
 

 

REPORT  1.16.10 (8) 

TRUST BOARD  7th January 2016

Subject Board Assurance Framework (BAF) 

Prepared by Tracey Lee, Governance Support in liaison with Executive Directors 

Approved by Andrew MacCallum. Chief Executive 

Presented by Andrew MacCallum, Chief Executive 
 

Purpose 

This paper sets out the key changes made to the Board Assurance Framework 
(BAF) since it was last presented to the Board in November 2015, and 
proposes further assurance actions for consideration.  
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Executive Summary  

The purpose of the report is to describe the extent to which principal risks to delivery of the Trust’s 
strategic objectives are being mitigated, to set out any identified gaps in control and/or assurance, 
and to propose additional assurance actions that could be considered by the Board. 
 
Three new principal risks relating to staffing, stable leadership and maintenance and development 
of estate, medical equipment and infrastructure are now included for proposed inclusion on the 
Board Assurance Framework. 

Assurance Framework 

The report provides a comprehensive review of the whole of the Board Assurance Framework as 
at 22nd December 2015, and thus provides assurance on the extent to which the key risks which 
could prevent delivery of the Trust’s objectives are being mitigated.  

Recommendation 

The Trust Board is recommended to  

 approve the addition of new principal risks relating to staffing, stable leadership and 
maintenance and development of estate, medical equipment and infrastructure (see 
section 3.4 above) 

 consider additional proposals to address low levels of assurance with regard to 
specified principal risks (see section 3.6 above) 

 review and approve the updated Board Assurance Framework (appendix 1). 
 

Corporate Impact Assessment 

CQC Regulations There is a specific principal risk relating to CQC compliance. 

Financial Implications There is a specific principal risk relating to financial delivery. 

Legal Implications Addressed as appropriate for strategic risks. 



 

Equality & Diversity There are currently no specific principal risks identified relating to 
equality and diversity.  

Workforce and Staffing There are specific principal risks relating to staffing.  Staffing is an 
important component of most principal risks. 

Performance Management  This is an aspect of many principal risks. 

Communication  This is an important control for many principal risks. 



Board Assurance Framework 
 

 
1. Introduction / Background 
 
1.1 The Board Assurance Framework (BAF) forms part of the Trust’s risk management 

strategy and provides the framework for managing strategic (principal) risks. The 
BAF clearly articulates the controls in place to ensure that the principal risks are 
being managed and the sources of assurance (evidence) that these controls are 
operating effectively. The Framework confirms that agreed actions are in place to 
address identified gaps in control or assurance. The BAF was last reviewed by the 
Board at its November 2015 board meeting.   

 

2. Context 
 
2.1 With the involvement of all executive directors, the BAF underwent significant review 

and refresh prior to presentation at the last Board meeting, to ensure that the 
framework itself is fit for purpose, and that the populated content assists in driving the 
assurance agenda for the Board.   

A RAG rating scoring system has been introduced for the assurances included.  
Where there is more than one piece of assurance relating to a principal risk, the 
lowest RAG rating takes precedence.  The scoring guidance ensures that assurance 
is only included where it provides positive assurance. Where this is not the case, 
consideration is given as to whether the negative assurance highlights any gaps in 
control which need to be addressed.   

3. Board Assurance Framework Update as at 22nd December 2015 
 
3.1 Revised risk scores 

One score has changed since the last Board meeting.  The principal risk relating to 
health and safety has reduced from 4x5=20 to 3x5=15.  This remains a red risk, but 
reflects the enhanced oversight and focus on getting more robust health and safety 
arrangements in place across the Trust, reducing the likelihood of the risk 
materialising. 

3.2 Revised assurance RAG ratings 

Despite new assurance being added to the BAF, there are no changes to the 
assurance RAG ratings presented to the last Board meeting, ie there has been no 
strengthening of the assurance available that principal risks are being well mitigated. 

There are a number of assurance actions due to complete by the end of December 
2015. Board members may wish to seek verbal updates on these at the January 
2016 Board meeting. 

 



3.3 Other key changes since the November 2015 BAF was presented to the Board 

 Risk 3411 – Patient flow 

The risk descriptor has been amended to reflect capacity as well as flow issues.  The 
key additional control has been the development of a winter pressures plan which 
responds to the system wide capacity and demand imbalance.  Elements of the 
winter plan with cost consequences are currently subject to further scrutiny. 

The BAF entry also now reflects an increasing focus on the rising numbers of 
patients with delayed transfers of care. 

Risk 5766 – High mortality rate 

The principal risk entry now incorporates what was previously a separate risk entry 
relating to seven day working (risk ID 5230), and reflects the current gaps in 
assurance with regard to this issue and how these are being addressed. 

Risk 5229 – Health and safety compliance 

The principal risk has been amended to incorporate a similar red risk (risk ID 5623) 
relating to health and safety compliance, relying on the same set of controls and 
assurance.   

 Risk 5233 – Strengthening compliance with CQC requirements 

The key source of assurance since the last Board meeting is the feedback from the 
Quality and Safety Review on the 17th December 2015.  This provides valuable 
feedback to inform further improvements to strengthen the compliance environment 
in advance of the CQC inspection in January 2016, and thus will provide important 
mitigation for this risk. 

Risk 3093 – Low levels of staff engagement 

The control environment is being strengthened with the launch of an Appraisal 
campaign, and the establishment of a People and OD Committee from January 2016 
to provide strategic workforce assurance.  A repeat pulse survey of Trust staff is also 
underway to assess the impact of recent activities to strengthen staff engagement. 

Risk 3692 - Agreement on future configuration of future health and social care 
services 

The BAF entry now reflects the planned work to develop a programme plan for the 
integration work by the end of February 2016.  

Risk 3690 – Risk to clinical service portfolio  

The BAF entry reflects the planned work within the Surgical Division to consider the 
longer term potential of St Michael’s Hospital to grow the market share, as part of 
their divisional business plan for 2016./17. 

Risk 3684 – Risk of loss of specialist services as a result of application of 
commissioning service thresholds 



The BAF entry now confirms that the Trust’s position with regard to Emergency 
Surgical Services and Urgent Care Services guidelines will be clarified as part of the 
business planning process for 2016/17. 

Risk 5214 – Risk to delivery of financial plan and in year statutory financial 
duties 

The BAF entry reflects the high level risks to delivery of the financial plan, highlights 
the significant risks highlighted by Internal Audit to delivery of the Cost Improvement  
Programme, and flags (in red) the slippage in getting the Nursing and Midwifery 
Workforce Group established to oversee delivery of the required workforce 
efficiencies.  This is now being taken forward at pace by the Interim Director of 
Human Resources. 

3.4 New principal risk proposed for inclusion on the Board Assurance Framework 

Three new principal risks are proposed for inclusion, subject to Board approval. 
These new principal risks are informed by feedback from Board members at the 
November 2015 board meeting and subsequent discussion with Executive 
colleagues.  Entries were also informed by a comprehensive review undertaken of all 
red risk entries during December 2015. 

There is a risk that the Trust does not have sufficient clinical staff (medical, 
nursing and other) with the right skills and experience in the right place at the 
right time as a result of recruitment challenges with the potential for harm or poor 
clinical outcomes for patients. 

