)

The Trust's adjusted financial performance deficit, as monitored by NHS England, was £43,934k (2024/25 - £2,743k). Note 31 to the Accounts
provides a reconciliation between the deficit reported on the Statement of Comprehensive Income and the financial performance deficit that the Trust
reports to NHS England.
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Non-current assets
Intangible assets

Property, plant and equipment
Right of Use Assets
Investment in joint venture
Trade and other receivables
Total non-current assets

Current assets

Inventories

Trade and other receivables
Cash and cash equivalents
Total current assets

Current liabilities

Trade and other payables
Borrowings

Provisions

Other liabilities

Total current liabilities

Total assets less current liabilities

Non-current liabilities
Borrowings

Provisions

Total non-current liabilities

Total assets employed

Financed by taxpayers' equity
Public dividend capital
Revaluation reserve

Income and expenditure reserve
Total taxpayers' equity

STATEMENT OF FINANCIAL POSITION AS AT
31 MARCH 2026

The notes on pages 13 to 41 form part of these accounts.

The Annual Accounts on pages 9 to 41 were approved by the Board of Directors on 24 June 2026 and signed on its behalf by :

Sam Higginson - Chief Executive

Date: 24 June 2026

Note

15
16
17
18
20

19
20
24

21
22
23
21

22
23

31 March 2026
£000

51,003
489,296
52,258
5

1,718
594,280

14,369
53,479
45,163
113,011

(123,486)
(18,868)
(241)

(10,448)
(153,043)

554,248

(72,465)
(716)
(73,181)

481,067

548,810
36,662
(104,405)
481,067

31 March 2025
£000

52,709
442,444
53,007
5

1,533
549,698

17,514
51,738

2,622
71,874

(96,777)
(20,176)
(253)

(5,652)
(122,858)

498,714

(82,190)
(891)
(83,081)

415,633

429,939
37,859
(52,165)
415,633
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STATEMENT OF CHANGES IN TAXPAYERS' EQUITY FOR THE YEAR ENDED 31 MARCH 2026

Income and

Public dividend Revaluation expenditure
capital reserve reserve Total
£000 £000 £000 £000
Taxpayers' equity at 1 April 2024 405,219 50,137 (24,638) 430,718
Deficit for the year - - (29,782) (29,782)
Revaluations - land and buildings - (10,023) - (10,023)
Other reserve movements - (2,255) 2,255 -
Public dividend capital received 24,720 - - 24,720
Taxpayers' equity at 31 March and 1 April 2025 429,939 37,859 (52,165) 415,633
Deficit for the year - - (53,963) (53,963)
Revaluation of land and buildings movement - 526 - 526
Other reserve movements - (1,723) 1,723 -
Public dividend capital received 118,871 - - 118,871
Taxpayers' equity at 31 March 2026 548,810 36,662 (104,405) 481,067

Public dividend capital ("PDC")
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 organisation. It also includes additional PDC issued by the Department of Health and Social Care. A charge, reflecting
the cost of capital utilised by the trust, is payable to the Department of Health and Social Care as a public dividend capital dividend. PDC has
no fixed capital repayment period.

In 2025/26 the Trust received £118,871k of PDC funding, with £74,871k relating to supporting capital expenditure and £44,000k relating to
supporting the revenue deficit.

Revaluation reserve

The reserve reflects movements in the value of purchased property, plant and equipment and intangible assets as set out in the accounting
policies.

Income and expenditure reserve
The reserve is the cumulative surplus / (deficit) made by the Trust since its inception. The reserve cannot be released to the Statement of
Comprehensive Income.
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CASH FLOW STATEMENT FOR THE YEAR ENDED
31 MARCH 2026

Note 2025/26 2024/25
£000 £000

Cash flows from operating activities
Operating deficit (39,668) (17,661)

Non-cash income and expense

Depreciation and amortisation 46,755 46,616
Impairments 10,963 27,064
(Increase)/decrease in trade and other receivables (1,604) 8,362
Decrease/(increase) in inventories 3,145 (1,719)
Increase/(decrease) in trade and other payables 6,829 (9,814)
Increase/(decrease) in other liabilities 4,796 (2,176)
(Decrease) in provisions (194) (89)
Income recognised in respect of capital donations (1,783) (933)
Net cash generated from operations 29,239 49,650

Cash flows from investing activities
Interest received 2,043 2,593
Purchase of intangible assets (5,693) (7,582)
Purchase of property, plant and equipment (68,484) (58,561)
Receipt of cash donations to purchase capital assets 1,783 933
Net cash used in investing activities (70,351) (62,617)

Cash flows from financing activities
PDC received 118,871 24,720
Loans received - 1,487
Loans repaid (9,936) (10,293)
Capital element of finance lease liability payments (8,416) (8,834)
Interest paid (2,324) (2,725)
PDC dividend paid (14,542) (12,407)
Net cash received / (used) in financing activities 83,653 (8,052)
Increase / (Decrease) in cash and cash equivalents 42,541 (21,019)
Cash and cash equivalents at 1 April 2,622 23,641
Cash and cash equivalents at 31 March 24 45,163 2,622
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1.

11

NOTES TO THE ACCOUNTS
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.

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.

Going concern

International Accounting Standard 1 (IAS 1) requires the Board to assess, as part of the accounts preparation process, the Trust's
ability to continue as a going concern. In the context of non-trading entities in the public sector, the anticipated continuation of the
provision of a service in the future is normally sufficient evidence of going concern. The financial statements should be prepared on a
going concern basis unless there are plans for, or no realistic alternative other than, the dissolution of the Trust without the transfer of
its services to another entity within the public sector. The Directors have a reasonable expectation that the Trust will continue to
provide its services in the future. Therefore, these accounts have been prepared on a going concern basis.

In preparing the financial statements, the Board of Directors has considered the Trust's overall financial position. The Trust's financial
plan for 2026/27 has been prepared on a continuing basis.

Based on the factors outlined above, the Board of Directors has a reasonable expectation that the Trust will have access to adequate
resources to continue to deliver the full range of mandatory services for the 12 months from the date of approval of the financial
statements and fulfil any liabilities as they fall due.

Income recognition

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.
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NOTES TO THE ACCOUNTS
1. ACCOUNTING POLICIES (CONTINUED)
1.1 Income recognition (continued)
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 (API) 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 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.

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. Some research income alternatively
falls within the provisions of IAS 20 for government grants.

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
performance obligations are satisfied. In practical terms this means that treatment has been given, 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.
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NOTES TO THE ACCOUNTS
1. ACCOUNTING POLICIES (CONTINUED)
1.2 Expenditure on employee benefits

Short-term employee benefits

Salaries, wages and employment-related payments such as social security costs and the apprenticeship levy are recognised in the period in
which the service is received from employees.

Pension costs

Past and present employees are covered by the provisions of the two NHS Pension Schemes. Both schemes are unfunded, defined benefit
schemes that cover NHS employers, general practices and other bodies, allowed under the direction of Secretary of State for Health and
Social Care in England and Wales. The scheme is not designed in a way that would enable employers to identify their share of the underlying
scheme assets and liabilities. Therefore, the scheme is accounted for as though it is a defined contribution scheme: the cost to the Trust is
taken as equal to the employer's pension 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.

1.3 Expenditure on other goods and services
Expenditure on 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.

1.4 Intangible assets
Recognition
Intangible assets are non-monetary assets without physical substance 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 where it is probable that
future economic benefits will flow to, or service potential be provided to, the Trust and where the cost of the asset can be measured reliably.

