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Trust Board – 22nd May 2019 

Item 4b – Board Assurance Framework 

Open Session X Private & Confidential Session  

Author Warren Edge, Senior Associate Director of Assurance and Compliance  

Reason for 

Submission 

Tick all that apply 

If none of the above, 

please provide 

rationale for 

submission 

Standing item                                             

Development / approval or update on strategy                         

Decision reserved for Board                                

Statutory / regulatory requirement                                   

Oversight of significant risks                                  

Update on action log item                                                    

Requires Board approval e.g. policies or business cases    

Core performance information        

Other rationale, please state below: 

 

Strategic Aim: 

 

To transform care pathways and develop services which deliver the  

best patient outcomes                                

To enable delivery of care by staff and in patient environments that   

provide the best patient experience                                          

To maximise our resources and relationships to sustain services and    

deliver best efficiency                                                                                   

To attract, support, engage and develop our staff to provide care they  

are proud of – best employer                                           

Purpose of Report To provide the Trust Board with: 

 An analysis of the movement in risk scores over the last quarter and he 

resulting Red, Amber, Green (RAG) ratings for the strategic risks which the 

Board manages through the Board Assurance Framework (Section 1). 

Movements are based on the underlying level of assurance;  

 The updated Board Assurance Framework – providing a ‘helicopter view’ of 

the level of assurance available for each of the Trust’s 16 principal 

business objectives including any gaps in controls or assurance and 

associated action plans (Section 2); and 

 A summary of key risks (those above tolerances set by the Board), together 

with their mitigating actions (Section 3). 
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Positive performance 

/ developments within 

this report   

 

Positive matters  Page 

Nine out of 16 objectives are meeting their target risk scores. Page 4 and 

9-11 

Section 3 

 The remaining seven objectives, although not in line with their 

target risk scores are in line with the revised trajectory agreed by 

the Board.   

Page 4 and 

9-11 

Section 3 

Board members are asked to note the assurance outcomes in 

the quarter, which provide the underlying evidence supporting 

the reductions in risk noted above. The latest assurance position 

for each objective is summarised in Section 2 and is set out in 

the detailed tables in Section 3.  

Sections 2 

and 3 

Key issues and 

actions within this 

report  

 

Issue and actions Page 

The Board is asked to approve the risk appetite statement 

within the attached. 

8 

The Board is asked to note the mapping of the Board Assurance 

Framework to the Trust’s strategies.  

7 

The seven objectives not yet meeting their target scores are, in 

short: 

 Minimising Avoidable Harm: - A proposal will be taken to 

IQAC on 21st May 2019, as to the conditions to be met in 

order to meet the target risk score. De facto this requires a 

very low likelihood / frequency of severer harm incidents 

and a low likelihood of moderate incidents. The Trust will 

benchmark its rates against accepted ‘Good’ organisations 

with respect to patient safety and use the outcome to set 

criteria with IQAC that can be monitored. At the present 

time, recent incidents of severe harm, a recent never event 

and ongoing work on the implementation of ‘Treat As One’ 

recommendations and oxygen therapy prescribing suggest 

that further work is required to meet the target score. The 

Trust is aiming to mitigate risk within the target score by 

January 2020. 

 Right Place, Right Time: - Despite strong processes and 

good performance in most areas, sustained increases in 

the complexity of patients attending the Trust’s A&E 

departments and in non-elective admissions are now 

requiring a further and more robust system-wide mitigation. 

 Patient Environment: As agreed during the Board Seminar 

in April 2019, as backlog requirements are not fully covered 

by available capital funds, the risk score should remain at 9 

(above the target of 6) for the time being.  

 Great Staff Engagement: -. The Trust needs to see the 

impact of the ‘Moving to Good’ engagement programme 

Page 4, and 

pages 9 to 11 
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presented to the Board by the HR Business Partner for 

Workforce Experience in March 2019 to reduce risk in line 

with the target score. 

 Financial Sustainability: -.The key actions required to 

reduce risk within the target risk score are the identification 

of sufficient cost improvement schemes, including joint 

programmes with neighbouring providers or CCGs, to meet 

the target for 2019/20. There is further system-wide work in 

place on financial sustainability which is expected to 

contribute some further mitigation. The four-year region-

wide plan, due in Autumn 2019 may provide the greater 

clarity needed for longer-term planning.   

 Information Systems Strategy: - The Trust is seeking to 

identify a source of funding secure regulatory approval for 

its Electronic Patient Record System procurement. Once in 

place, the risk is expected to reduce in line with the target 

score. 

 Effective Patient Engagement: - This is a new objective, 

introduced to recognise that patient engagement is a key 

quality improvement priority for the Board. The key action is 

the development of a more holistic, Trust-wide approach to 

planning, monitoring and reporting on engagement activity.  

Regulatory 

compliance 

implications 

Tick all that apply 

 

Tick for any implications for compliance with 

NHS Constitution     

Provider Licence (especially Condition 6)        

CQC Fundamental Standards of Care       

Health and Social Care Act         

Mental Health Act / Mental Capacity Act                         

Significant risks 

identified (if any) 

As noted above and outlined in the attached.   

Action / decision 

required from the 

Board 

The Board is asked to note the attached report and to seek any further 

information required for the purpose of assurance.  

The Board is asked to approve the risk appetite statement within the attached 

(page 8). 



 

Board Assurance Framework (Board report – May 2019)  Page 4 

BOARD ASSURANCE FRAMEWORK AND KEY RISKS 

1. INTRODUCTION 

This paper provides the Trust Board with: 

 An explanation as to how the framework should be read (Section 1). 

 An analysis of the movement in risk scores over the last quarter, and the resulting Red, Amber, Green (RAG) ratings for the strategic risks which the Board manages through the Board Assurance Framework 

(Section 2). Movements are based on the underlying level of assurance;  

 The updated Board Assurance Framework – providing a ‘helicopter view’ of the level of assurance available for each of the Trust’s 16 principal business objectives including any gaps in controls or assurance 

and associated action plans (Section 3); and 

 A summary of key risks (those above tolerances set by the Board), together with their mitigating actions (Section 4). 

 

2. THE DUAL PURPOSE OF THE BOARD ASSURANCE FRAMEWORK (BAF) 

The primary purpose of the BAF is to enable the Trust Board to understand the reliability of the controls in place to promote the achievement of principal business objectives and to manage related inherent risks. 

The reliability of controls is considered in the light of the outcomes of assurance work comprising management and independent checking, semi-independent scrutiny and hard performance measures. The Board 

has previously determined that it also wishes to use the BAF to manage strategic risks facing the business and the following additional information has been incorporated into the BAF over time: 

 A grid showing the inherent, current and residual risks scores for each objective – in effect providing an aggregate risk score and RAG rating for the strategic risks impacting on the achievement of that 

objective; and  

 A two year planned trajectory, from 1st April 2019 to 31st March 2021, showing when and how planned mitigation is expected to take effect. These trajectories were agreed by the Board in March 2018. 

To ensure robust governance, planned trajectories cannot be changed without the approval of the Trust Board. It is important to note that, whilst the Board should normally expect the implementation of mitigating 

actions to result in risks tracking against their trajectories over time, the nature of strategic risks is such that external factors may change during the life of the risk, impeding progress or causing increases in risk that 

require further management action.   

Risk assessment necessarily includes an element of subjectivity, and experience in the sectors of the economy which have sought to rely heavily on quantifiable risk models – such as the financial services sector – 

has shown that there is a danger in stepping too far away from requiring senior leaders and managers to apply careful judgment in the assessment of risk. It is therefore important to use the risk scores and 

trajectories as guidance, supporting the Board’s own critical judgment, on the remaining effort required to manage risks and whether mitigation is having the desired impact, rather than to rely on them 

indiscriminately. In making this judgment, Board members should consider the level of assurance available for each of the 16 principal objectives, as captured in the detailed tables in Section 3 and the summary 

table in Section 2.  

3. BOARD ASSURANCE FRAMEWORK – HEADLINES 

Section 1 of this report sets out the movements in risk scores within the BAF since the last quarterly report. These are summarised in the tables below. The BAF has been reviewed in full by owners for each 

objective. Each objective has been mapped to the relevant objective within the Trust’s overall corporate strategy. Trajectories and target risk scores are as agreed with the Board in April 2019. As trajectories have 

only recently been reset, all objectives are reported as ‘on trajectory’. However, seven objectives have yet to reach their target risk score, with explanations noted overleaf.  

 

 

 

  

 

 

 

 

 

RAG rating May 2019 January 
2019 

Red 1 1 

Amber 10 9 

Yellow 5 5 

Total  16 15 

 

Movement Indicator Number  

Improving risk 
score  

0 

No change / 
new risk 

 16 

Deterioration 
 

0 

 

Trajectory comparison  Number  

In line with planned trajectory 16 

Behind trajectory (planned risk score) 0 

Behind planned RAG rating 0 
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The seven objectives not yet at their target risk scores are: 

 Minimising Avoidable Harm: - A proposal will be taken to IQAC on 21st May 2019, as to the conditions to be met in order to meet the target risk score. De facto this requires a very low likelihood / frequency of 

severer harm incidents and a low likelihood of moderate incidents. The Trust will benchmark its rates against accepted ‘Good’ organisations with respect to patient safety and use the outcome to set criteria 

with IQAC that can be monitored. At the present time, recent incidents of severe harm, a recent never event and ongoing work on the implementation of ‘Treat As One’ recommendations and oxygen therapy 

prescribing suggest that further work is required to meet the target score. The Trust is aiming to mitigate risk within the target score by January 2020. 

 Right Place, Right Time: - Despite strong processes and good performance in most areas, sustained increases in the complexity of patients attending the Trust’s A&E departments and in non-elective 

admissions are now requiring a further and more robust system-wide mitigation  

 Great Staff Engagement: -. The Trust needs to see the impact of the ‘Moving to Good’ engagement programme presented to the Board by the HR Business Partner for Workforce Experience in March 2019 

to reduce risk in line with the target score. 

 Financial Sustainability: -.The key actions required to reduce risk within the target risk score are the identification of sufficient cost improvement schemes, including joint programmes with neighbouring 

providers or CCGs, to meet the target for 2019/20. There is further system-wide work in place on financial sustainability which is expected to contribute some further mitigation. The four-year region-wide 

plan, due in Autumn 2019 may provide the greater clarity needed for longer-term planning.   

 Information Systems Strategy: - The Trust is seeking to identify a source of funding secure regulatory approval for its Electronic Patient Record System procurement. Once in place, the risk is expected to 

reduce in line with the target score. 

 Effective Patient Engagement: - This is a new objective, introduced to recognise that patient engagement is a key quality improvement priority for the Board. The key action is the development of a more 

holistic, Trust-wide approach to planning, monitoring and reporting on engagement activity.  

 

4. SIGNIFICANT OPERATIONAL RISKS 

Section 4 includes a summary of operational risks as at 30th April 2019. The Risk Management Committee met in March 2019 and reviewed mitigation plans for all risks above tolerance, relying on pre-work with 

Executive Directors where plans were already assured through governance and performance review meetings. There are mitigation plans in place for all risks reported.  The highest scoring operational risks have 

been captured, in summary form, against the BAF objective to which they relate, so that the Board is aware not only of the level of assurance over the principal inherent risks to the achievement of the objective, but 

the ‘live’ risks being managed by Executive Directors and Care Groups.  

 

5. CONCLUSION 

The Trust Board is asked to: 

 Review the Board Assurance Framework and comment as appropriate;  

 Advise on any further information or changes to reporting that would assist the Board’s review of the BAF and key risks in future meetings. 

 

Warren Edge 

Senior Associate Director of Assurance and Compliance 

17th May 2019   
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SECTION 1- INTRODUCTION 

How to read the Board Assurance Framework – core information 

The core information in the Board Assurance Framework is summarised below.  

Heading Explanation 

Principal business 
objectives 

The Board has identified 16 principal business objectives, which underpin fulfilment of our core purpose of providing safe, compassionate, effective and joined up care to our patients.  
 
It is important to understand that these objectives span both operational delivery and the implementation of changes required to ensure that we continue to fulfil our purpose in line with our vision of 
care for patients that is ‘Right First Time’. The Board requires assurance that: risks to the fulfilment of its purpose are under control; fundamental standards of care are in place; the necessary 
resources (workforce, physical resources and finance) and relationships are being maintained; and that licence and regulatory obligations are complied with. The Board is expected to make a 
number of assurance statements to accompany plans and reports, and at other times during the year, which focus on these critical operational impacts. 
 
Principal business objectives are not, therefore, solely focused on the implementation of strategy. That said, the Board also requires assurance that risks to the changes being made to sustain 
patient care for the future are also being managed. Therefore, strategy is taken into account under relevant objectives – see the mapping below.  

Principal risks These are the major risks which arise by virtue of the Trust undertaking the particular activity associated with the principal objective, and which must be managed in order to achieve that objective. 
They are inherent risks and are considered before making any judgment on the strength of the mitigations (‘controls’) in place. The purpose of the BAF is to understand the controls in place to 
mitigate such risks, to plan the gathering of evidence as to the quality of those controls and to evaluate the results and take action on any weaknesses in controls identified. It is not to manage live 
risks, which is done through the risk register. 
  

Controls These are the policies, procedures and activities undertaken to reduce the likelihood of inherent risks arising, or for early detection and action should they do so. Controls can be: 

 Directive – setting a framework within which the activities can take place (e.g. a policy) 

 Preventive – helping to prevent risks from arising (e.g. scrutiny and authorisation of transactions before committing to them). 

 Detective – controls designed to identify if errors are occurring and to trigger action (e.g. monitoring checks) 

 Contingency plans – controls which allow an organisation to respond effectively to risks arising and manage their impact. 
 

Sources of 
assurance 

These are the activities which are undertaken to provide evidence as to the strength or quality of controls. Some of these will be led by management, including self-assessment and monitoring 
checks; others will be undertaken by semi-independent monitoring functions such as the Director of Performance’s monitoring of referral to treatment times and resulting challenge to Care Group 
plans were appropriate. Others will be fully independent; for example, internal audits. Metrics are a further source of assurance, particularly where they are objectively verifiable and derived from 
systematic data collection rather than based on self-assessment. 
 
It is important to consider the frequency, independence, remit and evidence-base when evaluating whether there are sufficient sources of assurance available to provide robust and timely evidence 
as to the health of controls. For example, if the only source of assurance is a three-yearly internal audit, the Board is likely to need more robust and timely assurance. 
 

Gaps in controls The results of assurance checks may identify that controls in place are not operating as laid down, or are not covering all elements of the risks which they are designed to address. Such gaps can 
also come to light as a result of live risks captured to the risk register or from management self-evaluation. Any such gaps, or weaknesses, in controls are captured and should have a 
corresponding action in the Risk Mitigation Plan (see below). 
 

Gaps in assurance When capturing sources of assurance, and through ongoing evaluation, it may become apparent that there are no, insufficient, or untimely activities planned to obtain evidence on the health of 
specific controls. Again, such gaps need to be captured and should result in a corresponding action in the Risk Mitigation Plan. 
 

Assurance 
outcomes 
 

The results of assurance checks and key metrics. Adverse outcomes point to gaps in controls and gaps in assurance and should result in corresponding actions in the Risk Mitigation Plan 
 

 

The Trust uses the Board Assurance Framework to actively manage risks to the achievement of its principal objectives (‘strategic’ risks). Therefore the Board has added the following information to the framework: 

 Inherent, current and target risk scores for the aggregate risk to the achievement of each objective. Target risk scores are set with reference to the Board’s risk appetite (see below). 

 A two year risk management trajectory (quarter by quarter), setting out the anticipated reduction in risk over time. 

 A commentary – for each objective not within its target risk score – setting out the key actions required and conditions to be met to allow the target score to be met. 
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Mapping of objectives to the Trust’s strategy 

This is shown below: 

Domain Objective Mapping to strategy 

 

 

 

 

 

 

Quality 

Minimise avoidable patient death Quality Matters – Improving Learning from Deaths / Reducing Mortality 

Minimise avoidable patient harm Quality Matters – Safety Objectives  

Right Care, Right Place, First 
Time 

Clinical Services Matter – Sustaining and Improving Services, Transforming Community Services and Quality Matters – Improving 
Urgent and Emergency Care and Improving Cancer Care 

Best Outcomes Clinical Services Matter  - Sustaining and Improving Services 

Great Patient Experience Quality Matters – Patient Experience Objectives 

Safe, secure, fit for purpose 
patient environment 

Clinical Services Matter – Developing our Infrastructure and Facilities 

Strategy Strategy All elements of our strategy – this objective concerns the design and overall delivery of it 

Workforce Right staffing capacity Staff Matter – recruiting and attracting; building a workforce for the future 

Right skills Staff Matter - Develop Talent; Support and embed a high performance culture; Building a workforce for the future) 

Great staff engagement Staff Matter - organisational culture; Workforce Health and Wellbeing (Staff Matter) 

Resources and 
relationships 

Financial sustainability Medium-term financial strategy 

Stakeholder relationships Communications and Engagement Strategy -  

Community and patient 
engagement 

Communications and Engagement Strategy -  

IS Strategy IS Strategy – all objectives 

Regulatory 
compliance  

Provider Licence Core operational regulatory objective not directly linked to strategy 

Fundamental Care Standards  Core operational regulatory objective not directly linked to strategy 

 

Risk appetite 

In April 2019, the Board reviewed its risk assessment matrix and its ‘risk tolerances’. The table used to assess and score risks in the BAF is shown below. Risk tolerances are, in effect, the risk scores beyond which Executive 

Directors are required to assure themselves that risks are being effectively and proactively mitigated by Care Groups and corporate directorates. They are defined with respect to five different types of adverse impact and are shown 

below. 

 

 

Risk tolerances agreed for 2019/20: 

Risk Impact 2019/20 

Score 

Care pathways 6 

Regulatory 8 

Financial 8 

Reputational 9 

Workforce 9 
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Risk appetite 

It is recommended good practice that Board’s develop a formal statement of their risk appetite. The following statement is suggested for approval based on the tolerances above: 

“The Board adopts a prudent but intelligent approach to risk management, in keeping with its responsibility for patient care and stewardship of public funds. It seeks to minimise risks to the safety of patients as far as reasonably 

practicable in a healthcare environment and ensure that risks associated with performance, compliance and use of resource are managed prudently. In doing so, the Board recognises the need to balance the management of risks 

in the short-term with the need to continuously replenish, develop and improve our services and facilities for patients in the future. The Board allows Trust managers, therefore, to take some risk in pursuit of innovation and 

improvement opportunities, whilst applying the risk management process rigorously and intelligently to prevent or lessen any unintended adverse impacts.” 

The Board is asked to endorse, or recommend amendments to the above statement.  
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SECTION 2- SUMMARY OF MOVEMENTS IN THE PERIOD AND DASHBOARD  

Domain Objective Current risk 
rating /score 

Previous risk 
rating / score 

Target risk 
rating / score 

(target date)  

Assurance Commentary On Trajectory? 

 

1) Minimise Avoidable 
Patient Death 

5 5 5 

 

Achieved 

HSMR is in line with expectations. SHMI remains within statistical tolerances but between the upper and lower limits. Both indicators 
have remained within statistical expectations for over 12 months.  Mortality alerts (VLADs) have been investigated with no evidence of 
recurrent issues with care / clinical practice having been identified.  CRAB data shows mortality and complications in line with 
expectations.  

Given the positive assurance above, the objective is assessed as remaining on trajectory. The risk mitigation plan aims to sustain 
performance in line with the target risk score.  

 

ON 

 
 
 
 
 
 
 
 
 
 
 
 
Quality 

2) Minimise Avoidable 
Patient Harm 

8 8 6 

 

January 2020 

The Trust performs well, or in line with the median for a majority of safety indicators (HCAI, sepsis, pressure ulcers, falls and failure to 
rescue), with external validation from benchmarking and the National Falls and Fragility Audit 2017. Infection and pressure ulcer rates 
benchmark very well nationally and internationally. The rate of never events is ‘about the same’ as peer Trusts taking into account 
activity levels. Increased reporting of no harm and low harm incidents provides evidence of an improving safety culture. However, 
learning from recent serious incidents, and a never event in April 2019, also demonstrate that there is still some further work required to 
fully sustain and embed improvements. In addition, there is further work required to meet the Treat As One recommendations for the 
care of patient with Mental Health Conditions, pending the completion of a joint programme of work with our mental health provider and 
a need to ensure consistent compliance with policy on prescribing of oxygen therapy.  

A proposal will be taken to IQAC on 21
st
 May 2019, as to the conditions to be met in order to meet the target risk score. De facto this 

requires a very low likelihood / frequency of severer harm incidents and a low likelihood of moderate incidents. The Trust will benchmark 
its rates against accepted ‘Good’ organisations with respect to patient safety and use the outcome to set criteria with IQAC that can be 
monitored.  

There is good progress on all safety priorities in the Quality Matters Strategy. 

ON 

 

3) Right First Time Patient 
Care 

9 9 6 

 

April 2020 

Overall, the Trust provides responsive services close to the patient resulting in a positive patent experience. Actions are in hand to 
recover performance on cancer waiting times and Referral to Treatment times in the first half of the year.  Performance on A&E waiting 
times has held up, in spite of increasing complexity of demand and increasing numbers of non-elective admissions, as a result of the 
improvements made in A&E practices, patient flow and discharge. Given the sustained nature of this demand and the impact of closures 
at the Friarage (pending any outcome from public consultation), it would not be prudent for the Trust to forecast a reduction in risk score 
during 2019/20. Work is ongoing through the Local A&E Delivery Board to evaluate options to help reduce, and mitigate the impact of 
demand pressures, alongside other proposals in development through our Integrated Care Partnerships. A reduction in demand to 
sustainable levels, or increased capacity in line with demand – as a result of these actions – would be required to reduce the risk score. 
The trajectory will be reviewed towards the end of the year to take into account the outcome of these actions 

ON 

 

4) Best Clinical Outcomes 6 6 6 

Achieved 

The Trust has evidence of positive outcomes and good practice arrangements in place which are recognised as proxies for outcomes 
for a number of services and continues to make progress in strengthening underlying arrangements. Action plans with respect to NICE 
compliance, peer reviews and clinical audits, as well as work on local clinical guidelines are all well-established and tracked through the 
governance process. All services were rated as ‘Good’ for effectiveness from the most recent CQC inspection with the exception of 
Medicine at UHND, which related to Deprivation of Liberty Standards rather than clinical practice, and end of life care which was based 
on the 2015 inspection. A range of audit and effectiveness data is now in place to demonstrate the effectiveness of that service. Most 
specialties can now demonstrate specialty governance processes in place. Actions in place aim to sustain performance in line with the 
target risk score. 

ON 

 

5) Great Patient Experience 6 6 6 

Achieved 

Patient Feedback on the whole is positive, as evidenced by the recent sustained improvement in Friends and Family Test scores and 
the use of patient stories and patient feedback continues to improve. The main areas for improvement are with respect to improving the 
experience patients with mental capacity issues or mental health conditions as reported by CQC. All actions in the CQC action plan, re 
mental capacity, have been taken (the last of these is the roll out of prompts and assessment tools in nerve centre) including a 
significant increase in resources for the Safeguarding Adults Team. Work is well underway towards PLAN accreditation, and the Trust 
has self-assessed that it meets two thirds of standards already. There is some further work required to reinforce understanding of MCA 
and DOLS requirements in areas highlighted by the most recent point prevalence audit.   

