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SUMMARY REPORT 

TRUST BOARD 9 February 2017 Agenda Number: 
08  

Title of Report Board Assurance Framework 

Accountable Officer Tracey Lee, Governance Lead 

Author(s) Tracey Lee, Governance Lead (in conjunction with Executive 
Directors) 

Purpose of Report This paper sets out the key changes made to the Board Assurance 
Framework (BAF) since it was last presented to the Board in 
December 2016, and proposes further assurance actions for 
consideration. 

Recommendation  The Board is recommended to: 

 consider additional proposals to address low levels of 
assurance with regard to specified principal risks (see 
section 2.6) 

 review the updated Board Assurance Framework 

Consultation 
Undertaken to Date 

The Board Assurance Framework has been updated in 
consultation with executive directors, and input from the 
Finance Committee, People and Organisational Development 
Committee and the Quality Assurance Committee.  

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

The BAF is received bi-monthly by the Trust Board for 
assurance purposes.  The Board last received a report on 1 
December 2016.  

Since that time relevant principal risks have been scrutinised by 
the Finance Committee (30 January 2017), the People and OD 
Committee (20 December 2016) and is scheduled for 
discussion at the Quality Assurance Committee on 7 February 
2017. 

Next Steps The Trust Board will receive a bi-monthly update. 

  

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 how these are being addressed, and to propose additional assurance 
actions that could be considered by the Board. 
 
The mortality and financial risk scores have reduced since the last Board meeting.  There 
are no changes to the assurance RAG ratings.   
 
The Board should pay particular attention to the following risks, where the risk scores are 
above tolerance and assurance RAG ratings are red, and/or where the residual risk score 
(ie, where it is expected the risk score will be following mitigation) would remain above 
tolerance: 
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 3411 – Patient flow 
 5766 – Mortality 
 5820 – Sufficient clinical staff 
 5929 – Impact of system pressures on Trust 
 5214 – Financial delivery 

 

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

Key Risks  The BAF provides assurance on the extent to which all principal 
risks which could prevent delivery of the Trust’s objectives are 
being mitigated.   

Disclosure Statement The assurance RAG ratings are based on an adequacy of 
assurance matrix, which places an emphasis on independently 
verified, timely data, which provides demonstrable evidence 
that controls are being used effectively to manage the principal 
risks. There is a strong emphasis on use of relevant internal 
and external audit data, in line with good practice.  This is 
reflected in the summary of planned assurance for 2016/17. 

Equality and Diversity 
Statement 

There are currently no specific principal risks identified relating 
to equality and diversity. 
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Board Assurance Framework 

 
 
1. Introduction  
 
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 articulates the controls in place to ensure that 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 populated content assists in driving the assurance 
agenda for the Board.   

1.2 The BAF was last reviewed by the Board at its 1 December 2016 meeting.   

1.3 Relevant BAF risks are reviewed by the Finance Committee, the Quality Assurance 
Committee and the People and OD Committee.  In addition, the Board agenda 
planner has been mapped against the BAF entries to ensure good correlation with 
Board business. 

2. Board Assurance Framework Update as at 26 January 2017 
 

2.1 The following sets out key changes to the BAF since last reviewed by the Board in 
December 2016. 

 
2.2 Revised risk scores 

The scores for the following risks have reduced since the last Board meeting: 

2.2.1 5766 – High mortality rate 

The latest Hospital Standardised Mortality Ratio (HSMR) data continues to show a 
stable rolling 12 month position, and Summary Hospital-level MortaIity (SHMI) 
remains in the expected range.  Under the direction of the Medical Director, changes 
are being enacted to strengthen the delivery and assurance arrangements, to 
underpin on-going improvements.  On this basis, the risk rating has been reduced 
further from 3x5 to 2x5 (still above tolerance). 

2.2.2 5214 – Financial delivery 

As discussed at the Finance Committee last month, the likelihood score for delivery 
of the financial control total for 2016/17 has reduced from a 5 to a 4.  This is in the 
context of the risk of readmissions penalties no longer applying, and the Trust 
moving towards the end of the financial year and remaining on target to deliver the 
financial target.  It is however clear that as the BAF is refreshed for 2017/18 and 
onwards, the financial risks will be significant.  
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2.3 Revised assurance RAG ratings 

A RAG rating scoring system exists for the assurances included.  Where there is 
more than one piece of assurance relating to a principal risk, the lowest RAG 
rating takes precedence.  In the case of negative assurance, consideration is given 
as to whether this highlights any gaps in control which need to be addressed.   

There have been no changes to the assurance RAG ratings since the last Board 
meeting. 

2.4 Key changes since the BAF was presented to the Board in December 2016 

2.4.1 Risk 3411 – Patient flow 

Demand at the front door, internal processes and delayed discharges all remain 
significant issues to be addressed to improve patient flow.  The 4 hour ED standard 
improvement trajectory has not been met since August 2016, and achieving the 
required improvements remains challenging. This is exacerbated by current winter 
pressures. 

The focus on patient flow continues at Trust Management Group meetings, following 
review of the new Patient Flow policy at TMG in November 2016.  Significant 
developments since the last Board meeting are as follows: 
 

o Implementation of a Safer Placement policy, replacing the Full Hospital 
Escalation Policy; 

o Changes to the acute medicine pathway December 2016 which aim to both 
reduce admissions and length of stay for admitted patients; 

o Winter plan implemented; 
o The establishment of daily ED breach meetings, with identification of learning 

to promote the required improvements; 
o Review of approach to tackling delayed transfers of care by national team, 

involving A&E Delivery Board, on 24th January 2017. Work now taking place 
to agree a system wide outcomes based plan, for review by regional A&E 
Delivery Board.  Particular areas to address include the stroke rehab 
pathway, and care in people’s homes.  This is key to addressing a number of 
gaps in assurance on the Board Assurance Framework. 

The unannounced inspection undertaken by the Care Quality Commission in early 
January 2017 included a focus on patient flow.  The detailed report on their findings 
is expected in March 2017. 
 
As prompted by the Board at its December 2016 meeting, the proposed system wide 
audit of high impact interventions was discussed at the A&E Delivery Board at their 
January 2017 meeting.  It was decided not to proceed at this stage.  There has been 
significant focus and scrutiny including input from ESIP and GE Finnamores and the 
whole systems Delayed Transfers of Care (DToC) event that took place in January 
2017. It is unlikely therefore that an audit would add sufficient value at this stage to 
warrant the expenditure or focus. 

 
2.4.2 Risk 5766 – High mortality rate 

The latest Hospital Standardised Mortality Ratio (HSMR) data (October 2016) 
continues to show a stable rolling 12 month position.  The Summary Hospital-level 
Mortality Indicator (SHMI) has risen slightly from 99.01 to 100.86 for September 
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2016, but remains within the expected range. The Crude Mortality Rate for December 
shows a further slight increase from 10.9 in October to 14.3 in December, with a flat 
trend line over the last 18 months.  The focus on mortality therefore continues.  The 
Medical Director has undertaken a review of the effectiveness and impact of the 
Delivery Groups, and is in the process of establishing a Mortality Oversight Group, 
with strengthened links to the Executive Serious Incidents Group. The Mortality 
Oversight Group will incorporate the work of the existing Delivery Groups, thus 
consolidating themes, learning and actions.  In addition, the Clinical Governance Sub 
Committee structure is being consolidated to focus on tackling non-compliant and 
non-evidence based practice contributing to poor outcomes and holding to account 
the specialities for the improvements required.  

 

Sepsis compliance has been discussed with Clinical Directors at Trust Management 
Group, and continues to be addressed, including directorate challenge at divisional 
governance meetings. However, the required improvements are not yet evident.  
Oceana will provide a technical solution in ED.  

 

Results from the follow up NHSI led audit on four priority standards for seven day 
services were positive overall, with the Trust above average on all measures other 
than access to critical care interventions and echocardiology (over 7 days) and 
access to histopathology at weekends.  This indicates that the responsiveness of the 
care provided at weekends does not account for the difference in weekday and 
weekend mortality.  The Medical Director is now undertaking work to review whether 
there is a link between NEWS scores at admission and mortality, which might explain 
the on-going gap between weekday and weekend mortality.  In this regard, seven 
day working is being added to the Terms of Reference for the new Mortality 
Oversight Group.    

The Medical Directors at RCHT and the Royal Devon and Exeter NHS Foundation 
Trust have agreed a peer review of mortality reviews, to provide each Trust with 
strengthened assurance of the robustness of processes. 

2.4.3  Risk 5259 – Avoidable delays in treatment and follow up 
 

Whilst RTT performance was sustained in December 2016, the overall pending list 
has grown, and concerns remain about sustaining RTT on a monthly basis whilst 
patient flow remains poor, particularly in the context of winter pressures.  
 
There are no longer trajectories in place to ensure all under-performing specialities 
are RTT compliant by March 2017, and the position is worsening in some 
specialities.  Work is currently taking place with these specialities with regard to 
trajectories for 2017/18. 
 
The follow up pending lists are of particular concern in cardiology and respiratory 
specialities. A design of cardiology services is now underway to provide a 
sustainable way forward, with an update expected to Trust Management Group early 
in February.  Following the conclusion of the review, and agreement about the 
service redesign required, it is planned that proactive recruitment will take place from 
April 2017 onwards.  The follow up pending list in ophthalmology has improved to two 
months.  Coefficient risk is being monitored and managed. 

It has become clear that there is a lack of clarity of the speciality level admin team 
working and standards underpinning co-ordination of RTT. The Surgical Group are 
leading a review of arrangements during January and February 2017, with 
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development work with each team then taking place between March and June 2017. 
This strengthening of processes is important in underpinning RTT delivery. 

 
Cancelled operations contribute to the vulnerability of RTT performance.  A daily 
target has been established of 86 in-patient discharges in Q4 to support maintenance 
of the RTT standard. 

 
Given the vulnerability of the RTT target, the likelihood score was reviewed at the 
Finance Committee last month.  It was agreed that on the basis of current 
performance, the likelihood score should stay at 3 (possible), in the knowledge that 
the risk of non-delivery will increase if the current challenges to patient flow cannot 
be more effectively mitigated. 

 
Following the recent changes to the Terms of Reference for the Finance Committee, 
it was agreed at their last meeting that oversight of this risk would now sit better with 
the Quality Assurance Committee, particularly given the quality impacts should the 
risk materialise. 

 
2.4.4 Risk 5820 - Sufficient clinical staff (medical, nursing and other) with the right 

skills and experience  

Whilst the BAF continues to reflect some slippage in addressing identified gaps in 
control and assurance, workforce planning for medics and allied health professionals 
is being progressed, with a draft work workforce plan developed as part of the 
Operational Plan for 2016/17.  The inclusion of medical staff on e-roster is also 
assisting in establishing medical staffing levels.  The workforce plan is due to come 
to the Board in March 2017.  This is important as there are currently gaps in both 
control and assurance for non-nursing staff.   

Progress continues to be made in moving to substantive recruitment to medical 
vacancies.  A further five vacancies are currently within the recruitment process, and 
two appointments have been offered in recent weeks.  Work on bespoke recruitment 
campaigns continues.  

The KPIs reviewed by the Operational Workforce Group to track progress in 
delivering efficiencies include safety metrics.  This provides the Board with strong 
assurance of the approach taken, and was praised by the Care Quality Commission 
at their recent unannounced inspection. 

In relation to CQC staffing ‘must dos’, an ED consultant has recently been recruited 
(supported by a bespoke recruitment campaign).  

Assurance is still being sought on the consistency of staffing escalation 
arrangements and related incident reporting.   

International recruits now have until March 2017 to meet International English 
Language Testing System (IELTS) requirements and be able to take up their offer of 
employment.  Seven applicants are now in the process of relocating to Cornwall, 
having proceeded through all NMC requirements. 

2.4.5 Risk 5229 – Health and safety compliance 

The Health and Safety Sub Committee are considering the Trust’s approach to H&S 
mandatory training requirements at their February 2017 meeting.  The outcomes will 
be discussed with Executive Directors and the Quality Assurance Committee in 
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March 2017.  The aim is to agree proposals that are proportionate and deliverable to 
improve compliance.  Safer sharps training compliance continues to slowly improve, 
and was at 84.2% in December.  Kernowflex is currently targeting bank staff to 
ensure they have undertaken the required training.  The number of dirty sharps 
injuries increased again in November, up to 17 (compared with 8 in October), 
reinforcing the importance of training. 

Following a site visit in November 2016, the CQC confirmed closure of the 
improvement notice file for the radiation incident earlier this year.  The CQC inspector 
was very positive about the improvements made. This is further evidence that more 
recent assurance with regard to health and safety compliance is positive. 
 

2.4.6 Risk 5233 – Strengthening compliance with CQC requirements 

Since the last Board meeting, a Quality and Safety Review has taken place at the 
Trust, focused on Urgent and Emergency Care, Cardiology, Maternity and End of Life 
Care.  The review confirmed the current areas of priority, and gave assurance of on-
going improvements in areas already identified as having improved.  Feedback was 
particularly positive about the care provided to patients.   

It is clear from a range of assurance sources that the range of non-compliant issues 
are reducing, with particular focus now on sepsis screening and medication security. 

This principal risk will be re-assessed in the light of the formal feedback from the 
Care Quality Commission following their unannounced inspection early in January 
2017, although the initial feedback provided has not resulted in any additional entries 
to the BAF at this stage.  It it is however clear that patient flow remains an on-going 
concern (as reflected in the Trust’s own BAF entry, and the national visit with regard 
to delayed transfers of care last month).   

Whilst the CQC Response Group has not met recently, the existing improvement 
plan, and ‘should do’ actions continue to be an important focus at Trust Management 
Group and divisional performance meetings. The focus of the Response Group is 
due to be refreshed at the February 2016 meeting. 

With regard to specific improvements required by the CQC, the Outpatient 
Productivity Board is now chaired by the Chief Operating Officer, and appraisal rates 
continue to improve.  Clinical Directors are reviewing the mitigation for critical care 
risks, for discussion at Trust Management Group. 

Early comparator data from the 2016 staff survey indicates that more staff are feeling 
secure in raising concerns. 

Assessments with regard to the consent and dignity and respect regulations will have 
been reviewed by the Quality Assurance Committee two days before this Board 
meeting.   

2.4.7 Risk 3093 – Low levels of staff engagement 

Appraisal rates continue to improve, with the latest reported position up to 82.8%. 
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The People and OD Committee received the Health and Wellbeing Strategy in 
December 2016, and provided feedback to strengthen the finalised strategy. 

This principal risk entry will be carefully reviewed in the context of the 2016 staff 
survey results before the next Board meeting. 

2.4.8 Risk 5821 – Capability to drive transformational change  

The updated BAF entry reflects the Board recruitment currently underway, as well as 
the appointment of a new, experienced Chairman, informed by local stakeholder 
feedback.   The Director of Human Resources and Organisational Development and 
the Director of Corporate Affairs have both commenced work at the Trust since the 
last Board meeting. 

The leadership development programme continues, and the Director of HR & OD has 
started planning for a new Organisational Development strategy to be presented to 
the Board early in 2017/18. 

2.4.9 Risk 5929 - The impact of system pressures on the Trust  

This updated entry reflects the work now commencing across the system to deliver 
the Full Business Case for the system wide five year Sustainability and 
Transformation Plan (STP).   

Significant work took place with commissioners to agree contracts, aligned with STP 
expectations, to the new December deadline.  The focus is now on clarifying how the 
system most effectively operates to address the system wide savings required.   

Senior leaders from health and social care have aligned around the proposed move 
towards an Accountable Care System, and this will be key in addressing system 
pressures on a sustainable basis.  

The Terms of Reference for the Board and its Committees approved at the last Board 
meeting clarified the role of Committees with regard to system wide issues.  This now 
needs to be reflected in the Committee work plans being updated at present. 

A Strategic Partner has been appointed to support STP developments. 

The Board are being kept updated on developments between meetings, including 
most recently at a Board Informal in December 2016, and at a Board to Board with 
NHS Kernow, also in December 2016. 

Whilst STP planning continues, at delivery level the KPIs indicative of effective whole 
systems working are not yet improving. 

It is noteworthy that there is currently little external assurance available with regard to 
STP developments. 
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2.4.10 Risk 3692 – Realising the benefits of more integrated health and social care 
services 

A new collaborative agreement is being presented to the Board today. This will 
provide an overarching framework to take forward agreed Joint Ventures, the first 
focused on urgent care.  This is an important step in delivering more integrated 
services, and will be underpinned by robust, but agile, governance being developed 
to support decision making over the coming months. The collaborative agreement will 
also feed into ACO/S developments. 

The One Vision Partnership strategy for children’s services is also being presented to 
the Board today. 

Whilst good progress is now being made on putting in place the enabling 
infrastructure to support more integrated delivery, there is currently limited assurance 
of effective whole system delivery, as measured by proxy performance measures.  
The recent visit from the national team has provided a particular focus on the work 
required across the system to reduce Delayed Transfers of Care.   

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

 
Whilst the risks related to readmissions penalties have been mitigated, uncertainty 
remains with regard to STF income, winter pressures costs, and/or associated loss of 
income.  In particular, no additional resources have been committed to deliver the 
winter plan, and patient flow has been extremely challenging since Christmas.    
However, agency spend continues to reduce, and move closer towards the monthly 
target (£12k above the monthly target at M9).  The Workforce Operational Sub 
Committee has close oversight of the work underway to address the remaining gap, 
with a particular focus on reducing medical locum spend.  Robust nurse agency 
controls are now well embedded, and continue to be monitored. 

 
With regard to financial sustainability, a two year financial plan was submitted in 
December 2016 for 2017/19, which addresses the control total, but requires £21m 
savings by the Trust, with the potential for additional cost pressures arising from 
health community savings.  The risks and challenges this creates, and the mitigation 
being put in place, will be a key matter for the Finance Committee, as well as the 
Board, over the coming months.  
 

2.4.12 Risk 5575 - Maintain and develop estate, medical equipment and other 
infrastructure 

The business case for a Strategic Estates Partner has been submitted to NHSI for 
approval, following approval by the Trust Board at its December 2016 Board meeting. 

 
The Finance Committee approved the 5 year capital plan from 2017/18 in December 
2016, with clear links to the corporate risk register. 
 

2.5 The current scores for principal risks are summarised in the following risk heat map: 
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Risk Current 
Score 

Within agreed 
tolerance level? 

Residual Risk 
Score Within 
Tolerance? 

Assurance RAG rating Status Assurance Proposals 

3411 – 
Patient flow 

5x4=20 
 

Up to 16 
(Quality) 

5x4=20  
 

The proxy measures for effective 
patient flow show that we still do 
not have positive assurance that 
controls are working effectively in 
improving patient flow and 
addressing the demand and 
capacity imbalance.  In addition, 
the Trust continues to experience 
periods of black alert status, and 
the ED improvement trajectory 
has not been met since August 
2016. 
 

Risk score 
currently above 
tolerance, 
assurance RAG 
rating red and 
score after 
mitigation 
unchanged. 

This is already the focus of 
much scrutiny, including by 
ECIST, CQC and the DToC 
national review team.  No 
additional assurance 
proposals are therefore set 
out here at this stage, ahead 
of understanding the likely 
impact of the DToC work 
now being taken forward. 

5766 - 
Mortality 

2x5=10 
 

Up to 8 
(Patient 
Safety) 

2x5=10 
 

The latest HSMR data available 
for October 2016 shows a stable 
rolling 12 month HSMR.  SHMI is 
also within the expected range.  
However, work is underway to 
understand the flat trend line in 
the Crude Mortality Ratio.   

