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SUMMARY REPORT 

TRUST BOARD 27 April 2017 Appendix 
Number: 6 

Title of Report Risk Report 

Accountable Officer Malcolm Stewart, Medical Director 

Thom Lafferty, Director of Corporate Affairs 

Author(s) Ceri Evans, Risk Manager 

Purpose of Report This paper provides a summary of the risks above tolerance for 
which the Board has oversight in the domains of : 

 Public Confidence 

 Reputation 

 Partnership Working 

 Compliance (Non Quality& Safety) 

In addition, this report includes the risks above tolerance for 
specified domains in which the Board has agreed the lowest 
tolerance: 

 Workforce 

It also provides a summary of the ‘Principal Risks’ to achievement 
of the Trust’s strategic objectives, held on the Board Assurance 
Framework. 

Recommendation  The Board is recommended to: 

 Confirm that the risks are an accurate reflection of the key 

risks facing the organisation; 

 Consider whether the existing controls are effective and that 

actions to  further mitigate the risk are appropriate 

 Consider whether internal assurances and independent 

external assurances are in place and are sufficient/adequate. 

Consultation 
Undertaken to Date 

The Principal Risks were approved by the Trust Board on 30 
March 2017.  

The People and Organisational development Committee received 
and reviewed the Workforce risks on 18th April 2017. 

Date previously 
discussed by Trust 
Board  

The Trust Board receives the Corporate Risk Register and Board 
Assurance Framework on a monthly basis.  

 

Next Steps Future reports to the Trust Board will continue to present risks 
above agreed tolerance levels. Workforce risks will be received by 
the People and Organisational Development Committee as a 
standing agenda item. 

Financial Risks Included within this report.  

Key Risks  Included within this report. 
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Disclosure Statement Work continues to ensure that all risks are well articulated and 
appropriately and consistently scored, and updated at regular and 
appropriate intervals. 

Equality and Diversity 
Statement 

There are no specific extreme equality risks. 
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CORPORATE RISK REGISTER REPORT APRIL 2017 

 

 

1 Introduction  

1.1 The purpose of this report is to inform Board members of Trust risks above tolerance, 
to enable oversight of the most challenging organisational risks and to provide details 
of the associated mitigating actions. The report also details the principal risks which 
threaten achievement of the strategic objectives of the Trust. 

1.2 The Board has overall accountability for effective risk management within the Trust. In 
addition, the Board is responsible for reviewing at every meeting all risks which have 
exceeded their risk tolerance in the domains of: 

 

 Public Confidence 

 Reputation/Engagement 

 Partnership Working 

 Compliance (Non Quality & Safety) 

In addition, the Board has responsibility for reviewing risks above tolerance in the 
domains for which the Board has agreed the lowest risk tolerance. In order to allow for 
meaningful review and discussion, a rolling schedule of reports will be provided. This 
report provides a summary of risks held in the Workforce domain which comprises: 

Workforce (compliance and employer responsibilities) - Professional standards, 
competence, appraisals, training, clinical supervision, accreditation, junior doctor 
training, terms and conditions, Organisational development, staff engagement, staff 
morale. 

Risks relating to staffing levels impacting on patient safety/quality fall into the Quality 
and Patient Safety domains. These risks were presented to the Board on 30 March 
2017 but in order to provide a complete view of risks associated with workforce issues, 
all Patient Safety and Quality risks with related workforce issues have been included in 
Appendix 1 Corporate Risk Register April 2017. 

2 Summary of Risks Above Tolerance  

2.1 The table below sets out the number of Corporate Risk Register and Principal Risks in 
the domains which require oversight by the Trust Board. For further detail, please see 
Appendix 1 Corporate Risk Register April 2017 and Appendix 2 Principal Risks April 
2017. 

 
Table 1 Risks Above Tolerance/Principal Risks 

Risk Domain Tolerance Number of Risks 
Above 
Tolerance/Principal 
Risks 

Compliance (Quality & Low (Up to 8) 4 
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Safety) 

Quality Medium (Up to 15) 3 

Compliance (Non Quality & 
Safety 

Low (Up to 8) 0 

Financial High (Up to 16) 1 

Patient Safety Low (Up to 8) 28 

Partnership Working High (Up to 16) 1 

Public Confidence Medium (Up to 15) 0 

Reputation/Engagement Medium (Up to 15) 0 

Workforce Low (Up to 8) 6 

Workforce Planning High (Up to 16) 0 

 

2.2 The Corporate Risk Register is managed and reviewed at Divisional Governance 
Board meetings on a monthly basis to ensure progress on mitigating actions is 
sufficient. In addition, risks included in this report have been reviewed by Clinical 
Directors where relevant to them. 

 

3 Principal Risks 

3.1 The Board has overall responsibility for ensuring systems and controls are in place, 
sufficient to mitigate the principal risks which may threaten the achievement of the 
strategic objectives and for confirming that adequate assurance has been gained on 
effectiveness of the controls in place.  The key committees for monitoring the principal 
risks are the Quality Committee, Audit & Risk Assurance Committee, Finance 
Committee and People and Organisational Development Committee. In addition, each 
principal risk has been reviewed by the responsible Board Member and will continue to 
be monitored on a monthly basis in conjunction with the Risk Manager. 

3.2 Following review, no amendments to the risk scores have been proposed.   

3.3 Executive responsibility for Risk 6213 (Delivery of Quality Objectives and the 
Effectiveness of Clinical Governance Arrangements) has moved to the Medical 
Director to reflect the move of clinical governance functions to the Medical Director 
portfolio. 

3.4 Following review of risk 6215, minor amendments to the wording of the risk have been 
made to reflect the improving position of staff engagement- The Trust Staff Survey 
consistently highlights that levels of staff engagement are improving but remain lower 
than most other Trusts. This has the potential to adversely affect the delivery of 
transformational change and the day-to-day delivery of high quality and 
compassionate care 

3.5 It is noted that risk 6214 (staffing capacity) will be affected by the introduction of new 
IR35 legislation which may lead to increased staffing costs. 
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4 Corporate Risk Register 

Workforce 

4.1 There were no new risks added to the Workforce domain of the Corporate Risk 
Register during March 2017. There are 4 Workforce risks held on the Corporate Risk 
Register and 2 Workforce risks held on the Board Assurance Framework. 

4.2 Following review, no risks in the Workforce domain received amended risk scores 
during March 2017. 

4.3 Risk 6117 (maternity culture) has been reviewed and a number of further actions have 
been completed to add further mitigation to this risk. These controls include completion 
of Listening into Action sessions, the introduction of national initiatives such as a 
labour ward leadership programme and acute and community maternity review 
steering group appended to the governance board. 

4.4 In addition, there has been an increase in the number of whole time equivalent 
delivery suite co-ordinator posts to ensure that management time is protected. These 
posts are currently in recruitment stages. Two vacant matron posts have been 
recruited and new staff will be commencing in coming months. 

4.5 Following review of the principal risks for 2017/2018, risk 5821 (Leadership and 
change management capacity and capability) has been moved from the Board 
Assurance Framework to the Corporate Risk register and will be managed by the 
Human Resources department with oversight from the People and OD Committee. 

4.6 The People and Organisational Development Committee will review all risks with 
staffing and workforce implications and receive a report in June 2017 to ensure 
oversight of all workforce and staffing related risks. Risks associated related to staffing 
levels that impact on patient safety/quality will fall into the quality/patient safety 
domains. These risks were previously presented to the Board on 30 March 2017.  