Intangible assets are capitalised when they are capable of being used in the Trust's activities for more than one year and have a cost of at
least £5,000.

Internally generated intangible assets

Internally generated goodwill, brands, mastheads, publishing titles, customer lists and similar items are not capitalised as intangible assets.

Expenditure on research is not capitalised. Expenditure on development is capitalised where it meets the requirements set out in IAS 38.

Measurement and revaluation

Intangible assets are recognised initially at cost, comprising all directly attributable costs needed to create, produce and prepare the asset to
the point that it is capable of operating in the manner intended by management. From 1 April 2025, subsequent measurement of intangible
assets is at cost less amortisation.

Prior to 1 April 2025, intangible assets were held under a revaluation approach reflecting current value in existing use. Revaluation gains and
losses and impairments were treated in the same manner as for property, plant and equipment. On 1 April 2025, the carrying value of these
assets was carried forward as ‘deemed cost’ and any related revaluation surpluses in the revaluation reserve were transferred to the I&E
reserve.

Intangible assets held for sale are measured at the lower of their carrying amount or fair value less costs to sell.
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NOTES TO THE ACCOUNTS
1. ACCOUNTING POLICIES (CONTINUED)
1.4 Intangible assets (continued)
Amortisation and impairment

Intangible assets are amortised over their expected useful lives in a manner consistent with the consumption of economic or service
delivery benefits.

Where indicators of impairment exist, the recoverable amount is assessed as the higher of its fair value and the cost to replace the
service capacity. Where this is lower than the carrying value an impairment is recognised in expenditure. The recoverable amount of
intangible assets under construction is assessed annually, irrespective of indicators of impairment.

Software

Software which is integral to the operation of hardware, e.g. an operating system, is capitalised as part of the relevant item of property,
plant and equipment. Software which is not integral to the operation of hardware, e.g. application software, is capitalised as an intangible
asset where it meets recognition criteria.

Purchased computer software licences are capitalised as intangible assets where expenditure of at least £5,000 is incurred and
amortised over the shorter of the term of the licence and their useful lives.

Asset category Useful life (vears)
Information technology 3-15
Software licences 3-15
Licences & trademarks 5-5

Research and development

Expenditure on research is not capitalised.

Expenditure on development is capitalised only where all of the following can be demonstrated:

- the project is technically feasible to the point of completion and will result in an intangible asset for sale or use;
- the Trust intends to complete the asset and sell or use it;

- the Trust has the ability to sell or use the asset;

- how the intangible asset will generate probable future economic or service delivery benefits, e.g. the presence of a market for it or its
output, or where it is to be used for internal use, the usefulness of the asset;

- adequate financial, technical and other resources are available to the Trust to complete the development and sell or use the asset;
and

- the Trust can measure reliably the expenses attributable to the asset during development.
Expenditure which does not meet the criteria for capitalisation is treated as an operating cost in the year in which it is incurred.
Where possible the Trust will disclose the total amount of research and development expenditure charged in the Statement of

Comprehensive Income separately. However, where research and development activity cannot be separated from patient care activity it
cannot be identified and is therefore not separately disclosed.

Other property, plant and equipment assets acquired for use in research and development are amortised over the life of the associated
project.

Page 16



Royal Devon University Healthcare NHS Foundation Trust - Annual Accounts 2025/26

NOTES TO THE ACCOUNTS

1. ACCOUNTING POLICIES (CONTINUED)

1.5 Property, plant and equipment

Recognition

Property, plant and equipment are capitalised where:

- itis held for use in delivering services or for administrative purposes;

- itis probable that future economic benefits will flow to, or service potential be provided to, the Trust;

- itis expected to be used for more than one financial year;

- the cost of the item can be measured reliably and;

- has an individual cost of at least £5,000; or

- the items form a group of assets which individually have a cost of more than £250, collectively have a cost of at least £5,000, 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

- form part of the initial equipping and setting-up costs of a new building or on refurbishment, may also be "grouped" for capitalisation
purposes.

Measurement and revaluation

All property, plant and equipment assets are measured initially at cost, representing the costs 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 manner intended by
management. All assets are measured subsequently at fair value.

Property assets

The fair value of land and buildings is determined by valuations carried out by professionally qualified valuers in accordance with the
Royal Institution of Chartered Surveyors (RICS) Appraisal and Valuation Manual. The valuations are carried out primarily on the basis of
depreciated replacement cost for specialised operational property based upon providing a modern equivalent asset. Existing use value is
used for non-specialised operational property. For non-operational properties, including surplus land, the valuations are carried out at
open market value. The frequency of revaluation is dependent upon changes in the fair value of property assets however, in line with
NHS England's view, the frequency of property asset revaluations will be at least every five years. Note 16.3 provides details of the most
recent valuation which was undertaken.

Where a large asset, for example a building, includes a number of components with significantly different asset lives, e.g. plant and
equipment, then these components are treated as separate assets and depreciated over their own useful lives.

Assets under construction are valued at cost and may subsequently be revalued by professional valuers when brought into use or when
factors indicate that the value of the asset differs materially from its carrying value.

Non-property assets
For non-property assets the depreciated historical cost basis has been adopted as a proxy fair value.

Additional alternative open market value figures have only been supplied for operational assets scheduled for imminent closure and
subsequent disposal.
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NOTES TO THE ACCOUNTS
1. ACCOUNTING POLICIES (CONTINUED)
1.5 Property, plant and equipment (continued)
Subsequent expenditure
Expenditure incurred after items of property, plant and equipment have been brought into operation, such as repairs and maintenance, is
normally charged to the Statement of Comprehensive Income in the period in which it is incurred. In situations where it can be clearly
demonstrated that the expenditure has resulted in an increase in the future economic benefits expected to be obtained from the use of an

item of property, plant and equipment, and where the cost of an item can be measured reliably, the expenditure is capitalised as an additional
cost of that asset or as a replacement.

Depreciation

Items of property, plant and equipment are depreciated on a straight-line basis over their remaining useful lives in a manner consistent with
the consumption of economic or service delivery benefits.

Useful lives are determined on a case by case basis. The typical lives for the following assets are:

Asset category Useful life (years)
Buildings excluding dwellings 6-59
Dwellings 20-23
Plant and machinery 4-20
Transport equipment 5-20
Information technology 3-15
Furniture & fittings 5-10

Freehold land is considered to have an infinite life and is not depreciated.

The excess depreciation on revalued assets over the historical cost is gradually released from the revaluation reserve to the income and
expenditure reserve over the life of the asset. On disposal of the asset any remaining revaluation reserve balance is fully released to the
income and expenditure reserve.

Impairment

The carrying values of property, plant and equipment assets are reviewed for impairment when events or changes in circumstances indicate
their carrying value may not be recoverable.

Decreases in asset values that are due to a loss of economic benefits or service potential in the asset are charged to operating expenses. A

compensating transfer is made from the revaluation reserve to the income and expenditure reserve of an amount which is to the lower of (i)
the impairment charged to operating expenses; and (i) the balance in the revaluation reserve attributable to that asset before the impairment.

Increases in asset values arising from revaluation are recognised in the revaluation reserve, except where, and to the extent that, they
reverse an impairment previously recognised in operating expenses, such reversals are recognised in operating expenditure to the extent that
the asset is restored to the carrying amount it would have been if the original impairment had never been recognised.