This is a new principal risk, incorporating all clinical staff groups, and is focused on 
mitigating the risk that the Trust does not have sufficient clinical staff with the right 
skills and experience in the right place at the right time.  The entry highlights that the 
assurance available is much stronger for safe nurse staffing levels than other clinical 
groups, partly reflective of the national focus over recent months. The BAF sets out 
plans to address these assurance gaps, and strengthen the control environment for 
all staffing groups.  The newly established People and Organisational Development 
Committee and the business planning process for 2016/17 will have important roles 
in taking these issues forward. 

There is a risk that the Trust is not able to secure and/or develop strong and 
stable leadership capability from the Board to the ward to drive the 
transformational change required.  This is due to a lack of stability at Board level, 
and lack of timely execution of leadership developments.  This would impact on the 
ability to change the embedded culture, adversely affect staff morale, put at risk 
delivery of the improvements required and adversely impact on CQC compliance. 

This risk reflects the current position at both Board and divisional levels. The BAF 
entry sets out the recruitment processes currently underway with regard to Board 
appointments, and reflects the work undertaken to develop new divisional structures 
(as described in another Board paper at today’s meeting).  The recent Quality and 
Safety Review feedback highlights the need for further strengthening/embedding of 
the ‘board to ward’ connection. 

There is a risk that the Trust will not be able to maintain and develop its estate, 
medical equipment and other infrastructure in a state that is safe and fit for 



purpose or to address agreed strategic priorities due to insufficient availability of 
capital investment.  This could interrupt service delivery, increase the cost of repairs 
and maintenance and impact on compliance with CQC regulations, statutory 
compliance and legislation. 

This new principal risk combines two red risks on the corporate risk register (Risk ID 
5575 and 5042), and is underpinned by a number of risks (some red) resulting from 
insufficient capital investment (broadly summarised as equipment beyond its 
lifecycle, delays in backlog maintenance, and slippage in capital developments).  The 
BAF entry sets out the work required to address the gaps, focused on exploring 
alternative partnership and funding opportunities to take forward prioritised 
improvements.    

3.5 The current scores for principal risks are summarised in the following risk heat map: 

 

3.6 Proposals for strengthening the assurance available to the Board over and 
above the specific actions set out in the BAF 

The following table draws together the risk scores and assurance RAG ratings for 
each of the principal risks within the BAF.  This is included to enable the Board to 
focus on red risks with red RAG rated assurance, as this indicates high scoring risks 
where the Board cannot currently be assured that effective controls are in place to 
mitigate the risk. 

The BAF sets out actions to address each of the identified gaps in control and/or 
assurance.  Additional assurance proposals are also included for consideration.   

The BAF entries overseen by the Finance, Performance and Investment Committee 
were subject to a good degree of scrutiny and debate at the December 2015 
meeting.  The actions agreed are reflected in the table overleaf. 

 



 

 

Principal 
Risk 

Risk 
Score 

Assurance RAG Assurance Proposals 

3411 – Patient 
flow and 
capacity 

5x4 = 
20 

The specified proxy 
measures show that we do 
not yet have positive 
assurance that the controls 
are working effectively in 
improving patient flow and 
addressing the demand and 
capacity imbalance. 

This is already the focus of much 
scrutiny, including by ECIST, but 
the Board should determine a 
timescale by which they would 
wish to see an improving picture or 
consider alternative actions.  The 
Board should agree a modest set 
of interim process measures which 
would provide a reasonable level 
of assurance that controls are 
having the desired effect.  
 
Given the health economy focus to 
this work, the Finance, 
Performance and Investment 
Committee considered the merits 
of a joint piece of audit work to 
provide assurance to all relevant 
boards/governing bodies that all 
reasonable actions are being taken 
by system partners with the right 
pace, supported by sufficient 
capacity.  This was felt to be of 
value, and is to be raised by the 
CE with the Chair of the Systems 
Resilience Group. 

5230 - 
Reducing 
mortality.   

5x4 = 
20 

The latest HSMR data 
indicates an on-going poor 
position.   
 
 

The improvement plan has been 
subject to significant scrutiny.  
Given the on-going poor position, 
the Governance Committee has 
committed to undertaking a deep 
dive review of the Trust’s approach 
and progress at its January 2016 
meeting.  The Governance 
Committee can then recommend to 
the Board any additional 
assurances it would be reasonable 
to seek. 

New – 
Sufficient 
clinical staff 
with the right 
skills and 
experience 

4x4=16 Whilst the assurances listed 
for the nursing workforce 
are positive, there are gaps 
in assurance with regard to 
the non-nursing workforce. 

Given that this is a new principal 
risk, with a set of actions in place, 
no specific additional assurance 
proposals are considered at this 
stage, but this will be an important 
focus for Board members 
represented on the newly 
established People and OD 
Committee. 

5229 - Health 
and safety 

3x5=15 
 

Lack of robust assurance 
with regard to health and 

Health and safety assurance 
reporting has now been formalised 



Principal 
Risk 

Risk 
Score 

Assurance RAG Assurance Proposals 

compliance   safety compliance. through the Governance 
Committee.  The Board needs to 
set any additional assurance 
reporting requirements over the 
next year or so (an annual 
assurance report is due to come to 
the Board in April 2016). 

5233 - 
Strengthening 
CQC 
compliance 

3x4=12 Improvement and 
preparatory action plans on 
track, although compliance 
audits and Quality and 
Safety Review demonstrate 
consistent practice not yet 
embedded. 

Quality and Safety Review 
December 2015 provided a robust 
process for seeking assurance on 
progress.   
Actions are now being taken 
forward at corporate and divisional 
levels to strengthen compliance in 
response to feedback received.   
No further assurance actions 
proposed ahead of CQC visit. 
 

3093  - Low 
levels of 
reported staff 
engagement. 

4x4=16 There is currently very little 
assurance that this risk is 
being well mitigated, but a 
number of sources of 
assurances over the coming 
weeks, including analysis of 
2015 staff survey results 
and the CQC inspection, 
will inform an updated 
assurance position. 
 

No additional assurance actions 
are proposed at this stage, but this 
will need to be reviewed by the 
Board in the light of the additional 
assurances received.  It is however 
clear that staff engagement should 
remain a key issue for Board 
attention over the coming months, 
including discussion as to how 
non-executive directors can be 
supported in strengthening their 
‘ward to board’ engagement  

New – Secure 
and/or 
develop strong 
and stable 
leadership 
from the 
Board to the 
ward 

4x4=16 Feedback from Quality and 
Safety Review 
commissioned by Trust in 
December  2015 was 
indicative at that stage of 
Well Led domain requiring 
further improvement. 
   
CQC inspection and staff 
survey results will provide 
further external validation 
early in New Year. 

New principal risk with clear set of 
actions so no specific additional 
assurance proposals at this stage.  

3692 - Whole 
system 
agreement on 
future 
configuration 
of health and 
social care 
services  

3x5=15 Limited assurance to date 
of effective whole system 
delivery, as measured by 
proxy performance 
measures. 
 
 

The Systems Resilience Group, in 
close liaison with the Health and 
Wellbeing Board, has a crucial role 
to play with regard to whole 
systems planning and delivery.  
Consideration should be given to 
the assurances available with 
regard to the progression of this 
work – for example through peer 
review, joint audit work, etc.  Any 



Principal 
Risk 

Risk 
Score 

Assurance RAG Assurance Proposals 

such work should be jointly 
commissioned. 
It will be important for the Board to 
exert influence over the way in 
which the Trust engages in the 
integration work taking place with 
regard to adult community health 
services over the coming months, 
and the intended outcomes. 