Quality Matters Strategy – progress is anticipated for all areas subject to Elderly Care where CCG approval and OSC support is needed 
for the wider initiatives under consideration when the strategy was developed.  The risk mitigation plan aims to maintain the position at 
the target score. 

ON 

 

6) Safe, Secure, Fit for 
Purpose Patient 
Environment  

9 9 6 

 

April 2021 

Overall there is good assurance with respect to patients’ experience of the patient environment through the PLACE inspection results 
which benchmark well nationally and regionally   There remain, however, a number of backlog maintenance risks which cannot be fully 
mitigated during the year. These are not considered to compromise patient safety but potentially impact on the patient experience.  In 
addition, the Trust still needs to secure funding and regulatory approvals for the new Emergency Care Centre (ECC) at UHND. The 
Board agreed, at its seminar in April 2019, that the risk score would need to remain at 9 for the foreseeable future to reflect this position. 
The key actions required to mitigate risk in line with the target score would be the development of a credible, funded plan to mitigate all 
significant backlog items and approval / funding for the UHND ECC.  

 

ON 
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Domain Objective Current risk 
rating /score 

Previous risk 
rating / score 

Target risk 
rating / score 

(target date)  

Assurance Commentary On Trajectory? 

Strategy  

1)  Strategy  8 8 8 

Achieved 

 

The Trust Board took the view at its seminar in September 2017 that the direction of travel for the next three years is still relatively clear. 
Also there is now clarity re community services and some assurance has been received KPMG have upgraded their rating for the 
Strategy Domain to Amber/Green. There remain workforce and financial challenges; however these are reflected against those 
Domains and Objectives.  

The longer-term strategy for acute services will, in particular, be influenced by the outcomes of work being undertaken by the Cumbria 
and North East Partnership and the sub-regional integrated care partnerships including work on service developments taking place 
between the Trust, North Tees and South Tees. The Risk Mitigation Plan aims to maintain the risk score within the target. 

 

ON 

Workforce 

1) Right capacity 9 9 9 

 

Achieved 

The Trust’s position on nursing staff, taking account of bank staff fill rates has improved and has stabilised, although challenges will 
remain given the age profile of Trust staff. Growth in the medical workforce continues with fewer specialties with key staff shortages. 
The Trust now has much improved controls over fill rates, job planning and recruitment but further progress continues to be needed in 
agreeing and implementing plans to sustain specific services subject to regional and national shortages.  The risk mitigation plan is 
designed to sustain performance within the target risk score, acknowledging that there are some new dimensions of risk (pension 
scheme changes and the impact of ICS/ICP movements) which will need to be mitigated. 

ON 

 

2) Right skills 9 9 9 

 

Achieved 

Improvements in role specific training achieved in 2018/19 (most of the 39 competencies achieved their trajectories) have enabled the 
Trust to bring risk in line with the target risk score. The Risk Mitigation Plan seeks to sustain performance within the target score.   

 ON 

 

3) Great engagement 9 9 6 

April 2020 

Whilst there are a number of significant work-streams in place and positive assurances in several areas, and CQC found mainly positive 
indications from staff engagement (including staff feedback), the results of the NHS Staff Survey 2018 showed that the Trust remains 
below average. The Board will only consider risks to this objective mitigated when there is confidence of an improvement in the 
engagement score – from the NHS Staff Survey 2019 – in line with national and regional averages. The risk score will remain at 9 
pending the implementation of the risk management plan, including the impact of the first year of the Moving to Good Programme and 
evidence from the NHS Staff Survey. 

ON 

Resources and 
stakeholders 

1) Financial Sustainability  16 16 8 

 

January 2020 

The current risk score reflects two key uncertainties with respect to the Trust’s financial plan for the current year, Firstly, the shortfall, 
pending further work on CIP, QIPP (with CCGs) and across the system, of identified schemes under the Trust’s cost improvement 
programme, and secondly, the need to finalise an agreement with commissioners on access to additional funding built into the plan. The 
risk management trajectory reflects planned actions to address both issues by the half year, with the focus then moving to confidence 
on delivery by January 2019.  

Longer-term planning continues to be challenged, pending the development of a long-term system strategy. The four year ICS plan due 
in Autumn may provide the clarity required and the Trust is contributing to this work fully.  

 

ON 

 

2) Strong Stakeholder 
relationships 

8 8 8 

 

Achieved 

Overall, the Trust has evidence from third party reviews and direct feedback from stakeholders of positive stakeholder relationships. 
Governor feedback is generally positive and metrics monitored by the Board have demonstrated an improving year on year trend. Social 
media penetration is improving. The Risk Mitigation Plan aims to sustain performance in line with the target risk score.  

 
ON 

 

3) Effective patient and 
community engagement 

9 Not applicable 
– new risk 

6 

April 2020 

This is a new objective included to recognise the increasing priority being placed on patient and community engagement by the Board. 
The key action to reduce the risk to the target score is the development of a more holistic, Trust-wide approach to planning, monitoring 
and reporting of patient engagement activity. ON 

 

4) IS Strategy 9 9 6 

July 2020 

The key actions required to bring risk within the target score are: 

i. Secure funding and regulatory approval for EPR implementation (which will first entail ICS support). 
ii. Understand the risks associated with systems not to be replaced by EPR (at all, or for some time) and develop credible, 

prioritised plans to replace them 
iii. Complete outstanding work on cyber-security risk management. 

Given current national, regional and local funding constraints it is suggested that the actions may take more than 12 months to close-
out, possibly longer. The assessment of priorities for the current year and proposed Informatics capital plan are needed to enable 
Executive Directors to be fully informed in taking a view of the risk in this area and it is recommended that the current risk score and 
mitigation be reviewed in full by Executive Directors once it is available.  

ON 
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Domain Objective Current risk 
rating /score 

Previous risk 
rating / score 

Target risk 
rating / score 

(target date)  

Assurance Commentary On Trajectory? 

Regulatory 
compliance 

1) Comply with Provider 
Licence 

6 6 6 

Achieved 

As this risk relates to on-going regulatory compliance and operational performance, the Board required the target position to be 
achieved and held for the year. Presently NHSI have placed the Trust in Segment 2, with no mandated support supporting the reduction 
to the target risk score. The Risk Mitigation Plan is designed to maintain risk within the target score.  

 

ON 

2) Meet CQC Fundamental 
Standards  

6 6 6 

Achieved 

The Risk Mitigation Plan is designed to maintain the risk score in line with the target. All Must Do Actions from the last inspection have 
been implemented and ongoing assurance processes are in place to monitor the effectiveness of the actions taken. All but four ‘Should 
Do’ actions are in place. Checklists are in place for local monitoring, and monitoring through Back to Practice Fridays and peer reviews 
have been undertaken across site.  

 
ON  

 

Keys 

  
Risk score has improved  (reduced) on prior quarter 

 

ON 
 
Risk score is on trajectory 

  
No change in risk score compared to previous quarter 

 

PARTIAL 
 
Risk score is off trajectory but within expected overall RAG rating 

  
Risk score has deteriorated (increased) in the quarter  

 

OFF 
 
Risk score and RAG rating are off trajectory 
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OBJECTIVE 1: Minimise avoidable patient deaths 

Linked Strategic Objectives: 

 Quality Matters – Reducing avoidable mortality and improving how we learn from deaths 

Risks to objective Controls Sources of Assurance Gaps in controls Assurance outcomes / gaps Risk Mitigation Plan 

Principal inherent risks: 

 The Trust may fail to 
prevent errors in care 
leading to worse than 
expected mortality rates 
and avoidable deaths. 
Potential causes 
requiring controls to be 
in place involve failure 
to maintain safe 
systems of care in the 
face of demand, activity 
and workforce 
pressures.  

 The Trust may fail to 
learn from deaths and 
to improve care. 
Potential causes 
requiring controls to 
be in place include 
the challenge of 
maintaining capacity 
for review and 
learning and / or 
ineffective review and 
learning processes 

 A “Learning from Deaths” Policy is in place and has been 
disseminated. 

 Policies and procedures are in place for assessment of 
deteriorating patient, with Nerve Centre used to track and 
trigger escalation for patients at risk of deterioration on 
inpatient wards. 

 Detailed escalation process for deteriorating patient 
including the national early warning score embedded 
within e-observations;  

 Training on the above policies is in place as part of 
essential training programmes and Healthcare Assistants 
undertake acute illness management updates every two 
years; 

 Staff requiring competence in life support (including 
advanced and paediatric life support) are identified via 
ESR and training compliance is monitored at Care Group 
and trust level as part of the scrutiny of role-specific 
essential training.  

 All cardiac arrest cases are followed up promptly by the 
Cardiac Arrest Prevention team. Cases reviewed at Safety 
Committee and monthly report issued to key staff. 

 A core Mortality Review team has been established and is 
completing reviews of priority cases with learning captured 
and results and trends captured to the CLARITY system. 

 Mortality reviews also take place within specialties: A&E, 
surgery, ITU, Child deaths, Maternity and those with 
learning disabilities. 

 Sepsis screening is promoted through Symphony system 
in Emergency Departments and built into Nerve Centre. 

 The Acute Intervention Team provides a 24x7 “track and 
trigger “service for deteriorating patients, alerting senior 
decision-makers and ensuring that decisions are made to 
arrest deterioration and ensure appropriate management 
of patients on the end of life pathway. 

 Referral protocols in place for referrals to ITU, requiring 
consultant involvement, even out of hours.  

 Independent reviews of any unexpected death and / or 
VLADs is undertaken, reporting to Medical Director. 

Management assurance 

 The Mortality Reduction 
Committee (MRC) meets 
quarterly, receiving dashboard 
reporting on mortality ‘hotspots’ 
and results of mortality audits 
completed using a recognised 
tool. 

 Management audits (DNACPR 
compliance, Deteriorating Patient) 

 Monitoring of Failure to Rescue 
Incidents by the Cardiac Arrest 
Prevention Team 

 Investigation of VLADs.by clinical 
teams and scrutiny of results by 
MRC. 

 Exception reporting on the above 
and scrutiny by Clinical 
Effectiveness Committee (CEC).  

 SHMI indicator for 
UHND outies 
statistical 
parameter. 
Investigation has 
found coding issues 
to be a major 
contributor to this 
position. 

 Whilst work is in 
train, there are no 
fully embedded 
procedures in place 
to identify and take 
into account the 
concerns of families 
of the bereaved in 
the review process.  
 

 

Gaps 

 None 
 
Positive outcomes 

 Hospital Standardised Mortality Ratio – 102 and within 
expected confidence limits 

 CRAB data provides positive indications with respect to 
mortality and complication rates within Surgery (within 
expectations). Both have been in line with or below 
expectation for over 12 months.  

 The Trust has achieved a 46% reduction in Cardiac 
Arrests over six years, benchmarking well nationally.  

 100% of Inpatients and patients in ED screened for 
Sepsis. Rates for administration of antibiotics in the first 
hour are at or close to 100%.  

 Approximately 360 deaths were reviewed in first three 
quarters of 2018/19, to March 2019  

 Investigation of negative VLAD (mortality alerts) received 
in 2017/18 concluded that, for a significant majority of 
cases reviewed, care was good, very good or excellent 
and that death was definitely not preventable. Four 
potentially avoidable deaths were reported, all of which 
which had already been reported and investigated as part 
of the Trust’s serious incident reporting process.  

 
Other outcomes 

 Improvements in prevention of AKI required – triggered by 
CRAB – new care bundle continues to be piloted and 
consideration is being given to the appointment of lead 
AKI nurses.  

 SHMI – currently 108 within statistical parameters but 
found, on investigation to be impacted on by coding...  

 

1. Conclude the recruitment process for the 
Medical Examiner posts providing 12 PAs per 
annum in total (NS/JC, May 2019 for Lead 
Examiner, additional posts later in year) 

2. Task and Finish Group being established to 
review coding issues impacting on mortality 
rates and to agree and oversee implementations 
of improvement actions (JC, October 2019) 

3. Resolve outstanding issues with the functionality 
of CLARITY with the North East Quality 
Observatory, working with support from regional 
colleagues (JC, on-going). 

4. Conclude pilot of CURB-65 scoring tool and 
work with Pharmacy to build Antibiotic 
prescribing protocol into EPMA (JC – May 2019, 
in place at DMH and BAH) 

5. Progress the business case to appoint AKI 
Nurses on both acute sites (JC, July  2019).  

6. Continue audits by the Cardiac Arrest 
Prevention Team and education of clinical 
teams re the DNAR process. Escalate shortfalls 
in compliance in Care Groups through the 
Executive Performance Review meetings (JC – 
on-going).  

7. Conclude the implementation of actions from 
gap analysis against good practice agreed with 
ECL, to elicit the views of families and carers 
and to feed them into review processes  (NS – 
July 2019) 
 

Section 4 provides more detail of the actions being 
taken for the specific risks included in the risk 
register. 

Risks above board 
tolerance from risk 
register: 

 See Section 4 
 

Metrics 

 Mortality rates – Summary 
Hospital Mortality Index (SHMI) 
and Hospital Standardised 
Mortality Ratio (HSMR)  

 Copeland’s Risk Adjusted 
Barometer (CRAB).  

 

Independent / semi-independent 
 

 Sepsis monitoring audits. 

 Acute Intervention Team audits 
e.g. pneumonia 

Inherent risk level Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

5 5 25 1 5 5 1 5 5 

Planned Trajectory (April 2019 to March 2021 – by quarter) Commentary (including summary of actions needed and conditions to be met to meet the target) 

Month Score/ RAG Month Score/ RAG HSMR is in line with expectations. SHMI remains within statistical tolerances but between the upper and lower limits. Both indicators have remained 
within statistical expectations for over 12 months.  Mortality alerts (VLADs) have been investigated with no evidence of recurrent issues with care / 
clinical practice having been identified.  CRAB data shows mortality and complications in line with expectations.  

Given the positive assurance above, the objective is assessed as remaining on trajectory. The risk mitigation plan aims to sustain performance in line 
with the target risk score.  

There remain a number of areas of further work to fully implement the Trust’s Learning from Deaths Policy, in particular securing the involvement of 
families, resolving functionality issues with CLARITY, increasing the numbers of reviews and recruiting the medical examiner. Progress is generally in 
line with national and regional developments. ON TARGET 

Apr-19 5 (1x5, target) Apr-20 5 (1x5, target) 

Jul-19 5 (1x5, target) Jul-20 5 (1x5, target) 

Oct-19 5 (1x5,target) Oct-20 5 (1x5, target) 

Jan-20 5 (1x5, target) Jan-21 5 (1x5, target) 

Lead: Jeremy Cundall             Committee: IQAC CQC Domain: Safe / Effective 

Previous quarter score 

YELLOW– 5 (1x5) 
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OBJECTIVE 2: Minimise avoidable patient harm 

Linked Strategic Objectives: 

 All Safety Priorities in Quality Matters (Reducing harm from falls and sepsis, rolling out LocSSIPs, and improving learning from incidents / our safety culture 

Risks to objective Controls Sources of Assurance Gaps in controls Assurance outcomes / gaps Risk Mitigation Plan 

Principal inherent risks: 

 The Trust may fail to prevent 
errors in care leading to harm 
Potential causes requiring 
controls to be in place involve 
failure to implement and 
maintain safe systems of care 
in the face of demand, activity 
and workforce pressures. Key 
themes relevant to the risk of 
harm given the Trust’s patient 
population are: 

 Healthcare Acquired 
Infections 

 Falls 

 Pressure Ulcers 

 Sepsis 

 Venousthrombo- 

 Embolism (VTE) 

 The Trust may fail to report 
and learn from harm 
effectively to prevent 
recurrence. 
 

 Infection Control policies and procedures 
are in place, The Infection Control team 
provides monitoring of compliance and 
expert direction of response to incidents. 

 Antibiotic prescribing policies are in place, 
with compliance monitored by the 
Antimicrobial Pharmacist. 

 Screening of patients on admission for 
MRSA; 

 Training in infections and in falls prevention 
and handling is included in essential 
training, including sensory training for staff; 

 Falls Care Bundle (risk assessment and 
tools) in place;  

 Falls Group in place to direct improvements 
and monitor falls prevention and treatment. 

 Pressure ulcer prevention and treatment 
policies are in place; 

 Training in pressure ulcer prevention and 
treatment included in essential training; 

 Medicines Management Policy and 
Procedures in place; 

 Performance on safety indicators is 
reviewed through Safety Committee and 
action plans agreed and monitored, where 
necessary.  

 An incident reporting and management 
policy and procedures are in place. This 
requires that incidents are reported, 
investigated and Root Cause Analysis 
completed and action plans implemented.  

 Never Events are investigated and action 
plans implemented to prevent recurrence. 

 Processes in place, through Care Group 
governance and Patient Safety Team to 
disseminate learning and thematic 
approaches  

 Review of all Serious Incidents, Never 
Events and Regulation 28 Notices through 
ECL. 

 Back to Practice Fridays – senior nurses 
and other clinical leaders work with wards 
‘on the floor’ to reinforce key messages and 
learning.  

 Independent review of any incident 
triggering concerns reporting to Nursing and 
Medical Directors.  

 Staffing levels for nurses, AHPs and 
midwives monitored using Safer Staffing 
Tools and national recommendations and 
reported to Board.  

 LocSSIPs in place for invasive procedures. 

Management assurance 

 Management audits 
(compliance with falls policies 
/ falls care bundles, consent, 
policies on record-keeping, 
antibiotic prescribing)  

 Care Group monitoring of 
performance re above, 
reported and scrutinised 
through monthly performance 
review meetings  

 Healthcare Acquired 
Infections compliance audits 
(hand hygiene, bare below the 
elbows, antibiotic prescribing 
compliance)  

 ED Patient Safety Checklist 
audits (20 patients for each 
site, each month) 

 Speciality-level 
governance and links 
to Care Group 
governance need to 
be strengthened for a 
small number of 
services to meet high 
standards specified 
throughout the Trust 
in the Governance 
Handbook  

 Despite clear 
improvements, the 
trend in never events 
and certain other 
serious incidents 
continues to suggest 
further work is needed 
to embed the safety 
culture to become a 
‘high reliability’ 
organisation.  

 A clinical audit 
undertaken by the 
Acute Intervention 
Team has identified 
variability in levels of 
compliance with Trust 
policy on oxygen 
therapy. 

 
 

Gaps 

 Quality Matters audits only recently introduced in A&E departments 
with limited reporting to date.  Paediatric wards are also not covered 
by these audits but are in scope for the roll out of the Perfect Ward 
software. 
 

Positive outcomes 

 The Director of Nursing’s reports to the Board provide assurance on 
safe staffing (nursing ratios) being met but with some continuing 
dependence on temporary staff (mainly bank) staff and some 
specific short-term pressures as noted in those reports.  

 Falls of 6.0 per 1,000 bed days for Community Hospitals, within 
national benchmark. Falls per 1,000 bed days of 5.5 for Acute 
Hospitals, in line with the national benchmark. 

 VTE targets (for assessment and action) being exceeded, with 
96.1% of patients being assessed appropriately.  

 Continuing low prevalence of high grade pressure ulcers in Trust 
hospitals for over 18 months. There have been three avoidable 
Grade 3 or 4 ulcers in an acute setting and seven in community 
settings. Investigation of those in the community suggests that they 
are largely avoidable. 

 Trust considered an exemplar re Sepsis screening module in Nerve 
Centre. 100% of inpatients ED patients are screened for Sepsis. As 
of March 2019, 100% of patients received antibiotics within the first 
hour 

 Quality Matters – results mostly blue (over 95% compliance with 
standards) or green (over 90%).  

 Well led review – Board’s promotion of a Quality-focused culture 
rated as ‘Amber-Green’ by external reviewer. Similar comments 
from CQC re quality focus and learning culture. 

 Fluid balance audits now achieving high scores and template now in 
Nerve Centre. 

 No Regulation 28 notices for well over 12 months.  

 Four never events in the last 12 months – now rated ‘about the 
same’ as other Trusts by CQC. 

 Improvement (over 20%) in number of near miss incidents being 
reported for learning. 

 ED Safety Checklists audits showing 100% for all first and second 
hour actions 

Other outcomes 

 19 c-diff cases in 2018/19 compared to an annual limit of 18. Four 
upheld (as unavoidable) on appeal. Performance still strong 
nationally when benchmarked using data per 1,000 bed days 

 Trust in mid-pack for reporting based on NRLS data  

 Two cases of MRSA compared to a zero tolerance, a reduction on 
prior years and none for over nine months. 

 Internal Audit of Incident Reporting – Reasonable Assurance  

 CQC inspection report highlighted risks to patients within MH issues 
relating to compliance with PLAN. Trust meets around 2/3rds of the 
recommendations of PLAN with an action plan to submit an 
application for accreditation in summer 2019 

 CQC noted additional issues re medicines management, record-
keeping and covert medicines administration – since implemented 
and effectiveness being monitored.  

 Joint Targeted Area Inspection concluded that safeguarding 
practices in the Trust’s A&E Departments. 
  

1. Embed reporting on observational audits of 
compliance with essential protocols to Exec 
Patient Safety & Experience Committee and 
IQAC (NS – June 2019). 

2. Roll out of strengthened falls prevention 
strategy and implementation of action plan 
being monitored by IQAC (NS ongoing) 

3. Strong messages to reinforce infection 
control practices via HCAI Reduction Group 
(NS – ongoing). 

4. Clinical Effectiveness Committee to review 
clinical governance at specialty level and 
oversee residual actions (JC/WE – July 
2019 for review and on-going for actions) 

5. Full roll out of Perfect Ward and agreement 
of reporting required for assurance 
purposes, including with IQAC (NS, July 
2019). 

6. Address residual issues highlighted by 
Internal Audit re Quality Matters ward audits 
in the Perfect Ward roll out (NS, July 2019). 

7. Review and strengthening of pressure ulcer 
prevention in community settings by Tissue 
Viability team (NS, on-going). 

8. Remedial actions re MH issues working with 
TEWV as part of the Treat As One Action 
plan (NS, Project Plan, good progress to 
date and application expected in Summer 
2019). 

9. Seek assurance that actions in CQC Action 
plan re covert medications, medicines 
management and record-keeping have been 
fully embedded (NS/ WE on-going) 

10. Oxygen therapy prescription requirements 
to be built into EPMA (JC, via CEC, June 
2019). 

11. Complete actions in Internal Audit reports re 
incident reporting and Duty of Candour (NS, 
June 2019). 

12. Assure the implementation of actions in 
response to Joint Targeted Area Inspection 
report (NS, July 2019). 

 
 
Section 4 provides more detail on those risks 
included in the risk register including the actions 
being taken to address them.  

Risks above Board tolerance  
from risk register: 
See section 4.    

Metrics 

 Rates are monitored against 
agreed thresholds for falls, 
infection rates, ulcers 

 Benchmarking of above 
against peers 

 Safety Thermometer – a 
monthly point prevalence 
audit of key harm types. 

 Incident reporting and closure 
rates, benchmarked through 
NRLS / trends over time. 