4.7 An Internal audit has been carried out to review the Trust’s arrangements for 
managing risk. This is a key audit undertaken annually and results have been shared 
on 12th April 2017. The Corporate Risk Register has received a rating of satisfactory 
assurance and BAF is rated as having significant assurance. The results will be made 
available to the Audit and Risk Assurance Committee for review and action plans will 
be created to carry out the recommendations listed in the report. 

5 Conclusion 

5.1 The risks included in this report represent the current risks above tolerance held in the 
domains of Public Confidence, Reputation/Engagement, Partnership Working, 
Compliance (Non Quality & Safety) and Workforce. 

5.2 Work is on going to review risk management with divisional teams, in order to improve 
the effectiveness of mitigating actions. 

6 Recommendation 

6.1 The Trust Board is requested to: 

 

 Confirm that the risks are an accurate reflection of the key risks facing the organisation; 
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 Consider whether the existing controls are effective and that actions to further mitigate 

the risk are appropriate. 

 Consider whether internal assurances and independent external assurances are in place 

and are sufficient/adequate. 
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Risk 

ID

Risk Name Risk Description

Description of the risk using the risk statement: There is a risk. This is 

caused by…This will impact on…

Potential 

threat to 

Objectives

If this risk 

materialises 

what is the 

impact on the 

Trust 

Objectives
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Domain & 

Executive 

Lead

Individual 

ultimately 

accountable 

for managing 

the risk 

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

Actions

How and when the gaps in control are to be addressed

Further action necessary to address the controls gap including timescales for 

delivery

Action Due 

Date

Date by which 

the planned 

actions are due 

to be 

completed 
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Assurance Group

Principal committee responsible for overseeing management 

of the risk on behalf of the Board

Sources of Positive Assurance

Current evidence that shows we are reasonably managing 

our risks and controls are effective 

Gaps in Assurance

Were we do not have evidence that controls are working, or 

the evidence available demonstrates that the controls are  

not effective

Risk Review 

date

Last date at 

which the risk 

was reviewed 

by the risk 

owner and 

Assurance 

Group

5821 Leadership and 

change 

management 

capacity and 

capability

In recent years there has been a high xx of Board turnover. Whilst this 

risk has been mitigated due to substantive appointments, there is an 

ongoing need for change at senior management level to meet the 

pressures of the STP. It is important the Trust is able to assure its 

regulators and third parties that such moves are in the interests of the 

patient population of CIOS and to ensure there is sufficient capacity at 

Senior Management level to manage the day to day responsibilities. 

2.1

2.2

2.4

3 3 9 Workforce 

Director of 

HR &OD

Key controls currently in place

Clear communication with regulators and third parties regarding Trust plans to 

resource STP, A&E Delivery Board and Senior Management Team

The Trust has and will be engaging the support of regional partners such as CFT and 

national regulators to secure additional management resource to boost capacity and 

capabilities in key areas eg. A&E performance, Clinical Governance, Finance

Ongoing engagement of regional partner support in various areas 30.05.2017 2 4 8 Assurance Group

People and OD Committee

External regulators

19/04/2017

5609 Mandatory Training 

and PDR 

Compliance

There is a risk that staff have inadequate annual mandatory training 

and do not receive an annual performance development review. This 

is caused by the inability to be released to undertake training due to 

operational pressures and the need to prioritise patient care. This 

could impact on the quality of patient care and patient experience.

2.1

2.3

3 3 9  Workforce

Director of 

HR &OD

Key controls currently in place

Mandatory training:  Staff are expected to complete annual mandatory training. 

Managers are expected to provide study leave for staff to complete their mandatory 

training. Compliance reports are available for managers on ESR.Staff can identify 

their mandatory training requirements through ESR - subjects which are out of date 

are flagged as red

PDR: All staff are expected to participate in an annual PDR. Training

 for managers to undertake a PDR is available. Managers can access information 

regarding their teams' PDRs on ESR. A new simplified PDR  framework was 

introduced in January 2016. Staff developmental opportunities and training is 

available through the L&D team 

Compliance rates for PDR and trailing are reported to trust board monthly

Gaps in controls

Staff are not able to be released for training

Review and update  current appraisal  policy                        

Work with divisions to identify methods for increasing staff training compliance                                                                                                                                                                                                                                                                                

1. 31.03.2017

2. 30.04.2017

2 3 6 Assurance Group

People and OD Committee

Divisional Boards 

Managers receive compliance reports

Sources of Positive Assurance

Training compliance is an upward trend

PDR compliance is an upward trend

Gaps in Assurance

Training compliance remains 10.5% below standard

PDR Compliance is currently 19.9% below the 100% of 

eligible staff standard

31.03.2017

6117 Maternity Culture There is a risk that the culture that exists within maternity if not 

appropriately addressed could be detrimental to the Trusts reputation.  

Also impacting on the staff morale and patient care.

2.2

2.3

2.4

3 3 9  Workforce

Director of 

HR &OD

Key controls currently in place

Initial LiA sessions have been completed.

Director of Nursing is leading on the work  with the Head of Midwifery

Joint statement agreed with RCM re: actions moving forward

HoM split from Divisional Nurse

P55 birth centre group established

National initiatives underway e.g. labour ward leadership programme

Working groups established to review interface with acute and community maternity 

review steering group appended to the governance board.

Increase in wte for delivery suite co-ordinators which will ensure that they each have 

a minimum of two days management time each per month; two vacancies currently 

out to advert

New birth centre will now be led by a dedicated band 7 midwife

The labour ward leaders project has focussed on improving the quality of handovers 

on Delivery Suite

Two vacant matron posts have been recruited and new staff will be commencing on 

01 May and 3 July 2017.

1. RCM behaviours workshop on the 9 & 10 May 2017

2. A series of LiA workshops to identify the issues that affect communication and 

hinder team working between the acute and community midwives

3. 360 degree feedback for all midwives and MSWs in post more than 2 years

4. External support to facilitate workshops to help staff in moving the culture 

forward 

5. Bespoke leadership programme for all matrons and band 7 midwives who have 

leadership responsibilities

6. A working group to be set up to look at rotation of staff within the acute unit and 

between the acute unit and community

1.  10.05.2017

2. 30/06/2017

3. 31/12/2017

4. Explore by 

30/05/2017 

5.31/12/2017

6. 30/05/2017

1 3 3 Assurance Group

People and OD Committee

Divisions Board

Maternity Review Group

Sources of Positive Assurance

SI/incidents monitored by maternity risk management

Gaps in Assurance

Staff Survey

13/04/2017

4166 Reduced Care to 

Oncology Patients 

Because of Reduced 

Oncology Medical 

Workforce

There is a risk of delays to the provision of timely and effective treatment for 

cancer patients; caused by insufficient senior oncology medical cover, with 

patient care being delivered by medical staff not as experienced in certain 

tumour sites

May lead to:

(1) Delays resulting in worsened prognosis.

(2) Inability to meet cancer targets

(3) Unreasonable staff stress and pressure resulting in increased sickness 

levels and higher staff turnover

(4) Increased patient anxiety.

(5) Increase risk of litigation.

1.1

1.2

1.3

1.4

3 4 12  Patient Safety

Bryson 

Pottinger 

(Medical 

Director)

Key controls currently in place

Recruitment of 2 Clinical Fellows.

Middle grade locum in place.