3690 - Risk to 
clinical service 
portfolio  

3x4=12 Significant assurance from 
a range of sources that this 
risk is being well mitigated. 

No further assurance actions 
proposed at this stage. 

3684 - 
Application of 
commissioning 
service 
thresholds by 
NHSE. 

3x4=12 Significant assurance 
provided that risks are 
being well mitigated. 

No further assurance actions 
proposed at this stage. 

5214 - 
Delivery of 
financial plan 
and in year 
statutory 
financial 
duties. 

5x4=20 Latest Board report (Jan 
2016) confirms that Trust is 
off track with its financial 
plan, and lack of assurance 
on alternatives to close the 
shortfall. 

This continues to be the focus of 
Board attention.  The Board should 
consider any additional assurance 
it would be reasonable to receive 
in respect of the robustness of the 
in-year recovery plan, and engage 
in early discussions on the 
approach to financial planning for 
2016/17. 

5575 - New 
principal risk. 
Maintain and 
develop 
estate, 
medical 
equipment 
and other 
infrastructure 

4x4=16 Whilst robust prioritisation 
processes are in place, and 
there is significant 
assurance this risk is being 
managed within the overall 
funding available, there 
remain a number of related 
red risks that are dependent 
on external funding 
decisions. 

New principal risk with clear set of 
actions. A positive TDA decision 
with regard to capital funding 
would reduce risk, and therefore 
no specific additional assurance 
proposals at this stage.   

 

3.7 The updated BAF is attached as appendix 1.  Amendments made since the last 
meeting are shown in blue for ease of reference. 

4.0 Next Steps 
 
4.1 There are a number of actions planned over the coming weeks to address gaps in 

control and/or assurance which should provide for a strengthened assurance 
environment in relation to the strategic risks facing the Board.   

4.2 It will be important for the Board level Committees to maintain close scrutiny of those 
principal risks for which they have an assurance role, and commission additional 
assurance actions as appropriate. The Finance, Performance and Investment 
Committee has already embraced this role. 



5.0 Recommendations  
 
5.1 The Board is asked to:  

 approve the updated Board Assurance Framework (appendix 1) 

 approve the addition of new principal risks relating to staffing, stable leadership 
and maintenance and development of estate, medical equipment and infrastructure 
(see section 3.4 above) 

 consider additional proposals to address low levels of assurance with regard to 
specified principal risks (see section 3.6 above) 



Risk ID Linked 
risks

Principal Risk Description Potential 
threat to 
Objectives

Board Risk 
Owner

Assurance 
Group

Key Controls currently in place Identified Gaps in Control How and when the gaps in control be addressed Source of Assurance  
Planned for 15/16

Sources of positive assurance on 
the effectiveness of controls 

Adequacy of 
Assurance

Gaps in Assurance How and when we plan to address the gaps in assurance

Linked 
Div risks

Describe the risk which threatens the achievement of 
the objective and the potential consequences

If this risk 
materialises 
what is the 
impact on the 
Trust 
Objectives
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Individual 
ultimately 
accountable for 
managing the 
risk 

Principal 
committee 
responsible for 
overseeing 
management of 
the risk on behalf 
of the Board

The existing controls and processes in place to manage the risk Where one or more of the key 
controls on which the organisation is 
relying are not effective

Further action necessary to address the controls, gap 
including timescales for delivery

Where we will gain 
evidence that the controls 
on which we are placing 
reliance are effective

Current evidence that shows we are 
reasonably managing our risks and 
our objectives are being delivered 
I = internal
E = external

Full = Green
Yellow = 
Significant 
Amber= Limited
Red= No 
assurance

where we do not have evidence that controls are 
working, or the evidence available demonstrates 
that the controls are effective

Further action necessary to address the assurance gasp, including 
timescales for delivery
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Strategic Objective 1: QUALITY 
We will provide outstanding health care services that are safe, responsive, accessible and effective to meet patients’ needs and achieve best in class performance 
(Executive Director:  Medical Director / Nurse Executive / Chief Operating Officer)

1.1  Consistent and safe services across 7 days -‘’24/7’’ 
1.2   Standardised, person centred pathways of care
1.3    Consistent NHS upper quartile performance and more ambitious benchmarks as appropriate
1.4 Excellent feedback from patients, carers, families, staff and our partners
3411 2930

4509 
4166
4546
5704

There is a risk that we are unable to admit right patient 
to right bed at right time or discharge patients to an 
appropriate setting in a timely way as a result of an 
increased number of emergency admissions 
compared to last year, increased delayed discharges 
capacity challenges in community health services and 
social care, and inefficient internal processes for 
discharging patients promptly.  This will impact on the 
Trust's ability to deliver the 4 hour standard on a 
consistent basis, and thus adversely affect the quality 
of care delivered and the overall patient experience 
and impact on the Trust's ability to deliver a range of 
performance indicators, including the 4 hour standard.  

1.1, 1.2 5 4 20 Chief Operating 
Officer

Finance, 
Performance & 
Investment 
Committee via 
Trust 
Management 
Committee: Ops

System wide work 
is governed by 
the Systems 
Resilience Group 
(SRG)

RCHT ED Recovery Plan

Whole System ED Recovery Plan (includes plans to reduce delayed transfers of care)

Performance reviews

Elective activity productivity plan at SMH

Escalation plans to assure patient safety at times of operational pressure

Winter pressures plan developed, including mitigations to improve patient flow

Onward care team based on site

Paper to November 2015 Board settiong out capacity and demand analysis for last 3 
years, to inform current work

Weekly meeting established with Medical Director, Chief Operating Officer, Medical 
Speciality Leads and Matrons to improve internal efficiencies and increase the timely 
discharge of simpler discharges.

Review of all patients (generally those with more complex needs) who have been 
admitted for 10 days or more

Unplanned growth in non elective 
demand impacting on elective work 
plan, delayed transfers of care and 
ability to delivery 4 hour standard.

Lack of robust plan to improve patient 
flow

Systemwide shortfall of c40 beds 
arising from growth in emergency 
admissions and a rise in delayed 
transfers of care.

Identified deficiencies in some patient 
pathways

SRG to oversee agreed plans lead work to deliver a 
reduction in growth in demand delays in transfers of 
care during Q4 (plans to be available Dec 2015)

Development of RCHT internal winter pressures plan 
to include mitigation for identified shortfall in beds as 
a result of post patient flow across the health and 
social care system (end of Nov 2015)

Actions to respond to the system-wide demand and 
capacity imbalance are being taken forward as part of 
the winter pressure plan.

Pathway development work underway in Heart Failure 
and Chest Pain, COPD and Frailty (March 2016)

Performance reports  
setting out performance in 
respect of:
4 hour ED standard
Ambulance handover 
delays
Cancellations
Delayed transfers of care
Number of outliers

Hot reports

System wide performance 
reporting

Feedback from Emergency 
Care Intensive Support 
Team (ECIST) review 2015

Internal Audit on national 
operational standards 
scheduled for Q3 and to 
test internal discharge 
processes. (Nov 2015)

The proxy measures for effective 
patient flow show that we do not have 
positive assurance yet that the 
controls are working effectively in 
improving patient flow:
4 hour ED standard
Ambulance handover delays
Cancellations
Delayed transfers of care
Number of outliers
Feedback from ECIST was positive 
and supported the development of a 
more robust recovery plan.