Independent / semi-independent 

  ‘Quality Matters’ / Perfect 
Ward ward / team monitoring 
framework 

 Internal audits of medical 
devices management, 
incident reporting and duty of 
candour 

 CQC peer review inspections 

 Well-led review follow-up by 
KPMG 

 

 

 

 

 

Lead: Noel Scanlon               Committee: IQAC CQC Domain: Safe 
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Inherent risk level Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

5 5 25 2 4 8 2 3 6 

 

Planned Trajectory (April 2019-March 2021 – by quarter) Commentary (including summary of actions and conditions needed to meet the target) 

Month Score/ RAG Month Score/ RAG The Trust performs well, or in line with the median for a majority of safety indicators (HCAI, sepsis, pressure ulcers, falls and failure to 
rescue), with external validation from benchmarking and the National Falls and Fragility Audit 2017. Infection and pressure ulcer rates 
benchmark very well nationally and internationally. The rate of never events is ‘about the same’ as peer Trusts taking into account activity 
levels. Increased reporting of no harm and low harm incidents provides evidence of an improving safety culture. However, learning from 
recent serious incidents, and a never event in April 2019, also demonstrate that there is still some further work required to fully sustain and 
embed improvements. In addition, there is further work required to meet the Treat As One recommendations for the care of patient with 
Mental Health Conditions, pending the completion of a joint programme of work with our mental health provider and a need to ensure 
consistent compliance with policy on prescribing of oxygen therapy.  

A proposal will be taken to IQAC on 21
st
 May 2019, as to the conditions to be met in order to meet the target risk score. De facto this 

requires a very low likelihood / frequency of severer harm incidents and a low likelihood of moderate incidents. The Trust will benchmark its 
rates against accepted ‘Good’ organisations with respect to patient safety and use the outcome to set criteria with IQAC that can be 
monitored.  

OFF TARGET BUT ON TRAJECTORY 

Apr-19 8 (2x4) Apr-20 6 (2x3, target) 

Jul-19 8 (2x4) Jul-20 6 (2x3, target) 

Oct-19 8 (2x4) Oct-20 6 (2x3, target) 

Jan-20 8 (2x4) Jan-21 6 (2x3, target) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Previous quarter risk score 

AMBER – 9 (3x3) 
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OBJECTIVE 3: Patient care provided in the right place, first time 

Linked Strategic Objectives: 

      Transforming community services (Clinical Services Matter)                   Improving Urgent and Emergency Care and Improving Cancer Care (Quality Matters) 

Risks to objective Controls Sources of Assurance Gaps in controls Assurance outcomes / gaps Risk Mitigation Plan 

Principal inherent risks: 

 The Trust may fail to manage 
and organise capacity to 
provide access to emergency 
and elective services (including 
community services) to patients 
in line with the access targets 
enshrined in the NHS 
Constitution. Other potential 
causes of this risk, particularly 
relating to capacity or 
infrastructure are considered 
elsewhere in this document. 

 Command and control structures, supporting policies and plans are in 
place to manage patient flow in and out of hours. 

 Clinical escalation plans in place for all areas to manage demand 
pressures. 

 Bed management / site escalation policy also in place to provide the 
framework to manage demand pressures. 

 Symphony IT system tracks patient flow, events and time in the 
department for A&E patients.  

 A dedicated Patient Flow team is in place to expedite requests for 
beds.  

 Discharge Management Team and Procedures in place to manage 
complex discharges including specific procedures to expedite 
discharge of patients who are medically-optimised and to minimise 
delayed transfers of care. 

 Ambulance handover bays in place. 

 Medical admissions reported to ensure timely medical review occurs, 
including daily board rounds on all wards (twice daily on medical 
wards). 

 ‘Patient Status at a Glance’ screens in Nerve Centre provide Patient 
Flow with the bed position for each ward 

 Protocols are in place to escalate action to avoid 12 hour trolley waits 
through the Command and Control structures noted above. 

 Advice and Guidance Lines are in place for GPs (alternative to 
referral). 

 Care Groups performance against tracked against cancer and RTT 
targets and dedicated staff in place to track cancer appointments in 
each area. 

 Best practice processes followed for review of stranded and super-
stranded patients, discharge (including DTOCs) and criteria-led 
discharge  

 Project Board in place leading the UHND Emergency Care Centre 
extension and embodied in Community Contract as means to reduce 
demand. 

 Local A&E Delivery Board, chaired by the Trust in place to assure and 
drive system-wide delivery. Monitoring of patients awaiting operations 
takes place through weekly  ‘RTT Assurance’ meetings, including 
forecast positions 

 Cancer pathway management including trackers. 

 Community teams pathways of care to prevent avoidable admissions 
and facilitate supported discharge including in-reach into the Trust’s 
acute hospitals and a ‘virtual ward’ approach, all designed to provide 
wrap-around care closer to home for patients with long-term 
conditions.   

Management assurance 

 Daily monitoring by 
relevant senior 
managers; 

 Monitoring through 
Acute and Emergency 
Care, Care Group 
Governance 
Structure; 

 Weekly review of key 
performance 
information at 
Executive Directors 
Group, including 
regional comparisons. 

 

 Access to beds on base 
wards for patients 
requiring admission is 
not always timely in 
times of pressure; 

 Limitations in building 
design impacting on 
patient flow at UHND. 

 Backlogs for elective 
services in some areas 
and list size exceeding 
sustainable levels, 
exposing weaknesses in 
demand and capacity 
management. Related 
Appointment Slot 
Issues. 

 Pressures on cancer 
services particular 
breast services due to 
demand and capacity 
constraints. May reduce 
with two recent locum 
appointments.  

 Ambulance handover 
bays not staffed for 24 
hours.  
 

Gaps 

 Output-based performance metrics for community services 
(now under development and being brought into use). 

Positive outcomes 

 Trust processes incorporate good practices from ECIST and 
NHS Improvement and have been validated through ECIST 
visits and NHSI awards (criteria-led discharge). 

 A&E performance is typically in the second quartile of 
Trust’s nationally, occasionally in the top quartile. 

 Friends and Family Test results for A&E exceed the national 
and regional averages.  

 SPC charting demonstrates substantial reductions in 
DTOCs and super-stranded patients. 

 Ambulance handover delays – 30% reduction in waits over 
one hour compared to prior years. 

 Time to initial assessment – close to 90% within 15 minutes 
(significant improvement on prior years) on both sites. 

 No 12 hour trolley waits for over two years. 

 Cancer 31- day diagnostic and 62 day target met in the year 
to date.  

 Diagnostic metrics met for the year to date. 

 Community Contract fully mobilised on time (October 2018) 
with a number of change initiatives subsequently in place. 

Other outcomes 

 A&E performance trajectories, and the waiting times 
standard, are not met consistently. SPC charting shows 
sustained increases in the complexity of patient attendances 
and non-elective admissions limiting the impact of the 
changes and positive performance improvements outlined 
above. The Trust is also impacted, in comparison with 
others, by the counting methodology which excludes booked 
appointments. The Trust offers these widely, reducing the 
numbers of walk-in patients who would be counted and, 
typically, treated in four hours. New A&E standards are 
being rolled out late in October 2019. 

 RTT performance at 91.7% (target of 92%). 

 Cancer two week waits at 92.9% (target of 93%). 

 One 52 week wait breach reported in January 2019. 

 Appointment Slot Issues (ASIs) running above 20%.  

 Community metrics in development show good performance 
except for telephone response times for the C3 call centre.  
  

1. Implementation of all 
Transforming Emergency Care 
Programme / #nextstephome 
actions (CL, ongoing) 

2. New emergency care centre to be 
built at UHND (on-going to 2020)  

3. Work with our ICPs and through 
the LADB on response to demand 
on A&E services, including the 
Friarage Hospital Consultation 
and any resulting actions (SJ, CL 
– throughout the year). 

4. Continued monitoring of RTT 
performance and recovery plans 
for specific services through the 
weekly RTT Assurance Group 
meetings (CL, on-going) 

5. Ongoing RTT recovery plan for 
Dermatology and development 
sustainable service strategies for 
Ophthalmology and Dermatology 
(CL, July 2019). 

6. Continued implementation of 
cancer services strategy and 
action plan (CL on-going). 

7. Continue to require and monitor 
the implementation of plans to 
reduce ASIs through monthly and 
Executive-level performance 
review meetings (CL on-going).  

8. Review of staffing requirements 
and recruitment to required roles 
for the C3 Care Co-ordination 
Centre (CL on-going). 
 

Section 4 provides more detail of the 
actions being taken for the specific 
risks included in the risk register. 

Risks beyond Board tolerance 
from risk register: 

Full details set out in Section 4.  

Metrics 

 A&E indicators 
against national 
targets (including sub-
targets). 

 ECIST dashboard 

 Tracking of referral to 
treat timelines against 
national targets, 
including cancer 
waiting times 

 Length of stay data; 

 Cancellation rates. 

 Ambulance handover 
times. 

 Diagnostic services 
waiting times. 

Independent / semi-
independent 

 Internal Audit follow 
up audit of clinical 
handover (planned for 
Quarter 2, 2019/20). 

 

Inherent risk level Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

4 5 20 3 3 9 2 3 6 

 

Planned Trajectory (April 2019-March 2021 – by quarter) Commentary (including summary of actions and conditions needed to meet the target) 

Month Score/ RAG Month Score/ RAG Overall, the Trust provides responsive services close to the patient resulting in a positive patent experience. Actions are in hand to recover 
performance on cancer waiting times and Referral to Treatment times in the first half of the year.  Performance on A&E waiting times has 
held up, in spite of increasing complexity of demand and increasing numbers of non-elective admissions, as a result of the improvements 
made in A&E practices, patient flow and discharge. Given the sustained nature of this demand and the impact of closures at the Friarage 
(pending any outcome from public consultation), it would not be prudent for the Trust to forecast a reduction in risk score during 2019/20. 
Work is ongoing through the Local A&E Delivery Board to evaluate options to help reduce, and mitigate the impact of demand pressures, 
alongside other proposals in development through our Integrated Care Partnerships. A reduction in demand to sustainable levels, or 
increased capacity in line with demand – as a result of these actions – would be required to reduce the risk score. The trajectory will be 
reviewed towards the end of the year to take into account the outcome of these actions.  OFF TARGET BUT ON TRAJECTORY 

Apr-19 9 (3X3) Apr-20 6 (2x3, target) 

Jul-19 9 (3X3) Jul-20 6 (2x3, target) 

Oct-19 9 (3X3) Oct-20 6 (2x3, target) 

Jan-20 9 (3X3) Jan-21 6 (2x3, target) 

Lead:  Carole Langrick           Committee: IQAC CQC Domain: Responsive 

Previous quarter risk score 

AMBER– 9 (3x3) 
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OBJECTIVE 4: Best clinical outcomes for all our patients 

Linked Strategic Objectives: 

 Sustaining and improving services (Clinical Services Matter)             Effectiveness priorities – Seven Day Services (Quality Matters) 

Risks to objective Controls Sources of Assurance Gaps in controls Assurance outcomes / gaps Risk Mitigation Plan 

Principal inherent risks: 

 The Trust may fail to 
implement and / or follow 
evidence based good practice 
care pathways and / or may 
deliver care. There are other 
potential causes of this risk 
(capacity, skills, and 
infrastructure) which are 
considered elsewhere in this 
document.  
 

 All NICE guidelines are issued to 
the relevant service for an 
assessment of compliance. 
Where necessary pathways and 
clinical guidelines are updated to 
comply with the guidance. 
Barriers to compliance are 
escalated to the Clinical 
Effectiveness Committee and, as 
necessary, to ECL and the 
Clinical Quality Review Group. 

 Trust-wide Clinical Guidelines are 
managed through a central policy 
and procedures system, which 
pulls through updates in line with 
review dates and ensures 
Committee approval prior to 
publication. 

 Locally managed (service or care 
group specific) guidelines have 
been catalogued and approved for 
local management by the Clinical 
Standards and Therapeutics 
Committee (CSTC). 

 Regional network memberships 
are in place e.g. Cancer and 
Trauma – enabling peer review of 
standards, agreement of protocols 
and monitoring of services (peer 
review or TARN data) 

 There is an ongoing programme 
of national and local clinical audits 
in place through which the Trust 
benchmarks its performance 
against expected standards and 
seeks to improve and re-audit 
where necessary. A formal policy 
and strategy are in place and 
issues are escalated to the 
Clinical Effectiveness Committee.  

 

Management assurance 

 Monitoring reports on progress and outcomes 
from clinical audit, NICE compliance 
assessment, benchmarking and peer / 
external reviews to CEC and IQAC. 

 Specialist Committees monitor standards and 
compliance for some aspects of patient care: 
Resuscitation and Deteriorating Patient, 
Critical Care Delivery Group, Trauma 
Committee, Transfusion Committee 

 Use of CRAB data (Surgery complications). 

 Audits of Seven Day Service Standards. 

 Oversight of Clinical Effectiveness (including 
NICE, clinical audit, benchmarking and peer 
review) through Clinical Effectiveness 
Committee (CEC). 

 A reducing minority of 
specialities can still 
find it challenging to 
implement specialty-
level governance in 
line with Trust 
standards due to 
medical staff capacity 

 Need for further 
engagement of 
medical staff in Care 
Group Governance 
(IMS) 

 Current non-
compliance with NICE 
guidelines for, 
Rheumatoid Arthritis, 
and catheter insertion 
(also Critical Care 
Rehabilitation but that 
is an agreed position 
with commissioners). 

 Outlier status for 
National Paediatric 
Diabetes Audit 
(NPDA).  

 Learning and 
improvement from 
GIRFT reports is not 
yet embedded in 
service and care 
group business, with 
variable engagement 
and outcomes evident 
from the first reviews 
at CEC. .  

Gaps 

 CEC has defined, but not yet fully implemented, processes to ensure that it 
is sighted on issues from peer reviews (from self-assessment initially and 
from external reviews subsequently). 

Positive outcomes 

 Surgeon specific outcomes are in line with expected limits (Bariatric 
Surgery, Orthopaedic Surgery, Head and Neck Cancer Surgery, Vascular 
Surgery, and Colorectal Surgery). 

 Trust cited as a high performer for National Laparotomy Audit with respect to 
COTE review (UHND), mortality, presence of key decision-makers in theatre 
and length of stay 

 Positive practice identified from GIRFT for Ophthalmology, Anaesthetics and 
Orthopaedics 

 Areas of shortfall against national benchmarks flagged in CQC Insights have 
been satisfactorily explained – ‘better’ or ‘much better’ indicators outweigh 
negative indicators. 

 Internal Audit of NICE Compliance Monitoring– Good Assurance. 

 Internal Audit of Clinical Audit – Good Assurance 

 Seven Day Service Audit results – Trust is meeting standards and 
benchmarks well compared to the average). 

 Fractured Neck of Femur – Trust performance has improved year on year 
and benchmarks reasonably well except for issues involving access to 
theatre slots and orthogeriatricians. 

 SSNAP – Trust performance has improved to a B (from a D, overall). 

 CQC inspection – good for effectiveness for all services inspected except 
medicine at UHND, where the issue was with respect to compliance with the 
Mental Capacity Act, not with clinical effectiveness in acute services. 

Other outcomes 

 Five NICE guidelines where not complaint (of 727) and 67 with partial 
compliance. All with plans and risk mitigation discussed and agreed with 
commissioners. 

 Clinical Audits – risks highlighted with respect to National Paediatric 
Diabetes Audit (health checklist completion– significant outlier)  

 Stroke Service SSNAP scores are constrained by lack of therapy services 
and early supported discharge in the community (part of plans on which the 
Overview and Scrutiny Committee is engaging). 

 PROMS – Trust is flagged as worse than others in Insights, however, 
investigation has shown that a key factor is patients not acknowledging co-
morbidities when completing the forms.  The Trust has presented nationally 
on the remedial work undertaken. 

1. CEC to review medical specialty 
governance r (JC/WE – July 
2019) 

2. IMS Care Group to review 
arrangements for overall clinical 
governance meetings to explore 
moving to half-day meetings 
every two months (July 2019). 

3. Implement action plan to 
improve Paediatric Diabetic 
Care, overseen through Clinical 
Effectiveness Committee (JC, 
ongoing monitoring). 

4. Review of Care Group plans to 
respond to GIRFT 
recommendations through CEC 
and progress on key actions. 
Rolling programme commenced 
from October 2018 (JC – 
ongoing). 

5. Progress proposals to develop 
the Stroke Service to increase 
access to community-based 
therapy and supported 
discharge through the County 
Durham OSC (SJ – July 2019). 

 
Note: All non-compliant NICE 
guidelines have actions in place 
captured within the risk register or 
reporting to CEC.  
 
The Surgery Care Group has 
implemented remedial actions re 
PROMS. 
 
Section 4 provides more detail of the 
actions being taken for the specific 
risks included in the risk register. 

Risks beyond Board tolerance 
in risk register : 
Section 4. 

Metrics 

 CRAB 

 Best Practice Tariff Datasets for areas such 
Stroke, Hip Fracture and Paediatric Diabetes. 

 Benchmarking using Getting It Right First 
Time (GIRFT) 

 

Independent / semi-independent 

 Benchmarking through national clinical audits  

 Benchmarking through CQC’s Insights Report 
(reported to Board) 

 National benchmarking e.g. SSNAP and 
NHFD 

 Peer and network reviews 

 External visits / accreditations / inspections 
including peer reviews  

 Internal audit of clinical audit  

 PROMS (although limited and quickly out of 
date) 

 Surgeon specific outcomes data 

 GIRFT reports for key specialties 

 

Inherent risk level Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

5 4 20 2 3 6 2 3 6 

 

Planned Trajectory (April 2019-March 2021 – by quarter) Commentary (including summary of actions and conditions needed to meet the target) 

Month Score/ RAG Month Score/ RAG The Trust has evidence of positive outcomes and good practice arrangements in place which are recognised as 
proxies for outcomes for a number of services and continues to make progress in strengthening underlying 
arrangements. Action plans with respect to NICE compliance, peer reviews and clinical audits, as well as work 
on local clinical guidelines are all well-established and tracked through the governance process. All services 
were rated as ‘Good’ for effectiveness from the most recent CQC inspection with the exception of Medicine at 
UHND, which related to Deprivation of Liberty Standards rather than clinical practice, and end of life care which 
was based on the 2015 inspection. A range of audit and effectiveness data is now in place to demonstrate the 
effectiveness of that service. Most specialties can now demonstrate specialty governance processes in place. 
Actions in place aim to sustain performance in line with the target risk score.  

ON TARGET 

Apr-19 6 (2x3, target) Apr-20 6 (2x3, target) 

Jul-19 6 (2x3, target) Jul-20 6 (2x3, target) 

Oct-19 6 (2x3, target) Oct-20 6 (2x3, target) 

Jan-20 6 (2x3, target) Jan-21 6 (2x3, target) 

 

Lead:  Jeremy Cundall              Committee: IQAC CQC Domain: Effective 

Previous quarter risk score 

YELLOW - 6 
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OBJECTIVE 5: Great patient experience  

Linked Strategic Objectives: 

 Patient Experience Priorities (Quality Matters) – Learning from Patients and Families; Improving Dementia Care; Improving Nutrition; Improving End of Life Care and Improving Elderly Care 

Risks to objective Controls Sources of Assurance Gaps in controls Assurance outcomes / gaps Risk Mitigation Plan 

Principal inherent risks: 

 The Trust may fail to 
obtain and understand 
patient views on service 
performance and 
developments. 

 The Trust may fail to 
make improvements 
targeted in priority areas 
(Quality Matters) 

 The Trust may fail to 
comply with Human 
Rights Legislation re: the 
Mental Capacity Act, 
Best Interests and 
Deprivation of Liberty 
Standards (DOLS) 

 

Main controls – patient experience: 

 There is a-Board approved Patient Experience and Community 
Engagement Strategy.  

 The Trust runs a Patient Experience Forum, comprising local 
champions, HealthWatch and other external stakeholders (including 
Governors) to agree and direct interventions to improve experience. 

 A number of tools and channels are used to obtain patient views, 
and reporting on trends at ward, specialty, Care Group and Trust 
level.  

 Discharge surveys; 

 Comment cards; 

 Patient stories; and 

 Bespoke patient experience projects; 

 Complaints reports; 

 Compliments analysis. 
These generally result in over 90,000 patient contacts per annum. 

 Action plans (You Said, We Did) are used at wards and service 
level.  

 There is a formal Complaints Policy, including delegation to senior 
managers to review and sign off complaints, The CEO reviews and 
signs off of all complaints received into her office,  

 HealthWatch periodically review samples of complaints and advise 
the Trust of potential improvements. Results are shared with IQAC. 

 Findings from the PHSO are shared with the Board and action 
plans are implemented where required.   

 Non-Executive Ward walk-arounds take place including speaking 
with patients.  

 ‘Great Expectations’ training offer in place for all staff 
 
Controls for specific Experience Priorities in Quality Matters 

 MUST scoring embedded into Nerve Centre to support identification 
and care planning for nutrition needs 

 Dementia screening and assessment tools embedded in Nerve 
Centre and Dementia training required by all staff – monitored 
through Role Specific Training. 

 End of Life Steering Group in place to review and direct action with 
respect to VOICES feedback, complaints and other patient 
feedback.  

 Elderly Care – Rockwood scoring in place in A&E departments and 
Frailty Unit at Durham.  

Management assurance 

 Scrutiny of patient experience 
feedback by Patient Experience 
Forum and Integrated Quality 
Assurance Committee. 

 Frequent ‘assurance rounds’ – checks 
on MCA and DOLs awareness and 
compliance by the Safeguarding 
Adults Team (including the MCA 
Lead). 

 Reporting to SCB on implementation 
of actions for patient experience 
priorities for Quality Matters including 
metrics. 
 

 The Trust has 
overhauled its 
approach to the 
assessment of mental 
capacity, and 
monitoring of 
applications under the 
Deprivation of Liberty 
Safeguards and is 
now embedding new 
policies, procedures 
and controls 
reinforced through 
Nerve Centre 
technology and 
‘assurance rounds’ by 
the Safeguarding 
Adults team. Point 
Prevalence Audits 
show improvements 
but a need to further 
embed compliance. 

 Need to engender 
greater awareness of 
the need for parity of 
care re physical and 
mental health needs 
 

 

Gaps 

 None.  
 
Positive outcomes 

 Friends and Family Test results – all three areas well above 
national average. For Inpatients and A&E, results are better 
than those for the majority of peer Trusts selected by NHSI. 

 Complaints turnaround times have improved. Now 31 days 
for the Trust as a whole. 

 Good assurance from Internal Audit with respect to the 
complaints process. 

 National Inpatient Survey 2017 – Trust ‘about the same as’ 
peers, no outliers. Five questions improved on the prior 
year. All Quality Accounts key patient experience measures 
improved and there were no responses in the bottom 20% 
(compared to 14 for the 2016 survey – hence significant 
improvement) 

 Trust ‘responsiveness to personal needs’ score is above the 
national average. 

 CQC rated all Trust services as Good for caring. Reinforced 
through recent peer review inspections. 

 Treat As One Action Plan progressing well – majority of 
actions areas now self-assessed as Green, with only one 
remaining Red-rated area.  

