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SUMMARY REPORT 

TRUST BOARD 28 July 2016 Appendix 7 (ii) 

Title of Report Corporate Risk Register Report 

Accountable Officer Christine Perry, Director of Nursing 

Author(s) Christine Perry, Director of Nursing 

Ceri Evans, Risk Manager 

Purpose of Report This paper provides a summary of the red risks (scored at 15 or 
greater) across the organisation, as at July 2016, and the 
oversight arrangements in place to ensure risks are being 
sufficiently mitigated, with the right pace.    

Recommendation  The Board is recommended to: 

 Receive a summary of the red risks on the corporate risk 
register, and assurance that these risks have mitigating 
actions in place, with appropriate oversight.  

 Confirm that the red risks are an accurate reflection of the 
key risks facing the organisation. 

 Be assured that all relevant mitigating actions are being 
pursued for risks that remain high post mitigating action 

Consultation 
Undertaken to Date 

Nil   

Date(s) at which 
previously discussed by 
Trust Board / Committee 

The Trust Board received the Corporate Risk report at its 30 
June meeting. 

Next Steps Risk reports will be received by the Board on a regular basis, 
with a move to presenting those above the risk tolerance 
agreed by the Board during the next quarter. 

  

Executive Summary 

This paper provides a summary of the ten red risks recorded on the Corporate Risk Register 
(Appendix 1).  The seven red risks on the Board Assurance Framework are reported 
separately today. 

The actions being taken to mitigate the risks are described, as well as the oversight 
arrangements and any barriers to delivery of mitigating actions. 

The corporate risks included in this report represent the current significant operational risks.  
They are reviewed and updated regularly with oversight from the Executive Team.  Focus 
will be on aligning these, and all other risks within the risk register, to agreed risk domains 
from which risks will be reported according to the risk appetite level assigned to each domain 
by the Board 

Whilst no new red risks are included in this report, a new red risk relating to issues 
highlighted by the recent cancer peer review for Cancer of Unknown Primary (CUP) and for 
Anal Cancer will be considered by Executive Directors prior to the Board meeting, and a 
verbal update will be provided.   
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Financial Risks The limited investment available this year has been targeted at 
reducing risks relating to mortality and patient flow.    

Key Risks  This report includes all red risks (scored at 15 or greater), other 
than those on the Board Assurance Framework which are 
reported separately today.   

Disclosure Statement Work continues to ensure that all risks are well articulated and 
appropriately and consistently scored, and updated at regular 
and appropriate intervals. 

Equality and Diversity 
Statement 

There are no specific red equality risks. 
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CORPORATE RISK REGISTER REPORT JULY 2016 

 

 

1. Introduction  

 
1.1 The purpose of this report is to inform the Board of the significant risks on the Trust 

Risk Register, rated at a score of 15 of above, to enable oversight of the most 
challenging organisational risks with associated mitigating actions, and for the Board 
to be assured that these risks are appropriately linked to the strategic risks as set out 
in the Board Assurance Framework. 

 

2. Corporate Risk Register 

 

2.1 The Corporate Risk Register reflects all those risks contained in the Operational 
Business Plan, Corporate Departments and Service Line Risk Registers, as well as 
risks identified by the Executive Team. The Corporate Risk Register records the 
actions planned to mitigate each risk and progress in achieving these. It supports a 
‘bottom up, top down’ approach to the treatment of risk.  

 

2.2 Appendix 1 sets out the 12 red risks (scored at 15 or greater) for the Trust included 
on the Corporate Risk Register.  These risks differ from those on the Assurance 
Framework in that they do not affect the Trust’s overall ability to achieve its strategic 
objectives.   

 

2.4 Under risk management arrangements agreed by the Board, the Corporate Risk 
Register is regularly reviewed by the Executive Management Team to ensure robust 
capture of strategic and operational risks, and to assess the adequacy of the 
mitigating plans in place.  Future reports will move away from focusing on red risks to 
those risks above agreed tolerance levels as agreed by the Board in June 2016. 