Risk score 
currently above 
tolerance, and 
score after 
mitigation 
unchanged. 

The Mortality Oversight Group 
should be asked at its 
inaugural meeting to consider 
what additional actions could 
be put in place to bring the 
risk within agreed tolerance 
levels. 

5820 – 
Sufficient 
clinical 
staff 

4x4=16 
 

Up to 8 
(Workforce) 

2x4=8 
 

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

Risk score 
currently above 
tolerance, and 
assurance RAG 
rating red 

An Internal Audit on workforce 
planning is currently 
underway.   
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being addressed. 

5929 – 
Impact of 
system 
pressures 
on Trust 

4x5=20 
 

Up to 16 
(Partnership 
Working) 

3x5=15 
 

Significant STP work underway, 
and more cohesive systems 
leadership evolving.  However, 
KPIs indicative of effective whole 
systems working not yet 
improving. 

Risk score 
currently above 
tolerance, and 
assurance RAG 
rating red. 

A deep dive took place at the 
Audit and Risk Assurance 
Committee meeting in 
December 2016. 

No additional assurance 
proposals are proposed at this 
stage, given the DToC focus, 
and the work now underway 
with regard to the 
Collaborative Agreement and 
an ACO/S.  This will be a key 
area for Board oversight over 
the coming months. 

5214 – 
Financial 
delivery 

4x4=16 
 

Up to 8 
(Compliance 
–Non Q&S) 

4x4=16 
 

Assurance about the deliverability 
of the financial plan in 2016/17 is 
strengthening, albeit with ongoing 
risks in relation to winter pressure 
costs, and/or associated loss of 
income.  The longer term financial 
position remains extremely 
challenging. 

Risk score 
currently above 
tolerance, 
assurance RAG 
rating red and 
score after 
mitigation still 
above tolerance 
level. 

The focus is now on 
reviewing the significant 
mitigation required in 
2017/18, in the context of 
understanding the reasons 
for incomplete delivery of 
savings in 2016/17. 
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2.7 The updated BAF is attached as appendix A.  Amendments made since the last 
Board meeting are shown in blue for ease of reference. 

4. Conclusion 

4.1 There is significant activity underway to address gaps in control and assurance as 
set out on the Board Assurance Framework.  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.  

5. Recommendations  
 
5.1 The Board is asked to:  

 consider additional proposals to address low levels of assurance with regard to 
specified principal risks (see section 2.6 above). 

 review the updated Board Assurance Framework. 
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Board Risk 

Owner

Individual 

ultimately 

accountable 

for managing 

the risk 

Assurance 

Group

Principal 

committee 

responsible for 

overseeing 

management of 

the risk on 

behalf of the 

Board

Key Controls currently in place

The existing controls and processes in 

place to manage the risk

Identified Gaps in Control  

Where one or more of the key 

controls on which the 

organisation is relying are not 

effective

How and when the gaps in control be addressed 

Further action necessary to address the controls, gap 

including timescales for delivery

Source of Assurance  

Planned for 16/17

Where we will gain 

evidence that the 

controls on which we 

are placing reliance 

are effective

Sources of positive assurance on 

the effectiveness of controls 

Current evidence that shows we are 

reasonably managing our risks and 

our objectives are being delivered 

I = internal

E = external

Adequacy of Assurance

Full = Green

Yellow = Significant 

Amber= Limited

Red= No assurance

Gaps in Assurance 

where we do not have 

evidence that controls are 

working, or the evidence 

available demonstrates that 

the controls are effective

How and when we plan to address the gaps in 

assurance

Further action necessary to address the assurance 

gasp, including timescales for delivery

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, increased delayed discharges and inefficient internal processes for discharging patients promptly.  This will 

adversely affect the quality, and potentially safety, of care delivered and the overall patient experience, lead to cancelled and delayed treatment, and impact on the Trust's ability to deliver a range of performance indicators, including the 4 hour standard.   There are a number of related, more specific impacts:

- non delivery of some aspects of the stroke pathway

- 'protected' elective cardiac beds occupied by medical outliers leading to delays in treatment for some cardiac patients

- patients not discharged from critical care beds in a timely way impacting on the care and treatment of patients requiring such beds

- deteriorating patients not always receiving prompt and appropriate medical review and treatment

Strategic Objective 1: QUALITY

'To provide compassionate, safe, effective care'

(Executive Director: Medical Director / Nurse Executive / Chief Operating Officer)

1.1 - Improve perforamnce against the 4 hour emergency care standard

1.2 - Reduce death rates and improve the consistency of services over 24/7

1.3 - Achieve access standards for planned care

1.4 - Continue to improve patient experience

1.1,  1,2, 1.3, 

1.4

2930

4509 

4166

4546

5704

A&E Delivery Board, chaired by 

RCHT Chief Executive

Operational 4x daily site meetings

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 

setting out capacity and demand 

analysis for last 3 years, to inform 

current work

RCHT ED Recovery Plan   Daily site 

control 24/7 and agenda'd review of 

safety, staffing and flow.  

Revised working of acute 

physicians since December 2016.

Weekly meeting with Medical 

Director, COO and ED Senior Team

Multi-disciplinary, multi-

organisational review of all patients 

(generally those with more complex 

needs) who have been admitted for 

10 days or more

Permanent establishment of 

integrated discharge ward model to 

cohort patients experiencing 

delayed discharges and facilitate 

their discharge and recovery

Daily escalation of patients for 

discharge from critical care through 

bed meetings.

Proactive 'pull' of stroke and 

cardiology outliers onto stroke and 

cardiology wards as beds become 

available.

Stroke beds ringfenced, and 

exception reporting of breaches for 

RCA in place

Action plans in response to CQC 

Requirement Notices for escalation 

of deteriorating patients in ED, 

stroke pathway and  the elective 

cardiac backlog

Full Hospital Escalation Protocol  

Safer Placement Policy

Clinical Director for Patient Flow 

appointed as a core member of 

Trust Management Group to 

oversee internal improvements.

Set of triggers agreed indicative of 

deteriorating position

Daily ED Breach meetings chaired 

by Associate Director of Medicine, 

with actions arising.

Discussions continuing with system partners 

including Adult Social Care to enable more 

timely discharges.  Systemwide plan agreed to 

build capacity to support more timely discharges 

from hospital and rebalance capacity 

requirements - not yet delivered.  De-escalation 

events took place October 2016 with limited 

initial impact but new ongoing weekly meetings 

proving more effective.  DTOC follow up event 

to agree system wide actions to address. 

Internal Audit on discharge planning rated 

amber/red, and identified a number of 

weaknesses within the operation of the process. 

Action plan in place.   Weekly MDT meetings 

established, including ward sisters, to discuss 

patients beyond their clinically stable date.  GE 

Finnamores work also focused on improving 

internal processes.

Plans for development of therapy led unit (12 

beds) and usage of nursing home beds (15 

beds) and acute care at home (10 beds) did not 

progress to implementation.  Focus now is on 

expansion of  Early Supported Discharge team 

in Orthopaedics supporting earlier discharge, 

including in respect of #NOF  

STP work stream established to Transform 

Urgent Care System

CQC Quality Summit system wide actions 

agreed to support improvements in patient flow.  

Progress discussed at performance meeting 

with NHSI and NHSE.

See above - some of the investment has been 

re-directed to Theatre Direct developments and 

establishment of permanent Integrated 

Discharge Ward model.  Not considered 

possible to develop KPIs relating to delivery of 

agreed ED trajectory, maintenance of RTT 

position and reducing in-patient backlogs to be 

correlated with delivery of agreed schemes.  

NHSE and NHSI meeting Weekly Senior 

Operations Group (WSOG) weekly to hold the 

system to account.  

Clinical sub group of SRG  established, 

prompted by RCHT, with regard to how clinical 

risk is shared whilst patient flow is compromised  

Second meeting took place Sep 2016.  Highest 

organisational clinical risks to be monitored by 

A&E Delivery Board.  Cross organisational 

commitment not to take any unitary actions 

compounding these risks without proactive 

executive to executive discussion to consider 

impacts.

DTOC action plan above to address.

COOs to meet monthly  to review position. 

Some concerns with regard to community 

response to flow challenges, exacerbated by a 

recent increase in temporary closures of 

community hospital beds and MIUs.  Clincial risk 

meeting held to discuss system wide response 

to keep patients safe.

SRG to maintain overview  Systemwide plans 

being taken forward to address delayed 

transfers of care from 1st Sep 2016. Most recent 

focucsed work indicative of improvement.  

CCG leading SRG demand management 

workstream to review and take forward.  Impact 

of early work still not yet felt.

Inadequate number of 

complex discharges per 

week, and a deteriorating 

position.

Assurance that  internal 

discharge processes have 

been sufficiently 

strengthened.  GE 

Finnamore report 

highlighted complexity 

and ineffeciency of current 

discharge processes

Assurance required that 

system wide schemes 

enabled by approved 

investment equating to 

additional 37 beds) can be 

delivered

Assurance will be required 

of the intended impact of 

the £1.8m investment in 

additional capacity.

There is not yet sufficient 

assurance of the impact of 

systemwide initiatives on 

patient  flow with 

particular regard to stroke 

pathway and care in 

people's homes.

There is not yet assurance 

of the impact of adult 

community health 

services on patient flow 

folllowing the transfer of 

community health 

services in April 2016.

CCG have not yet 

responded following 

recognition  of impact on 

out of hours 

capacity/access on patient 

demands at Trust

The proxy measures 

for effective patient 

flow show that we still 

do not have positive 

assurance that all  the 

controls are working 

effectively in improving 

patient flow and 

addressing the 

demand and capacity 

imbalance.  In 

addition, the Trust 

continues to 

experience periods of 

black alert status, and 

the ED improvement 

trajectory hss not been  

met since August 

2016.

The proxy measures for effective 

patient flow show that we do not 

have positive assurance yet that 

all the controls are working 

effectively in improving patient 

flow:

Update: 4 hour ED standard 

(noted as 'concern' on Single 

Oversight Framework)

Ambulance handover delays

Cancellations

Delayed transfers of care

Number of outliers

Stroke metrics

Internal Audit on discharge 

planning amber/red (Q4 - 

2015/16).

Green assurance rating for 

Internal Audit on compliance 

with ED national operating 

standards.

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) 

Internal Audit on 

national operational 

standards 

scheduled for Q3 

Internal Audit 

discharge 

processes (Q4 

2015/16)

Discharge Planning 

Internal Audit 

2016/17

Systemwide audit 

to be undertaken 

by Audit South 

West as agreed by 

System Resilience 

Group

Weekly RCHT Executive Led de-escalation 

meetings on flow being held to oversee agreed 

plans to deliver a reduction in delays in transfers of 

care during 20161/7, and( picking up and 

(mainstreaming work started by de-escalation 

event in October 2016.)  

Papers to TMG August and September 2016 on 

arrangements to improve patient flow and mitigate 

crowding in  ED.  Initial focus agreed as being on 

improving patient flow.  Policy refined with CDs 

and signed off at TMG Sep 2016, for 

implementation.  Policy launched 10th October 

2016. Impact  reviewed by TMG 4 weeks following 

implementation and next steps agreed.  Safer 

placement policy implemented.

Changes being made to the acute medical 

pathway December November 2016, which aim to 

reduce admissions and reduce length of stay for 

admitted patients.  

Live feed on new Trust website with waiting times 

for ED and MIUs

Actions to respond to the system-wide demand 

and capacity imbalance are being taken forward 

underpinned by £1.8m investment set out in 

2016/17 Operational Plan.  Current focus is on 

increasing community based capacity to tackle 

delayed discharges. Short, sharp investigative 

work commissioned from GE Finnamore to define 

the current discharge planning process, 

highlighting key pressure points, define current 

decision making checkpoints and processes, 

present a range of prioritised improvement 

opportunities and include a high level 

implementation road-map. Reported back 

November 2016.  Recommendations to be 

discussed with Senior Leaders across the health 

and social care system.  

Winter planning nearing completion, sets out 

proposals to create additional capacity within the 

community.

National visit to A&E Delivery Board 24 January 

2017 to agree a system wide outcome based 

action plan to be reviewed by regional A&E 

Delivery Board.

Unplanned growth in non 

elective demand impacting 

on elective work plan, 

delayed transfers of care 

and ability to deliver 4 hour 

standard.

Systemwide shortfall 

equivalent to c40 beds 

(@90% occupancy) arising 

from growth in emergency 

admissions and a rise in 

delayed transfers of care.

Inability of system to 

address growing delayed 

transfers of care.
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Board Risk 

Owner

Individual 

ultimately 

accountable 

for managing 

the risk 

Assurance 

Group

Principal 

committee 

responsible for 

overseeing 

management of 

the risk on 

behalf of the 

Board

Key Controls currently in place

The existing controls and processes in 

place to manage the risk

Identified Gaps in Control  

Where one or more of the key 

controls on which the 

organisation is relying are not 

effective

How and when the gaps in control be addressed 

Further action necessary to address the controls, gap 

including timescales for delivery

Source of Assurance  

Planned for 16/17

Where we will gain 

evidence that the 

controls on which we 

are placing reliance 

are effective

Sources of positive assurance on 

the effectiveness of controls 

Current evidence that shows we are 

reasonably managing our risks and 

our objectives are being delivered 

I = internal

E = external

Adequacy of Assurance

Full = Green

Yellow = Significant 

Amber= Limited

Red= No assurance

Gaps in Assurance 

where we do not have 

evidence that controls are 

working, or the evidence 

available demonstrates that 

the controls are effective

How and when we plan to address the gaps in 

assurance

Further action necessary to address the assurance 

gasp, including timescales for delivery

1.1,  1,2, 1.3, 

1.4

2930

4509 

4166

4546

5704

A&E Delivery Board, chaired by 

RCHT Chief Executive

Operational 4x daily site meetings

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 

setting out capacity and demand 

analysis for last 3 years, to inform 

current work

RCHT ED Recovery Plan   Daily site 

control 24/7 and agenda'd review of 

safety, staffing and flow.  

Revised working of acute 

physicians since December 2016.

Weekly meeting with Medical 

Director, COO and ED Senior Team

Multi-disciplinary, multi-

organisational review of all patients 

(generally those with more complex 

needs) who have been admitted for 

10 days or more

Permanent establishment of 

integrated discharge ward model to 

cohort patients experiencing 

delayed discharges and facilitate 

their discharge and recovery

Daily escalation of patients for 

discharge from critical care through 

bed meetings.

Proactive 'pull' of stroke and 

cardiology outliers onto stroke and 

cardiology wards as beds become 

available.

Stroke beds ringfenced, and 

exception reporting of breaches for 

RCA in place

Action plans in response to CQC 

Requirement Notices for escalation 

of deteriorating patients in ED, 

stroke pathway and  the elective 

cardiac backlog

Full Hospital Escalation Protocol  

Safer Placement Policy

Clinical Director for Patient Flow 

appointed as a core member of 

Trust Management Group to 

oversee internal improvements.

Set of triggers agreed indicative of 

deteriorating position

Daily ED Breach meetings chaired 

by Associate Director of Medicine, 

with actions arising.

Discussions continuing with system partners 

including Adult Social Care to enable more 

timely discharges.  Systemwide plan agreed to 

build capacity to support more timely discharges 

from hospital and rebalance capacity 

requirements - not yet delivered.  De-escalation 

events took place October 2016 with limited 

initial impact but new ongoing weekly meetings 

proving more effective.  DTOC follow up event 

to agree system wide actions to address. 

Internal Audit on discharge planning rated 

amber/red, and identified a number of 

weaknesses within the operation of the process. 

Action plan in place.   Weekly MDT meetings 

established, including ward sisters, to discuss 

patients beyond their clinically stable date.  GE 

Finnamores work also focused on improving 

internal processes.

Plans for development of therapy led unit (12 

beds) and usage of nursing home beds (15 

beds) and acute care at home (10 beds) did not 

progress to implementation.  Focus now is on 

expansion of  Early Supported Discharge team 

in Orthopaedics supporting earlier discharge, 

including in respect of #NOF  

STP work stream established to Transform 

Urgent Care System

CQC Quality Summit system wide actions 

agreed to support improvements in patient flow.  

Progress discussed at performance meeting 

with NHSI and NHSE.

See above - some of the investment has been 

re-directed to Theatre Direct developments and 

establishment of permanent Integrated 

Discharge Ward model.  Not considered 

possible to develop KPIs relating to delivery of 

agreed ED trajectory, maintenance of RTT 

position and reducing in-patient backlogs to be 

correlated with delivery of agreed schemes.  

NHSE and NHSI meeting Weekly Senior 

Operations Group (WSOG) weekly to hold the 

system to account.  

Clinical sub group of SRG  established, 

prompted by RCHT, with regard to how clinical 

risk is shared whilst patient flow is compromised  

Second meeting took place Sep 2016.  Highest 

organisational clinical risks to be monitored by 

A&E Delivery Board.  Cross organisational 

commitment not to take any unitary actions 

compounding these risks without proactive 

executive to executive discussion to consider 

impacts.

DTOC action plan above to address.

COOs to meet monthly  to review position. 

Some concerns with regard to community 

response to flow challenges, exacerbated by a 

recent increase in temporary closures of 

community hospital beds and MIUs.  Clincial risk 

meeting held to discuss system wide response 

to keep patients safe.

SRG to maintain overview  Systemwide plans 

being taken forward to address delayed 

transfers of care from 1st Sep 2016. Most recent 

focucsed work indicative of improvement.  

CCG leading SRG demand management 

workstream to review and take forward.  Impact 

of early work still not yet felt.

Inadequate number of 

complex discharges per 

week, and a deteriorating 

position.

Assurance that  internal 

discharge processes have 

been sufficiently 

strengthened.  GE 

Finnamore report 

highlighted complexity 

and ineffeciency of current 

discharge processes

Assurance required that 

system wide schemes 

enabled by approved 

investment equating to 

additional 37 beds) can be 

delivered

Assurance will be required 

of the intended impact of 

the £1.8m investment in 

additional capacity.

There is not yet sufficient 

assurance of the impact of 

systemwide initiatives on 

patient  flow with 

particular regard to stroke 

pathway and care in 

people's homes.

There is not yet assurance 

of the impact of adult 

community health 

services on patient flow 

folllowing the transfer of 

community health 

services in April 2016.

CCG have not yet 

responded following 

recognition  of impact on 

out of hours 

capacity/access on patient 

demands at Trust

The proxy measures 

for effective patient 

flow show that we still 

do not have positive 

assurance that all  the 

controls are working 

effectively in improving 

patient flow and 

addressing the 

demand and capacity 

imbalance.  In 

addition, the Trust 

continues to 

experience periods of 

black alert status, and 

the ED improvement 

trajectory hss not been  

met since August 

2016.

The proxy measures for effective 

patient flow show that we do not 

have positive assurance yet that 

all the controls are working 

effectively in improving patient 

flow:

Update: 4 hour ED standard 

(noted as 'concern' on Single 

Oversight Framework)

Ambulance handover delays

Cancellations

Delayed transfers of care

Number of outliers

Stroke metrics

Internal Audit on discharge 

planning amber/red (Q4 - 

2015/16).

Green assurance rating for 

Internal Audit on compliance 

with ED national operating 

standards.