 VOICES feedback shows improvement on all areas under 
the Trust’s control (end of life care). 

 PLACE core for Dementia-Friendly Environment has 
increased ahead of the Quality Matters target. 

 Dementia screening, assessment and referral at or close to 
100%. 

 MUST scores all above 95%.  
 
Other outcomes 

 Recent DOLS reporting showing improved correlation 
between co-hording and DOLS applications. Point 
prevalence audit, undertaken prior to roll out of universal 
assessment tool in Nerve Centre pointed to a need to 
further embed awareness and understanding. Approx. 80% 
of staff demonstrated sound awareness and understanding) 
but further targeted support was required in some areas.  

1. Ongoing embedding of 
improved processes for 
compliance with MCA and 
DOLS including 
a. Continued monitoring of 

compliance following roll 
out of new universal 
nursing assessment 
framework including 
relevant MCA 
assessment prompt in 
Nerve Centre. 

b. Assurance rounds by 
the Safeguarding Adults 
Team.  

c. Further point prevalence 
audit (July 2019) 

2. Agree and roll out ‘Treat As 
One’ action plan (jointly with 
Tees, Esk and Wear Valleys 
Mental Health Trust)  
through the Project Board 
now being established (NS 
– application for PLAN 
accreditation planned for 
late summer 2019) 

3. Implement remaining 
actions from national 
inpatient survey report (NS, 
ongoing). 
 

 
Section 4 provides more detail of 
the actions being taken for the 
specific risks included in the risk 
register. 

Risks beyond Board 
tolerance in risk register 
Section 4. 

Metrics 

 Trend and analysis in complaints; 

 Compliments data; 

 Discharge surveys (trend over time); 

 Community hospital questionnaires. 

 Weekly reports on DOLs applications 
correlated by specialty and ward 

 

Independent / semi-independent 

 National In-Patient Survey (due May 
each year) 

 Friends and Family Test. 

 CQC visit reports 

 Commissioner assurance visits 

 Internal Audit of complaints handling  

 National Palliative Care Audit 

 End of Life Care VOICES survey 
National Dementia Audit (Carer 
Feedback annual) 

 Thematic review of patient stories 
through IQAC. 

 

Inherent risk level Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

5 4 20 2 3 6 2 3 6 

 

Planned Trajectory (April 2019 to March 2021 – by quarter) Commentary (including summary of actions and conditions needed to meet the target) 

Month Score/ RAG Month Score/ RAG 
Patient Feedback on the whole is positive, as evidenced by the recent sustained improvement in Friends and Family Test scores and the use of patient stories and 
patient feedback continues to improve. The national IP survey, in line with the Trust’s own surveys, identifies areas of focus for further improvement work, but no 
statistically poor performance. CQC have rated the ’Caring’ domain as ‘good’ for all trust services. The main areas for improvement are with respect to improving 
the experience patients with mental capacity issues or mental health conditions as reported by CQC. All actions in the CQC action plan, re mental capacity, have 
been taken (the last of these is the roll out of prompts and assessment tools in nerve centre) including a significant increase in resources for the Safeguarding 
Adults Team. Work is well underway towards PLAN accreditation, and the Trust has self-assessed that it meets two thirds of standards already. There is some 
further work required to reinforce understanding of MCA and DOLS requirements in areas highlighted by the most recent point prevalence audit.  Quality Matters 
Strategy – progress is anticipated for all areas subject to Elderly Care where CCG approval and OSC support is needed for the wider initiatives under consideration 
when the strategy was developed.  The risk mitigation plan aims to maintain the position at the target score. 

ON TARGET  

Apr 19 6 (2x3, target) Apr-20 6 (2x3, target) 

Jul-19 6 (2x3, target) Jul-20 6 (2x3, target) 

Oct-19 6 (2x3, target) Oct-20 6 (2x3, target) 

Jan-20 6 (2x3, target) Jan-21 6 (2x3, target) 

Lead:  Noel Scanlon         Committee: IQAC CQC Domain: Caring 

Previous quarter risk score 

YELLOW - 6 
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OBJECTIVE 6: Safe, Secure Fit for Purpose Patient Environment  

 

Linked Strategic Objectives: 

 Improving our infrastructure and facilities (Clinical Services Strategy) 

Risks to objective Controls Sources of Assurance Gaps in controls Assurance outcomes / gaps Risk Mitigation Plan 

Principal inherent risks: 

 The Trust may fail to develop 
and maintain its buildings, 
infrastructure and facilities 
effectively, resulting in a 
patient environment which 
provides a poor experience, 
is unsafe or incapable of 
supporting the achievement 
of related objectives relating 
to the patient experience, 
service access and clinical 
outcomes.  

 

 Contract management process and firm KPIs in place for PFI 
providers and CDD Services (monthly contract monitoring 
meetings and escalation process) 

 Cleaning schedules and rotas are in place and a Monitoring 
Officer programme is in place for regular checks. This includes a 
Monitoring Officer in CDDS to monitor work by subcontractors 

 Prioritisation of backlog schemes is carried out through the 
Estates Capital Sub-Group, Investment Planning and Appraisal 
Group and Executive Directors’ 

 Project management procedures for capital works are in place 
the Trust’s SLA with CDDS and KPIs form part of the contract 
monitoring process. 

 A Local Security Management Service is in place via the Trust’s 
contract with CDDS. 

 Security, Violence and Aggression and Health & Safety Risk 
Assessments are completed and updated for all areas on a 
regular basis. 

 Health and Safety, fire and security audits are undertaken 
covering all areas and follow up audits are undertaken where 
issues are identified. 

 The Health and Safety Committee monitors compliance with 
H&S standards relating to the patient environment. 

 CDDS Fire and Health and Safety Sub-Group monitors safety 
on the DMH site 

 There is a Decontamination Safety Group reporting to the 
Infection Control Committee, setting policy, monitoring training 
and outcomes of audits, checks and inspections 

 Food Safety Training is provided to all relevant staff. 

 Infection Control audits* e.g. annual commode audit. 

 Catering audits* and actions 

 The Water Safety Group oversees legionella testing 

 The Medical Gas Committee monitors the safety of the medical 
gas infrastructure  

 Authorised Engineer audits* of maintenance works and actions 
(provided through SCL) 

 Medical and Surgical Equipment requirements are prioritised by 
clinical services and managed against current available 
resources.  

 Systems are in place to plan capacity against demand and to 
allocate cleaning and portering resources to support required 
tasks. 

 
* Included in controls as essentially these are frequent management 
checks on compliance 

Management assurance 

 Checks on PFI provider soft FM and in-
house services) and on CDDS by Trust 
PFI Contract Manager and Monitoring 
Officer 

 Scrutiny of patient environment 
feedback by Integrated Quality and 
Assurance Committee. 

 Internal Cleaning audits. 

 DH Premises Assurance Model 
(Self-assessment). Consists of annual 
assessment and quarterly tracking 
against actions 

 Audits of compliance with the Trust’s 
waste policy covering all areas. 
 

 Backlog 
Maintenance 
funding is not 
sufficient to address 
all risks identified, 
requiring 
prioritisation. 

 The programme 
includes works to 
address specific 
risks re fire 
compartmentation 
and the Category 3 
Room in the 
Microbiology 
Laboratory at 
UHND. 

 The A&E 
Department at 
UHND is not fit for 
purpose with 
respect to current 
levels and mix of 
patient demand.  

 Asset management 
controls have 
several gaps: policy 
is out of date; no 
dedicated asset 
management 
function is in place 
and no physical 
verification. 

 

Gaps 

 Premises Assurance Model – 
results of first exercise subject to 
validation before can be relied on 
and have not therefore been 
reported to the Board. 

 
Positive outcomes 

 PFI providers and CDDS are 
meeting KPIs. 

 PLACE scores for 2018 are above 
national average and benchmark 
well within the region for all areas.  

 Five-star rating from most recent LA 
food hygiene inspections. 

 An external quality inspection of 
catering services was completed in 
February 2019. No non-compliance 
notices were issued. 

 Fire inspections of all sites ‘broad 
compliance with the Regulatory 
Reform Order (highest rating) 
confirmed by County Durham Fire 
Service) 

 Independent audit of compliance 
with the Regulatory Reform Order 
Northumbria – compliant.  

 ‘Green’ rating from commissioner 
assurance visit. 

 Good Assurance from Internal Audit 
on follow up of Portering audit for 
SCL 
 

Other outcomes 

 UHND ED cleanliness audit scores 
of 92%, below internal target of 
95%. However, the most recent 
results are close to the target.  

 Medical Devices Management 
Internal Audit – reasonable 
assurance 
 

1. Specific actions, tracked through the risk register 
in respect of key risks associated with backlog 
maintenance and continuous prioritisation (AM, 
on-going).  

2. Annual backlog maintenance plan for 2019/20 to 
be approved by Executive Directors and Board 
(AM, June 2019). 

3. Secure funding for, and progress building works 
for the new Emergency Department at UHND as 
part of the Major Projects Programme to be 
overseen by SCB (SJ,CL on-going, with a target 
date of September 2019 to secure funding and 
regulatory approval) 

4. Finalise and report initial assessment under 
Premises Assurance Model for all sites, to enable 
benchmarking across sites and with other Trusts, 
and associated action plans (SJ/AM, July 2019) 

5. Complete improvements to the Category 3 Room 
in the Laboratory at Durham (AM – August 2019) 

6. Appoint Asset Officer to provide an asset 
management function (AM – from May 2019).  

7 Complete Phase 2 fire compartmentation works in 
(AM – in line with capital programme). Phase 3 
works planned for 2020/21. 

8.  Sustain improvements in cleaning regime for 
Emergency Department at UHND, to achieve the 
95% target (AM, July 2019). 

9. Complete agreed actions with Internal Audit re 
Medical Devices Management. Remaining actions 
are with Care Groups (CL, June 2019). 

10. Roll out improved software for portering and 
cleaning (AM, July 2019). 

  
 

Where AM’s initials are included against actions, 
these form part of the services to be contracted out to 
Synchronicity Care Limited (SCL).  Executive 
Directors will maintain oversight of delivery. Mitigation 
plans are in place for specific risks from the risk 
register in addition to those set out above. Section 
4provides more detail of the actions being taken for 
the specific risks included in the risk register. 

Risks beyond Board tolerance 
in risk register: 

 See Section 4. 

Metrics 

 SCL KPI reporting and KPIs for PFI 
providers 

 ERIC (Estates Return Information 
Collection) data. 

 Model Hospital data. 
 

Independent / semi-independent 

 Accreditations under STS with external 
validation for food hygiene. 

 Local authority inspections 

 PLACE inspections (supported by public 
and governors) 

 CQC inspection 

 ISO9001: 2015 accreditation for Clinical 
Engineering and Sterile Services 

 Scrutiny of audit compliance schedules 
and results through Health & Safety 
Committee. 

 Internal Audits of CDDS: KPI reporting, 
portering (completed), medical device 
management, contracted out services 

 Commissioner assurance visits 

 Authorising engineer compliance audits 

 Environmental health inspections 
including re waste 

 

Inherent risk level Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

5 4 20 3 3 9 2 3 6 

 

Planned Trajectory (April 2019 to March 2021 – by quarter) Commentary (including summary of actions and conditions needed to meet the target) 

Month Score/ RAG Month Score/ RAG Overall there is good assurance with respect to patients’ experience of the patient environment through the 
PLACE inspection results which benchmark well nationally and regionally   There remain, however, a number of 
backlog maintenance risks which cannot be fully mitigated during the year. These are not considered to 
compromise patient safety but potentially impact on the patient experience.  In addition, the Trust still needs to 
secure funding and regulatory approvals for the new Emergency Care Centre (ECC) at UHND. The Board agreed, 
at its seminar in April 2019, that the risk score would need to remain at 9 for the foreseeable future to reflect this 
position. The key actions required to mitigate risk in line with the target score would be the development of a 
credible, funded plan to mitigate all significant backlog items and approval / funding for the UHND ECC.  

OFF TARGET BUT ON TRAJECTORY  

Apr-19 9 (3x3) Apr-20 9 (3x3) 

Jul-19 9 (3x3) Jul-20 9 (3x3) 

Oct-19 9 (3x3) Oct-20 9 (3x3) 

Jan-20 9 (3x3) Jan-21 9 (3x3) 

 

Lead:  Alison McCree (contracted out)       Committee: IQAC CQC Domain: Safe / Responsive 

Previous quarter risk score 

AMBER - 9 (3X3) 

 Optimising the use of our estate (Estates Strategy) 
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OBJECTIVE 1: Strategy Development and Delivery    

Linked Strategic Objectives: 

 All elements of the strategy but clinical services matter in particular  

Risks to objective Controls Sources of Assurance Gaps in controls Assurance outcomes / gaps Risk Mitigation Plan 

Inherent risks: 

 The Trust’s Strategy may 
not reflect the views of staff 
and stakeholders and may 
not therefore be supported 
within the Trust or externally 

 The Strategy may fail to 
respond to the challenges 
faced by the Trust. 

 The Strategy may be 
unrealistic and not 
achievable. 

 The Trust may fail to adapt 
the strategy in the light of 
changes in conditions. 

 The Trust may not 
implement the Strategy 
effectively. 
  
 

 The Strategic Change Board (SCB) is in place to oversee development of 
strategy, proposal of strategy to the Board and monitoring of implementation. This 
has included monitoring of the mobilisation plan for Adult Community services and 
will move on to the Transformation Plan.  

 The Vision and Mission were defined, agreed with staff in prior years. 

 The Trust’s Values agreed with staff in 2014 Focus Groups. 

 The Strategy Handbook (overall summary) and underpinning strategies are 
reviewed and approved by the Board after taking account of the views of the 
Council of Governors. 

 The Board reviews at least strategy twice annually including changes in the 
external environment and internal capability. 

 Strategic objectives have been defined together with underpinning strategies for 
Quality (Quality Matters), Workforce (Staff Matter), Clinical Services, Improvement 
and IT and plans for enablers (finance, estates and communications). 

 Quality Matters and Staff Matter are underpinned by action plans and success 
measures, with implementation monitored every quarter by SCB. 

 The Clinical services strategy for the short to medium term is defined within the 
Handbook and enshrined within the major projects programme / monitoring of 
quality plans through the Strategic Change Board. 

 A Strategy poster is in place for the Trust providing visual reinforcement of the 
vision, values, mission, strategic objectives and plans throughout the Trust 
supported by further communications on specific aspects. In addition, the Strategy 
Handbook has been shared with all senior managers and heads of department.  

 Plans are in place for services categorised as vulnerable, summarised in risk 
registers and the Strategy Handbook, and closely monitored by Executive 
Directors. The full Board is engaged in reviewing any service which comes under 
imminent pressure. 

 The Trust is working with partners to define locality and region-wide longer term 
strategies through (i) joint work with North and South Tees Hospitals (ii) 
Integration Board and discussions to develop local strategies building on the 
Darlington 2020 vision and County Durham Memorandum of understanding with 
commissioners (iii) regional forums for vulnerable services and particular services 
e.g. Local A&E Area Delivery Board (iv)) The wider integrated care system for 
Cumbria and the North East and sub-regional Integrated Care Partnerships. 

 A Trust Programme Manager and senior Executives and Clinical Leaders are 
engaged in work-streams for the ‘South ICP’ (work with North and South Tees) 
reporting into SCB and ECL. Head of Communications also appropriately 
engaged. 

Management assurance 

 Board scrutiny of 
Strategy Handbook, 
underpinning strategies 
and twice-yearly review 
of strategy including the 
external environment 

 SCB review of delivery 
of strategy and changes 
in conditions every 
month 
 

 The long-term clinical services 
strategy for all Trusts in the 
North East is dependent on a 
patch-wide strategy. As a result, 
there is some unavoidable 
uncertainty impacting on the 
long-term clinical services 
strategy for the Trust. However, 
the Trust is able to articulate 
and plan for the key initiatives 
over the next two to three years 
(five years in the case of 
community services given the 
contract period). 

 Need to ensure that all staff 
understand the strategy (as 
relevant to their roles) and are 
able to enact local plans and 
actions in support of it. 
Feedback from the 
Communications Panel and 
listening events held in 
September 2018 suggests that 
there is some uncertainty re the 
Trust’s future direction in some 
areas.  

 The above listening events 
suggested that the ‘with you all 
the way’ mission now has less 
resonance with staff and may 
need to be revised to better 
capture the Trust’s purpose of 
providing safe, compassionate, 
joined up care. 

 

Gaps 
 
Longer-term planning: 

 Lack of assurance on strategy 
beyond a two to five year horizon 
reflecting the absence of locality, 
region-wide and national 
strategies at the present time. 
There is a dependence on the 
ICS/ICPs to help shape the 
longer-term vision. 
  

Outcomes 
 

 KPMG Well-Led Review – 
Strategy Domain now rated 
Amber/Green. 

 CQC reported a lack of consistent 
understanding / articulation of the 
strategy by senior managers  

 Internal Audit of Well Led 
Actions– Substantial assurance 

 

1. Continue to ensure Trust 
involvement in local and regional 
strategy / planning forums to inform 
the consideration and evaluation of 
options, and development of locality 
and region-wide plans (SJ, CL, DB, 
JC– on-going). 

2. Continue to progress the 
development of collaborative 
solutions for other vulnerable 
services in line with the responses 
summarised in the Strategy 
Handbook and covering those 
highlighted in risk registers, where 
appropriate through the joint 
working streams (JC, on-going). 

3. Ensure NED visibility of work at the 
local and regional level and seek 
follow through on the promise of 
NED involvement in any regional 
‘governance’ structures (Chair / WE 
– on-going).  

4. Review the Trust’s mission in the 
light of the feedback from the 
‘listening events’ held between 
Executive Directors and staff during 
August and September 2018 and a 
subsequent survey of staff (SJ, 
February 2019). 

5. Continue work with fellow providers, 
CCGs and local authorities to roll 
out the local visions including that 
underpinning the three year contract 
agreement and– the Community 
Services Contract (SJ, on-going).  
 

Metrics 

 Measures included in 
action plans for 
underpinning strategies 
and headline measures 
included in Quality 
Matters strategy. 

 

Risks beyond Board tolerance 
in risk register: 

 See Section 4. 
     

Independent / semi-
independent 

 KPMG review of 
strategy domain as part 
of well-led review follow 
up (completed) 

 CQC well-led review 
(completed). 

 Internal Audit of Well 
Led Actions 
(completed). 

 

 

Inherent risk level Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

5 5 25 2 4 8 2 4 8 

 

Planned Trajectory (April 2019 to March 2021 – by quarter) Commentary 

Month Score/ RAG Month Score/ RAG The Trust Board took the view at its seminar in September 2017 that the direction of travel for the next three 
years is still relatively clear. Also there is now clarity re community services and some assurance has been 
received KPMG have upgraded their rating for the Strategy Domain to Amber/Green. There remain workforce 
and financial challenges; however these are reflected against those Domains and Objectives.  

The longer-term strategy for acute services will, in particular, be influenced by the outcomes of work being 
undertaken by the Cumbria and North East Partnership and the sub-regional integrated care partnerships 
including work on service developments taking place between the Trust, North Tees and South Tees. The Risk 
Mitigation Plan aims to maintain the risk score within the target. 

ON TARGET 

Apr-19 8 (2x4, target) Apr-20 8 (2x4, target) 

Jul-19 8 (2x4, target) Jul-20 8 (2x4, target) 

Oct-19 8 (2x4, target) Oct-20 8 (2x4, target) 

Jan-20 8 (2x4, target) Jan-21 8 (2x4, target) 

 
 

Lead:   Sue Jacques                Committee: Board 

Previous quarter risk score 

AMBER - 8 (2x4) 
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OBJECTIVE 1: Right staffing, right place, right time 

Linked Strategic Objectives: 

 Recruiting and attracting; building a workforce for the future (Staff Matter)  

Risks to objective Controls Sources of Assurance Gaps in controls Assurance outcomes / gaps Risk mitigation plan 

Principal inherent risks: 

 The Trust may fail to 
effectively understand, 
plan for and recruit for 
workforce needs resulting 
in shortages of medical 
and / or nursing staff in 
particular services; 

 The Trust mail fail to 
recognise, and allow for, 
changing workforce needs 
over time in developing 
and rolling out plans  

 

 A “Staff Matter” Strategy is in place for 2017-2020, with annual 
action plans developed and integrated into business plans. These 
include actions to maintain and, where required, increase capacity.  

 SCB receives updates on the implementation of annual ‘Staff Matter’ 
action plans for all areas every quarter.  

 Medical Staff Recruitment Plans are in place, combined with a 
monitoring process through Care Groups to recruit consultant and 
other medical posts. A range of recruitment options are made 
available including advertising in the BMJ, recruitment fairs personal 
contacts, head hunters, international recruitment, bespoke 
campaigns and other incentives. 

 A wide range of innovative solutions is deployed to attract nursing 
and medical staff to ‘hard to recruit areas’ including MTI, Physicians 
Associates, Return to Practice, Nursing Associates and Step Into 
Health. 

 Medical Workforce Review meetings take place with each Care 
Group with senior staff from the Medical Directorate on a 1, 2 or 3-
monthly cycle based on the MD’s review of risk.  

 Approved recruitment policies and procedures in place.  

 Nursing recruitment campaigns are in place and on-going, including 
one stop shops to cover the whole process and make rapid offers. 
On-going adverts are placed on NHS Jobs. 

 There is a planned in-take of nursing staff from Universities spread 
over the year: Teesside in-take in Jan and Sept; Sunderland in-take 
in April and OU in-take in October and March. 

 A Nursing and HCA bank is in place managed by the Staff Bank and 
Agency Service, with use of bank staff to fill vacant shifts. A Neutral 
vendor in place for agency requests (ensuring compliance with 
framework requirements) 

 A Medical Staff Bank is in place to cover most requirements for 
additional medical staff shifts. The Circular Wave system is used to 
manage shift allocation, payment and tracking.  

 A Master Vendor is in place to meet requests for agency and locum 
medical staff 

 There is an agreed process for escalation of short-term needs 
(including authorisation to ‘break the glass’ re NHSI caps). 

 All areas required to specify actions to improve retention in their 
Staff Matter Action Plans monitored by SCB.  

 Service strategies / plans in development to address areas with 
locum dependency (as part of overall planning process).  

 Robust absent management policies are in place and HR Leads 
linked to each Care Group monitor and drive compliance with these.  

 Plans are being implemented to maximise the utilisation of the 
apprenticeship levy.    

Management assurance 

 Nursing and Midwifery 
Staffing (daily 
monitoring) and 
reports to each Board 
meeting, including 
regional 
benchmarking.  

 Bi-annual safe staffing 
reviews (nursing) for 
all adult wards, A&E 
Departments, 
Paediatrics, Maternity 
and Community 
nursing. 

 Weekly bank and 
agency submissions 
to NHSI. 
 

 Workforce Planning, 
and associated 
recruitment and 
retention strategies 
need to go further to 
address challenges 
associated with hard to 
recruit posts in some 
areas and to proactively 
plan, for and manage 
attrition; for example 
where this is predictable 
due to retirements.  

 The Trust is compliant 
with NHSI’s Workforce 
Safeguards; however, 
formal reporting in Open 
Board sessions and 
development of 
reporting to enable 
quality indicators and 
workforce indicators to 
be considered, at ward 
or team level alongside 
each other are required.  