 
2.6 The 12 red risks are summarised below, in order that the Board can consider 

whether there is appropriate coverage of high risks across the organisation: 

 

Summary of Red Risks 

2930 Risk of four hour standard not being delivered  

5704 Risk of patients not receiving care in the right setting 

4659 Risk of insufficient critical care beds  

2909 Risks to the health and safety of patients and staff arising from the poor 
neonatal environment 

4441 Risks of women labouring and delivering on the antenatal ward 

5755 Risk of surgery being cancelled due to washer/disinfector failure 

4427 Risk of patients’ chemotherapy treatments being delayed due to insufficient 
chemotherapy-trained nurses 
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4438 Risk of blood test results/blood transfusions not being available overnight if 
on-call service fails 

3464 Risk of closure of all or part of transfusion service by the Medicines and 
Healthcare Products Regulatory Agency if poor and inconsistent 
documentation not addressed by divisions 

5571 Risk that CIP savings plan of £15m not delivered  

 
2.7 Whilst no new red risks are included in this report, a new red risk relating to issues 

highlighted by the recent cancer peer review for Cancer of Unknown Primary (CUP) 
and for Anal Cancer will be considered by Executive Directors prior to the Board 
meeting, and a verbal update will be provided.   

 

3. Conclusion 

 

3.1 The corporate risks included in this report represent the current significant 
operational risks.  They are reviewed and updated regularly with oversight tom the 
Executive Team.  Focus will be on aligning these, and all other risks within the risk 
register, to agreed risk domains from which risks will be reported according to the risk 
appetite level assigned to each domain by the Board. 

  
4.0 Recommendation 

 
4.1 The Board is recommended to; 

 Receive a summary of the red risks on the corporate risk register, and assurance 

that these risks have mitigating actions in place, with appropriate oversight.  

 Confirm that the red risks are an accurate reflection of the key risks facing the 

organisation. 

 Be assured that all relevant mitigating actions are being pursued for risks that 

remain high post mitigating action 
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Appendix 1 
Other Corporate Risks with a Score of 15 or above – June 2016 

 

Risk 
ID 

Executive 
Lead 

Risk Description Current 
Score 
(LxC) 

Target 
Score 
(LxC) 

Risk 
oversight 

arrangements 

Key Mitigating Actions Barriers to Delivery 
 

5571 Director of 
Finance 

The risk is that the CIP 
plan of £15m (net of 
investment) for 2016-17 is 
not delivered and that this 
impacts on the Trust's 
financial target not being 
achieved. The cause could 
be due to the lack of 
identified deliverable 
schemes or the inability to 
deliver schemes due to 
capacity or capability. 

 
4x4=16 

 
3x4=12 

Finance, 
Performance 
and Business 

Transformation 
Committee 

CIP Programme 
Management established, 
and Service Improvement 
Team appointed. 
Existing schemes being 
reviewed with divisional 
management and Service 
Transformation Team. 
 
Theatre efficiency 
programme and outpatient 
services savings 
programmes in place  
Operational Workforce Group 
overseeing delivery of 
savings schemes, including 
reduction in use of agency 
spend. 

Patient Flow - Theatre 
efficiency programme 
is centred on 
increasing production 
but relies on beds 
being available. 
 
Workforce Savings 
plan is dependent on 
speed of delivery and 
final numbers 
achieved. 

2930 Chief 
Operating 
Officer 

Failure to deliver 4 hour 
standard as a result of sub-
optimal flow through the 
hospital and beyond, failure 
to create sufficient capacity 
to match flow and 
leadership and staffing 
issues in ED.  This would 

 
5x4=20 

 
3x4=12 

Medicines 
Services 

Board 

Escalation protocols in place. 
 
Work taking place internally 
to improve discharge 
planning and with external 
partners to reduce delayed 
transfers of care. 
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impact on long waits for 
patients requiring onward 
transfer to the right clinical 
setting and potential 
related adverse impacts on 
patient care and financial 
penalties for the 
organisation of >£1.5m. 

Support provided from 
ECIST. 
 
Systems Resilience Group 
overseeing systems wide 
improvements, in the context 
of STP planning, and 
prioritisation of the 
Transformation of Urgent 
Care Systems 
 
(Improvement trajectory 
being met.) 

2909 Medical 
Director  

There are health and safety 
risks to patients and staff 
arising from a neonatal 
environment which is not 
compliant with NHS 
Estates, IP&C and NNU 
toolkit requirements, eg 
leaking pipes and 
overheating) and 
overcrowded, including a 
lack of isolation rooms and 
parent facilities. 
This could lead to infection 
outbreaks, health, safety 
and fire incidents (including 
potential roof collapse) and 
poor patient experience 

 
5x4=20 

 
1x4=4 

Women and 
Children’s 
Services 

Board 

Capital funds secured from 
TDA (now NHSI) and 
preparatory building works 
starting August 2016. 
(Risk will be mitigated once 
capital development 
complete.) 
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4427 Director of 
Nursing 