Other impairments are treated as revaluation losses. Reversals of 'other impairments' are treated as revaluation gains.

Gains and losses recognised in the revaluation reserve are reported in the Statement of Comprehensive Income.
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1.

1.5

1.6

1.7

1.8

NOTES TO THE ACCOUNTS
ACCOUNTING POLICIES (CONTINUED)
Property, plant and equipment (continued)
De-recognition

Assets intended for disposal are reclassified as ‘held for sale’ once the criteria in IFRS 5 are met. The sale must be highly probable
and the asset available for immediate sale in its present condition.

Following reclassification, the assets are measured at the lower of their existing carrying amount and their ‘fair value less costs to sell’.
Depreciation ceases to be charged and the assets are not revalued, except where the 'fair value less costs to sell' falls below the
carrying amount. Assets are de-recognised when all material sale contract conditions have been met. Property, plant and equipment
which is to be scrapped or demolished does not qualify for recognition as ‘held for sale’ and instead is retained as an operational asset
and the asset’s useful life is adjusted. The asset is de-recognised when scrapping or demolition occurs.

Donated, government grant and other 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.

Inventories and work in progress

Inventories and work in progress are valued at the lower of cost and net realisable value. Cost is determined using a first in, first out
method.

Provision is made where necessary for obsolete, slow moving and defective inventories and work in progress.

Provisions

The Trust provides for legal or constructive obligations that are of uncertain timing or amount at the Statement of Financial Position
date on the basis of where it is probable that there will be a future outflow of cash or other resources and a reliable estimate can be
made of the amount required to settle the obligation. The Trust uses HM Treasury's pension rate of 2.95% (2024/25 2.40%), in real
terms, as the discount rate for early retirement and injury benefit provisions.
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1.

1.8

1.9

1.10

NOTES TO THE ACCOUNTS
ACCOUNTING POLICIES (CONTINUED)
Provisions (continued)
Clinical negligence costs

NHS Resolution operates a risk pooling scheme under which the Trust pays an annual contribution, which, in return, settles all clinical
negligence claims. 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 23,
but this value is not recognised in the Trust’s accounts.

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
when the liability arises.

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 non-current assets.
Where output tax is charged or input VAT is recoverable, the amounts are stated net of VAT.

Contingent liabilities

The Trust has contingent liabilities in respect of NHS Resolution legal claims arising in the normal course of activities. Where the
transfer of economic liabilities in respect of legal claims is possible the Trust discloses the estimated value as a contingent liability in
note 26.

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. However, they are disclosed in a separate note, note 29, to the accounts in accordance with the requirements
of HM Treasury’s Financial Reporting Manual.

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 regulation. By their nature they are items that ideally should not arise. They are therefore subject to specific control procedures
compared with the generality of payments. They are divided into different categories, which govern the way the 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 Trust not been bearing its own risks (with insurance
premiums then being included as normal revenue expenditure).

The losses and special payments note is compiled directly from the losses and compensations register which reports on an accruals
basis with the exception of provisions for future losses.

Page 20



Royal Devon University Healthcare NHS Foundation Trust - Annual Accounts 2025/26

NOTES TO THE ACCOUNTS
1. ACCOUNTING POLICIES (CONTINUED)
1.13 Critical accounting estimates and judgements

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.

Accounting judgement - Modern Equivalent Asset valuation

The majority of the Trust's estate is considered to be specialised assets as there is no open market for an acute hospital. The modern
equivalent asset valuation is based on the assumption that any modern equivalent replacement hospital would be built on an alternative site
within the Exeter locality. Specialised land and buildings relating to the Northern locations continue to be valued using their site’s current
locations. Note 16.3 provides details for the basis of the valuation and the professional valuers whom undertook the valuation.

An interim revaluation of the Trust's land, buildings and dwellings was undertaken by Newmark Gerald Eve LLP 'Newmark' as at 31 March
2026. Their report states that the valuation is not reported as being subject to 'material valuation uncertainty’ as defined by the RICS
Valuation - Global Standards.

The Trust has undertaken some sensitivity analysis to understand the potential impact on materiality. The table below sets out at a high
level sensitivity assessment of the valuation of the Trust's land, buildings and dwellings, using a 5% tolerance.

Assumption Value at 31 March
2026| Sensitivity (+ 5%)| Sensitivity (- 5%)
£'000 £'000 £'000
Land 18,580 929 (929)
Freehold buildings (excluding dwellings) 328,681 16,434 (16,434)
Freehold dwellings 3,449 172 (172)

1.14 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.
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NOTES TO THE ACCOUNTS
1. ACCOUNTING POLICIES (CONTINUED)
1.14 Leases (continued)
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 include 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.

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. 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.

1.15 Public dividend capital

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. HM Treasury has determined that PDC is not a financial instrument within the meaning of
IAS 32.

A charge, reflecting the forecast cost of capital utilised by the Trust, is paid over 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.

Relevant net assets are calculated as the value of all assets less the value of all liabilities, with certain additions and deductions as
defined by the Department of Health and Social Care. This policy is available at https://www.gov.uk/government/publications/guidance-
on-financing-available-to-nhs-trusts-and-foundation-trusts. The dividend charge would not be revised should any adjustments to net
assets occur as a result of any changes between the draft and audited accounts.
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NOTES TO THE ACCOUNTS
1. ACCOUNTING POLICIES (CONTINUED)
1.16 Financial instruments and financial liabilities
Recognition
Financial assets and financial liabilities which arise from contracts for 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, are recognised when, and
to the extent which, performance occurs i.e. when receipt or delivery of the goods or services is made.

All other financial assets and financial liabilities are recognised when the Trust becomes a party to the contractual provisions of the
instrument.

De-recognition

All financial assets are de-recognised when the rights to receive cash flows from the assets have expired or the Trust has transferred
substantially all of the risks and rewards of ownership.

Financial liabilities are derecognised when the obligation is discharged, cancelled or expires.

Classification and measurement

Financial assets are categorised as ‘loans and receivables’. Financial liabilities are classified as ‘other financial liabilities’.

Loans and receivables

Loans and receivables are non-derivative financial assets with fixed or determinable payments that are not quoted in an active market.

They are included in current assets. The Trust's loans and receivables comprise: cash and cash equivalents, NHS receivables, accrued
income and ‘other receivables’.

Loans and receivables are recognised initially at fair value, net of transactions costs, and are measured subsequently at amortised cost,
using the effective interest method. The effective interest rate is the rate that discounts exactly estimated future cash receipts through the
expected life of the financial asset or, when appropriate, a shorter period, to the net carrying amount of the financial asset.

Interest on loans and receivables is calculated using the effective interest method and credited to the Statement of Comprehensive
Income.

Other financial liabilities

Other financial liabilities are recognised initially at fair value, net of transaction costs incurred, and measured subsequently at amortised
cost using the effective interest method. The effective interest rate is the rate that discounts exactly estimated future cash payments
through the expected life of the financial liability or, when appropriate, a shorter period, to the net carrying amount of the financial liability.

They are included in current liabilities except for amounts payable more than 12 months after the statement of financial position date,
which are classified as non-current liabilities.