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) 

Internal Audit on 

national operational 

standards 

scheduled for Q3 

Internal Audit 

discharge 

processes (Q4 

2015/16)

Discharge Planning 

Internal Audit 

2016/17

Systemwide audit 

to be undertaken 

by Audit South 

West as agreed by 

System Resilience 

Group

Weekly RCHT Executive Led de-escalation 

meetings on flow being held to oversee agreed 

plans to deliver a reduction in delays in transfers of 

care during 20161/7, and( picking up and 

(mainstreaming work started by de-escalation 

event in October 2016.)  

Papers to TMG August and September 2016 on 

arrangements to improve patient flow and mitigate 

crowding in  ED.  Initial focus agreed as being on 

improving patient flow.  Policy refined with CDs 

and signed off at TMG Sep 2016, for 

implementation.  Policy launched 10th October 

2016. Impact  reviewed by TMG 4 weeks following 

implementation and next steps agreed.  Safer 

placement policy implemented.

Changes being made to the acute medical 

pathway December November 2016, which aim to 

reduce admissions and reduce length of stay for 

admitted patients.  

Live feed on new Trust website with waiting times 

for ED and MIUs

Actions to respond to the system-wide demand 

and capacity imbalance are being taken forward 

underpinned by £1.8m investment set out in 

2016/17 Operational Plan.  Current focus is on 

increasing community based capacity to tackle 

delayed discharges. Short, sharp investigative 

work commissioned from GE Finnamore to define 

the current discharge planning process, 

highlighting key pressure points, define current 

decision making checkpoints and processes, 

present a range of prioritised improvement 

opportunities and include a high level 

implementation road-map. Reported back 

November 2016.  Recommendations to be 

discussed with Senior Leaders across the health 

and social care system.  

Winter planning nearing completion, sets out 

proposals to create additional capacity within the 

community.

National visit to A&E Delivery Board 24 January 

2017 to agree a system wide outcome based 

action plan to be reviewed by regional A&E 

Delivery Board.

Unplanned growth in non 

elective demand impacting 

on elective work plan, 

delayed transfers of care 

and ability to deliver 4 hour 

standard.

Systemwide shortfall 

equivalent to c40 beds 

(@90% occupancy) arising 

from growth in emergency 

admissions and a rise in 

delayed transfers of care.

Inability of system to 

address growing delayed 

transfers of care.
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Board Risk 

Owner

Individual 

ultimately 

accountable 

for managing 

the risk 

Assurance 

Group

Principal 

committee 

responsible for 

overseeing 

management of 

the risk on 

behalf of the 

Board

Key Controls currently in place

The existing controls and processes in 

place to manage the risk

Identified Gaps in Control  

Where one or more of the key 

controls on which the 

organisation is relying are not 

effective

How and when the gaps in control be addressed 

Further action necessary to address the controls, gap 

including timescales for delivery

Source of Assurance  

Planned for 16/17

Where we will gain 

evidence that the 

controls on which we 

are placing reliance 

are effective

Sources of positive assurance on 

the effectiveness of controls 

Current evidence that shows we are 

reasonably managing our risks and 

our objectives are being delivered 

I = internal

E = external

Adequacy of Assurance

Full = Green

Yellow = Significant 

Amber= Limited

Red= No assurance

Gaps in Assurance 

where we do not have 

evidence that controls are 

working, or the evidence 

available demonstrates that 

the controls are effective

How and when we plan to address the gaps in 

assurance

Further action necessary to address the assurance 

gasp, including timescales for delivery

Quality Assurance Committee has sought 

assurance on medical gaps/7 day working (June 

2016 ).  NHSE led audit on 4 priority standards 

for 7 day services considered by TMG initially 

(July 2016).   Improvements required in 

consultant review within 14 hours of admission) 

and frequency of review post-admission.  

Specialities developing improvement plans

Local Trust led audit undertaken with regard to 

time to consultant review. Draft findings Analysis 

being   considered by Mortality Review 

Committee August September 2016 final report 

to be presented to Medical Director. Follow up 

national audit Sep 2016.  Results to be 

presented to TMG.  Trust above average for all 

measures other than access to echocardiology 

on weakdays, access to echocardiology and 

histopathology at weekends, and access to 

critical care interventions (7 days).  Results do 

not generally indicate less responsive care at 

weekends.  Work taking place to consider 

whether there is a link between NEWS scores at 

admission and mortality.  Oversight of 7 day 

working to be added to revised Terms of 

Reference for Mortality Oversight Group.  

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.  First meeting held April 2016, and 

dissemination of learning included within ToR.  

Review undertaken in July 2016  of 

consideration of mortality review findings at 

Divisional and Speciality Goverannce meetings. 

This identified some gaps.  Expectations 

communicated re consideration of MRC  

minutes and mortality newsletter as standing 

agenda items on divisional and speciality 

mortality meetings.  Repeat audit to be 

undertaken in January 2017 November October 

2016.

HSMR  is falling in line with planned trajectory.  

Deep dive undertaken by Quality Assurance 

Committee January 2016, and actions agreed to 

provide understanding of mortality at a 

community basis to inform the Trust's plans.  

Academic Health Science Network undertook an 

external system wide review  indicating no 

association with transfers.  HSMR has reduced 

for the first time this month.  Medical Director 

reviewing current focus and approach.  NHSI 

Improvement Director has facilitated peer to 

peer contact with the Royal Devon and Exeter 

NHS Foundation Trust to discuss approaches to 

mortality reviews and the reduction of avoidable 

mortality. Medical Director to progress 

November 2016   Outcome of initial discussions 

is a peer review of mortality reviews.

Pathways Delivery Group to seek assurance 

and review further actions required.  Trajectories 

for improvement  being finalised for all 

pathways, but not all on track.  Medical Director 

met with Pharmacy Lead.  Delivery Group to be 

subsumed within new Mortality Oversight 

Groups.  Lead Clinician to be a core member.   

to attend each Pathway Group and review.

Sepsis Delivery Group to consider 

additional/alternative actions required.  

Recent audit data shows continuing poor 

compliance.  To be Discussed at recent next 

Guidelines and Alerts Steering Process (GASP) 

meeting, but no clinicians present.  Compliance 

levels discussed at TMG, and being further 

pursued, including directorate challenge at 

Divisional Governance meetings.

Process of understanding 

gaps in assurance with 

regard to 7 day working 

not yet complete at 

speciality level.  

Assurance also  required 

of  increased junior doctor 

cover out of hours

This assurance is 

important in the context of 

an ongoing gap between 

weekday and weekend 

HSMR

Lack of assurance with 

regard to divisional 

consideration of learning 

from mortality reviews. 

Mortality plan is not yet 

delivering the required 

improvements in mortality.  

HSMR and SHMI, but 

crude mortality ratio 

shows a flat trend line.

There is a gap in 

assurance about the 

status of pathways.

There is a lack of 

assurance with regard to 

the pace of improvement 

in sepsis compliance with 

no audit data since May 

2016.

The latest HSMR data 

available for October 

2016, shows a stable 

rolling 12 month 

HSMR.  SHMI is also 

within the expected 

range.  However work 

is  underway to 

understand the flat line 

in relation to the crude 

mortality ratio. 

Updated: October 2016 HSMR 

data continues to demonstrate 

a stable position (105.03) 

Updated: SHMI has risen 

slightly from 99.01 to 100.86 

for September 2016, but 

remains within expected 

range.

Updated: Crude mortality ratio 

December 2016 14.3 (increase 

from 10.1 in September) 

continues to demonstrate a flat 

trend line

Updated: Latest audit shows 

sepsis screening compliance 

still poor and IV antibiotics 

within 1 hour below local 

target

Three SIs declared to date 

relating to sub-optimal care of 

deteriorating patients against 

internal tolerance of 6 for 

2016/17.

Updated: 92.9% of patients 

with fractured NOF operated 

on within 36 hours in 

December 2016

Updated: Overall trend in 

cardiac arrests for 2016 is 32% 

reduction. Number of peri 

arrest calls increasing 

Update: Proportion of patients 

in December 2016 directly 

admitted to stroke unit 71.2% 

(national average 57%), but % 

of people spending 90% of 

their time there dropped to 

74.5% (82% standard target)

Report commissioned from SW 

AHSN confirmed no  

association identified between 

under-reporting of palliative 

care coding or issues with 

deaths attributed to hospital 

transfers to explain high HSMR 

and SHIMI data. More in-depth 

analysis did not yield any 

additional explanation for high 

SHIMI data.  Cornfirms no gaps 

in current action plan.

Mortality review internal audit - 

Amber/green

NEW: Results from NHSE 7 

day service survey does not 

indicate services being less 

responsive at weekends.

There is a risk that the targeted reduction in mortality as measured by a range of indicators 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

5766

210521.1, 1.2, 3.3, 

3.3

HSMR Data 

SHMI Data 

Avoidable death 

data

Number of deaths

Crude mortality 

rate

Age/sex adjusted 

mortality rate

Mortality internal 

audit 2016/17

Review effectiveness and impact of Delivery 

Groups (September 2016) Medical Director to 

undertake this review by end of December 2016.  

Need for  Oversight group being considered 

established to oversee work of Delivery Group.  

Pathways work to be subsumed withing Oversight 

Group.  Stroke Delivery Group developing clinical 

outcome measures.

TMG have reviewed all consultant vacancies to 

ensure suitable plans in place to address 

vacancies.  Respiratory business case to support 7 

day working will be progressed following 

recruitment to existing consultant vacancies.  

Need for Respiratory Consultant appointed.  

Medical workforce data relating to vacancies, 7 

day working and junior doctor contract implications 

need to be drawn together to gain rounded 

understanding of gaps.  To be addressed as part 

of workforce plan presented to Board January 

March 2017

Some Delivery Groups still 

in formative stage

Some gaps in medical 

workforce to enable full 

speciality cover over 7 days 

(particularly respiratory).

 

Refreshed mortality improvement 

plan for 2016/17, in place as part of 

the Patient Care Improvement Plan, 

with a 12 month target of reducing 

HSMR to 103 or below.  

Agreed set of 5 priority work 

programmes, each with a Delivery 

group and clinical lead, reporting 

through to the Patient Safety, 

Effectiveness and Experience Sub 

Committee:

- Mortality Review Committee 

(MRC), chaired by Mortality Lead 

- Rescue and Recognition

- Sepsis

- NEWS

- Pathways

- # NOF

- Stroke

Monthly mortality reviews 

undertaken at speciality level, 

feeding into Mortality Review 

Committee and Divisional 

governance processes 

Processes for dissemination of 

learning including  mortality review 

newsletter.

On call rotas for all acute 

specialities

Job planned 7 day working for all 

acute specialities.  

Quality 

Assurance 

Committee 

(receiving 

assurance 

reports from 

Mortality 

Review 

Committee 

Medical 

Director
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Board Risk 

Owner

Individual 

ultimately 

accountable 

for managing 

the risk 

Assurance 

Group

Principal 

committee 

responsible for 

overseeing 

management of 

the risk on 

behalf of the 

Board

Key Controls currently in place

The existing controls and processes in 

place to manage the risk

Identified Gaps in Control  

Where one or more of the key 

controls on which the 

organisation is relying are not 

effective

How and when the gaps in control be addressed 

Further action necessary to address the controls, gap 

including timescales for delivery

Source of Assurance  

Planned for 16/17

Where we will gain 

evidence that the 

controls on which we 

are placing reliance 

are effective

Sources of positive assurance on 

the effectiveness of controls 

Current evidence that shows we are 

reasonably managing our risks and 

our objectives are being delivered 

I = internal

E = external

Adequacy of Assurance

Full = Green

Yellow = Significant 

Amber= Limited

Red= No assurance

Gaps in Assurance 

where we do not have 

evidence that controls are 

working, or the evidence 

available demonstrates that 

the controls are effective

How and when we plan to address the gaps in 

assurance

Further action necessary to address the assurance 

gasp, including timescales for delivery

Quality Assurance Committee has sought 

assurance on medical gaps/7 day working (June 

2016 ).  NHSE led audit on 4 priority standards 

for 7 day services considered by TMG initially 

(July 2016).   Improvements required in 

consultant review within 14 hours of admission) 

and frequency of review post-admission.  

Specialities developing improvement plans

Local Trust led audit undertaken with regard to 

time to consultant review. Draft findings Analysis 

being   considered by Mortality Review 

Committee August September 2016 final report 

to be presented to Medical Director. Follow up 

national audit Sep 2016.  Results to be 

presented to TMG.  Trust above average for all 

measures other than access to echocardiology 

on weakdays, access to echocardiology and 

histopathology at weekends, and access to 

critical care interventions (7 days).  Results do 

not generally indicate less responsive care at 

weekends.  Work taking place to consider 

whether there is a link between NEWS scores at 

admission and mortality.  Oversight of 7 day 

working to be added to revised Terms of 

Reference for Mortality Oversight Group.  

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.  First meeting held April 2016, and 

dissemination of learning included within ToR.  

Review undertaken in July 2016  of 

consideration of mortality review findings at 

Divisional and Speciality Goverannce meetings. 

This identified some gaps.  Expectations 

communicated re consideration of MRC  

minutes and mortality newsletter as standing 

agenda items on divisional and speciality 

mortality meetings.  Repeat audit to be 

undertaken in January 2017 November October 

2016.

HSMR  is falling in line with planned trajectory.  

Deep dive undertaken by Quality Assurance 

Committee January 2016, and actions agreed to 

provide understanding of mortality at a 

community basis to inform the Trust's plans.  

Academic Health Science Network undertook an 

external system wide review  indicating no 

association with transfers.  HSMR has reduced 

for the first time this month.  Medical Director 

reviewing current focus and approach.  NHSI 

Improvement Director has facilitated peer to 

peer contact with the Royal Devon and Exeter 

NHS Foundation Trust to discuss approaches to 

mortality reviews and the reduction of avoidable 

mortality. Medical Director to progress 

November 2016   Outcome of initial discussions 

is a peer review of mortality reviews.

Pathways Delivery Group to seek assurance 

and review further actions required.  Trajectories 

for improvement  being finalised for all 

pathways, but not all on track.  Medical Director 

met with Pharmacy Lead.  Delivery Group to be 

subsumed within new Mortality Oversight 

Groups.  Lead Clinician to be a core member.   

to attend each Pathway Group and review.

Sepsis Delivery Group to consider 

additional/alternative actions required.  

Recent audit data shows continuing poor 

compliance.  To be Discussed at recent next 

Guidelines and Alerts Steering Process (GASP) 

meeting, but no clinicians present.  Compliance 

levels discussed at TMG, and being further 

pursued, including directorate challenge at 

Divisional Governance meetings.

Process of understanding 

gaps in assurance with 

regard to 7 day working 

not yet complete at 

speciality level.  

Assurance also  required 

of  increased junior doctor 

cover out of hours

This assurance is 

important in the context of 

an ongoing gap between 

weekday and weekend 

HSMR

Lack of assurance with 

regard to divisional 

consideration of learning 

from mortality reviews. 

Mortality plan is not yet 

delivering the required 

improvements in mortality.  

HSMR and SHMI, but 

crude mortality ratio 

shows a flat trend line.

There is a gap in 

assurance about the 

status of pathways.

There is a lack of 

assurance with regard to 

the pace of improvement 

in sepsis compliance with 

no audit data since May 

2016.

The latest HSMR data 

available for October 

2016, shows a stable 

rolling 12 month 

HSMR.  SHMI is also 

within the expected 

range.  However work 

is  underway to 

understand the flat line 

in relation to the crude 

mortality ratio. 

Updated: October 2016 HSMR 

data continues to demonstrate 

a stable position (105.03) 

Updated: SHMI has risen 

slightly from 99.01 to 100.86 

for September 2016, but 

remains within expected 

range.

Updated: Crude mortality ratio 

December 2016 14.3 (increase 

from 10.1 in September) 

continues to demonstrate a flat 

trend line

Updated: Latest audit shows 

sepsis screening compliance 

still poor and IV antibiotics 

within 1 hour below local 

target

Three SIs declared to date 

relating to sub-optimal care of 

deteriorating patients against 

internal tolerance of 6 for 

2016/17.

Updated: 92.9% of patients 

with fractured NOF operated 

on within 36 hours in 

December 2016

Updated: Overall trend in 

cardiac arrests for 2016 is 32% 

reduction. Number of peri 

arrest calls increasing 

Update: Proportion of patients 

in December 2016 directly 

admitted to stroke unit 71.2% 

(national average 57%), but % 

of people spending 90% of 

their time there dropped to 

74.5% (82% standard target)

Report commissioned from SW 

AHSN confirmed no  

association identified between 

under-reporting of palliative 

care coding or issues with 

deaths attributed to hospital 

transfers to explain high HSMR 

and SHIMI data. More in-depth 

analysis did not yield any 

additional explanation for high 

SHIMI data.  Cornfirms no gaps 

in current action plan.

Mortality review internal audit - 

Amber/green

NEW: Results from NHSE 7 

day service survey does not 

indicate services being less 

responsive at weekends.

5766

210521.1, 1.2, 3.3, 

3.3

HSMR Data 

SHMI Data 

Avoidable death 

data

Number of deaths

Crude mortality 

rate

Age/sex adjusted 

mortality rate

Mortality internal 

audit 2016/17

Review effectiveness and impact of Delivery 

Groups (September 2016) Medical Director to 

undertake this review by end of December 2016.  

Need for  Oversight group being considered 

established to oversee work of Delivery Group.  

Pathways work to be subsumed withing Oversight 

Group.  Stroke Delivery Group developing clinical 

outcome measures.

TMG have reviewed all consultant vacancies to 

ensure suitable plans in place to address 

vacancies.  Respiratory business case to support 7 

day working will be progressed following 

recruitment to existing consultant vacancies.  

Need for Respiratory Consultant appointed.  

Medical workforce data relating to vacancies, 7 

day working and junior doctor contract implications 

need to be drawn together to gain rounded 

understanding of gaps.  To be addressed as part 

of workforce plan presented to Board January 

March 2017

Some Delivery Groups still 

in formative stage

Some gaps in medical 

workforce to enable full 

speciality cover over 7 days 

(particularly respiratory).

 

Refreshed mortality improvement 

plan for 2016/17, in place as part of 

the Patient Care Improvement Plan, 

with a 12 month target of reducing 

HSMR to 103 or below.  

Agreed set of 5 priority work 

programmes, each with a Delivery 

group and clinical lead, reporting 

through to the Patient Safety, 

Effectiveness and Experience Sub 

Committee:

- Mortality Review Committee 

(MRC), chaired by Mortality Lead 

- Rescue and Recognition

- Sepsis

- NEWS

- Pathways

- # NOF

- Stroke

Monthly mortality reviews 

undertaken at speciality level, 

feeding into Mortality Review 

Committee and Divisional 

governance processes 

Processes for dissemination of 

learning including  mortality review 

newsletter.

On call rotas for all acute 

specialities

Job planned 7 day working for all 

acute specialities.  

Quality 

Assurance 

Committee 

(receiving 

assurance 

reports from 

Mortality 

Review 

Committee 

Medical 

Director
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Board Risk 

Owner

Individual 

ultimately 

accountable 

for managing 

the risk 

Assurance 

Group

Principal 

committee 

responsible for 

overseeing 

management of 

the risk on 

behalf of the 

Board

Key Controls currently in place

The existing controls and processes in 

place to manage the risk

Identified Gaps in Control  

Where one or more of the key 

controls on which the 

organisation is relying are not 

effective

How and when the gaps in control be addressed 

Further action necessary to address the controls, gap 

including timescales for delivery

Source of Assurance  

Planned for 16/17

Where we will gain 

evidence that the 

controls on which we 

are placing reliance 

are effective

Sources of positive assurance on 

the effectiveness of controls 

Current evidence that shows we are 

reasonably managing our risks and 

our objectives are being delivered 

I = internal

E = external

Adequacy of Assurance

Full = Green

Yellow = Significant 

Amber= Limited

Red= No assurance

Gaps in Assurance 

where we do not have 

evidence that controls are 

working, or the evidence 

available demonstrates that 

the controls are effective

How and when we plan to address the gaps in 

assurance

Further action necessary to address the assurance 

gasp, including timescales for delivery

Scope and timeframe for delivery to be 

considered as part of February 2016 assurance 

report on  H&S to Quality Assurance Committee.  