There is a risk that patients' 
chemotherapy treatments 
are being delayed which 
could have an impact on 
their prognosis. This is 
caused by failure to 
establish the required 
staffing levels of 
chemotherapy-trained 
nurses for the provision of 
the service.  Increasing 
numbers of chemotherapy 
patients in the Headland 
Unit placing undue 
pressure on the existing 
staff. Existing staffing 
levels do not comply with 
Specialist Commissioning 
requirements of a 2:1 ratio 
This could lead to: 
• Increased number of 

complaints / PALs 
concerns with potential 
for adverse publicity & 
loss of reputation to the 
Trust 

• Inability to harvest 
patients on the planned 
day of treatment 
(peripheral stem cell 
service), resulting in 
patients receiving 
unnecessary / 
additional 
chemotherapy and 

 
4x4=16 

 
1x4=4 

Clinical 
Support  and 

Cancer 
Services 

Board 

Discussions in progress with 
RD&I to facilitate use of 
chemotherapy trained 
Research Nurse capacity.  
 
To reduce delays in 
chemotherapy treatment.   
 
Exploring block-booking 
agency staff for backfill 
 
Clinical Matron exploring the  
Establishment of a Practice 
Facilitator role to fasttrack the 
in-house training of nurses in 
chemotherapy provision. 
 

Large number of 
vacancies to be filled 
and once recruited, 
training new staff may 
take 12 months. 
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delayed treatment/ 
having to go to 
Derriford. 
Failure to establish the 
required staffing levels 
for the provision of the 
chemotherapy service.  
Increasing numbers of 
chemotherapy patients 
in the Headland Unit 
placing undue pressure 
on the existing staff.  

5704 Chief 
Operating 

Officer 

There is a risk of patients 
not receiving care in the 
right setting as a result of 
continuing high levels of 
delayed transfers of care 
for patients awaiting 
packages of care and /or 
care/nursing home 
availability.  Patient 
impacts include: 
• increased risk of 

acquiring a hospital 
acquired infection 

• increased risk of falls 
due to poor mobility in 
an inappropriate 
environment 

• potential for detriment 
to patients’ wellbeing.   

 
5x3=15 

 
3x4=12 

Medicines 
Services 

Board 

Daily bed meetings with 
Onward Care Teams 
 
Discharge Lounge 
 
Operational escalation calls 
(silver) chaired by CCG 
 
Systems Resilience Group 
leadership of actions to 
improve patient flow 
 
Establishment of Integrated 
Hospital Discharge Ward 
 
Medical Teams identified to 
provide senior review of 
medical outliers 
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This also impacts on the 
Trust’s ability to manage 
flow through ED, potentially 
impacting on patient safety. 

ED action plan  
 
Bi Monthly/Quarterly meeting 
commenced with cross 
organisational representation 
to review all patients with 
over 10 day length of stay 

4659 Chief 
Operating 

Officer 

There is a risk of clinically 
critical post-operative 
elective patients and 
emergency critically ill 
patients not being treated 
within a critical care bed as 
a result of insufficient 
overall intensive care 
capacity due to an increase 
in higher acuity patients 
and delayed transfers of 
care out of critical care.  
This would lead to a 
potential increase in patient 
harm and impact on the 
Trust's reputation. 

 
3x5=15 

 
3x3=9 

Surgical 
Services 

Board 

Key mitigation will be 
delivered through actions 
taking place to improve 
patient flow. 
 
Daily bed meetings to 
support coordination. 
 
Funding for additional 
capacity of two critical care 
beds has received approval 
and recruitment is due to 
commence. 
 
Cancellation of elective 
surgery 
 

Patient flow in critical 
care 

5755 Chief 
Operating 

Officer 

There is a risk of both 
elective and emergency 
surgery having to be 
cancelled due to a 
decrease in 
washer/disinfector capacity 
of 40 - 80% should one or 
both of the Belimed 
washers/disinfectors 
WD280s fail.  (They are 
both past their expected life 

3x5=15 2x4=8 Surgical 
Services 

Board 

Money secured for new 
washer. Specification being 
written.  Should be fully 
installed during Q3.  
Business continuity plan 
includes the use of the Sterile 
Services Department at the 
Dental School in the KSPA at 
RCH and some support from 
Derriford Hospital. 
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of 10 years with most 
electronic parts no longer 
able to be sourced).  This 
would impact on elective 
performance and delay in 
patient treatment.  
Loss of one 
washer/disinfector would 
decrease capacity by 
approx. 40%. 
Loss of two 
washer/disinfectors would 
decrease capacity by 
approx. 80% 