 Introduction of Oncology page to be managed by middle grades for enquiries to the 

department, thereby releasing senior consultant time

Continuing prioritisation of patient based on clinical need.

Consultants are seeing more patients in clinic than their planned clinic template

Gaps in controls

Consultants working overtime to see more patients than planned could lead to pressure on 

staff.

Recruitment of two additional medical and/or clinical consultant oncologists - Single 

candidate has accepted interview date.

13/05/2017 1 4 4 Assurance Group

Quality Assurance Committee

Divisional Governance Board

Cancer Peer Reviews

Sources of Assurance

No waiting list

All cancer standards being  met

No Sis or incidents relating to delays

Gaps in Assurance

13/04/2017

4301  Crowding in 

Emergency 

Department 

There is a risk that ED will need to accommodate more patients than capacity 

allows due to increased attendances and exit block. This will lead to the 

inability to off load ambulances and patients queuing in the corridor which 

will cause a delay in assessment and treatment for potentially life threatening 

illnesses. It also compromises the privacy and dignity of patients and delay 

ambulance crews being released to attend their next calls. 

1.1

1.2

1.3

3 4 12 Patient Safety

Toby Slade 

(Medical 

Director)

1. A review to be undertaken of nursing team structure and numbers over the 24 hour 

period to access impact of changes to flow

2. Review junior doctor cover over 24 hours based on current activity levels and attendances 

and develop an escalation process for meeting demand

3. Review the changes and impact of the Medical Take and Acute GP pilots on the 

management of medical expected and non-expected patients in terms of outcomes and 

waits to be seen. Medica3 l take changes implemented with new medical rat nursing role 

and clearer allocation of junior medical staff. Wait to be seen in line with target to achieve 

15 minutes triage and seen by medic within 1 hour. Improvement seen in decision within 3 

hours, although overall 4 hour standard not met due to flow to wards

1. 31/03/2017

2. Complete

3. 31/03/2017

2 4 8 Assurance Group

Quality Assurance Committee

Divisional Governance Board

A&E Delivery Board

Sources of Assurance

Wait to be seen in line with target to achieve 15 minutes triage and 

seen by medic within 1 hour. Improvement seen in decision within 3 

hours

Gaps in Assurance

Overall 4 hour standard not met due to flow to wards.

Sepsis compliance not yet improved

01/03/2017

Workforce Domain

Patient Safety domain

Strategic Objective 2: PEOPLE

'Attract, develop and retain excellent staff'

(Executive Director: Director of HR & OD/ Chief Operating Officer)

2.1 – Ensure our services are staffed effectively with the right skills

2.2 – Make RCHT an employer of choice by listening and acting on staff feedback

2.3 – Create a learning environment where staff reach their full potential every day 

2.4 – Improve patient outcomes by empowering our clinical leaders to design effective services 

Key controls currently in place

Changes to medical take, new RAT nursing role and clearer allocation of junior medical staff

Escalation policy for both ambulance handover and ED crowding.  Attendance at daily bed 

management meetings. 

A flexible mobile nurse triage team who aim to achieve 15 minute triage and handover target 

with daily reporting and validation.  

Increased nurses establishment to recognise increased attendances

Additional nurses provided to ED to manage the queue through safer care review meetings.

Sepsis performance monitored and actions taken to ensure all patients receive treatment 

within 1 hour

SWAST CSO attends department to support handover when crowded.

Computers at patient side in each cubicle to assess patient need.

Action cards developed for RCHT ED in times of crowding and delayed handovers.

Weekly operational meeting in place with SWAST. Electronic handover from ambulance crews 

implemented in RATS bays, COWs to enable same process when queuing. 

Escalation plan v5 is under regular review by ED Team.

Gaps in controls

New changes may not be effective, requires audit and review of process to ensure changes 

have positive impact

Page 1 of 4
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Risk 

ID

Risk Name Risk Description

Description of the risk using the risk statement: There is a risk. This is 

caused by…This will impact on…
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Individual 
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for managing 

the risk 

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

Actions

How and when the gaps in control are to be addressed

Further action necessary to address the controls gap including timescales for 

delivery

Action Due 
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Date by which 

the planned 

actions are due 

to be 

completed 
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Assurance Group

Principal committee responsible for overseeing management 

of the risk on behalf of the Board

Sources of Positive Assurance

Current evidence that shows we are reasonably managing 

our risks and controls are effective 

Gaps in Assurance

Were we do not have evidence that controls are working, or 

the evidence available demonstrates that the controls are  

not effective

Risk Review 

date

Last date at 

which the risk 

was reviewed 

by the risk 

owner and 

Assurance 

Group

Strategic Objective 2: PEOPLE

'Attract, develop and retain excellent staff'

(Executive Director: Director of HR & OD/ Chief Operating Officer)

2.1 – Ensure our services are staffed effectively with the right skills

2.2 – Make RCHT an employer of choice by listening and acting on staff feedback

2.3 – Create a learning environment where staff reach their full potential every day 

2.4 – Improve patient outcomes by empowering our clinical leaders to design effective services 

4782 Risk to patients due to 

delays in cardiology 

follow up appts

There is insufficient capacity within the cardiology service to provide enough 

follow up outpatient slots to enable all patients to be seen within the agreed 

follow up time. This is caused by a lack of consultant capacity in terms of 

numbers of consultants and time in job plans. There are currently 9 

consultants and capacity and demand work demonstrates the service 

requires a minimum of 11. This delay could lead to potential harm to patients 

and increase morbidity and mortality and significant patient harm. 

1.1

1.2

1.3

3 4 12 Patient Safety

Alistair Slade

(Medical 

Director)

1. Instigate a recruitment process for the vacant post and to increase capacity

2. All patients on FU pending list to be monitored against risk co-efficient and additional 

capacity put in place to see any patient who shows as a high risk.

3. Utilise registrars within cardiology to work with consultants in outpatient clinics to 

increase capacity for seeing follow - ups - 

4. Recruitment to permanent posts

5. Review of current job plans and benchmarking. Review of other Trust's job plans and rota 

management

6. Consider skill mix changes

7. Review efficiencies in Catheter Labs

8. Review of sub-specialties

9. Review of access to service

10. Review of national cardiology audits to identify areas for service improvements where 

required

11. Reduce short term backlog of outpatient  clinics

2 2 4 Assurance Group

Divisional Governance Board

Directorate / Specialty Board

CQC Inspection

Quality Assurance Committee

Trust Management Group

Sources of Assurance

Gaps in Assurance

Growing backlog - increase in backlog, waiting times, RTT 

performance data for cardiology patients

Cardiology Sis, KPIs

CQC inspection highlighted 'must dos'

03/03/2017

4814 Delays to diagnosis 

and treatment of 

urgent referral 

patients  in CT MRI 

and US 

There is a risk of delays to diagnosis and treatment of urgent referral 

patients. This is caused by Insufficient imaging capacity in CT MRI and US to 

accommodate urgent referrals for diagnostic tests. This could impact on 

delayed treatment, poorer patient outcomes and patient / relative / carer 

dissatisfaction, and increased length of stay

1.2 4 3 12 Patient Safety

Bryson 

Pottinger

 

(Medical 

Director)

Key controls currently in place

Allocated urgent and inpatient slots are left unbooked for as long as possible.

Use of additional Mobile MRI capacity

Replacement CT scanner ordered

Agency Sonographer appointed to reduce backlog. 