Interest on financial liabilities carried at amortised cost is calculated using the effective interest method and charged to finance costs.
Interest on financial liabilities taken out to finance property, plant and equipment or intangible assets is not capitalised as part of the cost
of those assets.
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1.20

NOTES TO THE ACCOUNTS
ACCOUNTING POLICIES (CONTINUED)
Financial instruments and financial liabilities (continued)
Impairment of financial assets

At the statement of financial position date, the Trust assesses whether any financial assets are impaired. Financial assets are impaired
and impairment losses are recognised if, and only if, there is objective evidence of impairment as a result of one or more events which
occurred after the initial recognition of the asset and which has an impact on the estimated future cash flows of the asset.

For financial assets carried at amortised cost, the amount of the impairment loss is measured as the difference between the asset’s
carrying amount and the present value of the revised future cash flows discounted at the asset’s original effective interest rate. The loss
is recognised in the Statement of Comprehensive Income and the carrying amount of the asset is reduced through the use of a bad debt
provision that is determined specifically on individual assets.

Corporation tax

The Trust is a Health Service Body within the meaning of s519A of the Income and Corporation Tax Act 1988 and accordingly is exempt
from taxation in respect of income and capital gains within categories covered by this. There is a power for HM Treasury to dis-apply the
exemption in relation to specified activities of an NHS foundation trust (s519A (3) to (8) of the Income and Corporation Taxes Act 1988).
Accordingly, the FT is potentially within the scope of corporation tax in respect of activities which are not related to, or ancillary to, the
provision of healthcare, and where the profits there from exceed £50,000 per annum. Until the exemption is dis-applied then the FT has
no corporation tax liability.

Consolidation of NHS charitable funds

The Trust is the Corporate Trustee of the Royal Devon University Healthcare NHS Foundation Trust Charity. The Charity has not been
consolidated within these annual accounts as the value of the Charity is low and consolidation into the Trust's accounts would have no
material effect. Further information relating to transactions between the Trust and the Charity is disclosed in note 27.

Interests in other entities

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.

Transfers of functions to / from other NHS bodies

For functions that have been transferred to the Trust from another NHS body, the assets and liabilities transferred are recognised in the
accounts as at the date of transfer. The assets and liabilities are not adjusted to fair value prior to recognition. The net gain / loss
corresponding to the net assets/liabilities transferred is recognised as a transfer by absorption within the Statement of Comprehensive
Income, but not within operating activities.

For property plant and equipment assets and intangible assets, the cost and accumulated depreciation / amortisation balances from the
transferring entity’'s accounts are preserved on recognition in the Trust's accounts. Where the transferring body recognised revaluation
reserve balances attributable to the assets, the Trust makes a transfer from its income and expenditure reserve to its revaluation reserve
to maintain transparency within public sector accounts. Adjustments to align the acquired assets / liabilities to the foundation trust's
accounting policies are applied after initial recognition and are adjusted directly in taxpayers’ equity.

. Segmental analysis

The Chief Operating Decision Maker, who is responsible for the allocation of resources and the assessment of the performance of
operating segments has been identified as the Trust's Board of Directors.

Throughout the financial year the Trust's Board of Directors received a monthly integrated performance report that provides information
against key standards and targets. The report includes financial performance information which has assisted the Board of Directors with
their financial decisions. The monthly information provided to the Board of Directors is similar to the primary statements within these
accounts.

The Board of Directors receives financial information at Trust level, no additional segmental reporting information is therefore required to
be disclosed in the Accounts.
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3. Income from activities

2025/26 2024/25
£000 £000
Income from commissioners under API contracts - variable* 288,585 261,327
Income from commissioners under API contracts - fixed* 522,063 507,498
High cost drugs and devices income from commissioners 130,364 129,905
Other NHS clinical income 13,682 14,421
Private patient and overseas patient income 2,628 3,038
National pay award central funding** - 2,186
Community services income 126,201 121,580
Additional pension contribution central funding*** 48,685 44,898
1,132,208 1,084,853

3.

-

*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.

https://www.england.nhs.uk/pay-syst/nhs-payment-scheme/

**Additional funding was made available directly to providers by NHS England in 2024/25 for implementing the backdated element of pay awards
where government offers were finalised after the end of the 2023/24 financial year. NHS Payment Scheme prices and API contracts are updated for
the weighted uplift in in-year pay costs when awards are finalised.

***Increases to the employer contribution rate for NHS pensions since 1 April 2019 have been funded by NHS England. NHS providers continue to pay

at the former rate of 14.3% with the additional amount being paid over by NHS England on providers' behalf. The full cost of employer contributions
(23.7%, 2024/25 - 23.7%) and related NHS England funding (9.4%, 2024/25 - 9.4%) have been recognised in these accounts.

Income from activities - by source

2025/26 2024/25

£000 £000

NHS England 158,887 255,052
Integrated care boards 953,298 810,654
NHS providers 7,198 7,085
Local authorities 8,445 7,400
Non-NHS - private patients 2,008 2,159
Non-NHS - overseas patients (non-reciprocal) 620 879
NHS injury scheme 1,399 1,305
Non-NHS - other 353 319
1,132,208 1,084,853

NHS Injury Scheme income is subject to a provision for doubtful debts of 24.62% (2024/25 - 24.45%) to reflect expected rates of collection based
upon historical experience.

3.2 Income from activities - commissioner requested services

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 licence and are services that commissioners believe would need to be
protected in the event of provider failure. This information is provided in the table below:

2025/26 2024/25

£000 £000

Income from services designated as commissioner requested services 1,112,185 1,065,706
Income from services not designated as commissioner requested services 20,023 19,147
1,132,208 1,084,853
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3.3 Income from overseas visitors

2025/26 2024/25

£000 £000

Income recognised this year 620 879
Cash payments received in-year 175 179
Amounts added to allowance for impairment of receivables 39 68
Amounts written off in-year 150 197

4. Other operating income

2025/26 2024/25

£000 £000

Research and development 20,418 26,281
Education and training 41,919 37,684
Charitable and other contributions to expenditure and for the purchase of capital assets 3,753 1,071
Non-patient care services to other bodies 41,118 45,066
Staff recharges 8,714 6,478
Rental revenue from operating leases 18 7
Car Parking income 3,524 2,923
Catering 3,793 3,376
Staff accommodation rental 1,361 1,107
Non-clinical services recharged to other bodies 1,309 1,870
Créche services 1,713 1,634
Other income* 5,482 2,967
133,122 130,464

*Other income includes pharmacy sales, staff contribution to employee benefit schemes, National Clinical Excellence Awards income as well
as one-off income benefits.

5. Operating expenses

2025/26 2024/25

£000 £000

Services from NHS and DHSC bodies 7,981 7,685
Services from non-NHS and non-DHSC bodies 27,881 23,978
Purchase of social care 155 256
Employee expenses - executive directors (see note 5.1) 2,002 1,822
Employee expenses - non-executive directors (see note 5.1) 182 176
Employee expenses - staff 793,315 732,378
Drug costs 140,007 131,256
Supplies and services - clinical (excluding drug costs) 107,540 99,665
Supplies and services - general 17,446 18,117
Establishment 21,096 19,409
Research and development - not included in employee expenses 10,837 16,690
Research and development - included in employee expenses (see note 6.1) 9,273 8,073
Education and training - not included in employee expenses 3,070 2,010
Education and training - included in employee expenses (see note 6.1) 38,146 34,291
Transport 6,789 6,814
Premises 28,106 25,813
Increase in bad debt provision 634 464
Depreciation on property, plant and equipment and right of use assets 39,056 38,615
Amortisation of intangible assets 7,699 8,001
Impairments - buildings and plant and machinery (see note 16.3) 10,963 27,064
Audit fees - statutory audit 210 180
Internal audit fees 408 467
Clinical negligence - amounts payable to NHS Resolution (premium) 24,962 25,356
Losses, ex gratia and special payments - staff costs 168 -
Losses, ex gratia and special payments - non staff costs 81 46
Consultancy 125 136
Lease expenditure - short term leases 1,130 984
Other 5,736 3,232
1,304,998 1,232,978

"Other expenditure" above includes finance lease irrecoverable VAT expenditure, inventories written down, car parking, security, insurance
and legal fees.