 

4438 Chief 
Operating 

Officer 

There is a risk of no blood 
test results/blood 
transfusion available 
overnight due to the 
potential failure of the on-
call service as a result of 
long-term sickness, 
pregnancy and staffing 
levels (only 9 staff currently 
on the rota, and 12 
required to maintain one on 
call session per week).  
The current rota has to be 
actively managed/adjusted 
3-4 times per week to 
ensure cover.  
Unavailability of the service 
would result in surgery 
having to be 
postponed/cancelled, ED 
only being able to treat 

 
3x5=15 

 
1x5=5 

Clinical 
Support and 

Cancer  Board 

Delivery of harmonised on-
call service across Pathology 
(CSCS Business Plan 2016-
17) 
 
Transition to shift working in 
Haematology/Transfusion 
with target date of January 
2017 once staff have been 
recruited. 
 
Accelerated training 
programme (6 months) for 
Band 5 posts – (staff to be 
released from main role to 
attend).     
 
Recruitment for 2 Band 5 
posts has been approved. 
Staggered recruitment of 
posts.  

Training programme 
duration is 
approximately 6 
months, during which 
time staff need to be 
released in order to 
train, leaving low 
staffing levels for the 
service. 
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minors, maternity needing 
to risk assess the deliveries 
taken as admissions, 
critical care needing to risk 
assess care needs, and is 
likely to be declared a 
major incident.  There are 
also potential health 
impacts on staff on the 
rota, including stress which 
would exacerbate the 
challenges in delivering an 
on-call service.  The on call 
commitments for current 
staff also mean that senior 
staff are not consistently 
available during routine 
hours to advise/lead the 
service. 

4441 Director of 
Nursing 

A failure to provide 
sufficient capacity to meet 
demand caused by an 
increasing birth rate over 
time and failure to invest 
locally in an alongside birth 
centre results in women, 
including those with high 
risk pregnancies, labouring 
and delivering on the 
antenatal ward resulting in 
women not receiving 1:1 
care in labour with potential 
catastrophic 
consequences. 
Women undergoing 

 
3x5=15 

 
1x5=5 

Women and 
Children’s 
Services 

Board 

Risk will be mitigated by 
funding secured for capital 
development (preliminary 
works to commence August 
2016). 
 
Risk assessment undertaken 
by shift leader and delivery 
suite coordinator to ensure 
women are prioritised for 
transfer according to clinical 
need. 
 
Women in labour given a side 
room wherever possible. 
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induction of labour are also 
sometimes unable to 
transfer to delivery suite 
resulting in complaints and 
a poor patient experience. 

Delivery trolley and 
resuscitaire immediately 
available. 
 
All staff attended emergency 
obstetric skills and drills 
training, including 
communication skills. 
 
Increased midwifery staff 
overnight. 

3464 Medical 
Director 

There is a risk of the 
closure of part or all of the 
transfusion service as a 
result of regulatory action 
by the MHRA as a result of 
on-going poor and 
inconsistent recording of 
traceability data by ward 
areas.  This would globally 
impact the Trust with no 
blood to cover. The Trust 
would have to re-provide 
ED, Theatres, Maternity, 
MAU and critical care. 
There are no timescales 
associated with MHRA 
inspections of hospital 
transfusion sites.  
Following submission of 
the 2015 annual blood 
compliance report, MHRA 
deemed RCHT to be in 
general compliance with 
the specific questions 

 
3x5=15 

 
1x5=5 

Clinical 
Support and 

Cancer 
Services 

Board 

A pilot real-time audit of 
transfusion paperwork on 
Lowen Ward has resulted in 
improved local compliance.   
 
Recommendation for this to 
be rolled out across other 
wards is to be. 
 
Standing agenda item at 
Nursing & Governance 
Colaborative and audit 
results and action plans are 
reviewed.  
 
. 

Quality of incident 
investigations at ward 
level  
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asked in the report.  
However, any future 
inspection would 
undoubtedly find that little 
progress has been made to 
address the major finding 
from the last inspection 
regarding the poor quality 
of investigation of incidents 
outside the Transfusion 
Laboratory.  A number of 
action plans have been 
developed by the Hospital 
Transfusion Committee 
and approved at Trust 
Management Committee 
but not successfully 
implemented by the 
Divisions. 

 