Gaps in control

Additional CT Radiographers required to deliver more scanning hours

Additional Sonographer required

Additional Radiographers required

1. Additional MRI, US and CT capacity to be procured - maximising additional resource, 

procuring an external provider (short term solutions), procuring 3rd MR scanner.

2. Pilot change to rota to provide more IP / urgent capacity in the day - operating longer 

hours

3. Sonographers, radiographers and CT radiographers required to deliver more scanning 

hours.

4. Additional x2 wte radiographers requested in 2017-18 business planning investments

31/07/2017 1 3 3 Assurance Group

Quality Assurance Committee

Divisional Governance Board

Directorate/Specialty Governance

Sources of Assurance

No Sis relating to delays from capacity issues in Clinical Imaging

Gaps in Assurance

28/02/2017

5279 Haematological 

cancers may not be 

identified during cell 

morphology in the 

Labs

There is a risk that haematological cancers may not be identified during 

review of cell morphology in the Labs. This is caused by the loss of 

significantly experienced staff. The replacement staff are inexperienced 

and/or newly qualified. The impact of this is possible missed diagnosis of 

haematological cancers

1.2 3 4 12 Patient Safety

Bryson 

Pottinger

(Director of 

Nursing)

Key controls currently in place

Training programme for BMS staff 

Delivery, by a consultant haematologist, of morphology tutorials to BMS staff

Gaps in control

1 year per staff member to become competent in microscopy

1. Experienced staff from other areas of Pathology assisting with training/competency 

assessment

2. Trial digital training in morphology to speed up training

28/04/2017 2 4 8 Assurance Group

Quality Assurance Committee

Divisional Governance Board

Sources of Assurance

No Sis related to missed diagnoses by inexperienced staff

Gaps in Assurance 

01/03/2017

5654 Risk of excess 

mortality for patients 

admitted with 

diabetes

There is a risk of excess mortality for patients admitted to RCHT with diabetes 

as there is a lack of consultant ward time to optimise care. This has impacted 

on the reported mortality rates and increased morbidity for patients. The 

trust currently has the lowest time allocation to inpatient diabetes of any 

trust in the south west and amputation rates support this.

1.2 3 4 12 Patient Safety

 

Medical 

Director

Key controls currently in place

The Flow policy is ensuring the decompensating diabetic patient is admitted to the correct 

ward to allow them to be managed by the endocrine team promptly.

Any blood results showing hypoglycaemia are monitored centrally by the diabetes specialist 

nurses who visit the wards to review the patient and instigate training for patients and nurses

Business case has been approved for the recruitment of a 4th Endocrinologist to increase ward 

cover.

The Division plan to review current national audit where diabetes has not been as an 

outlier. The Specialty believes this risk may have been resolved and providing evidence to 

confirm this.

31/03/2017 1 4 4 Assurance Group

Quality Assurance Committee

Divisional Governance Board

Specialty Governance Group

Sources of Assurance

Review of current national diabetes audit to be completed

28/02/2017

5719 Risk of not meeting 

Acute Oncology 

/Cancer of Unknown 

Primary Cancer 

Standards

There is a risk that without an established clinically led Acute Oncology and 

Cancer of an Unknown Primary services the following will not take place:

1. Daily Consultant review of Acute Oncology Patients presenting to ED & 

MAU. 

2. Establishment of weekly CUP MDT. 

2. Establishment of minimum of two CUP clinics per week.

3. CUP lead in job plan of at least one consultant and time allocated in job 

plan of Palliative Care consultant to attend MDT.

4. Provision of rapid assessment clinics that enable patients to be reviewed 

acutely and discharged pending review at these clinics.

The impact of this would lead to:

1.2 4 3 12 Compliance - 

Quality & 

Safety

Bryson 

Pottinger

Medical 

Director

Key controls currently in place

Acute Oncology Nurses Identify and review acute oncology inpatients daily (Mon - Fri), 

supported by junior doctor

Nurses escalate to Consultant Oncologist for urgent review where they have particular 

concerns

Business case for additional medical workforce to provide capacity for the CUP and Acute 

Oncology Service approved for 2018/19 as unable to approve funding for this post in 2017.

Gaps in controls

Demand continues to outstrip capacity despite controls in place

Recruitment of medical post to be completed.Single candidate has accepted interview date. 31/04/2017 2 2 4 Assurance Group

Quality Assurance Committee

Divisional Governance Board

Sources of Assurance

All cancer standards were met in December and for Quarter 3. 

Quarter 4 is expected to be achieved.

The Trust retains its record of quarterly achievement on all 

standards since Q2 2010-11.

Gaps in Assurance

Cancer Peer review in July 2016 identified risks

5746 Failure to maintain 

quality management 

system and therefore 

risk regulatory failure 

(UKAS/ISO/BSQR) due 

to staffing levels.

Risk of closure of the transfusion service due to critical non-conformance in 

UK Accreditation Service inspection specifically in relation to international 

standard ISO 15189 (competence & quality) and of non-conformance in 

MHRA inspection against Blood Safety & Quality Regulations. Caused by:1. 

Failure to adequately implement a quality management system in the 

Transfusion Service due to insufficient service capacity to carry out quality 

management work as a result of sickness &failure to recruit to posts 2. Poor 

and inconsistent recording of traceability data by ward areas and poor quality 

of incident investigations . This could impact on: Closure of the service would 

globally impact the Trust with no blood to cover and would have to re-

provision ED, Theatres, Maternity, MAU and critical care, leading to 

reputational damage. Loss of UKAS accreditation would lead to cessation of 

clinical trial work, demoralisation of staff, audit programme and training.

1.3 3 4 12 Compliance - 

Quality & 

Safety

Bryson 

Pottinger 

(

Director of 

Nursing)

Key controls currently in place

Using blood tracking co-ordinator on kernowflex when available

No response from staff for request for overtime

Staffing recruitment 

Permission to over-recruit gained

Change in established trained posts to trainee posts

Shift working

Monthly summary incident reports assigned to Divisional Nurse to facilitate identification of 

themes/trends and implementation of preventative actions.

Pilot real-time audit of transfusion paperwork on Lowen resulted in improved  compliance. 

Rolled out across other wards, with monthly summary reporting

Gaps in controls

No suitable candidates recruited during band 4 recruitment campaign

High levels of stress and anxiety in staff leading to high sickness 

 The rate of incidents is independent of the activity of the clinical area/specialty and is outside 

the influence of the transfusion department.

1. Recruitment of Annexe U posts and 'grow our own' (in house training)

2. Investigate options for electronic system for documenting blood transfusion. 3. Director 

of Nursing to discuss option of bringing forward investment for IT system with Director of 

Finance 

4. Transfusion Practitioners to meet with transfusion assessors on wards to ensure training 

of staff takes place 

5 worst performing wards to work with Lorraine Maltby Nurse for Quality and Innovation to 

create a bespoke improvement programme for wards. Theatres - Tower Theatres - 

Trelawney Trauma 1 & 2 Carnkie 

1. 31/03/2018

2. 31/03/2017

3. 31/03/2017

4. 31/03/2017

5.28/04/2017

2 4 8 Assurance Group

Divisional Governance Board

Specialty Governance

MHRA/UKAS Inspection feedback

Sources of Assurance

Conditional acceptance of position from MHRA

Gaps in Assurance

Blood transfusion training/competency figures

Blood transfusion documentation errors

16/02/2017

Key controls in place

Patients over 6 months clerically validated to ensure still required. All Consultants sent up to 

date list of patients on a bi-Monthly basis for review and prioritisation. 