The proxy 
measures for 
effective patient 
flow show that 
we do not have 
positive 
assurance yet 
that the controls 
are working 
effectively in 
improving 
patient flow and 
addressing the 
demand and 
capacity 
imbalance.

Inadequate number of complex discharges per 
week.

Assurance that  internal discharge processes 
have been sufficiently strengthened.

Weekly meeting established with Medical Director, Chief Operating 
Officer, Medical Speciality Leads and Matrons to increase number 
of complex discharges (Nov 2015)
Discussions continuing with Adult Social Care to enable more 
timely discharges.  

Internal Audit to test internal discharge processes in Q4.

3 3 9

5766 There is a risk that the targeted reduction
in mortality as measured by the HSMR will
not be achieved as a result of failure to deliver the 
agreed improvement plan and/or the identified actions 
not having the desired impact.  This would mean more 
patients dying at Royal Cornwall Hospitals Trust than 
would be expected

1.1, 1.2 5 4 20 Medical 
Director

Governance 
Committee 
(receiving 
assurance reports 
from Mortality 
Review 
Committee via 
Trust 
Management 
Committee: 
Quality and 
Safety)  

Mortality position 
last reviewed by 
Governance 
Committee Nov 
2015

Mortality improvement plan in place with a 12 month target of reducing HSMR to 100 
or below  

Mortality Review Committee chaired by Mortality Lead  

Monthly mortality reviews undertaken at speciality level, feeding into Mortality Review 
Committee and Divisional governance processes 

Processes for dissemination of learning including Divisional Governance Leads 
Quality and Learning Group, mortality review newsletter, etc.

On call rotas for all acute specialities

Job planned 7 day working for all acute specialities

2015/16 review of 7 day working as part of business plan process

Mortality improvement plan on track 
but not yet fully delivered.  Actions 
being progressed include:
a)  strengthening senior medical cover 
across specialities at weekends 
b) ensuring consistent use of care 
bundles, including SEPSIS 
c) implementing electronic 
observations to identify deteriorating 
patients (business case approved by 
FPI Committee)
d) implementing pathways for # NOF 
and acute stroke
 
Mortality review process at speciality 
level not consistently formalised 

Feedback from Divisional Quality and  
Learning Governance Leads Group 
inconsistent

Current mortality improvement plan to be fully 

delivered by 31st March 2016  

Divisions to ensure process formalised consistently 
across all specialities by December 2015 

Processes for dissemination of learning between 
divisions and specialities to be taken forward through 
the establishment of a Patient Safety, Experience and 
Effectiveness Sub-Committee by end of January 2016  
to be reviewed corporately and within divisions, 
including information flow from Divisional Quality and 
Learning Group through committee structure, by 
December 2015

Mortality internal audit, scheduled for Q4 (currently on 
hold)

HSMR Data Latest HSMR data indicated an on-
going poor position

Latest sepsis audit shows an 
upward trend in compliance, 
although further improvements 
required

Positive assurance that serious 
incidents relating to deteriorating 
patients have reduced

Latest HSMR 
date indicates an 
on-going poor 
position

Mortality in the following procedures/diagnosis 
groups have alerted externally: Reduction of 
fracture of bone (#NoF) / Congestive heart failure 

Further alert received from the Chemotherapy 
Intelligence Unit (CIU), related to 30 day post 
chemotherapy mortality for lung cancer patients. 

Specific diagnoses with higher mortality rates 
identified include acute stroke and pneumonia. 

Assurance required of  increased junior doctor 
cover out of hours

Process of understanding gaps in assurance with 
regard to 7 day working not yet complete at 
speciality level

Implementing recommendations arising from In depth reviews 
undertaken, led by Mortality Lead, assisted by relevant specialities. 

Implementing recommendations arising from review undertaken by 
the Clinical Lead for Cancer Services. 

Embedding acute care pathways for pneumonia and sepsis by 31st 

March 2016.

Provide assurance within next mortality assurance report (Dec 
2015).

To be addressed as part of divisional business planning process for 
2016/17

2 4 8

NEW 1249, 
4427, 
4438, 
5158, 
5719

There is a risk that the Trust does not have sufficient 
clinical staff (medical, nursing and other) with the right 
skills and experience in the right place at the right time 
as a result of recruitment challenges with the potential 
for harm or poor clinical outcomes for patients

1.1 4 4 16 Director of 
Nursing and 
Medical 
Director

People and OD 
Committee

QEWS dashboard reporting to Board

National fill rate reporting (planned vs actual)

Nursing strategy (incorporating workforce)

Divisional 5 year workforce plans - bi-annually reviewed against acuity and 
dependency (Safer Nursing Care Tool, Birth Rate Plus for midwives, BEST for ED 
and RCN Paediatric guidance for Paeds)

International recruitment campaign and bespoke speciality recruitment campaigns

Agency Reduction Steering Group

Consideration of staffing levels at the three operational capacity meetings each day . 

Block bookings with agencies to ensure the continuity of speciality nurisng input to 
wards/departments

Rostering management with senior nurse input

Escalation flowchart for nurse staffing issues

Medical rota management by divisional teams, including deployment of 
agency/locum staff 

Lack of Medical Workforce Strategy

No single electronic system to record 
medical unavailabiilty across the 
Trust

Gaps in availability of staff escalation 
protocols for all clinical groups

Medical recruitment difficulties in 
some specialities, impacting on 
weekend working

Nursing and Midwifery Working 
Group not meeting

Draft Strategy to be presented for review at People & 
OD Committee Jan 2016

Medical Workforce lead to be deployed to oversee the 
implementation of an electronic unavailablility system 
(Clincial Availability Module - CAM) by end of March 
2016

People and OD Committee to oversee the 
development of staff escalation protocols to cover all 
clinical groups

Recruitment processes underway, and/or business 
cases under development

Nursing and Midwifery Workforce Group to be re-
instated January 2016

QEWS reporting to Board

IPR workforce reporting to 
Board

CQC compliance 
assurance reports

CQC inspection outcomes

UNIFY data return

UNIFY data returns demonstrate 80% 
and above fill rate against planned 
and actual

QEWS reporting to Board Nov 2015 
demonstrating no adverse linkage 
between staffing levels and quality, 
safety  and experience issues.

CQC feedback that all conditions have 
been met with regard to the Section 
29A Warning Notice re staffing.

Whilst the 
assurance listed 
for the nursing 
workforce is 
positive, there 
are gaps in 
reported 
assurance with 
regard to the non-
nursing 
workforce.

There is a need to evaluate the effectiveness of 
recruitment campaigns.

Lack of assurance that incident reporting relating 
to staff shortages is in line with divisional staffing 
escalation protocols.

There is evidence that not all frontline staff are 
aware of the staffing escalation protocols and how 
to use.

Lack of assurance in relation to deployment of 
medical workforce and associated triangulation of 
quality data

Lack of KPIs specific to medical workforce 
beyond baseline HR metrics

Review the effectiveness of recruitment campaigns, and share 
positive practice.  To include monitoring of the success rate of the 
latest round of international recruitment (75 offered positions) 
following the NMC two-part registration process, and the potential 
for attrition in the interim.  

To audit that incident reporting relating to staffing shortages is in 
line with divisional escalation protocols.

Promote staffing escalation protocols to frontline staff, and audit 
usage.