 Workforce plans need to 
address emerging risks 
(increased early 
retirements due to 
pension scheme 
changes and the risk of 
movement between 
Trusts due to 
uncertainty created by 
ICS/ICP developments 
 

Gaps 

 None. 

Positive outcomes 

 Overall effective staffing shortfall is around 
5%  

 Medical Staff Bank and Master Vendor able 
to fill additional medical shift requirements. 

 Taking account of start dates agreed with 
consultants, and NHS Locums, consultant 
staffing has been strengthened in 
Ophthalmology, Stroke, Palliative Care, 
Gastroenterology and Obstetrics.   

 Bank fill rates for RNs at 84for 2018/19 with 
additional 2% fill from agency. For HCAs 
bank fill rate was 82% and agency provided 
a further 6%.  

 Some 59% of Medical Staff shifts are filled 
by bank staff, with additional fill from 
agencies.  

 A further 24 Italian nurses commenced 
employment in the first quarter of 2019. 

 Voluntary turnover at 6.7% (below target). 

 Good assurance for the Internal Audit of 
Junior Doctors’ contract implementation and 
E-Rostering reports. 

 Job Planning approach regarded as good 
practice by NHSI.  

 Internal Audit provided Good assurance 
with respect to Recruitment procedures.  

 Good uptake for the internal transfer 
scheme introduced to support nurse 
retention. 
 

Other outcomes 

 Staff sickness absence at 4.7% for March 
2019 (above target and worse than prior 
year) 

 Reasonable assurance Internal audit report 
on Medical Staff Job Planning 

 Remaining services with shortfalls in 
medical staff (all have plans to keep safe). 
Paediatrics, Rheumatology, Dermatology, 
Radiology and A&E.  

1. Development of a Trust-wide recruitment plan for all 
professional groups linked to individual business 
plans and the workforce plan submitted to NHSI for 
2019/20, and implement a Workforce Planning 
Group to oversee the development, and monitor the 
implementation of the plan, including agreement on 
longer-term innovative approaches (MS, July 2019) 

2. Develop procedures to fully meet the Workforce 
Safeguards requirements through the above group 
(MS, July 2019). 

3. Establish a Workforce Committee to seek assurance 
with respect to workforce planning and 
implementation of plans (MS/ WE, July 2019). 

4. Implement initiatives under nursing staffing plan 
agreed through EC: 
a. Overseas recruitment campaign (on-going to 

31 July 2019) 
b. Establishing an Enhanced Care Team (31 

July 2019 for the team to be recruited, trained 
and fully in post). 

5. Continued roll out of plans to sustain stretched 
services including Dermatology and Rheumatology 
and ongoing monitoring of the Paediatric Service to 
ensure continued sustainability (JC on-going), 

6. Local actions to be included in 2019/20 Staff Matter 
Action Plans in line with the Trust-wide overarching 
retention strategy (Exec Directors, June 2019).  

7. Continue regional collaborative work on Clinician 
Passport, which is currently being piloted (JC, on-
going). 

 
 
Mitigation of the risks to this objective has a dependency 
on the actions set out in Domain 2 (Objective 1) 
particularly actions to sustain vulnerable services.  
There are specific mitigation plans for each of the risks 
included in the risk register – see Section 4.  

Risks beyond Board 
tolerance in Board risk 
register: 

 See Section 4. 

Metrics 

 Workforce monthly 
and quarterly 
reporting (staff 
numbers, turnover, 
agency staff, sickness 
absence) 

 

Independent / semi-
independent 

 Internal audits of: 
 Recruitment and 

Retention 
(completed) 

 Medical Staff Job 
Planning 
(deferred to early 
2019/20) 

 

 

Inherent risk level Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

5 4 20 3 3 9 3 3 9 

 

Planned Trajectory (April 2019 to 2021 – by quarter) Commentary (including actions needed and conditions to be met to meet the target) 

Month Score/ RAG Month Score/ RAG The Trust’s position on nursing staff, taking account of bank staff fill rates has improved and has stabilised, 
although challenges will remain given the age profile of Trust staff. Growth in the medical workforce 
continues with fewer specialties with key staff shortages. The Trust now has much improved controls over 
fill rates, job planning and recruitment but further progress continues to be needed in agreeing and 
implementing plans to sustain specific services subject to regional and national shortages.  The risk 
mitigation plan is designed to sustain performance within the target risk score, acknowledging that there are 
some new dimensions of risk (pension scheme changes and the impact of ICS/ICP movements) which will 
need to be mitigated.  

ON TARGET  

Apr-19 9 (3x3, target) Apr-20 9 (3x3, target) 

Jul-19 9 (3x3, target) Jul-20 9 (3x3, target) 

Oct-19 9 (3x3, target) Oct-20 9 (3x3, target) 

Jan-20 9 (3x3, target) Jan-21 9 (3x3, target) 

 

Lead:  Morven Smith    Committee: IQAC 

Previous quarter risk score 

AMBER – 9 (3x3) 
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OBJECTIVE 2: Right workforce skills 

Linked Strategic Objectives: 

 Develop Talent; Support and embed a high performance culture; Building a workforce for the future (Staff Matter) 

Risks to objective Controls Sources of Assurance Gaps in controls Assurance outcomes / gaps Risk mitigation plan 

Principal inherent 
risks: 

 Staff may be 
appointed without 
sufficient, 
appropriate skills or 
their skills allowed 
to lapse over time. 

 Staff may fail to 
attend or undertake 
essential learning 

 

 Pre-employment vetting procedures are in place including reference 
and registration checks (permanent, bank and agency staff). 

 Policy and procedures are in place for development of the Training 
Needs Analysis and Learning Prospectus. Trust-wide Training 
Priorities Group works with policy owners to determine the focus of 
essential and role-specific training, staff requiring each competency 
and course provision.  

 ESR is used to capture all role-specific competencies required for 
each staff member and to monitor and track compliance. 

 Role-specific essential training – agreed trajectories in place, 
competencies identified and monitored via ESR and regular 
reporting to Care Groups and Executive Committees.  

 Monitoring of booking onto and attendance at Essential Training and 
Role-Specific Training programmes through ESR. Reporting and 
management of Did Not Attends and escalation of non-attendance 

 A Nursing skills passport is in place (linked to appraisal process); 

 Medical Education strategy and processes in place, overseen by a 
Director of Medical Education and a Director of Undergraduate 
Medical Education. 

 Arrangements in place to maximise utilisation of the apprenticeship 
levy. 

 Revalidation processes are in place for medical and nursing staff, 
with individual tracking and support to all nursing staff. 

 Junior doctors’ rotas are managed to maintain capacity for training 
and supervision.  

 Temporary Worker requests for nurses and HCAs sourced through 
Staff Bank or Neutral Vendor providing assurance of vetting before 
starting work. 

 Strategic Leadership Development Programme in place to train all 
trust leaders in core skills. There is a leadership development matrix 
with a range of development courses matched to staff levels and 
needs for staff at lower levels.  

 A Master Vendor is in place to appoint medical agency staff in line 
with the Trust’s standards and after appropriate vetting of skills and 
qualifications. 

 Board and Executive Directors’ Development programmes in place. 

 Values-based recruitment, appraisal and talent management 
approaches undertaken to help ensure that staff have the 
behaviours and soft skills expected in their roles 

 Non-Executive Directors training is supported through the FT Office 
and a register of training maintained and reviewed by the Board.  

Management assurance 

 Monitoring of essential 
training attendance and role-
specific attendance through 
ESR, with management 
information reported to all 
Care Groups and Executive 
Committees  every month and 
to IQAC and the Board every 
quarter; 

 Revalidation Officer 
monitoring and reporting on 
medical staff revalidation 

 Nursing revalidation 
programme and monitoring 

 

 There are gaps in records 
to evidence local 
induction of nursing and 
medical agency / bank 
staff. 

 A minority of trajectories 
for role-specific essential 
training for 2018/19 were 
not met. Did Not Attends 
and availability of courses 
are being remain 
challenges. 

 Need to roll out Talent 
Management Strategy 
and Succession Planning 
approach.  

 From the 2018 Staff 
Survey, the qualitative 
element of appraisals 
could be strengthened.  

 The Talent Management 
Strategy has been agreed 
but not yet fully rolled out.  

 Although succession 
planning is in place, the 
link between the Talent 
Management Strategy 
and succession planning 
is not yet fully in place.  
 
 

Gaps 

 Reporting and monitoring processes for Role 
Specific Training are now in place and being 
overseen by Executive Directors. However, 
Care Group and, to some extent, committee 
review of training data and remediation of gaps 
is not yet fully embedded. Some areas remain in 
escalation, largely due to lack of course 
attendance.  

 No assurance process in place to monitor the 
quality of appraisals. 

Positive outcomes 

 97% of staff completed essential training in 
2018/19 

 Over 97% of staff had an annual appraisal in 
2018/19 

 Peer review process for medical staff appraisal 
and validation set a stretch target of 95% for 
appraisals to be complete – this has been 
exceeded.  

 Internal Audit of Medical Staff Revalidation and 
Appraisal – substantial assurance given. 

 NHS Improvement complimentary re leadership 
development programme.  

 One of the best regional performers for 
apprenticeship levy utilisation and have 
exceeded the target for public sector 
organisations. 

 Positive evaluation of Board and Executive 
Directors’ development sessions and training 
supplemented by Moving to Good Seminars 
from NHSI. 

 Positive GMC School Visit feedback (November 
2018). 

 Positive feedback (verbal at this stage from the 
latest ADQM meeting) 

Other outcomes 

  None. 

1. Continued reinforcement of the monitoring of 
role specific essential training, by individual, 
within Care Groups, reinforced through the 
performance review process (Executive 
Directors – ongoing). 

2. Maintain focus and escalation to, and review of 
reporting on, role specific essential training 
within ECL, including addressing the Did Not 
Attend rate (MS, JC, NS – ongoing). 

3. Address known issues with training shortfalls 
against agreed trajectories, (NS, July 2019). 

4. Review local induction process and record-
keeping (to be informed by review by Internal 
Audit) (MS, CL, October 2019) 

5. Full roll out of succession planning approach 
and Talent Management Strategy (MS, 
September 2019). 

6. Audit the quality of appraisals and develop and 
roll out an improvement plan as required (MS, 
October 2019). 

7. Further developments re Board-level training: 
o Further, separate ED and NED group 

development. 
o Introduce 360 appraisals for Executive 

Directors 
 

Notes:  
(1) Actions included under Domain 3, Objective 1 
above relating to services with challenges securing 
medical staff will address the first gap in controls 
(2) Safeguarding training records are being 
reconciled to local records and gaps escalated 
through Care Groups.  

Risks beyond Board 
tolerance in risk 
register 

 Shortfalls in training 
rates for safeguarding 
of adults and children 

 Potential loss of the 
Trust’s ARSAC 
licence holder (skill 
set required for 
radiation safety in 
nuclear medicine).  
 

  

Metrics 

 Percentage completion of 
essential training and role-
specific training including 
breakdown by area. 

 Appraisal rates. 

 ESR reports on training rates 
prospective and retrospective 
 

Independent / semi-independent 

 Planned internal audits of: 

 Medical staff revalidation 
and appraisal (completed) 

 Nursing staff revalidation 
(completed) 

 Review of local induction 
planned for 2019/20. 

 GMC survey  

 HENE monitoring visits 

 Annual Deanery Quality 
Meeting (ADQM) – latest 
meeting held April 2019. 

 

Inherent risk level Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

4 5 20 3 3 9 3 3 9 

 

Planned Trajectory (April 2019 to 2021 – by quarter) Commentary (including actions needed and conditions to be met to meet the target) 

Month Score/ RAG Month Score/ RAG Improvements in role specific training achieved in 2018/19 (most of the 39 competencies achieved 
their trajectories) have enabled the Trust to bring risk in line with the target risk score. The Risk 
Mitigation Plan seeks to sustain performance within the target score.   
ON TARGET 

Apr-19 9 (3x3, target) Apr-20 9 (3x3, target) 

Jul-19 9 (3x3, target) Jul-20 9 (3x3, target) 

Oct-19 9 (3x3, target) Oct-20 9 (3x3, target) 

Jan-19 9 (3x3, target) Jan-21 9 (3x3, target) 

 

Lead:  Morven Smith       Committee: IQAC 

Previous quarter risk score 

AMBER – 9 (3x3) 
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OBJECTIVE 3: Great staff experience and engagement 

Linked Strategic Objectives: 

 Engaged organisational culture; Workforce Health and Wellbeing (Staff Matter) 

Risks to objective Controls Sources of Assurance Gaps in controls Assurance outcomes / gaps Risk mitigation plan 

Principal inherent 
risks: 

 The Trust may 
fail to engage 
staff sufficiently to 
respond to their 
needs and 
concerns, or to 
obtain their full 
participation in 
delivering change 
and meeting the 
Trust’s 
challenges. 

 

 The Staff Matter Strategy 2017-2020, includes core objectives relating to 
engagement. Each Care Group or directorate is required to have an annual 
plan (a subset of their business plan) to meet Staff Matter objectives and 
progress against plans is monitored every quarter by the Strategic Change 
Board. 

 Senior Management and Heads of Department (SHMODs) meetings are 
held every month with Chief Executive, and there is a linked cascade 
process 

 Annual Staff Awards are held to recognise the contribution of staff. 

 Formal engagement and consultation forums are in place for engagement 
with staff (including clinicians) through the Medical Advisory Council and 
Joint Consultative Negotiating Committee. 

 Vision, Values and Behaviours have agreed through a staff consultation now 
in place and these are reinforced through the appraisal process. 

  ‘Breakfast with Sue and Paul’ meetings are held every month providing an 
opportunity for informal dialogue with a random sample of staff.  

 Staff Governors are appointed to represent all staff groups in the Trust. 

 A programme of six-monthly leadership conferences is in place and there 
are further, annual professional conferences such as conferences for 
International Nurses Day and International Day of the Midwife.  

 Ward walk-around events involving the Chairman, CEO and Non-Executive 
Directors take place regularly, involving face to face discussions with staff.  

 Clinical Leaders Forum meetings are held monthly chaired by the Medical 
Director 

 Weekly Care Group Directors meetings are held chaired by Medical Director 

 Junior Doctor Forums are in place, including meetings with the Guardian of 
Safe Working. 

 A Freedom to Speak Up Guardian and Speaking Up Champion are in place 
reporting on frequent visits to wards and providing support to staff. 

 A Staff Health and Wellbeing (SHWB) Strategy is in place which is currently 
being refreshed  

 Excellence Reporting in place to recognise excellent work and reporting is 
actively encouraged.  . 

 W&OD provide a ‘Teams in need of support programme’.  

 There are Staff Networks and closed Facebook Groups for staff with 
protected characteristics.  

 The Trust has an Equality, Diversity and Inclusion Strategy and monitors its 
progress through EDS2 and WRES reporting. This has built on learning from 
the ‘Building Leadership for Inclusion’ Programme. 

Management assurance 

 Review, co-ordination 
and reporting on staff 
engagement initiatives 
through the Workforce 
and OD Senior 
Management Team 

 

 NHS Staff Survey 
2018 feedback 
highlighted 
inconsistency in the 
quality of staff 
appraisals and 
training. 

 The Trust needs to 
further increase the 
level of Clinical 
Engagement in 
addressing quality 
and business 
challenges. This is 
partly a reflection of 
capacity and 
continues to improve 
quarter on quarter. 

 NHS Staff Survey 
2018 suggests 
communication and 
engagement is not 
always reaching staff 
on the ground.  

 SHWB Strategy 
needs to be refreshed 
including a review of 
the support offer for 
staff. 

 
 

Gaps 

 Limited workforce engagement reporting into the 
governance structure.  

 
Positive outcomes 

 97% of staff had received an appraisal in 2018/19 

 The external reviewer for the well-led review rated the 
Trust as ‘Amber-Green’ for stakeholder (including 
staff) engagement. 

 Voluntary turnover at 6.7% (better than target) 

 Year on year improvement in staff recommending the 
Trust from the Staff FFT – 5% uplift for staff 
recommending the Trust as a place to receive 
treatment and a 1% uplift for staff recommending the 
Trust as a place to work. Scores exceeded the 
national survey by 8% for the former and 4% for the 
latter.  

 Substantial assurance for the Internal Audit report on 
Appraisals – Data Quality. Good assurance for 
Whistleblowing Arrangements (end of 2017/18 in both 
cases). 

 Nomination for HSJ award on excellence reporting.  

 SEQOHS accreditation for SHWB function. 

 Continuing Excellence Award for SHWB function in 
the national ‘Better Health at Work’ awards. 

 Successful 100 faces campaign to promote diversity 
and inclusion.  

 
Adverse outcomes 

 Trust engagement score of 6.6 for NHS Staff Survey 
2018 (below average). Response rate and 
recommendation scores are also below average.  

 GMC Survey results – Trust relative position remained 
the same but red outliers flagged in particular for AMU 
at UHND and Surgery at DMH.   Action plans are now 
complete but no further feedback from junior doctors 
to evaluate impact yet.  
 

1. Excellence reporting to be reviewed by Care 
Groups and included in the scope of 
performance reviews (MS, CL – from June 
2019). 

2. Implement Workforce Committee and 
underpinning Workforce Planning Group 
and embed their operation (MS, July 2019). 

3. Audit the quality of appraisals and agree an 
improvement plan (MS– October 2019). 

4. Embed the Equality, Diversity and Inclusion 
Leadership Group, (JC and NS – ongoing). 

5. Local actions to be included in 2019/20 Staff 
Matter Action Plans in line with the Trust-
wide overarching retention strategy (Exec 
Directors, June 2019).   

6. Monitor delivery of local actions for 
engagement / to address the staff survey 
results within updated Staff Matter Action 
Plans (MS, on-going). 

7. Roll out of the Moving to Good programme, 
focusing on developing a culture of 
collective leadership (MS, from June 2019, 
two year programme), 

8. Appoint and train a second FTSU Champion 
(WE, June 2019). 

 
Specific action plans are in place, assured by Risk 
Management Committee with respect to the 
specific risks identified in the first column. 

Risks beyond Board 
tolerance in risk 
register 
 
See Section 4. 

Metrics 

 Outcome-based 
metrics (appraisal 
rates, absence, 
turnover, training 
rates) 

 NHS Staff Survey 
Engagement Score 

 

Independent / semi-
independent 

 Internal Audits of 
medical staff appraisal 
(including follow up of 
prior year appraisal 
report). 

 National Staff survey  

 Staff Friends and 
Family Test (quarterly, 
focusing on different 
Care Groups). 
 
 

 

Inherent risk level   Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

5 4 20 3 3 9 2 3 6 

 

Planned Trajectory (April 2019 to 2021 – by quarter) Commentary (including actions needed and conditions to be met to meet the target) 

Month Score/ RAG Month Score/ RAG Whilst there are a number of significant work-streams in place and positive assurances in several areas, and CQC found mainly positive 
indications from staff engagement (including staff feedback), the results of the NHS Staff Survey 2018 showed that the Trust remains below 
average. The Board will only consider risks to this objective mitigated when there is confidence of an improvement in the engagement score 
– from the NHS Staff Survey 2019 – in line with national and regional averages. The risk score will remain at 9 pending the implementation 
of the risk management plan, including the impact of the first year of the Moving to Good Programme and evidence from the NHS Staff 
Survey.  OFF TRAJECTORY, ON TARGET 

Apr-19 9 (3x3) Apr-20 6 (2x3, target) 

Jul-19 9 (3x3) Jul-20 6 (2x3, target) 

Oct-19 9 (3x3) Oct-20 6 (2x3, target) 

Jan-20 9 (3x3) Jan-21 6 (2x3, target) 

 

 

 

Lead:  Morven Smith      Committee: IQAC 

Previous quarter risk score 

AMBER – 9 (3x3) 
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OBJECTIVE 1: Restore Financial Sustainability  

Linked Strategic Objectives: 

 To maximise our resources and relationships to sustain services and deliver the best efficiency 

Risks to objective Controls Sources of Assurance Gaps in controls Assurance outcomes / gaps Risk Mitigation Plan 

Principal inherent risks: 

 The Trust may fail to deliver 
sustainable improvements 
in productivity and efficiency 
resulting in further 
deterioration in cash 
reserves, causing erosion of 
funds for investment and 
impacting on ability to 
provide commissioner 
requested services 

 Resulting failure to deliver 
medium-term sustainability 
on a recurring basis. 

 The Trust may fail to deliver 
cost improvements and 
improved cost control 
required to deliver the 
2018/19 annual plan.  

 Consequent deterioration in  
Use of Resources Risk 
Rating  (UoRR) 

 If commissioners are unable 
to manage demand 
resulting pressures could 
impact on the achievement 
of the Trust’s financial plan 

 The Trust may fail to meet 
the conditions required to 
secure Provider 
Sustainability Funding 

 Failure to meet loan 
repayment obligations  

 
Risks beyond Board tolerance 
in risk register: 

 See Section 4. 

Cost control and ownership 

 Budgets and  CIP for 2018/19 were agreed with Care Groups through ECL 
and ratified by the Finance Committee and Trust Board 

 Care Groups continue to operate cost controls locally.  

 A Joint CIP and QIPP programme board is in place with CCGs to explore 
joint opportunities, reporting into the Financial Recovery Group. 

Management of cash and capital spend  

 The Investment Planning and Appraisal Group (IPAG) reviews and 
approves annual capital plan and business cases. ED approval is required 
for any scheme not committed and not imperative for patient safety 
purposes to preserve cash; 

 IPAG and SCB review all business cases; 

 IT strategy and IT investments are approved through the Information 
Strategy Sub-Committee, investments being resourced within the annual 
capital plan. 

 A rolling cash flow forecast is maintained and reported to Finance 
Committee, with additional countermeasures triggered to hold cash 
balances above an agreed safety margin, taking account of working 
capital, loan finance and related obligations. 

Operational financial control (income and cost control) 

 Care Group plans are required to identify and profile income aligned to 
forecast activity, capacity and workforce and PMO / Finance reporting 
formally monitors delivery of these aspects of the plans, with escalation 
through the Performance Review process. 

 Established systems are in place for monthly monitoring of performance 
and reporting to the Finance Committee, Board and to NHS Improvement. 
Care Groups may also be required to report to Finance Committee for 
triangulation and scrutiny. 

 CIP plans and trajectories have been agreed for 2018/19 (however, with a 
number of gaps and high risks). These are independently tested and 
validated through review by Executive Directors.  

 A PMO function is in place, monitoring granular CRT delivery and 
trajectories with weekly reporting to Executive Directors (including 
providing detailed support and challenge to corporates and Care Groups 
in developing schemes and long lists for future years.  

 An escalation process in place for issues with Care Groups’ delivery of 
their financial plans through the Executive Directors meeting and then 
Executive Directors Care Group Performance Review meetings. 
Escalation triggers increased scrutiny by Finance Committee  

 The annual plan was submitted to NHSI and their queries resolved. 

 The contract was agreed with commissioners and Heads of Terms agreed 
to manage income reductions in line with releasing of costs, as part of a 
three year deal, which has been refreshed for 2019/20. 