Additional follow-up outpatient clinics arranged on ad hoc basis.

Waiting list reviewed at RTT meeting weekly.

The waiting list has a risk co-efficient that highlights increased risk to patients and is used to 

monitor patients on the waiting list.

Patients access other health professionals during this time e.g, Clinical Nurse Specialists for 

symptom control or Physiologists for implant monitoring.

 Recruitment plan in place and NHS and agency locums appointed to keep to 9 consultants on 

the rota. C10 post approved and recruitment begun

A detailed Demand and capacity review has been completed

Patients waiting for follow up or treatment are all clerically validated months and are 

reviewed by consultants to determine level of urgency.

Additional follow up outpatients arranged as needed where patients have been identified as 

needing urgent review

Waiting list is reviewed weekly at RTT meeting against risk co-efficient that highlights patients 

who may be at higher risk and appointments are expedited

Patients have access to other health professions such as clinical nurse specialists for symptom 

control and physiologists for implant monitoring. Patients who require consultant review are 

escalated.

Executive oversight of cardiology through TMG and performance review 

Gaps in control: 

An establishment, of 10 consultants, current job plans and rotas mean there is still a gap in 

capacity of 9.53 PAs per week

1. Complete - C9 

locum contract 

offered February 

2017. Candidate 

offered 12 month 

post, expected 

April/May 2017.

2. ongoing

3. ongoing

4.30/09/2017

5. 28/02/2017

6. 28/02/2017 7. 

31/03/2017. 8. 

30/06/2017

9. 30/05/2017 10. 

30/05/2017

11. 30/06/2017
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Risk 

ID

Risk Name Risk Description

Description of the risk using the risk statement: There is a risk. This is 

caused by…This will impact on…

Potential 

threat to 
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materialises 

what is the 

impact on the 

Trust 

Objectives
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Executive 

Lead

Individual 
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accountable 

for managing 

the risk 

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

Actions

How and when the gaps in control are to be addressed

Further action necessary to address the controls gap including timescales for 

delivery

Action Due 

Date

Date by which 

the planned 

actions are due 

to be 

completed 
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Assurance Group

Principal committee responsible for overseeing management 

of the risk on behalf of the Board

Sources of Positive Assurance

Current evidence that shows we are reasonably managing 

our risks and controls are effective 

Gaps in Assurance

Were we do not have evidence that controls are working, or 

the evidence available demonstrates that the controls are  

not effective

Risk Review 

date

Last date at 

which the risk 

was reviewed 

by the risk 

owner and 

Assurance 

Group

Strategic Objective 2: PEOPLE

'Attract, develop and retain excellent staff'

(Executive Director: Director of HR & OD/ Chief Operating Officer)

2.1 – Ensure our services are staffed effectively with the right skills

2.2 – Make RCHT an employer of choice by listening and acting on staff feedback

2.3 – Create a learning environment where staff reach their full potential every day 

2.4 – Improve patient outcomes by empowering our clinical leaders to design effective services 

6088 Lack of Wet Age 

Related Macular 

degeneration clinic 

capacity

There is a risk of a lack of Wet Age Related Macular degeneration WARM 

clinic capacity due to an increase in WARM outpatient demand for new and 

follow up referrals. This is further compounded by an impending vacancy 

within the WARM service which will result in a further reduction in capacity.

The impact of which is that patients are not being reviewed within a safe 

timeframe and will result in a delay to patient treatment with the potential 

for permanent harm (blindness), complaints and litigation.  

1.1

1.2

1.3

3 4 12 Patient Safety

Adam Wilde

(Medical 

Director)

Key Controls currently in place

1. Run a weekly co-efficient report which identifies high risk patients by percentage overdue 

intended interval. (Co-efficient Management) 

2. Follow up waiting list is reported into RTT on a weekly basis. 

3. Highest risk patients are identified at RTT and plans for follow up are expedited. 

4. Running regular Saturday clinics

5. Sustaining Meneage and Wheal Northey sub-contracted services. NEW patient pathway 

with virtual review of photography  inviting only those patients meeting the criteria for 

consultant consultation and treatment 

6. Additional sessions with existing staff

7. Additional nurse injection clinics at various locations

8. Review demand with commissioners

Gaps in Control 

1. Extra clinics (Saturday)  are run when there is capacity. If no clinical cover, no extra clinics 

are provided

1. Match capacity to demand in WARM Service - recruitment of x2 nurses. Investment 

request submitted December 2016 as part of 17/18 request. Awaiting outcome.

2. - Implement nurse led pathway for Diabetic Macular Odeama patients - waiting on 

investment request.

3. - Equipment investment to enable FFA room to be used for injections

1. 30/04/2017

2. 30/04/17 

Investment 

request

3.30/04/2017 

investment 

request

2 4 8 Assurance Group

Quality Assurance Committee

Ophthalmology Directorate Governance meeting

Divisional Governance Board

Sources of Assurance

No SI since July 2016

Gaps in Assurance

227 patients WARM follow up pending list. 14 at 2 months, 161 1 

month and 52 at 0 month. Each week co-efficient report run and 

patients at highest risk are booked. Where this is not possible the 

patients are escalated. Severity of this risk to be reviewed given that 

the irregular clinics that were commenced in November have 

ceased from 7th January due to no consultant, lack of nursing for 

injections due to sickness and HCA cover; this will impact on 

capacity and demand.

27/02/2017

5211 Inappropriate patient 

management due to 

reporting backlog & 

reports 

acknowledgement

There is a risk that patients will be inappropriately managed as diagnostic 

information will not be available to clinicians. This is caused by Radiology 

reporting capacity does not meet demand for diagnostics, leaving a delay 

between imaging and report available. This could impact on 

1. Patient's may receive inappropriate care as clinicians are unaware of 

potential diagnosis.

2. Delay to the appropriate care which the result of imaging would have 

initiated.

1.2 3 3 9 Patient Safety

Bryson 

Pottinger 

(Medical 

Director)

Key controls currently in place

Reporting lists have been separated so inpatients and urgent care can be prioritised.

Unexpected & urgent results telephoned through to referrer.

Outsourcing where possible to increase reporting capacity.

Demand and capacity review to inform processes

Agreed in budget setting for budgetary requirements for ongoing outsourcing

Gaps in controls

Requirement for radiologists required

Recruitment of Consultant Radiologists (2 w.t.e.) is ongoing - issues due to national 

shortages

Radiographers to be trained in MSK reporting

28/04/2017 2 3 6 Assurance Group

Quality Assurance Committee

Divisional Governance Board 

Directorate Governance meeting 

Discrepancy Review Group - review reports that are subsequently 

found to be misinterpreted

Sources of Assurance

Incidents, complains, risks reviewed by divisional governance board

Other assurance?

Gaps in assurance

6097 Delay in treatment 

and rehab with 

increased length of 

stay for neuro 

patients on Tintagel.

There is a risk of suboptimal rehabilitation and increased LOS for neurology 

patients on Tintagel ward.

This is caused by delayed therapies treatment &  rehabilitation (physio, 

occupational, dietetic and SALT) for these patients 

This is caused by a change in specialty of ward to Intensive Neurology 

rehabilitation which requires a greater therapies input and the increase in 

therapies input required was not been provided for.

The impact of this is that patients remain dependant for longer with possible 

increased lengths of stay and poorer outcomes and patient experience.