The total employer's pension contributions are disclosed in note 6.1.
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NOTES TO THE ACCOUNTS

Directors' remuneration and other benefits

Aggregate directors' remuneration
Employer's contribution to pension scheme
Total

In the year ended 31 March 2026 seven directors accrued benefits under defined benefit pension schemes (2024/25 - seven).

Auditor's remuneration

2025/26 2024/25
£000 £000
2,045 1,884
139 114
2.184 1,998

The audit fee was £210k in 2025/26 (2024/25 - £180k), this includes £8k (2024/25 - £7k) for the audit of the Trust's charity.

Auditor's liability

The Board of Governors has appointed KPMG LLP as external auditors. The engagement letter dated the 15th of October 2025 states that the
liability of KPMG LLP shall be limited to a maximum aggregate of the higher of £1m and 125% of fees.

. Staff costs and numbers

Staff costs

Salaries and wages

Social security costs

Apprenticeship levy

Employer's contributions to NHS pensions
Pension cost - other

Termination benefits

Temporary staff - external bank

Agency and contract staff

Costs capitalised as part of assets

2025/26 2024/25
£000 £000
607,561 561,313
78,760 60,657
3,007 2,851
123,116 113,587
285 270

43 67
23,335 27,473
9,563 13,830
845,670 780,048
2,315 2,950
843,355 777,098

The above disclosure includes a reclassification of £3,753k from ‘Temporary staff - external bank’ to 'Salaries and wages', adjusted in
2025/26. This has not been reflected in the prior period (£4,991k).

Analysed into operating expenses (see note 5):
Employee expenses - staff & executive directors
Research and development

Education and training

Redundancy

Internal Audit staff costs

Special payments

Average number of persons employed including directors

Medical and dental

Ambulance staff

Administration and estates

Healthcare assistants and other support staff

Nursing, midwifery and health visiting staff

Scientific, therapeutic, technical and healthcare science staff
Other

Total

795,317 734,200

9,273 8,073

38,146 34,291

43 67

408 467

168 -

843,355 777,098

Permanent Other 2025/26 2024/245
employees employees Total Total
Number Number Number Number
1,563 31 1,594 1,623

18 - 18 13

2,891 145 3,036 2,924
2,994 280 3,274 3,036
3,286 213 3,499 3,427
1,653 35 1,688 1,643

8 - 8 24

12,413 704 13,117 12,690
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6.3 Staff exit packages

2025/26 2025/26 2024/25 2024/25
Exit package cost Number £000 Number £000
Less than £10,000 51 233 32 152
£10,000 to £25,000 23 349 4 50
£25,001 to £50,000 10 390 1 46
£50,001 to £100,000 4 286 1 64
Total number 88 1,258 38 312

Exit packages relate to staff redundancies, mutually agreed resignations contractual costs, payments in lieu of notice and special
severance payments.

7. Pension costs

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 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 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.

Additionally, the Trust offers a defined contribution workplace pension scheme NEST (the National Employment Savings Scheme). £285k
employer NEST contributions were recognised as an expense in 2025/26 (2024/25 - £270k).

8. Retirements due to ill-health
During 2025/26 there were sixteen (2024/25 - twenty one) early retirements from the Trust agreed on the grounds of ill-health. The

estimated additional pension liabilities of these ill-health retirements will be £1,539k (2024/25 - £1,526k). The cost of these ill-health
retirements will be borne by the NHS Business Services Authority - Pensions Division.
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1.

12.

13.

14.
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The late payment of commercial debts (interest) Act 1998 / Public Contract Regulations 2015

In 2025/26 the Trust incurred £7k (2024/25 - £36k) arising from claims made under this legislation. The total liability accruing as a
result of late payments is £nil (2024/25 £nil).

Finance income

2025/26 2024/25
£000 £000
Interest on cash and cash equivalents 2,043 2,593
Finance expense
2025/26 2024/25
£000 £000
Loans from the Independent Trust Financing Facility 167 229
Other loans 1,372 1,598
Finance leases 778 732
Interest on the late payment of commercial debt 7 36
Unwinding of discount on provisions 7 6
Total 2,331 2,601
Other gains / (losses)
2025/26 2024/25
£000 £000
Gains on disposal of assets 7 409
Losses on disposal of assets (3) (3)
Total 4 406
Better Payment Practice Code
2025/26 2025/26 2024/25 2024/25
Number Value Number Value
£000 £000
Total non-NHS trade invoices paid in the year 203,969 641,972 213,379 602,902
Total non-NHS trade invoices paid within target 143,789 515,905 167,971 505,627
Percentage of non-NHS trade invoices paid within target 70.5% 80.4% 78.7% 83.9%
Total NHS trade invoices paid in the year 3,727 263,056 3,239 234,811
Total NHS trade invoices paid within target 2,264 215,797 2,538 215,367
Percentage of NHS trade invoices paid within target 60.7% 82.0% 78.4% 91.7%

The Better Payment Practice code requires the NHS body to aim to pay all valid invoices by the due date or within 30 calendar days of
receipt of goods or a valid invoice (whichever is later) unless other payment terms have been agreed.

Losses and special payments

2025/26 2025/26 2024/25 2024/25
Number Value Number Value
£000 £000

Losses:
Cash losses 22 18 15 9
Bad debts and claims abandoned 89 178 52 202
Stores losses, including damage to buildings 4 11 1 1
Total losses 115 207 68 212
Special payments - Ex-gratia 60 253 62 60
Total losses and special payments 175 460 130 272
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15. Intangible assets
15.1 Intangible assets at 31 March 2026 IT In-house Software Total
and 3rd party licences

software and AUC
£'000 £'000 £'000
Cost at 1 April 2025 * 70,577 17,562 88,139
Additions - purchased 5,693 - 5,693
Reclassifications and transferred into use - from property, plant and equipment (note 16.1) (6,520) 6,820 300
Cost at 31 March 2026 69,750 24,382 94,132
Accumulated amortisation at 1 April 2025 26,083 9,347 35,430
Provided during the year 4,657 3,042 7,699
Accumulated amortisation at 31 March 2026 30,740 12,389 43,129
Net book value at 31 March 2026 39,010 11,993 51,003
* From 1 April 2025, the option to apply the revaluation model in IAS 38 to intangible assets has been withdrawn prospectively. Where

assets were previously revalued, the carrying value at the transition date was carried forward as 'deemed cost'.
15.2 Intangible assets at 31 March 2025 IT In-house Software Total

and 3rd party licences

software and AUC
£'000 £'000 £000
Valuation / gross cost at 1 April 2024 63,035 13,373 76,408
Additions - purchased 7,582 - 7,582
Reclassifications and transferred into use - from property, plant and equipment (note 16.2) (40) 4,189 4,149
Valuation / gross cost at 31 March 2025 70,577 17,562 88,139
Accumulated amortisation at 1 April 2024 20,277 7,152 27,429
Provided during the year 5,806 2,195 8,001
Accumulated amortisation at 31 March 2025 26,083 9,347 35,430
Net book value at 31 March 2025 44,494 8,215 52,709
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16.