Training matrix revised and gaps in training 

provision being addressed.  Improving uptake in 

Health and Safety training remains a challenge.  

The Head of Estate Ops has attended the 

COO’s weekly meeting with ADs and Divisional 

Nurses to stress the importance.  A further 

round of Senior Management IOSH training took 

place in September 2016, only 50% of places 

were taken. Training compliance is 60% so 

further round will be needed.  Paper 

commissioned by Executive Directors 

November 2016 to agree next steps, COO 

taking forward.  Recommendations to Health 

and Safety Committee 16 February 2017, 

Executive Directors meeting March 2017 and 

Quality Assurance Committee 21 March 2017.

Proportion of staff trained on slowly improving 

trajectory, including bank and agency) 84.2% 

(December 2016)  77.3as at 17th October 2016.  

Continues to be tracked monthly at H&S Sub 

Committee.  To be raised at performance review 

meetings with expectation of compliance at 90% 

by end of November 2016 (achieved by CSCS).  

Kernowflex targeting bank staff

Additional support and advice being provided by 

the Health and Safety Team.

There is a risk that the Trust does not 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

3 5 15 2 5 10 Chief 

Operating 

Officer

H&S Sub 

Committee 

reporting to 

Quality 

Assurance 

Committee

Health & Safety Manager and 

strengthened team with the addition 

of Health & Safety Auditor

Executive leadership confirmed with 

the COO 

Health & Safety Strategy in place 

and approved

Health & Safety Sub Committee in 

place, chaired by COO, reporting 

quarterly to Quality Assurance 

Committee, and annually to Board

Divisional representation

Detailed action plan in place. 

H&S team led programme of 

targeted audits underway across 

organisation.

KPIs developed, with subset now 

included in IPR 

Regular Team Talk sessions for 

cascade

Action plans progressed with regard 

to HSE Improvement Notice on 

Safer Sharps and Notice of 

Contravention  with regard to 

proactive surveillance of dermatitis

Self audits established with 

outcomes presented to Health and 

Safety Sub Committee

Health and Safety 

Sub Committee 

assurance 

reporting

Feedback from 

HSE at next 

visit/inspection 

Internal audit - 

health and safety 

review

October 2016 

IR(ME)R Inspection 

Visit with regard to 

Ionising Radiation 

compliance

HSE Inspector expressed 

satisfaction with actions taken 

with regard to safer sharps. 

Notice lifted

Green/amber assurance from 

Internal Audit on health and 

safety procedures relating to 

skin care. 

Updated: Further increase in 

number of dirty sharps injuries 

sustained (from 8 in October 

up to 17 in December 2016)

New:  CQC confirmed 

improvement notice lifted in 

relation to Ionising Radiation, 

and file now closed.

New:  Continued downward 

trend in confirmed cases of 

occupational dermatitis

More recent 

assurance with regard 

to health and safety 

compliance 

demonstrates both 

processes and 

outcomes improving.

Poor uptake of role 

specific staff training.  

Assurance not yet in place 

that all required staff have 

received appropriate 

sharps training.

Insufficient compliance 

with self audits in some 

areas.

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 Sub Ctte 

(January February 2016)  Likely to take 2-3 years 

to complete on basis of current arrangements. 

H&S Sub Committee to review scope and 

timescale.  Reviewed by Health and Safety Sub 

Committee March 2016.  Further refinements and 

streamlining requested, and review of 

pace/trajectory.  The H&S Sub Committee 

received a paper in July 2016.  It recommended 

that Divisions complete a training needs analysis 

of staff in all areas to identify appropriate training 

required for different roles (developing a local 

training plan) and that Learning & Development be 

supported in facilitating specialist training to 

ensure full roll out of the matrix by end 2017.   

Divisions have not yet reported.  Paper 

commissioned by Executive Directors  November 

2016 to review approach, COO taking forward.  

Recommendations to Health and Safety 

Committee 16 February 2017, Executive Directors 

meeting March 2017 and Quality Assurance 

Committee 21 March 2017.

To consider staff side representation at H&S Sub 

Ctte and escalate appropriately (Dec 2015)  

Considered, and under ongoing review.  Leaflet 

developed to encourage representatives to come 

forward at divisional level. RCN and Unite 

committed to provide local training on recruitment.  

Improvements in engagement secured. Further 

discussions to take place with regard to union 

representation for medics and midwives (April 

2016).  All reasonable options exhausted to secure 

involvement. Quorum amended in Terms of 

Reference to enable business to progrses.  

Health and Safety Sub Committee to review in 

January 2017

Lack of consistency of appraoch, ownership and 

information at local level.
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Board Risk 

Owner

Individual 

ultimately 

accountable 

for managing 

the risk 

Assurance 

Group

Principal 

committee 

responsible for 

overseeing 

management of 

the risk on 

behalf of the 

Board

Key Controls currently in place

The existing controls and processes in 

place to manage the risk

Identified Gaps in Control  

Where one or more of the key 

controls on which the 

organisation is relying are not 

effective

How and when the gaps in control be addressed 

Further action necessary to address the controls, gap 

including timescales for delivery

Source of Assurance  

Planned for 16/17

Where we will gain 

evidence that the 

controls on which we 

are placing reliance 

are effective

Sources of positive assurance on 

the effectiveness of controls 

Current evidence that shows we are 

reasonably managing our risks and 

our objectives are being delivered 

I = internal

E = external

Adequacy of Assurance

Full = Green

Yellow = Significant 

Amber= Limited

Red= No assurance

Gaps in Assurance 

where we do not have 

evidence that controls are 

working, or the evidence 

available demonstrates that 

the controls are effective

How and when we plan to address the gaps in 

assurance

Further action necessary to address the assurance 

gasp, including timescales for delivery

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 develop a culture of 'speaking up' 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 reputation and ability to recruit the highest calibre of staff to work at the Trust and may also lead to regulatory action.

Amended action: Plans in place to ensure 

fundamentals of care are achieved and 

embedded Trust wide with utilisation of high 

level triangulation of QEWS dashboard, and 

where further assurance/ improvement required, 

a supportive programme using the 'Quality 

Success Regime' will be implemented with 

senior nurse support (from October 2016 April 

2016).  Tested at 6 monthly Quality and Safety 

Reviews, and some improvements noted.   

Number of non-compliant issues reducing with a 

particular focus now on sepsis and medication 

security.

Review of CQC compliance to include clarity on 

role of specific committees with regard to 

assurance and oversight for compliance with 

each regulation (April 2016)  Framework now 

developed and approved by QAC July 2016, for 

implementation.  Assurance beyond Q&S 

Review  Presented to November 2016 Quality 

Assurance Committee.  Position statements with 

regard to consent and dignity and respect 

outstanding, this will be picked up at Quality and 

Safety Review December 2016 and reported to 

March  February 2017 meeting of QAC. Eight 

areas assessed as 'Requires Improvement' all 

with a programme of work in place to strengthen 

compliance.

Review to be undertaken following embedding 

of changes (September 2016)

Discussed at September meeting.  Focus on 

observational visits felt important and to be 

continued, but with renewed focus and 

coordination between meetings. (Has not met 

recently)

Staff FFT at Q1 to include additional questions 

to provide assurance of improvements in staff 

confidence in Speaking Up (Sep 2016). A 

number of questions were included within the 

Staff FFT at Q1.  Overall a modest improvement 

in scores since the 2015 staff survey was noted, 

but with a deterioration in staff knowing how to 

report. This will be addressed by the imminent 

Speaking Up campaign.  Early comparator data 

from the 2016 Staff Survey indicates an 

improvement in the proportion of staff feeling 

able to raise concerns.

Tested at Quality and Safety Reviews June 

2016.  No major evidence of Should Dos being 

off track.  Should Do actions to be the focus of 

December 2016  next CQC Response Group 

meeting. monitored at Quality and Safety 

Review Days and performance review meetings.

Freedom to Speak up Guardian, Executive and 

Non Executive Leads identified and 

communicated to all staff following September 

Board meeting and discussed at Team Talk in 

November 2016.  Guardian for Safe Working 

Practices for Junior Doctors also appointed.

Urgent Executive and Clinical Director 

discussions have taken place  to agree remedial 

actions, including recruitment to 9th consultant 

vacancy continuation of locum arrangements for 

6-12 months and continuation of Ramsey 

arrangements for foreseeable future.  Further 

meeting taking place to develop costed plans to 

develop increased capacity, internally and 

externally, linked to outcomes to be delivered, 

and assurance of effectiveness and efficiency of 

resources to be utilised.   Redesign of 

Cardiology Services underway to address 

concerns in a sustainable way.  Next Quality and 

Safety Review (8th December 2016) focussed 

on Urgent and Emergency Care, Cardiology, 

Maternity and End of Life Care. 

Recovery plan agreed by Executives September 

2016.  Appraisal rates improving (up to 81.8% 

October 2016) 

There is a renewed focus on sepsis screening in 

ED, aided by ED Educator, new Sepsis Nurse 

and ECIP.  Compliance levels remain poor.  

Clinical Directors engaged in improvement 

required via TMG.  Oceana to provide a 

technical solution in ED.

Critical Care bed capacity being increased in a 

phased manner as staffing levels are increased, 

with increases planned over winter 2016/17.  

Clinical Directors are reviewing risk mitigation.

This is addressed by BAF entry 3411 to address 

the responsiveness of ED specifically.  A revised 

front door model is being implemented in 

November 2016.  System wide DTOC event 

taking place 24.01.17 to review arrangments 

and agree improvements required.

Consistent compliance 

with key clinical standards 

not yet demonstrated 

through audit results.

Lack of recent robust 

assurance with regard to 

CQC compliance against 

regulations

Lack of assurance with 

regard to effectiveness of 

re-focused CQC 

Response Group

Lack of assurance with 

regard to impact of 

refreshed approach to 

Speaking Up

Lack of assurance that 

approach to addressing 

'Should Do' actions will be 

effective

Speaking Up Champion 

role not yet publicised to 

staff

Lack of assurance that 

initial actions have been 

sufficient to address 

sustainability of cardiology 

improvements required.

Lack of assurance of 

continued improvement in 

compliance with sepsis 

screening in ED

There is currently 

insufficient assurance with 

regard to critical care 

capacity, particularly 

linked to delayed 

discharges. 

There is currently 

insufficient assurance that 

the required system wide 

improvement in patient 

flow are being acheived.

CQC Inspection 

January 2016 

concluded Trust 

Requires Improvement 

overall.   Most recent 

assurance report 

confirms the majority 

of improvement 

actions on track. 

Recent review of CQC 

compliance with CQC 

regulations consistent 

with current areas of 

priority  and findings 

from Quality and 

Safety Review Day 

December 2016.  

Outcomes from recent 

unannounced CQC 

inspection awaited.

Improvement 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.

Three Requirement Notices 

issued March 2016 (escalation 

of deteriorating patients in ED, 

stroke patient pathway and 

cardiology elective backlog). 

Further Requirement Notices 

issues (staffing, personalised 

care, safeguarding, 

governance, safe care and 

treatment)

CQC Inspection Reports 

published May 2016.  Overall 

Trust Requires Improvement

CQC confirmed improvement 

notice lifted in relation to 

Ionising Radiation

Quality and Safety Day 

consistent with CQC findings.

Updated: CQC QAC assurance 

report November 2016 

reporting that majority of must 

do actions are on track, but 

concerns as follows: 

Cardiology

Critical Care Capacity

Patient Flow

Sepsis Screening

NHSI review of end of life care

NHSI review of stroke care

CQC Compliance position 

reported to QAC November 

2016

Updated: Appraisal rate 

increased to 82.8%

Delivery of CQC 

improvement plan

Peer audits 

demonstrating 

consistent 

compliance with 

key clinical 

standards.

CQC Inspection 

Report 2016

CQC State of 

Readiness Internal 

Audit 2016/17

Quality and Safety 

Day December 

2016

Revsed CQC 

Compliance 

framework 

reporting to QAC. 

CQC Unannounced 

inspection report 

2017.

Terms of Reference re-defined to reflect refocused 

CQC (April 2016).  Response (Operational) Group. 

Presented May and June 2016,but not yet finalised   

For finalisation December September 2016 For 

refresh at February 2017 meeting, in the context of 

improvement plan focus at performance review 

meetings and TMG, leading to slimmed down 

focus for the Response Group.

Included within Transforming Community Care 

workstream, within the STP framework, with 

improved coordination and embeddedness.  NHSI 

undertook a focused review of end of life care, 

demonstrating further improvement required in 

surgical areas

Interim Chief Operating officer now chairing 

Outpatient Improvement Board.

Terms of Reference to be 

revised to reflect redefined 

CQC Response Group.    

System wide structures to 

support improvements in 

End of Life Care are 

insufficiently embedded.

Leadership of Outpatient 

Improvement Board not yet 

resolved

Director of 

Nursing and 

Director of 

Corporate 

Affairs

8431
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2124 Quality 

Assurance 

Committee via 

CQC 

Response 

Group

Patient Care Improvement Plans, 

incorporating CQC actions from 

2015 inspection plus Requirement 

Notices from January 2016.

CQC Improvement Plan submitted 

to CQC June 2016 incorporating 

additional Reqiurement Notices.

CQC compliance framework

Re-focused CQC Response Group

 Executive oversight of 

improvement plans.

Quality and Safety Reviews to 

continue proactively on a 6 monthly 

basis including focus on 'should do' 

actions (next one scheduled for 

most recently December 2016)

Monthly review of clinical quality 

nursing indicators by Deputy 

Director of Nursing and Matrons, 

with required actions taken as 

appropriate

Revised Speaking Up Policy 

approved by Board September  

2016, with associated awareness 

raising programme.

Interim RCHT clinical lead 

appointed for End of Life Care

End of Life facilitator commenced 

April 2016 for 12 months

Improvement plan delivered in 

respect of ionising radiation.  

Improvement notice lifted.

Formal review of 'must do' actions 

at divisional performance meetings
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Board Risk 

Owner

Individual 

ultimately 

accountable 

for managing 

the risk 

Assurance 

Group

Principal 

committee 

responsible for 

overseeing 

management of 

the risk on 

behalf of the 

Board

Key Controls currently in place

The existing controls and processes in 

place to manage the risk

Identified Gaps in Control  

Where one or more of the key 

controls on which the 

organisation is relying are not 

effective

How and when the gaps in control be addressed 

Further action necessary to address the controls, gap 

including timescales for delivery

Source of Assurance  

Planned for 16/17

Where we will gain 

evidence that the 

controls on which we 

are placing reliance 

are effective

Sources of positive assurance on 

the effectiveness of controls 

Current evidence that shows we are 

reasonably managing our risks and 

our objectives are being delivered 

I = internal

E = external

Adequacy of Assurance

Full = Green

Yellow = Significant 

Amber= Limited

Red= No assurance

Gaps in Assurance 

where we do not have 

evidence that controls are 

working, or the evidence 

available demonstrates that 

the controls are effective

How and when we plan to address the gaps in 

assurance

Further action necessary to address the assurance 

gasp, including timescales for delivery

Amended action: Plans in place to ensure 

fundamentals of care are achieved and 

embedded Trust wide with utilisation of high 

level triangulation of QEWS dashboard, and 

where further assurance/ improvement required, 

a supportive programme using the 'Quality 

Success Regime' will be implemented with 

senior nurse support (from October 2016 April 

2016).  Tested at 6 monthly Quality and Safety 

Reviews, and some improvements noted.   

Number of non-compliant issues reducing with a 

particular focus now on sepsis and medication 

security.

Review of CQC compliance to include clarity on 

role of specific committees with regard to 

assurance and oversight for compliance with 

each regulation (April 2016)  Framework now 

developed and approved by QAC July 2016, for 

implementation.  Assurance beyond Q&S 

Review  Presented to November 2016 Quality 

Assurance Committee.  Position statements with 

regard to consent and dignity and respect 

outstanding, this will be picked up at Quality and 

Safety Review December 2016 and reported to 

March  February 2017 meeting of QAC. Eight 

areas assessed as 'Requires Improvement' all 

with a programme of work in place to strengthen 

compliance.

Review to be undertaken following embedding 

of changes (September 2016)

Discussed at September meeting.  Focus on 

observational visits felt important and to be 

continued, but with renewed focus and 

coordination between meetings. (Has not met 

recently)

Staff FFT at Q1 to include additional questions 

to provide assurance of improvements in staff 

confidence in Speaking Up (Sep 2016). A 

number of questions were included within the 

Staff FFT at Q1.  Overall a modest improvement 

in scores since the 2015 staff survey was noted, 

but with a deterioration in staff knowing how to 

report. This will be addressed by the imminent 

Speaking Up campaign.  Early comparator data 

from the 2016 Staff Survey indicates an 

improvement in the proportion of staff feeling 

able to raise concerns.

Tested at Quality and Safety Reviews June 

2016.  No major evidence of Should Dos being 

off track.  Should Do actions to be the focus of 

December 2016  next CQC Response Group 

meeting. monitored at Quality and Safety 

Review Days and performance review meetings.

Freedom to Speak up Guardian, Executive and 

Non Executive Leads identified and 

communicated to all staff following September 

Board meeting and discussed at Team Talk in 

November 2016.  Guardian for Safe Working 

Practices for Junior Doctors also appointed.

Urgent Executive and Clinical Director 

discussions have taken place  to agree remedial 

actions, including recruitment to 9th consultant 

vacancy continuation of locum arrangements for 

6-12 months and continuation of Ramsey 

arrangements for foreseeable future.  Further 

meeting taking place to develop costed plans to 

develop increased capacity, internally and 

externally, linked to outcomes to be delivered, 

and assurance of effectiveness and efficiency of 

resources to be utilised.   Redesign of 

Cardiology Services underway to address 

concerns in a sustainable way.  Next Quality and 

Safety Review (8th December 2016) focussed 

on Urgent and Emergency Care, Cardiology, 

Maternity and End of Life Care. 

Recovery plan agreed by Executives September 

2016.  Appraisal rates improving (up to 81.8% 

October 2016) 

There is a renewed focus on sepsis screening in 

ED, aided by ED Educator, new Sepsis Nurse 

and ECIP.  Compliance levels remain poor.  

Clinical Directors engaged in improvement 

required via TMG.  Oceana to provide a 

technical solution in ED.

Critical Care bed capacity being increased in a 

phased manner as staffing levels are increased, 

with increases planned over winter 2016/17.  

Clinical Directors are reviewing risk mitigation.

This is addressed by BAF entry 3411 to address 

the responsiveness of ED specifically.  A revised 

front door model is being implemented in 

November 2016.  System wide DTOC event 

taking place 24.01.17 to review arrangments 

and agree improvements required.

Consistent compliance 

with key clinical standards 

not yet demonstrated 

through audit results.