Dietetics assessment delays leading to possible delays in adequate nutrition.

1.1

1.2

1.3

5 2 10 Patient Safety

Bryson 

Pottinger  

(Medical 

Director)

Key controls currently in place

Daily rapid rounds with the ward manager to enable an MDT rehab approach i.e. nurses to 

take on some of the rehab requirements.

Nursing staffing is stabilising and we have offered to train the nurses.

ED OT team providing clinical cover with clinical support from the stroke/neuro clinical lead. 2 

staff members on loan to support the ward.

Stroke PT team also providing clinical support.

Discussion with MTH therapy staff.  Additional support (OT/PT) over xmas from MTH for ward 

with pts and training staff.

Dietetic stroke team covering .SLT covered by general team as able. Service delivery is 

available as assessment and advice with minimal rehab.

All therapy staff advised to document incidents on datix system.

Agency staff utilised in line with Trust guidelines

Gaps in control

Therapists work on ward are required to be moved to other areas when need arises

Consider using unused staffing establishment (minimal) to enable a small increase in work 

capacity.ie ask part time to slightly increase hours. Increased therapy capacity investment to 

be considered at specialty review. This will reduce CIP delivery for division.

30/04/2017 3 2 6 Assurance Group

Quality Assurance Committee

Divisional Governance Board

Sources of Assurance

LOS data for patients on ward

Incidents reported 

Gaps in Assurance

27/02/2017

4427 Risk of Inadequate 

provision of 

chemotherapy service

There is a risk that Patients' chemotherapy treatments are being delayed. 

This is caused by:

1. inadequate numbers of chemotherapy-trained nurses for the provision of 

the service 

This could lead to:

1. Potential for poorer patient outcomes

2. Increased number of complaints / PALs concerns 

3. Non compliance with Specialist Commissioning requirements of a 2:1 ratio 

on Lowen Ward.

4. Withdrawal of approval to continue to provide specialist services

1.1

1.2

3 3 9 Patient Safety

Bryson 

Pottinger

(Director of 

Nursing)

Key controls currently in place

1. Continued use of specialist agency staff

2. Use of Kernowflex staff where possible

3. Constant monitoring and adjustment of staffing rotas to ensure availability of appropriately 

trained staff to perform procedure

4. Staff swap days off & leave to cover service

5. Use of CNS's to support Headland Unit

6. Employed Medicine Management Technician in place of Band 5 nurse to take on non- 

nursing duties ward clerks to take clerical duties away from RN's.  

7. Rota management by Ward Sister

8. Full review of skill mix and planning and recruitment. 

9. Matron oversight of prioritisation and booking

10.  Practice Educators in post to provide fast-track, in-house training 

11. Stem cell harvest service

Gaps in control

Permanent staff required 

1. Recruitment of 3.5 wte Band 5 staff

2. Following business case approval, recruit chemotherapy trained nurses into posts.

3. Utilise chemo-trained Research Nurses to support delivery of the service once backfill 

arrangements are in place

1. 30/05/2017

2. 30/05/2017

3. 30/05/2017

1 3 3 Assurance Group

Quality Assurance Committee

Divisional Governance Board

Sources of Assurance

Gaps in Assurance

01/03/2017

5338 Non-elective surgical 

patients will not be 

seen within 4 hours of 

arriving on the 

Surgical Admissions 

Lounge

There is a risk that non-elective surgical patients will not be seen within 4 

hours of arriving on the Surgical Admissions Lounge (St Mawes) due to lack of 

established facility to monitor arrival time and doctors stationed in the SAL 

being pulled into ED.  The potential impact is insufficient rapid recognition of 

deteriorating patients leading to avoidable harm and possible adverse 

outcomes.  There could also be reputational impacts as this issue was raised 

for resolution in a Rule 43 letter in 2014

1.1

1.2

3 3 9 Patient Safety

Paul Lidder 

(Medical 

Director)

Key Controls currently in place

1. Ensure adequate staff are available to see all emergency admissions within 4 hours.  

2. Admitting most patients through St Mawes lounge during normal working hours and 

stationing a doctor there during normal working hours.  

3. Awareness and implementation when required of escalation policy.

 4. Assign each night a named-person clinician with specific responsibility to ensure 

compliance with review and documentation.

5. Ensure rosters are managed appropriately  to cover gaps

Gaps in controls

1. Adequate staffing levels are not always available 

2. Current Oceano system is not able to record patients admission time and determine 

whether standard has been breached

 	1. Commence Audit of incidents to review harm caused to patients as a result of length of 

time spent in SAL

2. Investigate new PAS system (Oceano module) to allow for timing of patients in relation to 

4 hour standard

1. 31/03/2017

2. 31/03/2017 

2 3 6 Assurance Group

Quality Assurance Committee

Divisional Governance Board

GI Governance meeting

Sources of Assurance

Incidents monitored through Divisional Governance Board

GI Peer review - good response received

Gaps in Assurance

4hr standard  compliance  not able to be tested

27/02/2017
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Risk Name Risk Description
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for managing 
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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

Actions

How and when the gaps in control are to be addressed

Further action necessary to address the controls gap including timescales for 

delivery

Action Due 
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the planned 

actions are due 

to be 

completed 
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Assurance Group

Principal committee responsible for overseeing management 

of the risk on behalf of the Board

Sources of Positive Assurance

Current evidence that shows we are reasonably managing 

our risks and controls are effective 

Gaps in Assurance

Were we do not have evidence that controls are working, or 

the evidence available demonstrates that the controls are  

not effective

Risk Review 

date

Last date at 

which the risk 

was reviewed 

by the risk 

owner and 

Assurance 

Group

Strategic Objective 2: PEOPLE

'Attract, develop and retain excellent staff'

(Executive Director: Director of HR & OD/ Chief Operating Officer)

2.1 – Ensure our services are staffed effectively with the right skills

2.2 – Make RCHT an employer of choice by listening and acting on staff feedback

2.3 – Create a learning environment where staff reach their full potential every day 

2.4 – Improve patient outcomes by empowering our clinical leaders to design effective services 

5631 Medical rota not 

covered  in Surgical 

Services

There is a risk that the medical rota will not be covered due to a high level of 

vacancies across the division. (Resulting from a loss of Deanery posts and the 

inability to recruit Trust Doctors.) This could impact on appropriate care and 

delays to treatment.

1.1

1.2

1.3

3 3 9 Patient Safety

Vicky 

Peverelle 

(Medical 

Director)

Key Controls currently in place

1. Rota Co-ordinators are responsible for ensuring the rota is covered at all times and when 

this is not possible it is escalated.

2. Strategy Action plan drawn up to evaluate baseline for the Division and a trajectory to 

reduce risk with mitigating actions to provide cover 24/7 cover on wards and cover vacancies. 

3. Staff acting down/covering wider area

4. Orthopaedics set up criteria for a safety brief each morning to ascertain whether safe to 

perform electives.