Business planning process for 2016/17  has a refreshed Medical 
Workforce section, setting out position against medical workforce 
requirements

People and OD Committee to develop an extended range of 
medical workforce Q&S indicators (Mar 2016)
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5229 Failure to consistently and properly implement health 
and safety legislation and guidance as a result of an 
historically poor health and safety culture within the 
Trust. This may impact on:
a. staff and patient wellbeing;
b. Trust reputation;
c. Compliance with legal and regulatory obligations 
leading to prosecution and/or regulatory action

1.1 3 5 15 Chief Operating 
Officer

H&S Committee 
reporting to 
Governance 
Committee via 
TMC: Q&S

Health & Safety Manager in place

Executive leadership confirmed. 

Health & Safety Strategy in place and approved

Health & Safety Committee in place, reporting quarterly to TMC: Q&S

Divisional representation strengthened

Detailed action plan in place.  Includes a range of actions including re-vitalising of H 
& S Committee, reporting to Trust Board, system and process improvement, policy 
development and implementation, training and development. 

Role specific training required to be 
rolled out as appropriate for Trust 
staff

Gaps in staff side representation 

Being taken forward with HR team, with a report on 
outcomes to come to the next H&S Ctte (January 
2016)  Likely to take 2-3 years to complete on basis 
of current arrangements.

To consider staff side representation at H&S Ctte and 
escalate appropriately (Dec 2015)  Considered, and 
under ongoing review

Health and Safety 
Committee assurance 
reporting

Feedback from HSE at 
next visit/inspection 

Internal audit - health and 
safety review (was due to 
report in Q2 - nearing 
completion)

Recent reviews into health & safety 
and intervention by HSE have 
demonstrated that the management of 
health & safety within the organisation 
is not robust and improvement is 
needed.

Lack of robust 
assurance with 
regard to health 
and safety 
compliance

Robust health and safety assurance reporting 
needs to be in place and reported to a senior 
committee of the Board,

Lack of assurance that sufficient health and safety 
auditing is taking place to identify areas of non-
compliance

Poor uptake of role specific staff training 

To commence regular assurance reporting on H&S through the 
Trust senior committee structures. (January 2016)

Self audit programme established and reporting to H&S 
Committee, and actions being taken forward

Timeframe for delivery to be considered as part of January 2016 
assurance report on H&S to Governance Committee.
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Mitigated 
Current 
Score

Target 
Residual Risk

Board Assurance Framework V3.0



Risk ID Linked 
risks

Principal Risk Description Potential 
threat to 
Objectives

Board Risk 
Owner

Assurance 
Group

Key Controls currently in place Identified Gaps in Control How and when the gaps in control be addressed Source of Assurance  
Planned for 15/16

Sources of positive assurance on 
the effectiveness of controls 

Adequacy of 
Assurance

Gaps in Assurance How and when we plan to address the gaps in assurance

Linked 
Div risks

Describe the risk which threatens the achievement of 
the objective and the potential consequences

If this risk 
materialises 
what is the 
impact on the 
Trust 
Objectives
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Individual 
ultimately 
accountable for 
managing the 
risk 

Principal 
committee 
responsible for 
overseeing 
management of 
the risk on behalf 
of the Board

The existing controls and processes in place to manage the risk Where one or more of the key 
controls on which the organisation is 
relying are not effective

Further action necessary to address the controls, gap 
including timescales for delivery

Where we will gain 
evidence that the controls 
on which we are placing 
reliance are effective

Current evidence that shows we are 
reasonably managing our risks and 
our objectives are being delivered 
I = internal
E = external

Full = Green
Yellow = 
Significant 
Amber= Limited
Red= No 
assurance

where we do not have evidence that controls are 
working, or the evidence available demonstrates 
that the controls are effective

Further action necessary to address the assurance gasp, including 
timescales for delivery
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Score

Target 
Residual Risk

5233 There is a risk that the Trust does not sufficiently 
address the issues required to strengthen its 
compliance with CQC requirements due to inability to 
strengthen staff engagement at the right pace and be 
able to demonstrate consistently high standards of 
clinical practice .  This would impact on the quality of 
patient care and potentially reduce public confidence.  
It may also impact on our ability to recruit the highest 
calibre of staff to work at the Trust

1.1 3 4 12 Director of 
Nursing

CQC Response 
Group

CQC Improvement Plan

CQC Preparatory Plan for January 2016 inspection, including communications plan 
to support and engage clinical staff and mock inspection

CQC compliance framework

Declared compliance with staffing issues raised in Warning Notice

Strong divisional representation at CQC Response Group meetings.

Ongoing face to face assurance meetings with regard to delivery of improvement 
plans.

TDA Improvement Director to support improvements approved

Quality and Safety Review undertaken at Trust with external input 17 December 2015

Refresh of internal CQC compliance 
framework required

Refresh to be undertaken, taking into account Internal 
Audit findings (Jan 2016)

Compliance with Warning 
Notice conditions re 
staffing levels

Delivery of CQC 
improvement plan

Delivery of CQC 
preparatory plan

Positive feedback from 
peer reviews and then 
Quality and Safety Review 
on 17/12/15

Internal Audit on CQC 
readiness (due to report 
Dec 2015)

Peer audits demonstrating 
consistent compliance with 
key clinical standards.

Warning Notice requirements 
complied with, as notifed to CQC 
Oct 2015

Improvement and preparatory 
plans on track.

Internal Audit CQC Review 
November 2015 - amber assurance 
rating.

CQC has confirmed that the Trust 
has satisifed the requirements of 
the Section 29A Warning Notice.

Q&S Review undertaken 17/12/15 
demonstrates more work required 
to demonstrate full compliance 
with CQC requirements.

Improvement 
and preparatory 
action plans on 
track, although 
compliance 
audits and  Q&S 
Review 
demonstrate that 
consistent 
practice not yet 
embedded.

Peer audits demonstrating consistent compliance 
with key clinical standards not yet available

Amended action: To map arrangements for considering and 
reviewing specific compliance audits, and consider where thematic 
analysis of common audit findings takes place (Jan 2016)

2 4 8



Risk ID Linked 
risks

Principal Risk Description Potential 
threat to 
Objectives

Board Risk 
Owner

Assurance 
Group

Key Controls currently in place Identified Gaps in Control How and when the gaps in control be addressed Source of Assurance  
Planned for 15/16

Sources of positive assurance on 
the effectiveness of controls 

Adequacy of 
Assurance

Gaps in Assurance How and when we plan to address the gaps in assurance

Linked 
Div risks

Describe the risk which threatens the achievement of 
the objective and the potential consequences

If this risk 
materialises 
what is the 
impact on the 
Trust 
Objectives
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Individual 
ultimately 
accountable for 
managing the 
risk 

Principal 
committee 
responsible for 
overseeing 
management of 
the risk on behalf 
of the Board

The existing controls and processes in place to manage the risk Where one or more of the key 
controls on which the organisation is 
relying are not effective

Further action necessary to address the controls, gap 
including timescales for delivery

Where we will gain 
evidence that the controls 
on which we are placing 
reliance are effective

Current evidence that shows we are 
reasonably managing our risks and 
our objectives are being delivered 
I = internal
E = external

Full = Green
Yellow = 
Significant 
Amber= Limited
Red= No 
assurance

where we do not have evidence that controls are 
working, or the evidence available demonstrates 
that the controls are effective

Further action necessary to address the assurance gasp, including 
timescales for delivery
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Current 
Score

Target 
Residual Risk

3093 There is a risk that the low levels of reported staff 
engagement are not improved due to multifactorial 
issues, including stability of leadership, change 
fatigue, low appraisals coverage and 
organisational culture.  This could impact upon the 
delivery of safe, high quality and compassionate 
care, and make it more difficult to deliver service 
transformation.