 Chief Officers and FDs meet monthly to review financial position and 
dedicated officers are working on implementation of joint financial strategy 
within the terms of the contract agreement. 
 

Note – Use of Resources Indicator reflects delivery in line with plan, cash 
and capital servicing therefore covered by above controls 
 
Medium / longer-term planning 

 The contract agreement provides greater certainty of income expectation 
and secures commitment to a joint strategy and working with CCGs to 
reduce activity and cost in line with available funding 

 Medium-term initiatives have been identified and are being worked on in 
particular increased use of SCL where appropriate,, shared services 
discussions with neighbouring Trust and benefits from STPs which are 
deliverable within that timeframe. 

 Collaborative working is being undertaken with North and South Tees to 
sustain and improve local services whilst addressing financial challenges, 
and broader similar work through NHS England and across Cumbria and 
the North East.  

Management assurance 

 Tracking and 
reporting of financial 
performance including 
performance against 
cost improvement 
targets in monthly 
Finance Committee / 
Board reports. 
 

 

Annual plan 

 Of the £24.2m CIP target, 
£6.6m remains 
unidentified pending 
further (both internal and 
with CCGs on joint 
projects) and £5.4m is 
high risk pending further 
progression. 

 Arrangements for the 
Trusts to access system-
level non-recurrent 
funding are to be finalised. 

 
Medium-term planning  

 The Medium Term 
Financial Strategy is out 
of date. Whilst there are 
longer term cash 
projections, there is a lack 
of clarity with respect to 
financial assumptions 
beyond a two-year 
horizon. This is because 
of the absence of clarity 
with respect to planning at 
the regional and national 
level pending the 
development of a plan for 
the ICS by Autumn 2019 

 The capital programme is 
over-subscribed against 
available funds, leaving 
some priorities at risk.  

 

Gaps 
 
None 
 
Positive outcomes 

 Additional PSF funding 
received for 2018/19, enabling 
the Trust to achieve a small 
operating surplus and reducing 
the need for interim support in 
2019/20.  

 
Other outcomes 

 UoRR of 3 (Target position is 
3).  

 Cost improvement programme 
– shortfall in identified schemes 
for 2019/20. 

 Capital demands exceed 
available resources, with 
additional funds being sought 
for priorities such as the 
Electronic Patient Record 
system, UHND Emergency 
Department Financing 
strategies are in development 
for the EPR and ECC cases. 

 Internal Audit of cash 
management – reasonable 
assurance. Remedial actions 
have been completed and a 
follow up audit will be 
undertaken. 
  

Financial Plan 2019/20: 
1. Finalise agreement with CCGs on access to non-

recurrent funding included in the Trust’s annual plan to 
bridge the two year period, allowing the Trust to return 
to break-even performance in 2020/21.  

2. Firm up internal plans for remaining CIP schemes 
(Execs, ongoing to June 2019). 

3. Fully roll-out ‘Finance Clinics’ for Executive Directors to 
support and help progress scheme development (CL 
from April 2019). 

4. Agree joint schemes with CCG / system-wide schemes, 
through the joint PMO arrangement, to supplement 
Trust schemes and ensure escalation of any delays 
through the System Assurance Group and ECL 
(CL/Execs – ongoing) 

5. PMO and Care Groups to translate QIPP schemes into 
correspondence cost improvements within the Trust 
(CL/DB – ongoing). 

6. Contribute to system-wide planning and management 
activity to address the wider system deficit including all 
Trusts and CCGs in the North East region and update 
Trust plans to take into account expected benefits as 
they emerge (SJ/DB – ongoing.  

7. Ensure that PLICS is used proactively to identify 
productivity and efficiency opportunities (DB/CL, 
ongoing) 

8. Continued implementation of recommendations and 
productivity improvements from GIRFT reports (JC, 
ongoing) 
 
 

Medium and longer-term 
9. Implement community services transformation plan 

agreed with CCGs (CL, ongoing). 
10. Identify changes required through clinical strategy work-

streams for medium and long-term sustainability and 
work collaboratively across the local health economy 
and wider North East and Cumbria system to propose 
and take forward agreed changes (SJ/JC – on-going).  

11. Quantify expected benefits from shared services 
including back office functions over the medium and 
long-term and review the potential future benefits from 
the Trust’s Group structure ( DB – on-going) 

12. Further iterations of Medium-Term Financial Strategy, 
on expectations from 1 and 2 above and the ICS Four 
Year Plan due in Autumn 2019 (DB – on-going). 

13. Maintain 15 year capital plan, including projecting 
finances beyond the end of the Trust’s PFI contracts 
(DB on-going). 

14. Track the impact of current performance on longer-term 
cash flow and develop long range planning (DB, on-
going iterations to Finance Committee) 

15. Secure additional sources of funding for capital works 
e.g. local authorities (SJ / DB– on-going). 

 

Metrics 

 Cash flow forecasts 

 Performance against 
budgets 

 Run rates (leading 
and lagging) for pay 
and non-pay 
expenditure and 
components 

 Reporting of status of 
CIP plans versus 
target (to ED, Finance 
Committee and Board 
meetings). 

 NHSI’s Continuity of 
Services Risk Rating 

 Monitoring of costs 
versus agency cap 

 Income and activity 
trends monitoring and 
reporting 

Independent / semi-
independent 

 NHSI review of annual 
plan  

 Internal Audits in 
place in covering Key 
financial systems 
including budgeting, 
core processing 
systems, and financial 
management in care 
groups 
  

 

 

 

 

Lead: David Brown, Carole Langrick            Committee: Finance 

Committee 
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Current year plan: 

Inherent risk level  Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

4 4 16 4 4 16 2 4 8 

 

Medium-term and beyond 

Inherent risk level  Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

4 5 20 4 4 16 2 4 8 

 

Planned Trajectory (April 2019 – March 2021) Commentary including actions required and conditions to be met to meet target score 

Month Score/ RAG Month Score/ RAG The current risk score reflects two key uncertainties with respect to the Trust’s financial plan for the current year, 
Firstly, the shortfall, pending further work on CIP, QIPP (with CCGs) and across the system, of identified 
schemes under the Trust’s cost improvement programme, and secondly, the need to finalise an agreement with 
commissioners on access to additional funding built into the plan. The risk management trajectory reflects 
planned actions to address both issues by the half year, with the focus then moving to confidence on delivery by 
January 2019.  

Longer-term planning continues to be challenged, pending the development of a long-term system strategy. The 
four year ICS plan due in Autumn may provide the clarity required and the Trust is contributing to this work fully.  

OFF TARGET BUT ON TRAJECTORY 

Apr-19 16 (4x4) Apr-20 8 (2x4, target) 

Jul-19 16 (4x4) Jul-20 8 (2x4, target) 

Oct-19 12 (3x4) Oct-20 8 (2x4, target) 

Jan-20 8 (2x4, target) Jan-21 8 (2x4, target) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Previous quarter risk score 

RED – 16 (4x4) 
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OBJECTIVE 2: Stakeholder needs met / stakeholder engagement and support 

Linked Strategic Objectives: 

 Communication and Engagement Matters 
 

Risks to objective Controls Sources of Assurance Gaps in controls Assurance outcomes / gaps Risk Mitigation Plan 

Principal inherent risks: 

 The Trust may fail to 
develop and maintain 
strong working 
relationships with key 
stakeholders, 
impacting upon the 
Trust’s reputation and 
undermining the 
effectiveness of joint 
work to address 
system-wide 
challenges which 
impact on the Trust’s 
plans and 
performance. 
Stakeholders include, 
among others, CCGs, 
regulators, NHS 
England, Governors, 
Local Authorities  

 

 The Trust Board has agreed a Communication and Engagement Strategy which 
is being rolled out. 

 Reporting takes place to each full Board meeting on performance metrics for 
communication and engagement. 

 The Board receives updates from the CEO on stakeholder relationships as part 
of the CEO update to Board meetings. 

 Regular, formal CEO-level relationship management meetings take place with 
Commissioners (Chief Officers’ meetings) 

 Contract management arrangements with CCGs include escalation of issues to 
Chief Officers, enabling emerging risks to be jointly mitigated before they 
become potential sources of difficulty 

 There is a three-year contract with commissioners predicated on a joint vision 
for reducing activity and cost in line with affordability, building on implementation 
of an Integrated Care System (through the Integration Board for County Durham 
and Darlington 2020 vision). There is therefore a shared vision with 
commissioners. 

 The Trust is fully engaged in the development of plans for the region-wide 
Integrated Care System and local Integrated Care Partnerships. 

 The Trust is represented in the Local Authority Integration Board, and Health 
and Wellbeing Boards, and reports to their Overview and Scrutiny Committees 

 Trust officers’ chair or co-chair LHE forums e.g. Local Accident and Emergency 
Delivery Board. 

 The quality assurance needs of CCGs are serviced through the Clinical Quality 
Review Group 

 Regular, scheduled meetings take place with local MPs. 

 The Trust involves stakeholders in Clinical Strategy Events and has active 
involvement in their reciprocal events e.g. Rhetoric to Reality in Darlington. 

 There is full involvement and support to system-wide collaborative working both 
locally with North and South Tees (Trust CEO and MD leading CDDFT input) 
and at the wider North East and Cumbria level (CEO leading for the Trust). 

 The Trust is actively involved in MDT developments in Darlington, North Durham 
and DDES, including representation on the Integration Board for County Durham 

 There is a programme of communication with local GPs through presentations to 
the LMC and newsletters, supported by the Trust’s Clinical Leaders in place. 

 A programme of communication and engagement of Governors and members is 
in place through bulletins, scheduled meetings and events in place. 

 A Patient Experience and Community Engagement Strategy is in place.  

 The Trust makes proactive use social media communications with the impact 
being monitored and reported to the Board using analytics.  

Management assurance 

 Informal views on 
stakeholder relationships 
are taken by the Chairman 
in meetings with 
stakeholders and reported 
informally to Board. 
 

 

 Need to refresh the 
Trust’s internet site to 
address feedback from 
users (as planned in the 
Communications 
Strategy) 
 
 

Gaps 

 Core reporting takes place to Board / on the health 
of key relationships but further work required on 
metrics. The NECS survey may provide an 
opportunity to address this gap.  
 

Positive outcomes 

 Local Authority co-chairs report good relationships 

 External well-led review rated the Engagement 
Domain as ‘Amber-Green’ and the follow up review 
has confirmed improved stakeholder feedback on 
how they have been engaged re: the Trust’s 
strategy. 

 Council of Governors Self-Assessment of 
Effectiveness provided positive feedback with 
respect to Trust support. 

 Community Contract award evidences positive 
commissioner perceptions of their ability to work 
with the Trust on the integration agenda, in line with 
other informal positive indicators. CCG commended 
the Trust’s for its contribution to the community 
contract mobilisation and there is informal evidence 
of improved relationships, e.g. joint work on system 
pressures, and the standing down of the Quality 
Improvement Board. 

 Likewise the three year block contract agreement 
has also enabled closer collaboration. 

 Communications Dashboard indicators are mainly 
positive, especially Twitter and social media 
indicators. 
 

Other outcomes 

 Council of Governors effectiveness assessment 
flagged a need to increase member engagement. 

 Stakeholder survey confirms positive perceptions 
but highlights some areas of further focus for 
communications and engagement activity.  
 

1. Stakeholder Relationship 
Map to be brought back to 
the Board showing updated 
positions after well-led 
review and NECS 
Stakeholder Survey, desired 
positions and plans to move 
towards them (SJ, July 
2019). 

2. Refresh member 
engagement programme as 
agreed with the Council of 
Governors (WE June 2019).  

3. Close monitoring of joint 
working with CCGs in line 
with the new contract and 
with respect to the 
Community Contract to 
realise opportunities to 
strengthen working 
relationships / manage risks 
to them (SJ / CL, on-going).  

4. Roll out the refresh of the 
Trust’s internet site in line 
with the project timetable 
(SJ (GC) – October 2019). 

 

Metrics 

 Metrics are in place for 
communications through the 
media, social media and the 
Trust’s website.  
 

Risks beyond Board 
tolerance in risk register  
No specific risks. 

 

Independent / semi-
independent 

 Follow-up well led review by 
KPMG (reported) 

 Stakeholder survey g 
facilitated by NECS. Trust 
stakeholders were asked for 
their perceptions of the 
Trust against a number of 
dimensions. 

 

Inherent risk level  Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

4 5 20 2 4 8 2 3 8 

 

Planned Trajectory (April 2019 – March 2021) Commentary including actions required and conditions to be met to meet target score 

Month Score/ RAG Month Score/ RAG Overall, the Trust has evidence from third party reviews and direct feedback from stakeholders of positive 
stakeholder relationships. Governor feedback is generally positive and metrics monitored by the Board have 
demonstrated an improving year on year trend. Social media penetration is improving. The Risk Mitigation Plan 
aims to sustain performance in line with the target risk score.  

ON TARGET 

Apr-19 8 (2x4, on target) Apr-20 8 (2x4, on target) 

Jul-19 8 (2x4, on target) Jul-20 8 (2x4, on target) 

Oct-19 8 (2x4,on  target) Oct-20 8 (2x4,on  target) 

Jan-20 8 (2x4), on target) Jan-21 8 (2x), on target) 

 

 

Lead: Sue Jacques       Committee: Board 

Previous quarter risk score 

AMBER - 8 (2x4) 
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OBJECTIVE 3: Effective Patient and Community Engagement  

Linked Strategic Objectives: 

 Implementation of the IS Strategy (Health Informatics Matter) 

Risks to objective Controls Sources of Assurance Gaps in controls Assurance outcomes / gaps Risk Mitigation Plan 

Principal inherent risks: 

 The Trust may fail to involve 
patients and the public 
effectively in proposals to 
develop or change services, 
resulting in missed 
opportunities to optimise the 
patient experience in clinical 
pathways and / or opposition to 
proposals with clinical benefit 
 

 A Patient and Community Engagement Strategy is in place. 

 A Patient Experience Forum meets every two months to 
identify and oversee the roll out of tangible improvements 
for patients. The group includes representation from 
HealthWatch and Governors (on behalf of members) 

 The Trust engages patients through various networks and 
focus groups operating at the individual service level. A 
number of these are run through regional networks. 

 Patient stories are collated and reviewed at Board level 
(through IQAC) and there are examples of patients’ views 
being acted upon to make positive changes as a result of 
this. 

 Some 20 public governors within the Council Governors, are 
elected to represent the views of the public and members. 

 There is planned approach to working with the Overview 
and Scrutiny Committees (OSCs) in County Durham and 
Darlington, to keep the OSCs informed of planned 
development and to agree joint approaches to engagement 
and consultation. This approach also encompasses our 
CCGs. 

 Patients views are elicited through relevant audits e.g. 
National Dementia Audit, VOICES end of life service and 
used to inform service planning. 

Management assurance 

 Reporting from the Patient 
Experience Forum into EPEC 

 Lack of a holistic approach to 
tracking patient engagement 
and involvement, making it 
difficult to provide the Board 
with an overview of activity and 
actions taken 

 Membership engagement by 
Governors (with Trust support) 
covers only a limited proportion 
of members and may not be 
representative. 

Gaps 

 None. 
 

Outcomes 

 Well-led reviewers (KPMG) rated the 
engagement domain as ‘Amber-
Green’ overall. 

 Some good examples of engagement 
and changes being made at the 
service level. 

1. Review arrangements for planning, 
monitoring and reporting of patient 
engagement activity at Care Group 
and Trust level, to develop a holistic 
and co-ordinated approach which 
tracks the implementation of the 
Patent and Community Engagement 
strategy (NS – July 2019). 

2. Provide opportunities for increased 
member engagement, through 
support to community-based events 
and use of email communications on 
behalf of both the Trust and 
Governors to members, by 
constituency, with contact details and 
requests for views (WE – July 2019) 

. 

Metrics 

 Patient contacts reported and 
monitored through the Patient 
Experience Intelligence Dashboard 
and CLIPS report 
 

Risks beyond Board tolerance in 
risk register: 
 

 None 

Independent / semi-independent 

 Well-led reviews by KPMG and 
CQC 

 Scheduled Internal Audit of Patient 
and Public Engagement in 2019/20 
(Quarter 4). 

 

Inherent risk level Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

4 4 16 3 3 9 2 3 6 

 

Planned Trajectory (April 2019 – March 2021) Commentary including actions required and conditions to be met to meet target score 

Month Score/ RAG Month Score/ RAG This is a new objective included to recognise the increasing priority being placed on patient and community engagement 
by the Board. The key action to reduce the risk to the target score is Action 1.  

OFF TARGET BUT ON TRAJECTORY 
Apr-19 9 (3x3) Apr-20 6 (2x3, target) 

Jul-19 9 (3x3) Jul-20 6 (2x3, target) 

Oct-19 9 (3x3) Oct-20 6 (2x3, target) 

Jan-20 9 (3x3) Jan-21 6 (2x3, target) 

 

 

 

 

 

 

 

 

 

 

 

Lead: Sue Jacques, Noel Scanlon                  Committee: IQAC 

 

NEW objective 
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OBJECTIVE 4: IS Strategy Development and Delivery 

Linked Strategic Objectives: 

 Implementation of the IS Strategy (Health Informatics Matter) 

Risks to objective Controls Sources of Assurance Gaps in controls Assurance outcomes / gaps Risk Mitigation Plan 

Principal inherent risks: 

 The Trust may fail to update its 
systems in line with the needs of 
clinical services and DH 
mandated requirements by 2020. 
This would impact upon the 
quality and sustainability of 
clinical services, the Trust’s ability 
to implement its clinical services 
strategy and potentially increase 
the risk of a security breach. 

 The Trust may fail to protect its 
systems from a cyber-security 
breach  

 The Information Strategy Steering Group (ISSC) oversees the 
implementation of the IS Strategy and the development and 
implementation of IS (including security policies) 

 There is clinical representation from Care Groups on ISSC, to 
enable the development of IS strategy to be evaluated in the 
light of the needs of clinical services.  

 A Chief Clinical Information Officer in place to lead and 
coordinate clinical input to the development of IS Strategy. 

 Programme and project management controls are in place 
within Health Informatics team, and these are applied to any 
IS systems / strategy project. 

 A digital maturity matrix is maintained by Health Informatics, 
providing benchmarked assurance with respect to the maturity 
of systems and identifying gaps to be addressed in the IS 
strategy.  

 The IS strategy has been approved by the Board and in place 

 Trust linked in to “Digital Roadmap” development for County 
Durham and Darlington.  

 A specific Cyber-security strategy is in place and has been 
largely implemented following Board approval.  

 A Project Board is in place to oversee the implementation of 
an Electronic Patient Record system, which will address the 
many (but not all) of the system replacement requirements. 
The specification and procurement phases are now largely 
complete.  

 Some 40 clinical champions and 20 others provided sessional 
commitments to support system selection, design and 
identification and quantification of benefits.  

 There is a Health Informatics Sub-Group which monitors the 
IT estate and, with input from Care Groups, prioritises and 
proposes capital spending plans for each year.  

 Periodic Phishing and Penetration Tests are undertaken to 
evaluate the risk of the Trust’s networks and systems being 
breached. 

 Cyber-security exercises are also undertaken periodically, as 
are penetration tests. 

 Data Security and Information Risk Management procedures 
are in place, which are monitored on a quarterly basis by the 
Data Security and Protection Committee.  
 

Management assurance 

 ISSC reports into SCB and 
Integrated Quality and Assurance 
Committee on the progress of EPR 
and other projects. 

 There is frequent reporting into EDs 
and Board on the progress of the 
EPR programme. 

 Monitoring and reporting of 
compliance with the 10 key steps for 
cyber security through the IG Toolkit 
and drawing on regional and 
national programmes including 
“CareCERT” validation of patching 
for key systems. 

 The implementation plan for 
agreed strategy remains 
contingent on funding and 
regulatory approval for 
EPR, and funding being 
available for other systems. 

 Some systems are priorities 
for replacement but sit 
outside of the strategic 
solution (although it is now 
thought EPR will address 
more requirements than 
originally believed).  

 Final timetable and delivery 
plan for EPR contingent on 
funding and regulatory 
approval being in place. 

 Delay to funding and 
approval increases the 
Trust’s reliance on the 
existing IT estate which is 
growing older. At the 
present time the Health 
Informatics Sub-Group is 
developing the 2019/20 
plan but is expected to 
highlight risks for which 
additional funding is 
required 

 A cyber-security risk 
appetite programme is 
underway, but not 
complete.  
 

Gaps 

 None. 
 

Outcomes 

 PWC review of IS governance and 
strategy concluded medium risk 
(main issue being to ensure that 
further iterations of the strategy align 
as far as possible with the clinical 
services strategy as it becomes 
clearer).   

 Suppliers have indicated in 
discussions that the benefits required 
from the EPR case should be 
deliverable, however funding required 
will exceed benefits in the earlier 
years. Discussions ongoing with 
supplier regarding a back-ended 
payment profile in line with benefits 
realisation. 

 The Gateway Review for EPR flagged 
12 recommendations, including one 
critical action to accelerate the 
development of analyses required for 
NHSI approval of the business case. 
The Board received assurance from 
the Project Board that all actions were 
implemented.   

 PWC reported Critical / High Risk 
findings for the management of 
certain systems hosted in the Cloud, 
with particular reference to disaster 
recovery planning and business 
continuity.  

3. Implement proposals to replace 
systems which will not be covered by 
the Electronic Patient Record 
(system-solution) as part of the 
capital plan for 2019/20 and beyond 
(NS / DB – July 2019). 

4. Continued exploration of funding and 
pursuit of regulatory approval for 
EPR (SJ/NS – on-going). 

5. EPR Project Board engaging with 
primary care to understand their 
requirements from roll out of EPR 
(NS, on-going). 

6. Implement actions in cyber-security 
risk management plan brought to 
Board in March 2019, including the 
development of the cyber-security 
risk appetite statement (NS, October 
2019) 

 
Section 4 provides more detail of the 
actions being taken for the specific risks 
included in the risk register. 

Metrics 

 None at present. 
 

Risks beyond Board tolerance in 
risk register: 
 

 See Section 4. 

Independent / semi-independent 

 PWC (IT internal auditors) review of 
IS strategy and programme of IT 
Audits (completed).  

 PWC review of IS governance 
(completed). 

 PWC review of Cyber Security 
(completed).  

 External Assessment of Cyber 
Security (Deloitte on behalf of 
national programme) 

 IQAC scrutiny of programme 
reports. 

 External assurance was sought on 
the business case and roll out plan 
for EPR, including the benefits case. 

 Independent, external Gateway 
review of the EPR project 
(completed) 

 

Inherent risk level Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

4 4 16 3 3 9 2 3 6 

 

Planned Trajectory (April 2019 – March 2021) Commentary including actions required and conditions to be met to meet target score 

Month Score/ RAG Month Score/ RAG The key actions required to bring risk within the target score are: 

iv. Secure funding and regulatory approval for EPR implementation (which will first entail ICS support). 
v. Understand the risks associated with systems not to be replaced by EPR (at all, or for some time) and develop 

credible, prioritised plans to replace them 
vi. Complete outstanding work on cyber-security risk management. 

Given current national, regional and local funding constraints it is suggested that the actions may take more than 12 
months to close-out, possibly longer. The assessment of priorities for the current year and proposed Informatics capital 
plan are needed to enable Executive Directors to be fully informed in taking a view of the risk in this area and it is 
recommended that the current risk score and mitigation be reviewed in full by Executive Directors once it is available.  