Lack of recent robust 

assurance with regard to 

CQC compliance against 

regulations

Lack of assurance with 

regard to effectiveness of 

re-focused CQC 

Response Group

Lack of assurance with 

regard to impact of 

refreshed approach to 

Speaking Up

Lack of assurance that 

approach to addressing 

'Should Do' actions will be 

effective

Speaking Up Champion 

role not yet publicised to 

staff

Lack of assurance that 

initial actions have been 

sufficient to address 

sustainability of cardiology 

improvements required.

Lack of assurance of 

continued improvement in 

compliance with sepsis 

screening in ED

There is currently 

insufficient assurance with 

regard to critical care 

capacity, particularly 

linked to delayed 

discharges. 

There is currently 

insufficient assurance that 

the required system wide 

improvement in patient 

flow are being acheived.

CQC Inspection 

January 2016 

concluded Trust 

Requires Improvement 

overall.   Most recent 

assurance report 

confirms the majority 

of improvement 

actions on track. 

Recent review of CQC 

compliance with CQC 

regulations consistent 

with current areas of 

priority  and findings 

from Quality and 

Safety Review Day 

December 2016.  

Outcomes from recent 

unannounced CQC 

inspection awaited.

Improvement 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.

Three Requirement Notices 

issued March 2016 (escalation 

of deteriorating patients in ED, 

stroke patient pathway and 

cardiology elective backlog). 

Further Requirement Notices 

issues (staffing, personalised 

care, safeguarding, 

governance, safe care and 

treatment)

CQC Inspection Reports 

published May 2016.  Overall 

Trust Requires Improvement

CQC confirmed improvement 

notice lifted in relation to 

Ionising Radiation

Quality and Safety Day 

consistent with CQC findings.

Updated: CQC QAC assurance 

report November 2016 

reporting that majority of must 

do actions are on track, but 

concerns as follows: 

Cardiology

Critical Care Capacity

Patient Flow

Sepsis Screening

NHSI review of end of life care

NHSI review of stroke care

CQC Compliance position 

reported to QAC November 

2016

Updated: Appraisal rate 

increased to 82.8%

Delivery of CQC 

improvement plan

Peer audits 

demonstrating 

consistent 

compliance with 

key clinical 

standards.

CQC Inspection 

Report 2016

CQC State of 

Readiness Internal 

Audit 2016/17

Quality and Safety 

Day December 

2016

Revsed CQC 

Compliance 

framework 

reporting to QAC. 

CQC Unannounced 

inspection report 

2017.

Terms of Reference re-defined to reflect refocused 

CQC (April 2016).  Response (Operational) Group. 

Presented May and June 2016,but not yet finalised   

For finalisation December September 2016 For 

refresh at February 2017 meeting, in the context of 

improvement plan focus at performance review 

meetings and TMG, leading to slimmed down 

focus for the Response Group.

Included within Transforming Community Care 

workstream, within the STP framework, with 

improved coordination and embeddedness.  NHSI 

undertook a focused review of end of life care, 

demonstrating further improvement required in 

surgical areas

Interim Chief Operating officer now chairing 

Outpatient Improvement Board.

Terms of Reference to be 

revised to reflect redefined 

CQC Response Group.    

System wide structures to 

support improvements in 

End of Life Care are 

insufficiently embedded.

Leadership of Outpatient 

Improvement Board not yet 

resolved

Director of 

Nursing and 

Director of 

Corporate 

Affairs

8431

5233

2124 Quality 

Assurance 

Committee via 

CQC 

Response 

Group

Patient Care Improvement Plans, 

incorporating CQC actions from 

2015 inspection plus Requirement 

Notices from January 2016.

CQC Improvement Plan submitted 

to CQC June 2016 incorporating 

additional Reqiurement Notices.

CQC compliance framework

Re-focused CQC Response Group

 Executive oversight of 

improvement plans.

Quality and Safety Reviews to 

continue proactively on a 6 monthly 

basis including focus on 'should do' 

actions (next one scheduled for 

most recently December 2016)

Monthly review of clinical quality 

nursing indicators by Deputy 

Director of Nursing and Matrons, 

with required actions taken as 

appropriate

Revised Speaking Up Policy 

approved by Board September  

2016, with associated awareness 

raising programme.

Interim RCHT clinical lead 

appointed for End of Life Care

End of Life facilitator commenced 

April 2016 for 12 months

Improvement plan delivered in 

respect of ionising radiation.  

Improvement notice lifted.

Formal review of 'must do' actions 

at divisional performance meetings
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Board Risk 

Owner

Individual 

ultimately 

accountable 

for managing 

the risk 

Assurance 

Group

Principal 

committee 

responsible for 

overseeing 

management of 

the risk on 

behalf of the 

Board

Key Controls currently in place

The existing controls and processes in 

place to manage the risk

Identified Gaps in Control  

Where one or more of the key 

controls on which the 

organisation is relying are not 

effective

How and when the gaps in control be addressed 

Further action necessary to address the controls, gap 

including timescales for delivery

Source of Assurance  

Planned for 16/17

Where we will gain 

evidence that the 

controls on which we 

are placing reliance 

are effective

Sources of positive assurance on 

the effectiveness of controls 

Current evidence that shows we are 

reasonably managing our risks and 

our objectives are being delivered 

I = internal

E = external

Adequacy of Assurance

Full = Green

Yellow = Significant 

Amber= Limited

Red= No assurance

Gaps in Assurance 

where we do not have 

evidence that controls are 

working, or the evidence 

available demonstrates that 

the controls are effective

How and when we plan to address the gaps in 

assurance

Further action necessary to address the assurance 

gasp, including timescales for delivery

5259 There is a risk that patients experience avoidable delays in accessing their treatment and follow up as a result of challenges to delivery of the specified RTT standard and follow up backlogs resulting from increased demand and poor patient flow. This could lead to follow up backlogs, patient harm, impact on the 

Trust's reputation and undermine expected income levels/incur fines.

31.1, 1.3, 1.4 Speciality level plans

Performance Management 

Reporting -  (PAF) and (IPR)

Daily/weekly operational meetings

Weekly RTT performance meetings

Divisional performance reviews

Recovery plans

Enhanced escalation measures for 

cancellations

Clinical risk mitigation at speciality 

level

£1.8m funding approved for 

2016/17 to support additional 

capacity

Deep dive approaches undertaken 

at specialty level as required to 

seek assurance with regard to 

backlog management

Ability to sub-contract certain 

services to independent sector

Elective Surgery Productivity Board.  

RTT performance meeting.

RTT Group regularly review 

processes for long wait specialities,

Co-efficient tool used to support 

review of appropriateness of delays 

in treatment for stratified patient 

groups

Ophthalmology follow up pending 

lists stratified to ensure patients 

most likely to be at clinical risk due 

to delays are identified and 

prioritised as appropriate.

Board has agreed £1.8m investment to secure 

additional capacity.  Focus is on using 

resources to ensure the most efficient use of 

capacity.  Protecting the RTT position is a key 

component of the construction of the Trust's 

winter plan.  

Weekly scrutiny and challenge at RTT meeting 

of all patients over 40 weeks without a plan  to 

ensure blockages are addressed and that plans 

are robust at specialty level.

Lack of assurance about 

ability to sustain RTT on a 

monthly basis and reduce 

backlogs in the context of 

ongoing patient flow 

issues and bed capacity 

pressures going into 

winter months.

Whilst RTT 

performance has been 

maintained, the overall 

pending list has grown 

and  there is currently 

insufficient assurance 

that the planned 

trajectories for RTT 

and follow up 

backlogs can be 

sustained in the 

context of on-going 

patient flow 

challenges, 

exacerbated by winter 

pressures, and 

consequent low 

elective activity levels.

Updated: RTT performance 

sustained  December 2016).

Updated: Follow up backlog 

performance improving for 

patients past 3 months, but 

overall pending list has grown 

November 2016)

RTT and follow up 

backlog 

performance 

reporting

Data validation 

processes

Waiting List 

Management 

Internal Audit 

2016/17

Processes for assuring the quality of care of 

patients waiting beyond 18 weeks and for 

cancelled patients reviewed for all specialties by 

Medical Director earlier in the year, and assurance 

provided .    Performance is managed through RTT 

Performance Meetings.  Actions in place include 

use of locum consultants, use of vacant sessions 

and recruitment to substantive posts.

Medical Director to review robustness of 

processes to keep long waiters  safe in cardiology 

and ophthalmology.

Specialty Governance Leads to flag any concerns 

with long wait processes to the Medical Director

Trajectories for 2017/18 being developed with 

underperforming specialties.

Cardiology - review of job plans, structure, 

recruitment and retention and plan/use of 

physiologists in January 17.  Aim  for April - June 

2017 for recruitment.

Follow up pending list in Ophthalmology improved 

to 2 months.  Co-efficient risk being monitored and 

managed.

Elective Surgery Productivity Board overseeing 

improvements within Surgical Directorate, 

particularly with regard to booking processes.

Surgical Group preparing to reinvigorate admin 

standards, team working January / February 2017,  

Will see development work with each team 

following this (March-June 2017)

Daily target established of 86 inpatient discharges 

in January - March 2017 to maintain RTT standard 

in Q4.

RTT performance variable 

across specialtiies (Under-

performing specialities are 

general surgery, trauma 

and orthopaedics, 

gynaecology and 

cardiology, and 

ophthalmology.) 

Trajectories no longer in 

place for each of these 

specialties to be RTT 

compliant by end of 

2016/17, and position 

worsening in some 

specialties.

Follow up pending lists of 

concerns in 

Ophthalmology, Cardiology 

and Respiratory.  

There is a need to improve 

use of theatres to support 

RTT performance and 

associated elective income.

Lack of clarity of speciality 

level admin team working 

and standards 

underpinning  co-ordination 

of RTT

Level of cancelled 

operations contribute to 

RTT vulnerability

Finance 

Committee 

Quality 

Assurance 

Committee

Chief 

Operating 

Officer

933124
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Board Risk 

Owner

Individual 

ultimately 

accountable for 

managing the risk 

Assurance 

Group

Principal 

committee 

responsible for 

overseeing 

management of 

the risk on 

behalf of the 

Board

Key Controls currently in place

The existing controls and processes 

in place to manage the risk

Identified Gaps in Control  

Where one or more of the key 

controls on which the 

organisation is relying are not 

effective

How and when the gaps in control be addressed 

Further action necessary to address the controls, gap 

including timescales for delivery

Source of Assurance  

Planned for 16/17

Where we will gain 

evidence that the 

controls on which we 

are placing reliance are 

effective

Sources of positive 

assurance on the 

effectiveness of 

controls 

Current evidence that 

shows we are 

reasonably managing 

our risks and our 

objectives are being 

delivered 

I = internal

E = external

Adequacy of Assurance

Full = Green

Yellow = Significant 

Amber= Limited

Red= No assurance

Gaps in Assurance 

where we do not have 

evidence that controls are 

working, or the evidence 

available demonstrates 

that the controls are 

effective

How and when we plan to address the gaps 

in assurance

Further action necessary to address the 

assurance gasp, including timescales for 

delivery

Stratgic Objective 4: RESOURCES

To make the best use of all of our resources’ (Executive Director: Director of Finance and Performance / Chief Operating Officer/ Director of Strategy and Business Development)

4.1 - Achieve financial recovery and deliver a surplus in 2 years

4.2 - Improve the use of our resources to increase quality and save £15m

4.3 -- Maximise clinical and financial benefits from the £22m capital programme

4 16 4 4 16

5214

5571, 5575 2.1, 3.1, 4.1, 4.2 4

There is a risk of not delivering the financial plan and in year statutory financial duties as a result of:

• Non delivery of CIP and/or insufficient identification of CIP schemes

• Failure to control costs to deliver income within affordable cost base linked to on-going operational pressures

• Failure to deliver sufficient income to meet financial plan in 2016/17

- Uncertainty regarding system level position

This could impact on the Trust’s financial standing and going concern.

Financial plan for 

2016/17

Updated: 

Financial position 

on plan at M9 

(with £0.5m  use 

of contingency)

 

Updated: Savings 

plan £2.2m off 

target at M9, and 

forecast to be  

£4.3m off target at 

year end.

New: CIP 

Programme 

Internal Audit 

December 2016 

(Amber)

Finance 

Committee 

Finance Committee oversight

RTT weekly performance 

meeting.  

Performance management and 

escalation in line with 

Performance Management 

Framework.  

Reviews of specific issues 

affecting financial position of 

Trust,. 

CIP programme management, 

including Non-Pay Programme 

Board, and the Elective Surgery 

Productivity Group.

Arrangements agreed at FP&BT 

Committee December 2015 

setting out arrangements for 

productivity (CIP) programme 

management.

Enhanced agency controls 

established, monitored through 

Operational Workforce Group. 

Baseline assessment and action 

plan in place.

Programme manager and Service 

Improvement leads in place to 

oversee development and 

delivery of CIP and service 

improvements 

Establishment of operational 

management groups to oversee 

delivery of all aspects of 

workforce efficiencies, including 

recruitment and workforce 

planning (Nov 2015). Fortnightly 

Bi-monthly Operational 

Workforce Group established 

January 2016.

Operational Plan for 2016/17 

signed off by Board April 2016

Director of Nursing authorises 

any changes to nurse roster 

templates following closedown.

Cash plan agreed with NHSI, 

subject to delivery of agreed 

control total by quarter

Contract signed with NHS 

Kernow and agreed for NHSE 

and Cornwall Council.

Nurse agency controls in place 

and continue to be monitored

Performance Management 

Framework for 2016/17 agreeed. 

Working action plan to reduce 

agency spend.

Comprehensive delivery 

plan, including enhanced 

controls, to enact pay 

savings required 

Lack of comprehensive 

plan to  reduce agency 

spend to a level below the 

cap.  

Lack of clarity on full 

delivery of savings plan.

Director of 

Finance and 

Performance

Assurance about the 

deliverability of the 

financial plan in 2016/17 

is strengthening, albeit 

with ongoing risks in 

relation to winter 

pressure costs, and/or 

associated loss of 

income.  The longer term 

financial position 

remains extremely 

challenging.

Refreshed 3 year 

financial recovery plan 

outstanding. 

Assurance required 

regarding sustainable 

financial plan beyond 

2016/17

Efficacy of nurse 

agency controls to be 

tested

Impact of CCG 

recovery plan on RCHT 

financial position not 

yet fully known

CCG position on 

readmissions penalties 

not yet confirmed

Ability to fund essential 

service developments 

in light of need to 

deliver a more 

challenging revised 

control total 

Agency and locum 

spend increasing, and 

on course for £20m  

spend at year end, 

without intervention

Insufficient assurance 

about affordability of 

the cost of winter 

pressures

 5 year STP financial plan in development.  

Trust two year plan in context of STP 

developed and submitted December 2016.

STP plan under development.  Next Last 

submission due 21st October 2016. Two 

year financial plan submitted December 

2016 addresses control total, but dependant 

on £21m savings.  Further work requested 

to consider how best managed (in the 

context of potential additional cost 

pressures arising from health community 

wide savings).

Enhanced controls for booking nurse 

agency (both registered and unregistered).   

M6 report confirms nurse agency costs 

reducing.  OWG considering next steps..

No specific plans at present impacting on 

RCHT financial position.  Potential impact 

from April 2017 not yet clear.

Under discussion with CCG.  Escalated to 

NHSI and NHSE.  Assumed not payable by 

Trust in its financial position, with £2.5m 

associated risk to forecast outturn and STF 

funding  Resolved in favour of Trust.

Essential prioritised developments agreed 

with Clinical Directors at Trust Management 

Group July 2016.

Urgent action taken  to reduce agency 

spend, overseen by the Operational 

Workforce Group. Enhanced controls widely 

disseminated., and already demonstrating 

impact. Year end agency  spend projected 

to reduce to  £16.5 £14.2m.Actions now 

focussed on reducing medical locum spend.

Costed plans being worked up.  Winter 

plans established to be delivered within 

existing resource.

Monthly financial 

report to FPBT and 

Board which 

incorporates full suite 

of financial indicators. 

Mid year review of 

financial position 

(Nov 2016). 

Quarterly CQUIN 

performance reported 

to TMG

Financial Savings 

Program Internal 

Audit 2016/17

Work plan refreshed with an urgent focus on 

mitigations to control medical and nursing agency 

spend including recruitment inititatives, but gap on 

pay savings remains.  Plan developed in the 

context of NHSI Agency Deep Dive.  Rules agreed 

at TMG and widely circulated.  Compliance with 

these enhanced controls to be reviewed at OWG.  

Agency spend reduced to £100k £12 above 

monthly target at M9 by £300k per month in August 

and September.  However, still above monthly 

target.  Further work underway to address the  

consider how remaining gap addressed.

FP&BT Committee commissioned options appraisal 

regarding agency usage (to be presented to August 

2016 People and OD Committee)

Being progressed with oversight of Operational 

Workforce Group

Executive review of savings plans, with divisional 

and corporate management, and generation of 

additional savings programmes.  Particular focus 

on workforce savings and Medicines Division 

overspend at present.   Shortfall on pay CIP target 

of £9.7m is  £2.9m £4.1m at M9   £1.1m £0.2m of 

the identified savings are currently red rated., and 

further risk mitigation is being reviewed.  OWG 

overseeing potential additional savings schemes.  

DoF leading discussions with divisions.
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Board Risk 

Owner

Individual 

ultimately 

accountable for 

managing the risk 

Assurance 

Group

Principal 

committee 

responsible for 

overseeing 

management of 

the risk on 

behalf of the 

Board

Key Controls currently in place

The existing controls and processes 

in place to manage the risk

Identified Gaps in Control  

Where one or more of the key 

controls on which the 

organisation is relying are not 

effective

How and when the gaps in control be addressed 

Further action necessary to address the controls, gap 

including timescales for delivery

Source of Assurance  

Planned for 16/17

Where we will gain 

evidence that the 

controls on which we 

are placing reliance are 

effective

Sources of positive 

assurance on the 

effectiveness of 

controls 

Current evidence that 

shows we are 

reasonably managing 

our risks and our 

objectives are being 

delivered 

I = internal

E = external

Adequacy of Assurance

Full = Green

Yellow = Significant 

Amber= Limited

Red= No assurance

Gaps in Assurance 

where we do not have 

evidence that controls are 

working, or the evidence 

available demonstrates 

that the controls are 

effective

How and when we plan to address the gaps 

in assurance

Further action necessary to address the 

assurance gasp, including timescales for 

delivery

4 16 4 4 16

5214

5571, 5575 2.1, 3.1, 4.1, 4.2 4 Financial plan for 

2016/17

Updated: 

Financial position 

on plan at M9 

(with £0.5m  use 

of contingency)

 

Updated: Savings 

plan £2.2m off 

target at M9, and 

forecast to be  

£4.3m off target at 

year end.

New: CIP 

Programme 

Internal Audit 

December 2016 

(Amber)

Finance 

Committee 

Finance Committee oversight

RTT weekly performance 

meeting.  

Performance management and 

escalation in line with 

Performance Management 

Framework.  

Reviews of specific issues 

affecting financial position of 

Trust,. 

CIP programme management, 

including Non-Pay Programme 

Board, and the Elective Surgery 

Productivity Group.

Arrangements agreed at FP&BT 

Committee December 2015 

setting out arrangements for 

productivity (CIP) programme 

management.

Enhanced agency controls 

established, monitored through 

Operational Workforce Group. 

Baseline assessment and action 

plan in place.