2.1, 2.2 4 4 16 Chief 
Executive 

Trust Board Approved communications and engagement strategy, including Team Talk and 
Daily Bulletin

Well established Listening into Action programme, led by Chief Executive, 
engaging more than 600 people across Trust, with a particular focus on 
engaging with clinicians.

Structured executive 'out and about' programme

Agreed Trust values
Improving Working Lives

Approved Health and Wellbeing Strategy

Staff side: JCNC, SMADEC

Action plan in response to 2015 staff survey results

Recognition and Reward scheme.One+All Awards scheme
Open board meetings

Appraisal system to ensure all staff are clear about their contribution to 
delivering organisational objectives/priorities

Trust approved OD strategy: Facing the Future Together.

Feedback suggests some staff 
groups not reached by current 
communications arrangements

Existing poor levels of compliance 
in respect of appraisals, inpacting 
on the extent to which staff are 
clear on objectives.

Lack of Committee with 
responsibility for strategic 
workforce assurance

To develop differentiated and targeted 
engagement in areas/with staff groups identified 
where engagement is felt to be low following 
receipt of staff survey data (Jan 2016)

To increase visibility of different ways in which to 
engage, including through 'Out and About' and 
Improving Working Lives (Feb 2016)

High impact Appraisal Campaign to be launched 
Jan 2016 to support the right pace and focus,

Establishment of People and OD Commmittee 
from Jan 2016.

Regular “pulse” surveys.

National staff survey 
results 2015

Performance Assurance 
Framework (PAF)

Listening into Action  
(evaluated as part of a 
nationally validated 
programme)

CQC inspection 
feedback on 'Well Led' 
domain

2014 staff survey results 
amongst the lowest in the 
country.  

Pulse survey July 2015 
continues to set out very low 
scores with regard to 
communications and 
engagement.

Pre CQC inspection Quality and 
Safety Review feedback 
confirms futher work required to 
embed enhanced  arrangements 
to improve visibility of Board 
members and senior divisional 
staff

LIA Pass it on Event Dec 2015 
where 10/14 teams fed back 
positively on progress made

There is 
currently  very 
little assurance  
that this risk is 
being well 
mitigated, but a 
number of 
sources of 
assurances  
over the 
coming weeks, 
including 
analysis of 
2015 staff 
survey results 
and the CQC 
inspection, will 
inform an 
updated 
assurance 
position.

Lack of assurance that Team Talk and Daily 
Bulletin reaches all staff.

Lack of assurance on progress with regard to 
OD and Health and Wellbeing strategies.

Lack of assurance with regard to delivery of 
impact of patient survey action plan.

Lack of assurance with regard to delivery and 
impact of comms and engagement strategy.

Lack of mechanisms for ongoing assurance 
with regard to delivery of LiA projects.

Pulse surveys not regular enough to give a 
sense of the'feel' within the organisation

Lack of assurance with regard to impact of 
recent initiatives to strengthen clinical 
engagement

Find mechanisms to engage with all staff (Jan 2016)

Provide a series of assurance reports to the Governance 
Committee, and review what further actions are required to 
strengthen engagement (Jan 2016)

On agenda for January 2016 TMC:Q&S

To report to People and OD Committee on establishment.

Consider alternative Pulse surveys to bridge the gap between 
LIA surveys of staff (Jan 2016).  Repeat Pulse survey taking 
place Dec 2015.
Medical Engagement Survey to be undertaken to gain greater 
understanding of medical staff engagement, and inform future 
work
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NEW There is a risk that the Trust is not able to secure 
and/or develop strong and stable leadership from 
the Board to the ward to drive the transformational 
change required.  This is due to a lack of stability 
at Board level, and lack of timely execution of 
leadership developments.  This would impact on 
the ability to change the embedded culture, 
adversely affect staff morale, put at risk delivery of 
the improvements required and adversely impact 
on CQC compliance.

2.1, 2.2 4 4 16 Chief 
Executive 

Board Recruitment process underway for new Chief Executive

Interim executive apppointments secured

Exec Out and About visibility programme

Divisional structure in place (requires refreshing)

Leadership diagnostic undertaken, as commissioned by Board

Range of leadership opportunities for accessing by staff, eg Managers' 
Passport, Band 7 leadership development programme, ED leadership 
programme

Initial, facilitated Board development in place.

Refreshed set of priorities agreed within executive team to give clear sense of 
priorities and focus across organisation

Current divisional structure has not 
attracted sufficient clinical leaders, 
resulting in insufficient clinical 
engagement through the Trust's 
committee structure and decision 
making processes

Lack of clarity on agreed way 
forward in response to 
diagnostic

Board development programme to 
be further developed.

Lack of succession planning.

Revised divisional structure to be presented to 
January 2016 Board meeting, with a focus on 
smaller clinical divisions aimed to secure 
strengthened engagement, and enhance clinical 
leadership (to be fully implemented by April 2015)

People and OD Committee to review and make 
recommendations to the Board with regard to 
approach to leadership development, and 
timeframe for delivery, leading to Leadership and 
Development Strategy.

To be taken forward following appointment of 
Chief Executive.

To be taken forward as an integral element of 
leadership development.

Leadership diagnostic

Staff survey 2015 
(results expected in New 
Year 2016)

Q&S review feedback 
Dec 2015 on Well Led 
domain

CQC feedback on Well 
Led domain Jan 2016

Leadership diagnostic confirms 
the need for a comprehensive, 
coherent structured leadership 
and development programme

Q&S review feedback 
demonstrates more work to do 
to improve compliance with Well 
Led domain.

Feedback from  
Q&S review 
commissioned 
by Trust 
December  
2015 indicative 
of Well Led 
domain 
requiring 
further 
improvement.
  
CQC inspection 
and staff survey 
results will 
proivde external 
validation early 
in New Year.

Lack of clarity on leadership skills and 
competencies required across organisation, 
linked to delivery of strategic objectives

Lack of internal assurance that the initiatives 
put in place to deliver strengthened leadership 
are having the desired impact

To be addressed via Leadership and Development Strategy

Medical Engagement Survey to be undertaken to gain greater 
understanding of medical staff engagement and identify 
groups for priority focus.
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Strategic Objective 2: PEOPLE
We will make best use of our expert skills and capabilities, invest in education, training and rsearch to continually improve our practicem and offer fulfilling and valued careers
(Executive Director: Director of HR and OD /  Medical Director)
2.1 Inspirational multi-disciplinary leadership and effective management of all our services
2.2  A resilient workforce that is proud to work for Royal Cornwall Hospitals NHS Trust and effective and efficient deployment of our expert skills and capabilities
2.3 A thriving research, improvement and innovation portfolio that informs and improves patient outcomes



Risk ID Linked 
risks

Principal Risk Description Potential 
threat to 
Objectives

Board Risk 
Owner

Assurance 
Group

Key Controls currently in place Identified Gaps in Control How and when the gaps in control be addressed Source of Assurance  
Planned for 15/16

Sources of positive assurance on 
the effectiveness of controls 

Adequacy of 
Assurance

Gaps in Assurance How and when we plan to address the gaps in assurance

Linked 
Div risks

Describe the risk which threatens the achievement of 
the objective and the potential consequences