OFF TARGET BUT ON TRAJECTORY 

Apr-19 9 (3x3) Apr-20 6 (2x3, target) 

Jul-19 9 (3x3) Jul-20 6 (2x3, target) 

Oct-19 9 (3x3) Oct-20 6 (2x3, target) 

Jan-20 9 (3x3) Jan-21 6 (2x3, target) 

 

Lead: Noel Scanlon       Committee: IQAC 

Previous quarter risk score 

AMBER - 9 (3X3) 
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OBJECTIVE 1: Provider Licence Compliance 

Linked Strategic Objectives: 

 None per se – the objective is essential to the Trust meeting its core purpose of providing, safe, compassionate and effective, joined up care. 

Risks to objective Controls Sources  of Assurance Gaps in controls Assurance outcomes / gaps Risk mitigation plan 

Principal inherent risks: 

 The Trust may fail to 
maintain adequate 
monitoring systems to ensure 
compliance with its Provider 
Licence, Particularly 
important systems are those 
relating to quality 
governance, financial 
stewardship, reporting and 
information and board 
governance. Related risks 
include failure to meet targets 
informing assessment within 
the five domains in the Single 
Oversight Framework; failure 
to maintain adequate CSRR 
and Incomplete / inaccurate 
performance reporting; 
 

 Systematic data collection and validation 
processes are in place, supported by an 
independent assurance from Internal and 
External Audit and use of data kite-
marking 

 Information Services perform 
reasonableness and reconciliation checks 
on data collected and on performance 
reported against performance indicators. 

 Data Quality Policies are in Place. 

 Governance systems in place kept under 
review by the Audit Committee and the 
Board, based on reports from the Senior 
Associate Director of Assurance and 
Compliance (SADAC), Internal Audit and 
third parties e.g. CQC and KPMGs’ well-
led reviews. 

 Financial planning and management 
systems are in place – validated by 
internal and external audit.  

 Actions from NHSI Bulletins are allocated 
and monitored through to completion 
through the Executive Directors’ meetings. 
This includes monitoring of adherence to 
deadlines for the provision of information 
requests. 

 Reporting of Use of Resources Rating, 
and performance against control totals 
(including the Agency Cost Control Total) 
is through Finance Committee, and 
reporting on quality through IQAC 

 The Annual Certification process is based 
on evidence collated and reported through 
this BAF and further detailed commentary 
on assurances in place / other evidence 
from the SADAC 

 A Board Development Programme and 
NED training register are now in place. 

Management assurance 

 Validation checks on datasets by Information 
Services; 

 Monitoring of financial risk rating through monthly 
Board Finance Reports. 

 Review of sources of evidence and reporting to 
the Board prior to declarations required with the 
Annual Plan / accounts (by SADAC). This includes 
assessment of compliance with key Licence 
Conditions 

 
 

 None 
 
 
 

Gaps 

 Internal Audit previously recommended improvements in 
governance in SCL, which have now been implemented. 
A follow up audit is scheduled to provide assurance with 
respect to the effectiveness of the actions taken.  

 
Positive outcomes 

 Positive performance against Financial Control Total in 
the year to date( see Domain 4, Objective 1)  

 External well-led reviewer now rates the Trust ‘Amber-
Green’ for 10 out of 10 Domains and action plan 
complete. Substantial assurance from internal audit on 
implementation of actions from the well-led review. 

 CQC Well-Led review rated the Trust ‘Good’.  

 Board reviewed sources of assurance and outcomes in 
support of the year end and June 2018 self-certification 
statements and confirmed those statements (including 
arrangements in place to review and provide reasonable 
assurance of licence compliance) in May 2018. The 
2019 evidence collection exercise has been completed 
and recommends that the Board can provide reasonable 
assurance of compliance with the Provider Licence. 

 Substantial assurance for the Internal Audit report on 
Risk Management. 

 No fundamental control weaknesses per Head of 
Internal Audit Opinion and Annual Governance 
Statement for 2018/19 

 NHSI have placed the Trust in Single Oversight 
Framework Segment 2 in all Quarterly Review Meetings 
in 2018/.19. i.e. no mandated support.  
 

Other outcomes 

 Control total for 2018/19 not yet. See Finance Objective 
(Domain 4, Objective 1 for actions with respect to this 
matter). 
 

1. Develop and report on implementation of 
actions from follow up review of well-led 
framework from KPMG LLP on well-led 
(WE, from June 2019). 

2. Embed formal consideration of CQC 
standards in Care Group and Trust 
Governance meetings (WE, ongoing) 
 

Risks beyond Board tolerance 
in risk register 

 No specific risks noted. 
There are, as noted 
elsewhere, financial 
pressures, risks to the 
achievement of NHS 
Constitution and healthcare 
standards.  

 

Metrics 

 Monitoring and reporting of performance against 
NHSI key indicators through the Integrated 
Performance Report. 

 

Independent / semi-independent 

 Internal audits of selected data indicators, finance 
and governance systems including risk 
management and follow up of KPMG’s well-led 
review recommendations 

 Validation of reporting systems for selected data 
metrics through External Audit testing of Quality 
Accounts. 

 External audit of financial accounts. 

 External well-led review. (Follow up review under 
way). 

 

Inherent risk level Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

4 5 20 2 3 6 2 3 6 

 

Planned Trajectory (April 2019 to March 2021 – by quarter) 
Commentary (including summary of actions and conditions needed to meet the 

target) 

Month Score/ RAG Month Score/ RAG As this risk relates to on-going regulatory compliance and operational performance, the 
Board required the target position to be achieved and held for the year. Presently NHSI have 
placed the Trust in Segment 2, with no mandated support supporting the reduction to the 
target risk score. The Risk Mitigation Plan is designed to maintain risk within the target 
score.  

ON TARGET  

 

 

Apr 19 6 (2x3, target) Apr-20 6 (2x3, target) 

Jul-19 6 (2x3, target) Jul-20 6 (2x3, target) 

Oct-19 6 (2x3, target) Oct-20 6 (2x3, target) 

Jan-20 6 (2x3, target) Jan-21 6 (2x3, target) 

Lead: Warren Edge        Committee: Board 

Previous quarter risk score 

YELLOW - 6 (2x3) 
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OBJECTIVE 2: Fundamental care standards met 

Linked Strategic Objectives: 

 None per se – the objective is essential to the Trust meeting its core purpose of providing, safe, compassionate and effective, joined up care. 

Risks to objective Controls Sources of assurance Gaps in controls Assurance outcomes / gaps Risk mitigation plan 

Principal inherent risks: 

 The Trust may fail to 
adhere to CQC 
Fundamental 
Standards across the 
five domains (safe, 
effective, caring, 
responsive and well-
led); 

 The Trust may fail to 
meet standards for 
clinical care e.g. NICE 
guidelines. 
 

 Quality Matters / Perfect Ward audits, aligned 
to CQC standards and in place every month, 
with results linked directly to the performance 
review and ED oversight processes as well as 
reported into the Integrated Quality and 
Assurance Committee (IQAC - for assurance, 
every month). 

 A process is in place for the facilitation of 
CQC visits and follow-up of actions from CQC 
inspections. 

 A formal policy and procedure are in place for 
receipt, evaluation and action of NICE 
guidelines and technology appraisals, CAS 
alerts and NCEPOD recommendations. 
Tracking and reporting of the position on NICE 
guidelines takes place with assurance to  
IQAC and escalation to CEC / ECL 

 The CQC Inspection Action Plan is tracked 
and reported to Executive Directors (through 
Committees) to IQAC and Board, and with 
commissioners through Clinical Quality 
Review Group 

 The Performance Report and BAF are aligned 
to CQC Domains 

 Back to Practice days – senior nursing team 
and others carry out ward walk-rounds and 
work with ward staff to focus on quality issues 
each week  

 Quarterly reporting on CQC Insights and 
intelligence / outstanding practice from CQC 
reports and publications. 

 Additional peer reviews and cross-site 
inspections arranged to assess and monitor 
compliance with standards.  

Management assurance 

 Review of status of compliance 
with NICE, NCEPOD and NPSA 
alerts through IQAC. 

 

 CQC inspection found:  

 Gaps in identification of 
patients requiring 
Deprivation of Liberty Orders 
and understanding and 
application of the Mental 
Capacity Act 

 Issues with medicines 
management, record-
keeping and covert 
medications 

 Need to embed learning 
from never events and 
theatre culture action plans  

Actions taken but embedding of 
new controls and changes to 
processes still being monitored. 

 Some residual actions to be 
concluded re A&E staffing 
(medical staff and Children’s 
nurses).  

 Whilst Care Group and Board 
Committees do cover CQC 
standards, consideration of 
implications for Fundamental 
Standards of Care needs to be 
explicit in all settings. 

 Recent peer review / cross-site 
inspections identified some 
areas of practice which required 
reinforcing in specific areas.  

 

Gaps 

 Committee structures alignment to CQC Fundamental 
Standards requires further definition and embedding. 

 Currently in transition with respect to the auditing 
process on wards – the Integrated Quality and 
Assurance Committee is monitoring the change to 
identify its assurance needs from the new approach.  

 
Positive outcomes 

 Almost all wards and adult community teams scoring 
blue or green in Quality Matters. 

 External well-led review now rating 10 out of 10 
domains (including those most closely focused on 
quality) to be ‘Amber Green’. 

 Good ratings for well-led (Trust level), Caring and 
Responsiveness and for Medicine and Maternity 
Services 

 Positive peer review of Theatres by Newcastle 
Hospitals.  

 All Must Do actions from 2017 inspection now 
compete subject to ongoing assurance checks. All but 
four should do actions completed. 

Other outcomes 

 Internal Audit of Duty of Candour – reasonable 
assurance 

 Internal Audit of Quality Matters Data Quality has 
raised some issues with the evidence supporting data 
entry and data entry errors.  

1. Remaining actions from the 2017 CQC Action 
Plan and actions subject to ongoing assurance 
continue to be monitored via EPSEC and CEC 
every month (NS,WE on-going)..  

2. Action progress is scrutinised by IQAC every 
month and reported to the Board in full (WE on-
going) 

3. Embed quality improvements committed to as part 
of NHSI’s Moving to Good programme (roll out of 
IMPS, review of Board agenda to include a Quality 
Improvement element, review of reporting to 
include SPC charting, culture programme) – 
Executive Directors (on-going to October 2019) 

4. Perfect Ward tool to be rolled out to replace 
Quality Matters on inpatient wards allowing 
automatic extraction of audit data and extend 
coverage to A&E Departments (NS, March 2019). 

5. Local actions from the peer review inspections to 
be implemented and assurance (NS/WE – June 
2019). 

6. Implement actions agreed with Internal Audit to 
strengthen monitoring of compliance with Duty of 
Candour (NS, June 2019).  

7. Ensure Committee agendas provide sufficient, 
timely coverage and assurance of all CQC 
Fundamental Standards of Care (WE, NS, 
ongoing). 

Risks beyond Board 
tolerance in risk register 
Risks captured under 
Domain 1 (Quality). 
 
Section 3 includes risks re 
compliance with the 
Falsified Medications 
Directive. 

 

Metrics 

 Board Performance Reports – 
metrics aligned to CQC Domains 
 

Independent / semi-independent 

 Quality Matters Ward  and 
Community Team Performance 
Framework 

 Tracking, reporting and follow 
through of actions from NICE and 
alerts through IQAC 

 IA review of Quality Matters 
(2018/19) 

 Peer reviews e.g. theatres, 
secured to Moving to Good 
programme. 

 Follow-up well-led review. 

 NHSI independent review of Trust 
assessment re Paediatric services 
ongoing from December 2018). 

  

 

Residual risk level Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

4 5 20 2 3 6 2 3 6 

 

 

 

 

 

 

 

 

 

 

Planned Trajectory (April 2019 to March 2021 – by quarter) Commentary (including summary of actions and conditions needed to meet the target) 

Month Score/ RAG Month Score/ RAG 
The Risk Mitigation Plan is designed to maintain the risk score in line with the target. All Must Do 
Actions from the last inspection have been implemented and ongoing assurance processes are in 
place to monitor the effectiveness of the actions taken. All but four ‘Should Do’ actions are in place. 
Checklists are in place for local monitoring, and monitoring through Back to Practice Fridays and 
peer reviews have been undertaken across site.  

ON TARGET  

 

 

Apr 19 6 (2x3, target) Apr-20 6 (2x3, target) 

Jul-19 6 (2x3, target) Jul-20 6 (2x3, target) 

Oct-19 6 (2x3, target) Oct-20 6 (2x3, target) 

Jan-20 6 (2x3, target) Jan-21 6 (2x3, target) 

Lead: Warren Edge / Noel Scanlon       Committee: IQAC 

Previous quarter risk score 

YELLOW – 6 (2x3) 
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SECTION 4 – RISKS BEYOND TOLERANCE AND SUMMARY MITIGATIONS 

The position below reflects the risk register at 30th April 2019, following the Risk Management Committee meeting held in March 2019.  

Risk summary Care Group / 
Directorate 

Reference Current score Summary of risk mitigation 

Risks relating to the EPR system – potential non-availability of sufficient capital for 
implementation and the potential for current systems  to become unreliable or unfit for 
purpose during the implementation phase  

Health Informatics  2047, 2048,  25 See Domain 4, Objective 4 in the BAF. The supplier expressed the view that the benefits in the business case 
are achievable and discussions have taking place with a view to structuring a deal where payments are aligned 
to benefits realisation. The Final Business Case was approved by the Board meeting on 30

th
 January 2019 

subject to funding. Exec Directors and Associate Director of Health Informatics pursuing all possible options to 
secure the relevant funding. 
 
Current IT systems are closely monitored for resilience and reliability. The age of some systems does increase 
the risk with respect to those systems.  Immediate needs have been identified to Executive Directors and met for 
the current year.  

Renewing / aligning contracts to the EPR programme is now a specific item on the EPR Procurement Task and 
Finish Group agenda 

Insufficient capital available in the 10 year Health Informatics (HI) Capital Programme to 
deliver the HI Strategy Delivery Programme including Do Minimum.  

Health Informatics  2030 20 The Health Informatics sub-programme is developing proposals for the Health Informatics capital plan for 
2019/20. See Domain 4, Objective 4 in the BAF. 

Loss of medical and nursing capacity for Rheumatology has left the service at risk of being 
unable to meet demand for new and follow up appointments. This could result in a worsening 
of patients’ conditions or delay in titration of disease modifying drugs.  

Integrated Medical 
Specialties 

2010 20 New skill mix models are being rolled out to maximise the use of nursing, Pharmacy and Physiotherapy staff for 
triage and follow up appointments. The Trust’s commissioners are also working the primary care colleagues to 
manage demand and discussions are taking place with neighbouring Trusts. A recovery plan is in place and 
backlogs in appointments are reducing. A system-wide solution is required, however, to ensure that the service is 
sustainable in the long-term and this is being pursued proactively.  

Risk of failure of Air Handling Unit (AHU) in the Sterile Services Department at DMH. The 
AHU controls the temperature, humidity and air pressures required to meet the 
pharmaceutical standard for the integrity of the room where the disinfected instruments are 
packed and prepared for sterilisation. When the AHU has failed temperatures reached 34°C, 
positive pressure was lost and humidity rose this coupled with the PPE the staff are required 
to wear made the working conditions, at times, unbearable. The AHU is old and replacement 
parts are specialist and more difficult to source  

CDD Services 2139 16 Executive Directors have agreed plans for the development of Sterile Services which will address this issue. 
There are procedures in place to monitor the operation of the unit on a daily basis with defects being reported to 
CDD Services for rectification. A business continuity plan is in place which has been tested.  

Gaps in middle grade and junior doctor rotas for Paediatrics, impacting on the long-term 
sustainability of the service on two sites  

Family Health 1728 and 2166 16 The change to the service model agreed by the Board from 1
st
 September 2018 is now in place has been 

sustained without adverse impact on patients. Longer-term planning now forms part of joint work on clinical 
pathways with North and South Tees Hospitals and commissioners. Recruitment is on-going to vacancies with 
recent recruitment activity having proved successful. 

Following reconfiguration of the Children's Continuing Care Team there have been high 
levels of sickness absence (up to 85%). This team carries out initial and review assessments 
for children with complex needs being cared for in the community. The levels of sickness 
absence within the team have led to delays for children with often very complex needs in 
assessments being carried out. There is also a risk that the KPIs not being met. 

Family Health 2194 16 Discussions with commissioners are on-going as to the long term plan for the delivery of this service. Regular 
meetings with the team to include Trade Union representative and HR Manager.  

The Trusts PC replacement programme is an annual rolling programme which replaces end 
of life devices. Full costs of replacement are £375k. Due to capital demands for IT exceeding 
the total capital allocation, the replacement programme for PCs and similar devices has been 
re-profiled and reduced by a total of £150k. There is a risk that the PC estate cannot support 
clinical services which rely on IT equipment to perform their duties.  

Health Informatics 
(Nursing) 

2098 16 Executive Directors will need to consider the sufficiency of funding for device replacement as part of the approval 
of the 2019/20 capital plan.  

13% increase in ED attendances since the start of 2019 puts increase demand on the 
service. 

Integrated Medical 
Specialties 

2215 16 Efforts to increase flow and reduce bed days with Next Step Home continue and have provided some resilience 
for the Trust to manage this. Discussions are taking place through the Local Area Delivery Board on actions to 
manage demand and provide further resilience should demand levels persist. See Domain 1, Objective 3 in the 
BAF.  

Lack of available clinical assessment rooms in ED, UHND, resulting in the inability to identify 
and assess patients, especially those who are critically ill, in a timely fashion.  This also 
impacts on ED performance with time to initial assessment being greater than 15 minutes, 
time for ED clinician to be greater than one hour, and decreased performance against the 
four hour ED standard.  

Integrated Medical 
Specialties 

2110 16 The long-term mitigation will be the new Emergency Care Centre once built. GP Streaming works have assisted 
in providing some additional capacity in the meantime and the Transforming Emergency Care programme has a 
number of actions - including embedding of the Bristol ED safety checklist, use of the urgent care centre space, 
provision of ambulance handover bays and streaming of patients to AMU for assessment which will help to 
manage flow within the department.  The there is a  4 hour waits improvement action plan in place, including 
embedding #NextStepHome and Mighty March initiatives. 

The new Emergency Care Centre may not be funded (funding not approved from NHSI). 
Future ED services may not be fit for purpose. 

Integrated Medical 
Specialties 

2180 16 Following agreement of business case at Trust Board in February 2019, authorisation to pursue alternative 
funding sources has been agreed and the Board is working to a date of September 2019 to identify and confirm 
funding and regulatory approval.  

ED, UHND estate does not facilitate a quality experience for the child. The children's waiting 
area is co-located to the main adult waiting area with no separate entrance. 

 

Integrated Medical 
Specialties 

2210 16 Executive Directors have approved plans to co-locate a Paediatric Front of House Assessment Unit next to the 
Emergency Department, which will become operational from June or July 2019, with further improvements to be 
made thereafter. 
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Risk summary Care Group / 
Directorate 

Reference Current score Summary of risk mitigation 

Decontamination units for endoscopy are at the end of their life span, and breaking down 
more frequently. There is a risk of delays in decontaminating equipment impacting upon 
referral to treatment times.  

Surgery  1983 16 Executive Directors have agreed an option to consolidate the service with the Care Group; however, there is a 
dependency on another work-stream proceeding first. The Care Group is developing contingency plans, 
involving the sourcing of a mobile unit if necessary in the interim.    

At times of pressure on acute beds from non-elective demand, elective operations can be 
cancelled impacting on RTT performance  

Surgery  1985 16 Close scrutiny is in place for those specialties where the list size is not sustainable, to seek to ensure best use of 
available capacity. Continued use of extra sessions and independent sector where appropriate is allowing the 
RTT backlog to minimised. Plans remove to move the majority of Orthopaedic procedures to Bishop Auckland 
Hospital during 2019 to protect elective operations from the impact of surges in demand for unscheduled care, 
subject to securing appropriate hospital at night cover from the Acute Intervention Team.  

Failure to meet the cost improvement target (Surgery Care Group). Surgery 2176 16 The Care Group position is included in the Director of Finance’s reports to the Board and to Finance Committee 
and the Care Group has periodically presented to Finance Committee on its progress against plans during the 
year. The impact of the risk, which is crystallising, on the Trust’s overall plan is being mitigated as outlined in the 
Board Assurance Framework, Domain 4, Objective 1. 

Patients referred with a suspicion of breast cancer and for endoscopy services may wait 
longer than the two weeks specified in the NHS Constitution because of demand on the 
service compared to capacity. Service closure at City Hospitals Sunderland has impacted on 
the demand for services seen by the Trust.  

Surgery 2126 16 The regional cancer alliance is leading work to find a solution for breast cancer services across the North East 
and solutions are also being considered as part of ongoing work on clinical pathways with North and South Tees. 
The Medical Director has formally advised commissioners of pressures on this service and the risk to their 
sustainability from 2019.  The Trust continues to use the independent sector to support endoscopy provision and 
continues to recruit to provide a six-day service.  

Risk that the Surgery Care Group will not meet the CIP target for 2019/20. Financial penalties 
levied. 

Surgery 2208 16 GMs are working to complete QIAs for all ideas for potential schemes for consideration to support Trust CIP 
delivery. Collaborative working between care group and corporate directorates continues to effectively project 
plan to achieve recurrent CRT. 

The Trust may fail to sustain Dermatology services in line with current and future demand 
because of a shortage of Dermatologists (with the Trust and also regionally and nationally).  

Surgery 2169 16 The pressure on the service has been reported to the Board by the Director of Operations. Executive Directors 
are working with the Care Group to implement short-term measures to increase capacity to meet demand, while 
agreeing a long-term plan for the sustainability of the service including skill mix review and introduction the 
introduction of Tele-dermatology triaging.  

DMH Pharmacy Aseptic Unit experiencing demand at 150% of capacity (two members of 
Pharmacy staff)  

Clinical Specialist 
Services  

2079 15 The Accountable Pharmacist is to determine whether additional products can be purchased as pre-made 
outsourced products. A business case for an outsourced outpatient pharmacy is in development, which will 
include dispensing of oral chemotherapy and chemotherapy-supportive medication, however this will require 
NHSI approval as activity is being transferred to a subsidiary company. Recruitment to vacancies is also 
underway. 

Booster pumps to the main site cold storage tanks are located below ground level and the 
location could be liable to flooding.  

Estates (CDD 
Services) 

2084 15 A contractor has been appointed to complete a feasibility study with respect to re-siting of the pumping station 
and tanks. A sump pump is in place to deal with water ingress and a temporary pump is located in the plant room 
to be used in an emergency should the main pump fail.  

Scope and pace of estate rationalisation plans may not be sufficient to meet the Trust’s 
needs. 

CDD Services  2163 12 There are estate rationalisation plans in place, and progress has been reported to the Board previously. Plans 
are being implemented; however, there is a need for the Trust to challenge space utilisation further.  

The Pharmacy Robot will reach the end of its life in 2020. There is a risk that the 
manufacturer will not provide a maintenance contract.  