16.3

17.

NOTES TO THE ACCOUNTS
Property, plant and equipment (continued)

Revaluation of land, buildings and dwellings

In 2025/26 there has been a net overall revaluation reduction of £10,437k for land, buildings and dwellings from the interim (desktop) revaluation (2024/25 a total
reduction of £37,087k).

An interim revaluation was undertaken for the Trust's land, buildings and dwellings as at 31 March 2026 by professional external valuers Newmark, a regulated firm of
Chartered Surveyors. A full revaluation of these assets was carried out by the same valuers as at 31 March 2023. The valuation was prepared in accordance with the
Department of Health and Social Care - Group Accounting Manual 2025/26 to comply with the Government Financial Reporting Manual 2025/26 (FReM) and IFRS,
specifically with regard to IAS Property, Plant and Equipment. The valuation was carried out in accordance with the Valuation - Global Standards (December 2024
edition) of the Royal Institution of Chartered Surveyors (RICS).

The Trust's specialised buildings and associated land are mainly valued using the depreciated replacement cost method, based upon providing a modern equivalent
asset (MEA). A fundamental principle of MEA valuations is that a hypothetical buyer would purchase the least expensive site that would be suitable and appropriate for
the existing operations. The valuation of the majority of the Trust's specialised land and buildings within the Eastern location are based upon the Trust hypothetically
being located on a suitable alternative site away from the Exeter city centre, where the cost of the land would be lower, but where the Trust would still be able to re-
provide its services. Specialised land and buildings relating to the Northern locations continue to be valued using their site’s current locations which in general are already
towards or on the outer edges of their respective towns where the costs are already low.

The interim revaluation reduced the value by £10,437k, and this decrease is mainly due to recent additions being valued lowered, as the valuation assumes buildings are

constructed on an instant build basis, as it does not take into account the additional costs that are incurred when reconfiguring extant buildings. The reduction has been
accounted for as a net £10,963k impairment charge and recorded as an expense within the SOCI and a net increase of £526k recognised within the revaluation reserve.

Leases - Royal Devon University Healthcare NHS Foundation Trust as a lessee

The Trust holds land, property, plant and machinery, transport and information technology leases.

Right of use assets at the statement of financial position date comprise the following elements:
Property Plant & Transport Information Total Of which:
(land and machinery equipment technology leased from
buildings) DHSC group
bodies
£000 £000 £000 £000 £000 £000
Valuation / gross cost at 1 April 2025 - brought forward 60,707 12,567 195 360 73,829 37,994
Additions 5,036 600 - - 5,636 -
Remeasurements of the lease liability 1,555 249 - - 1,804 910
Disposals / derecognition (181) - - - (181) (181)
Valuation/gross cost at 31 March 2026 67,117 13,416 195 360 81,088 38,723
Accumulated depreciation at 1 April 2025 - brought forward 15,257 5,300 187 78 20,822 10,322
Provided during the year 5,877 2,115 8 70 8,070 3,953
Disposals / derecognition (62) - - - (62) (62)
Accumulated depreciation at 31 March 2026 21,072 7,415 195 148 28,830 14,213
Net book value at 31 March 2026 46,045 6,001 0 212 52,258 24,570

Right of use assets - 2024/25

Property Plant & Transport Information Total Of which:
(land and machinery equipment technology leased from
buildings) DHSC group
bodies
£000 £000 £000 £000 £000 £000
Valuation / gross cost at 1 April 2024 - brought forward 59,651 11,282 195 360 71,488 33,975
Additions 179 1,285 - - 1,464 0
Remeasurements of the lease liability 5,384 - - - 5,384 4,362
Disposals / derecognition (4,507) - - - (4,507) (343)
Valuation/gross cost at 31 March 2025 60,707 12,567 195 360 73,829 37,994
Accumulated depreciation at 1 April 2024 - brought forward 11,126 3,359 159 - 14,644 6,383
Provided during the year 6,796 1,941 28 78 8,843 3,988
Disposals / derecognition (2,665) - - - (2,665) (49)
Accumulated depreciation at 31 March 2025 15,257 5,300 187 78 20,822 10,322
Net book value at 31 March 2025 45,450 7,267 8 282 53,007 27,672

17.3 Revaluations of right of use assets

There were no revaluations of right of use assets in 2025/26.
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17.

NOTES TO THE ACCOUNTS

Leases (continued)

17.4 Reconciliation of the carrying value of lease liabilities

17.5

Lease liabilities are included within Borrowings in the Statement of Financial Position. A breakdown of borrowings is disclosed in note

22.

2025/26 2024/25
£000 £000
Carrying value at 31 March 55,466 59,691
Lease additions 5,636 1,464
Lease liability remeasurements 1,804 5,384
Interest charge arising in year 778 732
Early terminations (121) (2,248)
Lease payments (cash outflows) (9,194) (9,557)
Carrying value at 31 March 54,369 55,466
Expenditure on short term leases is recognised in operating expenditure disclosed in Note 5.
Maturity analysis of future lease payments at 31 March 2026
Of which leased Of which leased
from DHSC from DHSC
Total group bodies: Total group bodies:
31 March 2026 31 March 2026 31 March 2025 31 March 2025
£000 £000 £000 £000
Undiscounted future lease payments payable in:
- not later than one year; 10,424 5,329 10,460 5,645
- later than one year and not later than five years; 30,284 17,448 29,489 17,022
- later than five years. 20,950 2,092 18,593 6,321
Total gross future lease payments 61,658 24,869 58,542 28,988
Finance charges allocated to future periods (7,289) (643) (3,076) (946)
Net lease liabilities at 31 March 54,369 24,226 55,466 28,042
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NOTES TO THE ACCOUNTS

18. Subsidiaries and investments in associates and joint ventures

31 March 2026 31 March 2025

£000 £000

Carrying value at 1 April 5 5
Carrying value at 31 March 5 5

In 2016/17 the Trust acquired a 20% shareholding in a new company Dextco Limited. Dextco Limited is a joint venture between the Trust and a number
of local public sector bodies with the aim of developing energy projects in Exeter.

On the 5th of February 2026, RDUH Developments Limited (Company Number 17014735) was incorporated under the Companies Act 2006 as a
private company limited by shares. The Trust holds 100% of the issued share capital, with an aggregate nominal value of £1. The company had not
commenced trading as at 31 March 2026 and, accordingly, the Trust has not prepared consolidated accounts for the 2025/26 financial year. It is
anticipated that the 2026/27 annual accounts will be prepared on a consolidated basis, with RDUH Developments Limited included within the group
accounts.

19. Inventories

19.1 Inventories held at year end

31 March 2026 31 March 2025

£000 £000

Drugs 3,465 5,135
Consumables 9,614 11,252
Energy 496 369
Other 794 758
Total inventories 14,369 17,514
19.2 Inventories recognised in expenses 2025/26 2024/25
£000 £000

Inventories recognised in expenses 227,606 211,212
Write-down of inventories recognised in expenses 785 582
Total inventories recognised in expenses 228,391 211,794
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20.

21.