Programme manager and Service 

Improvement leads in place to 

oversee development and 

delivery of CIP and service 

improvements 

Establishment of operational 

management groups to oversee 

delivery of all aspects of 

workforce efficiencies, including 

recruitment and workforce 

planning (Nov 2015). Fortnightly 

Bi-monthly Operational 

Workforce Group established 

January 2016.

Operational Plan for 2016/17 

signed off by Board April 2016

Director of Nursing authorises 

any changes to nurse roster 

templates following closedown.

Cash plan agreed with NHSI, 

subject to delivery of agreed 

control total by quarter

Contract signed with NHS 

Kernow and agreed for NHSE 

and Cornwall Council.

Nurse agency controls in place 

and continue to be monitored

Performance Management 

Framework for 2016/17 agreeed. 

Working action plan to reduce 

agency spend.

Comprehensive delivery 

plan, including enhanced 

controls, to enact pay 

savings required 

Lack of comprehensive 

plan to  reduce agency 

spend to a level below the 

cap.  

Lack of clarity on full 

delivery of savings plan.

Director of 

Finance and 

Performance

Assurance about the 

deliverability of the 

financial plan in 2016/17 

is strengthening, albeit 

with ongoing risks in 

relation to winter 

pressure costs, and/or 

associated loss of 

income.  The longer term 

financial position 

remains extremely 

challenging.

Refreshed 3 year 

financial recovery plan 

outstanding. 

Assurance required 

regarding sustainable 

financial plan beyond 

2016/17

Efficacy of nurse 

agency controls to be 

tested

Impact of CCG 

recovery plan on RCHT 

financial position not 

yet fully known

CCG position on 

readmissions penalties 

not yet confirmed

Ability to fund essential 

service developments 

in light of need to 

deliver a more 

challenging revised 

control total 

Agency and locum 

spend increasing, and 

on course for £20m  

spend at year end, 

without intervention

Insufficient assurance 

about affordability of 

the cost of winter 

pressures

 5 year STP financial plan in development.  

Trust two year plan in context of STP 

developed and submitted December 2016.

STP plan under development.  Next Last 

submission due 21st October 2016. Two 

year financial plan submitted December 

2016 addresses control total, but dependant 

on £21m savings.  Further work requested 

to consider how best managed (in the 

context of potential additional cost 

pressures arising from health community 

wide savings).

Enhanced controls for booking nurse 

agency (both registered and unregistered).   

M6 report confirms nurse agency costs 

reducing.  OWG considering next steps..

No specific plans at present impacting on 

RCHT financial position.  Potential impact 

from April 2017 not yet clear.

Under discussion with CCG.  Escalated to 

NHSI and NHSE.  Assumed not payable by 

Trust in its financial position, with £2.5m 

associated risk to forecast outturn and STF 

funding  Resolved in favour of Trust.

Essential prioritised developments agreed 

with Clinical Directors at Trust Management 

Group July 2016.

Urgent action taken  to reduce agency 

spend, overseen by the Operational 

Workforce Group. Enhanced controls widely 

disseminated., and already demonstrating 

impact. Year end agency  spend projected 

to reduce to  £16.5 £14.2m.Actions now 

focussed on reducing medical locum spend.

Costed plans being worked up.  Winter 

plans established to be delivered within 

existing resource.

Monthly financial 

report to FPBT and 

Board which 

incorporates full suite 

of financial indicators. 

Mid year review of 

financial position 

(Nov 2016). 

Quarterly CQUIN 

performance reported 

to TMG

Financial Savings 

Program Internal 

Audit 2016/17

Work plan refreshed with an urgent focus on 

mitigations to control medical and nursing agency 

spend including recruitment inititatives, but gap on 

pay savings remains.  Plan developed in the 

context of NHSI Agency Deep Dive.  Rules agreed 

at TMG and widely circulated.  Compliance with 

these enhanced controls to be reviewed at OWG.  

Agency spend reduced to £100k £12 above 

monthly target at M9 by £300k per month in August 

and September.  However, still above monthly 

target.  Further work underway to address the  

consider how remaining gap addressed.

FP&BT Committee commissioned options appraisal 

regarding agency usage (to be presented to August 

2016 People and OD Committee)

Being progressed with oversight of Operational 

Workforce Group

Executive review of savings plans, with divisional 

and corporate management, and generation of 

additional savings programmes.  Particular focus 

on workforce savings and Medicines Division 

overspend at present.   Shortfall on pay CIP target 

of £9.7m is  £2.9m £4.1m at M9   £1.1m £0.2m of 

the identified savings are currently red rated., and 

further risk mitigation is being reviewed.  OWG 

overseeing potential additional savings schemes.  

DoF leading discussions with divisions.



Risk ID Linked risks

Linked Div risks

Potential threat to 

Objectives

If this risk materialises 

what is the impact on 

the Trust Objectives
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Board Risk 

Owner

Individual 

ultimately 

accountable for 

managing the risk 

Assurance 

Group

Principal 

committee 

responsible for 

overseeing 

management of 

the risk on 

behalf of the 

Board

Key Controls currently in place

The existing controls and processes 

in place to manage the risk

Identified Gaps in Control  

Where one or more of the key 

controls on which the 

organisation is relying are not 

effective

How and when the gaps in control be addressed 

Further action necessary to address the controls, gap 

including timescales for delivery

Source of Assurance  

Planned for 16/17

Where we will gain 

evidence that the 

controls on which we 

are placing reliance are 

effective

Sources of positive 

assurance on the 

effectiveness of 

controls 

Current evidence that 

shows we are 

reasonably managing 

our risks and our 

objectives are being 

delivered 

I = internal

E = external

Adequacy of Assurance

Full = Green

Yellow = Significant 

Amber= Limited

Red= No assurance

Gaps in Assurance 

where we do not have 

evidence that controls are 

working, or the evidence 

available demonstrates 

that the controls are 

effective

How and when we plan to address the gaps 

in assurance

Further action necessary to address the 

assurance gasp, including timescales for 

delivery

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 1 5 year capital 

programme, identifying long term 

funding requiirements.

Asset Condition Survey 

undertaken Sep 2015

Performance reviews

Rolling Replacement Programme 

for Medical Equipment

TDA capital loan approved for 

£6.2m for high priority capital 

schemes.

Capital programme for 2016/17 

prepared for inclusion in 

Operational Plan.

Capital programme approved at 

Board April 2016.

There is a need to consider 

alternative strategic 

investment and partnership 

solutions to addresss 

funding challenges

Limited contingency to deal 

with unanticipated  in year 

capital requirements.

5575 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 traditional 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.

2928

4190

4523

4619

5042

5132

5228

5248

5575

5755

4.3 3 4 12 3 4 12 Director of 

Finance and 

Performance

Finance 

Committee

Regular 

assurance reports 

received, in 

respect of capital 

investment 

programmes, 

delivery of 

prioritised 

backlog 

maintenance and 

progress in 

delivery of Phase 

1 of CSDP.

Capital loan 

approved for 

£6.2m for high 

priority capital 

schemes.

QIA process did 

not identify any 

high risk 

unmitigated 

capital schemes 

that were not 

being funded in 

2016/17. 

Robust prioritisation 

processes are in place to 

inform optimal utilisation 

of limited capital funds in 

2016/17.

Consideration is being given to a strategic estates 

partner (SEP) (by Sep 2016)  OJEC procurement 

underway to appoint a strategic estates partner 

(tenders due back end of May 2016).   Due 

diligence review to be undertaken and presented to 

Finance Committee October 2016, concluding that 

an SEP is the preferred option.  Business case 

being presented approved by Trust. Board 

December 2016  and submitted to NHSI for 

approval.

Review of managed equipment options for 

radiology equipment  to feed into 2017/18 business 

planning.  Next major imaging equipment 

replacement project to be explored through SEP.

This gap in control will need to be accepted, and 

reflected in the overall risk score.  Some slippage in 

capital programme is increasing in-year 

contingency.

Assurance reports on 

capital programmes 

reported monthly 

through Committee 

structures 

Lack of assurance with 

regard to sufficiency of 

capital funding 

available in 2016/17 to 

meet any unforeseen 

capital requirements 

and manage all risks 

witihin capital 

infrastructure, 

particularly in light of 

lack of access to 

national funding in 

2016/17.    

Prioritise use of available funding to address 

highest risk areas for capital developments.  

QIA process underway with regard to 

unfunded high priority/high risk capital 

schemes.  QIA meeting with Medical and 

Nursing Directors in May 2016 at which 

QIAs presented.  Outcome is that risks 

would need to be managed in current 

environment, with the exception of one 

scheme (Lowen Ward) requiiring further 

review.  Lowen Ward subsequently 

discussed with DIPC. Mitigation now 

underway due to increased infection risk  

Will result in revised capital programme.  

Works underway to enable decant of 

patients.  Re-provision of drains on Lowen 

Ward scheduled in 2017/18.

Funding allocated to commence design 

work for longer-term solution.

Finance Committee approved capital plan 

for 5 years from 2017/18 in December 2016, 

with clear links to corporate risk register.
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risks
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risks
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Objectives
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materialise
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on the 
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Board Risk 

Owner

Individual 

ultimately 

accountabl

e for 

managing 

the risk 

Assurance 

Group

Principal 

committee 

responsible 

for overseeing 

management 

of the risk on 

behalf of the 

Board

Key Controls currently in place

The existing controls and processes in place 

to manage the risk

Identified Gaps in 

Control  

Where one or more of 

the key controls on 

which the 

organisation is relying 

are not effective

How and when the gaps in 

control be addressed 

Further action necessary to 

address the controls, gap 

including timescales for 

delivery

Source of Assurance  

Planned for 16/17

Where we will gain 

evidence that the 

controls on which we 

are placing reliance 

are effective

Sources of positive 

assurance on the 

effectiveness of controls 

Current evidence that 

shows we are reasonably 

managing our risks and 

our objectives are being 

delivered 

I = internal

E = external

Adequacy of 

Assurance

Full = Green

Yellow = Significant 

Amber= Limited

Red= No assurance

Gaps in Assurance 

where we do not have 

evidence that controls are 

working, or the evidence 

available demonstrates that 

the controls are effective

How and when we plan to address the gaps in 

assurance

Further action necessary to address the assurance 

gasp, including timescales for delivery

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.

Operational Workforce Group

Consideration of staffing levels in three 

operational capacity reports each day . 

Block bookings with agencies to ensure 

the continuity of speciality nursing input 

to wards/departments

Rostering management with senior 

nurse input, including daily safe staffing 

meeting with matrons and Divisional 

Nurses, reviewing enhanced real time 

metrics matching patient acuity and 

dependency to staffing (SafeCare).

Escalation flowchart for nurse staffing 

issues

Medical rota management by divisional 

teams, including deployment of 

agency/locum staff 

Working action plan to reduce agency 

spend 

Business planning process for 2016/17  

has a refreshed Medical Workforce 

section, setting out position against 

medical workforce requirements  

Clinical Unavailability System (Allocate) 

now in place and being rolled out for all 

medical staffing.

Medical locums now on e-roster, 

facilitating deployment in response to 

clinical need.

Lack of Medical 

Workforce Strategy

Lack of Allied 

Health 

Professionals 

Workforce Strategy

    

Gaps in availability 

of staff escalation 

protocols for agreed  

clinical groups

Medical recruitment 

difficulties in some 

specialities, 

impacting on 

weekend working

Overview paper 

presented to Board 

January 2016.  Draft 

Strategy to be presented 

for review at People & OD 

Committee Jan March 

May 2016, then 

consultation and 

subsequent presentation 

to the Board in June 2016 

(scheduled for April 2016) 

informed by Clinical 

Strategy presented to 

Board .AHP Strategy  

under development.    

Workforce summaries to 

be presented to Board in 

January  March 2017 in 

line with national 

timescale.  This will cover 

nursing, medics and 

AHPs.  Draft workforce 

plan submitted as part of 

Operational Plan for 

2017/19.

Operational Working 

Group to oversee the 

development of staff 

escalation protocols to 

cover agreed clinical 

groups (April May  August 

October 2016)  There are 

a number of controls in 

place, but no overarching 

framework.  To be 

reviewed in the context of 

enhanced agency 

controls and cover all 

clinical groups

Seven day working 

prioritised in Operational 

Plan, with some 

associated investment.  

Recruitment being 

prioritised.   Paper to 

TMG July 2016 setting 

out plans to address each 

senior and middle grade 

medical vacancy. 5 10 

consultant vacancies 

currently within 

recruitment process.  2  

15 appointments made 

offered since 1 December 

2016. 

HR are working with 

divisions specifically on 

posts that have been 

difficult to fill to deliver 

proactive bespoke 

campaigns.  Recruitment 

to substantive posts to be 

linked with seven day 

work and junior doctor 

provision 24/7.  Inclusion 

of medical staff on e-

roster will assist in 

establishing medical 

staffing levels

Six monthly QEWS 

reporting to Board

IPR workforce 

reporting to Board

CQC compliance 

assurance reports

CQC inspection 

outcomes

UNIFY data return

Safer Staffing report 

to Board (6 monthly)

TDA Deep Dive on 

Agency Costs

Performance against 

agreeed trajectory 

for reduction in 

agency spend

Workforce Planning 

Internal Audit 

2016/17

Monthly assurance 

reports on safety 

metrics to 

Operational 

Workforce Group

Strategic Objective 1: QUALITY

'To provide compassionate, safe, effective care'

(Executive Director: Medical Director / Nurse Executive / Chief Operating Officer)

1.1 - Improve perforamnce against the 4 hour emergency care standard

1.2 - Reduce death rates and improve the consistency of services over 24/7

1.3 - Achieve access standards for planned care

1.4 - Continue to improve patient experience

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 to deliver consistently high quality, patient-centred care as a result of recruitment and retention challenges, 

inability to delivery new staffing models and high agency usage with the potential for sub-optimal care  and harm and poor clinical outcomes for patients.

Updated: UNIFY data 

returns demonstrate 

fill rate 95.5% October 

2016) against planned 

and actual

QEWS reporting to 

Board continues to 

demonstrate no 

adverse linkage 

between staffing 

levels and quality, 

safety  and experience 

issues.

CQC lifting of Section 

29A Warning Notice re 

staffing.

Safer Staffing report to 

Board July 2016 

Updated: 30 

nternational recruits 

started.

Updated: Framework 

compliance:

Nursing - 92%

Medics 99%

AHPs and HCAs - 

100%

NEW:  24 registered 

nurses started in 

December 2016 

Whilst the 

assurance listed 

for the nursing 

workforce is 

positive, there are 

gaps in assurance 

with regard to the 

non-nursing 

workforce.These 

are currently 

being addressed.

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

There will be a need for 

assurance that the 

workforce efficiencies set 

out in the CIP are delivered 

in a way which does not 

compromise safe staffing.

CQC staffing' must dos' not 

yet fully implemented

Lack of assurance of 

attrition rate for 

international recruits 

following the introduction of 

more stringent 

requirements for IELTS 

(now Level 7) impacting on 

36/68 of the international 

cohort.

There is a lack of routine 

reporting of potential 

adverse outcomes from 

enhanced staffing controls

Audit that incident reporting relating to staffing 

shortages is in line with divisional escalation 

protocols (April May August 2016)  Incidents 

relating to staffing will be mapped to the Trust 

Safeguard system and assurance provided to the 

Operational Workforce Group in December 2016 

that escalation protocols are effective and 

consistent.

Promote staffing escalation protocols to frontline 

staff (June September 2016), and audit usage 

(September  December April 2016). Not yet taken 

forward.

Operational Workforce Group to oversee 

implementation of Clinical Unavailability System 

for medical staff.  Information on annual leave 

and study  uploaded in all 37 areas Training 

ongoing.

Process for triangulating medical workforce and 

quality data to be set out in Quality/Medical 

Workforce Strategies (June/July 2016)   

Dependent on business case for the purchase of 

e-job planning - unlikely to be available until 

2017.

 

Being addressed as part of the QIA process.  

Assurance report to TMG and QAC July 2016.  

QIA regularly reviewed by Transformation Team 

to test impact of enhanced workforce controls,  

and presented to OWG.  Workforce KPI's include 

safety metrics.

Establishment review in ED complete and locked 

down - addressed by combination of skill mix 

changes, allocation of staffing and some 

additional posts ED Consultant Recruited (out to  

consultant recruitment).  Junior doctor rotas have 

been reviewed and amended to ensure 

appropriate staffing levels.  Additional 

obstetrician recruited. 

Funding identified for additional staffing in critical 

care.  Recruitment undertaken for critical care 

outreach with phased start date arising from 

internal appointments and managing backfill in 

some key areas 

Working proactively with the Recruitment 

Agency.  Approach agreed with Director of 

Nursing.  Trust and ID Medical funding secured 

to take foward.   53 recruits currently receiving 

intensive support to pass the ILETs qualification. 

Candidates need to have completed and passed 

this by January March 2017 to be able to take up 

their offer of employment.   Seven candidates 

have since passed and, and are process of 

relocating are proceeding through satisfied NMC 

requirements.; and are in process of re-locating.

To be Incorporated into monthly Qualtiy and 

Safety headlines to TMG from November 2016.  

Whilst some incidents raised, no evidence of 

actual incidents relating to staffing levels.  

Assurance in response to whistleblowing to CQC 

regarding staffing concerns in ED reported to 

Quality Assurance Committee November 2016

5820 (1249, 

4427, 

4438, 

5158, 

5719) 1.2, 2.1 4 4 16 2 4 8 Medical 

Director 

and 

Director of 

Nursing
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Board Risk 

Owner

Individual 

ultimately 

accountabl

e for 

managing 

the risk 

Assurance 

Group

Principal 

committee 

responsible 

for overseeing 

management 

of the risk on 

behalf of the 

Board

Key Controls currently in place

The existing controls and processes in place 

to manage the risk

Identified Gaps in 

Control  

Where one or more of 

the key controls on 

which the 

organisation is relying 

are not effective

How and when the gaps in 

control be addressed 

Further action necessary to 

address the controls, gap 

including timescales for 

delivery

Source of Assurance  

Planned for 16/17

Where we will gain 

evidence that the 

controls on which we 

are placing reliance 

are effective

Sources of positive 

assurance on the 

effectiveness of controls 

Current evidence that 

shows we are reasonably 

managing our risks and 

our objectives are being 

delivered 

I = internal

E = external

Adequacy of 

Assurance

Full = Green

Yellow = Significant 

Amber= Limited

Red= No assurance

Gaps in Assurance 

where we do not have 

evidence that controls are 

working, or the evidence 

available demonstrates that 

the controls are effective

How and when we plan to address the gaps in 

assurance

Further action necessary to address the assurance 

gasp, including timescales for delivery

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.

Operational Workforce Group

Consideration of staffing levels in three 

operational capacity reports each day . 

Block bookings with agencies to ensure 

the continuity of speciality nursing input 

to wards/departments

Rostering management with senior 

nurse input, including daily safe staffing 

meeting with matrons and Divisional 

Nurses, reviewing enhanced real time 

metrics matching patient acuity and 

dependency to staffing (SafeCare).

Escalation flowchart for nurse staffing 

issues

Medical rota management by divisional 

teams, including deployment of 

agency/locum staff 

Working action plan to reduce agency 

spend 

Business planning process for 2016/17  

has a refreshed Medical Workforce 

section, setting out position against 

medical workforce requirements  

Clinical Unavailability System (Allocate) 

now in place and being rolled out for all 

medical staffing.

Medical locums now on e-roster, 

facilitating deployment in response to 

clinical need.