If this risk 
materialises 
what is the 
impact on the 
Trust 
Objectives
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Individual 
ultimately 
accountable for 
managing the 
risk 

Principal 
committee 
responsible for 
overseeing 
management of 
the risk on behalf 
of the Board

The existing controls and processes in place to manage the risk Where one or more of the key 
controls on which the organisation is 
relying are not effective

Further action necessary to address the controls, gap 
including timescales for delivery

Where we will gain 
evidence that the controls 
on which we are placing 
reliance are effective

Current evidence that shows we are 
reasonably managing our risks and 
our objectives are being delivered 
I = internal
E = external

Full = Green
Yellow = 
Significant 
Amber= Limited
Red= No 
assurance

where we do not have evidence that controls are 
working, or the evidence available demonstrates 
that the controls are effective

Further action necessary to address the assurance gasp, including 
timescales for delivery
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Mitigated 
Current 
Score

Target 
Residual Risk

3692 There is a risk that a whole system agreement on 
the configuration of future health and social care 
services cannot be reached because of diverging 
objectives between partners. This could result in:
• Failure to deliver integrated care
• Failure to use  resources efficiently and 
effectively across the system
• Poor experiences for patients and service users

3.1 3 5 15 Director of 
Strategy and 
Business 
Development

Finance, 
Performance & 
Investment 
Committee
NHS Kernow 
governance 
through 
Whole System 
Resilience 
Network 

NHS Kernow contract 

Consortia agreement between 3 parties for adult community health services

NHS Kernow Governance through Whole Systems Resilience Network.

CEO and Chair escalation with other system leaders

RCHT's clinical strategy 2012-2017

Issues escalated through TDA/NHS England review meeting

Engaged with NHSE and PHT to secure interim plan for vascular surgery.

Lack of formal system wide 
governance arrangements with 
structured reporting processes

Lack of integrated care strategy for 
Cornwall.

Await outcome of partnership bid for Community 
Services (RCHT, CPFT and Khealth) (1st 
December 2015)

Develop programme plan for integration work  (by 
end of February 2016)

With new Board members, review and refresh 
RCHT's clinical strategy, including development of 
urgent care strategy to provide a strong platform 
on which to take forward system wide planning 
(March 2016)

Lobby for the Trust to be a member of the Health 
and Wellbeing Board to enable system wide 
governance (March 2016)

Be an active partner as the Case for Cornwall is 
developed (March 2016)

Proxy measures to 
demonstrate effective 
whole system working: 
i) Elective Cancellations
ii) Stroke
iii) Penalties
iv) Delayed Discharges

Securing partnership 
arrangement to jointly 
deliver adult community 
health services

Whilst significant progress has 
been made with the confirmation of 
a successful partnership bid for 
adult community health services, 
performance against the proxy 
measures remain inadequate
  

Limited 
assurance to 
date of effective 
whole system 
delivery, as 
measured by 
proxy 
performance 
measures

Lack of agreed plan for health economy 
model.

Lack of patient feedback mechanisms in place 
to assess patient experience across integrated 
pathways.

Use the Trust's active engagement in the WSRN, to influence 
and lobby for a health economy model. (ongoing)

RCHT Patient Experience Manager to liaise with counterparts 
in NHS organisations and consider how this is best 
progressed. (December 2015).
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3690 There is a risk that certain clinical services 
currently offered by the Trust could be lost to other 
providers, as a result of increased competition 
and/or change of intentions as locality 
commissioning develops.  This would potentially 
impact on the clinical viability of certain specialties. 
The loss of income could also threaten the 
financial viability of the Trust.

3.2 3 4 12 Director of 
Strategy and 
Business 
Development

Finance, 
Performance & 
Investment 
Committee

Robust mobilisation within Trust to respond to AQP to enable ongoing provision 
of services

Locality/GP engagement sessions

Children's Partnership Board and Strategy

Partnership bid with Cornwall Partnership NHS Foundation Trust and Kernow 
Health to deliver adult community heallth services.

Joint approach with Kernow Health to service redesign (dermatology and 
Rheumatology.)

Active engagement of Trust clinicians in South West senates.

Lack of communication from NHS 
Kernow regarding arrangements 
for future ISTC (Bodmin) contract

There is a need for a more 
structured process for preparation 
for and feedback from senate 
meetings

Lack of approved plan to deliver 
increased elective capacity at SMH 
and WCH leading to increased 
market share

To follow up with NHS Kernow and seek clarity on 
way forward..  Formal Chief Executive letter to be 
issued.

Processes for preparation for and feedback from 
senate meetings to be formalised and embedded 
through divisions by March 2016.  

Agree enhancements to plan to increase elective 
capacity (December 2016)  To be taken forward 
as a part of surgical division's business plan for 
2016/17

Regular, robust business 
market share 
intellegence to inform 
service line plans

Quarterly feedback from 
GPs.

Provider feedback from GPs 
generally very positive, as 
reported to TMC.
Agreed contract with Three 
Spires for dermatology.

Preferred provider status for 
adult community health services 
(partnership bid).

There is 
significant 
assurance from 
a range of 
sources that 
this risk is being 
well mitigated.

Market share intelligence reports not currently 
received through formal committee structures

Formalise assurance reports through TMC Strategy and FPI 
Committee with regard to market share intelligence (from Jan 
2016).
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3684 There is a risk that certain specialist services 
would not be offered by the trust in future as a 
result of application of commissioning service 
thresholds through NHS England.  This would 
have potential impacts on service quality, patient 
experience and access to care.

3.3 3 4 12 Director of 
Strategy and 
Business 
Development

Finance, 
Performance & 
Investment 
Committee, via 
Trust 
Management 
Committee 
(Strategy)

Contract meetings with commissioners.

Derogation/assurance processes.

Engagement with NHS Kernow and PHT with particular regard to vascular 
services. 

Active engagement of Trust clinicians in South West senates. There is a need for a more 
structured process for preparation 
for and feedback from senate 
meetings

Processes for preparation for and feedback from 
senate meetings to be formalised and embedded 
through Divisions by March 2016 

NHSE accepted derogation 
return. 
Continued commissioning of 
vascular surgery at RCHT.
IPR demonstrating delivery of 
services to contract standards  
for NHSE commissioned 
services. 

Significant 
assurance 
provided that 
risks are being 
well mitigated.

Lack of understanding of the Trust's position 
with regard to the most recent guidelines 
regarding: Emergency Surgical Services, 
Urgent Care Services

Lack of drawing together the totality of 
understanding of the status of services 
impacted by specialist commissioning or other 
standards.

Outcome awaited from the TDA on the bid for 
capital funds for neonatal service provision.

To clarify the Trust's position with regard to Emergency 
Surgical Services and Urgent Care Services guidelines, and 
prepare a report to TMC, offering assurance/setting out 
consequences/next steps.Will be addreseed by Business 
Planning process for 2016/17.

To be included within the 2016/17 business plan (March 
2016).