Clinical Specialist 
Services 

2017 12 The risk is covered by a maintenance contract at present. The risk increases as the contract end date 
approaches. A business case to replace the robot is in development. 

HEE have previously funded 100% of the salary of pharmacy student technicians but there 
are indications that for 20/21 this is likely to decrease, and may reduce to zero in line with 
other apprenticeships. Risk of unidentified funding required for remainder of salary 
replacement (2 x B2 posts).  

Clinical Specialist 
Services 

2181 12 A review is being undertaken of the current vacancy position whilst preparing a technician workforce paper.  

Pharmacy are experiencing a number of shortages of key medicines. 

 

Clinical Specialist 
Services 

2187 12 A "letter of comfort" is being obtained from NHSI regarding relaxation of Human Medicines Regulations. Regional 
arrangements are in place to assist in addressing key medicines shortages and the Trust is contributing to these.  

Potential for decommissioning of a health promotion / improvement service from 31 March 
2019  

Clinical Specialist 
Services  

2111 12 The local authority has confirmed that the contract will be decommissioned and a staff consultation process has 
started.  

The Pharmacy Aseptic Unit supply chemotherapy to four sites across the Trust. Currently 
there are significant supplier problems, resulting in a number of products that are normally 
purchased pre-made having to be made in-house. This will result in those products having 
shorter expiry, affecting the ability of pharmacy to prepare chemotherapy in advance  

Clinical Specialist 
Services 

2137 12 Vital aseptic work is being prioritised (long-life) batch products. Staff are being released from weekend 
commitments to be able to support the workload in aseptics as necessary. Plans to develop the Pharmacy 
Outpatient dispensing service in SCL would also help to address, but these now require NHSI approval given 
that they would expand the role of a wholly owned subsidiary. The Pharmacy Department is liaising closely with 
the chemotherapy units to and medical day units to schedule patients with care. 

Increased waiting time to respond to calls, patients and referrers at C3 due to IT/telephony 
resilience. Risk of patients/ carers being unable to get through if they require a Community 
Service visit leading to possible patient harm.  

Community 
Services 

2184 12 Staff consultation around the move to Spectrum is being carried out. A review of the staffing structure (pay 
bands) is being undertaken and further recruitment exercises will then commence.  

Patients and referrers are waiting too long for calls to be answered. This is partly due to 
vacancies within C3 and increased call volume due to changes within HDS. 

Community 
Services  

2204 12 Recruitment to vacancies has resulted in the appointment of two staff members who are going through the 
recruitment process.  In the meantime agency is in use to cover the vacant post. Referral to the Teams in Need 
of Support is being explored.  

From January 2018, a tariff will be charged for attendances at out of area Sexual Health 
Clinics. In 2016/17 around 40% of County Durham residents had to visit clinics out of the 
county. The Local Authority has significantly cut the funding allocated to out of area visits for 
2017/18 with a financial risk therefore to the Trust.  

Family Health 2059 12 The Care Group advised Risk Management Committee that there remains a need to understand the out of hours 
costs to be invoiced from other organisations and agreed to review the risk and highlight it to EDs should extra 
support be required in obtaining clarity on such charges.  
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Risk summary Care Group / 
Directorate 

Reference Current score Summary of risk mitigation 

Scan machine within the Antenatal Clinic at UHND is now more than seven years old, is 
becoming increasingly unreliable and image quality is deteriorating whilst not meeting the 
standard set by the National Screening Committee. This machine was not included within the 
managed system service project. 

Family Health 2193 12 Business case is being progressed with the order for replacement is now being approved and procurement 
progressing.  

Absence of an interface from the Pathology system to the Maternity Information System 
undermining reporting of national KPIs and ability to ensure that all women booked to deliver 
have routine blood tests.  

Family Health 1959 12 The system has gone live and the risk will be closed following an initial evaluation of the impact.    

Medical Equipment required by children, following assessment by Children’s Physio and 
Occupational Therapy Services (provided by outsourced supplier contracted by the CCG) 
may be inadequate, inappropriate, or incorrect. A number of incidents have occurred. 

Family Health 1901 12 Joint meetings are being held with CCGs to agree actions to reduce the risk, including the appointment of a 
Product Advisor by the outsourced contractor. A working group was established, which has agreed a specialist 
equipment ordering process and joint policy.  Some issues persist with the quality of supply and these are being 
highlighted to commissioners as they arise. 
 

The Trust is non-compliant with standards (national outlier) for some aspects of the National 
Paediatrics Diabetes Audit.  

Family Health 2108 12 A detailed action plan has been approved the Executive Directors and is being monitored by the Clinical 
Effectiveness Committee. A business case to invest in resources required for full Best Practice Tariff compliance 
and to mitigate outlier status has been supported. A further action plan has been signed off by Executive 
Directors to address shortfalls in completion of the healthcare checklists required by the service.  

Microsoft ‘s stance on licences may require some elements of the Trust’s Microsoft platform 
to be relicensed in year at increased cost / there is a risk that the Trust’s Microsoft operating 
systems may require update to maintain software and hardware updates. 

Health Informatics 
(Nursing) 

2026 12 A potential residual investment requirement has been identified and reported to Executive Directors. The position 
is subject to monthly monitoring by ISSC.  

EPR: Poor engagement from internal and external stakeholders and inability to manage 
expectations  

Health Informatics 
(Nursing) 

2061 12 Mitigated by the use of clinical champions and other clinical staff within the project team. There is leadership 
from the Chief Clinical Information Officer. Further work needs to be done with external stakeholders as the 
programme progresses and as set out in the Final Business Case approved in January 2019.  

 

ED, UHND does not have sufficient Paediatric Nurses per shift impacting on the quality 
assessment that a child may receive. Also staff may potentially be unaware of current and up 
to date management / treatment plans for children and on occasions adult nurses are 
assessing and treating children. 

Integrated Medical 
Specialties 

2209 12 The Trust is exploring a different model to provide Front of House paediatric care by using a co-located estate 
targeted for June / July 2019. Active recruitment taking place to paediatric positions within the department. 

Overspend in the Emergency Departments DMH and UHND, putting the achievement of 
Trust and Care Group financial targets at risk, because of the need to continue to maintain a 
safe, reliable service whilst absorbing activity pressures within the local system   

Integrated Medical 
Specialties 
 

2150 12 The Trust Board and Finance Committee are aware of the financial pressures affecting the department and the 
Trust as a whole, with mitigation plans being discussed at each Board meeting when the Finance Report is 
presented. The service has implemented grip and control measures and fortnightly finance review meetings. The 
overall impact on the financial plan is being mitigated in accordance with the Board Assurance Framework, 
Domain 4, Objective 1. 

Inconsistent application of the job planning policy which may lead to equal pay claims. Medical 2197 12 A paper highlighting the issues encountered is being presented to Exec Directors for discussion. 

Experience of falls causing harm in the year to date suggests a heightened risk of further 
avoidable falls  

Nursing 937 12 A falls strategy is in place, overseen by a multi-disciplinary falls leadership reporting to the Director of Nursing, 
which is being monitored by IQAC. Falls have reduced since the risk was raised and are now in line with national 
benchmarks.  This is, however, an ongoing risk given the characteristics of the Trust’s patient population. 

Failure to comply with the Trust’s policy in respect of DNACPR forms. Patients may receive 
inappropriate CPR or not be consulted appropriately.  

Nursing 1756 12 Results of audits, down to the individual level are being reported to Care Groups and compliance is monitored 
through monthly performance review meetings.  Care Groups are being asked to agree an overall action plan to 
address areas of non-compliance. Compliance has improved in recent months.  

Shortfalls in training rates for Safeguarding of Adults and Children  Nursing 1971 12 The risk is covered by the role specific training process with shortfalls escalated to Care Groups for follow up 
with relevant staff through their governance and, as necessary, monthly performance review meetings. All Care 
Groups have been asked to ensure that staff requiring training are fully compliant by June 2019. 

Video-conferencing facilities for Cancer Multidisciplinary Team discussions are not fully 
capable of meeting the Trust’s requirements. Equipment is not completely compatible with the 
Trust’s central system for running video-conferencing and suitable locations have yet to be 
identified.  

Operations  2086 12 A business case has been completed and funds identified from specific cancer-related funds for the majority of 
the costs. A bid is being submitted to the Charitable Funds Committee to fund the remaining shortfall from the 
General Fund. 

Incident reporting identifying that patients usual medications are not prescribed post 
operatively upon returning to ward increasing potential risk of harm. 

Surgery 
 

2042 12 The Care Group is piloting pharmacy pre-operative assessment for patients having high risk surgery and with 
multiple co-morbidities and supporting pre-assessment nursing teams with completion of non-medical 
prescribing. Matrons have been tasked with analysis of incidents to establish the current risk so that required 
actions can be escalated through Care Group Board by end of May 2019. 

The Care Group is currently not achieving National Requirement for Appointment Slot Issues 
(ASI) of 4% and Trust target of 15% due to multiple factors including single site provision, 
demand and capacity and GP referrals not offering full options of sites availability. 

Surgery 2202 12 Liaison will take place with Primary Care Links to work collaboratively to ensure all available appointment slots 
are offered to patients, preferably across multiple sites. Review is being carried out of individual clinics to ensure 
capacity available to meet the demand. We are working collaboratively with clinicians to find solutions to enable 
patients not generating an ASI. Work is on-going within the outpatient review group to aim to reduce 
inappropriate referral and single speciality outpatient provision is being reviewed and considered. 

There is a risk that if the computer or hard drive breaks at Stanley Community Dental Clinics, 
that the service will not be able to access any of the patient digital radiographs (x-rays) as 
they are not currently being backed up.   

Surgery 2207 12 A business case for new equipment to ensure data is backed up is being developed. Work is on-going with IT to 
identify interim mitigations until the business case is approved and equipment procured. 

The Microbiology Category 3 Room at UHND cannot be safely sealed in the event of a 
fumigation incident and is therefore likely to be non-compliant with the Health and Safety and 
Work Act. A leak of formaldehyde could cause the loss of a site and / or serious harm to 

Clinical Specialist 
Services  

1948 10 The tender process has been concluded and a contractor for the works appointed. The Health and Safety 
Executive have agreed to delay any visit until the works are completed The capital plan has been adjusted to 
take into account the final costs. In the interim, daily inspections are carried out and any cracks resealed. Work 
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Risk summary Care Group / 
Directorate 

Reference Current score Summary of risk mitigation 

patients and staff.  can be transferred to Darlington during the period of refurbishment. Work is anticipated to be completed by the 
half year. 

Breaches in fire compartmentation may undermine the ability to contain a fire from spreading 
in line with regulatory requirements (DMH)  

Estates (CDD 
Services) 

2077 10 One hour fire compartmentation is being reinstated for the whole DMH site in high priority in-patient (sleeping) 
areas. Capital funding has been approved by Executive Directors and the first phase of works is well underway. 
Phase 2 works have been included in the draft financial plan for 2019/20.  

Clinical policies and procedures can go out of date without the authorisation of the relevant 
governance committee. Central monitoring of compliance with standards for local guidelines 
is still developing.  

Assurance, Risk 
and Compliance 

1424 9 All Care Groups have presented catalogues for local guidelines to the Clinical Standards and Therapeutics 
Committee, and further work is being undertaken in some areas to remediate issues and these were being 
monitored separately.  Additionally, work is ongoing in respect of making policies and procedures more readily 
available.  This is an incremental piece of work that the Corporate Records Lead was working on over several 
months. 

Failure to remove clinical waste from hospital sites. Disruption to hospital services due to 
inability to remove and store waste. 

CDD Services 2178 9 The Trust has activated contingency arrangements for waste storage and has contracted with the supplier used 
nationally as a contingency measure. Whilst it is necessary to hold some waste longer than previously, there is 
active day to day management of the situation and assurance has been provided to the Health and Safety 
Committee that risk is being mitigated.  

Risks to the ability of the Trust to procure and receive deliveries of consumables following the 
UK’s exit from the EU. 

CDD Services  2164 9 The Trust has evaluated risks for all product lines and is implementing local mitigation plans in addition to the 
national plans for key product lines being implemented by the Department of Health. This work has been 
reviewed by the Executive Directors’ Group and formed part of the wider ‘Brexit risk assessment’ brought to 
Board earlier in the year. 

Clinisys Pathology IT provider has withdrawn support for Fridge Level Issue (FLI) software 
programme. FLI electronically records the issue of blood products from the blood transfusion 
database. Without the software the department is unable to provide an electronic audit trail of 
blood products issued to patients. The Trust currently carries risk relating to incomplete 
documentation and unrestricted access to blood issue fridges. 

Clinical Specialist 
Services 

1717 9 The Care Group is to re-present the business case for Bloodhound as a result of errors across the Trust 
(previously reported ABO incompatibility) 

The UHND mortuary facilities are not at the standard required. 

 

Clinical Specialist 
Services 

2172 9 Charitable Funds are being sought to make interim improvements and a business case is being developed for a 
new new/refurbished mortuary. 

Risk to patient safety from Medical Gases system and pipework at DMH which is out of line 
with current HTM standards. Old pipework does not meet desired flow rates.  

Estates (CDD 
Services) 

1490 9 Plans are being developed to improve resilience in specific areas, in particular the Special Care Baby Unit 
requires a dual circuit and at present has only a single circuit. Also ITU and Resus areas. Local pressure alarms 
are to be installed after pressure boxes in ward areas. The work will require decant programmes to be in place, 
which can only be implemented where it is safe to do so. Initial works have been completed.  

Risk of failure of Sterile Services and Decontamination autoclaves at DMH due to age.  Estates (CDD 
Services) 

2068 9 Sterilisers have been placed on the Estates, Capital and Facilities replacement programme and plans are in 
place to optimise the use of the resources on both sites, subject to the overall plan for sterile services. See 
above.  

Isolated Power supplies (IPS) at UHND, BAH & SBH are not all supported by Uninterruptable 
power supplies (UPS). Some areas have neither IPS or UPS  

Estates (Trust) 2032 9 Funding has been allocated for IPS / UPS supplies to be installed on a priority basis in the 2018/19 capital 
programme and residual works will be included in the plan for 2019/20. 

Gaps in middle grade rotas for Obstetrics and Gynaecology, impacting on the long-term 
sustainability of the service on two sites.  

Family Health 1891 9 New consultants have been inducted, and a number of residential and traditional consultants are acting down to 
support the middle grade rota. The risk continues to be closely monitored by the Care Group despite new 
appointments being made. 

Gaps in neonatal staffing rotas for nursing due to inability to recruit and high sickness. This is 
at both sites although a higher risk at DMH where there are only 2 neonatal nurses. Currently 
trying to recruit to 5 vacancies  

Family Health 2109 9 New appointments have reduced the risk and longer-term planning for neonatal services is being included in joint 
work on clinical pathways with North and South Tees Hospitals NHSFTs. 

Unable to fully staff rotas and clinics are uncovered at both UHND and DMH. Unable to 
achieve national standards in community for a 1:96 ratio. The staffing levels within community 
midwifery are due to vacancies, increased safeguarding and identified training 
needs/suspension. Staffing issues on acute sites are due to high levels of maternity leave (13 
at UHND and 5 a DMH).  

Family Health 2101 9 The staffing position is reviewed every week to ensure that it is kept safe. Fill in rotas has improved recently with 
new starters and some staff returning from maternity leave; in addition there has been a reduction in incidents 
reported regarding staffing issues. 

The Special Care Baby Units at Darlington Memorial Hospital and The University Hospital of 
North Durham are using non-compliant GS infusion pumps for enteral feeding in neonates. In 
February 2016 it was highlighted to the Care Group by the Trust's Medical Devices Nurse 
that the pumps being used for enteral feeding within the Special Care Baby Unit were not 
licensed for this type of use. There have been delays in introducing a suitable alternative 
feeding pump  

Family Health 2144 9 An hourly monitoring regime is in place and there is control of the volume of feed used in each pump. New 
pumps are to be ordered through Procurement. Feeding pump implementation plan to be rolled out including 
training and removal of old pumps and consumables.  

Absence of an electronic system for CTG monitoring and storage of traces. Manual systems 
are potentially more prone to error and manual records are at risk of fading over time, with 
limited readable information available for an investigation or claim.  

Family Health 1926 9 Paper copies are being taken of CTG traces required for RCA meetings and staff continue to be trained in the 
interpretation of CTG scans within the Maternity Service. A business case to introduce an electronic system is in 
development. 

A significant increase in delayed elective caesarean sections is being experienced. DMH do 
not have an elective list and all elective surgery is performed in the labour ward theatre. This 
presents a risk should an emergency occur on the labour ward, an issue identified from Root 
Cause Analyses.  

Family Health 2074 9 The Care Group is working with Surgery to put in place an elective theatre list for caesarean sections.  
 

Shortage of band 5 substantive nurses on Ward 52, 5 & 2. Integrated Medical 
Specialties 

2191, 2198, 
2087 

9 Rolling advert which has been revamped and a VCF submitted for next graduate recruitment. Return to practice 
nurse to complete programme and competencies. Skill mix is being reviewed.  
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Insufficient nursing staff available in the paediatric area in ED DMH at times of increased 
demand, which has increased during 2018/19, and high acuity of children; especially 
concerning when a very sick child presents who requires 1:1 from the paediatric nurse on 
duty for an extended period of time.  

Integrated Medical 
Specialties 

2060 9 Skill mix review in on-going and Band 6 vacancy has been approved with advert going live in May 2019. Paper 
prepared by UHND Paediatric Consultant to summit to care group board. The collocated Paediatric Front of 
House Assessment Unit will also provide some mitigation. 

Shortfall in Acute Medicine consultants in AMU, UHND with difficulty in recruiting to 
vacancies. Retirement of another also impacts.   

 

Integrated Medical 
Specialties 

2182 9 Front of house model being developed to assist with new pathways and review of use of AMU. Advertising ACP 
for fixed term 1 year position to reduce locum. All ACP's to be job planned and ensure budget is managed in 
relation to vacancies and active recruitment is undertaken. Discussions on-going with long term locum re 
converting to bank. Support activities to secure income into the department. 

AMU, UHND Registered Nurse staffing shortage.  Integrated Medical 
Specialties 

2192 9 Use of generic recruitment programme to fill vacancies and continued participation in the EU programme and 
graduate programme. 

Rheumatology remains a key risk in terms of capacity to slot patients that are potentially lost 
within the follow up process. 

Integrated Medical 
Specialties 

2206 9 Telephone appointments undertaken where possible to increase capacity. 

A number of consultant posts within the Care Group are not filled substantively, particularly in 
Rheumatology and Palliative Care  

Integrated Medical 
Specialties / 
Community 

2040 9 Middle Grade medical staff members have been recruited which have strengthened the Palliative Care Service 
and both the Trust and the Hospice have made consultant appointments. There are now six medical staff in the 
service. The Trust continues to recruit Rheumatology Consultants (see above specific risk for the Rheumatology 
Service). 

Over-reliance on bank and agency medical staff to fill gaps in rotas for certain services which 
are difficult to recruit to, increasing cost and providing a less desirable staffing model with 
respect to patient safety.  

 

Medical 1907 9 The Board is fully sighted on specific plans to address services which are locum / agency dependent. See Board 
Assurance Framework, Domain 3, Objective 1.   

Capacity Issues in the Children’s Team due to number of Serious Case Reviews. Operational 
management of case load.  

Nursing 2143 9 Monitor new cases coming through on the tracker and allocation. 

There is a continued need to embed and reinforce compliance with the Trust’s policy for 
Mental Capacity assessment and DOLs  

Nursing 2190 9 Monitor compliance through regular point prevalence audit. MCA lead to monitor assessment on the wards and 
provide ward with overview of omissions and review systems against new NICE guidance. 

There is a risk that the Trust is over-reliant on bank and agency staff to fill gaps in nursing 
rotas due to difficulty to recruit.  

Nursing 2012 9 A round of international recruitment is taking place, nursing apprenticeships are in place and a return to practice 
scheme has been started, all with the aim of increasing substantive recruits. Bank and agency fill rates are 
generally well over 80%. The nursing vacancy rate continues to reduce over time. See Board Assurance 
Framework, Domain 3, Objective 1.  

The Trust currently uses topical negative pressure devices used across both acute and 
community areas.  There is a potential financial risk if these devices become lost or damaged 
as the current contract is a zero balance  

Nursing 2145 9 RMC has not yet reviewed the risk. There are 30 devices in use at a unit cost of £6,500. The Procurement 
Department is seeking to negotiate a reduction in liability with the supplier; however, no timescale had been 
confirmed to date.  

Nursing staffing issues within in Orthopaedics at UHND. There have been difficulties in 
recruiting to vacancies despite repeated attempt. Maternity vacancies may result in reliance 
being placed on staff nurses with little orthopaedics experience.  

Surgery 2104 9 The Care Group is linking in with international recruitment efforts and has established an escalation process to 
ensure that rotas are maintained safely. 

Age and operation of ventilation system within ITU2 at DMH could lead to deterioration of 
medications   

Surgery 2043 9 ITU2 is not used for intensive care, but high dependency patients. The risk relates to the limitation in the use of 
the facility rather than safety of the patient environment.  The Care Group is exploring the potential to expand the 
ITU footprint into a ward area which may become available following completion of the STEM project.  

There is a risk of inadequate support for junior nursing staff due to a lack of funding for 
supernumerary co-ordinator, particularly at UHND. This is a best practice standard that is not 
currently being met and the Trust is currently an outlier.  

Surgery  2105 9 The issue is primarily non-compliance with recommended best practice rather than patient safety or harm.  The 
Care Group has been asked to re-review the business and to bring it forward to Executive Directors if they 
consider there to be a substantive risk.  

DMH Pharmacy Aseptic Unit given urgent actions from quality inspection, including a need to 
improve Quality Management, training records, and recording the introduction of sporadic-use 
cleaning products and re-sheathing blocks (in line with the EU sharps directive).  

Clinical Specialist 
Services  

2080 8 A full remediation programme is in place with assurance provided to the Risk Management Committee in that 
actions were progressing. 

There is a risk that babies can be removed from restricted units including maternity and 
neonatal wards by pressing the green break-glass button situated beside the doors to 
override the locked doors. An incident was reported on the Maternity ward at UHND, however 
all restricted areas will have the same weakness.  

Family Health 2114 8 This risk has been flagged by a recent incident and has been reviewed within the Care Group as part of the RCA 
process. Security / CDD Service are looking at alternative solutions which would reduce the risk but ensure that 
Fire Safety Regulations are met. Interim actions have been identified and are being taken to enhance security. 

Due to a system fault, there is a risk that digital dictation files may not be uploaded on a 
timely basis, delaying the update of patient records and correspondence with GPs.  

Health Informatics 
(Nursing) 

2025 8 Following renewal of the contract with the supplier, a solution is in development and the risk is monitored by the 
Information Strategy Steering Committee (ISSC).  

Risk of increasing incidence and spread of multi drug resistant organisms.  Nursing 2092 8 Mitigations have been outlined in the Director of Nursing's papers to the Board.  

Never Events experience has highlighted an increased risk of patient safety incidents in the 
operating theatres environment  

Surgery  1946 8 Local Safety Standards and WHO checklists in place and now being reinforced through observational (as well as 
quantitative checks).  

 

 