Lack of Medical 

Workforce Strategy

Lack of Allied 

Health 

Professionals 

Workforce Strategy

    

Gaps in availability 

of staff escalation 

protocols for agreed  

clinical groups

Medical recruitment 

difficulties in some 

specialities, 

impacting on 

weekend working

Overview paper 

presented to Board 

January 2016.  Draft 

Strategy to be presented 

for review at People & OD 

Committee Jan March 

May 2016, then 

consultation and 

subsequent presentation 

to the Board in June 2016 

(scheduled for April 2016) 

informed by Clinical 

Strategy presented to 

Board .AHP Strategy  

under development.    

Workforce summaries to 

be presented to Board in 

January  March 2017 in 

line with national 

timescale.  This will cover 

nursing, medics and 

AHPs.  Draft workforce 

plan submitted as part of 

Operational Plan for 

2017/19.

Operational Working 

Group to oversee the 

development of staff 

escalation protocols to 

cover agreed clinical 

groups (April May  August 

October 2016)  There are 

a number of controls in 

place, but no overarching 

framework.  To be 

reviewed in the context of 

enhanced agency 

controls and cover all 

clinical groups

Seven day working 

prioritised in Operational 

Plan, with some 

associated investment.  

Recruitment being 

prioritised.   Paper to 

TMG July 2016 setting 

out plans to address each 

senior and middle grade 

medical vacancy. 5 10 

consultant vacancies 

currently within 

recruitment process.  2  

15 appointments made 

offered since 1 December 

2016. 

HR are working with 

divisions specifically on 

posts that have been 

difficult to fill to deliver 

proactive bespoke 

campaigns.  Recruitment 

to substantive posts to be 

linked with seven day 

work and junior doctor 

provision 24/7.  Inclusion 

of medical staff on e-

roster will assist in 

establishing medical 

staffing levels

Six monthly QEWS 

reporting to Board

IPR workforce 

reporting to Board

CQC compliance 

assurance reports

CQC inspection 

outcomes

UNIFY data return

Safer Staffing report 

to Board (6 monthly)

TDA Deep Dive on 

Agency Costs

Performance against 

agreeed trajectory 

for reduction in 

agency spend

Workforce Planning 

Internal Audit 

2016/17

Monthly assurance 

reports on safety 

metrics to 

Operational 

Workforce Group

Updated: UNIFY data 

returns demonstrate 

fill rate 95.5% October 

2016) against planned 

and actual

QEWS reporting to 

Board continues to 

demonstrate no 

adverse linkage 

between staffing 

levels and quality, 

safety  and experience 

issues.

CQC lifting of Section 

29A Warning Notice re 

staffing.

Safer Staffing report to 

Board July 2016 

Updated: 30 

nternational recruits 

started.

Updated: Framework 

compliance:

Nursing - 92%

Medics 99%

AHPs and HCAs - 

100%

NEW:  24 registered 

nurses started in 

December 2016 

Whilst the 

assurance listed 

for the nursing 

workforce is 

positive, there are 

gaps in assurance 

with regard to the 

non-nursing 

workforce.These 

are currently 

being addressed.

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

There will be a need for 

assurance that the 

workforce efficiencies set 

out in the CIP are delivered 

in a way which does not 

compromise safe staffing.

CQC staffing' must dos' not 

yet fully implemented

Lack of assurance of 

attrition rate for 

international recruits 

following the introduction of 

more stringent 

requirements for IELTS 

(now Level 7) impacting on 

36/68 of the international 

cohort.

There is a lack of routine 

reporting of potential 

adverse outcomes from 

enhanced staffing controls

Audit that incident reporting relating to staffing 

shortages is in line with divisional escalation 

protocols (April May August 2016)  Incidents 

relating to staffing will be mapped to the Trust 

Safeguard system and assurance provided to the 

Operational Workforce Group in December 2016 

that escalation protocols are effective and 

consistent.

Promote staffing escalation protocols to frontline 

staff (June September 2016), and audit usage 

(September  December April 2016). Not yet taken 

forward.

Operational Workforce Group to oversee 

implementation of Clinical Unavailability System 

for medical staff.  Information on annual leave 

and study  uploaded in all 37 areas Training 

ongoing.

Process for triangulating medical workforce and 

quality data to be set out in Quality/Medical 

Workforce Strategies (June/July 2016)   

Dependent on business case for the purchase of 

e-job planning - unlikely to be available until 

2017.

 

Being addressed as part of the QIA process.  

Assurance report to TMG and QAC July 2016.  

QIA regularly reviewed by Transformation Team 

to test impact of enhanced workforce controls,  

and presented to OWG.  Workforce KPI's include 

safety metrics.

Establishment review in ED complete and locked 

down - addressed by combination of skill mix 

changes, allocation of staffing and some 

additional posts ED Consultant Recruited (out to  

consultant recruitment).  Junior doctor rotas have 

been reviewed and amended to ensure 

appropriate staffing levels.  Additional 

obstetrician recruited. 

Funding identified for additional staffing in critical 

care.  Recruitment undertaken for critical care 

outreach with phased start date arising from 

internal appointments and managing backfill in 

some key areas 

Working proactively with the Recruitment 

Agency.  Approach agreed with Director of 

Nursing.  Trust and ID Medical funding secured 

to take foward.   53 recruits currently receiving 

intensive support to pass the ILETs qualification. 

Candidates need to have completed and passed 

this by January March 2017 to be able to take up 

their offer of employment.   Seven candidates 

have since passed and, and are process of 

relocating are proceeding through satisfied NMC 

requirements.; and are in process of re-locating.

To be Incorporated into monthly Qualtiy and 

Safety headlines to TMG from November 2016.  

Whilst some incidents raised, no evidence of 

actual incidents relating to staffing levels.  

Assurance in response to whistleblowing to CQC 

regarding staffing concerns in ED reported to 

Quality Assurance Committee November 2016

5820 (1249, 

4427, 

4438, 

5158, 

5719) 1.2, 2.1 4 4 16 2 4 8 Medical 

Director 

and 

Director of 

Nursing
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on the 
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Board Risk 

Owner

Individual 

ultimately 

accountabl

e for 

managing 

the risk 

Assurance 

Group

Principal 

committee 

responsible 

for overseeing 

management 

of the risk on 

behalf of the 

Board

Key Controls currently in place

The existing controls and processes in place 

to manage the risk

Identified Gaps in 

Control  

Where one or more of 

the key controls on 

which the 

organisation is relying 

are not effective

How and when the gaps in 

control be addressed 

Further action necessary to 

address the controls, gap 

including timescales for 

delivery

Source of Assurance  

Planned for 16/17

Where we will gain 

evidence that the 

controls on which we 

are placing reliance 

are effective

Sources of positive 

assurance on the 

effectiveness of controls 

Current evidence that 

shows we are reasonably 

managing our risks and 

our objectives are being 

delivered 

I = internal

E = external

Adequacy of 

Assurance

Full = Green

Yellow = Significant 

Amber= Limited

Red= No assurance

Gaps in Assurance 

where we do not have 

evidence that controls are 

working, or the evidence 

available demonstrates that 

the controls are effective

How and when we plan to address the gaps in 

assurance

Further action necessary to address the assurance 

gasp, including timescales for delivery

Strategic Objective 2: PEOPLE

‘Attract, Develop and Retain Excellent Staff’

2.1 -   Implement a strategic workforce plan to support service transformation

2.2  – Improve staff engagement and wellbeing to make RCHT a better place to work

2.3  – Ensure the organisational development strategy drives a well led, learning organisation

 (Executive Director: Director of HR and OD /  Chief Executive)

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

Pulse Survey Jan 

September 2016, FFT 

scores and Quality 

Health staff survey 

analysis all show 

improving scores with 

regard to 

communication and 

engagement.

Updated: Appraisal 

rates increase 

maintained.  Latest 

data indicates 82.8% 

compliance 

(December 2016)

Staff survey 

results, FFT 

results and 2016 

CQC Inspection 

feedback are 

indicative of 

strengthened staff 

engagement.   

Most recent Pulse 

Survey results 

show further 

incremental 

improvement. 

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 impact of recent 

initiatives to strengthen 

clinical engagement

Find mechanisms to engage with all staff (Jan 

Feb  April  2016)  Engagement activities to take 

place to assess reach of Team Talk and access 

to Daily Bulletin (by early Sep 2016).  Team Talk 

2 established with CEO September 2016.  

Broading the reach of engagement is a key 

communications priority over the coming weeks, 

as discussed by Executives September 2016.

Provide a series of assurance reports to the 

People and OD Committee, and review what 

further actions are required to strengthen 

engagement (Jan 2016)     OD strategy to await 

arrival of new Director of HR and OD.  Health 

and wellbeing discussed by Executives 

September 2016 in the context of CQUIN focus.  

Update to be provided  Draft strategy presented 

to December 2016 People and OD Committee.  

Feedback provided to strengthen strategy prior to 

approval.

Medical Engagement Scale undertaken to gain 

greater understanding of medical staff 

engagement, and inform future work. Assurance 

report to be presented to TMG April 2016, setting 

out actions proposed in response to findings, with 

involvement of Clinical Directors.  

Communications plan on staff survey impact to 

include actions taken in response to MES 

feedback.  To be picked up as part of response 

to 2016 Staff Survey results.

3093 There is a risk that the organisation does not sustain and build on the momentum gained in strengthening staff engagement as it addressses its clinical, operational and financial challenges.  This would be caused by failure to engage staff sufficiently in decision making as a result of 

the pace of change required. This could impact upon the delivery of safe, high quality and compassionate care, and make it more difficult to deliver service transformation.

3699 2.2 3 4 12 2 4 8 Chief 

Executive 

People and 

OD 

Committee

Approved communications and 

engagement strategy, including Team 

Talk and Daily Bulletin. Quarterly 

assurance reports to TMG Q&S

Structured executive 'out and about' 

programme

Established Listening into Action 

programme, led by Chief Executive, 

engaging more than 600 people across 

Trust, with a particular focus on 

engaging with clinicians. Now moving 

into Phase 2.  LiA asurance reporting to 

People and OD Committee.  Includes a 

particular focus on engaging with Band 

6, 7 and 8 posts.

LIA Sponsor Group

Agreed Trust values

Approved Health and Wellbeing Strategy

Staff side: JCNC, SMADEC

Action plan in response to 2014 staff 

survey results

One+All Awards scheme

Open board meetings

Appraisal system to ensure all staff are 

clear about their contribution to 

delivering organisational 

objectives/priorities

Appraisal paperwork simplified, and 

arrangements reviewed.

High impact Appraisal Campaign 

launched Jan 2016 to support the right 

pace and focus, 

People and OD Committee with 

responsibility for strategic workforce 

assurance.

Trust approved OD strategy: Facing the 

Future Together.  Clinical directorates 

established (10/11 CDs appointed to 

date)

Trust Management Group established to 

support operational running of the 

hospital and drive clinical and financial 

improvements.

Feedback suggests 

some staff groups 

not reached by 

current 

communications 

arrangements

Mechanisms not yet 

in place to 

strengthen 

engagement/ward 

to board connection 

of non-executive 

directors

Existing poor levels 

of compliance in 

respect of 

appraisals, 

inpacting on the 

extent to which staff 

are clear on 

objectives.

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 Feb 

April 2016)  Specific LiA 

engagement taking has 

taken place with Bands 

6,7 and 8 managers and 

report on key themes 

being completed to inform 

next steps.  Engagement 

activities to take place to 

assess reach of Team 

Talk and access to Daily 

Bulletin (by early 

Sepember 2016).  Will 

now be picked up as part 

of response to staff 

survey results.

Discussed at Board 

Development Days Feb 

and March 2016, with 

involvement of new 

Clinical Directors. Will 

also be a feature of 

NEDs' objective setting 

for 2015/16. Clincial 

speciaity links being 

established, focusing 

initially on areas 

highlighted for 

improvement by CQC.

Improvement trajectory 

set out in Operational 

Plan - 100% of eligible 

staff by Q4.  Recovery 

plan agreed with 

Executives September 

2016 for significant 

improvement by October 

2016. Chief Executive 

video promoted on value 

of appraisals and Trust 

expectations.  

Compliance continues to 

improve.

Regular “pulse” 

surveys.

National staff survey 

results 2016

Performance 

Assurance 

Framework (PAF)

Listening into Action  

(evaluated as part of 

a nationally validated 

programme)

CQC inspection 

feedback on 'Well 

Led' domain

Medical Engagement 

Scale

Appraisal rates

Staff Appraisals 

Internal Audit 

2016/17

Staff Engagement 

Internal Audit 

2016/17
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Board Risk 

Owner

Individual 

ultimately 

accountabl

e for 

managing 

the risk 

Assurance 

Group

Principal 

committee 

responsible 

for overseeing 

management 

of the risk on 

behalf of the 

Board

Key Controls currently in place

The existing controls and processes in place 

to manage the risk

Identified Gaps in 

Control  

Where one or more of 

the key controls on 

which the 

organisation is relying 

are not effective

How and when the gaps in 

control be addressed 

Further action necessary to 

address the controls, gap 

including timescales for 

delivery

Source of Assurance  

Planned for 16/17

Where we will gain 

evidence that the 

controls on which we 

are placing reliance 

are effective

Sources of positive 

assurance on the 

effectiveness of controls 

Current evidence that 

shows we are reasonably 

managing our risks and 

our objectives are being 

delivered 

I = internal

E = external

Adequacy of 

Assurance

Full = Green

Yellow = Significant 

Amber= Limited

Red= No assurance

Gaps in Assurance 

where we do not have 

evidence that controls are 

working, or the evidence 

available demonstrates that 

the controls are effective

How and when we plan to address the gaps in 

assurance

Further action necessary to address the assurance 

gasp, including timescales for delivery

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

Pulse Survey Jan 

September 2016, FFT 

scores and Quality 

Health staff survey 

analysis all show 

improving scores with 

regard to 

communication and 

engagement.

Updated: Appraisal 

rates increase 

maintained.  Latest 

data indicates 82.8% 

compliance 

(December 2016)

Staff survey 

results, FFT 

results and 2016 

CQC Inspection 

feedback are 

indicative of 

strengthened staff 

engagement.   

Most recent Pulse 

Survey results 

show further 

incremental 

improvement. 

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 impact of recent 

initiatives to strengthen 

clinical engagement

Find mechanisms to engage with all staff (Jan 

Feb  April  2016)  Engagement activities to take 

place to assess reach of Team Talk and access 

to Daily Bulletin (by early Sep 2016).  Team Talk 

2 established with CEO September 2016.  

Broading the reach of engagement is a key 

communications priority over the coming weeks, 

as discussed by Executives September 2016.

Provide a series of assurance reports to the 

People and OD Committee, and review what 

further actions are required to strengthen 

engagement (Jan 2016)     OD strategy to await 

arrival of new Director of HR and OD.  Health 

and wellbeing discussed by Executives 

September 2016 in the context of CQUIN focus.  

Update to be provided  Draft strategy presented 

to December 2016 People and OD Committee.  

Feedback provided to strengthen strategy prior to 

approval.

Medical Engagement Scale undertaken to gain 

greater understanding of medical staff 

engagement, and inform future work. Assurance 

report to be presented to TMG April 2016, setting 

out actions proposed in response to findings, with 

involvement of Clinical Directors.  

Communications plan on staff survey impact to 

include actions taken in response to MES 

feedback.  To be picked up as part of response 

to 2016 Staff Survey results.

3093

3699 2.2 3 4 12 2 4 8 Chief 

Executive 

People and 

OD 

Committee

Approved communications and 

engagement strategy, including Team 

Talk and Daily Bulletin. Quarterly 

assurance reports to TMG Q&S

Structured executive 'out and about' 

programme

Established Listening into Action 

programme, led by Chief Executive, 

engaging more than 600 people across 

Trust, with a particular focus on 

engaging with clinicians. Now moving 

into Phase 2.  LiA asurance reporting to 

People and OD Committee.  Includes a 

particular focus on engaging with Band 

6, 7 and 8 posts.

LIA Sponsor Group

Agreed Trust values

Approved Health and Wellbeing Strategy

Staff side: JCNC, SMADEC

Action plan in response to 2014 staff 

survey results

One+All Awards scheme

Open board meetings

Appraisal system to ensure all staff are 

clear about their contribution to 

delivering organisational 

objectives/priorities

Appraisal paperwork simplified, and 

arrangements reviewed.

High impact Appraisal Campaign 

launched Jan 2016 to support the right 

pace and focus, 

People and OD Committee with 

responsibility for strategic workforce 

assurance.

Trust approved OD strategy: Facing the 

Future Together.  Clinical directorates 

established (10/11 CDs appointed to 

date)

Trust Management Group established to 

support operational running of the 

hospital and drive clinical and financial 

improvements.

Feedback suggests 

some staff groups 

not reached by 

current 

communications 

arrangements

Mechanisms not yet 

in place to 

strengthen 

engagement/ward 

to board connection 

of non-executive 

directors

Existing poor levels 

of compliance in 

respect of 

appraisals, 

inpacting on the 

extent to which staff 

are clear on 

objectives.

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 Feb 

April 2016)  Specific LiA 

engagement taking has 

taken place with Bands 

6,7 and 8 managers and 

report on key themes 

being completed to inform 

next steps.  Engagement 

activities to take place to 

assess reach of Team 

Talk and access to Daily 

Bulletin (by early 

Sepember 2016).  Will 

now be picked up as part 

of response to staff 

survey results.

Discussed at Board 

Development Days Feb 

and March 2016, with 

involvement of new 

Clinical Directors. Will 

also be a feature of 

NEDs' objective setting 

for 2015/16. Clincial 

speciaity links being 

established, focusing 

initially on areas 

highlighted for 

improvement by CQC.

Improvement trajectory 

set out in Operational 

Plan - 100% of eligible 

staff by Q4.  Recovery 

plan agreed with 

Executives September 

2016 for significant 

improvement by October 

2016. Chief Executive 

video promoted on value 

of appraisals and Trust 

expectations.  

Compliance continues to 

improve.

Regular “pulse” 

surveys.

National staff survey 

results 2016

Performance 

Assurance 

Framework (PAF)

Listening into Action  

(evaluated as part of 

a nationally validated 

programme)

CQC inspection 

feedback on 'Well 

Led' domain

Medical Engagement 

Scale

Appraisal rates

Staff Appraisals 

Internal Audit 

2016/17

Staff Engagement 

Internal Audit 

2016/17
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Board Risk 

Owner

Individual 

ultimately 

accountabl

e for 

managing 

the risk 

Assurance 

Group

Principal 

committee 

responsible 

for overseeing 

management 

of the risk on 

behalf of the 

Board

Key Controls currently in place

The existing controls and processes in place 

to manage the risk

Identified Gaps in 

Control  

Where one or more of 

the key controls on 

which the 

organisation is relying 

are not effective

How and when the gaps in 

control be addressed 

Further action necessary to 

address the controls, gap 

including timescales for 

delivery

Source of Assurance  

Planned for 16/17

Where we will gain 

evidence that the 

controls on which we 

are placing reliance 

are effective

Sources of positive 

assurance on the 

effectiveness of controls 

Current evidence that 

shows we are reasonably 

managing our risks and 

our objectives are being 

delivered 

I = internal

E = external

Adequacy of 

Assurance

Full = Green

Yellow = Significant 

Amber= Limited

Red= No assurance

Gaps in Assurance 

where we do not have 

evidence that controls are 

working, or the evidence 

available demonstrates that 

the controls are effective

How and when we plan to address the gaps in 

assurance

Further action necessary to address the assurance 

gasp, including timescales for delivery

Leadership and 

service 

improvement 

capabilities 

significantly 

bolstered at 

Board and within 

Divisions, as well 

as at STP level .