5. Orthopaedics action plan instigated by surgeons

Gaps in Control

Additional Sickness/Maternity leave means staff are required to cover further gaps 

Pressure on staff to cover gaps, can lead to sickness absence, burnout

Submitted as part of investment request for 2017/18:

1a. Recruit to vacancies

1b. Review recruiting abroad - out to advert - 4xmiddle grade staff

1c. Review alternative skill-mix completed and investment requests put in to deliver GPs, 

physio and nurse specialists

1d. Review utilisation of nurse practitioner roles 

2. Division to review the Rota Co-ordinator role to introduce resilience and standard 

operating processes so that their roles and duties are clear  and they are all working in the 

same way

1. 30/04/2017

2. 31004/2017

2 3 6 Assurance Group

Quality Assurance Committee

Divisional Governance Board

Sources of Assurance

Incidents are reviewed and monitored at each Divisional 

Governance meeting

Incidents form part of Performance Assurance Framework

Gaps in Assurance

27/02/2017

6021 Risk of patients not 

receiving adequate 

consultant reviewing 

Critical Care Unit at 

weekends

There is a risk of patients not receiving adequate timely daily consultant 

review in line with the Keogh Clinical Standard 8   in the Critical Care Unit at 

weekends. This is caused by reduced consultant cover at weekends. This 

could affect patients by causing missed diagnoses and delayed or incorrect 

treatment.

1.1

1.2

1.3

3 3 9 Patient Safety

Alison Moore 

(Medical 

Director)

Key controls currently in place

1. ITU outreach service

2. Consultants negotiate with wards to prioritise patients according to acuity

3. Consultants working overtime in order to review patients

Gaps in controls

ITU outreach not yet 24/7

Consultants working overtime to manage patients

1. ITU outreach service to be extended 

2. Business case to provide additional consultant cover

3. Complete audit of incidents where harm has resulted

1. 30/04/2017

2. 30/04/2017

3. 31/03/2017

2 3 6 Assurance Group

Quality Assurance Committee

Divisional Governance Board

ITU Business Meeting

Sources of Assurance

Mortality and morbidity data improving

HSMR improved

SHMI improved

Gaps in Assurance

NHSI led audit - access to critical care interventions 

27/02/2017

6075 National Shortage of 

Audiologists

There is a risk that Audiology will be unable to recruit qualified staff to cover 

vacancies, maternity and sickness. This is caused by a shortage of qualified 

Audiologists both nationally and locally. This would impact on activity, 

waiting times, AQP and UKAS accreditation resulting in a loss of income and 

reputation. 

2.1 3 3 9 Patient Safety 

Adam Wilde 

(Medical 

Director)

Key controls currently in place

Change in skill mix of staff 

Appointment of Assistant and Associate staff

Engagement with national training programs at under/post graduate 

Engagement with local and national workforce planning

Gaps in controls

Despite skill mix changes, trained audiologists continue to be required

1. link into apprentice schemes as soon as available to train through to and including 

foundation level. - update  - completed - funding for band 2 apprentice identified

2. Explore funding for two Associate audiologists to take a top up year to convert foundation 

degree to post graduate level and practitioner level registration.

1. 31.03.2017

2. 31.03.2017

2 3 6 Assurance Group

People and OD Committee

Divisions Board

Specialty Governance

Sources of Positive Assurance

RTT

incidents involving audiology patients

Gaps in Assurance

31.03.2017
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6212 Operational 

Pressures and 

Patient Flow

Patient flow across the system in Cornwall is constricted due 

to increasing demand and inefficiencies in the discharge 

process for patients. The resulting congestion leads to a 

sustained escalation state and delays in patient care delivery. 

There is system-wide recognition that urgent remedial action 

is required to address these issues which, if not addressed, 

will adversely affect the quality of care delivered and the 

overall patient experience, lead to cancelled/delayed 

treatment and impact on the Trust's ability to deliver a range 

of performance standards, including the 4 hour A&E standard.

1.1, 1.2, 1.3, 1.4 5 4 20 Quality 

Chief 

Operating 

Officer

1. A&E Delivery Board, chaired by the CEO.

2. x4 Operational review meetings.

3. Escalation plans in place to respond to patient flow pressures.

4. Clinical Director of Patient Flow appointed.

5. Daily discharge hub in place, with daily one hour system 

meetings taking place in hospital.

6. New social care funding to be negotiated and deployed 

7. Section 48 Review of system by CQC

1. Trust inpatient Transformation programme to be rolled 

out on Wards in order to minimise internal delays. Aims 

include: ensuring that all patients have functional goals 

agreed on admission, delays to treatment plans are 

escalated and rectified quickly, discharges occur earlier 

in the day.

2. Whole system, priority actions agreed at A&EDB 

designed to make a significant and urgent impact on the 

flow risk as follows: a) Reduce arrivals at Acute Hospital, 

b) County wide rollout of D2A pathway1, c) Increase 

capacity in council funded long term care.                                                                                 

1. Planning phases 

have commenced. 

Roll out on MAU 

and Carnkie in 

March and 

subsequently to all 

inpatient wards. 

2. Currently in 

scoping phase and 

monthly updates 

on progress to be 

provided at 

A&EDB. 

4 4 16 There are a number of 

operational KPIs received 

by the Quality Assurance 

Committee and the Board 

on a monthly basis via the 

Integrated Performance 

Report that act as 

indicators as to the extent 

of the risk over a given 

period (i.e. A&E 4 hours, 

DTOCs, cancelled 

procedures).

13/04/2017

6213 Delivery of Quality 

Objectives and the 

Effectiveness of 

Clinical 

Governance 

Arrangements

The Trust was assessed as 'requiring improvement' its last 

scheduled CQC inspection in January 2016. There was a 

further unannounced inspection undertaken in January 2017 

which, whilst noting improvement, identified a number of 

ongoing areas of clinical risk: end of life care, patient flow, 

cardiology, the Trust's SI processes and 'ward-to-Board 

governance'. Without robust and effective clinical governance 

arrangements, there remains a risk that the Trust will not be 

able to meet (and evidence) compliance with regulatory 

standards and may not consistently deliver high quality, 

compassionate care to patients.

1.1, 1.2, 1.3, 1.4 3 5 15 Compliance 

(Quality & 

Safety) 

Medical 

Director/ 

Director of 

Nursing

1. Biannual Quality & Safety 'ward checks'.

2. Quarterly CQC compliance review in place and overseen by the 

Quality Assurance Committee.

3. The Quality Assurance Committee receives a number of 'deep 

dive' sessions in areas of known clinical service risk with a view to 

resolution.

1. Review of Divisional Governance meetings being 

implemented to ensure standardisation and clear 

linkages to allow for 'ward-to-Board' governance.

2. Review of divisional resource allocation to support 

clinical governance matters.

3. Medical Director-led review of meeting sub-structure 

below Quality Assurance Committee to ensure 

effectiveness.

4. Strengthening of Trust Management Group (TMG) to 

enable it to have oversight of all governance matters 

escalated through the divisions.

1. Apri l 2017

2. April 2017

3. April 2017

4. April 2017

2 5 10 Revised Clinical 

Governance Sub-

Committee now 

established with a 

mandate to drive 

governance improvement, 

reporting to the Quality 

Assurance Committee 'by 

exception'.

30/04/2017

6214 Workforce Capacity There is a risk that the Trust does not have 'right people in the 

right place at the right time for the right cost'; posing a 

significant risk to the Trust's ability to meet its care 

obligations.

2.1 4 4 16 Workforce 

Planning

Director of HR

1. New agency controls in place- has resulted in c.50% reduction 

in agency usage and the Trust has been viewed regionally as an 

exemplar in this respect.

2. Developed & expanded use of internal bank system, making it 

easier for substantive staff to fill vacant shifts.

3.  New electronic recruitment process in place, allowing for 

greater transparency and expediency. 

4. Staff Health & Wellbeing Strategy in place, overseen by Staff 

Health & Wellbeing Group.