22,

NOTES TO THE ACCOUNTS

Trade and other receivables

Current

Contract receivables

Prepayments

Allowance for impaired contract receivables / assets
Other receivables

PDC dividend receivable

VAT receivable

Total current trade and other receivables

Non-current

Contract receivables

Allowance for impaired contract receivables / assets
Other receivables

Total non-current trade and other receivables

Total trade and other receivables

Provision for impairment of receivables

At 1 April
Increase in provision

Amounts utilised, reversed and changes in calculations

At 31 March

The provision for impairment of receivables relates to specific receivables over 3 months old.

Trade and other payables

Current

Trade payables

Trade payables - capital
Other taxes payable
PDC dividend payable
Other payables
Accruals

Current other liabilities
Other deferred income

Borrowings

Current

Loans from Foundation Trust Financing Facility
Other Loans

Lease liabilities

Non-current

Loans from Foundation Trust Financing Facility

Other Loans
Lease liabilities

Total borrowings

31 March 2026

31 March 2025

£000 £000
37,807 40,161
10,409 8,690
(1,554) (1,196)
4,399 1,515
322 -
2,096 2,568
53,479 51,738
1,374 1,058
(338) (258)
682 733
1,718 1,533
55,197 53,271

31 March 2026

31 March 2025

£000 £000
1,454 1,198

634 466
(196) (210)
1,892 1,454

31 March 2026

31 March 2025

£000 £000
21,881 24,369
43,736 23,645
16,671 14,542
- 209
10,944 10,146
30,254 23,866
123,486 96,777
10,448 5,652

31 March 2026

31 March 2025

£000 £000
400 1,298
8,942 8,638
9,526 10,240
18,868 20,176
2,000 2,400
25,622 34,564
44,843 45,226
72,465 82,190
91,333 102,366
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22,

23.

NOTES TO THE ACCOUNTS
Borrowings (continued)

Foundation Trust Financing Facility (DHSC loans)

The borrowing relates to two loans from the Secretary of State for Health and Social Care. The first loan of £17m was entered into in the
year ended 31 March 2006. The loan was repaid over a 20 year term, concluding on 30 March 2026, through equal quarterly instalments.
The interest rate was fixed at 4.55% per annum for the duration of the loan. The second loan of £10m was entered into in the year ended
31 March 2007, and is repayable over a 25-year period, ending 30 March 2032, by equal quarterly instalments and the interest rate of the
loan is fixed at 5.05% per annum.

Other loans
Loans of £21m were received from both Hitachi Capital and Siemens Bank in the year ended 31 March 2019. The loans are repayable
over a 12-year period ending September 2030, in equal quarterly instalments that commenced in December 2020.

A loan of £18.5m has been received from a supplier between 2018/19 and 2024/25. The loan is repayable over a 12-year period ending
August 2029.

A loan of £6.2m has been received from Salix (received in 2019/20 and 2021/22). The loan is repayable over a 7-year period ending
December 2028.

Loans
from Other Lease
DHSC loans liabilities Total
£000 £000 £000 £000
Carrying value at 1 April 2025 3,698 43,202 55,466 102,366
Cash movements:
Financing cash flows - payments and receipts of principal (1,298) (8,638) (8,416) (18,352)
Financing cash flows - payments of interest (167) (1,372) (778) (2,317)
Non-cash movements:
Additions - - 5,636 5,636
Lease liability remeasurements - - 1,804 1,804
Interest charge arising in year (application of effective interest rate) 167 1,372 778 2,317
Early termination - - (121) (121)
Carrying value at 31 March 2026 2,400 34,564 54,369 91,333
Provisions
Early Legal Injury Other Total
retirements claims benefits
£000 £000 £000 £000 £000
At 1 April 2025 27 223 150 744 1,144
Change in discount rate - - - (54) (54)
Arising during the year - 116 - - 116
Utilised during the year (6) (56) 9) (18) (89)
Reversed unused - (67) (128) 17) (212)
Unwinding of discount 6 - 1 45 52
At 31 March 2026 27 216 14 700 957
Expected timing of cash flows: 31 March 2026 31 March 2025
£000 £000
In one year or less 241 253
Between one and five years 105 138
Over five years 611 753
957 1,144

Legal claims relate to employee and public liability claims.
Contingent liabilities relating to legal claims are shown in note 26.

NHS Resolution is carrying provisions as at 31 March 2026 in relation to Existing Liabilities Scheme and in relation to Clinical Negligence
Scheme on behalf of the Trust of £325.0m (2024/25 - £338.2m).

Other provisions relate to the estimated clinicians' pension tax. An equal amount due from NHSE is included in Receivables.
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24,

25.

26.

27.

NOTES TO THE ACCOUNTS
Cash and cash equivalents
31 March 2026 31 March 2025
£000 £000
At 1 April 2,622 23,641
Net change in the year 42,541 (21,019)
At 31 March 45,163 2,622
Broken down into:
Cash at commercial banks and in hand 29 34
Cash with Government Banking Service 45,134 2,588
Cash and cash equivalents as in SoFP and Cash Flow Statement 45,163 2,622

Cash and cash equivalents represents cash in hand and deposits with any financial institution with a short term maturity period of three months or less
from the date of the acquisition of the investment.

Capital commitments

Commitments under capital expenditure contracts, which relate to property, plant and equipment, at the statement of financial position date were £7,879k
(2024/25 - £6,816k).

Contingent liabilities
31 March 2026 31 March 2025
£000 £000

Contingent NHS Resolution legal claims - -

Related party transactions

The Trust is a public benefit corporation established under the NHS Act 2006. The Department of Health and Social Care (DHSC) has the power to control
the Trust and therefore can be considered to be the Trust's parent. The Trust's Accounts are included within the NHS Foundation Trust Consolidated
Accounts, which are included within the Whole of Government Accounts. The Department of Health and Social Care is accountable to the Secretary of
State for Health and Social Care. The Trust's ultimate parent is therefore HM Government.

The Trust is under the common control of the Board of Directors.
Directors' remuneration and other benefits are disclosed within the operating expenditure, note 5.1.

The Royal Devon University Healthcare NHS Foundation Trust is the Corporate Trustee of the Royal Devon University Healthcare NHS Foundation Trust
Charity ("Charity"), registered charity number 1061384, registered office Newcourt House, Newcourt Road, Exeter, EX2 7JU. The Charity's objective is for
any charitable purpose and purposes relating to the National Health Service. The Trust has received £3,082k (2024/25 - £1,527k) income from the Charity.
At 31 March 2026 the Trust was due £2,270k (2024/25 - £534k) from the Charity. The Charity's most recent audited accounts were for the year ended 31
March 2025 and the Charity held aggregated reserves of £4,685k.

During the year the Royal Devon University Healthcare NHS Foundation Trust has had a significant number of material transactions with the Department
of Health and Social Care, and with other entities for which the DHSC is regarded as the parent of those entities. Income from activity - by source (note
3.1) and the operating expense (note 5) provides details of revenue transactions with those entities. Below are considered to be the significant material
transactions.