Lack of clarity on 

leadership skills and 

competencies required 

across organisation, linked 

to delivery of strategic 

objectives

Lack of assurance that the 

organisation is effectively 

matching transformational 

capability to change and 

key priorities.

To be addressed via OD/Leadership and 

Development Strategy (to be presented to People 

and OD Committee August  2016).  Deferred 

pending appointment of new Director of HR and 

OD.  To be presented by May March 2017.

Key areas of transformational change to be 

identified.  Skill mix of Service Improvement 

Facilitators to be matched with the 

transformational change required, and 

consideration of addtional OD needs across the 

organisation to feed into leadership and 

development priorities.  To be picked up as part 

of the OD/Leadership and Development Strategy.

Substantive Chief Executive appointed, 

and stable executive apppointments 

secured for next 12 months.

Exec Out and About visibility programme

Revised clinical directorate structure in 

place for 2016/17, with Clinical Directors 

key members of Trust Management 

Group, including a focus on 

transformational change.

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

Leadership development programme for 

new clinical directorate structure 

approved at May 2016 meeting of 

People and OD Committee, and 

commenced July 2016

STP Transformational Board 

established, supported by Programme 

Director and Executive Delivery Group to 

oversee improvements

Quality Improvement Strategy

Initial, facilitated Board development in 

place.

Operational Plan sets out clear set of 

priorities for transformational change

Associate Director of Transformation and 

Service Improvement Managers 

appointed

LiA Leadership and management 

conversations with Band 6, 7 and 8 

Manager

Quality Improvement Assistant Medical 

Director appointed 

Refreshed Leadership Development 

programme commenced November 

2016.

Some vacancies at 

Board level

Lack of clarity on 

agreed way forward 

in response to 

leadership 

diagnostic 

confirming the need 

for a 

comprehnensive, 

coherent structured 

leadership and 

development 

programme

Board development 

programme to be 

further developed.

Lack of succession 

planning.

Recruitment underway in 

respect of vacant Board 

appointments.   2 x NED 

recently recruited.  

Recruitment concluding   

for new Chair.  

Recruitmetnt concluded 

for Director of HR and 

OD, and Director of 

Corporate Affairs.  Interim 

in place for COO and 

Medical Director.  Medical 

Director recruitment 

underway ongoing.  

Nurse Director 

recruitment has 

commenced.

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. as 

part of broader OD 

strategy  (scope for 

review by POD 

Committee in February 

2017  May  2016 and to 

Board in May 2017 June 

2016).    Internal 

programe being 

strengthened with 

external support from 

NHSI, creating culture for 

transformation and 

improvement.  

To be taken forward as 

an integral element of 

leadership development.  

Focus has shifted to 

Board Informals.

This will be addressed as 

a longer term priority in 

the OD/Leadership and 

Development Strategy to 

be taken forward by new 

Director of HR and OD.

Delivery of 

improvement 

trajectories relating 

to mortality, flow and 

money as set out in 

Operational Plan for 

2015/16, and Year 1 

deliverables in STP

Leadership 

development 

programme course for 

senior divisional 

teams underway

Updated Q2:progress 

on Operational Plan 

reported to Board and 

monitored monthly 

through IPR and at 

Trust Management 

Group

5821 There is a risk that the Trust cannot effectively drive the transformational change required  as a result of insufficient leadership/change management capability/capacity from the Board to the ward.  This would impact on the ability to change the embedded culture, put at risk delivery 

of the improvements required and adversely impact on compliance with the CQC 'Well Led' domain.

2.2, 2.3 3 4 12 2 4 8 Chief 

Executive 

Board 

People and 

OD 

Committee 
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Board Risk 

Owner

Individual 

ultimately 

accountabl

e for 

managing 

the risk 

Assurance 

Group

Principal 

committee 

responsible 

for overseeing 

management 

of the risk on 

behalf of the 

Board

Key Controls currently in place

The existing controls and processes in place 

to manage the risk

Identified Gaps in 

Control  

Where one or more of 

the key controls on 

which the 

organisation is relying 

are not effective

How and when the gaps in 

control be addressed 

Further action necessary to 

address the controls, gap 

including timescales for 

delivery

Source of Assurance  

Planned for 16/17

Where we will gain 

evidence that the 

controls on which we 

are placing reliance 

are effective

Sources of positive 

assurance on the 

effectiveness of controls 

Current evidence that 

shows we are reasonably 

managing our risks and 

our objectives are being 

delivered 

I = internal

E = external

Adequacy of 

Assurance

Full = Green

Yellow = Significant 

Amber= Limited

Red= No assurance

Gaps in Assurance 

where we do not have 

evidence that controls are 

working, or the evidence 

available demonstrates that 

the controls are effective

How and when we plan to address the gaps in 

assurance

Further action necessary to address the assurance 

gasp, including timescales for delivery

Leadership and 

service 

improvement 

capabilities 

significantly 

bolstered at 

Board and within 

Divisions, as well 

as at STP level .

Lack of clarity on 

leadership skills and 

competencies required 

across organisation, linked 

to delivery of strategic 

objectives

Lack of assurance that the 

organisation is effectively 

matching transformational 

capability to change and 

key priorities.

To be addressed via OD/Leadership and 

Development Strategy (to be presented to People 

and OD Committee August  2016).  Deferred 

pending appointment of new Director of HR and 

OD.  To be presented by May March 2017.

Key areas of transformational change to be 

identified.  Skill mix of Service Improvement 

Facilitators to be matched with the 

transformational change required, and 

consideration of addtional OD needs across the 

organisation to feed into leadership and 

development priorities.  To be picked up as part 

of the OD/Leadership and Development Strategy.

Substantive Chief Executive appointed, 

and stable executive apppointments 

secured for next 12 months.

Exec Out and About visibility programme

Revised clinical directorate structure in 

place for 2016/17, with Clinical Directors 

key members of Trust Management 

Group, including a focus on 

transformational change.

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

Leadership development programme for 

new clinical directorate structure 

approved at May 2016 meeting of 

People and OD Committee, and 

commenced July 2016

STP Transformational Board 

established, supported by Programme 

Director and Executive Delivery Group to 

oversee improvements

Quality Improvement Strategy

Initial, facilitated Board development in 

place.

Operational Plan sets out clear set of 

priorities for transformational change

Associate Director of Transformation and 

Service Improvement Managers 

appointed

LiA Leadership and management 

conversations with Band 6, 7 and 8 

Manager

Quality Improvement Assistant Medical 

Director appointed 

Refreshed Leadership Development 

programme commenced November 

2016.

Some vacancies at 

Board level

Lack of clarity on 

agreed way forward 

in response to 

leadership 

diagnostic 

confirming the need 

for a 

comprehnensive, 

coherent structured 

leadership and 

development 

programme

Board development 

programme to be 

further developed.

Lack of succession 

planning.

Recruitment underway in 

respect of vacant Board 

appointments.   2 x NED 

recently recruited.  

Recruitment concluding   

for new Chair.  

Recruitmetnt concluded 

for Director of HR and 

OD, and Director of 

Corporate Affairs.  Interim 

in place for COO and 

Medical Director.  Medical 

Director recruitment 

underway ongoing.  

Nurse Director 

recruitment has 

commenced.

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. as 

part of broader OD 

strategy  (scope for 

review by POD 

Committee in February 

2017  May  2016 and to 

Board in May 2017 June 

2016).    Internal 

programe being 

strengthened with 

external support from 

NHSI, creating culture for 

transformation and 

improvement.  

To be taken forward as 

an integral element of 

leadership development.  

Focus has shifted to 

Board Informals.

This will be addressed as 

a longer term priority in 

the OD/Leadership and 

Development Strategy to 

be taken forward by new 

Director of HR and OD.

Delivery of 

improvement 

trajectories relating 

to mortality, flow and 

money as set out in 

Operational Plan for 

2015/16, and Year 1 

deliverables in STP

Leadership 

development 

programme course for 

senior divisional 

teams underway

Updated Q2:progress 

on Operational Plan 

reported to Board and 

monitored monthly 

through IPR and at 

Trust Management 

Group

5821

2.2, 2.3 3 4 12 2 4 8 Chief 

Executive 

Board 

People and 

OD 

Committee 



Risk ID Linked 

risks

Linked 

Div risks

Potential 

threat to 

Objectives

If this risk 

materialise

s what is 

the impact 

on the 

Trust 

Objectives

L
ik

e
li
h

o
o

d
 (

c
u

rr
e
n

t)

C
o

n
s
e
q

u
e
n

c
e
 (

c
u

rr
e
n

t)

R
a
ti

n
g

 (
c
u

rr
e
n

t)

L
ik

li
h

o
o

d
 (

T
a
rg

e
t)

C
o

n
s
e
q

u
e
n

c
e
 (

T
a
rg

e
t)

R
a
ti

n
g

 (
T

a
rg

e
t)

Board Risk 

Owner

Individual 

ultimately 

accountable for 

managing the 

risk 

Assurance 

Group

Principal 

committee 

responsible for 

overseeing 

management 

of the risk on 

behalf of the 

Board

Key Controls currently in place

The existing controls and processes in place 

to manage the risk

Identified Gaps in Control  

Where one or more of the key 

controls on which the organisation 

is relying are not effective

How and when the gaps in control be 

addressed 

Further action necessary to address the controls, 

gap including timescales for delivery

Source of Assurance  Planned for 

16/17

Where we will gain evidence that the 

controls on which we are placing 

reliance are effective

Sources of positive assurance on 

the effectiveness of controls 

Current evidence that shows we are 

reasonably managing our risks and our 

objectives are being delivered 

I = internal

E = external

Adequacy of 

Assurance

Full = Green

Yellow = Significant 

Amber= Limited

Red= No assurance

Gaps in Assurance 

where we do not have 

evidence that controls are 

working, or the evidence 

available demonstrates that 

the controls are effective

How and when we plan to address the gaps in 

assurance

Further action necessary to address the assurance 

gasp, including timescales for delivery

Trust Board Sustainability and Transformation 

Board established (with Chief Officer 

membership,, with information flow to 

RCHT Board. Formally constituted  

Executive Delivery Group also 

established reporting to Transfornation 

Board

Joint public engagement undertaken to 

inform STP

OSC Committee established to 

understand and feedback on emerging 

STP proposals.

RCHT's clinical strategy 2012-2017

£100k CQUIN funding to support STP 

development

STP Chair and Programme Director 

appointed.

RCHT represented by Director of 

Strategy and Business Development on 

Cornwall Executive Group for the Case 

for Cornwall (devolution), ensuring the 

benefits for local health services are 

maximised

Board agreement to revised financial 

plan secures Sustainability and 

Transformation funding  for 2016/17.

Cornwall Partnership NHS Foundation 

Trust Chief Executive representing 

provider Trusts at Health and 

Wellbeing Board.

CEO appointed as system leader for 

ACO/S

Lack of systemwide plan for 

health and social care

Need for refreshed Clinical 

Strategy to feed into 

systemwide plan

STP focused  on four priorities 

with indicative savings of 

£50m.  Significant risk around 

plans for delivery of other 

savings  required and lack of 

clarity around overall 

governance. This could lead 

to unintended financial 

consequences for the Trust 

(most significantly in future 

years).

Future infrastructure to 

support STP and programme 

delivery needs to be 

confirmed.

Draft Sustainability and Transformation 

Plan submitted  June 2016.  SOC to be 

approved 30th September 2016; and OBC 

nearing compled November 2016 and 

approvd by Board December 2016.  FBC 

being develped from February 2017.

Review and refresh RCHT's clinical 

strategy, including urgent care strategy, to 

provide a strong platform on which to take 

forward system wide planning (strategy to 

Board June 2016. Approach now is to 

develop strategy in response to STP 

(timings to be confirmed within 2016/17)

RCHT, as a member of the STP 

Transformation Board, to ensure planning 

covers all aspects of required savings.  

High level financial plan developed to 

acheive savings over 5 year plan.  Work 

underway to ensure consistency with 

contracts for 2017/19, and in particular how 

savings are applied across organisations.

Appointment of Strategic Partner for STP 

appointed underway. Expected to complete 

December 2016.  Confirmation of Chair, 

SROs and Lead CE.

Significant STP 

work underway, 

and more 

cohesive systems 

leadership 

evolving.  

However, KPIs 

indicative of 

effective whole 

systems working 

not yet improving

Development and approval of STP 

(draft by June 2016,  Financial 

submission September 2016, 

followed by SOC, OBC and FBC.

Delivery of in-year deliverables for 

STP (as per Operational Plan)

2017/19 plan developed, consistent 

with STP expectations.

Strategic Objective 3: PARTNERSHIP 

‘Offer, integrated  care,  as close to home as possible’ 

3.1  Drive the formulation of a sustainable service plan for C.I.O.S

3.2   Redesign Urgent care Pathways

3.3  - Offer patients prompt appropriate discharge

3.4  - Recruit more patients into trials across Cornwall

(Executive Director: Director of Strategy and Business Development

5929 There is a risk that system pressures will overwhelm the Trust as a result of the unprecedented challenges and considerable complexities facing the whole health and social care system locally, including an aggregate financial deficit.   This may result in deterioration in the quality, safety and accessibility of care locally, impact on ability 

to recruit and retain the highest calibre of staff as well as have a detrimental impact on staff morale.

3.1 4 5 20 3 5 15 Chief 

Executive

Draft STP submitted. Feedback 

reflective of stage of 

development.

NEW: OBC submitted.  Formal 

feedback note received

To consider and agree the 

role of the Board 

Committees with regard to 

assurance on quality, 

workforce and finances as 

planning progresses (to be 

covered in report to Board. 

Board to retain oversight, but likely to be specific 

roles for Committees - to be reflected in revised 

Terms of Reference.  Strategic Partnering Group 

being re-established to coordinate contributions 

and response to STP developments across Trust 

(currently on hold, with co-ordination through 

Executive Directors and TMG).

Terms of Reference approved by Board 

December 2016 set out the role of the Board and 

Committees in realtion to system wide work.  

Now needs to be reflected in work plans going 

foward.
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Board Risk 

Owner

Individual 

ultimately 

accountable for 

managing the 

risk 

Assurance 

Group

Principal 

committee 

responsible for 

overseeing 

management 

of the risk on 

behalf of the 

Board

Key Controls currently in place

The existing controls and processes in place 

to manage the risk

Identified Gaps in Control  

Where one or more of the key 

controls on which the organisation 

is relying are not effective

How and when the gaps in control be 

addressed 

Further action necessary to address the controls, 

gap including timescales for delivery

Source of Assurance  Planned for 

16/17

Where we will gain evidence that the 

controls on which we are placing 

reliance are effective

Sources of positive assurance on 

the effectiveness of controls 

Current evidence that shows we are 

reasonably managing our risks and our 

objectives are being delivered 

I = internal

E = external

Adequacy of 

Assurance

Full = Green

Yellow = Significant 

Amber= Limited

Red= No assurance

Gaps in Assurance 

where we do not have 

evidence that controls are 

working, or the evidence 

available demonstrates that 

the controls are effective

How and when we plan to address the gaps in 

assurance

Further action necessary to address the assurance 

gasp, including timescales for delivery

Limited 

assurance to date 

of effective whole 

system delivery, 

as measured by 

proxy 

performance 

measures

Consortium Board has commissioned a 

review of options for a joint vehicle.  

Discussions taking place at CEO level to 

progress.  New collaborative agreement 

being established  between RCHT and 

CFT, initially.  First Joint Venture being 

progressed for urgent care (to be functional 

by end of March 2017).  Approach 

supported by Executive Directors and at 

Board Informal (October 2016) 

Collaborative agreement to be presented at 

February 2016 Trust Board Meeting and will 

feed into ACO Development.

Integrated care strategy incorporated within 

STP.

 

Commissioners leading work to develop an 

integrated vision for children's services. . 

One Vision Partnership Strategy developed 

for presentation to Board February 2017.

Incorporated within all STP priority 

workstreams.

Further meetings of Clinical Risk Sharing 

meeting in September 2016.  Ongoing 

meetings required to embed this approach. 

Proxy measures to demonstrate 

effective whole system working as 

set out in the IPR : 

Delayed Discharges

Reduction in non-elective medical 

bed days

Securing partnership arrangement 

to jointly deliver adult community 

health services

Lack of patient feedback 

mechanisms in place to 

assess patient experience 

across integrated 

pathways.

Lack of collective 

assurance about how 

RCHT identified priorities 

will be delivered in the 

absence of an agreed 

delivery plan for 

integration.

Lack of pace around 

collective agreement on 

action to improve delayed 

discharges

RCHT Patient Experience Manager to liaise with 

counterparts in NHS organisations and consider 

how this is best progressed. (December 2015) 

February May 2016.   TMG  commissioned work 

to assess how the patient experience can be 

improved whilst poor patient flow is being 

addressed.  First report, in August 2016, 

reflecting work with Healthwatch, focuses on 

impact of delayed discharges.  To be taken 

forwrard by Patient Flow Group.  

More broadly, patient feedback across integrated 

pathways will be an important aspect of the 

planned engagement on the STP now underway 

and its component workstreams.

Some of this work has been subsumed within the 

STP.  Transforming Urgent Care System agreed 

as system wide priority.  Joint Venture also now 

being progressed, and collaborative approach to 

NHS 111 contract being progressed.

Being taken forward through Enabling Discharge 

Group.  GE Finnamore report providing focus 

internally and across health and social care 

system. (Actions in response to be agreed)  Also 

continuation of weekly de-escallation events.  

DTOC event held January 2017 with national 

review team.

Integration 

Programme 

Board

Trust Board

3692 There is a risk that the benefits of more integrated, effective and efficient health and social care are not realised at the right pace.  This is due to a lack of alignment between organisational and systems wide priorities and the clinical and managerial efforts focused on addressing ongoing operational pressures resulting in inability to 

progress new models of care with system partners, including care homes.  This would result in failure to use  resources efficiently and effectively across the system, continued poor patient flow and sub-optimal pathways and experiences for patients and service users

3.1, 3.2, 

3.3

3 Performance against the proxy 

measures remain inadequate:

Delayed Discharges

Reduction in non-elective 

medical bed days

5 15 2 4 8 Director of 

Strategy and 

Business 

Development

Cornwall Partnership Foundation Trust 

(CFT) approved as lead contractor for 

provider consortium (CFT, RCHT and 

Kernow CIC) now provider of 

Community Services.

Consortium Programme Board

Memorandum of Understanding 

underpinning work of Consortium 

Programme Board

Oversight of clinical pathways through 

Medical Directors' Group and as STP 

priority

STP Transformation Board

CEO and Chair escalation with other 

system leaders

Partnership performance metrics 

included within the refreshed IPR for 

presentation to the Board July 2016.

STP priority workstream - Pathways 

and Provider Reform (RCHT's Director 

of Strategy and Business Development 

is SRO)

STP Executive Delivery Group in place, 

to oversee delivery.

Following completion of the 

transaction for adult 

community health services, 

there is a need to develop 

governance arrangements for 

the next phase

Lack of integrated care 

strategy for Cornwall.

Children's services are not 

currently covered by the work 

of the Integration Programme

Develop programme plan for 

clinical and non-clinical 

integration work (by end of 

February 2016 date to be 

agreed).  

Lack of systemwide 

mechanism for risk 

assesment and decision 

making regarding availability 

of capacity.
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