To continue in dialogue with TDA, and ensure mitigations 
remain robust in the interim. 
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Risk ID Linked 
risks

Principal Risk Description Potential 
threat to 
Objectives

Board Risk 
Owner

Assurance 
Group

Key Controls currently in place Identified Gaps in Control How and when the gaps in control be addressed Source of Assurance  
Planned for 15/16

Sources of positive assurance on 
the effectiveness of controls 

Adequacy of 
Assurance

Gaps in Assurance How and when we plan to address the gaps in assurance

Linked 
Div risks

Describe the risk which threatens the achievement of 
the objective and the potential consequences

If this risk 
materialises 
what is the 
impact on the 
Trust 
Objectives
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Individual 
ultimately 
accountable for 
managing the 
risk 

Principal 
committee 
responsible for 
overseeing 
management of 
the risk on behalf 
of the Board

The existing controls and processes in place to manage the risk Where one or more of the key 
controls on which the organisation is 
relying are not effective

Further action necessary to address the controls, gap 
including timescales for delivery

Where we will gain 
evidence that the controls 
on which we are placing 
reliance are effective

Current evidence that shows we are 
reasonably managing our risks and 
our objectives are being delivered 
I = internal
E = external

Full = Green
Yellow = 
Significant 
Amber= Limited
Red= No 
assurance

where we do not have evidence that controls are 
working, or the evidence available demonstrates 
that the controls are effective

Further action necessary to address the assurance gasp, including 
timescales for delivery
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Current 
Score

Target 
Residual Risk

5214 5571, 
5575

There is a risk of not delivering the financial plan 
and in year statutory financial duties as a result of:
• Non delivery of CIP
• Failure to control costs to deliver income within 
affordable cost base linked to operational 
pressures
• Failure to deliver sufficient income to meet 
financial plan in 2015/16
This could impact on the Trust’s financial standing 
and going concern.

4.1, 4.2 5 4 20 Director of 
Finance

Finance, 
Performance 
and Investment 
Committee 
(receiving 
assurance 
reports via Trust 
Management 
Committee)

Board approved financial plan (March 2015) 

Revised Financial Plan approved by FPI Committee August 2015. 

RTT weekly performance meeting.  

Performance management and escalation in line with Performance 
Management Framework. 

Reviews of specific issues affecting financial position of Trust, including CQUIN 
action plan. 

CIP programme management, including Non-Pay Programme Board, and the 
Elective Surgery Productivity Group.

Arrangements agreed at FPI Committee December 2015 setting out 
arrangements for productivity (CIP) programme management.

Nurse agency controls not yet in 
place to manage agency 
expenditure in line with national 
framework  

Lack of sufficient available elective 
capacity or productivity gains to 
minimise bed related cancellations.

Lack of effective remedial action to 
address current c£6m shortfall in 
savings plan to improve financial 
position against current forecast.  

Lack of operational management 
groups to oversee delivery of all 
CIP programmes. 

Lack of infrastructure to support 
delivery of savings plan. 

Nurse agency controls to be estabilshed, and 
monitored through newly established People and 
OD Comittee.

Approval Consideration of elements of Trust wide 
winter plans to address capacity and flow with 
additional cost consequences Nov 2015  Jan 
2016

Triangulation with TDA on sector wider savings 
plans and consideration of further stretch in 
existing savings plans (Dec 2015); 

Establishment of operational management groups 
to oversee delivery of surgical elective income 
pathway improvement plan and all aspects of 
workforce efficiencies, including recruitment and 
workforce planning (Nov 2015). Nursing and 
Midwifery Workforce Group to be established Jan 
2016 to oversee CIP delivery.

Monthly financial report 
to FPI and Board which 
incorporates full suite of 
financial indicators. 

Mid year review of 
financial position (Nov 
2015). 

Quarterly CQUIN 
performance reported to 
TMC Ops

Annual internal audit of 
savings plan (due to 
report Dec 2015). 

TDA reviews of financial 
position (Nov 2015)

 Internal Audit on CIP 
delivery.

Latest Board report (Jan 2016) 
confirms that Trust is off track 
with its financial plan. 

Q2 CQUIN performance on 
target, as verified by CCG.

Internal Audit on CIP (presented 
to Audit Committee Dec 2015) 
concludes a significant 
impact/threat to the achievement 
of the Trust's strategic objective.

 Latest Board 
report (Jan 
2016) confirm 
that Trust is off 
track with its 
financial plan, 
and lack of 
assurance on 
alternatives to 
close the 
shortfall.

Lack of assurance on alternatives to close the 
shortfall in savings plan and reduce run rate.  

Refreshed 3 year financial recovery plan 
outstanding. 

Lack of assurance of appropriate escalation 
compliant with performance framework.

Continue to work with TDA to secure assurance that all 
reasonable efforts are being taken to improve financial position 
(ongoing).  

Refresh and approval of 3 year financial recovery plan (Feb 
2016). 

Evaluation of escalation by Director of Finance, and 
implementation of any findings arising from review at both 
divisional and corporate levels (Dec 2015).
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There is a risk that the Trust will not be able to 
maintain and develop its estate, medical 
equipment and other infrastructure in a state that 
is safe and fit for purpose or  to address agreed 
strategic priorities due to insufficient availability of 
capital investment.  This could interrupt service 
delivery, increase the cost of repairs and 
maintenance and impact on compliance with CQC 
regulations, statutory compliance and legislation.

4.3 4 4 16 Chief 
Operating 
Officer

FPI Committee Backlog risk assessed and prioritised

Capital Programme prioritised by relevant sub-groups (ie, Estates, Backlog 
Board, Medical Equipment, Informatics) at the start of each year and monitored 
closely during the year.

Clinical Site Development Plan

Infomatics Strategy

Indicative 15 year capital programme, identifying long term funding 
requiirements.

Asset Condition Survey undertaken Sep 2015

Performance reviews

Rolling Replacement Programme for Medical Equipment

There is a need to consider 
alternative strategic investment and 
partnership solutions to addresss 
funding challenges

Consideration is being given to a strategic estates 
partner (by Sep 2016)

Partnership and funding opportunities to be 
considered as part of the business planning 
process for 2016/17.

Review of managed equipment options for 
radiology equipment (progress being reported to 
Trust Management Committee)

Assurance reports on 
capital programmes 
reported monthly 
through Committee 
structures 

Decision from TDA on 
bid for additional capital 
funds

Regular assurance reports 
received, in respect of capital 
investment programmes, delivery 
of prioritised backlog maintenance 
and progress in delivery of Phase 1 
of CSDP.

Whilst robust 
prioritisation 
processes are 
in place, and 
there is 
significant 
assurance this 
risk is being 
managed within 
the overall 
funding 
available, there 
remain a 
number of 
related red 
risks that are 
dependent on 
external 
funding 
decisions.

Decision awaited from TDA re capital loan to 
address high risk priority areas.

Lack of assurance with regard to annual 
capital funding for 2016/17 and 2017/18

TDA decision on capital loan expected Jan 2016.  

Develop further business cases for additional capital from 
TDA/DH in line with identified priorities
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Stratgic Objective 4: RESOURCES
We will be financialy sustainable and make efficient use of our resources to provide safe and welcoming environments, modern equipment , facilities  and techonology to underpin services
(Executive Director: Director of Finance and Performance / Chief Operating Officer/ Director of Strategy and Business Development)
4.1 Acheive planned surpluses of £3.9m each year
4.2 Best in class productive and efficiency standards, delivered through quality assured CIPs
4.3 Completion ofour site development plan phase 1, and achievement of expected patient and business benefits
4.4 Fully utilised and robust electronic patient care and management systems supporting high quality, efficient care
4.5 Successful work with partners to acheive our sustainability goals adding value to the economic health of Cornwall and Isles of Scilly
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