Income Expenditure Receivables Payables
£000 £000 £000 £000

2025/26
Department of Health and Social Care (excludes PDC dividend) 30,816 - 42 -
NHS England (excluding notional income in respect of additional pension contributions) 155,560 149 3,477 1,391
NHS Devon ICB 820,477 97 4,349 25
NHS Cornwall and the Isles of Scilly ICB 14,759 - 38 108
NHS Somerset ICB 111,716 3 400 166
Torbay and South Devon NHS Foundation Trust 5,120 3,453 822 607
Devon Partnership NHS Trust 7,179 2,276 1,269 1,324
North Bristol NHS Trust 7,494 863 1,566 414
University Hospitals Plymouth NHS Trust 6,970 6,630 1,815 2,564

2024/25
Department of Health and Social Care (excludes PDC dividend) 31,753 - 851 -
NHS England (excluding notional income in respect of additional pension contributions) 252,152 232 4,800 1,032
NHS Devon ICB 783,215 44 8,471 114
NHS Cornwall and the Isles of Scilly ICB 15,086 1 - 1
NHS Somerset ICB 8,019 1 936 -
Torbay and South Devon NHS Foundation Trust 3,967 4,010 1,676 1,652
Devon Partnership NHS Trust 5,369 2,400 2,653 1,657
North Bristol NHS Trust 7,506 (153) 849 32
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NOTES TO THE ACCOUNTS
28. Financial instruments

A financial instrument is a contract that gives rise to both a financial asset in one entity and a financial liability or equity
instrument in another entity. IFRS 7, Financial Instruments: Disclosures, requires disclosure of the role that financial
instruments have had during the period in creating or changing the risks an entity faces in undertaking its activities. The
financial assets and liabilities of the Trust are generated by day to day operational activities rather than being held to
change the risks facing the Trust in undertaking its activities.

Credit risk

Credit risk arises when the Trust is exposed to the risk that a party is unable to meet its obligation to the Trust in respect of
financial assets due.

Financial assets mainly comprise monies due from Integrated Care Boards (ICBs) and NHS England for services rendered
by the Trust in fulfilment of service agreements, and cash balances held on deposit. It is considered that financial assets
due from these organisations pose a low credit risk as these entities are funded by HM Government.

A significant proportion of the Trust's cash balances are held on deposit with the Government Banking Service, and as
such the credit risk on these balances is considered to be negligible.

Liquidity risk

Liquidity risk arises if the Trust is unable to meet its obligations arising from financial liabilities. The Trust's financial
liabilities mainly arise from net operating costs, which are mainly incurred under legally binding annual service agreements
with ICBs and NHS England, and liabilities incurred through expenditure on capital projects. Other liquidity risks are loans
repayable to the FTFF and commercial loan providers.

The majority of the Trust's income is earned from NHS commissioners in the form of fixed monthly payments to fund an
agreed level of activity. Such fixed payments allow the Trust to accurately forecast cash inflows. The Trust has produced a
financial plan for 2026/27 on a going concern basis. The preparation and review of cash flow forecasts together with the
controls in place governing the authorisation of expenditure ensure that the Trust maintains sufficient funds to meet
obligations as they fall due.

Market risk
Market risk arises when the Trust is exposed to the risk that the fair value or future cash flows of a financial instrument will

fluctuate because of changes in market prices. Market risk comprises three types of risk: currency risk, interest rate risk
and other price risk.

Currency risk
The Trust receives income denominated in sterling. The Trust, on occasion, does enter into agreements to make payments
in non-sterling denominated currencies. Non-sterling payments are principally short term liabilities and for non-significant

amounts. Given this, the Trust does not consider that it is exposed to any material currency risk and therefore has elected
not to hedge its exposure.

Interest rate risk
The Trust does not enter into contracts where cash flows are determined by the use of a variable interest rate.
Other price risk

The Trust enters into legally binding contracts with both its customers and suppliers that stipulate the price to be paid. As
such it does not consider itself exposed to material other price risk.
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28.

Financial instruments (continued)

28.1 Carrying value of financial assets

Trade and other receivables excluding non financial assets
Cash and cash equivalents at bank and in hand
Total at 31 March 2025

Trade and other receivables excluding non financial assets
Cash and cash equivalents at bank and in hand
Total at 31 March 2026

28.2 Carrying value of financial liabilities

Loans from the Department of Health and Social Care
Other borrowings

Obligations under finance leases

Trade and other payables excluding non financial liabilities
Total at 31 March 2025

Loans from the Department of Health and Social Care
Other borrowings

Obligations under finance leases

Trade and other payables excluding non financial liabilities
Total at 31 March 2026

28.3 Fair value

29,

30.

NOTES TO THE ACCOUNTS

Held at
amortised
cost

£000
42,013
2,622
44,635

Held at
amortised
cost

£000
41,207
45,163
86,370

Held at
amortised
cost

£000
3,698
43,202
55,466
72,280
174,646

Held at
amortised
cost

£000
2,400
34,564
54,369
95,883
187,216

For all of the financial assets and liabilities at 31 March 2026 and 31 March 2025 the fair value is equal to book value.

Third party assets

The Trust held £nil cash at bank and in hand at 31 March 2026 (31 March 2025 - £nil) relating to monies held on behalf of patients.

Standards, amendments and interpretations in issue but not yet effective or adopted and early adoption of standards

The accounts have been prepared in accordance with the 2025/26 Department of Health and Social Care Group Accounting Manual (GAM) issued by
Department of Health. The accounting policies contained in that manual follow International Reporting Standards (IFRS) and HM Treasury's Financial Reporting
Manual to the extent that they are meaningful and appropriate to NHS foundation trusts.

No new accounting standards or revisions to existing standards have been early adopted in 2025/26.

The DHSC GAM does not require the following IFRS Standards to be applied in 2025/26:

IFRS 18 Presentation and Disclosure in Financial Statements - The Standard is effective for accounting periods beginning on or after 1 January 2027. Although
the Standard was endorsed for use in the UK on the 10th of December 2025, it has not yet been adopted into the FReM and therefore does not apply to NHS
bodies for 2025/26. Early adoption is not permitted, and the Trust has not yet assessed the impact, pending future FReM guidance.
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NOTES TO THE ACCOUNTS

30. Standards, amendments and interpretations in issue but not yet effective or adopted and early adoption of standards (continued)

31.

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.

HM Treasury’s review of public sector non current asset valuation has introduced changes to valuation frequency and methodology that NHS bodies will
adopt in future periods, following a DHSC directed implementation timeline. These forthcoming changes include:

- A move to a quinquennial revaluation cycle, or an approved rolling revaluation programme, supported by annual indexation between full valuations.

- Removal of the alternative site assumption for buildings valued on a modern equivalent asset (MEA) basis using depreciated replacement cost.

The impact of applying these changes in future periods has not yet been assessed. The revised valuation assumption may have a material or significant
impact on PPE measurement in future periods. The Trust currently adopts an MEA assumption as part of the valuation and hence any change to this
may result in a material impact that would need to be considered under the new standards.

Reconciliation between deficit recorded on the Statement of Comprehensive Income (SOCI) and the adjusted financial performance reported
to NHS England

The Trust's adjusted financial performance deficit, as monitored by NHS England (NHSE), was £43,934k (2024/25 - £2,743k). The deficit reported on the
Statement of Comprehensive Income (SOCI) was £53,963k (2024/25 - £29,782k) and this includes accounting entries that are classed by NHSE as
technical accounting adjustments, rather than being operational transactions. The below provides a reconciliation between the adjusted financial
performance deficit and the deficit recorded on the SOCI.

2025/26 2024/25

£000 £000

Deficit for the year (SOCI) (53,963) (29,782)
Add back impairments - property, plant and equipment (note 5) 10,963 27,064
Deficit before impairments and transfers (43,000) (2,718)
Remove capital donations / grants - SOCI impact (net value included in note 4 and note 5) (979) (124)
Remove net impact of DHSC centrally procured inventories (net value included in note 4 and note 5) 45 99
Adjusted financial performance deficit (43,934) (2,743)
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