1. Rollout of new system-wide recruitment campaign with 

refreshed branding and targeted focus. Proposal for 

national and international recruitment campaign.

2. Substantial redesign of nursing/HCA career pathways 

through skill mixing, particularly where diversification of 

nursing workforce will assist in filling medical vacancies.

3. Consideration of providing more flexible opportunities 

to enable people to remain in the workforce during the 

latter part of their careers.

1. Proposed rollout 

01/05/2017

2. March 2018

3. July 2017

3 4 12 Operational Workforce 

Group meets on a monthly 

basis to seek assurance 

on workforce capacity 

issues, reporting to the 

Finance Committee.

Staff Health & Wellbeing 

Group oversees staff 

retention, reporting to 

People & OD Committee. 

The People & OD 

Committee will be 

presented with key 

recruitment plans on a 

periodic basis.

21/02/2017

Strategic Objective 1: QUALITY

'To provide compassionate, safe, effective care'

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

1.1 - Improve patient experience and outcomes by reducing queues in ED and maximising our elective capacity

1.2 – Keep our patients safe, focus on a reduction in falls

1.3 – Deliver our CQC action plan to achieve national quality standards

1.4 – Liston and respond to our patients to inform how we improve our services

Strategic Objective 2: PEOPLE

'Attract, develop and retain excellent staff'

(Executive Director: Director of HR & OD/ Chief Operating Officer)

2.1 – Ensure our services are staffed effectively with the right skills

2.2 – Make RCHT an employer of choice by listening and acting on staff feedback

2.3 – Create a learning environment where staff reach their full potential every day 

2.4 – Improve patient outcomes by empowering our clinical leaders to design effective services 
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Risk ID Risk Name Risk Description Potential threat 

to Objectives

If this risk 

materialises 

what is the 

impact on the 

Trust Objectives
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t) Domain & 

Executive 

Lead

Individual 

ultimately 

accountable 

for managing 

the risk 

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

Actions

How and when the gaps in control be addressed 

Further action necessary to address the controls, gap 

including timescales for delivery

Action Due Date

Date by which the 

planned actions 

are due to be 

completed 
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t) Assurance Risk Review 

date

Last date at 

which the risk 

was reviewed by 

the risk owner 

and Assurance 

Group

6215 Workforce 

Engagement

The Trust Staff Survey consistently highlights that there are 

low levels of staff engagement within the Trust. This has the 

potential to adversely affect the delivery of transformational 

change and the day-to-day delivery of high quality and 

compassionate care.

2.2 4 3 12 Workforce 

 

Director of HR

1. Freedom to speak up Guardian is in place                           2. 

We use Listening Into Action methodology to encourage 

employees to lead change and improve patient care                                                                                                         

3. We ensure all our aspiring managers are trained consistently 

via the Managers Passport programme

1. Development of revised Comms & Engagement 

Strategy.

2. Development of IT platform to enable more direct staff 

feedback, comments and suggestions for improvement.

3. New programme of Board-level 'walkabouts' being 

introduced to improve Board member visibility within 

clinical areas.

1. 31 May 2017

2. 31 July 2017

3. 30 April 2017

3 3 9 People and OD Committee 

meets every other month                                                   

Staff Survey is conducted 

every year

22/02/2017

6216 Delivering Shaping 

Our Future

Health and social partners within Cornwall & the Isles of Scilly 

(CIOS) recognise that the current segregation of 

responsibilities for providing and commissioning primary, 

secondary, community and mental health services is 

uneconomical, ineffective and provides local people with a 

disjointed service, rather than placing them at the centre of 

their care. Integrated working and new models of care need to 

be developed within the region in order to maximise available 

resources and in order to provide a higher quality care 

pathway for patients.

3.1, 3.2, 3.3 3 5 15 Partnership 

Working

Chief 

Executive/ 

Director of 

Strategy

1. There is a clear governance structure in place that underpins 

SOF: a monthly Transformation Board provides assurance and 

high-level strategic oversight of the programme. Below this sits a 

programme board that will drive the delivery of the Shaping Our 

Future delivery plan, holding the Executive Delivery Group, 

comprising Executive Directors from all system partners, 

accountable for the execution of agreed plans.

2. RCHT CEO appointed as single system leader for SOF.

3. RCHT Governance Lead appointed as new Programme 

Director for SOF.

1. Collaboration Agreement agreed between RCHT and 

CFT.

2. Joint Venture in Urgent Care to be established by April 

2017.

3. Joint bid for NHS 111/OOH services to be jointly 

submitted by RCHT/Kernow Health/RCHT.

4. Work underway to design overarching 'SOF Board' 

through Committees in Common arrangement.

1. Complete

2. April 2017.

3. Complete - 

decision awaited

4. April 2017

2 5 10 The Trust Board will 

continue to receive direct 

assurance re: the 

progression of Shaping 

Our Future.

21/02/2017

6217 Non-Delivery of 

Financial Plan 2017-

18/19

The Board has approved a financial plan for 2017-18/19 

which identifies a £21.5m savings target in the delivery of the 

Trust's services for 2017/18, the largest target in the 

organisation's history. It has been agreed that £17.3m of this 

will need to be delivered through CIPs/transformational 

change.  Failure to achieve the planned financial trajectory in 

2017/18 will give rise to further financial risk: withdrawal of 

STF funding, contractual fines and liquidity risk.

4.1, 4.2 4 5 20 Financial

Director of 

Finance

1. Divisional Performance Reviews in place, occurring on a 

monthly basis.

2. Operational Workforce Group oversees pay related savings and 

pay spend, meeting fortnightly.

3. Establishment of robust Standing Financial Instructions & 

Standing Orders.

4. Weekly Executive-led vacancy review Group.

5. Finance Committee meets on a monthly basis to scrutinise 

financial performance.

Identified Gaps in Control : There is a need to improve the 

governance underpinning the delivery of the CIP and 

Transformation schemes.

1. Savings Framework in place for 2017-19 focusing on 

substantive pay cost reduction.

2. Deputy Director of Nursing-led 'check & challenge' 

meetings on rostered staffing levels are taking place to 

minimise agency usage.

3. Requests for new investments are being prioritised to 

support the Trust's mortality, discharge and flow 

arrangements.

1. Ongoing.

2. Ongoing.

3. Ongoing.

3 5 15 Monthly Divisional 

Performance meetings 

provides an opportunity for 

assurance to be sought as 

to each Division's financial 

performance vs. plan. 

From March 2017, a 

similar review will take 

place for all corporate 

areas. The outcomes of 

these meetings (i.e. the 

Trust-wide financial 

position) is overseen by 

the Finance Committee on 

behalf of the Board.

12/04/2017

Strategic Objective 4: RESOURCES

'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 – To be a financially stable organisation

4.2 – Increase funds available for patient care by reducing costs across the Trust and health system

4.3 – Transform services to increase quality and reduce inefficiency and waste

4.4 – Invest to improve our equipment, IT systems and infrastructure

Strategic Objective 3: PARTNERSHIP

'Offer integrated care, as close to home as possible'

(Executive Director: Director of Strategy and Business Development)

3.1 – Through ‘Shaping Our Future’ we will form an accountable care system to:

• Eliminate organisational barriers

• Enable our citizens to live healthier lives and maximise independence

• Offer urgent, primary and community care which meets patients’ needs

3.2 – Expand our research and innovation opportunities in order to improve patient care
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